UT Southwestern
Medical Center

extending Maternal Care After Pregnancy (eMCAP):

An Initiative to Address Health Care Disparities and Enhance
Access to Care After Delivery

David B. Nelson, MD

Gillette Professorship of Obstetrics and Gynecology
Dedman Family Scholar in Clinical Care

Chief, Division of Maternal-Fetal Medicine
Associate Professor, Maternal-Fetal Medicine
Department of Obstetrics & Gynecology

University of Texas Southwestern Medical Center



Disclosures

* No personal disclosures or conflicts of interest.

« The eMCAP program is a partnership sponsored by Parkland Health and UT Southwestern Department of Obstetrics
and Gynecology.

« Community-based partnerships established through Parkland Health.
« Dallas Healthy Start participating in eMCAP program.
« Hamon Charitable Foundation has provided donation to support the eMCAP program.

» University of Texas Southwestern Medical Center’s Program for the Development and Evaluation of Model Community
Health Initiatives in Dallas (PDEMCHID) awarded to eMCAP program.

» Support from HHS Racial Equity in Postpartum Care Challenge.

p) UT Southwestern
Medical Center




Objectives

1. Explain the characteristics of the collective responses to maternal
mortality crisis.

2. Review findings from Texas Maternal Mortality Review Committees from
2018, 2020, and now 2022.

3. Describe a demonstration project targeting an underserved community
for postpartum care.
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Causes of maternal death in the United States
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Figure 2. Population-level, cause-specific proportionate pregnancy-related mortality for 1987-1990, 1991-1997, 1998-
2005, 2006-2010, and 2011-2013. Results are population-level and can be compared as absolute values.
Creanga. Pregnancy-Related Mortality in the United States. Obstet Gynecol 2017,
Creanga AA, et al. Obstet Gynecol. 2017
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Figure 2. Population-level, cause-specific proportionate pregnancy-related mortality for 1987-1990, 1991-1997, 1998-
2005, 2006-2010, and 2011-2013. Results are population-level and can be compared as absolute values.
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Correct answer but with wrong logic?

Maternal mortality in the United States

Original Research

Pregnancy-Related Mortality in the United

States, 2011-2013

Andreea A. Creanga, Mp, #b, Carla Syverson, cNM, MN, Kristi Seed, BS,

and William M. Callaghan, MD, MPH

OBJECTIVE: To update national population-level preg-
nancy-related mortality estimates and examine charac-
teristics and causes of pregnancy-related deaths in the
United States during 2011-2013.

METHODS: We conducted an observational study using
population-based data from the Pregnancy Mortality
Surveillance System to calculate pregnancy-related mor-
tality ratios by year, age group, and race-ethnicity groups.
We explored 10 c i-death categories by preg Y
outcome during 2011-2013 and compared their distribu-
tion with those in our earlier reports since 1987.
RESULTS: The 2011-2013 pregnancy-related mortality
ratio was 17.0 deaths per 100,000 live births. Pregnancy-
related mortality ratios increased with maternal age, and
racial-ethnic disparities persisted with non-Hispanic black
women having a 3.4 times higher mortality ratio than non-
Hispanic white women. Among causes of pregnancy-
related deaths, the following groups contributed more
than 10%: cardiovascular conditions ranked first (155%)
followed by other medical conditions ullen reﬂulmg pre—
existing illnesses (14.5%), infection (12.7%), b

data for 2006-2010, the distribution of cause-of-death cat-
egories did not change considerably. However, compared
with serial reports before 2006-2010, the contribution of
hemorrhage, hypertensive disorders of pregnancy, and
anesthesia complications dechined, whereas that of car-
diovascular and other medical conditions increased (pop-
ulation-level percentage comparison).

CONCLUSION: The pregnancy-related mortality ratio
and the distribution of the main causes of pregnancy-
related mortality have been relatively stable in recent
years.

(Obstet Gynecol 2017;130:366-73)

DOI: 10.7097IAOG D000000000N2114

he risk of death dunng and shortly after pregnancy
from pregnancy-related causes has not declined in
the United States for more than 25 years.! Data from the
Centers for Disease Control and Preventions (CDC)
Pregnancy Mortality Surveillance System show that the
pregnancy-related mortality ratio has increased from

(11.4%), and cardiomyopathy (11.0%). ReLmve to the musl
recent report of Pregnancy Mortality Surveillance System
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appro ly 10 deaths per 100,000 Live births in the
ealy 1990s 1o 16 deaths per 100,000 live births for the
aggregate period 2006-2010.7 The same data document
important, persitent racial-ethnic  disparities in
pregnancy-related mortality for greater than 20 years and
suggest a continuing increasing contribution of chronic
diseases, particularly cardiovascular disease, to mortal-
ity.# Reasons for the reported increase in pregnancy-
related mortality are not entirely clear, although im-
provements in the identification of these events—use of
data linkages and of a pregnancy question (e, checkbox)
on the 2003 US. standard death certificate—were shown
to have an important contribution (Creanga AA, Call-
aghan WM. Recent increases in the U.S. maternal mor-

tality rate: disentangling trends from nw.mm:-mml issues
[letter]. Obstet Gynecol 2017,129:206-7).*

To provide ‘the most recent national, popalation-
level information regarding overall pregnancy-related
mortality, canses of death, and populations at risk, we
examine pregnancy-related mortality in the United States
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Prompted national response to maternal mortality

The NEW ENGLAND JOURNAL of MEDICINE

HOVEMBER 1, 2018

What We Can Do about Maternal Mortality
— And How to Do It Quickly

Susan Mann, M.D., Lisa M. Hollier, M.D., Kimberlee McKay, M.D., and Haywood Brown, M.D.

an NPR, special series called “Lost
Mothers: Maternal Mortality in
the U.5."; a New York Times arvicle
on chosures of rural maternal ser-
vices; and a USA Today series,
“Deadly Deliveries™ — discuss
increasing maternal mortality in
the United States and the signifi-
cant concern it presents for child-
bearing women and their families.

Women in the United States
are more likely to die from child-
birth- or pregmancy-related causes
than women in any other high-
income country, and black women
die ar a rate three to four times
that of white women. Increasing
maternal mortality is a tragedy,
and though multiple factors con-
tribute to the risk of maternal

death, national and state reviews
have identified the most prevent-
able contributors. The Centers for
Lisease Control and Prevention
(CLC) defines 2 pregnancy-related
death as “the death of 2 woman
during pregmancy 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 physiclogic ef
focts of pregmancy.” Three types
of complications the CLC identi-
fics as the most commaon poten-
tially preventable are postpartum
hemorrhage, severe hypertension,
and venous thromboembaolism.!
S0 how can the health care
community reverse the devastat-

ing trend in pregnancy-related
deaths? We recommend four ac-
tions that can be adopted by ev-
ery hospital providing obstetrical
care, regardless of its size.

First, hospitals can expand
their focus on the preventable
causcs of obstetrical complica-
tions and related death. The Alli-
ance for Innovation on Maternal
Health (AIM) — a collaboration
led by the American College of
Obseetricians and Gynecologists
(ACOG) and involving 30 other
organizations representing the
spectrum of women's health care?
— created several “bundles™ of
best practices for improving safe-
ty in maternity care, to help dini-
cians, the obstetrical team, and
facilitics consistently manage the
care of high-risk pregnant women,
including those with the three
most common preventable com-
plications identified by the CLC.
We recommend implementation

WOEMGL ) MED B78;18 MEM.ORS  MOVEMBER 1, 3018 16ET

Mann S, et al. NEJM. 2018
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Prompted national response to maternal mortality
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1. Recognized challenges with data

Figure 6. Observed and predicted maternal mortality rates: United States, 1999-2017
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1. Recognized challenges with data

2. Maternal levels of care (regionalization)
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Susan Mann, M.D., Lisa M. Hollier, M.D., Kimberlee McKay, M.D., and Haywood Brown, M.D.

an NPR, special series called “Lost
Mothers: Maternal Mortality in
the U.5."; a New York Times arvicle
on chosures of rural maternal ser-
vices; and a USA Today series,
“Deadly Deliveries™ — discuss
increasing maternal mortality in
the United States and the signifi-
cant concern it presents for child-
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and though multiple factors con-
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death as “the death of 2 woman
during pregmancy or within one
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a pregnancy complication, a chain
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First, hospitals can expand
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Health (AIM) — a collaboration
led by the American College of
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(ACOG) and involving 30 other
organizations representing the
spectrum of women's health care?
— created several “bundles™ of
best practices for improving safe-
ty in maternity care, to help dini-
cians, the obstetrical team, and
facilitics consistently manage the
care of high-risk pregnant women,
including those with the three
most common preventable com-
plications identified by the CLC.
We recommend implementation
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Maternal levels of care

4 The American College of
Dy ¢ Obstetricians and Gynecologists
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OBSTETRIC CARE
CONSENSUS

Levels of Maternal Care

Texas Department of State Services Health & Wellness  Diseases & Conditions  Business & Compliance  Data & Case Reporting

f Health and Human
Health Services

Services

Home / EMS and Trauma Systems / Maternal Levels of Care Designation

AC

EMS and Trauma Systems Materna l Leve ls Of Ca re DESig nation

Applications and Forms

B8 SIGN UP FOR EMAIL UPDATES

Rules

Contact Us In 2013, House Bill 15 was passed during the 83rd Legislature, Regular Session. The
s e purpose of the bill was to develop initial rules for level of care designations for

1. To reaffirm the need for levels of maternal care, as initially presented in the

2015 Obstetric Care Consensus, which includes uniform definitions, a stan- Data Sources for EMS Trauma Systems

dardized description of maternity facility capabilities and personnel, and

hospitals that provide maternal services. The hospital level of care designations for

a framework for integrated systems that addresses maternal health needs |_ I_ . ﬂ: M h 1 201 8
2. To reaffiem that the goal of levels of maternal care is to reduce maternal ; maternal care rutes went Into efrect on Marc .

morbidity and mortality, including existing disparities, by encouraging the EMS/Trauma Systems Interactive Map ’

growth and maturation of systems for the provision of risk-appropriate care

specific to maternal health needs. Central to systems is the development of
collaborative relationships between hospitals of differing levels of maternal
care in proximate regions, which ensures that every maternity hospital } has
the
that risk assessment is judiciously applied, and that consultatio

rsonnel and resources to care for unexpected obstetric

are readily available when high-risk care is needed. These relationships
enhance the ability of women to give birth safely in their communities while
providing support for circumstances when higher level resources are

needed.

VOL. 134, NO. 2, AUGUST 2019 OBSTETRICS & GYNECOLOGY 41

Obstetric Care Consensus. No. 9. ACOG, SMFM. 2019
Texas Department of State Health Services.
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Maternal levels of care prompted improvements in care:

leverage electronic record

CLINICAL EVALUATION & IMPROVEMENT

childbearing

Development of a Quality Indicator to
Measure Urgent Requests to the Bedside

Phyllis Dyess-Nugent, Jennifer Bouzid, Alycia Roberson, Marjorie Quint-Bouzid & David B. Nelson

ABSTRACT

Objective: To develop a quality indcator describing the
response time to an urgent request for a physician to the
bedside of 2 pregnant or postpertum woman and to Identify
opportunities for improvement in care timeliness for women with
worsening sevious clinical conditions.

Design: Evidence-based quality improvement project using the
lowa Moded-Revised framework to develop 3 maternal care
quality indcator.

Setting: Labor and delivery, antepartum, and mother /baby units
ina ke urban safetynet hospital preparing for a state level of
maternal care designation survey.

Participants: Al nurses and physicins canng for hospitalized
pregrant and postpartum women participated in
implementation.

Intervention/Measurements: Physician response time was
measured as the elapsed time from a nurse's uigent request for
a physician and the presence of 2 physician at the bedside of 2

woman in ane of the identified units, as recorded in the
electronic health record.

Results: Physician response time to an urgent request 1o the
bedside was documented 179 times during the first 3 months
after implementation. Physician presence at the bedside within
30 minutes of a request was recorded in more than 99% of these
events.

Condluslon: Physicians' responses to eary warning sgns within
our facility wese timely and within the parameters established by
the Texas state mandated criteria for a Leved IV matema! care
hospital. Response time as documented in the electronic health
record provides an important guality indicator of matemal care in
the inpatient setting,

ook 10101 X fed September 2020

KEYWORDS: early waming, electronc heath recoed, evidence
based practice, materral, cbstetric, peripartum, pregnancy, quality
improvement
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Prompted national response to maternal mortality

the NEW ENGLAND JOURNAL of MEDICINE 1. Recognized challenges with data

2. Maternal levels of care (regionalization)

HOVEMBER 1, 2018

What We Can Do about Maternal Mortality
— And How to Do It Quickly

Susan Mann, M.D., Lisa M. Hollier, M.D., Kimberlee McKay, M.D., and Haywood Brown, M.D.

3. Quality of care and collaborative “bundles”

an NPR, special series called “Lost
Mothers: Maternal Mortality in
the U.5."; a New York Times arvicle
on chosures of rural maternal ser-
vices; and a USA Today series,
“Deadly Deliveries™ — discuss
increasing maternal mortality in
the United States and the signifi-
cant concern it presents for child-
bearing women and their families.

Women in the United States
are more likely to die from child-
birth- or pregmancy-related causes
than women in any other high-
income country, and black women
die ar a rate three to four times
that of white women. Increasing
maternal mortality is a tragedy,
and though multiple factors con-
tribute to the risk of maternal
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death, national and state reviews
have identified the most prevent-
able contributors. The Centers for
Lisease Control and Prevention
(CLIC) defines a pregmancy-related
death as “the death of 2 woman
during pregmancy or within one
year of the end of p ancy from
a pregnancy complication, a chain
of events tiated by pregnancy,
or the aggravation of an unrelated
condition by the physiclogic ef
focts of pregmancy.” Three types
of complications the CLC identi-
fics as the most commaon poten-
tially preventable are postpartum
hemorrhage, severe hypertension,
and venous thromboembaolism.!
S0 how can the health care
community reverse the devastat-

ing trend in pregnancy-related
deaths? We recommend four ac-
tions that can be adopted by ev-
ery hospital providing obstetrical
care, regardless of its size.

First, hospitals can expand
their focus on the preventable
causcs of obstetrical complica-
tions and related death. The Alli-
ance for Innovation on Maternal
Health (AIM) — a collaboration
led by the American College of
Obseetricians and Gynecologists
(ACOG) and involving 30 other
organizations representing the
spectrum of women's health care?
— created several “bundles™ of
best practices for improving safe-
ty in maternity care, to help dini-
cians, the obstetrical team, and
facilitics consistently manage the
care of high-risk pregnant women,
including those with the three
most common preventable com-
plications identified by the CLC.
We recommend implementation
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Recognized challenges with data

Maternal levels of care (regionalization)

Quality of care and collaborative “bundles”
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Texas AIM prompting meaningful changes locally for improved care
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State-based collaboratives dovetail with TJC standards launched
July 2020: Hemorrhage and Hypertension

I{3 Report | Requirement, Rationale, Reference

A complimentary publication of The Joint Commission Issue 24, August 21, 2019

Published for Joint Commission-accredited organtzations and interested heaith care professionais, 23 Report provides
the rationale and references that The Joint Commission empiloys In the development of new requirements. While the
standards manuais aiso may provide a rationale, 23 Repor? goes Into more depth, providing a rationale statement for

each element of performance (EP). The references provide the evidence that supports the requirement. 23 Report may
be reproduced i credited to The Joint Commission. Sign up for emall delivery.

Provision of Care, Treatment, and Services standards for maternal safety

Effective July 1, 2020, 13 new elements of performance (EPs) will be applicable to Joint Commission-accredited
hospitals. These new requirements are within the Provision of Care, Treatment, and Services (PC) chapter at
PC.06.01.01 and PC.06.03.01 and are designed to improve the quality and safety of care provided to women during
all stages of pregnancy and postpartum. The United States ranks 65" among industrialized nations in terms of
maternal death.! Because of worsening maternal morbidity and mortality, The Joint Commission evaluated expert
literature to determine what areas held the most potential impact. The literature review revealed that prevention,
early recognition, and timely treatment for maternal hemorrhage and severe hypertension/preeclampsia had the
highest impact in states working on decreasing maternal complications. This approach was supported by a technical
advisory panel assembled by The Joint Commission, resulting in the development of EPs that focus on these
complications.

Engagement with stakeholders, customers, and experts
In addition to an extensive literature review and public field review, The Joint Commission obtained expert
guidance from the following groups:

e Technical Advisory Panel (TAP) of subject matter experts from various health care and
academic organizations and professional associations from the maternal health field.

e Standards Review Panel (SRP) comprised of clinicians and administrators who provided a “boots on the
ground” point of view and insights into the practical application of the proposed standards.

The prepublication version of the maternal safety standards will be available online until June 30, 2020. After
July 1, 2020, please access the new requirements in the E-dition or standards manual.

UT Southwestern

Medical Center




Prompted national response to maternal mortality
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the NEW ENGLAND JOURNAL of MEDICINE

Recognized challenges with data

Maternal levels of care (regionalization)

HOVEMBER 1, 2018

What We Can Do about Maternal Mortality
— And How to Do It Quickly

Susan Mann, M.D., Lisa M. Hollier, M.D., Kimberlee McKay, M.D., and Haywood Brown, M.D.

Quality of care and collaborative “bundles”

an NPR, special series called “Lost
Maternal Mortality in
. @ New York Times article

i 5A Today series,
“Deadly Deliveries™ — discuss
increasing maternal mortality in
the United States and the signifi-
cant concern it presents for child-
bearing women and their families.

Women in the United States
are more likely to die from child-
birth- or pregmancy-related causes
than women in any other high-
income country, and black women
die ar a rate three to four times
that of white women. Increasing
maternal maortal s a tragedy,
and though multiple factors con-
tribute to the risk of maternal

death, national and state reviews
have identified the most prevent-
able contributors. The Centers for
Lisease Control and Prevention
(CLIC) defines a pregmancy-related
death as “the death of 2 woman
during pregmancy or within one
year of ancy from
4 pregnancy plication, a chain
ated by pregnancy,

or the aggravation of an unrelated
condition by t ystologic ef-

focts of pregmancy.” Three types
of complications the CLC identi-
fics as the most commaon poten-
tially preventable are postpartum
hemorrhage, severe hypertension,
and venous thromboembaolism.!
S0 how can the health care
community reverse the devastat-

ing trend in pregnancy-related
deaths? We recommend four ac-
tions that can be adopted by ev-
ery hospital providing obstetrical
care, regardless of its size.

First, hospitals can expand
their focus on the preventable
causcs of obstetrical complica-
tions and related death. The
ance for Innovation on Maternal
Health (AIM) — a collaboration
led by the American College of
Obseetricians and Gynecologists
(ACOG) and involving 30 other
organizations representing the
spectrum of women's health care?
— created several “bundles™ of
best practi or improving safe
&y in maternity < p
cians, the obstetrical team,
facilitics consistently manage the
care of high-risk pregnant women,
including those with the three
most common preventable com-
plications identified by the CLC.
We recommend implementation

1683

Team “huddles” for complex cases
(e.g Placenta accreta spectrum disorder)

Mann S, et al. NEJM. 2018
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Placenta Accreta Spectrum Disorder

Pathway for evaluation, diagnosis, and management of placenta accreta spectrum disorders

Predicting Placenta Accreta Spectrum

Validation of the Placenta Accreta Index

Bill Text: TX HB1164 | 2021-2022 | 87th Legislature

HE D E

Texas House Bill 1164

TX State Legislature page for HBE1164

Sarah K. Happe, MD ¥, Casey 8. Yule, MD ), Catherine Y. Spong, MD, C. Edward Wells, MD,
Jodi 8. Dashe, MDD} 0, Elysia Moschos, MD, Martha W. F. Rac, MD, Donald D. McIntire, PhD,
Diane M. Twickler, MD

[ —
]

Objectives—The placenta accreta spectrum (PAS) incidence has risen substan-
tially over the past century, paralleling a rise in cesarean delivery (CD) rates.
Prenatal diagnosis of PAS improves maternal outcomes. The Placenta Accreta
Index (PAL) is a standardized approach to prenatal diagnosis of PAS incorporat-
ing clinical risk and ultrasound (US) findings suggestive of placental invasion. Summary Sponsors || Texts || Votes Research Comments Tra
We sought to validate the PAL for prediction of PAS in pregnancies with
prior CD. Introduced Comm Sub Engrossed Comm Sub Enrolled
Methods— This work was a retrospective cohort study of pregnancies with 1 or
more prior CDs that received a US diagnosis of placenta previa or low-lying pla-
centa in the third trimester. Images of third-trimester US with a complete pla-
cental evaluation were read by 2 blinded physicians, and the PAI was applied.
Received July 11, 2020, from the D Surgical and pathologic findings were reviewed. Placenta accreta spec-

NOTE: There are more recent revisions of this legislation. Read Latest Draft

Luud Bill Title: Relating to patient safety practices regarding placenta accreta spectrum disorder.

of Obstetrics and Gymecology, University of Spectrum: Slight Partisan Bill (Democrat 7-3)

Texas Southwestern Medical Center, Diallas,
Texas, USA (SKH, CSY, CYS, CEW,
JSD, EM, DDM, DMT); Department
of Radialogy, University of Texas Southwest-
em Medical Center, Dallas, Texas USA
(DM.T.); and Department of Obstetrics and
Gprecology, Baplor College of Madicine,
Houston, Texas, USA (MWFR). Mamu-
script accepled for publication  September
15, 20200

This wark was presented as a poster al
the 40th Annual Meeting of the Society for
Maternal-Fetal  Medicing; February 3-8
2030; Graperine, Texas. All of the authors of
this article have reported no disclosures.

Address  correspondence to Casey
% Yuls, MDY Department of Obstetrics and
Gmecolagy, University of Texas Southwestern
Medical Center, 5323 Harry Hines Blid,
Diallas, TX 75390-9033, USA.

E-mail: casey yule@utsouthwestern.cdu

Abbreviations

2D, 2-dimensional; 3D, 3-dimensional;
AUC, area under the curve; CD, cesarean
delivery; FIGO, International Federation
of Gynecology and Obstetrics; NPV, nega-
tive predictive value; PAL  Placenta
Accreta Index; PAS, placenta accrela spec-
trum; PPV, positive predictive valug; US,
ultrasound

doi=10.1002/jum 1 5530

trum was diagnosed if clinical evidence of invasion was seen at time of delivery
or if any placental invasion was identified histologically. International Federation
of Gynecology and Obstetrics criteria were used.

Results—A total of 194 women met inclusion criteria. Cesarean hysterectomy
was performed in 92 (47%), CD in 97 (50%), and vaginal delivery in 5 (3%). Of
those who onderwent hysterectomy, PAS was histologically confirmed in
79 (85%) p ies. Of the ining 13 who und hysterectomy, all
met International Federation of Gynecology and Obstetrics grade 1 clinical
criteria for PAS. With a threshold of greater than 4, the PAI has a sensitivity of
87%, specificity of 77%, positive predictive value of 72%, and negative predictive
value of 90% for PAS diagnosis.

Conclusions—Contemporaneous  application of the PAL, a standardized
approach to US diagnosis, is useful in the prenatal prediction of PAS.

Key Words—morbidly adherent placenta; placenta accreta; Placenta Accreta
Index; placenta accreta spectrum; placenta increts; placenta percreta

complication that occurs when the placenta abnormally
attaches to or invades the myometrium. Onece rare, PAS now
complicates as many as | per 300 pregnancies.' The suk I
rise in the incidence of placental invasion over the past century
parallels the rise in cesarean deliveries (CDs), a known risk factor

for development of PAS. The ctiology of PAS remains

P lacenta accreta spectrum (PAS) is a life-threatening obstetric

controversial, with recent evidence suggestive of uterine dehis-

cence as the cause, rather than placental invasion.* The

terminology may not be at odds but, rather, may reflect the

complex relationship between uterine scar tissue and rapidly
’ bl

g g tropl ic tissue. Compared to intrapartum diagnosis,

Happe SK et al. JUM 2020

Low-bying flacentzor placerss
prowin IZentFed

Download: Texas-2021-HB1164-Introduced.html

Status: (Passed) 2021-06-15 - Effective on 9/1/21 [HB1164 Detail]

|

|

Effective

1 Sept 2021 Texas State Law!!!

Folded into Maternal Levels of

Care designation
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Prompted national response to maternal mortality
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What We Can Do about Maternal Mortality
— And How to Do It Quickly

Susan Mann, M.D., Lisa M. Hollier, M.D., Kimberlee McKay, M.D., and Haywood Brown, M.D.

an NPR, special series called “Lost
Maternal Mortality in
- 2 New York Times article
I maternal ser-
Todoy series,
“Deadly Deliveries™ — discuss
increasing maternal mortality in
the United States and the signifi-
cant concern it presents for child-
bearing women and their families.

Women in the United
are more likely to dic from child-
- or pregnancy-related causes
women in any other high-
inCome country, and black women
dic ar a rate three to four times
that of white women. Increasing
maternal maortal s a tragedy,
and though multiple factors con-
tribute to the risk of maternal

death, national and state reviews
have identified the most prevent-
able contributors. The Centers for
Lisease Control and Prevention
(CLIC) defines a pregmancy-related
death as “the death of 2 woman
duri gnancy or within onc

or the aggrav
condition by t z
fects of pregna Three types
of complications the CLIC identi-
fics as the most commaon poten-
tiall ventable arc postpartum
hc:n.1c||.'rh..w severe hypertension,
and venous thromboembaolism.!
S0 how can the health care
community reverse the devastat-

HOVEMBER 1, 2018

ing trend in pregnancy-related
deaths? We recommend four ac-
tions that can be adopted by ev-
ery hospital providing obstetrical
care, regardless of its size.

First, hospitals can expand
their focus on the preventable
causcs of obstetrical complica-
tions and related death. The Alli-
ance for Innovation on Maternal
Health (AIM) — a collaboration
led by the American College of
Obseetricians and Gynecologists
(ACOG) and involving 30 other
organizations representin

spectrum of women's healt?

— created

facilitics consistently manage the
care of high-risk pregnant women,
including those with the three
most common preventable com-
plications identified by the CLC.
We recommend implementation

1683
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Team “huddles” for complex cases

(e.g Placenta accreta spectrum disorder)

Simulation
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Simulation

Does simulation improve clinical performance in
management of postpartum hemorrhage?

Shena J. Dillen, MD; Whitney Kleinmann, MD; Yevgenia Fomina, MD; Bethany Wemner, MD; Steven Schuliz, PharmD, MBA;
Shannon Klucsarits, MD; Wilmer Moreno, MD; Alexandra Butsko, BSN, RN, RNC-0B; Donaid D. Mcintire, PhD;

David B. Nedgon, MD

BACKGROUMND: Athough simulstion i now widely used ba improve
teamwork and communication, data demonstrating improvemant in din-
ical outcomes are imited.

OBJECTIVE: This study aimed o examina the clinical performance and
outcomes associzted with postpartum hemorthage because aof utering
atorry folowing the implementation of a mutidisciplinary simulation
program.

STUDY DESIGM: Thiz was a prospective obeenational sudy of
rasponsa to postpartem hemorrhage because of ulerine atomy in an
acadamic medical canter before fepoch 10 July 2017 —June 2018) and
affer jgpoch 2 July 2019—June 2020y implementing & mulfidisci-
plinary smulation program. A fotal of 22 postparium hemaorhage
simulations were performed from July 2018 to June 2019 invaking
more than 300 nursing. obsietrical, and amesthesa prowiders. The
simulation program focused on manaping postparium hemarthage
events and improving teamwork and communication of the muidis-
ciplinary teams. To evaluate e clinical effectivenass of the smulation
program, $ia primary outcoms was responsa to pestpartum hemer-
rhage defined == the time from the administration of uberobomic
medications f0 fransiusion of the first unit of blood in the first 12 hours
following delivery, comparing apoch 2 to epoch 1 following the
implementztion of a simulation program. Statistical analysis includad
the use of the Pearson chi-square test, Wicoson ramk-sum test,
Hodges-Lehmann statistic for differences, and bootstrap mefhods with
8 P valve of < 05 considered sigrificant.

RESULTS: Batween July 1, 217, and June 30, 3018, thare were
12305 patients who defivered, of which 405 pabents (%) required
transfuzion. Batween July 1, 2019, and June 30, 2020, thers were
12,414 patiants who delivered, of which 4B patients (4%} requirad

transfusion. When isolating cases of postpartum hemorhage becauss of
uiaring atony in both transfused groups, there were 157 women in the
presimulation group (epoch 1) and 165 wamen in the postsmulation group
|epach ), respectively. Thara was no difference in 2ge, race, parity, or
perinatal outcomes between tha 2 epochs. Women in epoch 2 bagan
recaiving blood products significantly earliar in the first 12 hours following
delivery compared with women in epoch 1 (51 [ranga, 2B—125] minuies
vs 102 frange, 32—320] minutes; P=005). In addition, there was a
significantly decreased variation in the time from the administration of
uwiarcionic medications o transfsion of bloed in epoch 2 (P=.1035).
Furtharmore, women in epoch 2 had significantly lower estimated blood
lnss than women in apoch 1 (1250 [range, 1000—17500 mL vs 1500
[ranga, 1000—2000] mL; F=.022).

CONGLUSION: The implementation of a multidisciplinary simulation
program &t a large academic center focusing on the management of
pastpartum hemorhage was associated with an improved clinical
response. Specifically, there were significantly faster fimes from the
administration of wierctonic medications bo fransfusion of blood,
dacrazsad variance in the time from the administration of wenotonic
medications fo transfusion of blood, and lower astimated biood loss
foliowing the implementation of a simulation program. Because delay in
trestment is a major causa of preventable matemal death in obstetrical
hamesthage, the resulis in our study provided clinical evidence that
a simulaion program may improve pafient outcomes in such
EMETENCiEs.

Key worda: biood loss, dinical outcomes, estimated biood loss,
multidisciplinary, postpertum hemorrhags, pregnancy, simulation, fans-
fusion, wierionic

FIGURE 2
Time from administration of uterotonic to transfusion by epoch

Intreduction

Hemorrhage continues to be one of the
leading causes of severe maternal
marbidity and mortality for women in
the United States and worldwide. ™
Following  national  attention  on
maternal mortality, the Alliance for

Cite this arficie s Dilon 5J, Kleinrmanm W, Fomira ¥,
& al Does: smudstio
mamgement ol pos
Gymiesel 2021300 we—x i
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Innovation on Maternal Health (AIM)
developed several safery bundles that
hospitals could implement 1o address
maternal  morality and  morbidity,
which included a hemorrhage bundle.*
The development of safery bundles,
along with the Preventing Maternal
Deaths Act of 2018, prompted several
atates to form Maternal Mostality and
Morbidity Review commitiees to assess
which bundles were likely to make the
most impact on their stan
morhidity and morality rate

California  reviewed their  maternal
mortality cases, they found that 95% of
deaths due to hemorrhage had some
chance of being prevented and 70% of

deaths due to hemorrhage had & good
to strong chance of being prevented "
When amalyzing potential pitfalls, they
found delay in diagnosis and delay in
treatment a8 2 of the most common
problems that led to mismanagement
of hemorrhage. Similasly, the state of
Texas formed a Maternal Mortality
and Morbidity Task Force and found
that hemorrhage was 1 of the top 3
preventable causes of death in women
in Texas from 2012 po 20015 More
than 50% of deaths due to hemor-
thage among these women were
classified as being somewhat likely or
very likely to have been prevented,
and they found similar causes of

600 -
P=0.005

;

;

3

3

Time uterotonic to blood (min)

-

Epoch

Dillon ar al. Postpartum hemarrhage simulation. Am J Obster Gynecol 2021

Dillon SJ et al. Am J Obstet Gynecol 2021
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What We Can Do about Maternal Mortality
— And How to Do It Quickly

Susan Mann, M.D., Lisa M. Hollier, M.D., Kimberlee McKay, M.D., and Haywood Brown, M.D.

an NPR, special series called “Lost
Maternal Mortality in
- 2 New York Times article
I maternal ser-
Todoy series,
“Deadly Deliveries™ — discuss
increasing maternal mortality in
the United States and the signifi-
cant concern it presents for child-
bearing women and their families.

Women in the United
are more likely to dic from child-
- or pregnancy-related causes
women in any other high-
inCome country, and black women
dic ar a rate three to four times
that of white women. Increasing
maternal maortal s a tragedy,
and though multiple factors con-
tribute to the risk of maternal

death, national and state reviews
have identified the most prevent-
able contributors. The Centers for
Lisease Control and Prevention
(CLIC) defines a pregmancy-related
death as “the death of 2 woman
duri gnancy or within onc

or the aggrav
condition by t z
fects of pregna Three types
of complications the CLIC identi-
fics as the most commaon poten-
tiall ventable arc postpartum
hc:n.1c||.'rh..w severe hypertension,
and venous thromboembaolism.!
S0 how can the health care
community reverse the devastat-

HOVEMBER 1, 2018

ing trend in pregnancy-related
deaths? We recommend four ac-
tions that can be adopted by ev-
ery hospital providing obstetrical
care, regardless of its size.

First, hospitals can expand
their focus on the preventable
causcs of obstetrical complica-
tions and related death. The Alli-
ance for Innovation on Maternal
Health (AIM) — a collaboration
led by the American College of
Obseetricians and Gynecologists
(ACOG) and involving 30 other
organizations representin

spectrum of women's healt?

— created

facilitics consistently manage the
care of high-risk pregnant women,
including those with the three
most common preventable com-
plications identified by the CLC.
We recommend implementation
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Preventing maternal deaths act

Mann S, et al. NEJM. 2018
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l 2018 Preventing Maternal Deaths Act

HOUSE COMMITTEE ON
ENERGY & COMMERCE

CHAIRMAN FRANK PALLONE, JR

ECONOMY NATIONAL SECURITY BUDGET IMMIGRATION CORONAVIRUS.GOV

STATEMENTS & RELEASES

Bill Announcement

Issued on: December 21, 2018

HEARlNG ON "lMPROVlNG MATERNAI. HEALTH:

LEGISLATION TO ADVANCE PREVENTION EFFORTS
AND ACCESS TO CARE"

L . .. . Date: Tuesday, September 10, 2019 - 10:00am
Control and Prevention, including authorizing support for State and tribal Location: 2123 Rayburn House Office Building

H.R. 1318, the “Preventing Maternal Deaths Act of 2017,” which reauthorizes,

amend, and expand the Safe Motherhood initiative within the Centers for Disease

Maternal Mortality Review Committees that meet certain requirements; Subcommittees:  Heaith (116th Congress)

The Subcommittee on Health of the Committee ¢
Tuesday, September 10, 2019, at 10:00 a.m. in t
Office Building. The hearing is entitled, "Improvi
Efforts and Access to Care."

Whitehouse.gov
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l 2018 Preventing Maternal Deaths Act

HOUSE COMMITTEE ON
ENERGY & COMMERCE

CHAIRMAN FRANK PALLONE, JR

ECONOMY NATIONAL SECURITY BUDGET IMMIGRATION CORONAVIRUS.GOV

STATEMENTS & RELEASES

Bill Announcement

Issued on: December 21, 2018

HEARlNG ON "lMPROVlNG MATERNAI. HEALTH:

LEGISLATION TO ADVANCE PREVENTION EFFORTS
AND ACCESS TO CARE"

L . .. . Date: Tuesday, September 10, 2019 - 10:00am
Control and Prevention, including authorizing support for State and tribal Location: 2123 Rayburn House Office Building

H.R. 1318, the “Preventing Maternal Deaths Act of 2017,” which reauthorizes,

amend, and expand the Safe Motherhood initiative within the Centers for Disease

I Maternal Mortality Review Committee§ that meet certain requirements; Subcommittees:  Heaith (116th Congress)

The Subcommittee on Health of the Committee ¢
Tuesday, September 10, 2019, at 10:00 a.m. in t
Office Building. The hearing is entitled, "Improvi
Efforts and Access to Care."

Whitehouse.gov
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Maternal Mortality Review Committees

Inicio en espaiiol

Trrry.
Y XA
d E Flll-;gl:th andSI-Iuman Texas Department of State m
¥/ Services Health Services ABCDEFGHIJKLMNOPQRSTUVWXYZ| ALl Topics

HOME COVID-19 ABOUT DSHS NEWS IAMA.. MOST POPULAR RESOURCES ONLINE SERVICES CONTACT Us
MCH Home Home > Maternal and Child Health > Maternal Mortality and Morbidity Review Committee
p . . me . .
rograms Maternal Mortality and Morbidity Review Committee

Title V MCH Services State Block Grant Background and Purpose

Maternal Health in Texas
The Maternal Mortality and Morbidity Task Force was created by Senate Bill 495, 83rd Legislature, Regular Session, 2013, which

added Texas Health and Safety Code Chapter 34. Maternal Mortality and Morbidity Task Force. The name of the Task Force was
changed to the Texas Maternal Mortality and Morbidity Review Committee by Senate Bill 750, 86th Legislature, Regular Session,
Community Health Workers 2019 in alignment with the federal Preventing Maternal Deaths Act of 2018. Later in 2019, the review committee was awarded
Pregnancy, Parenting & Depression Center for Disease Control and Prevention funding for the for the Enhancing Reviews and Surveillance to Eliminate Maternal
Mortality (ERASE MM) Program.

Adolescent Health in Texas

Child Health in Texas

Parents of Newborn Children

Title V Fee For Service The multidisciplinary review committee within the Department of State Health Services (DSHS) will study maternal mortality and

Medcares morbidity. The review committee:

Child Abuse R ting Requi t . . . ‘s
: use feporting Requirements e studies and reviews cases of pregnancy-related deaths and trends in severe maternal morbidity,

Child Fatality Review e determines the feasibility of the review committee studying cases of severe maternal morbidity, and
Related Sites * makes recommendations to help reduce the incidence of pregnancy-related deaths and severe maternal morbidity in
PRAMS Texas.

https://www.dshs.texas.gov/mch/Maternal-Mortality-and-Morbidity-Review-Committee.aspx
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Maternal Mortality Review Committees

Srate Percentage of Population Year Year
That Is Rural Established Legislated
Alabarma’ 410 2018 2018
Alaska* 340 1989 nfa
Arizona 10.2 2011 2011
Arkan=as* 438 nfa nja
California 50 2006 nfa
Colorado 138 1993 nfa
Connecticut 12.0 2015 2018
Delaware 16.7 2011 2008
District of Columbia 0.0 2018 2018
Florida &8 1996 nfa
Georgia 249 2012 2014
Hawsail 81 2016 2016
Idaho 29.4 2007 2007
lilinois 115 2000/2016 nfa
Indiana 275 2018 2018
lowa 6.0 1952 nfa
Kansas 258 2018 2018
Kenrucky* 415 1995 2018
Louisiana 6.8 1992 2018
Maine* 613 2005 2005
Maryland 128 2000 2000
Massachusetts 8.0 1997 nja
Michizan 254 1950 nja .
Minnesota 6.7 2012 nja D Committee
Mississippi’ 506 27 2017 Established
Missouri 295 2011 nfa Ceiatias
Montana’ 44.1 2013 2013 ‘ aidabad
Nebraska 269 2013 2013
Nevada 5.8 nfa nfa Required Rural
New Hampshire 39.7 2013 2010 Iy Representation
MNew Jersey 53 1932 nja .
New Mexico 225 1993 nfa —
New York 121 2010 nja [ Established
Morth Carolina 339 2015 2015 z Highly Rural
North Dakota 401 nja nja -~ . d
Ohio 721 2010 nfa
Oklahoma* 338 2009 nja
J?er?:;;]vania ;?-g gg:: :gi: Figure 3. Highly rural states* and the status of state and the District of Columbia Maternal Mortality Review Committees in the United States, as of December 2018. *Highly rural
Rhode Island 93 1931 nja states defined as those with 30% or more of the population residing in rural communities, as of 2010 Decennial Census, U.S. Census Bureau (U.S. Census Bureau, 2018).
South Carolina® 337 2016 2016
South Dakota® 433 nfa nfa
Tennessee 336 2017 2016
Texas 153 2014 2013
Utah 9.4 1995 nfa
Vermant 61.1 2011 2011
Virginia 345 2002 nfa
Washington 159 2016 2016
West Virginia* 513 2008 2008
Wisconsin 298 1997 nja
Whyoming 152 nja nja

Kozhimannil KB, et al. Women’s Health Issues. 2019
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Maternal Mortality Review Committees in Texas

Health and Human
Services

Maternal Mortality
and Morbidity Task
Force and Department
of State Health Services

Joint Biennial Report

As Required by
Chapter 34, Texas Health and

Safety Code, Section 34.015

Maternal Mortality and

Morbidity Task Force

September 2018

TEXA

Health and Human
Services

Texas Department of
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Maternal Mortality Review Committees in Texas

Table C1. Maternal Death by Cause and Timing of Death, Texas, 2012-2015

TIMING OF DEATH

While 0-7 Days 8-42 Days 43-60 Days 61+ Days
Cause of Death Pregnant Postpartum Postpartum Postpartum Postpartum TOTAL
Maternal Mortality Drug Overdose 0 3 7 s 49 64
. . Other Causes 3 63
and Morbidity Task
Cardiac Event 2 55
Force and Department Homicide - a2
Of State Health SerVices Infection/Sepsis 1 3 14 3 11 32
. . . Suicide V] 1 2 2 28 33
Joint Biennial Report
Cerebrovascular Event 1] 8 Q 1 Q 27
Hemorrhage 3 12 2 0 3 20
Hypertension/Eclampsia [v] 7 4 0 7 18
Pulmonary Embolism 2 3 4 2 2 13
As Required by L )
Amniotic Embolism 1 Q 0 0 0 10
Substance Use Sequelas
Chapter 34, Texas Health and (20, fiver cirrhosis) 0 0 2 0 3 5
Safety Code, Section 34.015 TOTAL 16 64 64 23 215 382

PREPARED BY: Maternal & Child Health Epidemiology, Division for Community Health
Improvement, DSHS.

Maternal Mortality and DATA SOURCES: 2012-2015 Death Files, 2011-2015 Live Birth and Fetal Death Files. Center
L o for Health Statistics, DSHS.
v X Morbidity Task Force
! "lb & NOTES: Maternal deaths were confirmed by matching each woman's death record with a
birth or fetal death within 365 days. Deaths due to cancer or motor vehicle crashes were
TEXAS September 2018 excluded from these analyses. Timing of death was determined using a combination of
Health and Human pregnancy st_atus.on the death record _and days elapsed between delivery and death.. If a
Services woman was identified as pregnant at time of death and 0 days elapsed between delivery

and death, then this was counted as death while pregnant. All other deaths were identified
as postpartum maternal deaths, and were further categorized based on the number of days

Texas Maternal Mortality and Morbidity Task Force Report, 2018
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l Maternal Mortality Review Committees findings are similar elsewhere

FIGURE 1
Summary of state-based reporis rate of maternal death

Maternal self-harm deaths: an unrecognized and [® sve o]
preventable outcome

Kimberly Mangla, MD; M. Camille Hoffman, MD, MSCS; Caroline TrumgpdT. PhDx; Sinclaire O'Grady. BA:

Catherine Monk, FhD

M.!l:um] mortality, desth during
pregnancy or the postpartum
perind, is a barometer of a population’s
health, with decreasing national rates
correlating  with  advancing  medical
progress. In contrast to reductions in
pregnancy and  postpartum-associated
deaths around the world, one recent
study reported a 26% overall increase in
maternal mortality acrods 48 US states
between 2000 and 2014

The wptick in the US maternal mor-
tality rate is explained by shifits in medical
disenses and improved ascertainment. Yet
across the United States, ascertainement
approaches o maternal death typically do
not count those associated with behav-
joral health problems such s sudcide and
owerdose, two of the leading causes of
death worldwide for women of child-
bearing age.

In the United States, there has been o
consistent ri

in opiate use, misuse, and
death, including among pregrant and
postparium women.” This review covers
the neglected topic of maternal death
fromm seli-harm, in particular suicide and
overdase, specifically the Following: (1)
the challenges in obtaining  reliable

Frem the Departrments of Psyctiatry (D Mangla)
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M O Girary] and Dision of Behanionl
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TrurrpH and Mo, Colurmbia Unhersity
Pesclicsl Coesnteer, Mesw York, NY; Depuartrment of
Cimstrtrics and Gyrecalogy, Uriversity of
Coshoracit School of MedicneDerraers Healh and
Hespsited Aaithority, Derwes, Cesioraca (D
Haaffrman; and Mew York Stale Paychisic
Insstitute, Mew Yok, MY (Dr Mo

Feceted Dec. 17, 201 E; revised Feb. 19, 2005
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The authors report no confict of irerest,
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prevantion of his devastating ouboome.

Malernal martality confinues (o b a public health priority in nalional and inbamational
communities. Matamal death rales secondary 10 medical linesses such as candioas-
cular disease, preeclampsia, and pasiparturm hamarhage are well documentad. The
rales ol malernal death secondary o sell-harm, ncluding suicide and overdose, have
been amitied from pubkshed rales of maternal marality, despibe growing attention b the
prevalence of perinatal mood disorders, estimated a1 up I 15% of pregrant and
postpatum wamen in the Uniled Sales. Underhing pepchiatric disarder, including
diepression, is consistently identified as a risk lactor in substance abusa and suicide. The
rale of ppivid-associated morbidity and mortality has recantly been deamxd a nationa
crigis. Pregnancy does nol protect against these risks, and the pestpariurm period hes
been identifisd as a particutary vainarable time. The lack of consistent and inclusive data
on sell-ham deathes in the pregnancy-postpartum period is alanming. Ths review wil
idenlity barriers ba repanting and astertairment of malermal suicide and overdoes deaths,
sumimarize peographac-specilic dala available, address polental social and pepcho-
logical biases thad have led o neglect ol the topic of maternal sell-harm daathe, and
sugest recommendations thal incorparate e whale woran in prenatal care and thus

Key words: matamal morbidity, materral martality, mabamal sell-hanm, mabermal sui-
cida, meonatal absfinance syndrome, postpartum suicide, pregrancy opiate pre-
scriptions, pragrancy opiales, pragnancy substance abusa, pregrancy suicide

epiderniological statistics on maternal
mortality via self-harmy (2) cursent data
on the rates of maternal seliharm deaths
amd their antecedents, including those
associated with the US opioid epidemic;
(3) speculation as 1o the factors
rendering maternal mortality via self-
harm a silenced public health issue: and
(4) recommendations  for  improved
prevention  of  self-harm manernal
mortality.

Epidemiology

The US maternal morality rate sec-
ondary to overdose or suicide is unclear,
with trends in rates over time even less
s0." This B due 1o changes in reporting
methodologies and differences in the
inclusion criteria as well as accuracy and
availahility of data collection
states. Currently the Centers for
Control and Prevention (CDC) defines
maternal mortality as the death of a
worman while pregnant or within 1 year

of pregnancy termination, regardless of
duration, from amy cause related w or
aggravated by pregmancy or its manage-
ment, but not from accidental o inci-
dental cases.

This definition of maternal mortality
has shifted over the years with respect 1o
timing. Between 1979 and 1999, the In-
terratiorie]  Classiffoationn of  Disenses
(ICIY), ninth revision, included deaths
during pregnancy and the puerperium, a
term including oaly up o 42 days post-
parturm by which time a woman's plys-
iodogy was believed 1o retusn 1o normal,
an approach undesscoring the dismissal
of brain-behavior etsology in maternal
mmoriality.

A recemi  populstion-based  report
demonsirated the peak incidence of
maternal self-harm—related death i
between 9 and 12 months postpartum,
supporting efforts to extend the time
period inclusive of pregnancy-related
deaths.” The CDC relied and continues

DCTORER 2119 Aemerican Joumal of Dbstetrics & Gynecalogy 295

| 132

[N 157

Suicid
Accidental drug overd
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Car crash accident
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Sum mary of stata-hasad repors rale of malarmal daath linked to salf-harm, homicikda, or car ac-

cidentzs. Data ware coliectad in the state of Colorado (0 = 211} in 2004—2012,
203) in 1987 —1981, Priladsiphiz in 20010—2014 {n = 85),°
Wirginia [n = 309) in 1999—2005,

data are not available.

Mesw York [n =
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Maternal Mortality Review Committees findings are similar elsewhere
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e : ORIGINAL ARTICLE [P ot e ameima]
Challenges and opportunities to understand, discuss, and decrease maternal

mortality rates in the United States. The New Jersey experience Two decades of interventions in New York State to reduce maternal
mortality: a systematic review

Joseph Apuzzic®, Lisa Gittens-Williams®, Damali Campbell® and Robyn D'Oria®

Sarah J. Ricklan®, lsabel Cuerva™, Andrei Rebarber™ (2, Mathan S. Fox® @ and Taraneh Shirazian®®
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“Department of Obsteirics, Gynecology & Women's Health, Rutgers New Jersey Medical School, Newark, MU USA; "Central Jersey
Family Healthcare Consortium, Morth Brungwick, M1, USA

ABSTRACT ARTICLE HISTORY

Maternal mortality improvement depends on the proper classification used in defining matemal
deaths. Since there are several definitions of matemal deaths depending upon the praxmate
cause of the death, if the death is refated to the physiclogic changes during pregnancy or naot
and the timing of the death, some cpportunites for improvement may be missed o decresse
the owerall matemal mortality rate in the WSA if the correct definiion is not wiilzed
appropriately.

The Mew Jeriey matemal mortality review Leam after 42d from birth or pregnancy-associated deaths

il 30 July 2019
Rureized 12 Dwnobss 3319
hocosted 16 Dctoker 2019

KEYWORDS
Dufifilicns; matamal
moraity; preghancy-
silatid; prigi
asinganed, preiilon;
manemal merkidn

ABSTRACT

Objective: To perform a systermatic review of interventions to reduce maternal mortality in
Hew Yark.

Study design: We conducted & systematic review of literature published betwesn 2000 and
lanuary 3019 reporting interventions to reduce maternal monality in New York wsing PubMed
and search terrms: pregnancy-redated death or matemal mortality OR raternal death AND MNew
York. Eight hundred and ninety-three anickes were reviewed by title, content, and focus on New
York interventions or policies. Ten met inclusion criteria. A second review of the Safe
Motherhood Inftiative (SMI) identified an additional six anicles.

Results: Nine articles described hospital-based initiatiees; one described 2 community-based ini-
tistive. Mo prospective randomired controlled triaks in a nongimulated setting wens identified.
Seweral articles described SMI bundles; ane tested sirmulated checklist implementation. Three
presented results of bundle implementation but did not significantly impact measured maternal
maoartality and'or morbidity. The single community-besed initiative provided doulas 1o low-

ARTICLE HISTORY
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Rewised 11 October 2015
Accepied 25 Ociober 2015

KEVWORDS
Comenunity-based; intenven
ons; matemal death;
maternal martality: Safe
Motherhond iniriatue

(MMAT] reviews all matemal deaths withan 1 year of a
pregrancy evenl. Upon review, it is determined il the
death was pregnancy-related or nol-related and rec-
ammendations for improvement are made

Currently, about 27 states have MMRT. Mary states
do nol. The reporling process from each state is not
standardired and the data nat unifarrn.

The Centers lor Disease Control and Prevention
CDC) recogrizes that the inforrmation abaut maternal
rmiortality in the USA is imperfect. Imperfect data gives
flawed conclusions. 5o what's the answer? The answer
is that there needs 1o be a wniforn process in the
USA whereby each state repons matemal mortality
using the same standard definitions using the same
case review form and report in a standardized fashion.

The definitions below must be underitood, recog-
nized, and wied by all parties involved in repoating
cases. Therefore an understanding of the definitions of
maternal momality i critically imponant.

A pregnancy-refated death B one that occurs due
a eomplication of pregnancy or related o the physi
legic changes ol pregnancy.

A prégnancy-aisociated death may be due 1o o
accident, drug overdose, and others.

The usual approach to improving maternal mortali
rates is to concentrate on pregnancy-reiated deaths
1o 42 d after defivery. However, are not maternal deat

Mol Bs important to deal with ad well? A réview of the
last report of the Mew Jersey MMRT reveals that almast
50% of pregnancy-related deaths occur slter 42.d.

The New Jeriey MMRT believes that any rmatemal
death incleding those wp 1o 364d aher delivery
should be reviewad, cause of the death identified and
recormmendations lae improvernent in matemily cane
o other determinants of haalth should be saught. The
committes is committed 1o improving matemity cane
for all causes of matemnal deaths.

A review of the 25 cases in the year 2018 revealed
that only one death was considered pregnancy-related,
4 the cause was undetermined and 20 were pregnancy-
associated but not related. The one death that was
pregnancy-related wad a case of postpartum hemoar-
rhage that was deemed preventable. The proximate
cauge of the 20 pregnancy-associated caies wai three
suicide, three homicide, five drug overdose, 3 motor
wehicle accidents, 2 cardiac, infection 2, seizures 1, renal

related, some certainly were preventable. There should
be recommendations for improvement and resources
provided to decrease these matemal deaths. Programs
and resownces should be dedicated o suicide preven-
tion, domestic violence, drug abuse, auto salfely, and
the long term medical management of chronic medical
diseases with perhaps a “medical home” for the patient.

COMTALT Jeciph Apulza @ righ S L @ Depadiiisenl of Dbl Gyaedokgy & 'Womes's Hidth, Rulgen Kew ey MeSal

Schosl, 1655 Orafgi Sei, Miwark 07103, KU, US&

Apuzzio J, et al. J Mat Fet Neo Med. 2019

Conclusion: Cusrent hospital-based interventions have not
Yok The single comrunity-based imenvention identified

reducad maternal monality in New
reduced adverie bith outcormes.

Continued concem about matemal mortality in Mew York suggests community-based approaches
should be considered 1o affect change in conjunction with longer term hospital-based interventions.

Introduction

On the global stage, the United States has a remark-
ably high burden of maternal mortality, or pregnancy-
related deaths, among economically similar nations
[11. A pregnancy-related death has been defined by
the Centers for Disease Control and Prevention as a
woman's death while pregnant or within one year of
being pregnant for any reason related to the preg-
nancy [2]. In the most recent global report in 2015,
the United States placed 46th among all countries
ranked [1]. From 2011 to 2015, the US matermal mor-
tality ratio was 20.7 deaths per 100 000 live births [3],
and recently published data from 2013 to 2017 sug-
gests the US matemal mortality ratio from that period
was 29.6 [4]. When US maternal mortality is viewed
state by state, New York maternal mortality remains in
the bottom half of all 50 states, ranking 30th (lower
ranking indicates higher mortality) from 2011 to 2015
[3] and 23rd from 2013 to 2017 [4]. Between 2012 and
2016, the state had a matermal mortality rate of 192

per 100,000 live births [SL other values suggest it was
208 between 2011 and 2015 [3] and 255 from 2013
to 2017 [4]. The leading causes of pregnancy-related
death in New York between 2012 and 2013 included
embaolismn  (29%), hemorrhage (17.7%), infection
(14.5%), and cardiomyopathy (11.3%) [6]. In New York,
maost (66.1%) pregnancy-related deaths between 2012
and 2013 involved cesarean deliveries, and 9.7% of
pregnancy-related deaths occurred before delivery [6].

There are significant racial and regional disparities
in pregnancy-related deaths in Mew York. Im ane
review, the statewide maternal mortality ratio for black
mon-Hispanic women was four time:s greater than that
of white women [FL other studies similarly showed
that black women died of pregnancy-related causes at
higher rates [EL and that black race can be considered
a risk factor for maternal mortality [9]. In addition,
Hispanic ethmicity has been considered a risk factor
[9]. These racial and ethnic variables may be the stron-
gest risk factors for maternal death [9]. Such disparities

CONTACT Taraneh Shirazian () tshiraziangsawingmothers.ceg (53 NYU Langane Health, Mew York, MY, USA

© 3045 rrderma UK Lissined, madineg s Tarphor & Francis Geoup
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Maternal Mortality Review Committees in Texas, 2018

Table C1. Maternal Death by Cause and Timing of Death, Texas, 2012-2015

TIMING O
While 0-7 Days 8-42 Days 43-60 Days 61+ Days
. Cause of Death Pregnant Postpartum Postpartum Postpartum Postpartum TOTAL
Maternal Mortality

Drug Overdose 0 3 7 49 64

and Morbidity Task Other Causes 5 : 6 =
Force and Department 2 ° s | Timing of death after delivery

Homicide 2 1 5 432
.
of State Health Services nfectionespae ) , ” .
. . - .
Joint Biennial Report suide ° ! 2 »
Cerebrovascular Event [} 8 9 27
Hemorrhage 3 12 2 20
Hypertension/Eclampsia 0 7 4 18
N Pulmonary Embolism 2 3 4 13
As Required by
Amniotic Embolism 1 9 0 10
Chapter 34,r Texas Health and Substance Use Sequelae o 0 . s Texas, 2012-2015
(e.g., liver cirrhosis) <
Safety Code, Section 34.015 T Uz (& it
PREPARED BY: Maternal & Child Health Epidemiolog
Improvement, DSHS. 6 Wee kS' 1 yea r
Maternal Mortality and DATA SOURCES: 2012-2015 Death Files, 2011-2015 Live Birth and Fetal Death Files. Center

for Health Statistics, DSHS.
Morbidity Task Force

NOTES: Maternal deaths were confirmed by matching each woman's death record with a
birth or fetal death within 365 days. Deaths due to cancer or motor vehicle crashes were

September 2018 excluded from these analyses. Timing of death was determined using a combination of
pregnancy status on the death record and days elapsed between delivery and death. If a
Health al‘lfl Human woman was identified as pregnant at time of death and 0 days elapsed between delivery
Services and death, then this was counted as death while pregnant. All other deaths were identified

as postpartum maternal deaths, and were further categorized based on the number of days

Texas Maternal Mortality and Morbidity Task Force Report, 2018
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Maternal Mortality Review Committees in Texas, 2020

Within Texas reported in 2020, 71% of deaths occur postpartum!!!

Chart F-1: Leading Underlying Causes of Reviewed Pregnancy-Related Deaths,

Chart F-2: Top Underlying Causes of Reviewed Pregnancy-Related Deaths by
Texas, 2013 (N=44 of 54 Reviewed Pregnancy-Related Deaths)

Timing of Death in Relation to Pregnancy, Texas 2013 (N=44 of 54 Reviewed
Pregnancy-Related Deaths)

Cardiovascular and Coronary Conditions [ =L . )
P o (EXCluaing ult
Respitory Disease Syndrome) =
Mental Disorders | =T N
Preeclampsia and Eclampsia
Obstetric Hemorrhage ST N
s Infection
= £
a . .
Preeclampsia and Eclampsia | YT 3
E psl P S Cardiovascular and Coronary Conditions
; _ ;
g Infection | T 8 Embolism
8 8
Embolism - | ¥ L S Mental Disorders
Cardiomyopathy I Obstetric Hemorrhage
P oy Disoate Syndromay " NG NN Cardiomyopathy
0% 2% 4% 6% 8% 10% 12% 14% EWhile pregnant® BEWithin 42 days 43 days to 1 year
Percent of Total Reviewed Pregnancy-Related Deaths
PREPARED BY: Healthy Texas Mothers and Babies Branch, Maternal & Child Health Unit,
PREPARED BY: Healthy Texas Mothers and Babies Branch, Maternal & Child Health Unit, Division for Community Health Improvement, the Department of State Health Services
Division for Community Health Improvement, the Department of State Health Services (DSHS).
(DSHS).

DATA SOURCE: 2013 Death Files, DSHS

DATA SOURCE: 2013 Death Files, DSHS NOTES: Amniotic fluid embolism is not included in the embolism grouping due to differences

in etiology and opportunities for prevention.
NOTES: Amniotic fluid embolism is not included in the embolism grouping due to differences

in etiology and opportunities for prevention. Mental disorders include deaths to suicide,
overdose, poisoning, and unintentional injuries determined by the MMMRC to be related to a
mental disorder.

Texas Maternal Mortality and Morbidity Task Force Report, 2020
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Maternal Mortality Review Committees in Texas, 2020
Chart F-3: Degree oor Top Underlying Causes of Reviewed

Pregnancy-Related Deuviveg : g of Chance to Alter Outcome, Texas, 2013
(N=44 of 54 Reviewed Pregnancy-Related Deaths)

Infection BYLL 83%
Obstetric Hemorrhage 33% 67%
Preeclampsia and Eclampsia 50% 50%
Té
o Cardiovascular and Coronary Conditions 57% 43%
2’ Mental Disorders 71% 29%
o
Uv “aw -
Pulmonary Conditions (Excluding Adult 100%

Respitory Disease Syndrome)
Cardiomyopathy INEEOAN I

@ No Chancell mSome Chance mGood Chance

PREPARED BY: Healthy Texas Mothers and Babies Branch, Maternal & Child Health Unit,

Division for Community Health Improvement, the Department of State Health Services
(DSHS).

Embolism

DATA SOURCE: 2013 Death Files, DSHS

NOTES: Amniotic fluid embolism is not included in the embolism grouping due to differences
in etiology and opportunities for prevention.

Texas Maternal Mortality and Morbidity Task Force Report, 2020
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Maternal Mortality Review Committees in 36 other states...

Among pregnancy-related deaths with information on place of
last residence 82% of decedents lived in urban counties.

Pregnancy-Related Deaths: Data from

Maternal Mortality Review Committees
in 36 US States, 2017-2019

Susanna Trost, MPH; Jennifer Beauregard, MPH, PhD; Gyan Chandra, MS, MBA; Fanny Njie, MPH;
Jasmine Berry, MPH; Alyssa Harvey, BS; David A. Goodman, M5, PhD

Data on 1,018 pregnancy-related deaths among residents of 36 states from

Table 3. Distribution of pregnancy-related deaths by timing of death in relation to pregnancy,
Key Findings 2017-2019 were shared with CDC through the Maternal Martality Review data from Maternal Mortality Review Committees in 36 US states, 2017-2019*
Information Application [MMRIA).

= Pregnancy-related deaths N %
accurred during pregnancy, Table 1. Characteristics of pragnancy-related deaths, data fram Maternal Martality
delivery, and up to a year Review Committees in 36 US States, 2017-2019 [N=1,018)"

postpartum. N =

During pregnancy 216 21.6

» The leading cause of pregnancy-

Bate and ethnitity

Day of delivery

related death varied by race and Hispanic 144 144
ethricity. non-Hispanic American Indian or E WL
* Over 80% of pregnancy-related Alasks Native 1-6 days postpartum
deaths were determined to be ron-Hispanic Asian 34 314
preventable. nan-Hisganic Black a1s 34 7-42 days postpartum
nen-Hispanic Native Hawaiian and 3 06
Other Pacific ldander
Maternal Mortality Review Committees nan-Hispanic White 457 466 43_365 days pOSt pa rt um
(MRARCS) are mukidicciplinary rion-Hispanic otherfmultiple races n 27
committees that convene at the state . ! ? ’ o 5 o = = = Bl i = S = e -
or local level to comprehensively Age at death {years)
review deaths during or within a year 15-19 F=l 29 o °
: 65% of death d AFTER del
deaths). MMRCs have access to clinical 2?_1‘ = = 0 o e a S o cc u r re e Ive ry
and nonclinical information (e.g., vital s 2 24
records, medical records, social service 30-34 297 3
records) to more fully understand 35-39 235 2232
the circumstances surrounding each o 70 58 Table 6. Percentage of pregnancy-related deaths determined by MMRCs to be preventable, data
death, determine whether the death ) . . .
was pregnancy-related, and develop s 1 10 from Maternal Mortality Review Committees in 36 US states, 2017-2019*
recommendations for action to prevent Education
similar deaths in the future. 12" grade or less; no diploma 135 137
Migh school graduste or GED 396 401
completed Preventable
Sarne college credit, but no degree 182 18.4
Associate of bachelor's degres 218 231 Not Preventable 157 15.8
Advanced degree 47 48

*A preventability determination was missing (n=4) or unable to be determined (n=18) for a total of 22 (2.2%)
pregnancy-related deaths.

*Race ar ethnicity was missing for 16 | &%) pregnancy-related deaths; age was miszing for 5 (0.5%)
pregnancy-related deaths; education was missing for 30 (2.9%) pregnancy-related deaths.

Trost SL, et al. Pregnancy-Related Deaths: Data from
Maternal Mortality Review Committees in 36
US States, 2017-2019. Oct 2022

Mational Center for Chronic Disease Preventicn and Health Promaotion
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Maternal Mortality Review Committees in Texas, 2022

| Texas Maternal Mortality
" and Morbidity Review
| Committee and Department

of State Health Services Joint
Biennial Report 2022

As Required by
Texas Health and Safety Code, Section
34.015

TEXA

Health and Human
Services

December 2022

This report covers a partial cohort for

maternal deaths that occurred in 2019.
DSHS will issue an update to the report
following final analysis of the 2019 cohort.

Texas Department of
State Health Services

In recognition of the importance of more contemporary case review
and CDC grant requirements, DSHS started case identification and

facilitated reviews for the 2019 case cohort. DSHS continued to identify

pregnancy-associated death cases and calculate enhanced maternal
mortality ratios for deaths occurring during the intervening years
(2014-2018).

From March 2021 to June 2022, the MMMRC reviewed 118 of 141
provisionally identified 2019 cohort cases. From these cases, the
MMMRC determined 52 of the reviewed cases were pregnancy-
related. The findings and recommendations in this report are derived
from the 52 cases and analyses of statewide trends, rates, and
disparities.

The 118 pregnancy-associated death cases reviewed by the MMMRC
resulted in 6,162 years of potential life lost by the women who died
and left an estimated 184 living children forever impacted by the loss
of their mothers.

Texas Maternal Mortality and Morbidity Task Force Report, 2022
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Maternal Mortality Review Committees in Texas, 2022

Texas Maternal Mortality
and Morbidity Review

Committee and Department

¢ of State Health Services Joint
Biennial Report 2022

As Required by
Texas Health and Safety Code, Section
34.015

TEXA

Health and Human
Services

December 2022

This report covers a partial cohort for

maternal deaths that occurred in 2019.
DSHS will issue an update to the report
following final analysis of the 2019 cohort.

Texas Department of
State Health Services

Finding #1 — 44 percent of the reviewed pregnancy-associated deaths
from the 2019 case cohort are pregnancy-related.

Again, we need good data...

Texas Maternal Mortality and Morbidity Task Force Report, 2022

UT Southwestern

Medical Center




Maternal Mortality Review Committees in Texas, 2022

Finding #1 — 44 percent of the reviewed pregnancy-associated deaths
from the 2019 case cohort are pregnancy-related.

Finding #2 — Most pregnancy-related deaths were preventable. 90%!

| Texas Maternal Mortality
" and Morbidity Review

| Committee and Department

of State Health Services Joint
Biennial Report 2022

As Required by
Texas Health and Safety Code, Section
34.015

TEXA

Health and Human
Services

December 2022

This report covers a partial cohort for
maternal deaths that occurred in 2019.
DSHS will issue an update to the report

following final analysis of the 2019 cohort.

Texas Department of
State Health Services

Texas Maternal Mortality and Morbidity Task Force Report, 2022
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Maternal Mortality Review Committees in Texas, 2022

Texas Maternal Mortality
' and Morbidity Review

Committee and Department

' of State Health Services Joint
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Finding #1 — 44 percent of the reviewed pregnancy-associated deaths

from the 2019 case cohort are pregnancy-related.

Finding #2 — Most pregnancy-related deaths were preventable.

Finding #3 —Six underlying causes of death accounted for 79 percent of
all reviewed 2019 case cohort pregnancy-related death.

Underlying Cause of Death as
determined by MMMRC*

Hemorrhage (Excludes
lAneurysms or Cerebrovascular
IAccident)

Mental Health Conditions

Embolism - Thrombotic (Non-
ICerebral)

Cases
(Count)

Cases
(Percent)

Contributing
Factors
(Count)

Contributing
Factors
(Average)

Injury

ICardiovascular Conditions

[Infection

ICancer

ICardiomyopathy

Total
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4
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390***
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Finding #1 — 44 percent of the reviewed pregnancy-associated deaths
from the 2019 case cohort are pregnancy-related.

Finding #2 — Most pregnancy-related deaths were preventable.

Finding #3 —Six underlying causes of death accounted for 79 percent of
all reviewed 2019 case cohort pregnancy-related death.

Finding #4 — Multiple underlying causes contributed to reviewed
pregnancy-related deaths caused by obstetric hemorrhage.

Finding #5 — Obesity, mental disorders, discrimination, and substance
use disorder each contributed to pregnancy-related death.

Obesity 21%

Mental health 21%

Discrimination 12%
Substance use disorder 8%
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Finding #1 — 44 percent of the reviewed pregnancy-associated deaths
from the 2019 case cohort are pregnancy-related.

Finding #2 — Most pregnancy-related deaths were preventable.

Finding #3 —Six underlying causes of death accounted for 79 percent of
all reviewed 2019 case cohort pregnancy-related death.

Finding #4 — Multiple underlying causes contributed to reviewed
pregnancy-related deaths caused by obstetric hemorrhage.

Finding #5 — Obesity, mental disorders, discrimination, and substance
use disorder each contributed to pregnancy-related death.

Finding #6 — Violence contributed to pregnancy-related death.

Violent pregnancy-related deaths with a manner of death of suicide or
homicide represented 27 percent of pregnancy-related death. Partners
were most likely to be perpetrators of homicide among reviewed
homicide cases.
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Finding #7 — A complex interaction of factors and characteristics
contribute to preventable death.

The MMMRC identified 390 factors that contributed to the 2019
preventable pregnancy-related cases (N=47), an average of 8.3
contributing factors per case. These factors help cause or aggravate
the conditions or events leading up to and surrounding the death of a
woman during her pregnancy or up to one year of the end of her
pregnancy. Contributing factors are categorized within domains that
indicate targeted prevention action levels. Identified contributing
factors for preventable pregnancy-related death were distributed
among the patient and family (29 percent), provider (30 percent),
facility (14 percent), systems of care (12 percent), and community (15
percent) domains.
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Finding #7 — A complex interaction of factors and characteristics
contribute to preventable death.

Finding #8 — Disparities persist in maternal mortality with Non-Hispanic
Black women being most disproportionately impacted.

Figure E-1. PRMR by Race and Ethnicity, Texas, 2013
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Finding #7 — A complex interaction of factors and characteristics
contribute to preventable death.

Finding #8 — Disparities persist in maternal mortality with Non-Hispanic

Black women being most disproportionately impacted.
Texas Maternal Mortality

and Morbidity Review Finding #9 — The enhanced maternal mortality ratio remained relatively
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Finding #7 — A complex interaction of factors and characteristics
contribute to preventable death.

Finding #8 — Disparities persist in maternal mortality with Non-Hispanic
Black women being most disproportionately impacted.

Finding #9 — The enhanced maternal mortality ratio remained relatively
stable from 2013-2017.

Finding #10 — From 2016-2020, demographic and geographic

disparities in severe maternal morbidity rates related to in-hospital
deliveries persist.
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Figure G-1. Rate of Delivery Hospitalizations Involving Severe Maternal Morbidity
(SMM) in Texas per 10,000 Delivery Hospitalizations by Race and Ethnicity, 2016-
2020
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Finding #7 — A complex interaction of factors and characteristics
contribute to preventable death.

Finding #8 — Disparities persist in maternal mortality with Non-Hispanic
Black women being most disproportionately impacted.

Finding #9 — The enhanced maternal mortality ratio remained relatively
stable from 2013-2017.

Finding #10 — From 2016-2020, demographic and geographic
disparities in severe maternal morbidity rates related to in-hospital
deliveries persist.

Finding #11 — Overall severe maternal morbidity rates show
improvement in obstetric hemorrhage delivery hospitalizations while
sepsis and preeclampsia rates increased. Disparities in severe maternal
morbidity still persist for Non-Hispanic Black women.
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Figure G-4. Rate of Delivery Hospitalizations Involving Severe Maternal Morbidity
(SMM) in Texas per 10,000 Delivery Hospitalizations by SMM Indicator, 2016-2020
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Finding #7 — A complex interaction of factors and characteristics
contribute to preventable death.

Finding #8 — Disparities persist in maternal mortality with Non-Hispanic
Black women being most disproportionately impacted.

Finding #9 — The enhanced maternal mortality ratio remained relatively
stable from 2013-2017.

Finding #10 — From 2016-2020, demographic and geographic
disparities in severe maternal morbidity rates related to in-hospital
deliveries persist.

Finding #11 — Overall severe maternal morbidity rates show
improvement in obstetric hemorrhage.

Finding #12 — Beginning in April 2020, severe maternal morbidity
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Maternal Mortality Review Committees in Texas, 2022
RECOMMENDATIONS

Increase access to comprehensive health services during pregnancy, the year after pregnancy, and throughout the preconception and
inter-pregnancy periods to facilitate continuity of care, implement effective care transitions, promote safe birth spacing, and improve
lifelong health of women.

Engage Black communities and those that support them in the development of maternal and women’s health programs.

Implement statewide maternal health and safety initiatives and incorporate health equity principles to reduce maternal mortality,
morbidity, and health disparities.

Increase public awareness and community engagement to foster a culture of maternal health, safety, and disease prevention.

Improve integrated behavioral health care access from preconception throughout postpartum for women with mental health and
substance use disorders.

Improve statewide infrastructure and programs to address violence and intimate partner violence at state and community levels.

Foster safe and supportive community environments to help women achieve their full health potential.

Support emergency and maternal health service coordination and implement evidence-based, standardized protocols to prevent, identify,
and manage obstetric and postpartum emergencies.

Improve postpartum care management including education and health care coordination for those with mental health and/or high-risk
medical conditions.

Prioritize continuing education, diversification, and increasing capacity of the maternal health workforce.

Apply continuous process improvement strategies for maternal mortality review protocols to support and increase case review capacity,
quality, and recommendation development.
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RECOMMENDATIONS

1. Increase access to comprehensive health services during pregnancy, the year after pregnancy, and throughout the preconception and
inter-pregnancy periods to facilitate continuity of care, implement effective care transitions, promote safe birth spacing, and improve
lifelong health of women.

2. Engage Black communities and those that support them in the development of maternal and women’s health programs.

3. Implement statewide maternal health and safety initiatives and incorporate health equity principles to reduce maternal mortality,
morbidity, and health disparities.

4. Increase public awareness and community engagement to foster a culture of maternal health, safety, and disease prevention.

5. Improve integrated behavioral health care access from preconception throughout postpartum for women with mental health and
substance use disorders.

6. Improve statewide infrastructure and programs to address violence and intimate partner violence at state and community levels.

7. Foster safe and supportive community environments to help women achieve their full health potential.

8. Support emergency and maternal health service coordination and implement evidence-based, standardized protocols to prevent, identify,

10. Prioritize continuing education, diversification, and increasing capacity of the maternal health workforce.

11. Apply continuous process improvement strategies for maternal mortality review protocols to support and increase case review capacity,
quality, and recommendation development.
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Importance of postpartum care (“the fourth trimester”)

The American College of
Obstetricians and Gynecologists

WOMEN'S HEALTH CARE PH

ACOG COMMITTEE OPINION

Number 736 » May 2018

ANS

{Replaces Committee Opinion Mumber 658, Juna 2016}

Presidential Task Force on Redefining the Postpartum Visit
Committee on Obstetric Practice

in Women's ¥

this document. This

Marstha Galati, MD,

Optimizing Postpartum Care

ABSTRACT: The weeks following birth are a critical pericd f and her infant, setting the stage
long-term health and wel-baing. To optimize the haaith of wome ants, postpartum care should become
an ongoing procass, rather than a single encounter, vath services and support talored to each woman's indwidua
needs. It is rec s or other cbstetric
care providers within the first 3 w vould be followed up wath ongoing
care as neaded, concluding with an 12 weeks after birth. The com-
prehensive postpartum wisit shou cal, social, and psychological well-being,

ks postpartum. This inital assessme
prenhansive px anW‘ wvisit no
include a full assessment of phy

including the following domains: mood and emotional wellbeing; infant care and feeding; sexuslity, tracep-
tion, and birth spacing; sleep and fatigue; physical recovery from birth; chronic dis management; and health
maintenance. Women with chronsc medical conditions such as hypertensive disorders, ob tes, thyroid
disorders, renal disease, and mood disorders should be counseled regarding the importance of timely follow-

up with their obstetrician—-gynecologists or primary care prowiders for ongoing coordination of care. Duning the
postpartum penod, the woman and her obstetncian-gyn: ogist or other abstetnc care provider should identify
the health care provider who will assume primary responsibdity for her ongoing care in her primary medical
home. Optimazing care and support for postpartum families will require policy changes. Changes in the scope
of postpartum car vould be facilitated by reimbursement policies that support postpartum care as an ongoing
process, rather than an isolated visit. Obstetrician-gynecologists and ather obstetric care prowviders should be in
the forefront of policy efforts to enable all women to recover from birth and e their infants. This Commit
Opinton has bean revised to reinforce the importance of the “fourth trime: and to propose a new paradigm
for postpartum can

R Aati and C usi
The American College of Obstetricians and Gynecologists
makes the following recommendations and conclusions:
+ To optimize the health of women and infants, post-
partum care should become an ongoing process,
rather than a single encounter, with services and
support tailored to cach woman's individual needs.
Anticipatory guidance should begin during preg-

Prenatal discussions should include the woman's
reproductive life plans, including desire for and
timing of any future pregnancics. A woman'’s future
pregnancy intentions provide a context for shared
decision-making regarding contraceptive options.

All women should ideally have contact with a mater-
nal care provider within the first 3 weeks postpar-
tum. This initial assessment should be followed up
nancy with development of a postpartum care plan with ongoing care as needed, concluding with a com-
that addresses the transition to parenthood and well- prehensive postpartum visit no later than 12 weeks
woman care. after birth.

€140 VOL 131, NO.5, MAY 2018 OBSTETRICS & CYNECOLOGY

The Fourth Trimester of Pregnancy:

Committing to Maternal Health and Well-Being Postpartum

BRID-GET SPELKE, MD; ERIKA WERNER, MD, M5

ABSTRACT
The postpartum period is a time of significant challenge
and need as women adape to hormonal and physical
changes, recover from delivery, experience shifting fami-
Iy responsibilities, and endure sleep deprivation, all while
caring for and nourishing their newborn. ' It is also a pe-
ricd of significant maternal health nsk. Recent data on
U5, maternal morealivy indicate a shift in the timing of
maternal deaths over che pase 10 years, with the major-
ity of marernal deaths now occurring postparsum, from
one day vo one year after delivery.** Postpartum care also
marks a period of transition, as women shift from preg-
nancy-centered care wo interpregnancy and primary care,
e are marked by poor coordina-
tion of care between providers and patient care settings.
Suboptimal postparrum follow-up is particularly worn
some for women with chronic health conditions or preg-
nancy complications who face both short- and long-term
health risks.** Given known challenges and medical
risks, th rle, &-wock postpartum visiz women receive
is woefully inadequaee in addressing maternal health
nceds. Postparcum visies often fail wo address the unique
postpartum needs identified by mothers'**, inadequate-
Iy connect women with primary care services, and have
low atvendance.” Recognition of these unmet needs of
“the Fourth Trimester” have led national organizations
including the American College of Obsweericians and G
necologists [(ACOG), to call for a restruceuring of pose-
partum care to redoce postpartum and long-term mor-
bidity and improve postpartum well-being, Rhode
Island has several recene initiatives with the povential o
improve ourcomes for mother-baby dyads including the
Baby Friendly Hospital Initiative (BFHI), the provision of
long-acting reversible coneraception (LARC) immediate-
Iy postpartum, and the addition of HFV immunization
postpartum. These iniiatives remove barriers of access
o care and provide vital women's health services prior
o discharge. The Fourth Trimester provides a rich oppor-
tunity for matcrnal risk reduction and health promotion
at a time when women are motivaced and engaged with
health care.

ADDRESSING MATERNAL RISK POSTPARTUM
Maternal moreality in the United Seates is increasing and
mode than doubled from 1982 to 20025 Ower this same
period, the causes and timing of pregnancy-related deaths
have shifted; deaths due to maternal hemorrhage and infec-
tion, which typically oocur at the time of delivery, have
proportionally decreased, while deaths from cardiovasco-
lar disease, which can resule in more distane postpartum
deaths, have increased. " Postpartum deaths, which includes
deaths between 1 day and | year after birch, represent more
than half of all maternal deaths, and underscore the signif-
icane health risks faced by postpartum women.s* Though
maternal deaths remain rare, 65,000 women experience
severe maternal morhidity annually in United Seates, which
increasingly ocours posepartum and is due to chronic med-
ical conditions.” Both maternal morbidity and morealiey
affoct minorities disproporionatcly: black women expe-
ricnce maternal moreality 3-4 times more frequently than
white women and experience severe maternal morbidicy
two times more frequently = 1214 Bising rates of postpartum
maorhidity sugpest that women face significant unmes med-
ical necds afer delivery and has lod to a renewed focus on
care in the fourth tnmeseer,*2700

A central rode for postparsum care is maternal healeh nsk
reduction, both in the immediate postparum period and
long-term, yet the abilivy of current postpartum services o
improve maternal outcomes is limited by only a single ded-
icated visie. Both providers and pacients repore chae current
postpartum visit schedules are inadequage.:+ Towards the
end of pregnancy, women are routinely soen in the office
weekly, and more often if the pregnancy is complicated. In
COMtrast, most women are seen only once in the firse-year
postpartum and noe uneil & weeks afeer d ¥
in care is not biologically logical nor practical from a public
healeh perspective. Newboms are seen within days of dis-
charge from the hospital because of the physiologic changes
that ocour in the firse few wocks of Similar changes are
OCCUITIng w0 the postparium woman, yet no similar appoint-
menes oocur. Furthermore, even the cummendly recom-
mended appoinsments are not always used. While increasing
arendance at posspartum visits is a goal of Healthy People
2020, between 10 and 40% of women do not ateend a post-
parcum visit 411 weeks afeer delivery” with lower asen-
dance rates reported among women in low-resource settings,
comtriburing eo health disparities 22

=

EHODE ISLAND MERICAL JOURMAL 3D

ACOG Com Opin No 736. 2018
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2019 Dallas County Community Health Needs Assessment (CHNA)

DALLAS COUNTY
COMMUNITY HEALTH NEEDS ASSESSMENT 2019

Parkland Health & Hospital System | Dallas County Health and Human Services

EXECUTIVE SUMMARY

Parkland Health & Hospital System (Parkland) and the Dallas County Health
and Human Services (DCHHS) undertook a joint Community Health Needs
Assessment (CHNA) in adherence to the Patient Protection and Affordable
Care Act (ACA) and as part of the accreditation process for public health
departments. In accordance with the ACA, the CHNAS report was accepted by
Parkland’s Board of Managers on Septernber 18, 2019.

* Health Literacy: Provider and patient feedback from focus groups indicates
there is a general lack of understanding of how to obtain/use health
coverage, navigate the health system and adhere to treatment plans and
provider instructions, which are often not culturally or linguistically accessible
to the patient. There is an overall concern with the degree to which Dallas
County residents, particularly racial and ethnic minorities and those living in
southeast area of the County, have the capacity to obtain, communicate,

The overarching goal of this CHNA was to identify the geographic areas and process and understand information pertaining to health and health services.

populations that experience the most significant health disparities including,
racial and ethnical minorities, low social economic populations, underserved
population, these with chronic disease and those with infectious disease.

* Cultural Competency: The ever-increasing diversity of Dallas County
reguires greater resources devoted to cultural competency including the

establishment of best practices.
The methodology framework used for this CHMA includes: Public Health

Practice, Community Based Participatory Research, Strategic Planning as well
as gualitative and quantitative data analysis. The data used for this report was

Health Disparities:

g@'th disparities by race and ethnicity and by
geographic location within the county. African American and people living
in ZIP Codes located in Southeast Dallas continue to experience the highest
burden of disegse and p ortality.

Special Populations

gathered from an array of data sources and from a series of focus groups
conducted throughout Dallas County.

The following provides an overview of the key finding that emerged from this
CHNA.
ervices for homeless and elderly individuals

Findings: continues to grow as these populations increase in numbers.
Access to Care: o ) _ » Assessing the health status for Lesbian, Gay, Bisexual and Transgender
e arance woverage: There is high uninsured rate in Dallas County

individuals remains a challenge due to limited data pertaining to sexual
orientation and gender identity (SOGI) data.

Chronic Conditions
: hbetes, asthma, chronic kidney disease and chronic

heart failure, which are related to tobacco use, poor nutrition and lack of
physical activity are the leading causes of death and contributors of a high

and high a high volume uninsured hospital discharges, particularly in
Parkland. Of note, Dallas County has one of the highest uninsured rates
among all urban counties in the nation—higher than both Harris County,
Texas and Bexar County, Texas

-

Behavioral Health: Dallas County does not have enough behavioral health
capacity to support the high demand for those services. Nawvigating the volume of inpatient hospitalizations.
health system in Dallas County is difficult for those with behavioral health

needs and there is a lack of integration between behavioral health and

physical health. According to input provided by focus group participants, the £ casing numper of sexually Transmitted Diseases, cases in Dallas
demand for behavioral health services for school children, youth, and seniors County is a significant problem

is concerning.
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2019 Dallas County Community Health Needs Assessment (CHNA)
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Many similarities related to our local
community needs, disparities in care
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Back in 2019...
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Pregnancy-related mortality ratio per 100,000 live births

Back in 2019...
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Back in 2019...
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Back in 2019...
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Back in 2019...
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Putting all this together...

Aim 5. Serial telehealth encounters with
nurses and mental health counselors

22222222222

Population Health

Transition to ‘

Aim 1. Define target region Aim 4. Provide physical care using mobile
unit with providers in community

Aim 2. Measure baseline

Aim 3. Enroll at discharge following delivery
and establish community partnerships

Aim 6. Measure outcomes following
implementation of program
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CHNA Target Region: IDENTIFY YOUR TARGET REGION

Perinatal Outcomes among Women Identified
by a Community Health Needs Assessment

Elaine L. Duryea, MD"2®  Robert Martin, MD'?  Donald Meintire, PhD!

David B. Nelson, MO

Catherine Y. Spong, MD'2

! Department of Obstetrics and Gynecology, University of Texas address for correspond
Southwestern Medical Center, Dallas, Texas

2Department of Obstetrics, Parkland Health and Hospital System,
Dallas, Texas

de Elaine L Duryea, MO, Department of
Obstetrics and Gynecology, University of Texas Southwestern Medical
Center, 5323 Harry Hines Blvd., Dallas, Tx 75390-9032

{e-mail: elaine duryea@utsouthwestern.edu).

Am | Perinatal

Abstract Objective The aim of the study is to compare perinatal outcomes for women with
greater social needs, as identified by the Community Health Needs Assessment, to
those of women living in other areas of the county.

Study Design  This was a retrospective cohort study of pregnant women delivering at
a large inner-city county hospital. Perinatal outcomes were analyzed for women living
within a target area with substantial health disparities and social needs, and compared
with those wamen living outside the target area. Statistical analysis included student’s
t-test, Chi square, and logistic regression.

Results Between January 2015 and July 2020, 66,936 women delivered at Parkland
hospital. Of these, 7,585 (11%) resided within the target area. These women were
younger {26.8 + 6.5vs. 27.9 + 6.4 years, p < 0.001), more likely to be black {37 vs_ 13%,
p<0.001), and had a higher body mass index or BMI (33.3 + 7.0 vs. 32.6 + 6.4 kg/m®,
p < 0.001). All women were likely to access prenatal care, with 7,320 (96.5%) in the
target area and 57,677 (97 2%) outside the area attending at least one visit. Adverse
perinatal outcomes were increased for women living within the target area, which
persisted atter adjustment for age, race, and BMI. This included an increased risk of
preeclampsia (adjusted risk ratio [aRR| 1.1, 95% confidence interval or C1 [1.03, 1.2])
and abruption (aRR 1.3, 95% C1 [1.1, 1.7]), as well as preterm birth before both
34 weeks (aRR 1.3, 95% CI [1.2, 1.5]) and 28 weeks (aRR 1.3, 95% CI [1.02,1.7]).
follows that neonatal ICU admission (aRR 2.1, 95% O [1.3, 3.4]) and neonatal death
{aRR 1.2, 95% CI[1.1, 1.3]) were increased within the target area. Interestingly, rate of
postpartum visit attendance was higher in the target area (57 vs. 48%), p < 0.001.

Keywords

= perinatal outcomes
social determinants
health disparities

]

= pregnancy Conclusion Even among vulnerable populations, women in areas with worse health
= preterm birth disparities and social needs are at greater risk of adverse perinatal outcomes. Efforts to
= preeclampsia achieve health equity will need to address social disparities.

Key Points

= Ar a county haspital 97% of women accessed prenatal care.
= Greater social needs were associated with adverse perinatal outcomes.
= Differences persisted with adjustment for age, race, and BMIL

recelved © 2021. Thieme. All rights reserved. D4 it/ dol.arg)
June 35, 2021 Thieme Medical Publishers, inc., 10.105% /<.0041.1 720014
accepted 333 Seventh Awenue, 18th Floor, 155K 07351631

October 5, 201 HNew York, NY 10001, USA

I Spontaneous vaginal
I Operative vaginal

+ Cesarean delivery

I Repeat cesarean

+ Primary cesarean

I PE with sev. features
+ Chronic hypertension
I Abruption

I Gest at del: < 37
 Gest at del: <34

I Gest at del: < 28

I Neonatal death

L pH<7.0

| F ICN admission

Table 1 Maternal characteristics
Within CHNA Outside CHNA -Value
Target area (N =7,585) Target area (N=59,351)
Maternal age (years) 26.8 6.5 279+64 <0.001
Race/Ethnicity p <0.001
Black 2,790 (37) 7.767 (13)
White 153 (2) 1,933 (3)
Hispanic 4,590 (61) 47,310 (80)
Other 52 (1) 2,341 (4)
Nulliparous 2,236 (29) 17,288 (29) 0.5
Body mass index (kg/m?) 33.3+£7.0 32.6+6.4 <0.001
Number of prenatal visits 9.1+4.1 94+39 <0.001
Chronic hypertension 533 (7.0) 2,288 (3.9) <0.001
Gestational diabetes mellitus 494 (6.5%) 4,310 (7.3%) 0.02
Pregestational diabetes mellitus 186 (2.5%) 989 (1.7%) <0.001
Note: Data expressed as n (%) or mean -+ SD.
Unadjusted Adjusted
Spontaneous vaginal 1
Operative vaginal 1
Cesarean delivery 1 L]
Repeat cesarean 1 ol 1l
Primary cesarean { ls4 1l
PE with sev. features 1 | e ot
Chronic hypertension 1 | —e— o]
Abruption 1 | —a— | ——
Gest at del: < 37 1 I b ]
Gest at del: < 34 { I i D
Gest at del: < 28 { | ——
Neonatal death - | Lol
H=7.0 1 I e ——— H——
ICN admission ! [ . - . ~ .. ! - - - . .
0.5 10 15 20 25 30 35 4005 1.0 15 20 25 30 35 40

Relative risk (95% CI) of outcome at within CHNA to outside CHNA

Fig. 1 Relative risk of adverse perinatal outcomes for women residing within the target area, as compared with those women delivering at
Parkland and residing outside the area. gest at del, gestational age at delivery; PE with sev features, preeclampsia with severe features.
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CHNA Target Region for non-Hispanic Black pregnant patients

Perinatal outcomes amongst Black women living in areas of high social needs
Elaine L Duryea, MD, Robert Martin, MD, Don Meclntire, PhD, Catherine Y. Spong, MD, David Nelson, MD
Department of Obstetrics and Gynecology
University of Texas Southwestern Medical Center, Dallas, Texas

Abstract

Materials and Methods

Tables and Figures

Objective: Because black women have higher health disparity and adverse pregnancy
suteomas with unclasr stislgy, we hypothesized that black women living in a geagraphic
area with greater social needs would have worse outcomes compared to those fuing
outside this area.

Stwdy Design: This was a retraspective cohart study of Black wamen delivering infants at
a large inner-city safety net county hospital. Perinatal outcomes of women living within a
target regian of ten zip codes, identified during a recent CHMA, were compared to thase
of wamen living cutside the target region. Analyses included student's t-test, chi square,
and legistic and binamial regression, with pe0.05 significant.

Results: Between Januwary 2001 through December 2020, 9,579 nan-Hispanic Black
wamen delivered at our hospital. OF these, 2,741 {28 6% resided in the CHNA target
regian. The wamen in the target region were younger [25.7+5.9 v 28.4+6.2 yrs, pe.001)
and had & higher BII{33.9+8.3 ws 33.0+7.4 kg/m2, p <001}, Wamen in the target region
attended their first prenatal vist at an sarier getational age (14.3{10.0,22 0 ve
15.6{10.4,24.1) wis, p=.001), and 6% participated in prenatal care prior ta delivery in
both groups. Wamen in the target region were less likely to have disbetes but more
likely ta have either chronic ar gestational hypertension (Table 1) The rate of stillbirth,
preterm birth, and ather complications of prematurity were higher in the target region
{Table ). When outcomes were adjusted for maternal age these differances remained
significant. A com posite including stillbirth, neonatal death, 5 minute Apgar <4, pH <7.0,
and grade 1 or 4 intraventricutar hemorrhage accurred in 80 (3%) pregnancies in the
target regian compared to 158 (23] fram ather regions, with an adjusted RR of 139
{1.05, 1.54).

Conclusions: Black wormen living in areas with high sacial needs have significantly higher
rates of stillbirth, prematurity, and its attendant sequelse com pared to thase living
outside the target region. Dealuation of social determinants of health will Fealy pravide
insight into the origin of these differences,

Background

Retrospective cohort study of women delivering =t Parkland Hospital, 2
county hospital serving the wulnerable women of Dallas, Texas
Approved by the UT Southwestern Institutional Review Board

Anazlysiz of saciodemagraphic disparitias via 2ip codes waz performed
by @ CHMA, with ten zip codes identified as the areas of highest
disparity (Figure 1).

Demographics 2nd perinatal outcomes were obtained from an
obstetrical quality database, extracted by research nurses.

Obstetric complications examined were preeclampsiz, sbruption, and
pretarm birth.

MNeonatal outcomes studied were arterial cord pH <7, NICU 2dmission
and necnatal death.

Outcomes for black women within the zip codes identified in the CHNA
were compared to black women living outside of the target region.
‘Statistical analysis included student’s t-test, chi square, and logistic
regression. Adjustment was performed for age.

Results

Disparities in maternal morbidity and mortality exist in the United States, with
blzck women more likely to experience adverse pregnancy outcomes along
with higher rates of severe maternal morbidity and mortality.

Parkland Health and Hospital System conducted = Community Health Needs
Asseszment [CHMA) in 2013 to identify populations within Dallas County with
substantial health disparities, in order to better target the delivery of services
Acrcess to care, for non-pregnant patients, was found to be a large issue with 3
great number of patients in the region uninsured.

Previously, women living in zip codes located in southern Dallas County were
found to have 3 higher burden of adverse perinatal outcomes.

It was unknown if black women living within the zip codes identified by the
CHMA were at increased risks for pregnancy complications.

Objectives

Between January 2011 through December 2020, 9,579 non-Hispamic
Black women delivered st Parkland Hospital, 2nd of these, 2,741
(28.5%) non-Hispanic Black women resided in the CHNA target region.
As showm in Table 1, women in the target region were younger and
had a higher body mass index at delivery.

‘Women in the target region attended their first prenatal visit at an
earlier gestationzl 2ge {14.3 [10.0,22.0] versus 15.5[10.4,24.1] weeks,
p=.001), =nd 953 participated in prenatal care prior to delivery in both
‘Eroups.

Women in the target region were lezs likely to have dizbetes but more
likely to have either chronic or gestationzl hypertension {Table 1).

The rate of stillbirth, preterm birth, and other complications of
prematurity were higher in the target region (Tzable 2).

When outcomes were adjusted for maternal age these differences
remained significant {Figure 2).

A compasite including stillbirth, neonatzl death, 5 minute Apgar <4, pH
<7.0, and grade 3 or 4 intraventricular hemorrhage occurred in 30 (3%)
pregnancies in the target region compared to 158 (2%) from other
regions, with an =djustad RR of 1.39 (1.05, 1.84).

Conclusions

* Tocompare perinatal outcomes for black women living in areas identifisd by
a CHNA to have higher sodal needs to those black women living in regions of
the county outside of the target CHMA area.

Black women living in areas with high social needs have significantly
higher rates of stillbirth, prematurity, and its attendant sequelas
compared to those living outside the target region.

Evalustion of social determinants of health will likely provide inzight
into the origin of these differences.

257 +5.9
957 (35)  2334(34) D467

3319483 330174 <0001

164 (6.0) 494 (7.2) 0.030 0.83(0.70,0.98) 1.06(0.89, 1.26]
101(37) 365 (5.3) <0001 0.69(0.56,0.86) 0.89 (071, 1.11)
63(23)  128(19) 0484 1.22{0.90,1.64) 1.53 (113, 2.06)

788 (20) 1742 (25) 0001 1.13(105,1.21) 1.14 (LOG,1.23)
320 (12) 563(8) <0.001 1.42(1251.61) 178 (L56, 2.02)
455 (17) 996 (15) 0.012 1.14(1.03,1.26) 1.16 (1.05, 1.29)

Data presented as mean + 50 or N{%]
*adjusted for matemal age

RR {95% O

Target Region Qutside Region
N = 2533 6626
35.0[37.9,400] 23.1[28.0,40.1]

128 (4.7) 252 (3.7) 1.27 |1.03,1.56) 1.32 (107, 1.68)
219 (8} 437(6) 0005 1.25 (1.07,1.45) 1.29 (1.10, 1.51)
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Data presented as median [31,43] or n [%). IVH = intraventricular hemarrhage; 1EU = intensive care unit; CRAP = continucus pasitive airway pressure; NEC = necrotizing
enterceolitis, TTH = transient tachypnaa of the nawbarn
*adjusted far maternal age
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Intersects with Virtual Visits launched due to COVID-19 pandemic

Deliveries and COVID-19 tests
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Virtual healthcare

vk Open.

Original igation | Ob ' | ology

Comparison Between In-Person and Audio-Only Virtual Prenatal Visits

and Perinatal Outcomes

Elaine L. Duryea, MD; Emily H. Adhilari, MD; Anne Ambsia, MD; Catherine Spong, MD; Donald Mcintire, PhD; David B. Melson, MD

Table 1. Prenatal Visit Schedule Incorporating Virtual Visits®

Abstract

IMPORTANCE Ensuring access to prenatal care services in the US is challenging, and
implementation of telehealth options was limited before the COVIDA9 pandemic, especially in
wvulnerable populations, given the regulatory requirements for video visit technalogy.

OBJECTIVE To explare the association of audio-only virtual prenatal care with perinatal outcomes.

DESIGN, SETTING, AND PARTICIPANTS This cohort study compared perinatal outcomes of women
wha delivered between May 1 and October 31, 2019 (n = 6559), and received in-persan prenatal
wigits only with thoge who delivered between May 1 and October 31, 2020 (n = 6048), when audio-
only virtual visits were integrated into prenatal care during the COVID-19 pandemic., as feasible based
on pregnancy complications. Parkland Health and Hospital Systemin Dallas, Texas, provides care to
the vulnerable obstetric papulation of the county via a high-valume prenatal clinic system and public
maternity hospital. All deliveries of infants weighing more than 500 g, whether live or stillbom, were
included.

EXPOSURES Prenatal care incorporating audio-only prenatal care visits.

MAIN OUTCOMES AND MEASURES The primary outcome was a composite of placental abruption,
stillbirth, neonatal intensive care unit admission ina full-term (=37 weeks) infant, and umbilical eord
blood pH less than 70. Visit data, maternal characteristics, and other perinatal outcomes were also
examined.

RESULTS The mean (SD) age of the 6559 women wha delivered in 2019 was 27.8 (6.4) years, and
the age of the 6048 women who delivered in 2020 was 27.7 (6.5) years (P = _38). Of women
delivering in 2020, 1050 (18.0%) were non-Hispanic Black compared with 1067 (16.3%) in 2019

(P = _04). Inthe 2020 cohort, 4067 women (67.2%) attended at least 1 and 1216 women (20.1%)
attended at least 3 audio-only virtual prenatal visits. Women who delivered in 2020 attended a
greater mean (S0) number of prenatal visits compared with women who delivered in 2019 (9.8 [3.4]
vs 9.4 [3.8] visits: P < 001). In the 2020 eohert, 173 women (2.9%) experienced the compesite
outeome, which was not significantly different than the 195 wemen (3.0%) in 2019(F = 71).In
addition. the rate of the compaosite outcome did not differ substantially when examined according to
the number of audio-only virtual visits attended.

CONCLUSIONS AND RELEVANCE Implemnentation of audio-only virtual prenatal visits was not
associated with changes in perinatal outcomes and increased prenatal visit attendance in a
wvulnerable population during the COVID-19 pandemic when used in a risk-appropriate model.

JAMA Network Open. 2021,:4(4):2215854. doi:10.1001/ja

Key Points

Question Were audio-only virtual
prenatal visits during the COVID-19
pandemic associsted with a changs in
perinatal cutcomes in a vulnerable

population?

Findings In this cohort study of 12 607
women, 173 women (2.9%) experienced
placental abruption, stillbirth, cord pH
less than 7.0, or full-term neanatal
intensive care unit admission, which was.
not significantly different than the 195
women (3.0%) affected in 2019. The
rate of this compasite outcome also did
not differ significantly when stratified
by the number of virtual prenatal visits

Meaning In thisstudy, wormen who
delivered in 2020 following
implementation of audio-only prenatal
wirtual visits did not experience more
adverse pregnancy outcomes than

women who delivered in 2015,

Auther affiiations and article information are
listed at the end of this article.

Approximate weeks

of gestation Type of visit Comment

10 In-person Initial prenatal visit, to include initial obstetric laboratory testing
14 Virtual None

18-20 In-person Ultrasonographic and maternal serum screening performed
24 In-person Glucose tolerance testing performed

28 In-person® If Rho(D) immune globulin administration required

32 In-person Third trimester laboratory studies performed

34 Virtual None

36 In-person Gonorrhea/chlamydia testing performed

37 Virtual None

38 In-person None

39 In-person None

40 In-person None

41 In-person None

Duryea EL et al. JAMA Net Open 2021
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& Virtual healthcare: AUDIO-only!

Clinical Practice and Quality

Patient Perspectives on Audio-Only Virtual
Prenatal Visits Amidst the Severe Acute
Respiratory Syndrome Coronavirus 2
(SARS-CoV-2) Pandemic

Denisse Holeomb, mp, Mary Ann Faucher, mo, sei, Jennifer Bouzid, Msw, Bsx,
Marforie Quint-Bouzid, mpa, David B. Nelron, mn, and Elaine Duryea, s

OBJECTIVE: To evaluate patient saiisfaction after inte-
gration of audio-only virlual visits inlo a pre-existing
prenatal care schedule within a large, county-based
system during the severe acule respiralory syndrome
coronavirus 2 (SARS-CoV-2) pandemic.

METHODS: We implemented avdio-only prenatal vir-
tual visils in response to the SARS-CoV-2 pandemic
within a large, county-based prenatal care system serving
predominantly women with low socoeconomic status
and limited resources. Using a four-question telephone
survey, we surveyed a cross-section of patients who had
opted to participate in virtual visits 1o assess their level of
salisfaction surrounding audio-only visits., In addition,
average dlinic wail times and attendance rates by visit
type wene examined.

RESULTS: From March 17 to May 31, 2020, more than
4,000 avdio-only virlual prenatal visits were completed
in our system, Adter imph atien, Lhe of
visits conducted through the virteal platiorm gradually
rose, with nearly 25% of weekly prenatal visits being
performed through the virtual platform by the month of
May. Clinic wail times trended dowmward after imple-
mentation of virtual visits (P<.001). On average, 8% of
wirtsal prenatal visits were completed as scheduled,

Frum the University of Tiewer Ssutheoestorn Medical Center and Parkdsnd Heaith
and Hagpital Spirew, Dallas, Tenss.

Eack safur hes svfiroend woghlianr ik dhe sl ngwirermi fir authorsbip.
Peiliched uline ahedof prind fuwe 16, 2000,

Cinegfonaling oathor: Deniue Fiskond, MIE Auisiend Progeser, Deriment of
Mkt e Cpneodyy, Dletvrsity of Feunr Southuesirn Meiel Conter, Datlles,
T sl v il iution fhivestern e

Finascial Diselssure

The cnthars did wal wepors awy posential onffics of inceresr.

© 220 by the American Cisllege off Obsdetricians and Graveslopéits, Fublished
by Wlters Kluooer Hoalth, dne. AI righs resorved.

ISEN: DU THE4 20

WOIL. 136, NO. 2, AUGLIST 2020

whereas only B2% of in-person visils were attended
(P<_001). Hospital administration attempled lo contact
431 patients who had participated in al least one virtual
wisil lo assess patienl satisfaction; 283 patients were
reached and agreed lo participate (65%). Ninety-nine
percent of respondents reportied that their needs were
met during their audio-only virleal visits. The majority of
patients preferred a combination of in-person and virtual
wisits for prenatal care, and patients reported many ben-
efits with virtual visils.

CONCLUSION: Audio-only virtual prenatal visiti—as
a complement o in-person prenatal visits—have specific
and distinct advantages compared with videa-enabled
tebehealth in a vulnerable population of women and offer
a viahle option o increase sccess lo care.

(Obstet Cynecal 202073637722

DM TG AN

As the United States continues to be affected by the
severs acute respiratory syndronte coronavinu 2
[SARS-CoV-2) pandemic, health care systems have
rapadly adapted to maintain access to care while pro-
viding recommended social distancing. In the world of
obatetrics, telehealth quickly gained popularity,
because postponing ambulatory visits is not a viable
option. Telehealth encompasses different modalities,
including synchronous video wvisits, synchronous
audio-only visits, asynchsonous communication, and
remote patient mmitan'us.:' Before the SARS-CoV-2
pandenie, telemedicine had increasingly been used as
a tool to deliver limited facets of prenatal care, includ-
ing genetic and nutrition counseling, as well as mental
health and lactation services.'> Telehealth has also
been used for postpartum blood pressure monitorng
in patients with hypertensive disorders® Despite
promising evidence, policy guiding telehealth for

OBSTETRICS & GYNECOLOGY 317

Appendix 3. Patient feedback regarding virtual prenatal visits, by clinic
location.

"HOW WAS YOUR VIRTUAL VISIT?"

14%

Patients with
limited access to
care were
accepting (95%+)
of use of prenatal
virtual visits!!

WHC

m Very Good B Good 0K

Holcomb D et al. Obstet Gynecol. Aug 2020
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Putting all this together...

Aim 5. Serial telehealth encounters with
nurses and mental health counselors

22222222222

Population Health

Transition to ‘

Aim 1. Define target region Aim 4. Provide physical care using mobile
unit with providers in community

Aim 2. Measure baseline

Aim 3. Enroll at discharge following delivery
and establish community partnerships

Aim 6. Measure outcomes following
implementation of program
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l extending Maternal Care After Pregnancy (eMCAP)

Inpatient delivery encounter Postpartum outpatient period for 12 months

Delivery
of eMCAP Enroliment

Nurse Home Nurse Follow-up Virtual Calls to all enrolled
visitor | 1mo | 3mo ff 6mo | omo [ 12mo_
Community Health Worker Partnership

eligible in eMCAP

patients SDOH

A t ace s : : iti
et Monthly visits with providers for medical conditions (CHTN, DM)

via either mobile unit or virtual telehealth

Launched 1 Oct 2020
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Enrollment (postpartum):
Mother-baby ward

Electronic identification based upon
zip code of target region

Nurses with enrollment team using
bilingual staff

Not interrupt ongoing care team

Added: |
Culturally and LingLIiStica”y ; - P . } Culturally and Linguistically
Appropriate Services (CLAS) in _ | : Appropriate Services (CLAS) in

Maternal Health Care

Maternal Health Care

UT Southwestern
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extending Maternal Care After Pregnancy (eMCAP): FORMS

eMCAP Data Sheet
ENROLLMENT {revised 10/28/21)
Study #
Date enrolled to eMCAP:
Name: -
MRN:
Delivery date:
Enrolled in Dallas Healthy Start prior to eMCAP enrcliment: Y/N
Consanted for Dallas Healthy Start with eMCAP Enrollment. Y/N/Pending
Enrolled in Nurse/Family Partnership: Y/N
Is patient in eMCAP: Y/ Declined/Ineligible/Not approached
If Declined (multi-select):
a. |have concemns about funding/cost of program
b. | have concerns about registering in programs or having my name
a "list"
| don't want any Individuals visiting my home
| am moving soon
Other — | don't have time/energy fo participaie
Other — | don’t think the program will benefit me
Other — No reason given
. Other — (comment)
eMCAP Nurse Coordinator:____
eMCAP Enroliment Status: In Progress/Complete
If enrclled, Enrollment Complete: Before Discharge/After Discharge
If yes, pt accepts FU phone calls: Y/N
Hope Supply Bag Given? Y/N/Not Available
Enrolled in MyChart? Previously enrolled/Enrolied today/Declined

Jwe e an

Medicai:

CHTN before pregnancy: Y/N
CHTN in pregnancy: Y/N
If Yes: requiring meds during pregnancy: Y/N

if Yes:
Amiodipine
Nifedipine ER
Labetalol
Hetz
Other (multi-select)
Dosea:

Meds startedtitrated after delivery? Y/N
If Yes:
Amlodipine  Dose:
Nifedipine ER Dose:
Labetalol Dose:

Hetz Dose:
Other

Dose same as above

JAL DE H
INDIVIDUAL
Number of household family membaers;
1. Housing status (select one)
Has housing:
Apartment
Townhome/condo
Duplex
Mabile home
Single family home
Other
Does not have housing
Chose not to answer

Hag any family member ever been incarcerated? (read through list of options)?

Father of the Baby Grandparent
Significant Other Mother

Aunt Sister

Brother Son

Daughter Spouse

Father Step Parent

Foster Parent Uncle

Grandchild Chose not to answer

If yes to any of the above, does the individual live in the immediate family home? Y/N
If yes to any of the above, how long has the individual been incarcerated (years)?

2. Housing Stability

In the last 12 months, was there a time when you were not able to pay the mortgage or rent on time?

YiN/Refused to answer
In the last 12 months, how many places have you lived:
In the last 12 months, was there a time when you did not have a steady place to sleep or slept in a

shelter (including now)?

3. Language/Education (check one)

Primary language spoken at home: English/Spanish/Other
Highest grade level completed: None1 2 3 4 568 7 8 9 10 11 12
No college, some college, technical school, GED, college degree

4. Employment (choose one)

Unemployed

Disabled

Part-time or temporary work
Full-time work

More than full-time/muitiple job
Other

Occupation:

Food industry

COMMUNITY
HEALTHY COMMUNITY SUCCESS AND CHALLENGES

What are the greatest strengths of your community? (Select all that apply):
O Language skills

O Education O Community activity

0O Employment O Police O Family

O Healthcare D Personal space O Mental Health treatment access
O Healthy Eating O Insurance O Substance abuse treatment access
O Parks O Transportation O Affordable Housing options

O Community safety O Workplace safety

Other:

What are the greatest weaknesses of your community? (Select all that apply):

O Education O Lack of community activities O Poor access to health care
O Job skills O Police O Insurance .
0O Employment O Lack of personal space O Limited transportation options
O Substance abuse [ Lack of affordable housing options O Workplace safety
O Mental health O Legal issues O Language skills
O Lack of healthy O Community safety O Family
food
O Recreation and green space
Other:
AREAS OF NEED

Health Care: What is the greatest health care need?
O Substance abuse

O Primary care

O Specialty care O Mental health

O Denal care O Transportation to health care appointments
O Eye care

Nutrition: What is the greatest nutritional need?
O Access to affordable healthy foods
O Access to healthy food in schools

0O Access to healthy food in stores
O Cooking classes

Stress: What are sources of stress In your daily life? (Select all that apply):
O Relationships O Access to transportation
O Fear of domestic violence O Access to safe housing
O Access to heaith care services 0 Access to education
O Access to food O Community viclence
O Discrimination due to race O coviD-18

Transportation: What is the greatest transportation need?
O Transportation to health care O Affordable ransportation
O Transportation to work O Transportation to community activities
O Transportation to grocery stores O Reliable, scheduled fransportation

UT Southwestern
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Enrollment forms entered as “flowsheet” linked to electronic registry

H L M N o P Q R S i u v w X i Z AA AB AC AD AE AF AG AH A

WG_C EMGC_C EMC_M EMC_M EMC_D EMC_H EMC_V EMC_B EMC_B EMGC_It EMC_T EMC_R EMC_R EMC_F EMG_H EMG_H EMC_H EMC_H EMGC_C EMC_C EMC_F EMC_F EMC_V EMC_C EMi
Mo Mo Mone  N/A Na Mo Mot Ind Mot Ind Mot Ind No History No History Na ez Mo Mo
Yes  Mifedip Yes Overt  Apresol No No Mot Ind Not Ind Mot Ind Mo History No History No No ez Mo
Mo Mo Owvert  MiA No fes ot Ind Mo Histony Mo History fes Symptc Yes  Yes Mo
Yes Ma Mane | N/iA Mo Yes ot Ind i Mo Yes |Yes Ma
Mo Mo GDM A N/A es No Mo Mot Ind Mot Ind Mot Ind No History No ez Mo Mo
Mo Mo GDM A Nia Yes  Yes Mot Ind Mot Ind Mot Ind Mo History No History N es  No Mo
Yes | Nifedip Yes Overt | Apresol Yes Yes Mot Ind Mot Ind Mot Ind Posi Positivi Yes SymptcYes No Mo
Mo Mo GDM A N/A Na Na Mo Mot Ind Mo History No History Na ez Mo Mo
Mo Mo Mons  Apresol No Mo ot Ind Mo Histony No History No ez Yes Mo o o
No Mo Mone  N/A ez Yes ot Ind Mo Histony Mo History No Mo Mo Mo PI d t I—t
Mo Mone | MiA No No Yes ot Ind Mo History No History No Mo Yes Mo ace 'n O a rea ’me
Mo Mone  N/A Na Yes ot Ind Mo History Yes  SymptcYes ez Mo -
No Mone  MNiA ez Yes ot Ind Mo Histony Yes Symptc¥es  No Mo
fes GDOM A Apresol No Mo ot Ind Mo Histony Positivi 552 No fes  fes Mo dashboard for reportlng
Yes Mone | Apresol No Yes ot Ind Positive 5588 | Posil EEEEE Yes  AsympYes No Mo
Yes Mone  N/A No Yes ot Ind Mo History No ez Mo Mo
Mo Mene | NiA Mo Mo Mot Ind Mot Ind Mot Ind Fositive 5588 No Yes  Yes Mo
es Mone | MiA Yes Yes | Mot Ind Mot Ind Mot Ind No History Ve N Yes No Mo
Mo Mone  N/A Na Mo Mot Ind Mot Ind Mot Ind No History No History Na Mo Mo Mo
No Mone  MNiA Yes  No ot Ind Mo Histony No History No ez Yes Mo
es  Mifedip Yes Mone  Apresol No Mo ot Ind Mo Histony Mo History No fes  fes Mo
Mo Mo Mone | MiA No Mo Mot Ind Mot Ind Mot Ind Mo History No History No Yes No Mo
Mo Mo Mone  N/A Yes  Yes Mot Ind Not Ind Mot Ind Mo History No History No ez Mo Mo
Mo Mo Mone  MNiA N Mo Mo Megative Positivi 55588 Yes SymptcYes  No Mo MM CHNA FLAG
No Mo Mone  N/A Nao No Mo ot Ind Mo Histony Mo History No es Mo Mo w] Al
Mo Mo Mone | MiA Yes Yes ot Ind Mo History No History Yes No Mo 0,
No No  Overt MNiA Mo  Yes ot Ind No History No Mo Mo 2,456 2.351 69.79% 1,714 1.02%
Mo Mo Mone  MNiA N Yes Mot Ind Mot Ind Mot Ind Negative Symptc Yes  Yes Mo N ! ’ ' 1
Mo Mo Mone | MiA N Yes Mot Ind Mot Ind Mot Ind Mo History No History N Yes No Mo .
Mo Mo GDM A N/A Na Yes Mot | ot Ind Mo History No History Na Mo Mo Mo
es  Labstak Yes Overt  Apresol ez Mo Mot | ot Ind Mo History No History No ez Mo Mo CHNA FLAG
Mo Mo Mone  MiA No fes Mot | ot Ind Mo Histony Mo History No Yes Mo Mo Al
Mo Mo Mone | MiA No Yes d Not Ind Mot Ind Mo History No History Yes SymptcYes Yes Mo 5 0 o
Mo Mo Mone  N/A Yes Yes “es Mot Ind Mo Histos No Histo Yes  SymptcYes  No Mo '
Mo Mifedip Yes Owert  Apresol No ez Mo Mot Ind Not Ind Mot Ind Mo Hi;tag No Hi;tag N e Mo Mo Mo 25 22 '96 A) 564 2' 16 /0 38
Mo Mo Mone | MiA No N Yes Mot Ind Mot Ind Mot Ind Mo History No History N Mo Mo Mo nib t of of E
Mo Mo Mone  N/A No Yes YWes Yes Mot Ind No History Ne History No Yes  Yes Mo DALLAS CNTY FLAG
Mo Mo GDM A N/A No Mo Mot Ind Mot Ind Mot Ind No History No History No ez Mo Mo .
Mo Mo Mone  MNiA Yes  Yes Mot Ind Mot Ind Mot Ind Mo History No History fes SymptcYes No Mo e
Mo Mo GDM A MiA Yes Yes |YWes Yes Mot Ind No History No History N Mo Mo Mo
Mo Mo Mone  N/A Na Mo Mot Ind Mot Ind Mot Ind No History No History Na ez Mo Mo
No Mo Mone  MNiA No s ot Ind Mo Histony No History Yes Symptc Yes Y= Mo 1 63 % 2 8 8 1 . 1 6% 1 39 2 58 ° 0 5%
Mo Mo Mone  MiA No fes ot Ind Mo Histony Mo History No fes  fes Mo ' t . ‘ ’ ' ?
Yes | Nifedip Yes Mone | Apresol No Yes ot Ind Mo History No History No Yes No Mo HOMES FLAG v ve tal 4l
Mo Mo GDM A NIA Yes Yes Positivi #5522  No ez Mo Mo 3
fes Mo Mone  MNiA N es Mot Ind Mot Ind Mot Ind Mo Histony No History N fes s Mo N
Mo Mo Mone | MiA N Yes Mot Ind Mot Ind Mot Ind Mo History No History N Yes No Mo
Mo Mo Mone  N/A Na ez Mot Ind Mot Ind Mot Ind No History No History Yes  SymptcYes Mo Mo
No Mo Mone  MNiA No No Mot Ind Not Ind Mot Ind Positive No History No ez No Mo
Mo Mo Mone  Apresol Yes  Yes Mot Ind Mot Ind Mot Ind Mo History No History fes Symptc Yes  Yes Mo 995 41 /- 95% 7 19 56 .6 5% 9 76
Mo Mo Mone | N/A Yes Yes | Mot Ind Mot Ind Mot Ind No History No History N Yes  Yes Mo PAT LANGUAGE i )
Mo “es  Mone  Apresol Na Mo Mot Ind Mot Ind Mot Ind No History No History Na Yes |Yes Mo p “ : ’
No Mo Mone  MNiA No Yes Mot Ind Mot Ind Mot Ind Mo Histony No History Yes Symptc Yes Y= Mo g
Mo Mo Mone  MiA No fes ot Ind Mo Histony Mo History fes Symptc Yes  Yes Mo
Mo Mo Mone | MiA No Yes ot Ind Mo History Yes  No Mo Albaniar
Mo Mo GDM A N/A Yes Yes ot Ind Posi SymptcYes Mo Mo Foes
Mo Mo Mene | NiA Mo Mo Yes Mo Mo
No Ne None | Ni& Yes  Yes Yes Mo Ne hal 65.79% 627 34.21% 326 47.80%
No Mo Mane  N/A Yes  Yes SymptcYes Mo Mo gal . he
No Mo Mone  MNiA No s ot Ind Mo Histony No History No ez No Mo . ; S : p
Mo Mo Mone  MiA No fes ot Ind Mo Histony Mo History fes SymptcYes  No Mo
Yes Mo Mone | MiA Yes Yes Mot Ind Mot Ind Mo History No History No Yes  Yes Mo
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extending Maternal Care After Pregnancy (eMCAP)

Weekly Enrollment
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Exceeding 70% for eligible to enroll!!!
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extending Maternal Care After Pregnancy (eMCAP)
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Postpartum outpatient period for 12 months

Inpatient delivery encounter

Delivery Nurse Follow-up Virtual Calls to all enrolled

of eMCAP Enroliment

Nurse Home

eligible in eMCAP
patients SDOH
Assessment

Community Health Worker Partnership

Monthly visits with providers for medical conditions (CHTN, DM)
via either mobile unit or virtual telehealth
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extending Maternal Care After Pregnancy (eMCAP)

Needs reported both by standardized screening (SDOH) and freeform patient report

Need N (%)
_Standardized Structured Screening | n=748
________ Missed Utiity Bull | 108 (15%)
________ Medical Transportation | 73(10%) |
__________ Non-Medical Transportation | 48(6%)

_Free-form, PatientReported | =~ n=3564
__________ Bill Assistance 1 T71(13%)
_ Transportation | 51(9%)

Food Stamps 77 (14%) |

Data presented as N (%o).
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extending Maternal Care After Pregnancy (eMCAP)

Transportation to medical appointments

5

Mean EPDS = SD
Lid

Mean EPDS £+ SD
(%]

Transportation to
non-medical appointments

/

2

2

1 =
1 : 1
p=0.07 p=0.004
0 p=0.09 p=0.03 0
0 1 2 3 4 0 1 2 3
Need Present Need Absent

Inpatient delivery encounter

Delivery
of eMCAP

Enroliment

eligible in eMCAP

p.ti‘nu SDOH
Assessment

Postpartum outpatient period for 12 months

Nirsalione Nurse Follow-up Virtual Calls to all enrolled

Community Health Worker Partnership

Monthly visits with providers for medical conditions (CHTN, DM)
via either mobile unit or virtual telehealth
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extending Maternal Care After Pregnancy (eMCAP)

The Mental Health Impact of Acute Postpartum Needs

Ashlyn Lafferty, BS; Elaine Duryea, MD; Robert Martin, MD; Lisa Moseley, RN; Melissa Wafford, RN; Donald Mcintire, PhD; Catherine Spong, MD; David Nelson, MD

University of Texas Southwestern, Department of Obstetrics and Gynecology

Background

Maternal morbidity mortality have been on the rise
in the United States affecting more than 350,000
women annually.

Similar trends are observed in Texas where 39% of
maternal deaths in 2012 were deemed preventable
upon detailed review.

Cardiac mental health conditions were among the
most common reasons for maternal death, and
more than half (56%) of all deaths during occur
more than 60 days following delivery.

In Dallas County, women living in zip codes with
high percentages of ethnic minorities have higher
rates of comorbidities and suffer worse perinatal
outcomes inspiring the establishment of a
community-based program titled “extending
Maternal Care After Pregnancy (eMCAP).”

Objectives

To examine acute postpartum needs of individuals
living in underserved communities and to determine
the impact these needs have on the incidence of
depression and anxiety symptoms as assessed by the
Edinburg Postpartum Depression Scale (EPDS) and
Generalized Anxiety Disorder (GAD7) at 1 and 3
months postpartum.

Materials and Methods

This is a prospective observational study of
postpartum women residing in high risk zip codes
as determined by the Dallas Community Health
Needs Assessment (Figure 1) and who gave birth
between Oct. 1, 2020 and July 3, 2021
Information is collected regarding each
participant's acute postpartum needs

These needs were linked to serial Edinburg
Postpartum Depression Scale (EPDS) and
Generalized Anxiety Disorder (GAD7) collected at
1 and 3 months and analyzed analyzed utilizing a
mixed effect repeated measures madel with p<
0.05 considered significant.

Tables and Figures

Figure 1. 2019 Community Health
Needs Assessment (CHNA) all-cause
mortality rate adjusted by age per
100,000 population. Black triangle is the
region targeted by eMCAP.

Figure 2. eMCAP enroliment within the
Triangle. Half (50%) of all participants
enrolled in eMCARP live in 3 of the 15 zip
codas identified to be high-risk by the
Dallas CHMNA .

Figure 3. eMCAP participants with
acute needs within the Triangle. 51%
of all participants with acute needs live in
3 of the 15 zip codes identified to be
high-rigk by the CHNA .

Results

+ Of the people enrolled, 458 had at least one EPDS
and GADT recorded (Table). Approximately one-
third of participants were Black, two-thirds were
Hispanic, and only 3% were White.

» Acute needs were identified in 70% of individuals:
transportation to medical appointments (15%),
foodstamps (22%), continued medical coverage
(11%), and crib or sleeper (10%; Table).

+ Out of the 15 zip codes within the region targeted
by eMCAP, half (50%) of participants enrolled in the

program were concentrated in 3 zip codes: 75216,
75224, and 75232.

Fifty-one percent of individuals with acute needs

Transportation Foodstamps

-

Medical Coverage

4 a 1 2 3

+—Mean EFDS Yes  --- Mean EPDS No Mean GAD Yes Mean GAD No
Figure 4. Differences in mean EPDS and GAD scores based on specific
acute postpartum needs. Acute needs included help with transportation,

foodstamps, continued medical coverage for self, and crib or sleeper for infant.

Table. Demographics and Needs

Race/Ethnicity
Black
White
Hispanic
Other

13 (3%)

Needs 321 (70%)

| Transportation 69 (15%)
Foodstamps 101 (22%)
Medical Coverage | 50 (11%)
Crib/Sleeper 46 (10%)

140 (31%)

303 (66%)

eid standard desiation

Presented at SMFM Annual Meeting Poster Session IV, 4 Feb 2022

identified lived in the same three zip codes with the
highest enroliment (Figures 2,3).

+ Mean EDPS but not GAD7 scores were
significantly higher in individuals who needed
transportation to medical appointments (p=0.033)
and foodstamps (p=0.017; Figure 4).

* Mean GAD7 but not EPDS scores were
significantly higher in participants who needed
postparturn medical coverage (p=0.010, Figure 4).

+ Neither mean GAD7 nor EDPS scores were
significantly elevated in individuals who needed a
crib or sleeper (p=0.296, p=0.885, Figure 4).

Conclusions

Acute postpartum needs for transportation, medical
care coverage, and food stamps correlate with higher
depression and anxiety screening indicators. The
majority of individuals with identified needs are
concentrated within a small area of the county. These
acute postpartum needs and their geographic
distribution identify social services that could be utilized
and which areas to target in order to decrease rates of
maternal morbidity and mortality related to mental
health after pregnancy.
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Community-based organization partnership
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Inpatient delivery encounter

Delivery
of eMCAP

eligible
patients

Postpartum outpatient period for 12 months

Nurse Home Nurse Follow-up Virtual Calls to all enrolled

. Armm——— pE—— I S N
Visitor

B Dallas Healthy Start

Parkland’s Dallas Healthy Start

Enroliment
in eMCAP

SDOH
Assessment

program seeks to reduce infant
deaths, pre-term and low-
weight births. To learn more
about Dallas Healthy Start,
please call 214-5590-1670 or
email
DallasHealthyStart@phhs.org.

a"as ACLou- ook Arw&, \\o«lo‘

INERN -

Diapers, baby supplies, health services
provided to moms enrolled in Parkland'’s
eMCAP program

’ Call today to Advertise with
Tbere . I}ever been The Dallas Examiner!
a better time... N — 214-941-3100
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extending Maternal Care After Pregnancy (eMCAP):

Care delivery IN the community

Multi-disciplinary effort:

* Nurses

* Nurse home visitors

* Physicians

* Advanced practice providers
e Community-health workers
e Social services

e Behavioral health teams

* Pharmacists

Specially-designed electronic health registry linked
to existing electronic medical records and obstetric
quality database.

veriod for 12 months

Sanih ® Inpatient delivery encounter

Richardson

Delivery tual Calls to all enrolled
of eMCAP Enroliment
eligible in eMCAP
patients SDOH
Assessment

r Partnership

Monthly visits with providers for medical conditions (CHTN, DM)
via either mobile unit or virtual telehealth
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extending Maternal Care After Pregnancy (eMCAP) WINS!

Follow-up eMCAP for Chronic Hypertension and Diabetes Mellitus
compared to controls (1:2 match)

1 Follow up Alc for eMCAP DM Matched to Controls |
Completed Scheduled CHTN Follow-up o P
eMCAP Matched to Controls
o * * 10
100 .
80 * - ) a
= <

60
40 6
20 I I

0 - — | 4

2 wks 1 mo 3 mo 6 mo 9mo 12 mo ol . . . .
s eMCAP = Control *p0.001 0 50 100 150 200

Sanih ® Inpatient delivery encounter

\ Delivery tual Calls to all enrolled
Wesaquite q of eMCAP Enroliment
[ [ eligible in eMCAP
g patients SDOH
Assessment

r Partnership

uncanville,

Monthly visits with providers for medical conditions (CHTN, DM)
via either mobile unit or virtual telehealth
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extending Maternal Care After Pregnancy (eMCAP) WINS!

* In March 2021 announced Hamon Charitable Foundation donated $S1M to support the extending Maternal Care

After Pregnancy (eMCAP).

e The eMCAP team was awarded the University of Texas Southwestern Medical Center’s Program for the
Development and Evaluation of Model Community Health Initiatives in Dallas (PDEMCHID) selected team for

funding $100,000 for next two years beginning August 2, 2021.

LOCAL 'WEATHER RESPONDS INVESTIGATIONS VIDEO

PREGNANCY Pace 20 CENTERIIMES Jure / Juur 2021
. .
Program Aimed to Save Lives of New Moms : : :
rogram aims 10 requce mortality rates for at-risKk new mothers

With the increase in deaths among women who've recently given birth, the Parkland F al program . : a5 y
p e - P P ——— By Jan Jarvis ence. When a mother with congenital hearing
focuses on healthcare, social and economic challenges facing postpartum womer loss feared she would not be able to hear her

1 Innovalive: pogm I deiveriog newborn’s cry, for example, the team stepped

SLNER. 300 Ty e in to arrange for a hearing aid replacement and

By Bianca Castro « Published August 20, 2021 - Updated on August 20, 2021 at 6:37 pm f y to reduce high maternal mortality rates S s P

reported in parts of Dallas County.

The program, called Extending Maternal Care
After Pregnancy (eMCAP), is unique because it
Is community based and extends the time that
women receive care after delivery from 60 days
to 12 months, said Dr. David B. Nelson, Assis-
tant Professor of Obstetrics and Gynecology at
UT Southwestern.

“We are providing care 1o patients in the
community as opposed 10 bringing the patient to
the hospital,” he said. “It's a paradigm shift”

Under the program, & team of coordina-
tors, nurse navigators, and community heaith
workers from UT Southwestern and Parkland
Health & Hospital System provides access to
care for the full year following delivery. A mobile
care unit goes into South Dallas neighborhoods
1o bring caregivers to patients for convenient
appointment access. Follow-up telephone calls
and virtual provider visits also connect these
new moms with postpartum care, resources, and
community-based services.

Parkland, in parmtnership with UT South-
western physicians and other caregivers In obstet-
tics and gynecology, introduced the program in
October 2020. The Hamon Charitable Founda-
tion recently made a $1 million gift to support
€MCAP for the first year.

The program focuses on a geographic area of
southern Dallas County that has significant needs

A new mother is enrolled by a UT Southwestern research nurse to participate in the Extending Maternal
Care After Pregnancy program for access to community health services up o one year after birth

and, in some cases, has become a health care desert

For years, maternal mortality has been a
health issue in the state and nationally. In 2018,
the most currently avallable data, Texas reported
18.5 deaths per 100,000 births and ranked
13 highest among 25 states, according to the
National Center for Health Statistics. Recently,
the postpartum period — rather than delivery
-~ has been identified to be the
maternal morbidity and mortality. A 2020 state-
sponsored Maternal Mortaiity and Morbidity
Task Force found that 61 percent of maternal
mortality cases in Texas occurred from six weeks
to a year after dellvery. Women with limited

access to care with conditions like hypertension
and diabetes mellitus are especially at risk

In 2019, Dr. Nelson provided invited testi-
mony to the U.S. House Committee on Energy
and Commerce on improving maternal health
and access to care. The launch of the local eMCAP
program represents the commitment to this
charge and call to action

“For those with high blood pressure and
diabetes, follow-up and ongoing coordination
of care have an important impact on the future
health of the mother, her newborn child, and the
entire community,” Dr. Nelson said.

The program has already made a differ-

scheduled an appointment for an evaluation
From the program’s launch on Oct. 1, 2020,

through April 7, 2021, the eMCAP program had

enrolied 573 mothers and completed 763 v! 1

ual
nurse home visits. Patients are invited to take part
based on targeted home ZIP codes identified to
have the highest needs through community health
needs assessment. To date through early Apeil, the
program recorded 514 provider visits - combining
both in-person mobile unit care and virtual visits.
The goal Is 10 enroll 1,200 mothers each year.

“When a healthy mother is able to care for
her healthy baby, both the family and commu
nity benefit,” Dr. Nelson said.

Other nursing staff and physicians from the
UT Southwestern Department of Obstetrics and
Gynecology participating in the program include
nurses Lisa Moseley, Melissa Wafford, Imelda
Smith, and Andranecia Cox; Dr. Catherine
Spong, Professor and Vice Chalrman; Drs. Elaine
Duryea and Robert Mart Assistant Professors;
and Dr. Don Mclntire, Professor.

Dr. Nelson Is a Dedman Family Scholar in
Clinical Care.

Dr. Spong hoids the Gillette Professorship of
Obstetrics and Gynecology.
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extending Maternal Care After Pregnancy (eMCAP) WINS!

HHS Racial Equity in Postpartum Care Challenge

Innovative methods to improve equity of postpartum care for Black or
African American and American Indian/Alaska Native women enrolled in
Medicaid or the Children’s Health Insurance Program (CHIP), including
follow-up care for diabetes, postpartum depression and/or postpartum
anxiety, hypertension, and substance use disorders (SUD)

16. The University of Texas Southwestern Medical Center — Dallas, TX

Program/Focus: Maternal Care After Pregnancy (eMCAP)
This program focuses on extending postpartum care among underserved populations, with 85% of participants enrolled in Medicaid. This program

provides postpartum and behavioral health services to participants up to 12 months after birth utilizing community health workers, home visiting,
telehealth, and an in-person maobile unit with medical providers, social workers, and pharmacy services.

87 UT Southwestern
Medical Center




extending Maternal Care After Pregnancy (eMCAP) WINS!

V. &e Joint Commission Search this site.
John M. Eisenberg Patient Safety and
Quality Awards

Congratulations 2022 Awardees

This year’s awardees made advancements related to medical errors in health information technology (IT),
significantly reduced rates of critical events related to anesthesia, and connected mothers with important
postpartum care. They are:

* Individual Achievement: Jason S. Adelman, MD, MS, chief patient safety officer and associate chief quality
officer; executive director, Center for Patient Safety Research; director, Patient Safety Research
Fellowship, Columbia University Irving Medical Center and NewYork-Presbyterian; associate professor of
medicine (in biomedical informatics) and vice chair for quality and patient safety, Department of Medicine,
Columbia University Vagelos College of Physicians and Surgeons

+ National Level Innovation in Patient Safety and Quality: Anesthesia Risk Alerts Program - North

P DU = T o I S L

* Local Level Innovation in Patient Safety and Quality: Improving Maternal Safety and Quality Through
Extending Maternal Care After Pregnancy in Dallas County - Parkland Health

UT Southwestern
Medical Center



Aligns with current national calls to action!

WHITE HOUSE
BLUEPRINT FOR

ADDRESSING THE
MATERNAL HEALTH
CRISIS

JUNE 2022

Goal 1: Increase Access to and Coverage of Comprehensive High-
Quality Maternal Health Services, Including Behavioral Health
Services

Goal 2: Ensure Those Giving Birth are Heard and are Decision-
makers in Accountable Systems of Care

Goal 3: Advance Data Collection, Standardization, Harmonization,
Transparency, and Research

Goal 4: Expand and Diversify the Perinatal Workforce

Goal 5: Strengthen Economic and Social Supports for People
Before, During, and After Pregnancy

Whitehouse Blueprint. 2022

UT Southwestern
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Future state efforts of eMCAP in 2023 and beyond...

UTSouthwestern | . ..coom

Expand outreach through community-based ezl Caiay
organizations—Owenwood Farm & Neighbor

Newsroom
Space News Releases Experts Media Relations Get Our News

] UT Southwestern approved for $18 million for
PCORI funding: ACCEPTED multicenter trial to improve postpartum care

March 28, 2023

NIH for funding—PENDING

Funds awarded by the nonprofit Patient-Centered Outcomes Research
Institute

Focus on medical needs (e.g. mental health owewoor
referrals, chronic hypertension, diabetes =
mellitus)

Exploring Z codes

DALLAS & Bi

UT Southwestern

Medical Center



extending Maternal Care After Pregnancy (eMCAP) to PCORI!

Inpatient Outpatient Postpartum Timeline:
| P 3d 1w 3w bw 3mo 6mo 1 yr

S . @) 0 @) o (@) O
g L o o O o O o
- S O O O o O O
o O O o
@ £ v E = Ongoing virtual intensive education
2 0 > =2 B
L T Tt = E E
§ S| 88

= = =
£ 5 = E 5 Home Visit Program @ Knowledge assessment

@ BP, Hct, HgbAlc
Audiofvideo Telehealth @ EPDS, GAD

O Patient perception

@ @ @ @ @ Telehealth Visit

[~ Virtual Education

Enhanced
Virtual Care
Postpartum
education

Home Visit Program
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extending Maternal Care After Pregnancy (eMCAP): Z codes

What are  SOOM-relsted T codes anging from I55-765 are e

_ " ' . ::t:oc m:::om cosen :nd L] deum:n‘ :oon 7 code Delcription
The Social Determinants of Health (SDOH) S e o e st o e EB, TCMSTRMECH soNaIARC iy
: : fﬂ 600 SO IV, Iorn Work Clbic 50 008 - 756 Problems related to employment and unemployment
Data Journey to Better QOutcomes — Z57 Occupational exposure to risk factors
759 Problems related to housing and economic circumstances
760 Problems related to social environment

;' 762 Problems related to upbringing

s P

763 Other problems related to primary support group, including family circumstances
764 Problems related to certain psychosocial circumstances
765 Problems related to other psychosocial circumstances

Collect S Document EESE] Map SDOH SEEE] Use SDOH EEEE Report SDOH

SDOH Data SDOH Data Data to Z Codes Z Code Data Z Code Data Findings
Ay member of 3 person's care  Data are recorded In & persos's Axsistance by swallabie from Dhe Oats ssalysis can holp tmprove  SOOH dats cam be added to hey
Seam can colect SDOH data paper or clectrosic heslth K0-10-CM Official Guldefines for Quadity, care coordination, reports S oecuive Raderg
OUring Ay eacounder record (ENR). Coding and Reporting.' and cxperioace of care. and Boards of Dieciors % nform

= Inchudes providers, SOCRY workers, < SDOM data muy De doCurmended - Codeg. biling. and EMA wysters - ity mcuah’ soca 1 e based care pportunies
comrrenty Pealth workers, Case I P probiem o dagross st Tl coders M0 NGNS fackry a0 et feeds « Fedings can be shared with soca
EUOIS, Pl Aavigatins, palmnt Or Chirt Deiiny, Of et v g 1 coden) .« P Cate S STVERL Service OrGIatons, providers, heeth
o rses provider noned. + Cocers can assion SOOH 2 cooes fodow- L9, and Gecharge 300NNy pharvs, ) Conmumeeulent advisory
» Can be coliecied af it + Care teams mary colect more based on sef feporied data andi + Trigger referrats % 5ocal Services bogeds % iGertfy unmet needs
oL health risk xssessments, detadied SOOH data than cuest Information documendsd i an Dot meel vk’ heeds + A Disparties imgact Statement can
SCreenwy) 10k, person- prowdes Z codes slow These data shoukd VIO Dedl Care mecond by be wsad to Gently opportiundes
Flecachon. 3¢ nAvo be retsrwd 20y mamber of T Care toaen * ';‘:::""‘":'mm for avarcirg health equty
seti-crporing « EfVarts ave onguing % cise 7 cote ’

| 998 nd standwior SO0H duea q(

For Questions: Cordact the CMS Mealth Egquity Technical Adalstance Program

. LA v . e - Aere - -
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extending Maternal Care After Pregnancy (eMCAP)

What are  SOOM-relsted T codes anging from I55-765 are e
. y . 1ICO10-CM encounter reason coden vied 10 document SOON 7 code Delcription
i : data (0.9, housing, food lnseconty, Sramportation, etc.). - -
The Social Determinants of Health (SDOH) SD0H son i coneliond 1a Von Sebovenastit Whians e 2% Ervaeasrelatec i educationmnc sterscy
: fﬂ #rd Bom, Bve, learm, work. ok, and A0 756 Problems related to employment and unemployment
Data JOUfﬂeY to Better Outcomes o z57 Occupational exposure to risk factors
759 Problems related to housing and economic circumstances
760 Problems related to social environment
762 Problems related to upbringing
763 Other problems related to primary support group, including family circumstances
764 Problems related to certain psychosocial circumstances
765 Problems related to other psychosocial circumstances
EEEE Collect SR Document SR Use SDOH EESE Report SDOH -
SDOH Data SDOH Data Data to Z Codes Z Code Data Z Code Data Findings Fregquency of total needs Z code utilization
Aay member of 3 person's care  Data are recorded In & persos's Axsistance by svallabie from he Oata asadyiss can help improve  SOOH dats cam be added to hey 100%
Seam can colect SDOH data pager or electronic heslth 0-10-CM Official Guidefines for  gquality, care cocrdination, reports b cecuive aderhp a0
Quring any eacounter recerd (ENR). Coting and Reporting. and experionce of care. and Boards of Divecions % nform S0%
- Inchudes providers, SOCR workers, - SOOH dlsta maay be documesded - Coting, biling. and EM systens oy il socal . T Dused G ppartuniies 4+ needs, 0%
Community health workers, Case 1 [ problen o dagross it el coders S0 B ONTiind fciors 300 nmnl heeds + Fradings can te shared with soca 11% .
SIS, (atior Aavigainy, patmet or Chrt Nekry, of codes 0§ 2 cooesl it e e g PETHO! CrGWIIAONG, providers, heeth D-‘Jfﬁ
d nrses provider noted. + Cocers Can assign SOOH Z cooes fohow- L, and Gecharge sRenNg Pl ) COnmumeatent visry S0
- Can b Cotecind o el + Care teams mary colect more based on sef-4eporied B3 30O, ricour referrats 1 sock Services boards % iderdfy unmet needs 3 needs, 13% 0%
TWOUON health ek assesaments, detaled SOOH data than curent information documentsd i an Dot meel Ifvcksly’ heeds + A Disparbies imgact Statement Gan | so
SCreennyg 1ok, person- prowider Z codes show These cata should NOVIORES el Care mecond by be wsad to Gently opportiundes .
ctreacton 3 eV [ 2y rrerder of T Care beaer © * Track redevrals Detwees ROVIMNS 3oy aivarcing health equity 2 needs, 24% 20%
it g « Effarts e ongomng 10 e 2 (oo O SO0 SIrVCE OrpATUItOnS I, 10%
\ P08 and standaesioe SOOH data y | ‘ o%
For Quettions: Cortact the CMS Mealth Equity Technical Adalstance Program FSISLSESNNEIRNGOOOREETIN so s amaiidat s s

Missing 99% of eligible Z codes for eMCAP!
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To summarize...

 Maternal mortality is an important, complex issue

e Obtaining accurate data for maternal mortality has been challenging: differing
definition/terminology, “checkbox”

* Interest has reinvigorated efforts for improvement—one example are state-led
Maternal Mortality Review Committees with surprising findings:
1. Causes are evolving from the classic “triad”
2. Postpartum (up to 1 year) is now recognized to be a vulnerable period for our patients
3. There remain disparities in care

94 UT Southwestern
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*

To summarize...Tangible deliverables to take-away

Emphasize the need for good data to guide good decisions
Identify a target region (we cannot “boil the ocean”)

Consider limitations of patient population served (e.g. absence of Wi-
Fi limits digital platforms, so use audio-only telephone calls)

Enrollment includes dedicated team BEFORE discharge, CLAS-
training, and not interfere with postpartum medical care on unit

Leverage the electronic medical record by standardized needs
assessment = link to medical record (ask the same question, same
way, and document it consistently)

Have an “answer” when need identified—Community-Based
Organizations are meaningful

Flip care model from “in the hospital or clinic” to “in the community”

UT Southwestern
Medical Center



To summarize...

« extending Maternal Care After Pregnancy (eMCAP) is a
commitment to the members of our community to make a

change in the health of our mothers and future generations of
Dallas County

« Our local efforts aim to close some of the recognized gaps in
health disparity and align with national priorities on this
Important issue

« More work to be done!!!

96 UT Southwestern
Medical Center




Thank you
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