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' Can't Breathe': Peaceful Demonstrators
Continue To Rally Over George Floyd's
Death
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Nothing Protects Black Women From
Dying in Pregnancy and Childbirth

Not education. Not income. Not even being an expert on racial disparities in
health care.

PROPUBLICA T1oPICSY SERIESY ABOUT

LOST MOTHERS

How Hospitals Are Failing Black
Mothers

A ProPublica analysis shows that women who deliver at hospitals that
disproportionately serve black mothers are at a higher risk of harm.
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Racism Linked to High
Maternal and Infant Mortality

for Native Women

“We stopped keeping statistics on the
number of Native moms and babies that are
lost in our region; it was just too upsetting.”

Rosa Diaz;
= Courtesy of
= COLORLINES i piana Diaz

Erica Garner Andrew Burton/ Getty Images




Pregnancy-Related Mortality Ratios by
Race-Ethnicity, 2007-2016
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Petersen E et al. Racial/Ethnic Disparities in Pregnancy-Related Deaths — United
States, 2007-2016. MMWR. Sept. 6, 2019. vol 68. no 35. 5



Pregnancy-related Mortality Ratio by State and Washington,
DC, 2007-2016
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Petersen EE, Davis NL, Goodman D, et al. Racial/Ethnic Disparities in Pregnancy-Related Deaths — United
States, 2007-2016. MMWR Morb Mortal Wkly Rep 2019;68:762—765, Attribution: Emily Petersen
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Pregnancy-related Mortality Ratio by State and Washington,
DC, 2007-2016
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Petersen EE, Davis NL, Goodman D, et al. Racial/Ethnic Disparities in Pregnancy-Related Deaths — United
States, 2007-2016. MMWR Morb Mortal Wkly Rep 2019;68:762—765, Attribution: Emily Petersen
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Definition of Disparities

“Health equity and health disparities are intertwined.
Health equity means social justice in health (i.e. no
one is denied the possibility to be healthy for
belonging to a group that has historically been
economically/ socially disadvantaged). Health
disparities are the metric we use to measure
progress toward achieving health equity.”(Dr. Paula
Braveman)

Braveman P. Public Health Rep. Jan-Feb 2014;129 Suppl 2:5-8.



Rate per 100,000 Deliveries
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Pregnancy-Related Mortality Ratios by
Educational Attainment, 2006-2017
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Source: Petersen E et al. Racial/Ethnic Disparities in Pregnancy-Related Deaths — United
States, 2007-2016. MMWR. Sept. 6, 2019. vol 68. no 35.



Severe Maternal Morbidity (SMM)

* For every maternal death, 100 women experience
severe maternal morbidity

* Life-threatening diagnosis or life-saving procedure

— organ failure (e.g. renal, liver), shock, amniotic
embolism, eclampsia, septicemia, cardiac events

— ventilation, transfusion, hysterectomy
* Rates are increasing

Callaghan. Obstet Gynecol 2012;120:1029-36.
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Incidence per 100 childbirth

hospitalizations

Severe Maternal Morbidity Among Indigenous and
White Women by Rural-Urban Residence, 2012-2015

N N W

33.5% of Indigenous women vs.
8 19% of White women live in rural areas

1.8

Indigenous Rural Indigenous Urban White Rural White Urban

Kozhimannil. Obstet & Gynecol. 2020

11



Racial / Ethnic Disparities in Severe
Maternal Morbidity
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Fig. 2. Incidence of the 10 most frequent severe maternal morbidities per 10,000 delivery hospitalizations by race and
ethnicity, United States, 2012-2015 (N=2,523,528). All data are survey-wei%ahted and represented as rate per 10,000
delivery hospitalizations (95% Cl). Adjusted for age, income, payer, rural vs urban residence, and hospital region.

Admon. Racial and Ethnic Disparities in Maternal Morbidity. Obstet Gynecol 2018.

Admon. Racial and Ethnic Disparities in the Incidence of Severe Maternal Morbidity in the United
States, 2012-2015 Obstet Gynecol. 2018 Oct 5.
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Covid-19 and Maternal Health Disparities:
SARS-CoV-2 Infection During Pregnancy

51%
46%
24% 290, 23%
15%
Latinx Black White
SARS-CoV-2 m2019 US Births
N=8,207 N= ~3.8 million

CDC MMWR Weekly / Vol. 69 / No. 25; US Data, Jan 22—-June 7, 2020;
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Racism & Discrimination

Patient Factors
- Socio-demographics: age,

education, poverty,
insurance, marital status,
employment, language,
literacy, disability
Knowledge, beliefs, health
behaviors

Psychosocial: stress,
weathering, social support

Community/ Neighborhood
- Community, social network

- Neighborhood: crime,
poverty, built environment,
housing

Clinician Factors

- Knowledge, experience,
implicit bias, cultural
competence, communi-
cation

System Factors
- Access to high quality care,

transportation, structural
racism, policy

Pregnancy complications

Health status: comorbidities (e.g. HTN, DM, obesity,

Figure 1: Pathways to Racial and Ethnic
Disparities in Severe Maternal Morbidity
& Mortality

Preconception
Care

Outcomes
Severe
Maternal
Morbidity
& Mortality

Antenatal
Care

Postpartum
Care

Delivery &
Hospital
Care

Adapted from Howell EA. Clin Obstet Gynecol.
2018 Jun;61(2):387-399
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Our Research in New York City Hospitals

* Mixed methods study to investigate hospital quality
and disparities in SMM

« Examine hospital risk-adjusted SMM and
racial/ethnic distribution of deliveries

« Conduct qualitative interviews to examine safety
culture, Ql, and other factors

« Conduct focus groups to explore receipt of high
quality care

*Funded by NIH #R01MDO007651
Howell Am J Obstet Gynecol. 2016 Aug;215(2):143-52; Howell. Obstet Gynecol. 2017 Feb;129(2):285-294.
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Severe Maternal Morbidity Rates in New
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Howell Am J Obstet Gynecol. 2016 Aug;215(2):143-52; Howell. Obstet Gynecol. 2017 Feb;129(2):285-

294.
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Hospital Rankings
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Hospitals ranked from lowest to highest
Observed rates: 0.6% to 11.5%: Risk standardized rates: 0.8% to 5.7%
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Hospitals ranked from lowest to highest morbidity
Observed rates: 0.6% to 11.5%: Risk standardized rates: 0.8% to 5.7%
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Deliveries by Race / Ethnicity and Risk-
standardized Hospital Morbidity

Hospital Group by RSSMM*
Low Medium High

Black (%) 23 39 37
White (%) 65 17 18
Latinx (%) 33 38 29

Howell Am J Obstet Gynecol. 2016 Aug;215(2):143-52; Howell. Obstet Gynecol. 2017
Feb;129(2):285-294
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Hospital Factors and Quality

Structural Characteristics
Personnel. L&D and Neonatal units and Hosbpital

Disparities i
Bias
Diversity
Communication
Families

Patient Outcomes
(Mortality and Morbidity)

*“‘~\ = =

Howell. Semin Perinatol. 2017 Aug;41(5):266-272
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Common Themes

* Wide variation in quality measurement and
Improvement:
— Metrics used
— Staff assigned specifically to quality/safety
— Whether and how data are distributed beyond
leadership

* No one analyzes data to compare performance
across race, ethnicity or insurance source

 Individual adverse events more likely to lead to
quality improvement than monitoring trends

21



Focus Groups: Mothers’ Words to
Describe Childbirth Experience
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Focus Groups Findings

* Traumatic Experience
— “Traumatized,” “Scary,” “Never want to have a child again”
— Complemented with gratitude

e Poor Communication

— “They just rushed me to the OR, and that was it. | was just
lying there. I'm cold. I'm shaking. | know I'm not feeling
good, but nobody is telling me anything.”

* Not Feeling Heard

.| essentially diagnosed my own pulmonary embolism,
because nobody was listening to me. It's very scary to me
how much | really had to advocate [for myself].”

23



Levers to Reduce Disparities



PATIENT
SAFETY

Key Recommendations BUNDLE
Collect self-identified race/ethnicity
/language data
Implement disparities dashboard; utilize
QI to address identified gaps in care
Encourage community participation in
quality and safety committees
Utilize enhanced maternal mortality and
severe maternal morbidity reviews
Enhance communication, shared
decision making
Implement bias trainings
Promote a culture of equity




CDC-MMRIA Bias Working Group

* Response to MMR committees reporting the role of
bias in maternal death, but no distinct category for
bias on MMRIA

« Aim to design a consistent approach for
documenting racism and discrimination as
contributing factors to pregnancy-related deaths

* Provide recommendations on how to prevent
pregnancy-related deaths when bias is a
contributing factor

26



Contributing Factors
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CONTRIBUTING FACTOR KEY (DESCRIPTIONS ON PAGE 4)

«Access/financial
-Adherence
sAssessment

*-Di:—:crimination

«Environmental
-Equipment/technology

-Childhood abuse/ *-Interpersonal racism

trauma

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

-Knowledge

-Law Enforcement
-Legal

-Mental health conditions
«Qutreach
-Policies/procedures
-Referral

«Social support/isolation

*- Structural racism

Substance use

disorder - alcohol,

illicit/prescription
drugs

-Tobacco use
-Unstable housing
-Violence

«Other




Levers to Reduce Racial and Ethnic Disparities in
Severe Maternal Morbidity & Mortality
Enhance Communication

Eliminate Bias Engage Community

Preconception _
New models — Care Promote contraception

Patient navigators Optimize preconception
Case management / \walth

Postpartum Antenatal
Care Care

Outcomes
Severe
Maternal
Morbidity &
Mortality

Ql, standardization, New models -

bundles, team training, Centering, Medical
simulations, reviews, Delivery & Homes, enhanced
protocols, disparities Hospital Care models for high risk

dashboard women e



THANK YOU

Research Team

Jennifer Zeitlin DSc M
Paul Hebert PhD

Teresa Janevic PhD MPH
Natalia Egorova PhD MPH
Amy Balbierz MPH
Shoshanna Sofaer PhD

Twitter:
@LizHowellMD
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RA New Contributing Factors REv.Evg_\mAcmN

~a

CONTRIBUTING FACTOR DESCRIPTIONS

> DELAY LACK OF STANDARDIZED POLICIES/PROCEDURES
are Insuran ar oth . —_— = — _— - — S = rmane to

LACK OF ACCESS/FINANCIAL R
< term g e ot lac T

Structural Racism: the systems of power
based on historical injustices and
contemporary social factors that

.;{

e provider ar pattent did not follow

ASSESSMENT OF RISX

; systematically disadvantage people of color |......
e A T e v and advantage white people through
e bl ol see - | inequities in housing, education, .

employment, earnings, benefits, credit,
s Eesdies | media, health care, criminal justice, etc.

CIIN Al SK!II/QUAI ITY OF CARE (FROVIDER OR FACILITY

2 S ::| Adapted from Bailey ZD. Lancet. 2017; 389(10077):1453-1463. |-

P COMMUNICA'ION/ OF CASE COORDINATION OR INADEQUATE LAW ENFORCEMENT RESPONSE
b‘-\.h/-.' SEMENT) LACK OF Y lv‘-. JITY OF CARE (SYSTEM Law ement response was not In a timely manner or was
VE '5 not appropriate or thorough In scope

woman Uved “on the street” In a homeless shelter, or ir
tran=:tional or termporary circumstances with family or fnends

VIOLENCE AND INTIMATE PARTNER VIOLENCE (IPV)
‘E?‘A‘ s, d | ¥ Phy=ical or emotional abuse perpetrated by casrent or former
Legal ¢ stiderations that impacted outcome intermate partner, family member, or stranger

MENTAL HEALTH CONDITIONS OTHER
The patient carned a diagnosis of a psychiatnic disorder. This

Contributing factor not otherwise mentioned. Please provide
LACK OF CON’!NUI’V OF CARE (PROVIDER OR FACILITY include

»stpartum depression 5

escriptior

PERSPECTI

Care pre li r= did not have acces==< to woman's mplete INADEQL IMMUN 71 OUTREACH RE

re ,-".]‘ or did not communicate woman's status sufficlently Lack of ¢ rdination between healthcare nd other
Lack of contimesty can be between prenatal, labor and delbivery s li ’L Iganizations in the gec ultural area
and postpartum providers Ar'.l ¥ th materr .:l he .:.n Izsues

CULTURAL/RELIGIOUS, OR LANGUAGE FACTORS Demonstratior
that any of these factors was erther a barrier tx are due to lack
of understanding or led to refusal of therapy due to beliefs (or
belef systerms)



New Contributing Factors rcyied. itrion

N, L
A

CONTRIBUTING FACTOR DESCRIPTIONS

DELAY LACK OF STANDARDIZED POLICIES/PROCEDURES

Discrimination: treating someone more or
less favorably based on the group, class
or category they belong to resulting from |5
wfesewen o | biases, prejudices, and stereotyping. It [
s can manifest as differences in care,
pe et clinical communication and shared

\TE/ASSESSMENT OF RIEXK

"rrl t1on,

£ decision-making. ki

e significant pre-existing medical
vascular diseace, or diabetes

ICAL SKILL/QUALITY OF CARE (FROWII X N Adapted from Smedley BD National Academies Press (US)’ srabicto
ciuicar sxn ROVIDER OR FACILITY 2003

Persannel were not appropriately skiled for the situation or dsd

not exercise clinical judgment consiste t Jrrent standar ed tf
of care (e g emror In the preparation © 12 lon of ne o= appointment for psychiatric refesral after as R OO AT i S L & SR B SRR, . e ed
med s T LN il traredatic . , =) e P 3ppc - P=y ona e rxc'c 5 oty - underiying chronic lung desease)

e Icatic mavalability of transiation servi =) ED vizit for exacerbation of j pression S

I S Y avrer . UN¢TABLEH0UCING

PO COMMUNICA’ION! -\ E COORDINATION OR INAL ATE LAW ENFORCEMENT RESPONSE W bved "¢ r" e street” in 2 homeless shelter. or In
),'-\.r-..’L SEMEN LACK OF r l’ I )F CARE (SYSTEM Law ment response was Not In a timely manner or was tran=:tional or temeorary circumstances with family or friends
TIVE) not appropriate or thaorough In scope -

VIOLENCE AND INTIMATE PARTNER VIOLENCE (IPV)

LEGAL Physical or emotional abuse perpetrated by casrent or former
ei'a ~nsiderations that pacte tCome +
Legal considerations that impacted outcom intemate partner, family member, or stranger

MENTAL HEALTH CONDITI ONe OTHER
The patient carried a diagnosis of a psychiatnc disorder. This ~ontributing factor not otherwise mentioned. Please provide
LACK OF CONTINUITY OF CARE (PROVIDER OR FACILITY include retpartum depression jescriptior
PERSPECTIVE)
Care providers did not have acces< to woman's mplete INADEQUATE COMMUNITY OUTREACH/RESOURCES

records or did not comemunicate woman's status sufficlentty Lack ctween healthcare systermnm and other
Lack of contiresty can be between prenatal, labor and delivery - . zations In the geographic/cultural area
and postpartum prowviaers that work wath maternal health Izsues

CULTURAL/RELIGIOUS, OR LANGUAGE FACTORS Demonstratior
that any of these factors was erther a barrier to care due to lack
f understanding or led to refusal of therapy due to beliefs (or
belief systerms)



MMRIA New Contributing Factors REV.E\,,,’;,;\CT,ON

Wieme”

CONTRIBUTING FACTOR DESCRIPTIONS

LACK OF ACCESS/FINANCIAL RESOURCES
Svsterm iscues o lack or loss of hea

~=iceiio o Interpersonal Racism: discriminatory

= interactions between individuals resulting in

St | differential assumptions about the abilities,

motives, and intentions of others and

-~ differential actions toward others based on their

.| race. It can be conscious as well as

==%"lunconscious, and it includes acts of
commission and acts of omission. It manifests

=== a8 lack of respect, suspicion, devaluation,
ey s e r | SCAP@gOating, and dehumanization.

Inical ju jL ™e t Cconszsistent with current =tar
. ton or admanistration ¢

f care (e g emro prepa 3 ation of
medication or unavalability of translation services)
A
POOK COMMUNICATION/LAGK OF CASE COGRDINATION O Adapted from Jones CP. Am J Public Health. 2000; 90(8): 1212-1215.
f'-\ ’.4' - ‘,,--" ACK OF .'r.'l“-. JITY OF CARE (SYSTEM d=
grmented (e uncoordinated or not comprehensiv VIOLENCE AND INTIN PARTNER VIOLENCE (I1PV)
cen bealthcare facilitses or units, (e g records not LEGAL Physical ¢ B e Y K:[ 'F>‘ ol _ B et s "‘
1 % "-r” nt ;" = ’L¥5":' ;::4”.”':", 'A‘-‘t . Legal considerations that impacted outcome Intanate F-‘-’" i !u.,v v rnember. or stranger
MENTAL HEALTH CONDITIONS OTHER
The patient carried a diagnosts of a psychiatnc disorder. This Contributing f sthe 4 te ; i
LACK OF CONTINUITY OF CARE (PROVIDER R FACILITY includes postpartum depres=sion Jesc riptior e
PERSPECTIVE)
Care providers dsd not have access to woman's mplete INADEQUATE COMMUNITY OUTREACH RESOURCES
records or did not communicate worman's status sufficientty Lack of coordination betwe alt ar _’.‘..V...” d ott
Lack of contitnsty can be between prenatal, labor and delbivery yutside agte reanirat geographi ltural are
F 1 providers that w 1 be +

CUl'URAl/REllGIOUc IR LANGUAGE FACTORS Demonstratios
that arvw of the factors was esther a barrier to care due to lack

f understanding or led to refusal of therapy due to beliefs (or
belief systerms)



