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Introduction

The Louisiana Department of Health, Office of Public Health, Bureau of Family, idaaisiponsible for the Louisiana
PregnancyAssociated Mortality Revievisstablished in 201@s a special initiativend now a core public health
monitoring system, the Louisiana Pregnagsociated Mortality Revieserves as a source of vital information to
understand and address maternal mortality in our state. Ovetadl Office of Public Healtlvorks to promote the health
of Louisiana families throughout their lifetime through programs and initiatives to improve the health of pregnant
women, babieschildren, teens, adults, and youth with special healthcare needs.

Our vision is for Louisiana to be a state where all people are valued to reach their full potential, from birth through the
next generation. Our mission is to elevate the strengths and voices of individuals, families, and communities to catalyze
transformaional change to improve population health. The Louisiana Pregrassgciated Mortality Review and this

report are some of the waythe Office of Publitiealth works to advance maternal and child health outcomes in the

state.

Maternal Mortality in the United States

Maternal mortality continues to be a complex issue in thted StatesDespite spending more on healthcare, th&U
has the highest maternal mortality ratanong highincome countries:> Most concerning are the significant racial
disparities that exist. Too many women in theSldre losing their lives during a time that demands access to strong
medical care and community support. These tragedies happen during pregnancy, childbirth, or within the first year
postpartum¢ medically vulnerable stageswith many of those deaths beimgeventable with appropriate

interventions. To effectively address and reduce maternal mortality, we must first understand why these deaths are
happening. This requires a comprehensive approbsiening to the voices of affected families, analyzieglth data,

and identifying systemic gaps in care.

There are varying definitions of maternal mortality for surveillance purposes (see Appeiadia comparison of

systems of maternal mortality surveillance in the United States). Because of this, collecting, analyzing, and comparing
maternal mortality data both nationally and locally has been challenging. Louisiana analyzes and reports on all
pregnancyassociated deaths, which are defined by the U.S. Centers for Disease Control and Prevention (CDC) as a de
that occurs during pregnancy or within one y@éthe end of pregnancy, regardless of the cause. This term
encompasses pregnancglated deaths; pregnanegssociated, but not relatedleaths; and pregnanegssociated, but

unable to determine relatednesdeaths.

I (Wager, McGough, Rakshit, & Cox, 2025)
2 (Gunja, Gumas, Masitha, & Zephy@024)
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Introduction

While surveillance using vital statistics can capture general trendsyitlédy recognized that local maternal mortality
review committees; multidisciplinary committees that convene at the state or local level to comprehensively review
maternal deathg; are best positioned to comprehensively assess maternal deaths and identify what interventions will
have thegreatestimpacton preventing future deaths. Miternal mortality review committeelave access to records
beyond vital statistics, such as medical records, including physician and @thoteess behavioal health records, atopsy
and police reports, and informant interviewallowing them to construct a robust picture of the circumstances
surrounding each death and identify contributing factors that may not be included in traditional data sotiie€DC
provides support to 46tates, including Louisianand six U.S. territories and freely associated states throlgh
Enhancing Reviews and Surveillance to Eliminate Maternal Mortality (ERASE MM) program. This funding directly
supports agencies and organizatidhat coordirate and manage maternal mortality review committ®MRCs}o
identify, review, ad characterize maternal deathislentify prevention opportunities and support a data system that
provides common data language for the maternal mortality review committees.

Louisiana Pregnan@ssociated Mortality Review

Specific challenges in Louisiana contribute to the rate of pregrassgyciated deaths in our stat& 2018 the Louisiana
PregnancyAssociated Mortality Revieimitiated an enhanced multidisciplinary review process to be in full alignment
with national best practices promoted by ti@&DCThe Louisiana Pregnanégsociated Mortality Review Committee is
essential in identifying trends in maternal mortality, as well as opportunities for prevention of future maternal deaths.
ThelLouisiana PregnandyssociatedVortality ReviewCommittee reviews all pregnanegssociated deaths of Louisiana
residents, regatless of the cause of deathh&@ case review process was enhanced by expandin@dnemitteeto

ensure representation from a variety of geographic regions and fields of expertise, including substance use and mental
health. Today, th&€mmittee consists of both clical and nonclinical experts apdides itselfon the varied perspectives

of the members. Toensurethattf@ YYA G 0SSQa 62N)] A& AYF2NY¥SR 0& AYRAODA
of Louisiana, th®ffice of Public Healtbontinues recruitment efforts in disproportionately impacted communities
statewide(see AppendiB for afull list of committee members).

The Louisiana Pregnan&gsociated Mortality Review is an authorized activity of the Louisiana Commission on Perinatal
Care and Prevention of Infant Mortality (Louisiana Perinatal Commission). Its mission is to protect and promote the
health of women anddmilies in Louisiana through surveillance, multidisciplinary case review, timely reports, and
provision ofactionable recommendations. Throughidemiologicsurveillance and multidisciplinary case review, the
Louisiana Pregnanéyssociated Mortality Revieworks to quantify and understand pregnaraygsociated deaths in

order to create actionable, comprehensivecgnmendations to prevent future deaths. The work of the Louisiana
PregnancyAssociated Mortality Review suppottse prevention of pregnancassociated deaths, as well as

transformation and innovation in individuals, providers, birthing facilities, health systems, and communities.

For information on the Louisiana Pregna#fcgsociated Mortality Review process, visit
PartnersForFamilyHealth.org/MaternalMortality.

3 (Enhancing Reviews and Surveillance to Eliminate Maternal Mortality, 2024)
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https://partnersforfamilyhealth.org/MaternalMortality/

Key Definitions

The following termsare used throughout the report. All definitions come from tB®Cin collaboration with key

partners in maternal mortality prevention. The use of terminology and language is reflective of current research and
advocacy work to reduce overall maternal mortality and morbidity, as well as racial and ethnic health disparitie
pregnancy and birth outcomegSee Appendix,Baternal Mortality Review Information Application Committee
Decisions Form, for more informatign.

PregnancyAssociated Deaths

A death that occurs during or within one year of pregnancy, regardless of the cause.

This is an umbrella term that includes pregnanelated deaths; pregnanegssociated, but not related
deaths; and pregnanegssociated, but unable to determine relateshs, deaths, as defined below.

PregnancyAssociated, but
Unable to Determine
Relatedness

PregnancyAssociated, but
Not Related

PregnancyRelated

A death during pregnancy or
within one year of the end of
pregnancy from @regnancy
complication, a chain of events
initiated by the pregnancy, or
the aggravation of an
unrelated condition by the
physiologic effects of
pregnancy.

A death during pregnancy or
within one year of the end of
pregnancy from a cause that is
not related to pregnancy.

A pregnancyassociated death
where the cause of death is
unable to be determined as
GLINSINBPOaSRE
& LINB 3-glskoyiddedl, but not
NBf I GSRbE

Example Cause of Death

Example Cause of Dedth

Example Cause of Dedth

Eclampsia

Motor vehicle collision
(unintentional)

Suicide

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

T Further casespecific details, beyond the cause of death, are necessary to detetminehe pregnancyassociated deathvill be
classified within the three subcategoriéhe example causes provided here are not exclusive to the categoties/hich they are

paired above.
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Committee Review Process

Case Selection

-y
S

Case
Identification

Maternal Mortality

Informant

i i Intervi
Review Committee nterviews
Process
= Case Narrative
Prioritization and Y= Development
Dissemination e
¥ ’

Data Analysis

'ﬁ@ Case Review
» Q0 Presentation
-

Data Entry

Case ldentification, Confirmation, and Selection

In Louisiana, maternalediths are identified through a combination aéitalinkagesbetween death and birth

certificates the pregnancy checkbox on death certificat@sd obstetric code (@ode) causes of deatBue todata

limitations, the use of vital records death data and data linkages alone is not enough to identify true pregnancy
associated deaths. Potential pregharagsociated deaths identified using Semethods require validation by the

.dzNBl dz 2F CHYAfe 1 SFHfEGKQa YFGSNYylLtf FyR OKAfR KSIFfGK
Gt ARFGAZ2Y LINRPOSaa NBRdzOSa 2 NJ St A Y ragsboinBdideaih®tit odldSresuli2 & A
from the pregnancy box being checked in error, errors ir1CDodes, or when a birth and death record are incorrectly
ARSYOGAFASR a | YIGOK® 4 IipSdedtddor fedewdfzhgniaterRabaidSdRild be@ltd y ¥ A NJ
coordinator confirms a pregnancy within one year of death based on the available records.

Case Abstractigrinformant Interviewsand Case Narrative Development

Once a case is confirmed as a pregnas&sociated death, the regionalaternal andchild health coordinators abstract

data from various sources including, but not limitedrecords fromprenatal/postpartum care, hospital behavioral
healthproviders corones, emergency medical servicesnd law enforcemenagenciesAdditionally, the informant
interviewer contacts potential participants, including loved ones and close friends of the decedent, to arange
conversatioraimed at collecting valuable ingigh & Ay (12 GKS RSOSRSyi(iQa tAFS GKI
records aloneUsing information obtained during the abstractiprocess and informant interviewthe maternal and

child health coordinators developadd RSY GAFASR OF &S yIFNNFYGAGBS GKFG RSGOFAC
through death, including both medical and social information.

LOUISIANA PARTNERS FOR 10
|::;' ARTMENT OF HEALTH >%« %ﬁ'ﬁ’,‘.‘%\?“”“



Committee Review Process

Committee Review

Duringcase reviewneetings, the_ouisiana Pregnanéyssociated Mortality Review Committeenducts an irdepth
review of each case tanswerthe following questions:

1.

2
3.
4.
5

Was the deathpregnancyrelated?

What was the underlying cause of death?

Was the death preventable?

What factors contributed to the death?

If there was at least some chance that the death could have been prevented, what were the specific and
feasible actions that, if implemented or altered, might have changed the course of events?

Thelouisiana Pregnandyssociated Mortality Review Committesesthe answers to these questions create specific,
feasible recommendations for prevention. Recommendations are nfadeachlevel ofcare, including but not limited
to, healthcare providers, healthcare systems, hospitals and birthing facilities, insysayoes government and public
health agencies, policymakers, alogalsocialand community organizations.

Throughout case discussiomdjectivityis maintainedby asking ay committee membemvith personal knowledge
abouta particular cae to recuse himself or herself. This is to ensurepexific details or anecdotal information about
the caseare shared beyond what igresented in the case narrative.

DEPARTMENT OF HEALTH
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Amplifying the Voices of Family and Loved Ones

The Use of Informant Interviews in the Mortality Review Process

Researclshowsthat lived experience adds critical valuethe mortality review processnd informant interviews serve

as a form of qualitative data collection that captures the voices of family members and loved throse who knew the
decedent bestA 2025 study found that the inclusion of family interviews led to af@dincrease in the number of
stressors identifiedparticularly related to medical service gaps and socioeconomic baraietsa 40% increase in the
number of actionable recommendatiods. & & SNWAyYy3I & | LINPE& T2NJ 6KS RSOSR
to deepenunderstanding of the cade Y R & O2 Y LJ S (bshelding lightlan®hé dedbosal, interpersopahd
structural realities the decedent faced in the time leading to their deatalities that are often missing from clinical
records. Incorporating these narratives enhances the quality of recommendations, particularly those tied to provider
communication and bereavement suppoftheyalso enrich committee deliberations and deepen members'
understanding of the lived experiences behind the data. Thiseciel underscores the essential role of community
voicesin identifying root causes and driving peojaentered solutions in maternal mortality revieweedback from
committee members about the use of informant interviews showed that this tool was transformative in reviewing these
cases.

| feel that the inclusion of informant interviews help to humanize
our case review process and through that lens we are able to look
beyond numbers and statistics. With this new approach (informant
interviews), we are able to be more empathetic and compassionate
in making systemic recommendations/changes to tackle the issues
that contribute to maternal death or pregnancy-related deaths.”

Family input should be the gold
standard as we work toward improving
equity and areas of prevention."

| feel that with the incorporation of informant interviews we
are able to make more informed and in-depth
recommendations that speak to addressing social
determinants, preventability and discrimination and bias."

4 (Kothari, et al., 2025)

LOUISIANA PARTNERS FOR 12
|:::' ARTMENT OF HEALTH %ﬁfﬂ%’,«?"”“




Amplifying the Voices of Family and Loved Ones

Informant Interview Implementation

In 2024, the Louisiana Pregnanmgsociated Mortality Review initiated the use of informant interviews as part of its
2022 case review proceskhe groundwork to establish a robust infrastructure took five months, during which time
outreach letters, consent forms, case identification protocols, workflow procedures, and interviewer traigiag
finalized Informant interviews began taking place in May 2024 as part of the review process for the remaining 2022
cases.

Currentguidancefor the implementation of informant interviews in this context suggests that cases be prioritized to
reflect the nuances ahe setting® Based on this guidangenotor vehicle accidentare generallexcluded from

informant interviews unless circumstances suggested additional information wouldelmeficial because theyave
historicallybeenclassified as pregnan@ssociated, but not relateds a result28 pregnancyassociated deaths in
Louisiandn 2022were deemed eligible fonformant interviews. Of the 28 eligible cases, 21 (75%) had at least one
interview completed, with a total of 24 informant interviews for committee review. These interviews provided valuable
supplemental information for various causes of death, including medical causes, seven overdoses, two suicides, two
homicides and one motor vehicle collision.

Usingrecords available for eligible caséise informant interviewer identied potential participants, including the

decedent's family members or loved oné&s schedule a discussion focused on gathering important perspectivéson
interviewerhada detailed conversation with them, exploring the decedent's social and behavioral health history and
discussing social determinants that may haveawetpd their most recent pregnancy. These conversations edfer

g tdz2 0t S O2yUGSEG Fo2dzi GKS OA NXpdavdingamér® &epletepictireroftieir i 2 |
lived experience. Informant interviews were conducted with a diverse group of family members, including 15 mothers,
four sisterstwo daughterswo fathers, andone husband.

The ntegration of informant interviewsas qualitative datgin the case review procegsovided a powerful tool for
incorporating more contexand collaborationConsistentlythroughout the processaimily members who participated
SELINB&a&4SR RSSLI I LILINBOALF GAZ2Y F2N iKH stérieduiBcolEreyiportant G 2 & |
details like chronic stressors, gaps in care, stigaind,systemic barriensot includedin the clinical records. The insights
shared by families were critical tetter understandng how preventability, discrimination, bias, and social determinants

of healthimpacted each death. The insights aleped ensure thali K S O 2 Y MédomnieSdat@risvere not solely
clinicalbut reflected realworld barriers and opportunities faystemicchange.

One mother expressed that she was “happy to share my
daughter’s story if it means being able to provide support
for other mothers struggling with substance use.”

One mother expressed gratitude that
the informant interviewer reached out to
her and shared that it was the first time
anyone had reached out to her about her
daughter’s death since it occurred.

1
=

5(CDC and the CDC Foundation, 2020)
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Identifying PregnancyRelatedness for Overdoses and Suicél

Implementing the Utafi ool

In 2020 and 2021, drug overdose deaths, particularly deaths involving synthetic opioids like fentanyl, reached record
highs in the United StatésAmong pregnant and postpartum women, drug overdose mortality increased approximately
81% from 2017 to 2020ncreases in drug overdose mortality were most pronounced in 2B820n the Louisiana
PregnancyAssociated Mortality Review 2017 to 2019 Repadcidental drug overdoses were the leading cause of
pregnancyassociated deaths in Louisiana, and this continues to be the trend across théosttte deaths that

occurred from 2020 to 2022

Across the country, maternal mortality review committees have found it difficult to categorize accidental overdoses and
suicides as pregnangglated or pregnancassociated, but not relateadvhen posed with thdollowingquestions& 2 | a

the death pregnancNB f I 6§ SRK L¥ (GKAa LISNRE2Y ¢la y2i LINBIAYylIyGs g2
the Louisiana RegnancyAssociated Mortality Revielbegan usinghe Utah Tool.

The Utah Tool, developed by the Utitaternal Mortality Review Committeas a structured decisiemaking aid

designed to assishaternal mortality review committegin determining whetheor not suicide or overdose deaths are
pregnancyrelated. The tool incorporates a series of guiding questions and eviemasr considerationssuch as the
timing of pregnancy, documented perinatal mental health conditions, changes in substance usseaadt

psychosocial stressogsto support a more consistent andear classification process. Because of this, there has been a
decrease in the number of cases that were classified as pregremsogiated, but unable to determine relatedness. (See
AppendixD for the Utah Toaq)

6 (Bruzelius & Martins, 2022)
7 (GillispieBell, Evans, & Hyde, Louisiana Pregnakesociated Mortality Review 202019 Report, 2022)
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Evaluating the Impact of Bias and/or Discrimination in Review of
PregnancyAssociated Deaths in Louisiaa

There is a growing recognition that discrimination contributes to adverse maternal health outcbosknowlalge
these disparities and the importance of this issue, @2CGdded a discrimination checkbowhich includes
discrimination and interpersonal argystemic barrierso the Maternal Mortality Review Committee Decisions Fdsee
Appendix Cin 2020 Theintent wasto design a consistent approachnmeasuring and documentirgjscrimination as a
contributing factor to maternal deaths.

The Louisiana Bias or Racism and Social Determinants of Health (LABoRS Tool)

The disparity in maternal mortality is a complesuis due to many factorigicluding, but not limited tpsystemicharriers
and inequitiesmpactingaccess and quality of cafsee Appendix E for definitions and examples).Nfaternal

Mortality Review Committeg it can be difficulto determineracism, bias, or discrimination as a contributing factor in a
pregnancyassociated deathwith the information available in medical record$o review each death holistically and
determine all contributing factors, the leadership of the Louisiana Pregnagssgciated Mortality Review Committee
developed a tool.

The Louisiana Bias or Racism and Social Determinants of le&BoRS3pol was developedd help theLouisiana
PregnancyAssociated Mortality Review Committeey’ & 4 SNJ (1 KS |j dzS & (loh@ % ¥ (i N6 & di KR A & D N
The toolprovides a standardized procego guide targeted discussiotssevaluate each case and build consensus

around whetherbias, discriminationracism and/orsocial determinants of health contributed to the death. The goal of

the tool is to support the broader identification of contributing factors daodlevelopactionable recommendations that
address factors related to social determinants of health, including those related to bias, discrimination, and/or racism.

TheLABoR®ol is comprised of four sectiondemographics, social determinants of health and social/emotional stress,
community vital signs dashboaraind the case findings checklist. The maternal and child health coordiramtsained

to identify information on social deteminants of health an@vidence opotential biasdiscrimination and/or racismn

the records they reviewThis tool does not prove if bias, discriminatioagism and/or social determinants of health

were a were not contributingactors.Rather, it assists abstractors and committeembers in identifyingotential
evidence of these factoiia order for theLouisiana Pregnandyssociated Mortality Review Committée make

informed recanmendations around these issues if they are present. (See Appendix E for the LABORS Tool
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Results of the Review




Identified and Confirmed Deaths

From 20202022, 329 potential pregnan&ssociated deaths were identified using Vital Records data aloneéOffibe

of Public HealthBureau of Family Health regional maternal and child health coordinators verified that 222 of the 329
identified deaths had a documented pregnancy at the time of or within one year of death. The remaining 107 deaths
were classified as false cases and natsidered eligible for review. The committee used @@Q & al G SNY I f a
Review Committee Decisions Form to class#igh case (see Appendix C).

/ 329 Identified Deaths \

Identified deaths met the following criteria:

\ postpartum period)

ALouisiana resident at the time of death, even if death occurred out of state

ABetween the ages of 10 and 55 years at the time of death

Aldentified ashaving been pregnant at the time of death or within one year of death by linkage of the death
certificate to a corresponding live birth or fetal death certificate or inpatient hospital discharge record,
indication of pregnancy status on the death certifecehrough the pregnancy checkbox, or cause of death |
an ICB10 code of A34, OB099 (causes related to pregnancy, childhidhcomplications during the

%

Cases Reviewed by Regional Maternal Child Health Coordinators

/ 107 False Cases \

AMaternal and child health coordinators found
evidence that the decedent was not pregnant
at the time of death or within the year prior tc
death, through medical records, coroner
reports, obituaries, and/or media, or was not
a Louisiana resident at the tinod death

/ 222 Confirmed \

PregnancyAssociatedDeaths

AMaternal and child health coordinators found
documentation of a pregnancy at the time of
death or within one year of death in medical
records, coroner reports, obituaries, and/or
media

Caseslid not move forward

for abstraction and review

Casesnoved forward
for abstraction and review
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Summary of Key Findings

This is a summary of the key findings of the case reviews hyahisiana Pregnanéyssociated Mortality Review
Committeefor pregnancyassociated deaths that occurred between 2020 and 262@ase refer to the key definitions
on page8 to understand the difference between the typesmregnancyassociated deaths

1. The Louisiana Pregnan@yssociated Mortality Review Committee reviewed 222 confirmed pregnancy
associated deaths of Louisiana residents that occurred between 2020 and 2022.

0 51 deaths were determined to be pregnaA®jated. The top causes of death in this category were
COVIBELY, cardiomyopathy, and cardiovascular conditions.

o 153 deaths were determined to be pregnarassociated, but not related. The top causes of death in
this category were drug overdose, motor vehicle collision (MVC), and homicide.

0 18 deaths were determined to be pregnaragsociated, but unable to determine relatedness. The top
cause of death in this category was drug overdose and unknown cause of death.

2. The overall ratio of pregnancgssociated deaths was 129.8 per 100,000 births.

0 The ratio of pregnaneielated deaths was 29.8 per 100,000 births.

0 The ratio of pregnanegssociated, but not related, deaths was 89.5 per 100,000 births.

0 The ratio of pregnanegssociated, but unable to determine relatedness, deaths was 10.5 per 100,000
live births.*

3. Louisiana Department of Health administrative regions 1, 2, and 7 had the highest number of preghancy
associated deaths. (See Appendix F for the Louisiana regional map)

4. For preghancyassociated deaths, Black women in Louisiana were more than twice as likely (2.2 times) to die
compared to white women.

0 This disparity is more prominent in pregnarsreyated deaths. Most (71%) pregnanA®lated deaths in
Louisiana were among Black women.

o In pregnancyassociated, but not related, deaths, Black women in Louisiana were almost twice as likely
(1.7 times) to die as white women.

5. Seventyseven percent of women who experienced a pregnaragsociated death had health insurance
through Medicaid. Women with a high school diploma or less accounted for 69% of all pregrasegciated
deaths.

6. Most (77%) pregnancgssociated deaths occurred after delivery up to one year after pregnancy.

o0 Eightytwo percent of pregnancyelated deaths occurred after delivery up to one year after pregnancy.
0 Seventysix percent of pregnanegssociated, but not related, deaths occurred after delivery up to one
year after pregnancy.

7. Most (84%) pregnancgssociated deaths were determined to be preventable.

o Eightyeight percent of pregnaneselated deaths were determined to be preventable.
0 Eightyfive percent ofpregnancyassociated, but not related deaths were determined to be preventable.
0 Sixtyone percent of pregnanegssociated, but unable to determine relatedngdeaths were

determined to be preventable.

8. Obesity was determined to be a contributing factor in 41% of pregnanelated deaths, and substance use
disorder was determined to be a contributing factor in 40% of pregnhamasgociated, but not related, deaths.

Note on Interpreting Data
Ratios and percentages based on counts fewer than 20 are considered unstable and should be interpreted with cautiomasltieesepercentages, or ratios may
change in the future with the addition or loss of a small number of cases. Unstable rates, aatl percentages have been noted with an asterisk (*).
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Snapshot of PregnancyAssociated Deaths

From 20202022, there were 222 confirmefdregnancyassociated deaths. This represents a
pregnancyassociated mortality ratio of 129.8 deaths per 100,000 live births.

Breakdown ofPregnancyRelatedness
Of the 222 pregnanegssociated deaths reviewed, th®uisiana Pregnandyssociated Mortality Review Committee
determined:

AFifty-one (23%) deaths were pregnan®jated.

AOne hundred and fiftghree (69%) deaths were pregnanagsociated, but not related.

AEighteen (8%) deaths were pregnasassociated, but unable to determine relatedness.

Breakdown of Pregnanepssociated Deaths

23%

69% of deaths were pregnancy-related

of deaths were

pregnancy-associated,
but not related

o

8%

of deaths were pregnancy-associated, but
unable to determine pregnancy-relatedness

Pregnancy-associated, but not related is a death during pregnancy or within one year of the end of pregnancy from a cause that is NOT

. related to pregnancy.

. Pregnancy-related is a death during pregnancy or within one year of the end of pregnancy from a pregnancy complication, a chain of
events initiated by the pregnancy, or the aggravation of an unrelated condition by the physiologic effects of pregnancy.

Pregnancy-associated, but unable to determine pregnancy-relatedness is a pregnancy-associated death where the cause of death is
unable to be determined as “pregnancy related” or “pregnancy associated, but not related.”

Key Points

ANearly one in four (23%) deaths were determined to be pregnaeiayed.
AThe majority(69%) of deaths were determined to be pregnaasgociated, but not related.

LOUISIANA e, PARTNERS FOR
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Causes of PregnancAssociated Deatls

PregnancyAssociated Deaths by Relatedness and Cause of DaatDetermined bylie Committee,
20202022

. Pregnancy-associated, but not related . Pregnancy-related Pregnancy-associated, but unable to determine pregnancy-relatedness

Drug Overdose

Motor Vehicle Collision

N
~J
I
~
N

Cardiovascular Conditions* 10 9
COVID-19 12
Infections
Cancer
Cardiomyopathy

Thrombotic Embolism

=
N
(21 BN

—_—

Unknown Cause of Death

==

o~

“Cardiovascular Conditions includes PMSS Code<00®.1
§ Infection includes PMSS Codes 20017 and 20.20.11
See Appendix C for a list of specific causes of death included.

Additional Causes of Deaths

Pregnancyassociated, but not relatedCerebrovascular Accident not SecondarHigertensive Disorders of Pregnancy
(3), Diabetes Mellitus (3), Suicide (2), Drowning (2), Gastrointestinal Disorders (2), Carbon Monoxide Poisoning (2),
Collagen Vascular Disease (1), Asthma (1), Asphyxia (1), Seizure Disorder (1)

Pregnancyrelated: Suicide (3), Cerebrovascular Accident not Secondafypertensive Disorders of Pregnar{iy,
Collagen Vascular Disease (1), Hemorrhage (1), Amniotic Fluid Embolism (1)

Pregnancyassociated, but unable to detrmine pregnancyrelatedness:Drowning (1)

Key Points

AThe leading causes of pregnasrejated deaths were COWD®, cardiovascular conditions, and cardiomyopathy.
AThe leading causes of pregnaragsociated, but not related, deaths were drug overdose, motor vehicle collisions,
homicide, and cardiovascular conditions.

AThe leading causes of pregnaragsociated, but unable to determine relatedness, deaths were drug overdose
and unknown causes.
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Trends inPregnancyAssociated Deatls

PregnancyRelatedness by Year

47 The year 2021 had the

highest number and percentage
of pregnancy-related deaths.

15 13
2020 2021 2022
. Pregnancy-associated, but not related . Pregnancy-related Pregnancy-associated, but unable to determine pregnancy-relatedness

PregnancyAssodated Mortality RatioOver Time

{AYOS HnHnI [ 2dzA & Aabsycla@dmoralfyS Mib Has dedrabseddoy 179%6.0 &

200
143.3 127.2
150 — : 118.9
100 e — . Pregnancy-Related Mortality Ratio
50 26.2 40.1 23.1 . All Pregnancy-Associated Mortality Ratio
s — .
.__ ‘H
2020 2021 2022
From 2020 to 2021, the pregnancy-related mortality increased by
then, from 2021 to 2022, it decreased by
A, 42.4%
Key Points

AThe year 2021 had the highest number and percentage of pregratated deaths. This is attributed to the
pregnancyrelated deaths related to COVID.

AFrom2026H n H H = [ 2 dzA & AdssOcdiated mortiifs ratip as 2.8 per 100,000 live births, the
pregnancyrelated mortality ratio was 29.8 per 100,000 live births, and the pregnasesyciated, but not related
mortality ratio was 89.5 per 100,000¢ births.
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Regional Data

PregnancyAssociated Mortality by Region of Residenee

Number Pregnancy-associated
of Deaths | 5050 ve bivine

37 118.9

48 187.9

13 94.6*

21 87.4

13 112.5*

15 130.9*

35 184.8

19 155*
mortaiy rate per 100,000 we birhs @) 21 94.1

87.0 188.0

Ratios and percentages based on counts fewer than 20 are considered unstable and should be interpretadtioithas these numbers, percentages, or ratios may
change in the future with the addition or loss of a small number of cases. Unstable rates, ratios, and percentagesrhasteteavith an asterisk (*).

New Baton Lake . Hammond/
- Orleans Rouge Houma Lafayette Charles Alexandria | Shreveport | Monroe Slidell

Key Points

AThe pregnancyssociated mortality ratio varied across regions of residence, as shown by the map.
ARegions 4, 9, ar@lhad the lowest pregnanegssociated mortality ratios, while Regions 7, 2, and 8 had the
highest ratios. (See Appendix F for the Louisiana regional map)
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Racial Disparities in PregnancyAssociated Deaths

From 2020 to 2022, 36% of all births in Louisiana were to #dispanic Black women.
However, norHispanic Black women accounted for 58% of all pregnaasgociated deaths
during the same threeyear period.

Distribution of Births and Pregnanegssociated Deaths by Race -
Distribution of all Births Distribution of all Deaths
159 | — 00

36% 58%

36%

. Non-Hispanic White Non-Hispanic Black . Additional Groups*

*The Additional Groups race category is made of groups with counts too small to protect patient privacy. This category
could include women in Hispanic, Native American or Alaskan Native, Asian or Pacific Islander, and multi-race categories.

PregnancyAssociated Mortality Ratio by Race

206.6

Non-Hispanic Black

935.1 56.2

From 2020 to 2022, Non-Hispanic white | Additional

Non-Hispanic Black groups

women in Louisiana
were twice as likely to
die as Non-Hispanic
white women.

SN -

ANon-Hispanic Black women represent a disproportionate number of pregrassyciated deaths in Louisiana.

AFifty-eight percent of pregnanegissociated deaths from 2020 to 2022 were to fdispanic Black women.

AThe pregnancassociated mortality ratio for nehlispanic Black women was 206.6 per 100,000 live births,
compared to a ratio of 95.1 per 100,000 live births for #tispanic white women.

Key Points
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Racial Disparities in PregnancyRelated and
PregnancyAssociated, but Not Related, Deaths

Number of PregnancyRelated Deathdy Race

36
Non-Hispanic Black

Most pregnancy-related
deaths were among
Non-Hispanic Black women.

3

Additional
groups

Pregnarty-Associated, but Not RelatedMortality Ratio by Race

130.7

Non-Hispanic Black 74 9

Non-Hispanic white
For pregnancy-

associated, but not
related, deaths, non-
Hispanic Black women
were almost twice as

likely to die as non-

Hispanic white women 3 6 . 1
Additional groups

Key Points

Awnile racial disparities exist among all pregnaasgociated deaths, these disparities are more prominent in
pregnancyrelated deaths.

AThirty-six out of 51 (71%) pregnanegiated deaths were among nerispanic Black women.

AFor pregnancyassociated, but not related, deaths, nétispanic Black women died at almost twice (1.7 times) the
rate of nonHispanic white women.
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Socioeconomic Disparities

Births and Pregnancpssociated Deaths by Insurance Type

23%
39%

. Medicaid

Private

7704 . or Other Sources
)

619

All Births All Pregnancy-Associated Deatl

Although Medicaid covered 61%
|.|._=\ of the births in Louisiana from 2020-2022,
‘,‘ more than three in four (77%) women
: who experienced a pregnancy-associated
death were insured through Medicaid.

Births and PregnaneAssociated Deaths biducation Level

While only 47 % of Louisiana women who gave birth
from 2020 to 2022 had a high school diploma/GED or less,
women with a high school diploma/GED or less accounted for

69% of all pregnancy-associated deaths.

Key Points

AThere are disparities in pregnanagsociated deaths based on insurance coverage. This highlights that Medicaid
canplay a critical role and has tlmportunity to strengthen and increase services covered to ensure high quality
healthcare before, during, and after pregnancy.

AThere are disparities in pregnanagsociated deaths based on education level. This highlights the importance of
investing in education and strengthening pathways to high school completion.
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Understanding PregnancyRelated Deaths

Causes Preventability
The top underlying causes of pregna#fielated
deaths were:

f -rel
Cardiovascular conditions 8 80/ ot pregnancy-re ated
COVID-19 9 deaths O deaths were preventable

12 Deaths
@ Cardiomyopathy
7 deaths

Timing ofPregnancyRelated Deaths

18% 51% 31%

43 days to 1 year

During pregnancy 0 to 42 days after pregnancy after pregnancy
Deaths occurring due to Deaths occurring 43 days to 1

year after pregnancy were most
frequently due to drug overdose
and cardiomyopathy

pregnancy were most
frequently due to
cardiovascular conditions

Deaths occurring within 42 days after pregnancy were most
frequently due to COVID-19

Factors Contributing to Pregnandyelated Deaths

@ Key Points
ATheleading causef pregnancyrelated
22%
- Use Disorder AThemajority of pregnancyrelated deaths
SoN were determined to bepreventable
41% %{ AThere were 51 pregnaneglated deaths
Obesity @ 20% and abouthalf (51%) occurred within 42
Mental Health days of pregnancy
8% Conditions AObesitycontributed toover onethird of

Discrimination the pregnancyrelated deaths.

Note: For each death, the Louisiana Pregnafisyociated Mortality Review Committee
determined whether obesity, mental health disorders, substanse disorder, or discriminatioh,
as defined byhe Maternal Mortality Review Information Application Committee Decisions Form
(see Appendix C) contributed to each death.

"The Louisiana Pregnan@gsociated Mortality Review Committee uses the Louisiana Bias or Racism and Social Determinants of
Health Tool (LABORS) (see Appendix E) to guide discussions about racism, bias, and discrimination as contributorstto #ach dea
some cases, discrimination was present, but was not identified as a direct contributor to the death.
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Understanding PregnancyAssociated, but Not RelatedDeaths

Causes Preventability
The top underlying causes of preghafassociated,
but not related, deaths were:

of pregnancy-associated,

é 2M7o(§|(;;t\{1§hlde Collisions 8 5% but not related, deaths

o
Drug Overdose were preventable

47 Deaths Homicide
@ 25 deaths

Timing ofPregnancyAssociated, but NoRelated Deaths

24% 9% 67%

During pregnanc 0 to 42 days after
g pregnhancy oregnancy 43 days to 1 year after pregnancy

Deaths occurring within 42 @ é

DD Gl Vs days after pregnancy were Deaths occurring 43 days to 1 year after pregnancy were

pregnancy were most frequently most frequently due to £ v d d d hormicid d
due to drug overdose, homicide, | motor vehicle collision and most frequently due to drug overdose, homicide, an
motor vehicle collision

and motor vehicle collision cardiovascular conditions

FactorsPregnancyAssociated, but NoRelated Deaths
Key Points

ATheleading causef pregnancy
associated, but not related, deaths was
drug overdose

AThemajority of pregnancyassociated,
but not related, deaths werdetermined
to be preventable

16%
Mental Health
Conditions

40% _
Substance AThere were 153 pregnan@ssociated,
Use Disorder but not related, deaths, antivo-thirds
@ (67%) occurred 43 days to one year afte

2%

pregnancy
ASubstance use disordeontributed to

Discrimination over onethird of the pregnancy

Note: For each death, the Louisiana Pregnafsyociated Mortality Review Committee associated, but notalated, deaths.
determined whether obesity, meal health disorders, substaneese disorder, or discriminatioh,
as defined by the Maternal Mortality Review Informati@pplication Committee Decisions Form
(see Appendix C) contributed to each death.

"The Louisiana Pregnan@gsociated Mortality Review Committee uses the Louisiana Bias or Racism and Social Determinants of
Health Tool (LABORS) (see Appendix E) to guide discussions about racism, bias, and discrimination as contributorstto #ach dea
some cases, discrimination was present, but was not identified as a direct contributor to the death.
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Understanding PregnancyAssociated, butUnable to Determine

Relatedness,Deaths

Causes Preventability
The top underlying causes of preghafassociated,

but not related, deaths were:
of pregnancy-associated,
61 (o] but unable to determine
(o] relatedness, deaths were
preventable

Drug Overdose @ Unknown
6 Deaths o 6 deaths

Timing of PregnhanaAssociated, but Unable to Determine Relatedness, Dea#hs

28% 50%

During pregnancy 43 days to 1 year after pregnancy

= @

Deaths occurring during
pregnancy were due to drug
overdose, homicide, and
unknown causes

Deaths occurring 43 days to 1 year after pregnancy were
most frequently due to drug overdose and unknown causes

Factors Contributing to Pregnanéjssociated, but Unable

to Determine Relatedness, Deaths Key Points

ATheleading causef pregnancyassociated,
but not related, deaths wagrug overdose

AThemajority of pregnancyassociated, but
not related, deathsvere determined to be

preventable.

33% 33% :
Mental Health Substance AThere were 18 pr_egnaneassomated, but
Conditions Use Disorder unable to determine relatedness, deaths,
andhalf occurred 43 days to one year afte
pregnancy.
ASubstance use disorderontributed toone-
Note: For each death, the Louisiana Pregnahsgociated Mortality Review Committee third of the pregnancyassociated, but not
determined whether obesity, meal health disorders, substaneese disorder, or discriminatioh, related. deaths.

as defined by the Maternal Mortality Review Informatiépplication Committee Decisions Form
(see Appendix C) contributed to each death.

"The Louisiana Pregnan@gsociated Mortality Review Committee uses the Louisiana Bias or Racism and Social Determinants of
Health Tool (LABORS) (see Appendix E) to guide discussions about racism, bias, and discrimination as contributorstto #ach dea
some cases, discrimination was present, but was not identified as a direct contributor to the death.
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Understanding Drug Overdoses and Suicides

DrugOverdoses and Suicides Over Time

@® Overdoses @ Suicides

24 24 The number of drug overdoses
decreased from 2020 to 2021,
@ but then increased again from
2 1 2 2021 to 2022.
] — ]

2020 2021 2022

25
20
15
10
5
0

Psychosocial Risk Factors

From 2020 to 2022, there were 63 pregnatassociated deaths due to dreyerdose and suicide. The graph below
shows the number of deaths with a documented history of psychosocial stressors in medical records or other reports.
Because these individuals may have experienced multiple stressors, a single death may have bedrircoorie than

one category.

History of Substance Use
Pre-Existing Mental Health Condition

w

Unemployment

History of Treatment for Substance Use

w

Child Protective Services Involvement
History of Psychiatric Hospitalization or Treatment
Other*

History of Domestic Violence

_\_\
~
Ol
w
o~
~
S

N
N

—_—
—

Recent Trauma

Pregnancy Unwanted
History of Childhood Trauma
Prior Suicide Attempt

. \IH

Key Points

AA history of substance use was documented in 70% of pregrassnciated suicides and drug overdose deaths.

Aover twothirds (68%) of the women whose pregnarassociated death was due to suicide or drug overdose had
two or more documented stressors.

AOver half (57%) of the women whose pregnaasgociated death was due to drug overdose had aepisting
mental health condition.
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From Data to Action




Overview of Committee Recommendatioa

¢tKS ! ®o{d /SYGdSNaER FT2NI5AaSrasS /2yiNRft FyR t NBOSYGA2yQ:
AppendixC)guides all committee reviews. This form a#iks Louisiana Pregnandyssociated Mortality Review
Committeemembers to use their expertise to answer the quesfior. ¥ G KSNB gt a +d € SFad a2
could have beeprevented what were the specific and feasible actions that, if implemented or altered, might have

OKI yaSR GKS O2dz2NAS 2F S@Sydake

The development of these recommendations was informed by both the findings afbthisiana Pregnangyssociated
Mortality Review Committeand by national expertise in maternal health policy and duainprovement, ensuring

they align with current national guidanc&he recommendationaddresthe unique needs ofamilies and pregnant

women inLouisianaalthough they may not refleaxistingpolicies of the Louiana Department of Health or federal

funders.

Therecommendations in this report are intended to be aspiraticaradl grounded in the belief that nearly all maternal
deaths are preventable. Ese recommendations were developadt only to address the specific circumstances
identified through our review process but also to guide systemic change that will improve outconpesdnant
womenand familiesn Louisiana. These recommendatiare rooted inevidencebased practices, coordinated systems,
andpatient-centeredcare.

Recommendations alone do not save liggfey require committed, coordinated action. Tldfice of Public Health

works withthe Louisiana Pregnandssociated Mortality Review Committeedistribute the report and

recommendations tdhe audiences that can put themto action.Recommendations are organized based on who can
implementthem: healthcare professionals, healthcare systems, including hospitals and birthing facilities, social and loce
community organizations, policy makers, insurance payors, and government and public health agensies. The
recommendations become a g@ifior programmatic and policy change within the Louisiana Department of Haatta
source for developing relationships with healthcare professionals, healthcare systecred,and local community
organizations, and payors to collaboratively address maternal health. Specific recommendations for action are listed or
the following pages

Policy Makers

Social & Local
Community Insurance
Organization . Payors
Preventlng

Maternal

Mortality

]

Government &
Healthcare Public Health

Systems % Agencies

Healthcare
Professionals
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Priority Areas for Prevention

By looking at the contributing factors identified and recommendations for prevention developed during the review of
pregnancyassociated deaths from 20222, five overarching themes were identified.

These broad themes highlight key areas of opportunity for prevention and addressing the drivers of pregnancy
associated mortality.

1. Reduce the number of pregnhanessociated deaths from drug overdose and suicide by improving
screening for substance use disorders and perinatal mood and anxiety disorders, implementing evidence
based treatments, and expanding accessaeerdose preventiorstrategies.

>

afte 2. Improve screening for and address social determinants of health, including community and social well
am) being, and design solutions that improve care coordination and access to care, especially in the fourth
== trimester.

3. Implement strategies and programs to reduce harm by decreasing interpersonal and commilevigf
violence and improving vehicular safety.

8

N

B O

. Implement strategies to ensure patieatentered care for all women who arpregnant and/or giving birth.

5. Improve clinical quality of care by increasiqgovider knowledge on the leading conditions impacting
maternal morbidity and mortality.

7
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Reducing the Number of Pregnancssociated Deaths from
Drug Overdoses and Suicide

Priority Area of Prevention:

Reduce the number of pregnaneyssociated deaths from drug overdose and suicide by improving
& screening for substance use disorder and perinatal mood and anxiety disorders, implementing

evidencebased treatments, and expanding accessaweerdose preventiorstrategies.

Background

Drug overdose has been the leading cause of pregnassgciated deaths in Louisiana since 2018. Between 2020 and
2022, there were 58 deaths from overdose dne deaths from suicide. In review of those deaths, mental theal
conditions wee commonlyy 2 G SR Ay (KS RS OSa 8lyrédgdancaysSciatedledths, KidodisinBaNp
PregnancyAssociated Mortality Review Committémund 35% of deaths had substance use disorder as a contributing
factor and 18% had mental health conditions as a contiigufactor. Amongleaths byoverdose and suicide

specifically, 70% of women had a documented history of substancan$&7% of women haat least one documented
pre-existing mental health condition. By improving screening and implementing evidersesl practices to address
substance use disordandperinatal mood and anxiety disordeliscludingoverdose preventiorywe can reduce the

leading cause of pregnanagsociated deaths in Louisiana.

Screening

In the review of pregnanegssociated deaths between 2026d 2022, failure to screen, including screening for
substance use disordand mental health conditiongnd inadequate assessment of rigkre identified as an area of
opportunity for improvement. Implementing universal screeningdobstance use disordend mental health

conditions not only identifies patients impacted by these conditions, but also reduces stigma and bias associated with
these issues.

In review of pregnanegssociated deaths from overdose between 2020 and 2022, 78% of women had at least one
prenatal visit with an obstetric healthcare provider, representing a missed opportunity for scredetayding to the
American College of Obstetiamsand Gynecolagts, screening fosubstance use disordehouldbe performed at the

first prenatal visitusinga valichted verbal screening to8ITo codify this recommendatiorct 437 which provides for
screening fosubstance use disordén the prenatal period was passed in the 2025 Regular Session of the Louisiana
LegislatureHowever, mandated screening alone is not enowymitive policies regarding substance use during
pregnancy can instill fear, discouraging patients from being open about their substance use and seeking the help they
need. These policies may lead to delays in or avoidance of essential prenatllaradéhave been shown to be

ineffective in improvingates of substance use disorder in pregnatciherefore, legislative action is also needed to
reduce criminalization of substance use in pregnancy to ensure screening efforts are effective and do not inadvertently
discourage engagement in care.

8 (Committee Opinion No. 711: Opioid Use and Opioid Use Disorder in Pregnancy, 2017)
9 (Act No. 437)

10 (Volkow, 2023)

11 (American College of Obstetricians and Gynecologist, 2020)
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https://legis.la.gov/legis/ViewDocument.aspx?d=1426041

Reducing the Number of Pregnancyssociated Deaths from
Drug Overdoses and Suicide

In addition to screeninfpr substance use disordethe American College of Obstetricians and Gynecologists
recommends obstetric care providers screen for perinatal mood and anxiety disorders at the first prenatal visit,
throughout the pregnancy, anduding the postpartum visit? However, theresponsibilityto screen forperinatal mood

and anxiety disordershould not solely rest on the shoulders of obstetric care providers. According to the American
Academy of Pediatriddright Futures guidelinesegular interactions with families alloproviders to identifya need for
mental health support for adult family members. According to Bright Futures recommendations, pediatricians should
screen caregivers forgstpartum depression duringrell-child visis at one-month, two-months,four-months and six
months®®

The American College of Obstetricians and Gynecologistsegismmends obstetricians and gynecologists universally
screen for current trama or a history of traum# A history of trauma canause a number of negative physical and

mental health outcomes, includirte risk of substance uséln the review of pregnanegssociated deaths between

2020 and 20229ne in four (24%) women who died of a drug overdose during pregnancy or the postpartum period had &
documented histoy of childhood or recent traumawarenes®2 ¥ | LI G A Sy (i Q& Kdudeh@wWNE 2 7F
providers approach sensitive exa@sd inform theirunderstandng oft Y A Y RA @A Rdzl f Qubstahot GsHB | &
disorder. To provide trauméanformed care, healthcare professionals should follow the four key assumpiigtfised by

the Substance Abuse and Mental Health Services Administragalizethe widespread effect of trauma and

understand potential paths for recovemgcognizethe signs and symptoms of trauma in clients, families, shaid

others involved with the systemespondby fully integratingknowledge about trauma into policies, proceduraad
practices; and seek to activalgsistre-traumatization.'®

’
€

Treatment

For patients withsubstance use disordémom use ofopioids, medications for opioid use disorder or medicatmsisted
therapyare the recommended evidenebased best practice fareatment.!’ However, in review of pregnancy

associated deaths impacted by substance use disorder, missed opportunities to prescribatiaesgifor opioid use
disorder or medicatiorassisted therapy were identifieduggesting that moreducationabout and access to treatment
options for patients wittsubstance use disordenay be neededTheWhite House Blueprint for Addressing the

Maternal Health Crisj¥introduced in 2022, also identified the need to strengthen support of and accesbstance

use disorder treatment durinthe perinatal period. To address this need, thwiisiana Perinatal Quality Collaborative
began working with birthing facilities in 20&2ough its Improving Care to the Substance Exposed Dyttive to
AYLNR PGS AONBSYyAy3d YR GUNBFGYSYyld o0& AYLX SYSy i ibased 6 KS !
patient safety bundle, Care for Pregnant and Postpartum People with Substance Use Disorder, to improve readiness,
recognition aml prevention, and responsé Using evidencéased practicereduces variations in practice, enhances
quality of care, andmproves patient outcome¥’

12 (Screening and Diagnosis of Mental Health Conditions During Pregnancy and Postpartum: ACOG Clinical Practice Guideline No.
2023)

3 (Lamere & Golova, 2022)

14 (Caring for Patients Who Have Experienced Trauma: ACOG Committee Opinion, Number 825, 2021)

5 (Gould, et al., 2021)

16 (Substance Abuse and Mental Health Servisgministration, 2026)

17 (Committee Opinion No. 711: Opioid Use and Opioid Use Disorder in Pregnancy, 2017)

18 (White House Blueprint for Addressing the Maternal Health Crisis, 2022)

19 (Alliance for Innovation on Maternal Health, 2022)

20(Connor, et al., 2023)
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https://www.samhsa.gov/mental-health/trauma-violence/trauma-informed-approaches-programs
https://bidenwhitehouse.archives.gov/wp-content/uploads/2022/06/Maternal-Health-Blueprint.pdf
https://bidenwhitehouse.archives.gov/wp-content/uploads/2022/06/Maternal-Health-Blueprint.pdf
https://lapqc.org/

Reducing the Number of Pregnancyssociated Deaths from
Drug Overdoses and Suicide

Datafromthea | 1§ SNY I £ aSyialf 1 SFfGK [ SI RSNAKA, ksflecting the mstebralQ a  H J
mental health landscape in 2022, underscores an urgent need to strengthen and expand the state's maternal mental
health systemAccording to the fact sheet, an estimated 7,173 pregnant and postpartum women in Louisiana were
affected by postpartum depression in 2022. This issue carries both significant human and economic costs with
approximately 75% of these women going untreated am estimated $172 million being spent on untreated maternal
mental health conditions While policies like Medicaid expansion and postpartum coverage extension have been
positive steps inte right direction, gaps remainparticularly in access to outpatient mental healthcare andltve
reimbursementratesfor depression screeningccording to theéPolicy Center for Maternal Mental HeldlK) duisiana

2025 Report Card-ouisiana has a grade C for Providers and Programs due to the insufficient ratieppésoriber
maternal mental health providers to perinatal population (less than 5 providers per 1,000 births) and a grade D for
Screening and Screening ReimbursemastiMedicaid does not require Managed Care Organizatmreport

G L2 ad LI NI dzY RSAINB-asza Al2 ylj dBFGNBISSY AWS | & dzNB o

Failure to screen fasubstance use disordandperinatal mood and anxiety disordemsay be due to lack of awareness

of resources for treatment. Théroviderto-Provider Consultation Liris a comgmentary service through the Louisiana
Department of Health that is available statewide and allows perinatal healthcare providers to connect with a mental
KSFfGK 2NJ FRRAOGAZ2Y LINBJGARSNI (i2 NBOSAOGS Skdg®and/dr2y | y I
mental health needs. This is currently an underutilized service.

Patients withsubstance use disordend/or mental health conditions often face many barriers to accessing treatment.
Based on data from 2017 and 20E®out 55% of pregnant women with opioid use disorder in the U.S. received
medications for opioid use disordétIn Louisiana, the rate is lower at 42%. For those who do undergo treatment,
discontinuation rates range from-83% with the highest rate of discontinuation occugiim the postpartum period*
Havingsubstance use disordeavigators has been associated with increased engagement and compliahce wit
outpatient treatment? For patients who require inpatient treatment, accessing care can be even more difficult. In the
U.S, there is a scarcity of treatment facilities that offer care to pregnant and postpapitients? Additionally, many
healthcare providers who are trained smbstance use disordand/or mental health treatment are not adequately
trained in perinatabubstance use disordand/or mental healthtreatment ’

The American College of Obstetricians and Gynecolagistenmends against discontinuing medications for mental
health disorders in pregnancy or in the postpartum period only becafipeegnancy or lactatioff In review ofthe
pregnancyassociated deaths involving mental health conditions, many patients were adwsetiealthcare provider

to stop taking their medications for mental health disorders, or patientsdistfiontinued prior to seeking medical care.
However, many obstetric providers and mental health providers may be unaware of the recommendation to continue
psychiatric medication during pregnancy, which highlights the need for corgtheducation on evidencéased

perinatal mental health management.

2! (Louisiana Maternal Mental Health State Fact Sheet, 2025)

22 (Louisiana 2025 Report Card, 2025)

23 (Roberts, Frederiksen, Saunders, & Salganicoff, 2023)

24 (Wilder, Lewis, & Winhusen, 2015)

25 (Anderson, et al., 2023)

26 (Meinhofer, Hinde, & Ali, 2020)

27 (Policy Center for Maternal Mental Health, 2025)

28 (Treatment and Management of Mental Health Conditions During Pregnanciastgartum: ACOG Clinical Practice Guideline

No. 5, 2023)
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https://static1.squarespace.com/static/637b72cb2e3c555fa412eaf0/t/68309d1b5e1f685a2cad81d7/1748016412331/Louisiana+State+Fact+Sheet+May+2025.docx.pdf
https://policycentermmh.org/report-card/louisiana-2025-report-card/
https://policycentermmh.org/report-card/louisiana-2025-report-card/
https://ldh.la.gov/page/ppcl

Reducing the Number of Pregnancssociated Deaths from
Drug Overdoses and Suicide

Overdoseand SuicidePrevention

For patients witrsubstance use disordgpverdose preventiois an evidencdased strategy to provide l#fsaving tools.
One cruciabverdose preventiomstrategyis ensuringthe availability of naloxone, a medication that can reverse an
opioid overdose. The 2 dzA & A | VI 5 S LJ O\MBrdoSeafeventofiand Respbnsekiipeovidesstatewide
distribution sites withtraining, educational materials, anoverdose preventiomaterials to be distributed to the
general publicThroughDecember2025,the OverdosePreventionand Responsklub distributed225,878naloxone kits
and197,448fentanyl testing stripso the public?® Emergency departments provide additional opportunities to
implementoverdose preventiostrategies. Based on the review of maternal deaths from 22222, 40% of women
who died of a pregnanegissociated overdose were seen in tir@ergency departmerat least once during pregnancy
or the postpartum period. Mangmergency departmemstacross the 1% have implemented processes to distribute
naloxone to patients at risk for overdose thae discharged from the emergency departméht

As one in five women in the U18aybe impacted by perinatanental health conditiong! healthcare providers should
have a heightened awarenesfand screerfor these conditionsincluding suicideCircumstances associated with the
pregnancy, including pregnancy loss and grief, can contribute to perimaiadl and anxiety disordef8 TheU.S.

Centers for Disease Control and Preventiaas outlined seven strategies to be employed by providers, policymakers,
public health professionaland communities to reduce suicidacluding creating protective environments and teaching
copingand problemsolving skills to patients

!

2% (Louisiana Department of Health's Overdose Prevention and Response Hub, 2025)
30 (Gunn, et al., 2018)

31 (Gavin, et al., 2005)

%2 (Nynas, Narang, Kolikonda, & Lippmann, 2015)

33 (Suicide Prevention Resource for Action, 2024)
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https://louisianahealthhub.org/hrdhub/

Screening
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Recommendations forReducing the Number of Pregnancssociated
Deaths from Drug Overdoses and Suicide

For HealthcardProfessionals
A According to the American College of Obstetricians and Gynecologists, there are a number of screenings

that should be performed by healthcare providers during prenatal and postpartum visits. These screening:
include, but are not limited to, universal scréeg for substance use disorder using a validated verbal
screening tool; screening for perinatal depression and anxiety at the first prenatal visit, throughout the
pregnancy, and during the postpartum visit using a validated tool; and universal screaniugrént
trauma and a history of trauma. Integrating the screening tools into the electronic health record can
facilitate screening. Positive screens should always be followed by brief intervention and referral to
treatment through a warrrhandoff.

An addition to obstetric care and pediatric care providers, providers in the neonatal intensive care unit
(NICU) should perform perinatal mental health screenings for caregivers. If a screening is positive,
caregivers should be referred to obstetriciangngary care providers, or mental health providers.

E For Policy Makers
g”\ A Legal safeguards are essential to creating a safe environment for honest disclosure and timely
intervention. To improve the accuracy of universal screeningesmudurage patients to disclose substance
use, policymakers should enact legislation that protects pregnant and postpartum women from criminal
penalties when they screen positive for substance use.
APolicymakers should increase Medicesimbursement rates for maternal depression screening to
incentivize early detection and intervention.

For Government and Public Health Agencies
AThe Bureau of Nutrition Servicés section within the Louisiana Department of Headthyuld train WIC
(Special Supplemental Nutrition Program for Women, Infants, and Children) staff to not only screen for
substance use disorder, intimate partner violence, and social determinants of health, but also to refer to
appropriate services through warm handoff when screening is positive.
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Recommendations forReducing the Number of Pregnancssociated
Deaths from Drug Overdoses and Suicide

Treatment

For Healthcare Professionals
% A Using meicationsfor opioid use disordeMOUD) during pregnancy is adidencebased
recommendation and healthcagoviders should offeMOUD directly to their patientsr referthem for
treatment. Because of the increased risk of relapse in the postpartum period, healthcare providers
prescribingMOUDshould prescribe treatment for at least one year postpartum, provide naloxone, and
collaborate with social workers to ensure patients are connected to a peer support navigator.

A Overprescribing narcotics has greatigntributed to the opioid epidemic in AmeriéaHealthcare
providers, including obstetric and emergency care providers, can reduce the risk of opioid dependency by
implementing patientcentered prescribing of opioids, ensuring that opioids are being prescribed
appropriately, as well asimultaneouslyprescribing naloxone. Though narcotics should be prescribed
when indicated, alternative medications, such as multimodal analgesia, should be prescribed first to
reduce the need for narcotic use and reduce the risk of addiction.

AWhen patients screen positive feubstance use disordat any point in pregnancy or postpartum care,
social workers should be consultemhelp connecthese patients through a warm haraff to mental
healthcare and addiction resources, including inpatimd outpatient rehabilitation programs.

Additionally, healthcare providers should entibiésepatients in home visitingrograms

AlIn Louisiana, disasters such as hurricane evacuations and displacement charbergor pregnant and
postpartum women receivinylOUD As part of disaster planning, patients who areM@UDshould be
prescribed dosing to allow them to continue care during evacuadioiior displacement

A Using plain language that is culturally appropriate, healthgaoidersshouldeducate patients and their
families on the increased risk of severe maternal morbidity and mortality during pregnancy and the
postpartum period for women witlsubstance use disorder mental health conditions.

AHealthcare providers prescribing medications for mental health conditions should educate patients on the
importance of adhering to their treatment regimen before, during, and after pregnancy, emphasizing the
need to continue medications even if symptomspinove.

AWnhen patients are seen in ttemergency departmerafter a nonfatal accidental overdose, in addition to
providing naloxoneemergency departmenproviders should coordinate care with addiction specialists via
warm handoff, while substance use navigators should assist in ensuring-fedloevcare.

34 (Opioid Facts and Statistics, n.d.)
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Recommendations forReducing the Number of Pregnancissociated
Deaths from Drug Overdoses and Suicide

- %5  For Healthcare Systems
ATo facilitate care for pregnant women with mental health conditions, healthcare systems shelolcht®

perinatal mental health providers in obstetric offices.

AA sober living facility is a home for people in recovery that provides support and some supervision while
still allowing them to live independently. Some sober living facilities are not allowed to pid@d¢D As
such, patients admitted to sober living facilitiwho prefer to continue usinylOUD should be referred to
care for treatment through a warm handoff. Whereie patients are dischargdrbm treatmentor
voluntarily leavehe sober livingacility, they should be discharged wilfOUDand naloxonedr
overdose preventionAdditionally, due to the frequent eoccurrence of mental health conditions and
substance use disordgproviders should perform mental health screenings in sober living facilities. When
screening is positive, providers should connect patients to care via a warm handoff.

ATo facilitate access to prenatal and postpartum care services while receiving inpatient treatment for
substance use disordgreatment facilities that accept pregnant and postpartum women should have an
obstetric healthcare provider available for consultation services.

AHaving substance use navigatarghe emergency departmenbffers care coordination that is
personalizechnd has been associated with increased engagement and compliance with outpatient
treatment. As such, healthcare systems should embed substance use navigatorsiinettyeency
departmentto facilitate linkages to and coordination of care with outpatient services.

A— 39
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Recommendations forReducing the Number of Pregnancssociated
Deaths from Drug Overdoses and Suicide

For Government and Public Health Agencies

APublic health agencies should fund programs sudkeasily Focused Recovewhich offers integrated
behavioral healthcare for perinatal substance use and mood disorders, to expand the reach and
availability across the state.

ATo improve knowledge of stateased resources, such as the ProvitteProvider Consultation Line, the
Office of Public Health should partner with the Louisiana Hospital Association, the Louisiana State Medica
Society, the Louisiana State Board of Medicedminers, and the Louisiana State Board of Nursing to
increase awareness of this resource.

Astate and national accrediting bodies for providers who care for pregnant and postpartum women should
require continuing education related to the signs and symptoms of perinatal mood and anxiety disorders.
They should also require education on appropriatgipsychotic and antidepressant medications that are
safe for use during pregnancy in lieu of weaning off medications. To ensure future providers are educated
on these recommendations, the American College of Graduate Medical Education and schoolsgf nurs
and allied health professions should require that all students and residents receive training on the care of
mental health conditions and substance use during pregnancy, as well as tiaformaed care
techniques.

AAs part of continuing medical education and annual licensure requirements, the Louisiana State Board of
Medical Examiners should require obstetricians, primary care physicians, emergency department
physicians, and family medicine physicians to undergo alneducation regarding best practices for
prescribing narcotics, the risks of substance use disorder, medications for opioid use disorder as the
evidencebased treatment for substance use disorder, aveérdose preventiorstrategies to share with
patients.

APublic health agencies should ensure pregnant patients have access to transportation for medical
appointments, prioritizing those patients with health conditions that increase their risk for maternal
morbidity and mortality, such as those with substance dssorder.

ATo facilitate placement of pregnant and postpartum patients with substance use disorder and/or mental
health conditions into available inpatient care settings, tizHOffice of Behavioral Health should create a
centralized transfer center.

APregnant women with substance use disorder require collaborative care to address both the pregnancy
and substance use disorder. The Department of Corrections should ensure access to both ésadendce
substance use treatment and mental health care sewjib®th preand postconviction. This access
should be extended to girls in juvenile detention centers. Upon release, correctional facilities should
connect these women to substance use disorder treatment providers through a warm handoff, as well as
provide naloxone and harmeduction education.

CrossCutting Collaboration
APublic health agencies, maternal health advocates, and correctional healthcare providers should

collaborate to ensure access to obstetric healthcare during periods of incarceration for pregnant women.
This may involve implementing strategies such as eistabl telehealth options for pregnant women in
correctional facilities, coordinating with community healthcare providers to ensure seamless transitions of
care upon release from incarceration, and advocating for policy changes to improve access tahealthc
for pregnant women involved in the criminal justice system.
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https://www.voasela.org/services/family-focused-recovery/

Recommendations forReducing the Number of Pregnancssociated
Deaths from Drug Overdoses and Suicide

OverdosdPreventin

For Healthcare Professionals

AWnhen patients have a history of substance use disorder, healthcare providers, including primary care,

obstetric, and emergency department providers, should educate the patient and their support system on
overdose preventiorstrategies.

AFor patients with a history of mental health disorders or-&elfm, suicidal ideation, or documented
suicide attempts, healthcare providers should work collaboratively with the patients and their support
system to create a personalized skHfrm preventia plan that outlines specific coping strategies,
identifies a trusted family member or support person who can assist in a crisis, access to maternal mental
health crisis hotlines such asBB3TLEMAMA, and includes steps to limit or remove access to fimsaor
20KSNJ f SGKFf YSlIya (2 SyadaNB GKS LI GASYyGQa al T8
AWnhen pregnant or postpartum patients describe changes in mood during medical appointments,
healthcare providers should educate them @verdose preventionassist in creating a support plan, and

schedule dollow-up visit to assess their mood rather than leaving the responsibility with the patient to
follow-up with the providers.

S For Healthcare Systems
gagos AHealthcare systems should develop protocols to guide healthcare providers in conpsititgatry

services for higliisk patients, including those with a history of mental iliness and substance use, to ensure
a comprehensive evaluation of their mental health status.

AHealthcare systems should improve access to mental health resources by hosting support groups where

family members and caregivers can share their experiences, seek advice, and find emotional support fron
others in similar situations.

AHealthcare systems should provide a substance use navigator to ensure a warm handoff, closed loop

referral for mental health care and treatment of substance use disorder, and foifpwhen a patient
does not receive recommended care.
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Recommendations forReducing the Number of Pregnancissociated
Deaths from Drug Overdoses and Suicide

OO ForGovernment and Public Health Agencies

APublic health agencies shoutdnductpublic messaging campaigns to educate the public on recognizing
the signs of relapse in substance use and provide guidance on how to intervene when relapse is identifiec
in friends or family members. These campaigns shimdidide information on crisis hotlines and available
resources specific to addiction and substance use disorder, bystander awareness, signs of drug,overdose
and appropriate intervention when overdose occurs.

AThe 2 dzA &AL VI . dzNBl dz 2F ClLYAf& | SIftdKQ& [2dZAaAl ylI
(CAREShouldconducta public messaging campaign to create awareness about the availabéidyefse
childhood experienceandtraumainformedcare training to community membersrganizations,
educators and healthcare providers to raise awareness about the impact of generational abuse, violence,
and substance use, and the importance of breaking these cycles.

Astate public health agencies shouf@intaina searchable database for resources for pregnant women
with substance use disordemental health conditions, and social determinants of health needs.

AMore licensed behavioral health providers certifiegerinatal mood and anxiety disordease needed to
treat these disorders. Public health agencies should develop programs to incentivize and recruit perinatal
behavioral/mental health providers, including subsidizing the cost for certification for providers who agree
to practice in underservedreas.

For Cros<Cutting Collaboration
ATo support postpartum mothers and prevent suicide, public health agengiesllaboration with

communitybased organizations, should create public messaging campaigns on normalizing mental health
conditions to decrease stigma and bias, educate on specific perinatal mental health conditidns

increase awareness of resources saskhe 988 Suicide and Crisis Lifelinsouisiana 211, and the

National Maternal Mental Health Hotline-833- TLGMAMA).

AEducation, criminal justicand public health officials should collaborate with community organizations to
adequately fund and support the implementation of evidefimased best practices that reduce the
initiation of substance use among adolescents.

Aln collaboration with communitypased organizationgublic health agencies should increase the
identification of and provision of resources for children experiencing adverse childhood events that are
known to contribute to adverse health events later in life, such as substancd beeesourcesffered
throughWhole Health Louisiar@re one example of this.
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https://partnersforfamilyhealth.org/aces/
https://partnersforfamilyhealth.org/aces/
https://wholehealthlouisiana.org/

Improving Screening For and Addressing Social Determinants of Healt

Priority Area for Prevention:

offe Improve screening for and address social determinants of health (SDoH), includingnunity and
social weltbeing, and design solutions that remove barriers to accessing care, especially in the fourth
trimester.

Background

Social determinants of health are defined by thé& Department of Health and Human Servited da G KS O2 y RA
the environments where people are born, live, learn, work, play, worship, and age that affect a wide range of health,
functioning, and qualitoff A FS 2 dzii O 2 ¥Egnty pestéht oNdlinicdl dutcames are influenced by social
factors3® and even when provider recommendations are consistent with eviddrased guidelines, social determinants

of health can make it difficult for some patients to follow through with recommended care. To ensure social barriers to
care are addressed, healtheaproviders should screen for social determinants of health as part of routine care as
recommended by several professional health organizations such as the American Academy of Family Phttsicians,
American College of Obstetrics and GynecofSgyid the American Academy of Pediatricidhm order for screening to

be meaningful, identification of social and community barriers to health must lead to referrals to appropriate services.
However, a lack of familiarity with resources remains a significant barrier to screening. While manyrpronagideel
GKSe t1 01 GKS G22ta G2 IRRNXaa az20Alt FIrOG2N&B GKFG YI
and healthcare systems can be the gatgwa accessing social support.

The postpartum period is a time of vulnerability for women with an increased risk of maternal morbidity and mortality.
In review of pregnanegssociated deaths in Louisiana from 22322, the majority of deaths (77.5%) occurred after
delivery up to oneyear postpartumg highlighting the need to continue care beyond delivery. Traditionally, postpartum
mothers receive one visit after delivery. However, depending on risk factors, some mothers may need multiple visits
during the initial sixveeks following deéVery, or visits beyond the sixeeks. The fourth trimester, the time period of-12
weeks following the end of pregnancy, is a time for healthcare providers to address medical issues that developed
during pregnancy, address family planning, and transitiomen from obstetric care to welWwoman care’® The

American College of Obstetricians and Gynecologists recommends that the initial postpartum visit occur within the first
three weeks after delivery. This assessment can be accomplished via multiple types of care modgdsrsoninisit,
telehealth vsit, or postpartum home visit, which has been shown to improve maternal outcgraspecially in the
postpartum period

35 (U.S. Department of Health and Human Services, Office of Disease Prevention and Health Promotion, n.d.)

36 (Greer, Garza, Sample, & Bhattacharyya, 2023)

7 (Magoon, 2022)

38 (Addressing Social and Structural Determinants of Health in the Delivery of Reproductive Health Care: ACOG Committee
Statement No. 11, 2024)

39 (Coker, Gottschlich, Burr, & LipkQ24)

40 (ACOG Committee Opinion No. 736: Optimizing Postpartum Care, 2018)

41 (Dodge K. A, et al., 2022)
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https://odphp.health.gov/healthypeople/priority-areas/social-determinants-health

Improving Screening For and Addressing Social Determinants of Healt

While increased surveillance and care in the fourth trimester is recommended by the American College of Obstetrician:
and Gynecologists, legislative and insurance reform is needed to ensure these services are reimbursed. According to t
World Health Organization Conceptual Framework for Action on the Social Determinants of Bieeithdeterminants

of health are largely shaped by governance and public p&ligltich means policymakers, public health agencies, and
insurance payors have a large role to play in addressing social determinants of health and improving access to care
during this critical time. To improve maternal health outcomes, policymakers angimipayors, and public health
agencies must work to address key social barriers to care, including limited childcare options, unreliable transportation,
and the lack of guaranteed paid maternal leave. Lack of childcare support not only serves ag éobactessing care,

but can also impact maternal and infant wellbeing. For mothers with a lack of access to childcare, there is an increasec
loss of sleep, increasing the risk of postpartum depres&iviet 50% of Americans live in a childcare desert, a

geographic area with a shortage of licensed child care practitioners compared to the number of young children needing
care*In Louisiana, 42% of residents live in a childcare dgsilt the rates being higher than the national average in

rural areas (52%F.Unreliable or inconsistent transportation can be a significant barrier for pregnant and postpartum
women, often resulting in missed or delayed appointments, which can lead to poor maternal health outcomes. Both the
availability and length of maternity €8S Ay Tt dzSy OS | g2YlIyQa loAtAdGe G2 Fad
postpartum period. Longer periods of maternity leave can reduce barriers to accessirt§lmarégr many mothers, the

lack of guaranteed paid family leave in the U.S. is a barrier to attending postpartuntvisits.

The U.S. is the only highcome country that does not guarantee at least one home visit in the postpartum pEraod,
although home visiting is not universal in the U.S., there are several home visiting programs in Louisi@fice bf
PublicHealth, Maternal, Infant, and EarlZhildhood Home Visitingrogramallows eligible mothers to receive home

visits by a nurse through thdurse Family Partnershgnd the Parents as Teacharmdels during pregnancy and the
postpartum period Family Connects Internationainly offered in Orleans Parish is an evidebhased universal home
visiting model that provides one to three home visits with a registered nurse to parents of newborns up to 12 weeks old
at no cost to the family. Since providing support to families tigfto&amily Connects International, there has been an
increase in sixveek postpartum visit attendance, an increase in connection to community resources, a decrease in the
rate of postpartum depression and anxiety, and a lower rate of child protective servigestigation4’ Home visiting
programs are especially important for patients at risk for severe maternal morbidity and mortality, patients who have
conditions that need frequent monitoring, patients who live in maternity care deserts, and patients who may have
barriers b accessing care. While these home visiting programs are beneficial, their reach is limited. Another model of
care is bringing care and support to women in underserved communities through mobile units, such/asdhef

Dimes Mom & Baby Mobile Health Cent®hrough their mobile health centers in funded communities, March of Dimes
provides preconception, pregnancy, postpartum, and newborn care to families within their servic® Graeently,

mobile units are available in Columbus, New YBHgenix, Tucson, and Washington, DC

42 (Solar & Irwin, 2010)

43 (Armstrong, et al., 2022)

4 (Mallik, et al., 2018)

45 (Do you live in a child care desert?, n.d.)

46 (KeefeOates, Janiak, Gottlieb, & Chen, 2024)

47 (International Labour Organization. Conditions of Work and Employment Programme., 2012)
48 (Tikkanen, Gunja, FitzGerald, & Zephyrin, 2020)

49 (Dodge K. A., Goodman, Bai, O'Donnell, & Murphy, 2019)

50 (Mobile Health Centers, 2025)
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https://www.marchofdimes.org/our-work/mobile-health-centers
https://www.marchofdimes.org/our-work/mobile-health-centers

Recommendations forimproving Screening For and Addressing Social
Determinants of Healh

For Healthcare Professionals

AMany patients that access the emergency department for-asorergent issues do so because of barriers
to accessing outpatient care. When patients receive treatment in the emergency department for multiple
non-emergency visits, healthcare providers should screen patients to determine if there are social barriers
to accessing care and refer to home visitinggyeons, if appropriate.

AHealthcare providers should screen for social determinants of health using a validated screening tool at
the initial prenatal visit and at least once in the second and third trimester. When patients screen positive,
especially for economic distress and Bmg instability, providers should make referrals to social workers
or case managers to connect patients with social support through warm handoffs.

ABecause social determinants of health can be a barrier to accessing care, when patients frequently miss
appointments, including postpartum visits, healthcare providers should not dismiss them from care, but
instead should consult social wetisfor assistance in identifying barriers to accessing care and
connecting patients to appropriate resources.

AFor patients who experience grief or a pregnancy loss, healthcare providers should refer to mental health
services and grief counseling through a warm handoff.

sooco|  For Healthcare Systems

AHealthcare systems should develop and incorporate support discharge plans, including pathways to
ensure referral to primary care providers through a warm handoff before discharge from the hospital.
These care pathway plans should begin with screeningdoial determinants of healtto identify and
address barriers to cathat might prevent patients from attending appointments, sucHaak of
transportation and childcare

AHealthcare systems should develop a streamlined,-frsemdly referral process within electronic health
record (EHR) systems to facilitate quick and efficient referrals to primary care providers. This process
should also ensure that referral status andlda-ups are tracked and communicated to all relevant
healthcare providers.

For Government and Public Health Agencies
APublic health agencies shouttentify, and test models of care that docate social workers in obstetric
offices to assist in screening and connecting to resourcesofcial determinants of health

APublic health agencies should collaborate witisinesses that offer grocery delivaoyoffer these
services fofree orat adiscountedrate for pregnant and postpartum women who have food insecurity or
do not have access to transportation.

AThe Department of Children and Family Services should collaborate with pregnant and postpartum
mothers with open cases to support them in maintaining access to their baby/children by providing
tailored assistance with housing, employment, and other esaérgsources, thereby fostering a stable
environment that promotes the welbeing of both mother and child.
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Recommendations forimproving Screening For and Addressing Social
Determinants of Healh

4 For Policy Makers
§\ AFederal, state, and local governments should develop a range of policies that saffpadtible childcare
— options.
AThe federal government should raise the minimum wagprtamote economic stabilityand create
programs to allow for paid family medical leave.
AFederal policy makers should ensure insurance coverage for home visiting in the postpartum period.

For Insurance Payors
A= Alnsurance pagrsshould provide patient navigators to ensure patients have the resources they need
during pregnancy and the postpartum period, such as childcare and transportation. Those patient
navigators should also ensure closed loop referrals to agencies that cadeppatients with the
resources they need.

CrossCutting Collaboration

¥ AHealthcare systems should work with commusitysed organizations to establish housing for families
whose infants require neonatal intensive care in a city outside of their home community, leaving them
temporarily displaced.

ATo address positive screens &mcial determinants of healtthealthcare systems, in collaboration with
communitybased organizations, should develop resource maps that identify local resources and can easil
be used by all providers, including nursing and case management, to connect patients to care for social
needs, substance use, and mental health issues.

CrossCutting Collaboration
AFederal andtate public health agencies, in partnership with commubiaged organizations, should

r “1 increase funding to provide social suppeetrviceslike establishing housing assistance to ensure housing
= stability, giving priority to pregnant and postpartum familiEsr pregnant and recently postpartum
women livingin homeless shelters, homeless shelter leadership should partner with healthcare systems to
create a system of care to facilitate those patients receiving medical and mental health services through a
warm handoff.

APublic health agencies, communitgsed organizationgnd state education leaders should partner to
address social factors that impact high school graduation including factors related to the individual
student, family, school, and community and work to improve gestondary education and training that
leadsto gainful employment to improve socioeconomic factors.

ADuring times of displacement, such as a hurricane evacuation, large health systems should coordinate wit
public health agencies to identify and provide obstetric care services, including perinatal mental health
services, to displaced pregnant and postpantwomen.

ATo ensure continuity of care, healthcare systems should partner with local, state, and federal government,
public health agencies, and communiigsed organizations to ensure all patients are scheduled for a
home visit in the postpartum period. These apgaients should be scheduled prior to discharge from the
hospital.

ooo
ooo
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Recommendations forimproving Screening For and Addressing Social
Determinants of Healh

5 CrossCutting Collaboration
Egggﬁ ATo improve attendance at postpartum visits, especially for patients with multiple comorbidities who are at
hightrisk for severe maternal morbidity and mortality, healthcare providers and healthcare systems should
employ various methods for achieving thsitjiincluding telehealth, home visiting, or community health
workers to ensure followp as soon as oreeek after discharge from the birthing facility.

E 000
.@l CrossCutting Collaboration

APolicy makers and public health agencies in Louisiana should invest in mobile health services, like the on:
offered by the March of Dimes in other states, to improve access to care in maternity care deserts. Those
mobile units should partner with local canunity organizations to increase trust among the community.
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Decreasing Interpersonal and Communitj.evel Violenceand
Improving Vehicular Safety

Priority Area for Prevention:

@ Implement strategies and programs to reduce harm by decreasing interpersonal and community
level violence andmproving vehicular safetyHomicide and motor vehicle collisions (MVCs) were
significant causes of pregnan@ssociated deaths in Louisiana from 202022.

Background
Interpersonal and Communityevel Violence

In review ofpreghancyassociated deathsom 20202022 28 of the 222 deaths were due to homicide. In 2020 and

2021, Louisiana ranked second in the homicide death rate (19.9 per 100,000 total population in 2020; 21.3 per 100,00C(
total population in 2021 andranked third in the homicide rate in 2022 (19.8 per 100,660hough slightly lower than

the general population, the homicide death rate among pregnant and postpartum women was still high (17.5 per
100,000 live births in 2020; 17.4 per 100,000 live births in 2021; and 14.2 per 100,000 live births iS28&d)es

designed to reduce violent crimes, including homicide, should include targeted initiatives that address the unique need:
of the pregrant and postpartum population.

Of the pregnancyassociated homicide victims, 26 (93%) were killed with firearms. Additionally, amofigetkeicides

in 20202022,three involved firearms. Currently, 21 states, including Florida and Virginia, have adofiteche risk

laws2 Nédélagll s a¢ (2 Syadz2NB GK2asS ¢gK2 FFNB G NRal G2 GKSya!
firearms .32 Four states have shown that implementation of these lawsrbduced firearm related suicide® In addition

to restricting access for those who are most at risk for harm with use of firearms, improved firearm safety measures cal
reduce homicide$? Communitylevel interventions are also needed to address violence. Specific communities were
disproportionately impacted by pregnanegsociated homicide in 202022, with 89% of victims being Black women.

In many of these cases, theomenwere victims of random acts of violence in which they wiareocent bystanders.
Implementing evidencéased protocols and programs to reduce commuitetyel violence could decrease homiesdin

the maternal population.

Homicide from intimate partner violence (IPV) is also a contributor to pregrasegyciated deaths. In Louisiana from
20202022, 13 (46%) of all pregnanagsociated homicide victims were victims of violence at the hands of a partner or
expartner. Accordf 3 (G2 GKS ! YSNAOIY ! OFRSY® 2F bdzZNEAYy3IQa wSazft
American Women, multiple overlapping factors increase the risk of intimate partner violence and other forms of
violence for Blackwvomen®® These include economic hardship, housing instability, and limited access to culturally
appropriate services. Additional barriers such as reduced trust in law enforcement, healthcare, and social service
systems often influenced by historical and persoredperienceg can delay or prevenvomen fromseekinghelp.

Social and cultural challenges, including stigma and feaataliation, may also discourage disclosure.

51 (National Center for Health Statistics, 2025)

52 (Which states have Extreme Risk laws?, 2025)
53 (Swanson, et al., 2024)

54 (Brunson, Wade, & Hitchens, 2022)

% (FinfgeldConnett, 2015)
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Decreasing Interpersonal and Communitj.evel Violence and
Improving Vehicular Safety

Vehicular Safety

In 2021, the rate of fatahotor vehicle crasheis the U.S. was 12.9 deaths per 100,p@0ple in thetotal population.

The rate in Louisiana was 21 deaths per 100,000, and the rate among pregnant and postpartum women was 17.4 per
100,000 live births. According to the National Highway Traffic Safety Administration, wearing a seatbelt can reduce the
risk offatal injury in a car accident by €8%°>° However, the observed seat belt use in Louisiana in 202lownigs

85.7%. As with homiciderevention efforts strategiesaimed at preventingnotor vehicle crasheand reducing injury
severityshould ensure pregnant women are considered, espediattgucation regarding seatbelt use.

In review of 202022 pregnancyssociated deaths in Louisiana, several (25%) fa&dr vehicle crasheinvolved the
decedent as a pedestriam the U.S.a pedestrian was killed every 70 minutas average in 202%.Poor lighting in

residential areas may require drivers to use brighter lights, which can be blinding to pedestrians. Improving headlights
on vehicles can improve the visibility of pedestrians and bicyclists at mg2®22, theU.S. Department of

CNF YALRNIFGAZ2YQa bl A2y lf | ATKgL& ¢NIXFFAO {IFSihde ! RYJ
adaptive driving beam headlights on new vehicéfes

Risk behaviors, such as driving under the influence of drugs and/or alcohol, speeding, and distracted driving, contribute
to fatal motor vehicle crashednthe U.S. in 2022here was an average of one alcofopaired fatality every 39

minutes® In addition to alcohol, other substances also contributed to pregnasspciated deaths due tootor

vehicle crashesEnhancing vehicles with advanced safety features could further reduce the number cfdatads. In

2023, 3,275 peoplevere killed due to distracted drivifg Distracted driving can lead to lane departures and according

to the Federal Highway Administration, about half of all fatator vehicle crashesesult from roadway departures.

56 (National Center for Statistics and Analysis, 2021, December)
57 (National Center for Statistics and Analysis, 2024, July)

58 (National Highway Traffic Safety Administration, 2022)

59 (National Center for Statistics and Analysis, 2024)

80 (Distracted Driving, n.d.)
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Recommendations forDecreasing Interpersonal and Community_evel
Violence and Improving Vehicular Safety

Y

For Healthcare Professionals
Interpersonal andCommunity-Level Violence
AHealthcare providers should screen fotimate partner violencet the first prenatal visit, during each
trimester, and in the postpartum period using a validated screening tool. When screening for safety,

screening should include inquirintPo you feel safe in your neighborhood?" and referring individuals who
screen positive to social services. To create accountability, local and federal public health agencies shouls

create a quality measure associated wittimate partner violencescreening.

Vehicular Safety
AAccording to theéNational Highway Traffic Safety Administratiovearing a seatbelt can reduce the risk of
fatal injury in a car accident by #0%°%! As part of routine prenatal care, healthcare providers should

educate on the importance of wearing a seatbelt and how to properly wear a seatbelt during pregnancy to

reduce the risk of death during a motor vehicle collision.

For Government and Public Health Agencies
Interpersonal andCommunity-Level Violence
APublic health analysts should conduct analyses using geocoding to develop targeted interventions,
outreach programs, and launching of community health workers to prevent violargpecific areas
APublic health officials should create public messaging campaignsassimgunicatiorbest practices to
address firearm safety, safe storage, and discouraging the use of firearms by underage individuals.

Vehicular Safety
AUsingplain languagepersoncentered andculturally appropriate messaging strategies, public health

agencies, in partnership with the Louisiana Department of Transportation and Development, should
continue to develop targeted messaging campaigns utilizing various platforms to educate the public
about:

A The different forms of distracted driving, mitigation techniques, and consequences

A Substance use as a cause of impaired driving

A Safe transportation practices and the risks of driving while impaired, with focus on the risks from

any substance that could cause impaired driving, including, but not limited to, alcohol, drugs, and

prescribed medications

A The dangers of driving during wet conditions and the need to decrease speed

A Safety guidelines for drivers and passengers when pulled over on the side of the road

A Consequences of unsafe driving, including insurance and other legal consequences, similar to
drinking and driving messaging

A The importance of using vehicle safety features, including turn signals and seat belts

A The importance of wearing a seat belt at all times, including during pregnancy

A Pedestrian safety, such as the need to wear light colored clothing when walking on streets and road:

and the dangers of wearing dark clothing, especially at night

61 (Seat Belts, n.d.)
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Recommendations forDecreasing Interpersonal and Communiti.evel
Violence and Improving Vehicular Safety

AThe Louisiana Department of Transportation and Development should implement safety measures to
reduce the number of motor vehicle collision fatalities, including:
A stalling transverse and centerline rumble strips to alert drivers of upcoming stops and prevent
roadway departures
A Qreating marked walking paths for pedestrians and cyclists and ensure proper lighting in residential
areas and on rural roads
A Adding tire inspection to brake tag inspection

ADuring license renewal, the Office of Motor Vehicles should require completion of education that
addresses defensive driving training, safe driving around bicyclists and pedestrians, and the consequence
of distracted driving.

4 For Policy Makers
g@\ Interpersonal andCommunity-Level Violence
- ADue to racial residential segregation, minorigighborhoods are likely to be exposed to violence and
higher rates of crimé& Policymakers should review lending practices that prevent integration of
neighborhoods and fair distribution of resources.

APolicymakers should require completion of a firearm safety training for any individual purchasing a
firearm. Training should include education around gun safety, responsible gun ownarsthipsks of
sharing guns with individuals with a history of violent behavior.

At 2t AO@YIF{1SNR adaK2dz R I R2LJI YR LINRPGSOG GNBR Ff I 3
persons who present as a danger to themselves or others, including people with a documented history of
domestic abuse. Policymakers should also create legislation to limit the legal purchase of firearms for
those with a history of psychiatric illnesses.

APolicymakers should ensure gun manufacturers implement advanced safety features in every firearm,
including a location tracker and a mechanism that disables the weapon if it is reported stolen.

Vehicular Safety

APolicymakers should implement stricter restrictions on driving privileges for individuals involved in
multiple motor vehicle accidents where the lives of others are compromised, especially when substance
use is suspected or confirmed to have contributedhe accidents.

ATo enhance vehicle safety, federal regulation should require that all new model vehicles be equipped with

A Mandatory vehicular safety checks, including breathalyzers and seat belt checks, before a vehicle
can be started

A Adaptive driving beam headlights

A Carbon monoxide detectors

;ﬁ For Insurance Payors

A=7 vVehicular Safety:

AAII motor vehicle insurance providers should provide-mpdiscount programs for devices within the car
that monitor safety risksincluding speeding, braking, acceleration, and phone distraction.

62 (Piatkowska, Santana, & Messner, 2024)
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Recommendations forDecreasing Interpersonal and Communiti.evel
Violence and Improving Vehicular Safety

For Cros<Cutting Collaboration

% Aln an effort to decreasboth intimate partner violence and community violence, federal and local public
health agencies, private and public school systems, and commpasiyd organizations should partner to
provide evidencéhased education about healthy relationships;@gcalation €chniques, crisis
intervention, signs oihtimate partner violenceand firearm safety. This education should include the
increased risk ohtimate partner violencdor pregnant women and creation of public messaging
documens that can be placed in bathrooms and other public locations educating on the signs and
resources fointimate partner violence

APublic health agencies should partner with domestic violence advocates, such as Family Justice Centers

and Coalitions Against Family Violence, to provide pregnant women with information and support to
navigate the legal system and obtain the necessarygatains and resources to ensure their safety and
that of their children.
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Ensuring PatientCentered Care

Priority Area for Prevention:
@ Implement strategies to ensure patienrtentered care for all women who are pregnant and/or giving
R/

birth.

Background

PatientOSY 4§ SNBER OF'NB A& KSIfGKOFINBE GKI G OSyd ShehlthcarK S LI G A
decisions. Patiententered care requires respect for the patient's values, coordination and integration of care,
information and education, physical comfort, emotional support, involvement of family and friends, continuity and
transition of cae, and access to caféln the patientcentered care model, care providers meet patients where they are,
and patients are allowed to guide their healthcare, which creates accountability. The lack of jatiberted care leads

to poorer health outcomes, lack of adherence to gared disparities in outcomes.

As acknowledged by W.E.B. DuBois in 1906, race is a social construct and not a biological ebyetiticmhave

significant racial disparities in maternal mortality in Louisiana. From 2020 to 2022, Black women accounted for 36% of
the births in Louisiana, but 58% of the pregnaasgociated deaths. This disparity exists regardless of pregnancy
relatedness. Of the 51 pregnanaglated deaths, 36 (71%) were among Black women. Black women died at almost twice
(1.7 times) the rate of white women. To improve these disparities, we must addresystemidarriers to careand
inequitiesin quality of carghat areimpacting outcomes for Black mothers. The impadystemic barrierss
particularlyevident inthe Black populatiotin Louisiana. According to thidaternal Vulnerability Indexwomen in

Louisiana are more vulnerable to adverse maternal health outcomes compared to the average of women in the United
States®® This idargelydriven by socioeconomic factoiiscluding access teducation, poverty, social support, and food
insecurity. We must dismantle systems that impact social determinants of health by creating public policies that lead to
the distribuion of resources based on need.

Inequities in the quality of care delivered at both the provider and healthcare syistegtsalso contribute to the
disparities we seeDuring the review of 2020022 deaths, the Louisiana Pregna#ssociated Mortality Review
Committee found that discrimination contributed to four of the pregnaielated deaths and three of the pregnancy
associated, but not related, deaths, and likely contributed to two of the pregnesiayed deaths and one of the
pregnancyassociated, bunot related, deaths. Of note, though discrimination was found to contribute or possibly
contribute to the death in the cases described above, there were many more cases where there was evidence of
discrimination, though it may ndtave contributed to the dath.

Confirmation bias can lead to misdiagnosis, especially in medical condititnsimilar presentations. Confirmation

bias occurs when we give greater weight to findings that confirm our bias, rather than considering all factors. For
example, patients in respiratory distress often exhibit signs of anxiety and restlessness due ta.lypwaver, if a
LIN2E A RSNNR& o0AlFaSR 0StAST Aa GKIG AYRAQGARdAzZta 2F | OSI
from recognizing the cause of the kmhor.

63 (O'Neill, 2022)
64 (GillispieBell, The Contrast of Color: Why the Black Community Continues to Suffer Health Disparities, 2021)
85 (Maternal vulnerability in the USA shameful problem for one of the world's wealthiest countries, n.d.)
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Ensuring PatientCentered Care

' YRSNEGFYRAY3I Ot AyAOFt 3FdzZARIFYyOS OFy Ffaz2 AYLI Ol T YA
Among pregnancgssociated deaths from 202022, lack of knowledge among patients and families was a contributing
factor for pregnancyassociated deaths. Providing culturally appropriate education, in plain language can be key to
Syadz2NAy3 LI GASyiaQ IyR FFYATtASAUY dzyRSNEGFYRAY3a 2F Of |
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Recommendations forEnsuring PatientCentered Care

For Healthcare Professionals
ng AHealthcare professionals at every level (provider, factitynmunity, social services, and system) should
receive training to recognize their implicit bias towards individuwatk a known history of substance use
in order to reduce stigma.

AMembers of the healthcare team should use a culturally approprissen languagefamily-centered
approach during discharge planning to ensure family members are aware of urgent maternal warning
signs that indicate when the patient should seek medical care and the risks ffloating provider
recommendations, including medication therapy. To ensure a full understanding of the disease process
and treatment recommendations, providers should use ‘theach Back" methaff

AFor patients who have difficulty following their treatment plan, healthcare providers should determine
why and address any barriers to care. In hospital settings -feitied providers, such akaplains, should
be involved in the care of patients who express the desire for religious considerations in care or who cite ¢
religious concern as a reason fatrollowingrecommendations.

AMedical mistrust has created fear and anxiety around interacting with the healthcare system for many
patients. Healthcare providers should use a patieemtered care approach that prioritizes the patient's
concerns and experiences, including active listgrand shared decisiemaking. When anxiety or fear is
suspected, healthcare providers should consult social workers and/or mental health services to address
the emotional stress related to the healthcare system and/or their heaitidiion.

- For Healthcare Systems

el AHealthcare systems should identify opportunities and increase efforsitivess bias in the presence of
intersectional identities and experiences to ensure appropriate response to decrease the rate of
confirmation bias.

AEmergencynedicalservice (EMS) agencies and training coordinators should train personnel on best
practices for interacting with patients and families in home settings, ensuring a compassionate and
professional approacHrainingshouldbe completed during the initial onboarding process and regularly
updated through ongoing professional development.

For Government and Public Health Agencies
Astate licensing boards should require that healthcare providers be trained in compassionate care that is
patient-centered and traumanformed. Training should emphasize the importance of treating each
patient as arindividual with unique needs and circumstances, as well as the historic mistreatment of
racial and ethnic minority communities and those with substance use and mental health conditions

§ For Policy Makers
=[>  ACity policy makers should partner with public and private schools, food pariridshealthcare

organizations to provide cooking and nutrition education. Teaching people how to make meals that are
nutritious, accessible for their living conditions and relevant to their cultural background can create lasting
healthy eating habitshat contribute to improved health outcomes

56 (Agency for Healthcare Research and Quality, 2023)

LOUISIANA =, PARTNERS FOR 55
I:::' DEPARTMENT OF HEALTH %ﬁ‘?ﬁ'ﬁiﬂ“”“



https://www.ahrq.gov/patient-safety/reports/engage/interventions/teachback.html

Improving Clinical Quality ofCare

Priority Area for Prevention:
Improve clinical quality of care by increasing provider knowledge on the leading conditions
Ry Impactingmaternal morbidity and mortality.

Background

While they are not the only piece in the puzzle, healthcare providers play a large role in reducing maternal mortality,
especially in pregnanaglated deathsAmong pregnancyelated deaths, eightgight percent of all pregnaneaglated
deaths were deemed to be preventabkt the provider levelfailure to screen or inadequate assessment of risk was the
leading contributing factarTheleading causes gqfreghancyrelated deaths between 2020 and 202&ere COVIELY9,
cardiovascular conditions, cardiomyopathigfection, thrombotic embolism, and drug overdo8ased on the review of
these deaths, among other contributing factotise implementation of evidencéased practicesould improve these
outcomes.

Theimpact of COVIR9 was devastating, and preghant women did not avoid that devastation. Pregnant women who
contracted COVH29 were more likely to experience a severe maternal morbidity or mortality than their pregnant
counterparts who did not contract thiiness®’ Between 2020 and 2022, there were 51 pregnaredated deaths in
Louisiana, 12 of which were attributed to COMMD In 2021, 10 pregnancglated deaths were attributed to COVID,
making it the leading cause of pregnasrejated deathdor that yearand responsible fortte increase in the pregnancy
related mortality ratio in 2021. In reviewing the maternal deaths related to CQVY]Ehe Louisiana Pregnancy
Associated Mortality Review Committee identified several opportunities to improve the rates of C@¥ibong the
pregnant populationas well as for improving outcomes for those who contract CQ9lDpportunities included
providing pregnantvomen withtreatment protocols according to evidendmsed guidelinesuch as being placed

prone positioned during hospitalizatiand having recommended treatments prescribed to th&m

Cardiomyopathy and cardiovascular conditions have been one of the leading causes of preglaeadydeaths in
Louisiana for the last six yed0172022). In general, the prevalence of cardiac diséaggegnancy has increased in

the U.S Stratifying risk to improve godalirected therapy can improve outcomésThis includes recognizing the signs
and symptoms of cardiac disease such as syncope, shortness of breath, and fatigue. While these are all common
symptoms of pregnancy, they may also be an urgent warning sign for an acute cardiovascular conditione§oare pr
women, such as those with pigestational and gestational hypertension have an increased risk of cardiovascular
disease, coronary heart disease, and cardiomyop&ts recommended by the American Heart Association, healthcare
providers should be aware of the risk of cardiovascular disease for patients with hypertensive disorders of pregnancy
and refer to a cardiologist within 2&eeks after delivery?

67 (Matuso et al., 2023)

88 (Tolcher, et al., 2020)

89 (Sharma, Khan, Das, Jethani, & Panda, 2022)

0(The European Society Gardiology (ESC) Task Force on the Management of Cardiovascular Diseases During Pregnancy, 2011)
(Lo, et al., 2020)

2 (Lewey, et al., 2024)
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Improving Clinical Quality ofCare

In addition to cardiomyopathy and cardiovascular conditions, other medical conditions increase the risk for maternal
mortality. During the review of pregnanceglated deaths in 202@022, venous thrombotic embolism (VTE) was also a
leading cause of deatlccording to the American College of Obstetricians and Gynecologists, the risk of venous
thrombotic embolism in pregnant and postpartum women is four to five times higher than that epregmant
women.!3With an appropriate assessment of risk and initiation of preventative measures to reduce thebiskaf

clots when indicated, pregnaneglated deaths from venous thrombotic embolism can be prevented. Although there is
no agreedupon tool for assessingenous thrombotic embolism risk in the pregnant population, healthcare providers
should be aware of the factors that increase the risk of developmewf&luring pregnancy. When patients are
identified as being highisk, providers should enselappropriate prophylaxis.

Leveraging professional societies, such as the American College of Obstetricians and Gynecologists and the American
Heart Association, would improve provider knowledge of screening and implementation of evidased best

practices. Additionally, healthoa systems, in collaboration with the Louisiana Perinatal Quality Collaborative (LaPQC),
should ensure implementation of those best practices, especially for thoserilgmaternal conditions that increase

the risk for mortality.

Although many individuals access care throughdaimergencydepartment during the postpartum periogémergency
departmentand urgent care facilities do not always have a system in place to identify patients who were recently
pregnant. Emergency department providers amergencymedicalservice providers should create systems to identify
pregnant and recently postpartum patients. Additionally, emergency care providers may not be aware of the urgent
nature of some medical conditions when occurring in thetpagum period. This has led to thelisiana Perinatal

vdzl £ Ale& / 20bdtelricRedtingsd iPBr@rgency Department (ORED) initiBltigeisan effort to implement
readiness, recognition and prevention, and response for obstetric clinical conditions seen in emergency departments,
such as obstetric hypertension, obstetric sepsis, and care for pregnant and postpaottenwith substance use

disorder. The increasing prevalence of maternal comorbidifibighlights the increasing need for higher levels of
maternal care and needs for coordinated care.

A%

73(ACOG Practice Bulletin No. 196: Thromboembolism in Pregnancy, 2018)
4 (Wetcher, Kirshenbaum, & Alvarez, 2023)
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Recommendations forimproving Clinical Quality ofCare

For Healthcare Professionals

AFor patients at high risk of maternal morbidity and mortality, especially those with muttigieorbidities
and chronic diseases, obstetric providers should educate them on the importance of continuing care with
their primary care and specialty providers throughout pregnancy and during the postpartum period.

AHealthcare providers should collaborate with expectant mothers to identify and connect with potential
support persons, such as family members, friends, or patient advocates. These individuals should be
engaged and prepared to assist in care plans for ittlat are higkrisk for poor outcomes.

ADuring prenatal care, healthcare providers should have comprehensive discussions about contraception
options and future pregnancy planning, including an assessment of risks associated with future
pregnancies, to ensure access to contraception after deliver

AFor postpartum patients presenting to tlnergency departmentemergency care providers should
consider the urgent maternal warning signs and possible diagnoses that increase the risk for maternal
morbidity and mortality. To increase visibility and awarenessergency departmerstshould post the
warning signs in patient care areas.

AhodaGSUNRO KSIfGKOFINE LINPPARSNER aKz2dAZ R FaaSaa |
Patients who are risktratified as high should be cared for &y obstetrician and/or maternal fetal
medicine physician. Additionally, when patients have medical conditions that put them ati$kgiior
severe maternal morbidity or maternal mortality, other nobstetric providers, such as cardiologists
should be coaulted to ensure comprehensive, risk appropriate, coordinated care.

AWhen patients are seen in tremergency departmenwith worseningmedical conditions such as
hyperglycemiaemergency departmenproviders should arrange followp with a primary care physician
prior to discharge from themergency departmenthrough a warm handoff.

AFor patients of reproductive age, optimizing control of medical conditions prior to pregnacitycial for
improving maternal outcomes. As part of preconception care, obstetric healthcare providers should
collaborate with primary care physicians to ensure medical conditions are controlled prior to pregnancy.

AAs part of medical clearance, healthcare providers should ensure medical conditions, such as hypertensiv
urgency, are controlled prior to admission to behavioral health facilities.

AAs dental issues can contribute to poor maternal outcomes, dentists and dental practices should triage
pregnantwomento have immediate access for dental care.

AHealthcare providers shoulssethe sixweekpostpartum visit to develop a postpartum care plan that
transitions patients into ongoing welloman care and address any medical conditions that developed or
were exacerbated during pregnancy.
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Recommendations forimproving Clinical Quality ofCare

For HealthcareSystems

lom ol ATo ensure patients are cared for based on their level of risk, facilities, incleiegyency departmerst
and birthing facilities, should ensure assessment of ripkiitormed early and often, and have transfer
agreements in place to facilitate timely transfers of higgk patients to appropriate care.

ATo ensure continuity of care for patients in situations where a primary healthcare provider is unavailable
due to personal circumstances, such as illness or personal emergencies, healthcare systems should
establish a collaborative care process where ottpaailified healthcare providers can step in to deliver
care without compromising quality or patient safety.

AFor patients who present to themergency departmentvith a viable pregnancy, healthcare systems and
urgent care facilities should develop a process to ensure coordination of care bebmengency
departmentproviders and obstetricians to ensure patients receive an obstetric consult and evaluation.
This process could include triggers in the electronic health record Wieea is no documentation of
prenatal care

ABecause the rate of maternal mortality is the highest in the postpartum period, hospitals should arrange
for a "discharge phone call* and/or a telehealth visit the day after discharge to ensure there are no signs
or symptoms of morbidity/mortality

AObstetric patients with hypertensive disorders of pregnancy are at increased risk of severe maternal
morbidity, especially in the postpartum period. To remove barriers to accessing care in the postpartum
period, healthcare systems should invest and partnigh programs that address these barriers, such as
Family Connects Internationahd Connected Maternity Online Monitoring (MOM)

AForsustainableand equitableémprovement in access to appropriate levels of maternal earess the
state, health systems should work collaboratively to incredmgenumber offacilitieswith the capacity to
provide higher levels of care. With a limited number of higleeel facilities in Louisiana, lovwavel
facilities should work with highdevel facilities to implement basic procedures to stabilize patients until
they are ready for transport.

ooo
oo

Hood
oo
[==]=]

000 For Government and Public Health Agencies

@ Almproving access to care requires a sufficient number of providers to meet the needs of the population.
CollaborativePractice Agreements should be evaluated émsureadvanced practice providers and
certified nurse midwiveare ableto practice at their full scope of practice, increasing the availability of
physicians to manage patients at high risk factors for maternal morbidity and mosgafibgs the state

ADuring public health emergencies, the Federal Emergency Management Agency (FEMA) should ensure e:

location within the disaster area, including rural areas, has the neceasarappropriateequipment to
provide care such as refrigerators for vaccines
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Recommendations forimproving Clinical Quality ofCare

E For Policy Makers
_;"\ ABecause patients with multiple emccurring health conditionsften require specialty care from various

providers, the federal government should establish a universal electronic medical record coordination
system to facilitate information sharing across multiple systems to enhance the coordination of care for
complex patients.

AAs obesity is a strong contributing factor in pregnaasgociated deaths, policy makers should create
provisions to allow reimbursement for licensed dietitians or licensed nutritionists to provide nutrition
counseling services in the first trimester oktpregnancy. Nutrition counseling services should be

available regardless of whether there is a diagnosis of gestational diabetes or any other chronic health
condition.

ﬁ For Insurance Payors

ATo assist in coordination of care, insurance payors, including Medicaid, should assign a case coordinator
each pregnanpatient at the beginning of pregnancy. This is especially importanpdtients at highrisk
for maternal morbidity and/or mortality

ATo improve care coordination, insurance payors should provide patient navigators to ensure all
postpartum women, including those with identified medical conditions such astblessobesity, receive
ongoing primary care beyorgixweeks postpartum.

ABecause of the increased risk of hypertensive disorders of pregnancy and the mortality associated,
especially in the postpartum period, insurance gayshould provide all patients with blood pressure cuffs
for selfblood pressure monitoring and education about the signs/symptoms of hypertensive disorders of

pregnancy.
For Cross<Cutting Collaboration
APublic health agencies and commuHitgsed organizations should collaborate to creatéturally

appropriatepublic messaging campaigasailable in multiple languagdéisat educate the communitgn
the importance of preconception health, beginning prenatal care in the first trimeatetattending
routine prenatal visits and postpartum visits. Education efforts should emphasize the importance of
managing chronic diseases like diabetggpertension, and obesity preventidrefore, during, and after
pregnang.

ADuringpublic health emergenciepublic health agencies should partner with commuihiased
organizations to educate patients on the emergency, as well as mitigation opportunities.

ADuringpublic health emergenciegiovernment agencies should work with commu#igsed organizations
to ensure public messagingdslturally appropriateand available in multiple languageseducate the
community on the importance of prevention, including vaccination, for communicable diseases.

ATo combat the spread of misinformation duripgblic health emergenciepublic health agencies should

work with communitybased organizations to provide reliable and credible education resources that are
available on social media.
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State-Level Efforts to Reduce Maternal Mortaly

TheOffice of Public HealttBureau of Family Health
acts as the hub for the Louisiana Department of

I SFfGKQa STFF2NIa (2 LINBISyd YI Monitoring tKSas
efforts are linked to our state surveillance and are Maternal

informed by the Pregnanefssociated Mortality Oulieeis

Review process, as well as nat@bitrends and the work
from the Alliance for Innovation on Maternal Health
(AIM) and theJ.S. Centers for Disease Control and Sl Supporting
Prevention (CDCBelow are selected staievel Support a Clinical and
activities to reduce maternal mortality and morbiglit Strong System Systems
and not inclusive of all ongoing communijtfacility- of Care Change
and systemdevel efforts across the state.

The work within the Bureau of Family Health has
focused on three interconnected areas: Preventing MaternaMortaIity

AEnsuring effective public health systems to monitor maternal outcomes and system improvements
ASupporting change within clinical care and related systems
ADevelopment and implementation of policies that enable or support a strong system of care

Monitoring Maternal Outcomes

AThe Louisiana Pregnandssociated Mortality Reviewk & [ 2 dzZA &AL yIF Q& f SF RAYy 3 &2 dzN.
catalyze policy and change across systeimgrevent maternal deaths and severe ifgeatening complications
For more information, visibartnersforfamilyhealth.org/maternalmortality.

ALouisiana Pregnancy Risk Assessment Monitoring System (PR&MB)ongoing, populatichased surveillance
system designed to describe maternal behaviors and experiences that occur before, dndrgnmediately
following pregnancy. Information collected the Louisiana Pregnancy Risk Assessment Monitoring System
used by health professionals, policy makers and researchers to develop and modify programs and policies
designed to improve the health of mothers and infants. For more information, visit
partnersforfamilyhealth.org/prams

AThe Violence and Injury Prevention Programorks to prevent injuries and violence, which are the leading causes
of death forLouisianansges one to 44 years. The program collects information and data on the top causes of
unintentional and intentional injuries across the state andatbat data to inform and guide program and policy
initiatives intended to address these issues. Priority areas include traffited crashes, sexual and intimate
partner violence, child abuse and neglect, traumatic braimrjnjhomicide, suicide, firearm, fire, drowning, older
adult falls, and infant sleepelated injuries. For more information, vigiartnersforfamilyhealth.org/injury.

AThe Louisiana Domestic Abuse Fatality Review (DA%R)established in 2021 per Louisiana Revised Statute
40:2024.22024.6 with the aim of identifying the causes of domestic abuse fatalities and methods for prevention.
Through a comprehensive and multidisciplinary review of domestic abuse fatality cds®h #te state and local
levels, this review committee works to identify and characterize the scope and nature of domestic abuse fatalities
including those that are pregnan@gsociated, in order to takaction to prevent future fatalities. For more
information, visitpartnersforfamilyhealth.org/dafr.
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State- evel Efforts to Reduce Maternal Mortaty

Supporting Clinical and Systems Change

P LaPQC

Lovisiana Perinatal Quality Collaborative

AThe Louisiana Perinatal Quality Collaborative (LaP@)network of perinatal care providers, public health
professionals, and patient and community advocates who use quality improvement methods to advance patient
centered care, improve outcomes, and change the culture of care in Louisiana so that evigrnexgp@eriences a
safe, patienicentered, and dignified birth. The Louisiana Perinatal Quality Collaborative uses local and national
data to inform the focus of initiatives. Through hiluch collaborative learning and improvement science
coaching, the Luisiana Perinatal Quality Collaborative helps birthing facilities, emergency departments, and
pediatric clinics implement changes centered on four drivers: reliable clinical processes; respectful patient
partnership; effective peer teamwork; and engagedipatal leadership. Currently, the Louisiana Perinatal Quality
Collaborativehasfive initiatives

Asafe Births Initiative (SBIBtartedin 2021, the Safe Births Initiative is focused on strengthening processes to
improve outcomes related to hemorrhage, hypertension, and obstetric sepsis; reducing first tiragskow
cesarean section births; postpartum transition; and substance use disord

AThe Gift Startedin 2006 and joining the Louisiana Perinatal Quality Collaborative in 2018, The Gift is focused
on improving breastfeeding outcomes and infant feeding practices by implementing internationally
recognized best practices.

AcCaregiver Perinatal Depression Screening (CPS&jtedin 2022, the Caregiver Perinatal Depression
Screening is focused on improving caregiver perinatal depression screening in pediatric practices and
connecting caregivers who screen positive to appropriate resources.

ACommunity Birth Initiative Startedin 2024, the Community Birth Initiative is focused on partnering with
community birth providers to improve safety across birth settings through implementation of evidence
based best practices to improve readiness for maternal and newborn emergenciesyerpspital and
community birth collaboration to ensure safe transfer from community birth settings to improve maternal
and newborn outcomes; and improve collaborative care through multidisciplinary drill training and
education.

AObstetric Readiness in Emergency Departme(@RED)Started in 2025, the Obstetric Readiness in
Emergency Departmesitnitiative is focused oimplementingevidencebased standardizedrotocols,
processes and structures that improve perinatal and neonatal outcomes.

For more information, visiapgc.org

LOUISIANA = PARTNERS FOR 62
I:::' DEPARTMENT OF HEALTH Z%‘é”’%tﬂ“”**



https://lapqc.org/

State-Level Efforts to Reduce Maternal Mortaty

2, PPCL

PROVIDER TO PROVIDER CONSULTATION LINE

Pediatric and Perinatal Mental Health Support

Al 2 dzA & A | Y H&RrovideX Bogsult®mMline (PPGs)a statewide mental health consultation and training
system designed to help frontline perinatal and pediatric healthcare providers to recognize and respond to the
mental and behavioral needs of their patients and clients. The Protaderovider Constation Line is staffed by
licensed mental health professionals and psychiatrists who can provide guidance on screening, diagnosing, and
treating mental and behavioral health conditions and, when needed, can assist providers in finding specialized
mental halth and other community resources for their patients. The ProviddProvider Consultation Line is
available at no cost to any Louisiana healthcare provider caring for pregnant and postpartum women and childrer
and youth ages birth to 21 years, includigstetriciargynecologists, family physicians, pediatricians, nurse
practitioners, nurses, doulas, psychiatrists, psychologists, licensed clinical social workers, counselors, and others
The consultation line is staffed Monday through Friday from 8 aom:20 p.m. and can be accessed by calling
(833) 7212881. Healthcare providers can also visit the ProviddProvider Consultation Line website to register
for the program, submit an online consult request, and to get information on the various trathiaigthe
Providerto-Provider Consultation Line offers, including information on the Perinatal Mental Health TeleECHO
Series. For more information, vigith.la.gov/page/ppcl

AThe Trasforming Maternal HealthGrantwas awardedo 15 states, includingduisiana from the Centers for
Medicare and Medicaid Servic68MS)Over the nat 10 years, $17 milliowill be provided to grantees across the
nation. This initiative aims to improve maternal and infant health outcomes, reduce dispaaiti@ésncrease
access to higlguality, coordinated caré?roposed activities fahis grant funding include

AConducting an Environmental Scafhe Louisiana Department of Health will begin with a comprehensive
assessment of the maternal health landscape to identify gaps, understand community needs, and
strategically prioritize resources.

AData Infrastructure Enhancementmprove systems to better meebnstituent€) y &rfsl&ldress care
gaps.

AHome Monitoring Expansiorincrease access to home monitoring for diabetes and hypertension.

Alncreased Mental Health and Substance Use Disorder Supfiogpand risk assessment, screening, referrals,
and followup for perinatal depression, anxiety, substance use disorder, and hesddited social needs.

ASupport for Midwifery and Birth CentersAddress regulatory barriers and foster a supportive environment
through the Community Birth Initiative.

During model years one through thre@MSwill provide technical assistance to ensure that proposed activities
align with the mission and objectives of the Transforming Maternal Health model. These efforts will lay the
foundation for sustainable improvements in maternal health, ultimately enguitiat the women in Louisiana
receive the care and support they need for healthy pregnaremespositive birth experiences.
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State-Level Efforts to Reduce Maternal Mortaty

AThe Maternal Health Innovation Gramwas awarded to the Bureau of Family Health from the Health Resources
and Services Administration (HRSA) to enhance maternal health outcomes in Louisiana, focusing on the systemi
issues leading to much higher maternal mortality rates compared to the redtarerage. The state has seen
significant improvements in recent years, including the establishment of the Louisiana Perinatal Quality
Collaborative (LaPQC) and the Pregnafssociated Mortality Review (PAMR), bull $éice substantial challenges
related to racial disparities, access to quality care, and social determinants of health. Funds from the grant will be
utilized to implement a comprehensive strategic plan aimed at improving maternal health outcomes by:

AEstablishing key personnel, such as the maternal innovations strategy manager and maternal health
evaluation manager, through contracts with universities and health organizations

AEstablishing a statibcused maternal health task force to integrate multidisciplinary stakeholder input,
ensuring representation from marginalized communities, and providing stipends for organizations
contributing lived experiences

ADeveloping a maternal health strategic plan to guide policy recommendations and innovations, which will
outline action steps to address identified gaps

AEnhancing data collection systems to better evaluate maternal health services across the state, ultimately
enhancing timely and insightful reporting

Alnnovating care delivery by developing and piloting survey tools for facilities that align with updated state
standards

ASupporting innovations to access quality maternal care, particularly in rural areas, by enhancing service
delivery within the context of social determinants of health affecting maternal outcomes

This comprehensive approach aims not only to reduce maternal mortality, but also to address the broader
system inequalities affecting maternal health in Louisiana. By implementing these plans, Louisiana seeks to
significantly improve maternal health outc@®s in communities which experience significant disparities.

Supportive Services for Families

ALouisiana Maternal, Infant and Early Childhood Home Visiting (LA MIE@P@ments two evidencdased
home visiting models, Nurse Family Partnership (NFP) and Parents as Teachers ffeévidietooluntarysupport
to pregnant women and families throughout pregnancy and the postpartum pefioglse services pair families
with registered nurses or parent educators who provide personalized education, support and coaching, and
referrals to services to empower families to reach their goEt&e Nurse Family Raership serves families from
LINBAylyOe dzy At GKS OKAfRQa a4SO2yR O0ANIKRI& |yR Aa
pregnancy. Parents as Teachers provides services for up to three years for pregnant women or parenting familie
with children 36 months or younger at the time of enroliment. For both programs, families must live in a parish
where services are offered and be eligible to receive Medicaid, Temporary Assistance for Needy Families (TANF
Social Security Income (SSljp@@emental Nutrition Assistance Program (SNAP), and/or Women, Infants, and
Children Program (WIC) benefiEor more information, visipartnersforfamilyhealth.org/imiechwv.

AReproductive Health Program (RHB)the state's sole grantee of the Title X Family Planning Services Grant (Title
X). Title X is the only federal program dedicated to providing access tgbédty contraceptive services,
supplies and information to anyone who needs or wants them. The Reproductive Health Program administers this
work through a network of statewide service sites, including over 60 parish health units and community health
centers. All services are comprehensive aodficlential, prioritizng patient autonomy, voluntary provision of
services and patienatentered care. For more information, vigslealthyChoicesLA.org
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State-Level Efforts to Reduce Maternal Mortaly

Policies that Enable or Support a Strong System of Care

AAct 122 (2024 Legislative Sessioayjuires all hospitals and birthing centers that provide labor and delivery
services, prior to discharge following birth, provide the mother and her family members information about post
birth warning signs, including symptoms, and available resources.

AAct 77 (2025 Legislative Sessioanoves exceptions for certain hospitals to the requirement of maintaining in
house obstetric anesthesia personnel on a twefayr hour basis.

AAct 437 (2025 Legislative Sessioajuires healthcare providers issuing routine prenatal care to screen for
substance use disorder during the first prenatal visit using a validated verbal screening tool.

AHouse Concurrent Resolution 113 (2024 Legislative Sessiea}es a task force to study the implementation and
impact of the Family Connects model of postpartum newborn nurse home visiting in Louisiana and other states, t
develop policy and funding recommendations to implement the Family Connects modelsitatkisto provide
for the composition and duties of the task force, and to report findings to the Louisiana Legislature.

AAct 190 (2025 Legislative Sessioajjuires health coverage plans delivered or iskfoe delivery in Louisiana
provide benefits for maternity services shall include coverage for voluntary home visiting services provided
through a home visiting program.
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Appendix A: Systems of Maternal Mortality Surveillance in the United State:

About the Information from Maternal
Mortality Review Committees

Maternal Mortality Review Committees (MMRCs) identify specific factors contributing
to pregnancy-related deaths and determine if the deaths were preventable. MMRBCs look
at pregnancy-related deaths at the local and state level! There are two main systems of
information on maternal mortality at the national level: the National Vital Statistics System
(NVSS) and the Pregnancy Mortality Surveillance System (PMSS).

We cannot directly compare NVSS, PMSS, and MMRC information. While they are all trusted
resources, they use different information to create their data, and they serve different purposes.2®

NVSS and PMSS do not uncover the whole story of each death like MMRCs. NVSS solely uses
information from death records to identify medical causes of death, which do not include enough detail
to understand the circumstances of each death. PMSS uses death records, with additional detail from
any birth or fetal death records that link to a death record, to identify medical factors linked to these
deaths. PMSS does not provide enough detail to fully understand the circumstances of each death.
MMRCs use medical and nonmedical sources to understand the range of factors that contributed to

a death. From this information, MMRCs recommend actions that can make a difference.?

Because of the depth and breadth of the MMRC process, MMRCs are the gold standard for identifying
and describing pregnancy-related deaths.

Maternal Mortality Information Systems at a Glance®

MMRCs

Identifies causes of death during pregnancy and up to v
42 days after

Identifies causes of death during pregnancy and
up to one year after

Uses death records v

<
d\

W~

IUses fetal death and birth records

Uses sources such as medical records, social service records.
autopsies, and informant interviews

S RN RN NI

Determines if a death was preventable

Provides information on maternal mortality at the national Llevel v v

Prowides information on national maternal mortality disparities ¥ '

-l\

Prowides information at the state and local level

4\

Identifies nonmedical contributing factors

Prowides specific recommendations for prevention /]
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Appendix A: Systems of Maternal Mortality Surveillance in the United State:

Comparison of Information Systems

Information Systemn Based on

Pravides information about national
» Death records trends and characteristics of matermnal
To assign Intermational Classification deaths. including matemal mortality

National Vital Statistics of Diseases (ICD) codes, which identify | rates

System (NVSS)™ maternal deaths among deaths that Cause of death coding that aligns with
occurred during pregnancy and U | e \iorid Health Organization definition
to 42 days after of a matemnal death

» Death records

Pregnancy Mortali »  Any linked birth records or fetal Prowides information about national

: illance Syrt:yn death records trends and characteristics of pregnancy-

PMsS) To review and determine pregnancy related deaths, including pregnancy-
relatedness among deaths during redatec mortality ratios

pregnancy and up to one year after

» Death records

= Any linked birth records or fetal Provides information at nancy-

death records related deaths at the state or local level
= Medical records and can be combined across
State and local Materal » Social service records Jurisdictions
ate and loca rha .

Mortality Review - Autopsies PFinpoints specific factors contributing

~ommittess (MMECs)" » Informant interviews to deaths
To review deaths, determine - - -
o v edness, and identify Determines if deaths are preventable
prevention recommendations within Provides tangible prevention
the state and local context among recommendations
deaths during pregnancy
and up to one year after
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Appendix B: 2022 -2024 Pregnancy-Associated Mortality Review
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Appendix C: Maternal Mortality Review Committee Decisions Form

Maternal Mortality Review Information Application (MMRIAZommittee Decisions FormPage 1

MATERNAL MORTALITY REVIEW COMMITTEE DECISIONS FORM v24

REVIEW DATE RECORD ID #

Month/Day/Year

PREGNANCY-RELATEDNESS: SELECT ONE

_| PREGNANCY-RELATED
A death during pregnancy or within one year of the end of pregnancy from a
pregnancy complication, a chain of events initiated by pregnancy, or the

aggravation of an unrelated condition by the physiologic effects of pregnancy

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

_1 PREGNANCY-ASSOCIATED BUT UNABLE TO DETERMINE
PREGNANCY-RELATEDNESS

COMMITTEE DETERMINATION OF CAUSE(S) OF DEATH

IF PREGNANCY-RELATED, COMMITTEE DETERMINATION
OF UNDERLYINGE CAUSE OF DEATH e
Refer to Appendix A for PMSS-MM cause of death list.

If a death is pregnancy-associated, not related then an underlying cause of death entry is not necessary. Use
optional box below.

OPTIONAL: CAUSE (DESCRIPTIVE)

TYPE

UNDERLYING2

CONTRIBUTING22

IMMEDIATEZ

OTHER SIGNIFICANT2
COMMITTEE DETERMINATIONS ON CIRCUMSTANCES SURROUNDING DEATH2

DID OBESITY CONTRIBUTE TO THE DEATH? CIYES I PROBABLY CINO I UNKNOWN

DID DISCRIMINATIONZ CONTRIBUTE TO THE DEATH? O YES PROBABLY CINO I UNKNOWN

DID MENTAL HEALTH CONDITIONS OTHER THAN

ESTIMATE THE DEGREE OF RELEVANT INFORMATION (RECORDS) AVAILABLE FOR  SUBSTANCE USE DISORDER CONTRIBUTE TO THE DEATH? &0 — PROBASLY. LINO - UNKNOWN
THIS CASE:
These fields are for internal jurisdiction use in order to evaluate opportunities to gain DID SUBSTANCE USE DISORDER CONTRIBUTE TO THE O YES 1 PROBABLY CINO 1 UNKNOWN
better access to information for reviews. DEATH? o o o -
1 COMPLETE " SOMEWHAT COMPLETE MANNER OF DEATH
All records necessary for Major gaps (i.e., information that
WAS THIS DEATH A SUICIDE? CYES T PROBABLY CINO I UNKNOWN

would have been crucial to the
review of the case)

adequate review of the case
were available

WAS THIS DEATH A HOMICIDE? CIYES T PROBABLY CINO I UNKNOWN

DOES THE COMMITTEE AGREE WITH THE

1 MOSTLY COMPLETE ] NOT COMPLETE I FIREARM ] FALL T INTENTIONAL
Minor gaps (i.e., information Minimal records available for IF ACCIDENTAL DEATH I SHARP INSTRUMENT ] PUNCHING/ NEGLECT
that would have been beneficial review (i.e., death certificate and ! 0 BLUNT INSTRUMENT KICKING/BEATING | OTHER, SPECIFY:
but was not essential to the no additional records) EI?::I?ED:J:AT{SSUC;gDEI I POISONING/OVERDOSE [ EXPLOSIVE
review of the case) I HANGING/ ] DROWNING
FATAL INJURY STRANGULATION/ ] FIRE OR BURNS UNKNOWN

1 SUFFOCATION MOTOR VEHICLE NOT APPLICABLE
UNDERLYING! CAUSE OF DEATH LISTED ON DEATH
CERTIFICATE? 1 NO RELATIONSHIP | OTHER  UNKNOWN
Thie underlyi inati = = IF HOMICIDE, WHAT = — —
ying cause of death determination as OYEs [CNO I PARTMER | ACQUAINTANCE ] NOT APPLICABLE
documented by a multidisciplinary MMRC may be WAS THE RELATIONSHIP - o o crnER — OTHER SPECIFY-

different from the underlying cause of death used by
pathologists in the course of death centification
documented in the Vital Statistics system.

OF THE PERPETRATOR

TO THE DECEDENT? OTHER RELATIVE

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

* OPTIONAL field, CDC does not use this data.

* Add descriptions of contributors in the pathway between the immediate and underlying cause of death, as provided by the committee. Note that this is different from the contributing factors worksheet on page 2.
* If "Yes" or "Probably” is selected for preventable deaths, then an aligned contributing factor class and description would be expected in the grid on page 2.

* Encompasses Discrimination, Interpersonal Racism, and Structural Racism as described in Appendix B.
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Appendix C: Maternal Mortality

Review Committee Decisions Form

Maternal Mortality Review Information Application (MMRIA) Committee Decisions Fariipage2

MATERNAL MORTALITY REVIEW COMMITTEE DECISIONS FORM v24

COMMITTEE DETERMINATION OF PREVENTABILITY

WAS THIS DEATH PREVENTABLE? — YES NO

A death is considered preventable if the committee determines that there was at least

some chance of the death being averted by one or more reasonable changes to
patient, family, provider, facility, system and/or community factors.

GOOD CHANCE
NO CHANCE

SOME CHANCE

&
CHANCE TO ALTER QUTCOME: UNABLE TO DETERMINE

CONTRIBUTING FACTORS AND RECOMMENDATIONS FOR ACTION (Entries may continue to grid on page 3)

CONTRIBUTING FACTORS WORKSHEET

What were the factors that contributed to this death? Multiple contributing
factors may be present at each level: Choose one contributing factor per row
until all contributing factors have been identified and described.

DESCRIPTION OF ISSUE
(enter a description for EACH

CONTRIBUTING FACTOR

[enter one per row; repeat as
needed if a contributor has more
than one recommendation)

contributing factor listed)

- -
- -
- -

CONTRIBUTING FACTOR KEY

RECOMMENDATIONS OF THE COMMITTEE

If there was at least some chance that the death could have been averted, what were the specific and feasible
actions that, if implemented or altered, might have changed the course of events? Develop one
recommendation per row until all contributing factors have been addressed.

COMMITTEE RECOMMENDATION

[Who?] should [do what?] [when?]

Map recommendations to contributing factors; repeat as
needed if a recommendation has more than one contributor.

PREVENTION TYPE
(choose below)

EXPECTED IMPACT
(choose below)

- - -
- - -
- - -

(DESCRIPTIONS IN APPENDIX B)

Access/financial
Adherence
Assessment

Chronic disease
Clinical skill/quality of
care

Communication
Continuity of carefcare
coordination
Cultural/religious
Delay

Discrimination
Environmental
Equipment/technology
Interpersonal racism
Knowledge

Law Enforcement
Legal

* Mental health
conditions

* Outreach

* Policies/procedures

» Referral

» Social support/
isolation

* Structural racism

» Substance use
disorder - alcohol,
illicit/prescription
drugs

* Tobacco use

+ Trauma

» Unstable housing

* Violence

* Other

DEFINITION OF LEVELS

PATIENT/FAMILY: An individual before, during or
after a pregnancy, and their family, internal or
external to the household, with influence on the
individual

PROVIDER: An individual with training and
expertise who provides care, treatment, and/or
advice

FACILITY: A physical location where direct care is
provided - ranges from small clinics and urgent
care centers to hospitals with trauma centers
SYSTEM: Interacting entities that support
services before, during, or after a pregnancy -
ranges from healthcare systems and payors to
public services and programs

COMMUNITY: A grouping based on a shared
sense of place or identity - ranges from physical
neighborhoods to a community based on
common interests and shared circumstances

PREVENTION TYPE

* PRIMARY: Prevents the
contributing factor before it
ever occurs

* SECONDARY: Reduces the
impact of the contributing
factor once it has occurred (i.e.,
treatment)

» TERTIARY: Reduces the impact
or progression of what has
become an ongoing
contributing factor (i.e.,
management of complications)

 If “Good Chance” or “Some Chance” are selected, then CDC considers this is a "Yes” in their analytic use of the preventability determination.
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EXPECTED IMPACT

* SMALL: Education/counseling
(community- and/or provider-based
health promotion and education
activities)
MEDIUM: Clinical intervention and
coordination of care across continuum
of well-woman visits (protocols,
prescriptions)
LARGE: Long-lasting protective
intervention (improve readiness,
recognition and response to obstetric
emergencies/LARC)
EXTRA LARGE: Change in context
(promote environments that support
healthy living/ensure available and
accessible services)
* GIANT: Address social drivers of health
(poverty, inequality, etc.)
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Appendix C: Maternal Mortality ReviewCommittee Decisions Form

Maternal Mortality Review Information Application (MMRIA)dnmittee Decisions Formg Page 5

MATERNAL MORTALITY REVIEW COMMITTEE DECISIONS FORM v24

APPENDIX A. PMSS-MM CODES: IF PREGNANCY-RELATED,Z COMMITTEE DETERMINATION OF UNDERLYING: CAUSE OF DEATH

Hemorrhage (Excludes Aneurysms or CVA)

10.1 - Hemorrhage — Uterine Rupture

10.2 - Placental Abruption

10.3 - Placenta Previa

10.4 - Ruptured Ectopic Pregnancy

10.5 - Hemorrhage — Uterine Atony/Postpartum Hemorrhage
10.6 - Placenta Accreta/Increta/Percreta

10.7 - Hemorrhage due to Retained Placenta

10.10 - Hemorrhage — Laceration/Intra-Abdominal Bleeding
10.9 - Other Hemorrhage/NOS

Infection

20.1 - Postpartum Genital Tract (e.g., of the Uterus/
Pelvis/Perineum/MNecrotizing Fasciitis)

20.2 - Sepsis/Septic Shock

20.4 - Chorioamnionitis/Antepartum Infection

20.6 - Urinary Tract Infection

20.7 - Influenza

20.8 - COVID-19

2010 - Pneumonia

20.11 - Other Non-Pelvic Infection (e.g., TB, Meningitis, HIV)

20.9 - Other Infection/NOS

Embolism (Excludes Cerebrovascular)

30.1 - Embolism — Thrombotic

30.9 - Other Embolism (Excludes Amniotic Fluid
Embolism)/NO5

Amniotic Fluid Embolism
31.1 - Amniotic Fluid Embolism

Hypertensive Disorders of Pregnancy (HDP)

40.1 - Preeclampsia

50.1 - Eclampsia

60.1 - Chronic Hypertension with Superimposed Preeclampsia

Anesthesia Complications
70.1 - Anesthesia Complications

Cardiomyopathy

80.1 - Postpartum/Peripartum Cardiomyopathy
80.2 - Hypertrophic Cardiomyopathy

80.9 - Other Cardiomyopathy/NO5

Hematologic

82.1 - sickle Cell Anemia

82.9 - Other Hematelogic Conditions including
Thrombophilias/TTP/HUS/NOS

Collagen Vascular/Autoimmune Diseases
83.1 - Systemic Lupus Erythematosus (SLE)
83.9 - Other Collagen Vascular Diseases/NQOS

Conditions Unique to Pregnancy
85.1 - Conditions Unigque to Pregnancy (e.g., Gestational
Diabetes, Hyperemesis, Liver Disease of Pregnancy)

Injury

88.1 - Intentional (Homicide)
88.2 - Unintentional

88.9 - Unknown Intent/NOS

Cancer

89.1 - Gestational Trophoblastic Disease (GTD)
89.3 - Malignant Melanoma

89.9 - Other Malignancies/NOS

Other Cardiovascular Conditions (excluding cardiomyopathy,

HDP, and CVA)

90.1 - Coronary Artery Disease/Myocardial Infarction
(MI)/atherosclerotic Cardiovascular Disease

90.2 - Pulmonary Hypertension

90.3 - Valvular Heart Disease Congenital and Acquired

90.4 - Vascular Aneurysm/Dissection (Mon-Cerebral)

90.5 - Hypertensive Cardiovascular Disease

90.6 - Marfan Syndrome

90.7 - Conduction Defects/Arrhythmias

90.8 - Vascular Malformations Outside Head and Coronary
Arteries

90.9 - Other Cardiovascular/NOS, including CHF,
Cardiomegaly, Cardiac Hypertrophy, Cardiac Fibrosis,
Mon-Acute Myocarditis

Pulmonary Conditions (Excludes ARDS-Adult Respiratory
Distress Syndrome)

91.1 - Chronic Lung Disease

1.2 - Cystic Fibrosis

913 - Asthma

91.9 - Other Pulmonary Disease/NOS

Neurologic/Neurovascular Conditions (Excluding CVA)
92.1 - Epilepsy/Seizure Disorder
929 - Other Neurologic Diseases/NOS

Renal Disease
93.1 - Chronic Renal Failure/End-5tage Renal Disease (ESRD)
93.9 - Other Renal Disease/NOS

Cerebrovascular Accident {CVA) not Secondary to HDP

95.1 - Cerebrovascular Accident (Hemorrhage/
Thrombosis/Aneurysm/Malformation) not Secondary to
Hypertensive Disorders of Pregnancy

Metabolic/Endocrine
96.2 - Diabetes Mellitus
96.9 - Other Metabolic/Endocrine Disorders/NOS

Gastrointestinal Disorders

97.1 - Crohn’s DiseasefUlcerative Colitis
97.2 - Liver Disease/Failure/Transplant
97.9 - Other Gastrointestinal Diseases/NOS

Mental Health Conditions

100.1 - Depressive Disorder

100.2 - Anxiety Disorder (including Post-Traumatic Stress
Disorder)

100.3 - Bipolar Disorder

100.4 - Psychotic Disorder

100.5 - Substance Use Disorder

100.9 - Other Psychiatric Conditions/NOS

Unknown COD
999.1 - Unknown COD

! Underlying cause refers to the disease or injury that initiated the chain of events leading to death or the circumstances of the accident or violence which produced the fatal injury.
7 Pregnancy-related death: death during pregnancy or within one year of the end of pregnancy from a pregnancy complication, a chain of events initiated by pregnancy, or the aggravation of an unrelated condition by the

physiologic effects of pregnancy.
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Appendix C: Maternal MortalityReview Committee Decisions Form

Maternal Mortality Review Information Application (MMRIA) Committee Decisions Fariipage6

RTALITY REVIEW COMMITTEE DECISIONS FORM v24

APPENDIX B. CONTRIBUTING FACTOR DESCRIPTIONS

LACK OF ACCESS/FINANCIAL RESOURCES

Systemic barriers, eg., lack or loss of healthcare insurance or other
financial duress, as opposed to noncompliance, impacted their ability
to care for themself (e.g., did not seek services because unable to
miss work or afford postpartum visits after insurance expired). Other
barriers to accessing care: insurance non-eligibility, provider shortage
in their geographical area, and lack of public transportation.

ADHEREMNCE TO MEDICAL RECOMMENDATIONS

The provider or patient did not follow protocel or failed to comply
with standard procedures (i.e., non adherence to prescribed
medications).

FAILURE TO SCREEN/INADEQUATE ASSESSMENT OF RISK

Factors placing the individual at risk for a poor clinical outcome
recognized, and they were not transferred/transported to a provider
able to give a higher level of care.

CHRONIC DISEASE
Occurrence of one or more significant pre-existing medical conditions
{e_g., obesity, cardiovascular disease, or diabetes).

CLINICAL SKILL/QUALITY OF CARE (PROVIDER OR FACILITY
PERSPECTIVE)

Personnel were not appropriately skilled for the situation or did not
exercise dinical judgment consistent with standards of care [e.g.,
error in the preparation or administration of medication or
unavailability of translation services).

POOR COMMUNICATION/LACK OF CASE COORDINATION OR
MANAGEMENT/ LACK OF CONTINUITY OF CARE (SYSTEM
PERSPECTIVE)

Care was fragmented (i.e., uncoordinated or not comprehensive)
among or between healthcare fadlities or units, (e.g., records not
available between inpatient and cutpatient or among units within the
hospital, such as Emergency Department and Labor and Delivery).

LACK OF CONTINUITY OF CARE (PROVIDER OR FACILITY PERSPECTIVE)
Care providers did not have access to individual's complete records or
did not communicate their status sufficiently. Lack of continuity can
be between prenatal, labor and delivery, and postpartum providers.

CULTURAL/RELIGIOUS, OR LANGUAGE FACTORS

The provider or patient demonstrated that any of these factors was
either a barrier to care due to lack of understanding or led to refusal
of therapy due to beliefs {or belief systems).

DELAY
The provider or patient was delayed in referring or accessing care,
treatment, or follow-up care/action.

DISCRIMINATION

Treating someone less or more favorably based on the group, class or
category they belong to resulting from biases, prejudices, and
stereotyping. It can manifest as differences in care, clinical
communication and shared decision-making. (Hardeman, 2022)%

ENVIRONMENTAL FACTORS
Factors related to weather or social environment.

INADEQUATE OR UNAVAILABLE EQUIPMENT/TECHNOLOGY
Equipment was missing, unavailable, or not functional, (e.g., absence
of blood tubing connector).

INTERPERSONAL RACISM

Discriminatory interactions between individuals based on differential
assumptions about the abilities, motives, and intentions of others and
resulting in differential actions toward others based on their race. It
«can be conscious as well as unconscious, and it includes acts of

o ission and acts of omissi It manifests as lack of respect,
suspicion, devaluation, scapegoating, and dehumanization.
(Hardeman, 2022)4

KNOWLEDGE - LACK OF KNOWLEDGE REGARDING IMPORTANCE OF
EVENT OR OF TREATMENT OR FOLLOW-UP

The provider or patient did not receive adequate education or lacked
knowledge or understanding regarding the significance of a health
event (e.g., shortness of breath as a trigger to seek immediate care)
or lacked understanding about the need for treatment/follow-up
after evaluation for a health event (e_g., needed to keep appointment
for psychiatric referral after an ED visit for exacerbation of
depression).

INADEQUATE LAW ENFORCEMENT RESPONSE
Law enforcement response was not in a timely manner or was not
appropriate or thorough in scope.

LEGAL
Legal considerations that impacted outcome.

MENTAL HEALTH CONDITIONS

The patient had a documented diagnosis of a psychiatric disorder.
This includes postpartum depression. If a formal diagnosis is not
available, refer to your review committee subject matter experts
(e.g., psychiatrist, psychologist, licensed counselor) to determine
whether the criteria for a diagnosis of substance use disorder or
another mental health condition are met based on the available
information.

INADEQUATE COMMUNITY OUTREACH/RESOURCES

Lack of coordination between healthcare system and other outside
agencies/organizations in the geographic/cultural area that work with
maternal health issues.

LACK OF STANDARDIZED POLICIES/PROCEDURES

The facility lacked basic policies or infrastructure germane to the
individual's needs (e.g., response to high blood pressure, or a lack of
or outdated policy or protocol).

LACK OF REFERRAL OR CONSULTATION
Specialists were not consulted or did not provide care; referrals to
specialists were not made.

SOCIAL SUPPORT/ISOLATION - LACK OF FAMILY/ FRIEND OR SUPPORT
SYSTEM

Social support from family, partner, or friends was lacking,
inadequate, and/or dysfunctional.

STRUCTURAL RACISM

The systemns of power based on historical injustices and contempaorary
social factors that systematically disadvantage people of color and
advantage white people through inequities in housing, education,
employment, earnings, benefits, credit, media, health care, criminal
justice, etc. (Hardeman, 20224

SUBSTANCE USE DISORDER — ALCOHOL, ILLICIT/ PRESCRIPTION
DRUGS

Substance use disorder is characterized by recurrent use of alcohol
and/or drugs causing clinically and functionally significant impairment,
such as health preblems or disability. The committee may determine
that substance use disorder contributed to the death when the
disorder directly compromised their health status [e.g., acute
methamphetamine intoxication exacerbated pregnancy- induced
hypertension, or they were more vulnerable to infections or medical
conditions).

TOBACCO USE

The patient’s use of tobacco directly compromised the patient’s
health status (e.g., long-term smoking led te underlying chronic lung
disease).

TRAUMA

The individual experienced trauma: i.e., loss of child {death or loss of
custody), rape, molestation, or one or more of the fellowing: sexual
exploitation during childhood plus persuasion, inducement, or
coercion of a child to engage in sexually explicit conduct; or other
physical or emotional abuse other than that related to sexual abuse
during childhood.

UNSTABLE HOUSING
Individual lived "on the street,” in @ homeless shelter, orin
transitional or temporary circumstances with family or friends.

VIOLEMCE AND INTIMATE PARTNER VIOLEMCE (IPV)
Physical or emotional abuse perpetrated by current or former
intimate partner, family member, friend, acquaintance, or stranger.

OTHER
Contributing factor not otherwise mentioned. Please provide
description.

* Hardeman RR, et al. Developing Tools to Report Racism in Maternal Health for the COC Maternal Mortality Review Information Application (MMRIA): Findings from the MMRIA Racism & Discrimination Working Group.

Matern Child Health ). 2022.

Additional information about MMRIA can be foundratiewtoaction.org/implementimmria#collapseThreenmria.
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AppendixD: Utah Tool

MATERNAL MORTALITY REVIEW COMMITTEE DECISIONS FORM v24

APPENDIX C. CONSENSUS PREGNANCY-RELATED CRITERIA FOR SUICIDE AND UNINTENTIONAL OVERDOSES® 12

C

Present Y/N lated criteria for suicide and unintenti I d

pr v

| Examples

Pregnancy Co

Increased pain directly attributable to pregnancy or postpartum events leading to self-harm or drug use that
are implicated in suicide or unintentional drug-related death. [consensus during pregnancy]

Back pain, pelvic pain, kidney stones, cesarean incision, or
perineal tear pain

Traumatic event in pregnancy or postpartum (diagnosis of fetal anomaly, stillbirth, preterm delivery,
neonatal or infant death, traumatic delivery experience, removal of children from custody) with a temporal
relationship between the event leading to self-harm or increased drug use and subsequent death.
[consensus in all time periods]

Stillbirth, preterm delivery, diagnosis of fetal anomaly, traumatic
delivery experience, relationship destabilization due to
pregnancy, removal of child(ren) from custody

Pregnancy-related complication likely exacerbated by drug use leading to subsequent death. [consensus in
pregnancy — only time period considered]

Placental abruption or preeclampsia in setting of drug use

Chain of Events Initiated by Pregnancy

Cessation or attempted taper of medications for pregnancy-related concerns (neonatal/fetal exposure risk,
fear of child protective service involvement) leading to maternal destabilization or drug use and subsequent
death. Neonatal or fetal risk - [consensus in all time periods]. Child Protective Service involvement -
[consensus during pregnancy]

Substance use pharmacotherapy (methadone or buprenorphine),
psychiatric medications, pain medications

Inability to access inpatient or outpatient addiction or mental health treatment due to pregnancy.
[consensus during and within 6 months of pregnancy]

Health care professionals uncomfortable with treating pregnant
women, facilities not available that accept pregnant women

Perinatal psychiatric conditions resulting in maternal destabilization or drug use and subsequent death.
[consensus during and within 6 months of pregnancy]

Depression diagnosed in pregnancy or postpartum resulting in
suicide

Recovery/stabilization of substance use disorder achieved during pregnancy or postpartum with clear
v | statementin records that pregnancy was motivating factor with subsequent relapse and subsequent death.
[no censensus at any time period]

Relapse leading to overdose due to decreased tolerance or
polysubstance use

Aggravation of Underlying Condition by Pregnancy

Worsening of underlying depression, anxiety or other psychiatric condition in pregnancy or postpartum period
~ || with documentation that mental illness led to drug use or self-harm and subsequent death. [consensus during
and within 6 months of pregnancy]

Pre-existing depression exacerbated in the postpartum period
leading to suicide

Exacerbation, under-treatment or delayed treatment of pre-existing condition in pregnancy or postpartum
~ || leading to use of prescribed or illicit drugs resulting in death, or suicide. [consensus during and within 6
months of pregnancy]

Undertreatment of chronic pain leading to misuse of medications
or use of illicit drugs, resulting in death

Medical conditions secondary to drug use in setting of pregnancy or postpartum that may be attributable to
~ || pregnancy-related physiology and increased risk of complications leading to death. [no consensus at any
time ;.:lerr'c»g‘i1

Stroke or cardiovascular arrest due to stimulant use

# Smid MC et al, 2023. Consensus pregnancy-related criteria for suicide and unintentional overdoses using a Delphi process. Arch Womens Ment Health.

1 The italicized text in brackets specify where the Delphi exercise with representatives from 48 MMRCs and eight experts in maternal mortality, substance use disorder, and maternal mental health reached consensus on
the criterion. Lack of Delphi consensus as shown in brackets should not override committee consensus on a specific case. If "Yes” is chosen by the committee for at least one of the boxes under any of the three

categories then that would constitute a pregnancy-related death.

A
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Appendix E: Louisiana Bias or Racism and Social Determinants of Health
(LABORS) Tool

Demographics

Race, place of birth, citizenship/immigration status, preferred language, marital status, educational level, employment
status, type of insurance, W(Special Supplemental Nutrition Program for Women, Infants, and Childtiénation,

YR RA&GFIYyOS 06Si6SSy LXIOS 2% o0ANIKkRSFGIK FTNRBY RSOSR!

Social Determinants of Health

ABarriers to healthcarechild care, cultural norms, distance, financial, transportation, mobility

ABarriers to communicationhearing impaired, functional illiteracy, speech impaired, language differences, vision
impaired, cultural differences

ASocial or emotional stressistory of domestic violence, history of psychiatric hospitalizations or treatment, child
protective services involvement, history of substance use, unemployment, pregnancy unwanted, recent trauma,
prior suicide attempts, adverse childhood experiencegphysof incarceration, housing instability, social support,
chronic illness, short interpregnancy interval

Case Records Findings of Potential Bias, Discrimination, or Barriers to Care
(Includes all records and reports received for abstraction and case review.)

ANegative patient/provider/facility interaction
AExamplesStigmatizing language, dismissing concerns;clmical patientinitiated transfers of care, case
notes suggesting provider/facility conflict, blaming, casting doubt, etc.
AExcessive gatekeeping
AExamplesinability to reach provider, lack of/delay in notification to provider, unanswered messages, etc.
ADiagnostic delays that appear to be inconsistent with best practice
AExamplesLack of/delay in ordering imaging/labs, delay in consults or case management assessment, delay |
transfer of care, etc.
ALeaving against medical advice
ARepeated emergency department visits in a short time frame for urgent care concerns
AcCultural incompetence
AExamplesLack of translator, lack of awareness of other cultures, etc.
ALack of access to healthcare before, during, and/or after pregnancy
ATreatment decisions and recommendations that appear toibeonsistent with best practice
AExamplesOvertreatment, undertreatment, delay in treatment, inadequate pain management, provider
F AadzYyLIiA2ya Fo2ddi LI GASYGQ& | RKSNBYOS (2 GNBFGYS
Aother findings of potential bias, discrimination, or barriers to care not captured by the categories above
AExample:Multiple appointments for labs and clinical testing at the same location on separate days, requiring
multiple visits in a single week
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Appendix E: Louisiana Bias or Racism and Social Determinants of Health
(LABoRS) Tool

Community Vital Signs Dashboard

A total of 27 sociespatial indicators that measure the health of the community where the woman lived at the time of
death. The indicators are grouped into domains that measure general hegtttoductive health, behavioral health,
transportation, social support, housing, neighborhood social stability, and socioeconomic risk. For each individual
AYRAOF(2NE GKS RIFIaAKo2INR O2YLI NBa (GKS RSOSmBoydacha O2 Y

R2YFAY 3INRdzLE (GKS RSOSRSy il or@eriggidkytdnipared foall cAnimuritiashinftie S R
State.

Community Vital Signs Risk Environment
General Health

Uninsured %, women [n]- -
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Reproductive Health

Teen birth rate [l L

OBGYN per capita [c]- — 3 \
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AVG
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Mental health providers per capita [l .
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2
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T Social Support
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-”»
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Owner occupied % [n]-

Overcrowded housing % [n]- — e
Housing distress % [c]- — HIG
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Ratio of POC poverty:White poverty [c]- PA— g Socioeconomic
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Appendix E: Louisiana Bias or Racism and Social Determinants of Health
(LABoORS) Tool

Definitions of Soci&patial Indicators Used in the Community Vital Signs Dashboard

Indicator

How | tds Measur

What It Tells Us

Primary care
physicians per
capita (county level)

Active nonfederal physicians (MDs
and DOs) in primary care (residents
and those 75+ ilage are excluded)
per 100,000 people

The supply of MDs and DOs in each county. Itis
important to note that in large counties, this value
may not represent the accessibility to a physician i
rural areas. There may appear to be a sufficient
number of physicians per capita, but they may be
geagraphically distant from rural portions of the
county.

Percent of
uninsured women
(census tract level)

Percent of women <65 without
health insurance (either private or
public)

Higher proportions of uninsured womesuggest
potential barriers to accessing primary and special
care.

Percent of obesity
(county level)

Percent of adults 18+ with a Body
Mass Index >30, estimated with
statistical modeling from BRFSS

The county prevalence of obesity has been
associated with socioeconomic insecurity, as well 3
lower food quality and physical activity environmen
and opportunities.

Percent of food
insecure (county
level)

Percent of population meeting USD
definition for food insecure,
estimated with statistical modeling
from state level CPS data

The prevalence of food insecurity may suggest the
intersection of socioeconomic stress with an
inadequate safety net to meet basic needs.

OB/GYNs per capitg
(county level)

Active nonfederal OB/GYNs in
patient care per 100,000 people

The supply of OB/GYNs in each county. As with
physicians per capita (above), this value may not
reflect accessibility to OB/GYNs in rural areas.

Nurse midwives per
capita (county level)

Nurse midwives (Certified Nurse
Midwives and Advanced Practice
Nurse midwives) per 100,000 peopl

The supply of nurse midwives in each county. As
noted with other providedevel indicators, this value
may not reflect accessibility to nurse midwives in
rural areas.

Chlamydia rate
(county level)

Number of chlamydia cases per
100,000 people

Because chlamydia is preventable through educati
and access to barrier contraceptives, this indicator
serves as a proxy for the reproductive health burde
experienced by the population in a given county.

Teen birth rate
(county level)

Live births per 1,000 females-19;
estimates are pooled over several
consecutive years

Teen birth rate reflects the intersection of availabili
and accessibility of sexual health education, family|
planning, and socioeconomic status. This indicator]
included because a county with a high teen birth rg
may also experience challenges witther aspects of
sexual and reproductive health services.
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Appendix E:Louisiana Bias or Racism and Social Determinants of Health

(LABoORS) Tool

Indicator

Mental health
providers per capita
(county level)

How I tds Measur

Mental healthcare providers per
100,000 people

Barriers to the availability and accessibility of ment]

What It Tells Us

health services may be more severe than for gene
and reproductive medical care providers. As noted
with other providerlevel indicators, this value may
not reflect accessibility to mental health providers i
rural areas.

Mental health
centers percapita
(county level)

Community mental health centers
per 100,000 people

Number of community mental health centers
providing outpatient and emergency services for
behavioral health.

Drug overdose
mortality (county
level)

Drug poisoning deaths per 100,000
people; estimates pooled over
several consecutive years

County level drug overdose represents the
intersection of substance use disorder, unmet
substance use treatment services, and community
education and support for substance use and for
emergency overdose response.

Percent of
households without
car (both county
and census tract
level)

Percent of households with no
vehicles available for use

Households may not have a car because they live
high-density urban areas served by high quality
public transportation. But in many communities,
public transit is not adequate. This indicator is
measured specifically at the neighborhood or cens
tract level.

Percent of rural
(county level)

Percent of the county population
who live in rural areas using the
census ruralrban schema

Counties with higher proportion of their population
in rural areas may have increased burden with
respect to transportation and access to health
related services including healthcare, healthy food
and employment and educational opportunities.

Social associations
per capita (county
level)

Number of member associations pe
10,000 people

An alternative indicator of social capital is the ratio
social member associations per capita. These kind
associations include civispcial, and religious
organizations and may be important for social
support, building social networks, and collective
action to health and social challenges.

Percent of
households with
children, single
parent (census tract

level)

Percent of households with children
under 18 headed by a single parent

Communities with a very high proportion of single

parent headed households tend to have increased
stress and reduced resilience in response to housi
instability, health problems, or loss of employment.
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Appendix E: Louisiana Bias or Racism and Social Determinants of Health

(LABoORS) Tool

Indicator

Percent of
residential turnover
(census tract level)

Percent of households who moved f{

How I tds Measur

current residence within past year

What It Tells Us

Communities with stable residents may have
enhanced networks and soci#s that promote
mutual aid and collective action. In contrast,
communities with high proportions of residential
turnover may have barriers to collective community
support and action to address shared challenges.

Percent of owner
occupied houses
(census tract level)

Percent of households occupied by
owners

Home ownership is the primary source of wealth a
reflects an important buffer against health or
economic stressors.

Percent of
households with
overcrowding
(census tract level)

Percent othouseholds with greater
than one person per room

Communities with a high proportion of households
Oft FaaAFASR da a2O3SNONR ¢
instability.

Percent of housing
distress (county
level)

Percent of households with at least
one of four severe housing problem
estimates are pooled over several
consecutive years

Housing distress includes overcrowding, high houd
costs, lack of kitchen facilities, or lack of plumbing
facilities. High prevalence of housing distress

suggests discordance between housing stock and
population resources and may be associated with
environmental risk from household infrastructure as
well as housing instability.

Violent crime rate
(county level)

Number of reported violent crimes
per 100,000 people; estimates are
pooled together over several
consecutive years

Placebased violent crime may represent a source {
stress even to those not directly affected. High
violent crime can undermine social stability and
sense of safety.

Racial diversity/
segregation(count
level)

Racial residential dissimilarity
segregation index

High levels of racial segregation have been associ
with a wide range of health outcomes in part becad
segregation itself produces patterns in neighborho
resources including education, economic
opportunity, policing, and social and economic
mobility.

Percent of non
English speakers
(neighborhood
level)

Percent of people who speak Englis
af Saa GKFYy OSNE

Neighborhoods with higher proportion of neBnglish
speakers may indicate the need for adequate
translation services in health and social service
environments.

Percent of poverty
rate (census tract
level)

Percent of population with income
below the federal poverty line

Places characterized by high poverty rates may alg
experience contextual stressors and barriers
independent of individual level income.
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Appendix E: Louisiana Bias or Racism and Social Determinants of Health

(LABORS) Tool

Indicator How | tds Measur What It Tells Us
Poverty Index of Concentration at Extremes| Poverty concentration is measured with the Index (
concentration highlighting the spatial concentratioj Concentration at the Extremes (ICE), which measu

(census tract level) | and separation of poor and affluent | income segregation. Specifically it goes beyond
simply describing the proportion of lcimcome
households, instead focusing on the spatial
concentrationof affluent households on the one
hand and poor households on the other.

Neighborhood Composite index ofightmeasures | Neighborhood deprivation is a composite index of
Deprivation Index | of material resources or wealth measures that proxy economic resources. This ind
(census tract level) is more general than just the poverty rate or medial

household income, instead combining multiple othg
dimensions of socioeconomic resources.

POC PovertyVhite | Poverty rate for Hispanic, Black and This indicator has been used as a proxy for the

Poverty American Indian Alaska Native consequences afystemic barrierslt is important to
persons divided by the poverty rate| note that most counties in the .8 have racial
in nonHispaniowvhite persons disparities in the poverty rate that reflect

longstanding historical and ongoing contemporary
inequalities in power and access to resources
necessary for social mobility and transgenerationa
transfer of wealth. However, this indicator higltitg
places where the magnitude of the disparity is
especially large, as compared to other places. Thu
“low risk" vdue on this indicator does not mean
there are no systemic barrierbut instead that it is
less pronounced than it is in other places.
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AppendixF: Regional Map of Louisiana

Region Area Parishes within Region

1 New Orleans Jefferson, Orleans, Plaguemines, St. Bernard

2 Baton Rouge Ascension, East Baton Rouge, East Feliciana, Iberville, Pointe Coup
West Baton Rouge, West Feliciana

3 Houma Assumption, Lafourche, SEharles, St. James, St. John the Baptist, S
Mary, Terrebonne

4 Lafayette Acadia, Evangeline, Iberia, Lafayette, St. Landry, St. Martin, Vermilig

5 Lake Charles Allen, Beauregard, Calcasieu, Cameron, Jefferson Davis

6 Alexandria AvoyellesCatahoula, Concordia, Grant, La Salle, Rapides, Vernon, \

7 Shreveport Bienville, Bossier, Caddo, Claiborne, DeSoto, Natchitoches, Red Ri\
Sabine, Webster

8 Monroe Caldwell, East Carroll, Franklin, Jackson, Lincoln, Madison, Moreho
Ouachita, Richland, Tensas, Union, West Carroll

9 Hammond/Slidell Livingston, St. Helena, St. Tammany, Tangipahoa, Washington
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Appendix G: Regional Maternal and Child Health Coordinators and
Bureau of Family Health Support Staff

Title Staff

Kristy Ferguson, BSN, RN (2022)
Stefanie Winters, ADN, RN, IBCLC (Zz31)

Rachel Purgatorio, BSN, RN (2022)
Kristen Falgoust, BSN, RN (2@224)

Region 3 MCH Coordinator Danielle Mistretta, BSN, RN (262Q24)

Debra Feller, BSN, RN (26Z23)
Nellelisa Ayo, BSN, RN (2024)

Region 1 MCH Coordinator

Region 2 MCIgoordinator

Region 4 MCH Coordinator

Region 5 MCIgoordinator Jade Marler, AND, RN (202024)
Region 6 MCH Coordinator Kayla Livingston, BSN, RN (2@824)
Region 7 MCH Coordinator Shelley Ryatsray, BSN, RN (202R24)

Sara Dickerson, BSN, RN (220223)

Region 8 MCH Coordinator TaraWilsonHaddox, BSN, RN (2024)

Region 9 MCH Coordinator Martha Hennegan, BSN, RN (2a224)
CDC Assignee Lyn Kieltyka, PhD (202D23)

Jane Herwehe, MPH (2022)
Data to Action Team Lead Dionka Pierce, MPH (202D23)

Rebecca Majdoch, MP{20232024)
Informant Interviewer LeJeune Johnson, LCSW, P81£20232024)

Imani Evans, MPH (202023)
Carli Harvey, MPH (202824)

MHC Coordinator Supervisor Sara Dickerson, BSN, @8232024)

Rachel Hyde, BSN, RN, MPH (2022)
Anjell DeGruy, BSN, RN (262R4)

Maternal Morbidity and Mortality Epidemiologist

PAMR Coordinator

PAMR Medical Director Veronica Gillispi®ell, MD, MAS, FACOG (2a224)
Perinatal Projects Coordinator Keshia Holmes, PhD (2022)
PAMR PrograriManager Dionka Pierce, MPH (202024)

LOUISIANA PARTNERS FOR 87
I:::' ARTMENT OF HEALTH %ﬁﬁ’."%tﬁ“”“



Appendix H: References

References

ACOG Committee Opinion No. 736: Optimizing Postpartum Care. (2018 Watgtrics & Gynecology, 13}, e14@
e150. doi:10.1097/A0G.0000000000002633

ACOG Practice Bulletin No. 196: Thromboembolism in Pregnancy. (2018 0sigjrics & Gynecology, 132, etel?.
doi:10.1097/A0G.0000000000002706

Act No. 437(n.d.). Retrieved from Louisiana State Legislature: https://legis.la.gov/legis/ViewDocument.aspx?d=142604

Addressing Social and Structural Determinants of Health in the Delivery of Reproductive Health Care: ACOG Committe
Statement No. 11. (2024, NovembeDbstetrics & Gynecology, 1&3, e118e120.
doi:10.1097/A0G.0000000000005721

Agency for Healthcare Research and Quality. (2023)chBack: InterventionRetrieved from Agency for Healthcare
Research and Quality: https://www.ahrg.gov/patiesafety/reports/engage/interventions/teachback.html

Alliance for Innovation on Maternal Health. (2022are for Pregnant and Postpartum People with Substance Use
Disorder Patient Safety BundRetrieved from Alliance for Innovation on Maternal Health:
https://saferbirth.org/psbs/carefor-pregnantand-postpartumpeoplewith-substanceusedisorder/

American College of Obstetricians and Gynecologist. (2020, Decef@bpegsition to Criminalization of Individuals
During Pregnancy and the Postpartum Perigdtrieved from American College of Obstetricians and
Gynecologists: https://www.acog.org/clinieaformation/policy-and-position-statements/statementsof-
policy/2020/oppositioncriminalizationof-individualspregnancyand-postpartum
period#:~:text=The¥@American%20College%200f%200bstetricians,or%20based%200n%20pregnancy%

Anderson, E. S., Rusoja, E., Luftig, J., Ullal, M., Shardha, R., Schwimmer, H., . . . Herring, A. A. (2023, March$sEffectiv
of Substance Use Navigation for Emergency Department Patients With Substance Use Disorders: An
Implementation StudyAnnals of Emergency Medicine(8), 29%308.
doi:10.1016/j.annemergmed.2022.09.025

Armstrong, B., Weaver, R. G., Beets, M. W., @stbye, T., Kravitz, R. M., & Bélgaloim S. E. (2022). Use of Child Care
Attenuates the Link Between Decreased Maternal Sleep and Increased Depressive Syduaiamas of
Developmental & Behavioral Pediatrics(3)3e336e338. doi:10.1097/DBP.0000000000001048

Brunson, R. K., Wade, B. A., & Hitchens, B. K. (2022, December). Examining risky firearm behaviors ans@&rguhigh
carriers in New York CitiPreventive Medicine, 168t A). doi:10.1016/j.ypmed.2022.107179

Bruzelius, E., & Martins, S. S. (2022, December 6). US Trends in Drug Overdose Mortality Among Pregnant and
Postpartum Persons, 2022020.Journal of the American Medical Association,(223 215¢2161.
doi:10.1001/jama.2022.17045

Caring for Patients Who Have Experienced Trauma: ACOG Committee Opinion, Number 825. (202hsginigs &
Gynecology, 134), e94e99. doi:10.1097/A0G.0000000000004326

LOUISIANA =~ PARTNERS FOR 88
|:::| DEPARTMENT OF HEALTH %ﬁ‘?ﬁ'%ﬁ“”“




Casubhoy, 1., Kretz, A., TanLH.St Clair, L. A., Parish, M., Golding, H., . . . Morgan, R. (2024, July 20). A scoping review
global COVIRY9 vaccine hesitancy among pregnant persopg.Vaccines,(@31). doi:10.1038/s4154024-
009130

CDC and the CDC Foundation. (2020, MayliZ®ymant Interview Guide for Maternal Mortality Review Committees
Retrieved from Centers for Disease Control and Prevention Maternal Mortality Review Committee Guides and
Tools: https://www.cdc.gov/maternal
mortality/media/pdfs/MMRC _Informant_Interview_Guide_v1_1 tagged_508.pdf

Chervenak, F. A., McCullough, L. B., & Grunebaum, A. (2022, June). Reversing physician hesitancy to recommend CC
19 vaccination for pregnant patient&merican journal of obstetrics and gynecology, (B26305812.
doi:10.1016/j.ajog.2021.11.017

Coker, T. R., Gottschlich, E. A., Burr, W. H., & Lipkin, P. H. (2024, August). Early Childhood Screening Practices and
Barriers: A National Survey of Primary Care Pediatridiediatrics, 15¢). doi:10.1542/peds.202665552

Committee Opinion No. 711: Opioid Use and Opioid Use Disorder in Pregnancy. (2017, Sbgtestics & Gynecology,
130(2), e81e94. doi:10.1097/A0G.0000000000002235

Connor, L., Dean, J., McNett, M., Tydings, M. D., Shrout, A., Gorsuch, P. F., . . . Galldghe(2023, February).
Evidencebased practice improves patient outcomes and healthcare system return on investment: Findings from
a scoping reviewVorldviews on Evidendgased Nursing, Z0), 615. doi:10.1111/wvn.12621

Distracted Driving(n.d.). Retrieved from National Highway Traffic Safety Administratitps://www.nhtsa.gov/risky
driving/distracteddriving

Do you live in a child care deseftid.). Retrieved from Center for American Progress:
https://childcaredeserts.org/2018/

Dodge, K. A., Goodman, W. B., Bai, Y., Best, D. L., Rehder, P., & Hill, S. (2022, August 23). Impact of a universal perir
home-visiting program on reduction in race disparities in maternal and child health: Two randomised controlled
trials and a fieldjuasiexperiment.The Lancet Regional HealtAmericas, 15d0i:10.1016/j.lana.2022.100356

Dodge, K. A., Goodman, W. B., Bai, Y., O'Donnell, K., & Murphy, R. A. (2019, November 1). Effect of a Community
AgencyAdministered Nurse Home Visitation Program on Program Use and Maternal and Infant Health
Outcomes: A Randomized Clinical TAAMA Network Open(21). doi:10.1001/jamanetworkopen.2019.14522

Enhancing Reviews and Surveillance to Eliminate Maternal Mort@@24, August 7). Retrieved from Centers for
Disease Control and Prevention: https://www.cdc.gov/matesmalrtality/php/erasemm/index.html

FinfgeldConnett, D. (2015, January 21). Intimate Partner Violence and Its Resolution Among African American Women
Global Qualitative Nursing Researchdgi:10.1177/2333393614565182

Gavin, N. I, Gaynes, B. N., Lohr, K. N., MelBraaly, S., Gartlehner, G., & Swinson, T. (2005, November). Perinatal
depression: A systematic review of prevalence and incidebbstetrics & Gynecology, 1(@6Pt 1), 10741083.
doi:10.1097/01.A0G.0000183597.31630.db

GillispieBell, V. (2021, February 1). The Contrast of Color: Why the Black Community Continues to Suffer Health
DisparitiesObstetrics & Gynecology, 127, 220224. doi:10.1097/A0G.0000000000004226

r LOUISIANA \
L_;l DEPARTMENT OF HEALTH <47 Q\]

YD) ...
\%FAMIL!&EALT@ 89



GillispieBell, V., Evans, |., & Hyde, R. (20R&lisiana Pregnaneyssociated Mortality Review 202D19 Report.

Golder, S., McRobbigohnson, A., Klein, A., Polite, F., & Gonzalez Hernandez, G. (2023, Jun). Social media &rsd COVID
vaccination hesitancy during pregnancy: a mixed methods andB&»G, 130), 750758. doi:10.1111/1471
0528.17481

Gould, F., Jones, M. T., Harvey, P. D., Reidy, L. J., Hodgins, G., Michopoulos, V., . .. Nemeroff, C. B. (2021). The
relationship between substance use, prior trauma history, and risk of developindgrpastatic stress disorder
in the immediate aftermattof civilian traumaJournal of Psychiatric Research, 1345.352.
doi:10.1016/j.jpsychires.2021.10.025

Greer, M. L., Garza, M. Y., Sample, S., & Bhattacharyya, S. (2023, May 18). Social Determinants of Health Data Qualit
Different Levels of Geographic Det&tudies in Health Technology and Informatics, 202221.
doi:10.3233/SHTI230106

Grunebaum A, C. F. (2023). Physician hesitancy to recommend-C@V¥dbcination in pregnancy as a cause of
maternal deathsBirth Defects Research2551260.

Grunebaum, A., & Chervenak, F. A. (2023, August 15). Physician hesitancy to recommentRG@dtDation in
pregnancy as a cause of maternal deatRobert Brent was prescierBirth Defects Research, {18), 1255
1260. doi:10.1002/bdr2.2136

Gunja, M. Z., Gumas, E. D., Masitha, R., & Zephyrin, L. C. (2024, [hsight}.into the U.S. Maternal Mortality Crisis:
An International Comparisonloi:10.26099/cthrst75

Gunn, A. H., Smothers, Z. P., SchraBapyta, N., Freirmuth, C. E., MacEachern, M., & Muzyk, A. J. (2018, September
10). The Emergency Department as an Opportunity for Naloxone DistribUitier\WVestern Journal of
Emergency Medicine, (&), 103@1042. doi:10.5811/westjem.2018.8.38829

International Labour Organization. Conditions of Work and Employment Programme. (2@i&nity Protection
Resource Package: From Aspiration to Reality foRéffieved from International Labor Organization:
http://www.ilo.org/public/libdoc/ilo/2012/112B09_56_engl.pdf

KeefeOates, B., Janiak, E., Gottlieb, B., & Chen, J. (2024, May 25). Disparities in Postpartum Care Visits: The Dynami
Parental Leave Duration and Postpartum Care Attendavegernal and Child Health Journal,(28 15061516.
doi:10.1007/s1099%924-03929z

Kothari, C., Ospina, F., Evans, N., Bane, C., Dixon, J. P., Patil, V., . . . Davies, A. L. (2025, April 9). Fanlitydrdeeviews
Health Service Recommendations in Mortality Review Process: A Migdtbds Assessmenitealth
Expectations, 22). doi:10.1111/hex.70233

Lamere, K., & Golova, N. (2022, October). Screening for Postpartum Depression During Infant Well Child Visits: A
Retrospective Chart Revie®linical Pediatrics, §10), 699706. doi:10.1177/00099228221097272

Lewey, J., Beckie, T. M., Brown, H. L., Brown, S. D., Garovic, V. D., Khan, S. S., . . . Mehta, L. S. (2024, February 12).
Opportunities in the Postpartum Period to Reduce Cardiovascular Disease Risk After Adverse Pregnancy
Outcomes: A Scientific Statemdriom the American Heart Associati@irculation, 1407).
doi:10.1161/CIR.0000000000001212

] I I
¢

—— 90
‘f\ F’Arb“llrLI.‘leALTE

r LOUISIANA ,
L_;l DEPARTMENT OF HEALTH < A



Lo, C.C., Lo, A. C., Leow, S. H., Fisher, G., Corker, B., Batho, O.,-Will@lnerC. (2020, July 7). Future
Cardiovascular Disease Risk for Women With Gestational Hypertension: A Systematic Review #thiVe@a
Journal of the American Heart Associatiof1,3. doi:10.1161/JAHA.119.013991

Logan, D. E., & Marlatt, G. A. (2010, January 4). Harm reduction therapy: a gréetidly review of researchlounral
of Clinical Psychology, @), 20%14. doi:10.1002/jclp.20669

Louisiana 2025 Report Ca(@025, May 12). Retrieved from Policy Center for Maternal Mental Health:
https://policycentermmh.org/reportcard/louisiana2025report-card/

Louisiana Department of Health's Overdose Prevention and Respons@@628). Retrieved from Louisiana Health Hub:
https://louisianahealthhub.org/hrdhub/

Louisiana Maternal Mental Health State Fact Shgfi25, May ). Retrieved from Maternal Mental Health Leadership
Alliance.

Magoon, V. (2022). Screening for Social Determinants of Health in Daily Piaatidly. Practice Management, &9, 6
11.

Malik, R., Hamm, K., Schochet, L., Novoa, C., Workman, S., &Hessed, S. (2018, May 20).Y SNR& Ol Qa [/ KA f
Deserts in 2018 enter for American Progress. Retrieved from Center for American Progress:
https://www.americanprogress.org/article/americashild-caredeserts2018/

Maternal vulnerability in the USA shameful problem for one of the world's wealthiest countiesl.). Retrieved from
Surgo Ventures: https://mvi.surgoventures.org/

Matuso, K., Green, J. M., Herrman, S. A., Mandelbaum, R. S., & Ouzounian, J. G. (2023, April 7). Severe Maternal
Morbidity and Mortality of Pregnant Patients With COMMInfection During the Early Pandemic Period in the
US.JAMA Network Open(4). doi:10.1001/jamanetworkopen.2023.7149

Matuso, K., Green, J. M., Herrman, S. A., Mandelbaum, R. S., & Ouzounian, J. G. (2023, April 7). Severe Maternal
Morbidity and Mortality of Pregnant Patients With COMMDInfection During the Early Pandemic Period in the
US.JAMA Network Open(4). doi:10.1001/jamanetworkopen.2023.7149

Meinhofer, A., Hinde, J. M., & Ali, M. M. (2020, March). Substance use disorder treatment services for pregnant and
postpartum women in residential and outpatient settingsurnal of Substance Abuse Treatment,, PAT7.
doi:10.1016/j.jsat.2019.12.005

Merriam-Webster. (n.d.). Systemic racismerriam-Webster.com DictionarnRetrieved from MerriarWebster:
https://www.merriam-webster.com/dictionary/systemic%?20racism

Mobile Health Centerg2025). Retrieved from March of Dimes: https://www.marchofdimes.orgiwark/mobile-
health-centers

National Center for Health Statistics. (2023pmicide Mortality Retrieved from Centers for Disease Control and
Prevention: https://www.cdc.gov/nchs/statetats/deaths/homicide.html

National Center for Statistics and Analysis. (2021, December, Dece®@éathelt use in 20210verall Results (Traffic
Safety Facts Reseach Note. Report No. DOT HS 81Bl2ddnal Highway Traffic Safety Administration.

|

F LOUISIANA : A\ - 91
L_|1 DEPARTMENT OF HEALTH >s/‘?f],< f’AW,Ll,’jEALTﬂ




Retrieved from National Center for Statistics and Analysis:
https://crashstats.nhtsa.dot.gov/Api/Public/ViewPublication/813241

National Center for Statistics and Analysis. (2024, Septenthamymary of Motor Vehicle Traffic Crashes: 2022 Data
(Traffic Safety Facts. Report No. DOT HS 813M489nal Highway Traffic Safety Administration. Retrieved
from U.S. Department of Transportation. National Highway Traffic Safety Administration:
https://crashstats.nhtsa.dot.gov/Api/Public/ViewPublication/813643

National Center for Statistics and Analysis. (2024, Régestrians: 2022 Data (Traffic Safety Facts. Report No. DOT HS
813 590) National Highway Traffic Safety Administration. Retrieved from
https://crashstats.nhtsa.dot.gov/Api/Public/ViewPublication/813590

National Highway Traffic Safety Administration. (2022, Februabaips, Reflective Devices, and Associated
Equipment, Adaptive Driving Beam Headlanipepartment of Transportation. Retrieved from
https://www.nhtsa.gov/sites/nhtsa.gov/files/202D2/ADBFinatRule02-01-2022-web.pdf

Nynas, J. N. (2005). Perinatal depression: A systematic review of prevalence and in€hsteteics and Gynecology,
106(5 Pt 1)107%1083.

Nynas, J., Narang, P., Kolikonda, M. K., & Lippmann, S. (2015, January 29). Depression and Anxiety Following Early
Pregnancy Loss: Recommendations for Primary Care Provitier®rimary Care Companion for CNS Disorders,
17(1). doi:10.4088/PCC.14r01721

O'Neill, N. (2022, February 8he Eight Principals of Patie@entered CareRetrieved from OneviewThe Connected
Care Experience Company: https://www.oneviewhealthcare.com/blogétuht-principlesof-patient-centered
care/

Opioid Facts and Statistigs.d.). Retrieved from U.S. Department of Health and Human Services:
https://www.hhs.gov/opioids/statistics/index.html#:~:text=In%20the%20late%201990s%2C%20pharmaceutical,
t0%20combat%20the%200pioid%20crisis.

(2017).Opioid use and opioid use disorder in pregnancy. Committee Opinion NoA#idrican College of Obstetricians
and Gynecologists.

Piatkowska, S. J., Santana, A. A., & Messner, S. F. (2024, November 1). Underlying Dimensions of Racial Residential
Segregation and Polig@aused Homicide of Blacks: A Ci8sstional Analysis of Core Based Statistical Areas.
Justice Quarterly, 42), 65%692. doi:10.1080/07418825.2024.2418908

Policy Center for Maternal Mental Health. (2025, Mar&ybstance Use Disorder and Maternal Mental Health [Fact
Sheet]d0i:10.69764/SUDF2025

Roberts, T., Frederiksen, B., Saunders, H., & Salganicoff, A. (2023, Septentpiokb)Jse Disorder and Treatment
Among Pregnant and Postpartum Medicaid Enroll&etrieved from KFF:
https://www.kff.org/medicaid/opioidusedisorderandtreatment-amongpregnantand-postpartummedicaid
enrollees/#65363ccZb2a4c0087408ed8ea77aaf6

|

F LOUISIANA : A\ - 92
L_|1 DEPARTMENT OF HEALTH >s/‘?f],< f’AW,Ll,’jEALTﬂ




Screening and Diagnosis of Mental Health Conditions During Pregnancy and Postpartum: ACOG Clinical Practice
Guideline No. 4. (2023, June Opstetrics and Gynecology, 18}, 12321261.
doi:10.1097/A0G.0000000000005200

Seat Belts(n.d.). Retrieved from Nationdlighway Traffic Safety Administration: https://www.nhtsa.gov/vehicle
safety/seatbelts

Sharma, N., Khan, D. A,, Das, R., Jethani, R., & Panda, S. (2022, November). Maternal mortality and predictors of adv
outcome in patients with heart disease in pregnanigurnal of Family Medicine and Primary Carél1)l 6752
6758. doi:10.4103/jfmpc.jfmpc_1877_21

Solar, O., & Irwin, A. (201@.conceptual framework for action on the social determinants of héaltrld Health
Organization.

Substance Abuse and Mental Health Services Administration. (Z®2&}ical Guide for Implementing a Trauma
Informed ApproachRetrieved from Substance Abuse and Mental Health Services Administration:
https://library.samhsa.gov/sites/default/files/pep286-05-005.pdf

Suicide Prevention Resource for Act{@024, June 4). Retrieved from Centers for Disease Control and Prevention:
https://www.cdc.gov/suicide/resources/prevention.html

Swanson, J. W., Zeoli, A. M., Frattaroli, S., Betz, M., Easter, M., Kapoor, R., . .. Wintemute, G. J. (2024, September 3)
Suicide Prevention Effects of Extreme Risk Protection Order Laws in Four 3uateal of the American
Academy of Psychiatry and the Law (32327337. doi:10.29158/JAAPL.240034

The European Society of Cardiology (ESC) Task Force on the Management of Cardiovascular Diseases During Pregn:
(2011, December). ESC Guidelines on the management of cardiovascular diseases during pEgagsan
Heart Journal, 324), 314%3197. doi:10.1093/eurheartj/ehr218

Tikkanen, R., Gunja, M. Z., FitzGerald, M., & Zephyrin, L. C. (@@&¥nal Mortality and Maternity Care in the United
States Compared to 10 Other Developed Countiesimonwealth Fund. doi:10.26099/4 12255

Tolcher, M., McKinney, J. R., Eppes, C. S., Muigai, D., Shamshirsaz, A., Guntupalli, K. K., & Nates, J. L. (2020, Augusi
Prone Positioning for Pregnant Women With Hypoxemia Due to Coronavirus Disease 20191@0VID
Obstetrics & Gynecology, 129, 259261. doi:10.1097/A0G.0000000000004012

Treatment and Management of Mental Health Conditions During Pregnancy and Postpartum: ACOG Clinical Practice
Guideline No. 5. (2023, Jun@bstetrics & Gynecology, 1(4), 12621288.
doi:10.1097/A0G.0000000000005202

U.S. Department of Health and Human Services, Office of Disease Prevention and Health Promoti&odiald.).
Determinants of HealthRetrieved from Healthy People 2030: https://health.gov/healthypeople/objectares
data/socialdeterminantshealth

Volkow, N. (2023, February 1®Pregnant People With Substance Use Disorders Need Treatment, Not Criminalization
Retrieved from National Institute on Drug Abuse: https://nida.nih.gov/abade/noras
blog/2023/02/pregnantpeoplesubstanceusedisordersneedtreatment-not-criminalization

(Y .
% F’Arb“llrLI.‘leALTE 93

r LOUISIANA ,
L_;l DEPARTMENT OF HEALTH < A



Wager, E., McGough, M., Rakshit, S., & Cox, C. (2025, Addl®iloes health spending in the U.S. compare to other
countriesRetrieved from Health System Tracker: https://www.healthsystemtracker.org/ehart
collection/healthspendingu-s-comparecountries

Wetcher, C. S., Kirshenbaum, R. L., & Alvarez, A. (2023, October 19). Association of Maternal Comorbidity Burden Wit
Cesarean Birth Rate Among Nulliparous, Term, Singleton, Vertex PregndfiblésNetwork Open(80).
doi:10.1001/jamanetworkopen.2023.38604

Which states have Extreme Risk lay&®25, January 15). Retrieved from Everytown Gun Law Rankings:
https://everytownresearch.org/rankings/law/extremask-law/

White House Blueprint for Addressing the Maternal Health C{&122, June). Retrieved from
BidenWhiteHouse.Archives.Gov: https://bidenwhitehouse.archives.gov/wp
content/uploads/2022/06/MaternalHealth-Blueprint.pdf

Wilder, C., Lewis, D., & Winhusen, T. (2015, April 1). Medication assisted treatment discontinuation in pregnant and
postpartum women with opioid use disordddrug and Alcohol Dependence, 1295231.
doi:10.1016/j.drugalcdep.2015.02.012

Zace D, O. A. (2022). A comprehensive assessment of preconception health needs and interventions regarding wome!
childbearing age: a systematic revielaurnal of Preventative Medicine and Hygie&74E199.

OUISI/ )é ARTN 94
1 DEPARTMENT OF HEALTH %F«’,‘”'Lﬁm@



