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Learning 
Objectives

…consequences of maternal events 
from patient, family and institutional 
lens.

Explore

…on personal role, implicit bias, and 
institutional health of workplace.Reflect

…initiatives to champion change at 
every opportunity and every level.Discuss



My 4 Decade Lens on Maternal Health

Maternal Mortality – KS, 1978

9.8/100,000 (KDH)

• Few shortage areas 

• Wide coverage of maternity 
care & state-funded M&I clinics

• Comprehensive services e.g. 
Family planning, WIC, Social 
Workers

• High engagement in Childbirth 
Education & Preparation  

Maternal Mortality – Ks, 2019 

26.6/100,000 (KDH)

• Increased medicalization – “Too 
much too soon, or, too little too 
late”

• Loss of funding for community 
programs and services

• Less consumer interest and/or 
access to education

• Fragmented and rising inequities 
of MCH services 



And GA? (2016 last available data)

• Number of births in 2016: 130,042

• Predicted Mortality Rate: 37.2 per 100,000 births
• Ranked worst in U.S.

• Efforts now in place with mandatory reporting 
measures and MMRC

http://www.georgiahealthnews.com/2019/01/maternal-death-rate-is-problem-factual-approach/



Reasons for Maternal Morbidity and Mortality

• Absence of universal health coverage

• Worsening overall health of population

• System and Provider errors

• Maternal Health Deserts in Rural areas 

• Generational poverty and health inequities

• Affordability and coverage of all contraceptives 

• Rise of C-section and subsequent complications



Additional Factors:

• Rise in co-morbid chronic conditions e.g. Hypertension, 
Diabetes, Obesity, Smoking, Substances, Mental Health  

• Decades of society ignoring implicit bias, racism, 
classicism and other ‘ism’s

• Workforce Shortage, Burnout, Provider Fatigue

• Lack of seamless and effective Team-based care

• Inadequate integration of care for choice in place of birth

• Lack of uniform definitions and mandatory reporting 



• MCH Professional Societies

• The Public

• Institutional Setting

• Payers

• Policy Makers

• Today’s audience

Lens of Others?

https://www.theguardian.com/global-development/2018/sep/24/why-

do-women-still-die-giving-birth

https://www.theguardian.com/global-development/2018/sep/24/why-do-women-still-die-giving-birth


PROVIDERS: The 
‘Bundles’ AIM Initiatives 

National program to equip 
every state, perinatal quality 
collaborative, hospital 
network/system, birth facility 
and maternity care provider to 
significantly reduce severe 
maternal morbidity and 
maternal mortality through 
proven implementation of 
consistent maternity care 
practices

https://safehealthcareforeverywoman.org/patient-safety-bundles/

https://safehealthcareforeverywoman.org/patient-safety-bundles/


AIM States

GA partnered as an AIM 
state in 2018

https://georgiapqc.org/obstetric-
hemorrhage



9 AIM BUNDLES

GA implemented two:

Obstetric Hemorrhage

Severe Hypertension

• 30 of 62 GPQC member 
hospitals implemented 
both

• 6/62 only implemented 
NAS training

https://georgiapqc.org/member-
hospitals



Beyond AIM: Professional Society Initiatives

• Fetal Infant Mortality Review Boards (FIMR)

• Perinatal Quality Collaboratives (PQCs)

• Maternal Mortality Review Committee’s (MMRC)

• California Maternal Quality Care Collaborative (CMQCC)

• Patient Safety Network (PSNET) for Maternal Safety

• And many more…



PUBLIC
VICE Video: Raises 
awareness about GA

• https://www.youtube.com
/watch?v=dT0rL4TvX-I

• Released September 
24,2020

• Features Dr. Donna Adams-
Pickett from Augusta, GA

• Describes alarming 
maternal mortality rate in 
State of Georgia

https://www.youtube.com/watch?v=dT0rL4TvX-I


PATIENT & FAMILY

(With permission/March for Moms)



NJ Near Miss Survivor
(Bio-tech Scientist)

STOP If a patient does not feel 
well, or believes something is 
wrong, the provider should stop 
and not assume that they are 
typical complaints that all new 
mothers experience. 

LOOK Conduct an examination 
to be sure there are no evolving 
problems such as high blood 
pressure, internal bleeding or 
infection.

LISTEN Hear the patient’s 
complaints in their own words 
and never consider them a usual 
part of having a baby. 



Dad left behind 

• Posted on Face Book on 
July 13th after surviving a 
near-miss postpartum 
event (With Permission/March for Moms)

• On her passing September 
24th, 2018 she was 6 
months postpartum and 
Mom to her first children, 
twin boys



Dr. Shalon Irving, CDC Epidemiologist 

• Lieutenant Commander in the U.S. 
Public Health Service and a CDC 
epidemiologist, she earned a dual 
doctorate in sociology and 
gerontology; was an accomplished 
author and talented chef; skilled 
photographer, world traveler; and an 
ecstatic mother-to-be.

• Just three weeks after giving birth 
to her daughter she suffered 
complications from high blood 
pressure and died in February 2017. 
She was just 36.

https://www.hrsa.gov/enews/past-issues/2018/july-5/shalons-story.html

https://www.hrsa.gov/enews/past-issues/2018/july-5/shalons-story.html


INSITUTIONAL SETTINGS

• ASK: Can more be done to 
implement changes to reduce 
preventable events?
• Lack of trained and appropriate 

personnel when needed

• Missed or delayed diagnosis

• Lack of guiding protocols

• Emergency Dept limited experiences 
with perinatal health issues

https://news.aamc.org/patient-care/article/painful-truth-

about-maternal-deaths/

https://news.aamc.org/patient-care/article/painful-truth-about-maternal-deaths/


Do we acknowledge INEQUITIES in maternity care? 
“How Racism Impacts Pregnancy Outcomes” (2008)

https://www.unnaturalcauses.org/video_clips_detail.php?res_id=70

https://www.unnaturalcauses.org/video_clips_detail.php?res_id=70


What can Institutional Settings DO?

Require Implicit Bias/Unconscious Bias training 
beyond the IBT. Include:

1. Unconscious Bias Test (IAT/Harvard most commonly  
used)

2. Debrief results within diverse groups

3. Receive education on anti-racism

4. Understand impact of unconscious bias on health 
delivery outcomes

5. Provide ongoing assessment to reduce racism

https://implicit.harvard.edu/implicit/takeatest.html

https://implicit.harvard.edu/implicit/takeatest.html


PAYER status influences outcomes!

• As of May 2020, 23 percent of Georgia residents were uninsured

• GA has the fourth highest uninsured rate in the U.S. 

• Kaiser Foundation - 51% of all GA births are to moms with Medicaid

• GA is one of 12 States that ends Medicaid 60 days after delivery

• 60% of maternal deaths are preventable occurring up to 1 year

postpartum

https://www.beckershospitalreview.com/rankings-and-ratings/states-ranked-by-uninsured-rates.html


POLICY:
Change 

in Complex 
Landscape

https://www.acluga.org/en/problem-
georgia-has-maternal-mortality-crisis



Behavior that brings 
CHANGE

• Collaboration is the 
Cornerstone

• Embracing Change is Non-
Negotiable

• Help Educate Others 

• Take Personal Steps to 
work with:

• Policy groups 

• Policy leaders and 

• Elected officials 

• Maintain vigilance in 
message and contact



Combine Advocacy With Facts



Embrace WHO Steps to 
Eliminate Disrespect & Abuse

https://www.mhtf.org/topics/respectful-maternity-
care/

UNDERSTAND MEANING OF 

RESPECTFUL CHILDBIRTH 
(Global Movement in 2015)

https://www.mhtf.org/topics/respectful-maternity-care/


Implement ACOG 
Team-Based Care (2016)

https://www.acog.org/Clinical-
Guidance-and-Publications/Task-
Force-and-Work-Group-
Reports/Collaboration-in-Practice-
Implementing-Team-Based-Care

What Collaboration 

Should Look Like

Break Down the Silos’

https://www.acog.org/Clinical-Guidance-and-Publications/Task-Force-and-Work-Group-Reports/Collaboration-in-Practice-Implementing-Team-Based-Care


Read and Use: Black Mommas Matter Toolkit

https://blackmamasmatter.org/

https://blackmamasmatter.org/


• https://thenaabb.org/black-birthing-
bill-of-rights/

Read & Implement Black 
Birthing Bill of Rights



Integrate Role of 
Midwives and Doulas  

https://www.wnpr.org/post/women-
america-are-dying-childbirth-are-
midwives-and-doulas-answer

Role Confusion

Misunderstood

Disrespected

Fragmented Care

https://www.wnpr.org/post/women-america-are-dying-childbirth-are-midwives-and-doulas-answer


GOAL: EVERY health care interaction is
“Person-Centered” 

“Tell me everything important to know about you in 
order to facilitate the best possible care while you 

are here.”

“What has changed in how you feel or want to share 
since we last talked?”

“How can I help make this experience as positive as 
possible while you are with our health care team?”



Partner with Consumers  (RWJ/Cleveland Clinics 
Project)

Engaging with Maternal Near Miss Advocates

https://www.facebook.com/POP.PowerofPartnership/videos/3
24358014960730/

https://www.facebook.com/POP.PowerofPartnership/videos/324358014960730/


Evaluate Facility Design

Does Your Setting PROMOTE or 
IMPEDE Optimal Outcomes?

Selected as best manuscript of the 
year for 2018/19

(Journal of Perinatal and Neonatal Nursing, Vol 33, Number 1, 26-34)



Beyond AIM: Navigating the “Change Curve”

• Institute for Health Improvement tools

• Partnership with Patients model

• Black Mammas Matter Toolkit

• Consumers Serving on Committee’s

• Implement Anti-Racism Training 
alongside structural changes

• Make CHANGE a Quality Initiative



Practice Collaboration, It’s a Skill not a Value

1.Teach people to listen- not talk

2.Train people to practice empathy

3.Learn to be comfortable with Feedback

4.Model how to Lead AND Follow

5.Speak with Clarity and Avoid Abstractions

6.Seek ‘Win-Win’ Interactions

https://hbr.org/2019/11/cracking-the-code-of-sustained-collaboration

https://hbr.org/2019/11/cracking-the-code-of-sustained-collaboration


March for Moms Advocating TWO FEDERAL BILLS

H.R. 5977 – MOMMAs ACT 

H.R. 6142 Black Maternal Health Momnibus ACT

• Community-based funding for organizations to improve outcomes for Black 
women.

• Investment in social determinants of health programs.

• Understanding maternal health risks facing women veterans.

• Grow and diversify perinatal workforce.

• Improve data collection processes and quality measures.

• Invest in maternal mental health care and substance use disorder treatments.

• Improve maternal health care and support for incarcerated women.

• Invest in telehealth in underserved areas.

• Promote innovative payment models and continuity of health insurance 
coverage up to 1 year postpartum.



ACTIONS LEADING TO CHANGE

Implement: AIM 
Bundles & Partner 
with State MMRCs, 

PQCs & FIMRs

Assess: Team-Based 
Care  & EBP

‘Too much too soon, 
too little too late’

Embrace: Midwives, 
Doulas, Peer 

Counselors, CHWs and 
Post Partum Support 

Models

Examine: ‘Maternal 
Levels of Care’

Right Time, Right 
Place, Right Person

INFLUENCE: With 
Vigilance in Voice and 

#VOTE for Change  

Address: Racism, 
Implicit Bias, Cultural 
Competency & Birth 

Equity

What will YOU do?



Beyond the AIM Bundles to 
bring CHANGE

• Advocacy is more than 
discussing policy - It includes 
action on who you are 
advocating for.

• Collaborative care reflects 
evidence-based policies that 
must be patient-centric.

• Acknowledge role of racism 
and implicit bias and implement 
steps to eliminate.

• DEMAND policy changes at 
local, state, and national levels.



Follow Us

www.marchformoms.org
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Questions
maternitycaremarch@gmail.com

Ginger Breedlove

mailto:maternitycaremarch@gmail.com

