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I. INTRODUCTION 
On October 23, 2025, the Committee on Hospitals, chaired by Council Member Mercedes Narcisse, jointly with the Committee on Women and Gender Equity, chaired by Council Member Farah Louis, will hold an oversight hearing on Improving Maternal Health in New York City. In addition, the Committees will hear: Resolution Number (“Res. No.”) 1087, sponsored by Council Member Lynn Schulman; Res. No. 1086, sponsored by Council Member Chi Ossé; Res. No. 1085, sponsored by Council Member Mercedes Narcisse; and Res. No. 1082, sponsored by Deputy Speaker Diana Ayala. Those invited to testify include representatives of the New York City Health and Hospitals Corporation (NYC H+H), advocates, and other interested members of the public. 
II. BACKGROUND 
a. Maternal Mortality and Morbidity in New York City 
	According to 2020 data, the United States has a higher rate of maternal mortality than any other high-income country, more than doubling the death rates in France and Canada, and tripling the rate of death in the United Kingdom.[footnoteRef:1] Nationwide, racial and ethnic disparities are apparent in this data, with Black birthing people[footnoteRef:2] experiencing three times the rate of maternal death than their White and Hispanic counterparts.[footnoteRef:3] These data trends persist in the state, with New York ranking 15th in nationwide maternal mortality rates, and with Black women dying at a rate over four times that of White women.[footnoteRef:4] In New York City, data from 2022 suggest that maternal health outcomes are worsening, with the number of pregnancy-associated deaths rising from 58 in 2021 to 66 in 2022, with Black birthing people making up 42.4% of such deaths.[footnoteRef:5] The Bronx had the highest five-year pregnancy-associated mortality rate (84.9 deaths per 100,000 live births), followed by Staten Island (72.2), Manhattan (50.4), Queens (44.2), and Brooklyn (43.3).[footnoteRef:6]  [1:  Office of the New York State Comptroller Thomas P. DiNapoli, Maternal Health, (July 30, 2024), available at https://www.osc.ny.gov/state-agencies/audits/2024/07/30/maternal-health (last accessed Oct. 16, 2025).]  [2:  This committee reports generally uses language of “birthing people” to be inclusive of all gender identities who can be pregnant and give birth. The term “women” or other gendered language is used only when referencing research or articles that used such terms. ]  [3:  Id.]  [4:  Id.]  [5:  Department of Health and Mental Hygiene, Pregnancy-Associated Mortality in New York City, 2022, (Sept. 2025), available at https://www.nyc.gov/assets/doh/downloads/pdf/data/maternal-mortality-annual-report-2025.pdf (last accessed Oct. 16, 2025); Pregnancy-associated deaths are deaths of a birthing person from any cause during pregnancy or within one year from the end of pregnancy; pregnancy-related deaths are the death of a birthing person during pregnancy or within one year from the end of pregnancy that is caused directly by a pregnancy complication or a chain of events initiated by the pregnancy..  ]  [6:  Id.] 

	In New York City, most maternal deaths occurred in the postpartum period;[footnoteRef:7] in 2020, 19 pregnancy-associated deaths occurred during pregnancy up to birth, while 32 such deaths occurred within a year after the end of pregnancy.[footnoteRef:8] Moreover, of the 51 pregnancy-associated deaths that were recorded in the city in 2020, 34 were found to be preventable.[footnoteRef:9] Among those deaths, the leading underlying causes of death were attributed to: mental health conditions (including suicide or overdose or poisoning related to substance use disorder); infection or sepsis; hemorrhage; cardiovascular conditions; homicide; and metabolic/endocrine conditions.[footnoteRef:10] Institutionalized racism and bias in medicine lead to worse outcomes for Black birthing people in New York City and across the United States.[footnoteRef:11] [7:  Postpartum period has no formal definition in medical research; however, for the purposes of this report, the postpartum period encompasses up to one year after the end of the pregnancy.]  [8:  New York City Department of Health and Mental Hygiene, Pregnancy-Associated Mortality in New York City, 2020, (Sept. 2023), available at https://www.nyc.gov/assets/doh/downloads/pdf/data/maternal-mortality-annual-report-2023.pdf (last accessed Oct. 15, 2025).]  [9:  Id. A death was considered preventable if the review committee determined that there was at least some chance of averting the death by one or more reasonable changes to patient, community, provider, facility, or systems factors. ]  [10:  Id.]  [11:  Njoku A, Evans M, Nimo-Sefah L, Bailey J, Listen to the Whispers before They Become Screams: Addressing Black Maternal Morbidity and Mortality in the United States. Healthcare (Basel) (Feb. 3, 2011), available at: https://pubmed.ncbi.nlm.nih.gov/36767014/.] 

In response to the significant rate of maternal mortality incidents occurring across New York, City and State health officials convened review boards to conduct investigations into all pregnancy-associated and pregnancy-related deaths.[footnoteRef:12] The State investigative unit, led by the Department of Health, is known as the Maternal Mortality Review Board (MMRB), and the City’s unit, established by the Department of Health and Mental Hygiene (DOHMH), is known as the Maternal Mortality and Morbidity Review Committee (M3RC).[footnoteRef:13] The MMRB is required to review all incidents of maternal mortality in the State at least every two years, determine the cause and preventability of such deaths, and publish a report on their findings and recommendations for best practices for the commissioner of the State Department of Health and to the public.[footnoteRef:14] The M3RC similarly conducts reviews of all pregnancy-associated or pregnancy-related deaths in New York City, and uses all available reports to develop case narratives of such deaths to determine key contributing factors and make recommendations to prevent future adverse outcomes.[footnoteRef:15] In coordination with the work of the M3RC, DOHMH publishes five-year pregnancy-associated mortality reports, as well as an annual report that includes pregnancy-associated mortality data.[footnoteRef:16] The most recent report was published in September 2025 and covers maternal mortality data in the city from 2022.[footnoteRef:17]  [12:  New York Public Health Law § 2509; Ad. Code § 12-199.3.1.]  [13:  Id.]  [14:  New York State Department of Health, Maternal Mortality, available at https://www.health.ny.gov/community/adults/women/maternal_mortality/ (last accessed Oct. 15, 2025).]  [15:  DOHMH, Maternal Mortality and Severe Maternal Mortality and Morbidity Surveillance, available at https://www.nyc.gov/site/doh/data/data-sets/maternal-morbidity-mortality-surveillance.page (last accessed Oct. 16, 2025); ]  [16:  Id.]  [17:  NYC Health, Pregnancy-Associated Mortality in New York City, 2022, (Sept. 2025), available at https://www.nyc.gov/assets/doh/downloads/pdf/data/maternal-mortality-annual-report-2025.pdf (last accessed Oct. 16, 2025).  ] 

b. New York City Council Response
The New York City Council (Council) has responded to the maternal health crisis by passing significant legislation to improve care for all birthing people in New York City. In 2022, the Council passed a package of 11 bills to expand maternal health services, including doula care, and address systemic inequities that affect women and birthing people, particularly those that disproportionately harm Black, Latino, and indigenous people.[footnoteRef:18] Then in 2024, the Council passed another package of bills aimed at improving maternal mental health support.[footnoteRef:19] The legislation included a pilot program establishing post-partum support groups in each borough.[footnoteRef:20] More recently, Speaker Adrienne Adams convened the Maternal Health Steering Committee (Steering Committee) in February 2025.[footnoteRef:21] Its mission is to secure commitments and advance coordinated action steps by stakeholders to help reduce the severe racial disparities in maternal health and strengthen trust within impacted communities to ensure that women and birthing people receive the care they need and deserve.[footnoteRef:22] The Steering Committee is comprised of advocates, medical clinicians, union leaders, and elected officials.[footnoteRef:23] The Steering Committee has held a series of meetings to assess the existing maternal health initiatives and produce action steps to combat maternal mortality.[footnoteRef:24] These action steps included making recommendations for legislation the New York State legislature should pass immediately.[footnoteRef:25]  [18:  New York City Council, Council Passes Historic Maternal Health Package to Help Address Racial Disparities, Most Severely Affecting Black Women and Birthing People, (Aug. 11, 2022) available at https://council.nyc.gov/press/2022/08/11/2240/ (last visited Oct. 2, 2025)]  [19:  New York City Council, New York City Council Votes on Legislative Package to Address Maternal Mental Health Disparities, (Sept. 26, 2024), available at: https://council.nyc.gov/press/2024/09/26/2704/ (last visited Oct. 2, 2025) ]  [20:  Id. ]  [21:  New York City Council, Speaker Adrienne Adams Convenes Maternal Health Steering Committee to Urgently Confront Maternal Mortality Crisis in New York City, (Feb. 6, 2025) available at https://council.nyc.gov/press/2025/02/06/2794/ (last visited Oct. 2, 2025).]  [22:  Id. ]  [23:  Id. ]  [24:  Id. ]  [25:  New York City Council, In honor of Black Maternal Health Week, Speaker Adams, Council Leaders, Advocates, Healthcare Workers Continue Call for Sustained Action to End Maternal Mortality, (Apr, 17, 2025), available at https://council.nyc.gov/press/2025/04/17/2848/.] 

III. OVERALL FACTORS IMPACTING MATERNAL HEALTH 
a. Negative experiences and risks in healthcare systems
Many aspects of how a pregnant birthing person is treated through their pregnancy and birth by healthcare providers will affect their health and their newborn’s health.[footnoteRef:26] One issue that arises is when a pregnant person does not retain autonomy or dignity when they receive medical care because they do not give full informed consent.[footnoteRef:27] The American College of Obstetricians and Gynecologist (ACOG) defines informed consent as the “practical application of the bioethics principle of respect for patient autonomy and self-determination as well as the legal right of a patient to bodily integrity.”[footnoteRef:28] Unfortunately, many birthing people do not feel they are consulted or have full information about treatment or delivery options.[footnoteRef:29] For example, one survey of 2,400 mothers found that two-thirds indicated the doctor decided they would have a cesarean (C-section) delivery, with only 17 percent saying they were the primary decision maker.[footnoteRef:30]  [26:  Kokkosi et al, Informed Consent in Perinatal Care: Challenges and Best Practices in Obstetric and Midwifery-Led Models Nurs Rep (July 29 2025), available at: https://pmc.ncbi.nlm.nih.gov/articles/PMC12388696/.]  [27:  Id.]  [28:  American College of Obstetricians & Gynecologists, Informed Consent and Shared Decision Making in Obstetrics and Gynecology, Number 819 (Feb. 2021), available at https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2021/02/informed-consent-and-shared-decision-making-in-obstetrics-and-gynecology.]  [29:  Declercq ER, Sakala C, Corry MP, Applebaum S, Herrlich A., Listening to Mothers III: Pregnancy and Birth, New York: Childbirth Connection 23 (May 2013), available at https://nationalpartnership.org/wp-content/uploads/2023/02/listening-to-mothers-iii-pregnancy-and-birth-2013.pdf.]  [30:  Declercq ER, Sakala C, Corry MP, Applebaum S, Herrlich A., Listening to Mothers III: Pregnancy and Birth, New York: Childbirth Connection 23 (May 2013), available at https://nationalpartnership.org/wp-content/uploads/2023/02/listening-to-mothers-iii-pregnancy-and-birth-2013.pdf. The survey also found that 25% of mothers who had a cesarean experienced pressure for the surgery. Id. ] 

Another issue with treatment by healthcare providers is that a pregnant person may distrust or fear repercussions from a clinician, particularly if the patient discloses information on sensitive topics, such as substance use. If a patient discloses substance use, ACOG recommends “medical, developmental, and social support” to improve maternal and infant outcomes.[footnoteRef:31] However, there are many cases across the United States of authorities arresting parents for drug use.[footnoteRef:32] New York City Administration of Children’s Services (ACS) and DOHMH issued guidance that healthcare providers should not report a pregnant person who discloses substance abuse during pregnancy to the NYS Office of Children and Family Services (OCFS) and should not report a parent or newborn for a positive toxicology result.[footnoteRef:33] Families in New York report their fear of being reported to ACS[footnoteRef:34] and evidence shows that families surveilled by the child welfare system are disproportionately people of color.[footnoteRef:35]The fear of interacting with clinicians who may report them rather than treat their substance use disorder can lead to reduced medical attention for a pregnant patient, because they may delay treatment to the second trimester, choose not to disclose all medical information, or choose to forego follow-up appointments.[footnoteRef:36] [31:  American College of Obstetricians & Gynecologists, “Opioid Use and Opioid Use Disorder in Pregnancy,” Number 711 (Aug. 2017), available at﷟ https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2017/08/opioid-use-and-opioid-use-disorder-in-pregnancy ]  [32:  Pregnancy Justice, The Rise of Pregnancy Criminalization: A Pregnancy Justice Report (Sept. 2023), available at: https://www.pregnancyjusticeus.org/wp-content/uploads/2023/09/9-2023-Criminalization-report.pdf. In New York State in 2007, a woman was arrested on two counts of child endangering based on allegations that she consumed alcohol in her 35th week of pregnancy, though the case was dismissed. NYCLU “Court Rules New York State Child Endangering Law May Not Be Used To Punish Pregnant Woman for Health Problems,” (Feb.1, 2007), https://www.nyclu.org/press-release/court-rules-new-york-state-child-endangering-law-may-not-be-used-punish-pregnant-0.]  [33:  New York City Administration of Child Services & Department of Health and Mental Hygiene, Joint Guidance (Nov. 12, 2020), available at https://www.nyc.gov/assets/acs/pdf/child_welfare/2020/PositiveToxicology.pdf. If an infant shows signs of being substance-affected at birth, they do require a Plan of Safe Care under the federal Child Abuse Prevention and Treatment Act; Id.]  [34:  Colin Lecher, The NYC Algorithm Deciding Which Families Are Under Watch for Child Abuse, The Markup (May 20, 2025), available at https://themarkup.org/investigations/2025/05/20/the-nyc-algorithm-deciding-which-families-are-under-watch-for-child-abuse; See eg Marie-Fatima Hyacinthe, Child Care and Carcerality: Reviewing Dorothy Roberts' “Torn Apart” Health Equity (Oct. 30, 2023), available at: https://pmc.ncbi.nlm.nih.gov/articles/PMC10616932/.]  [35:  Administration For Children’s Services, NYC Public Schools & New York State Office Of Children And Family Services Announce Strategies To Address Racial Disproportionality In The Child Welfare System (Oct. 19, 2023), available at https://www.nyc.gov/assets/acs/pdf/PressReleases/2023/address-racial-disproportionality.pdf; NYCLU, “Racism at Every Stage: Data Shows How NYC’s Administration for Children’s Services Discriminates Against Black and Brown Families (June 30, 2023), available at https://www.nyclu.org/report/racism-every-stage-data-shows-how-nycs-administration-childrens-services-discriminates. ]  [36:  Roberts & Pies, Complex Calculations: How Drug Use During Pregnancy Becomes a Barrier to Prenatal Care, Maternal Child Health J. (March 16, 2010), https://pmc.ncbi.nlm.nih.gov/articles/PMC2904854/; UNC Gillings School of Global Public Health, ”Prenatal substance use linked to inadequate prenatal, perinatal care” (May 11, 2022), available at https://sph.unc.edu/sph-news/prenatal-substance-use-linked-to-inadequate-prenatal-perinatal-care/.] 

Throughout the experience with clinicians and social services, Black birthing people face additional stress and barriers to medical care and have statistically worse health outcomes when pregnant.[footnoteRef:37] In New York State, Black people who give birth are five times more likely to die from pregnancy-related causes than White people who give birth.[footnoteRef:38] Research shows social factors, including historical exposure to racial trauma, discrimination, marginalization, and systemic barriers contribute to pregnancy complications.[footnoteRef:39] The racial disparities that are apparent in the maternal mortality data can be attributed to several factors.[footnoteRef:40] Chronic conditions that increase risks in pregnancy, such as diabetes and hypertension, are more prevalent for Black and Hispanic birthing people than for White patients.[footnoteRef:41] Black birthing people are more likely to develop preeclampsia, a hypertensive disorder of pregnancy that can progress to eclampsia, than non-Hispanic white birthing people.[footnoteRef:42] Research has found that factors outside of genetics and race must play a role in the disparate rates; the rates of preeclampsia for Black birthing people in the United States were still higher when compared with Black birthing people outside of the United States.[footnoteRef:43] Moreover, Black birthing people are more likely to experience unconscious bias in medical spaces, are more likely to be denied medication, and experience higher incidents of their medical concerns or expressed pain dismissed by clinicians – particularly if there is no racial concordance between the clinician and the patient.[footnoteRef:44] In taped conversations, physicians have been found to dominate conversations with Black patients when compared to patients of other races, and ask less questions to probe the extent of their medical symptoms.[footnoteRef:45] Black patients are also more likely to be tested for illicit drugs during labor and birth than their White counterparts, even though they are less likely to test positive.[footnoteRef:46]  [37:  New York State Department of Health, New York State Department of Health Recognizes Black Maternal Health Week, (April 11, 2025), available at https://www.health.ny.gov/press/releases/2025/2025-04-11_black_maternal_health_week.htm.]  [38: Id.]  [39:  Njoku A, Evans M, Nimo-Sefah L, Bailey J, Listen to the Whispers before They Become Screams: Addressing Black Maternal Morbidity and Mortality in the United States. Healthcare (Basel) (Feb. 3, 2011), available at: https://pubmed.ncbi.nlm.nih.gov/36767014/; Elizabeth Howell, Reducing Disparities in Severe Maternal Morbidity and Mortality, Clin Obstet Gynecology (June 1, 2019), available at: https://pmc.ncbi.nlm.nih.gov/articles/PMC5915910/.; Joseph Goldstein, Why New York Has Faltered in Making Childbirth Safer for Black Mothers, New York Times (Jan. 7, 2024), available at https://www.nytimes.com/2024/01/07/nyregion/childbirth-maternal-mortality-black-women.html (last accessed Oct. 15, 2025).]  [40:  Joseph Goldstein, Why New York Has Faltered in Making Childbirth Safer for Black Mothers, New York Times (Jan. 7, 2024), available at https://www.nytimes.com/2024/01/07/nyregion/childbirth-maternal-mortality-black-women.html (last accessed Oct. 15, 2025).]  [41:  Id.]  [42:  Center for Disease Control and Prevention, “Preeclampsia, Genomics and Public Health” (Oct. 25, 2022), available at: https://blogs.cdc.gov/genomics/2022/10/25/preeclampsia/ (last visited Oct. 22, 2025).]  [43:  Boakye E, Kwapong YA, Obisesan O, et al. Nativity-Related Disparities in Preeclampsia and Cardiovascular Disease Risk Among a Racially Diverse Cohort of US Women. JAMA Netw Open (2021), available at: https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2787261.]  [44:  Roni Caryn Rabin, How Unconscious Bias in Health Care Puts Pregnant Black Women at Higher Risk, New York Times (Dec. 12, 2023), available at https://www.nytimes.com/2023/12/12/health/pregnant-black-women-bias.html  (last accessed Oct. 15, 2025).]  [45:  Roni Caryn Rabin, How Unconscious Bias in Health Care Puts Pregnant Black Women at Higher Risk, New York Times (Dec. 12, 2023), available at https://www.nytimes.com/2023/12/12/health/pregnant-black-women-bias.html (last accessed Oct. 15, 2025).]  [46:  Id.] 

Furthermore, Black birthing people with unscheduled deliveries are 25% more likely to deliver their baby via C-section than non-Hispanic White parents.[footnoteRef:47] C-sections may be recommended by healthcare professionals when there are complications with a pregnancy or if a birthing person has previously had a C-section.[footnoteRef:48] During the height of the COVID-19 pandemic, conditions such as unmanaged hypertension and anemia rose, which compounded the likelihood of Black birthing people requiring a C-section or the risk of a postpartum hemorrhage.[footnoteRef:49] However, C-sections performed on low-risk patients negatively impact maternal and infant health, and increase the risk of infection, blood loss, blood clots, surgical injury, and the need for c-sections in future pregnancies.[footnoteRef:50] The racial differences in patients who undergo a C-section are attributed to doctors who have a lower threshold for performing unscheduled C-sections on Black birthing people – and thereby increasing risk of complications later on – when compared to patients of other races.[footnoteRef:51] C-sections typically take less time to perform than a vaginal delivery, and evidence suggests that doctors use C-sections to reduce the time spent on individual birthing people as a tool to manage their other patients’ needs throughout their shifts.[footnoteRef:52] Experts posit that reducing the number of C-sections performed on low-risk patients and shifting the use of the procedure to target birthing people who medically need the procedure should be the goal moving forward.[footnoteRef:53]  [47:  Adriana Corredor-Waldron, Janet Currie, Molly Schnell, Drivers of Racial Differences in C-Sections, National Bureau of Economic Research, (Aug. 2024), available at https://www.nber.org/papers/w32891 (last accessed Oct. 16, 2025).]  [48:  Mayo Clinic, C-section, available at https://www.mayoclinic.org/tests-procedures/c-section/about/pac-20393655 (last accessed Oct. 16, 2025).]  [49:  Joseph Goldstein, Why New York Has Faltered in Making Childbirth Safer for Black Mothers, New York Times (Jan. 7, 2024), available at https://www.nytimes.com/2024/01/07/nyregion/childbirth-maternal-mortality-black-women.html (last accessed Oct. 15, 2025).  ]  [50:  Id.]  [51:  Molly Schnell, Why Are Black Women More Likely to Have C-Sections Than White Women?, Northwestern Institute for Policy Research, (Mar. 31, 2025), available at https://www.ipr.northwestern.edu/news/2025/why-are-black-women-more-likely-to-have-c-sections-than-white-women.html (last accessed Oct. 16, 2025). d ]  [52:  Id.]  [53:  Id.] 

The inequities that affect the health of the pregnant patient in turn affect the health of the newborn. Research shows that Black infants in the United States are more likely to die in the first year of life compared to white infants.[footnoteRef:54] A study examined families with college-educated parents and found that even in this low-risk population, the infants of Black college-educated parents were twice as likely as infants of white-college-educated parents to have low birth weights.[footnoteRef:55] [54:   Schoendorf et. al, Mortality among Infants of Black as Compared with White College-Educated Parents, N Engl J Med 1522-1526 (June 1992), available at: https://www.nejm.org/doi/full/10.1056/NEJM199206043262303. ]  [55:  Id. See more David & Collins Jr, Disparities in Infant Mortality: What’s Genetics Got to Do With It? Am J Public Health 1191–1197 (July 2007), available at: https://doi.org/10.2105/AJPH.2005.068387.] 

b. Mental Health 
Mental health conditions are one of the leading causes of pregnancy-related death.[footnoteRef:56] Pregnancy and the postpartum period are associated with the onset of mental illness and relapse.[footnoteRef:57] When pregnant people suffer mood and anxiety disorders during pregnancy and up to one year after, they may receive inappropriate care, leading to missed opportunities for treatment and increased risk of morbidity and mortality.[footnoteRef:58] Psychosocial and environmental risk factors affect maternal mental health conditions, such as chronic stressors, including racism and poverty, substance use disorder, and social isolation and lack of social support.[footnoteRef:59] Recent data found that non-Hispanic white women died as a result of mental health issues in pregnancy, including substance use conditions, compared to non-Hispanic Black women, and more than twice the proportion compared to Hispanic women.[footnoteRef:60]  [56:  Building U.S. Capacity to Review and Prevent Maternal Deaths, Report from Nine Maternal Mortality Review Committees (2018), available at: https://www.cdcfoundation.org/sites/default/files/files/ReportfromNineMMRCs.pdf.]  [57:  Id.]  [58:  Id at 37.]  [59:  Id.]  [60:  Susanna L. Trost et al., Pregnancy-Related Deaths: Data from Maternal Mortality Review Committees in 38 U.S. States, 2020 (Centers for Disease Control and Prevention, May 2024).] 

c. Addressing experiences in healthcare systems

i. Respectful and Dignified Maternal Healthcare
Respectful and dignified care in maternal health is essential for ensuring positive birth experiences, improved health outcomes, and a patient’s trust in the healthcare system.[footnoteRef:61] This care involves protecting a patient’s dignity, privacy, and confidentiality, promoting their freedom from mistreatment and harm, and enabling them to participate in shared decision-making throughout the process.[footnoteRef:62] Under the New York City Human Rights Law, patients have a right to receive healthcare without discrimination based on various protected characteristics, including race, religion, gender, sexual orientation, and disability.[footnoteRef:63] Several state and city agencies enforce this right to respectful and dignified care through various accountability mechanisms.[footnoteRef:64] Patients can file complaints with government bodies, internal hospital oversight, or civil rights organizations.[footnoteRef:65] For instance, there is the NYCH+H Office of the Inspector General that investigates misconduct or abuse within the NYCH+H system.[footnoteRef:66] Despite these mechanisms, there continues to be significant and well-documented issues with respectful and dignified maternal healthcare from clinicians in New York City, particularly affecting birthing people of color.[footnoteRef:67] The City has formally recognized these problems and established standards and initiatives to address systemic racism, clinician bias, and disrespectful treatment.[footnoteRef:68] [61:  E. Shakibazadeth, et. al, Respectful care during childbirth in health facilities globally: a qualitative evidence synthesis, National Library of Medicine, (Dec. 8, 2017), available at https://pmc.ncbi.nlm.nih.gov/articles/PMC6033006/#:~:text=Introduction,need%20and%20deserve%20respectful%20care. (last accessed Oct. 6, 2025).]  [62:  Id.]  [63:  Ad. Code § 8-107]  [64:  New York City Department of Health and Mental Hygiene, New York City Standards for Respectful Care at Birth Health Care Provider Resource Guide, (2023), available at https://www.nyc.gov/assets/doh/downloads/pdf/ms/respectful-care-birth-provider-guide.pdf (last accessed Oct. 21, 2025)]  [65:  Id. ]  [66:  Id. ]  [67:  Joseph Goldstein and Wesley Parnell, Another Woman Dies During Childbirth at a Troubled Brooklyn Hospital, The New York Times (Oct. 3, 2024) available at: https://www.nychealthandhospitals.org/office-of-the-inspector-general/ (last accessed Oct. 6, 2025).]  [68:  New York City Department of Health and Mental Hygiene, New York City Standards for Respectful Care at Birth Health Care Provider Resource Guide, (2023), available at https://www.nyc.gov/assets/doh/downloads/pdf/ms/respectful-care-birth-provider-guide.pdf (last visited Oct. 6, 2025); NYC Health, Maternity Hospital Quality Improvement Network, available at https://www.nyc.gov/site/doh/providers/resources/maternity-hospital-quality-improvement-network.page#:~:text=The%20initiative%20seeks%20to%20create,with%20high%20severe%20maternal%20morbidity (last visited Oct. 6, 2025).] 

ii. Importance of Preventative Care
Preventative healthcare is crucial in maternal health for reducing complications, improving outcomes for both the birthing person and child, and saving lives through early detection, management of conditions, and essential services like prenatal care and pre-pregnancy planning.[footnoteRef:69] It involves regular check-ups, screenings, and lifestyle guidance to ensure a healthy pregnancy and postpartum period, with a focus on addressing underlying health issues before they become serious.[footnoteRef:70] However, significant barriers remain an issue in New York City.[footnoteRef:71] These barriers include socioeconomic factors like lack of insurance and transportation challenges;[footnoteRef:72] healthcare system issues like limited access to facilities, clinician shortages, and high costs;[footnoteRef:73] cultural and knowledge-based obstacles like lack of awareness about risks or the importance of prenatal care and mistrust of the medical system;[footnoteRef:74] and individual factors such as lack of support or difficulty with child care.[footnoteRef:75] New York City is attempting to address preventative maternal healthcare barriers through initiatives that expand access to specialized support, increase health insurance coverage, address racial inequities, and improve care coordination.[footnoteRef:76] Initiatives include the Citywide Doula Initiative and an expansion of the Midwifery Initiative.[footnoteRef:77] [69:  National Institutes of Health, What is prenatal care and why is it important?, U.S. Department of Health and Human Services, (Jan. 31, 2017), available at https://www.nichd.nih.gov/health/topics/pregnancy/conditioninfo/prenatal-care#:~:text=Pre%2DPregnancy%20and%20prenatal%20care,the%20risk%20of%20pregnancy%20complications. (last accessed Oct. 7, 2025).]  [70:  Id. ]  [71:  Valerie Holt et al, Patient-perceived barriers to early initiation of prenatal care at a large urban federally qualified health center: a mixed-methods study, National Library of Medicine, (Jun. 21, 2024), available at https://pmc.ncbi.nlm.nih.gov/articles/PMC11193180/ (last accessed Oct. 7, 2025).]  [72:  Id.  ]  [73:  Public Advocate Betsy Gotbaum, Hurdles to a Healthy Baby: Pregnant Women Face Barriers to Prenatal Care at City Health Centers, (May 2007), available at https://www.nyc.gov/html/records/pdf/govpub/moved/pubadvocate/HurdlestoaHealthyBaby.pdf (last accessed Oct. 7, 2025).]  [74:  Valerie Holt, et. al, Patient-perceived barriers to early initiation of prenatal care at a large urban federally qualified health center: a mixed-methods study, National Library of Medicine, (Jun. 21, 2024), available at https://pmc.ncbi.nlm.nih.gov/articles/PMC11193180/#:~:text=Personal%20challenges%20included%20child%20care,Medicaid%20and%20Medicare%20%5B18%5D (last accessed Oct. 7, 2025).]  [75:  Id. ]  [76:  NYC Get Stuff Done, Supporting Maternal and Infant Health, (May 24, 2024), available at https://www.nyc.gov/content/getstuffdone/pages/maternal-health-services (last accessed Oct. 7, 2025).]  [77:  Office of the Mayor, Mayor Adams Takes Action to Reduce Maternal and Infant Health Inequities by Expanding Access to Doulas and Midwives, (Mar. 23, 2022) available at https://www.nyc.gov/mayors-office/news/2022/03/mayor-adams-takes-action-reduce-maternal-infant-health-inequities-expanding-access-to (last accessed Oct. 7, 2025).] 

iii. Midwives and Doulas
Midwives are clinicians who provide a full range of pregnancy, birthing, and primary health care services.[footnoteRef:78] Licensed midwives receive formal education and clinical training, and they use best practices[footnoteRef:79] to care for people at any point in their life and pregnancy.[footnoteRef:80] A study mapping midwifery integration into the health care system across the United States found that increased access to midwives was associated with higher rates of vaginal delivery and vaginal delivery after C-section and lower rates of C-sections; higher rates of breastfeeding; low rates of preterm births, low birth weight infants, and neonatal deaths; and fewer obstetric interventions.[footnoteRef:81] In 2022, Mayor Eric Adams launched the NYC Midwifery Initiative which is a multifaceted city and state-wide effort to expand access to midwifery care and reduce maternal and infant health inequities, particularly for Black and Latinx families.[footnoteRef:82] The initiative includes integrating midwives into the healthcare system, advocating for midwife-friendly policies, and tackling systemic barriers to care.[footnoteRef:83] The Mayor's Midwifery Initiative is an ongoing program that receives funding as part of New York City's broader investments in maternal health. It is tied to the larger New Family Home Visits Initiative, which is a $34 million program run by DOHMH, announced in 2022 to provide support services for pregnant and new parents.[footnoteRef:84] [78:  NYC Health, Midwifery Care, available at https://www.nyc.gov/site/doh/health/health-topics/midwifery-care.page (last accessed Oct. 7, 2025).]  [79:  Best practices include: shared decision-making with patients, supporting natural birth while also managing medical interventions when necessary, and collaborating with physicians for seamless, high-quality care. ]  [80:  Id. ]  [81:  Saraswathi Vendam, et al., Mapping integration of midwives across the United States: Impact on access and outcomes, PLOS One, (2018), available at https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0192523 (last visited Oct. 7, 2025).]  [82:  Id. ]  [83:  Id. ]  [84:  Office of the Mayor, Mayor Adams Announces Over 12,000 Families Served With Maternal and Infant Health Services Since Expanding Access to Doulas and Home Visitors, (May 13, 2024) available at https://www.nyc.gov/mayors-office/news/2024/05/mayor-adams-over-12-000-families-served-maternal-infant-health-services-since#:~:text=Persaud%20.,that%20many%20expectant%20mothers%20want.%22 (last accessed Oct. 20, 2025)] 

Doulas are nonclinical birth workers, trained to provide physical, emotional, and informational support to pregnant people in the prenatal, birth, and postpartum periods.[footnoteRef:85] Multiple studies have found better outcomes for birthing people who have doula support, including lower rates of maternal and infant health complications.[footnoteRef:86] In addition to improved physical health outcomes, doula support is linked to reduced rates of postpartum depression and anxiety as well as increased positive feelings about the birth experience and ability to influence one’s own pregnancy outcomes.[footnoteRef:87] In New York State, doula care is now a covered benefit under Medicaid.[footnoteRef:88] Additionally, several doula programs in New York City provide free or low-cost services including the Citywide Doula Initiative (CDI) that provides free access to home visitors and doula support for birthing people and parenting families.[footnoteRef:89] Doulas from this initiative provide professional, no-cost doula services to residents of the City.[footnoteRef:90] [85:  NYC Health, Doula Care, available at https://www.nyc.gov/site/doh/health/health-topics/doula-care.page (last accessed Oct. 7, 2025).]  [86:  Nora Ellmann, Community-Based Doulas and Midwives, Center for American Progress, (Apr. 14, 2020) available at https://www.americanprogress.org/article/community-based-doulas-midwives/ (last accessed Oct. 7, 2025).]  [87:  Id. ]  [88:  NYC Health, Doula Care, available at https://www.nyc.gov/site/doh/health/health-topics/doula-care.page (last accessed Oct. 7, 2025).]  [89:  NYC Health, The Citywide Doula Initiative, available at https://www.nyc.gov/site/doh/health/health-topics/citywide-doula-initiative.page (last visited Oct. 7, 2025).]  [90:  Id. ] 

Despite evidence-based support for increased access to community-based birth workers, doulas and midwives face significant barriers to practice, and birthing people, particularly those who are low income and people of color, face barriers in accessing their services.[footnoteRef:91] Among those barriers are a lack of knowledge about midwives’ and doulas’ services; lack of support and integration in the health care system; barriers to insurance coverage and reimbursement at a living wage; and a patchwork of regulations creating a varied and often extremely restrictive environment in which to practice.[footnoteRef:92] [91:  Nora Ellmann, Community-Based Doulas and Midwives, Center for American Progress, (Apr. 14, 2020) available at https://www.americanprogress.org/article/community-based-doulas-midwives/ (last accessed Oct. 7, 2025).]  [92:  Id. ] 

iv. Language Access
Language access in maternal health services is vital for achieving patient autonomy, improving quality of care, enhancing health literacy, and ensuring equitable outcomes.[footnoteRef:93] Providing care in a language and manner patients can understand is critical for making informed decisions and achieving positive health outcomes for culturally and linguistically diverse individuals.[footnoteRef:94] New York City is home to speakers of an estimated 800 different languages, making it the most linguistically diverse city in the world.[footnoteRef:95] An estimated 60% of New Yorkers are immigrants or the children of immigrants, with approximately half of New Yorkers speaking a language other than English at home.[footnoteRef:96] Recognizing the importance of equitable care, New York City has implemented language access policies across City agencies. Local Law 30 of 2017 mandates that agencies providing public health services, including DOHMH and NYCH+H, provide meaningful language access.[footnoteRef:97] NYCH+H, for example, makes clear on their website that any person who needs language or translation services should let NYCH+H staff know upon arrival, and make available their Nondiscrimination Notice and their Notice of Availability of Free Language Assistance Services.[footnoteRef:98] Moreover, the New York City Emergency Room Interpreter law also requires the immediate provision of an interpreter for non-English speaking patients in all emergency rooms in the city.[footnoteRef:99] While laws like this exist, language barriers persist in New York City, leading to negative birth outcomes for birthing people. Specifically, difficulties in medical terminology oftentimes result in birthing people receiving insufficient information that can lead to negative experiences with care and, in some cases, exacerbated health problems.[footnoteRef:100]  [93:  May Sudhinarest, Rebecca A. Kolodner, Michelle Kao Nakphong, Maternity Care at the Intersections of Language, Ethnicity, and Immigration Status: A Qualitative Study, Women’s Health Issues (May 25, 2023) available at https://pmc.ncbi.nlm.nih.gov/articles/PMC10843860/ (last visited Oct. 3, 2025).]  [94:  Id. ]  [95:  New York State Office of General Services, Data View: Language Diversity in New York State, available at https://ogs.ny.gov/language-c (last accessed Oct. 3, 2025).]  [96:  Mayor’s Office of Immigrant Affairs, 2024 Annual Report on New York City’s Immigrant Population and Initiatives of the Office, available at https://www.nyc.gov/assets/immigrants/downloads/pdf/MOIA-2024-Annual-Report_4.4.25.pdf (last accessed Oct. 3, 2025).]  [97:  Ad. Code § 23-1101.]  [98:  NYC Health + Hospitals, Language Translation Services (Aug. 11, 2022) available at https://www.nychealthandhospitals.org/services/language-translation-services/ (last accessed Oct. 10, 2025).]  [99:  Ad. Code § 17-174.]  [100:  May Sudhinarest, Rebecca A. Kolodner, Michelle Kao Nakphong, Maternity Care at the Intersections of Language, Ethnicity, and Immigration Status: A Qualitative Study, Women’s Health Issues (May 25, 2023) available at https://pmc.ncbi.nlm.nih.gov/articles/PMC10843860/ (last visited Oct. 3, 2025).] 

d. Continuity of Care and Medical Record Sharing
Continuity of care during and after pregnancy has been found to be a valuable tool for birthing people to maintain their health and improve the outcomes of their pregnancy.[footnoteRef:101] Continuity of care is characterized by a patient’s experience of developing a continuous relationship with an identified healthcare professional, or receiving care through a coordinated, integrated system of information sharing among different clinician practices.[footnoteRef:102] Care coordination among a patient’s various clinicians is imperative; fragmented care can lead to clinicians missing crucial information about symptoms, repeated costly lab tests, prescription of drugs that do not work or interact poorly with a patient’s medical condition, and other types of confusion that can have adverse health outcomes and increase out-of-pocket costs.[footnoteRef:103] Given all of the complex needs of pregnant patients, particularly those who have chronic conditions, care coordination among their physicians, specialty care clinicians, mental health care therapists, and other healthcare professionals is crucial to manage the myriad of treatments and medications to maintain health.[footnoteRef:104] Analyses show that maternity care coordination reduced the likelihood of preterm birth risk for birthing people by 1.8 percentage points, and significantly reduced the risk of preterm delivery among Medicaid enrollees.[footnoteRef:105]   [101:  Marianne M. Hillemeier et al., Effects of Maternity Care Coordination on Pregnancy Outcomes: Propensity-Weighted Analyses, National Institutes of Health, (Jan. 1, 2016), available at https://pmc.ncbi.nlm.nih.gov/articles/PMC4459720/ (last accessed Oct. 15, 2025).  ]  [102:  Martin Gulliford, Smriti Naithani, Myfanwy Morgan, What is ‘continuity of care’?, National Institutes of Health, (Oct. 11, 2006), available at https://pubmed.ncbi.nlm.nih.gov/17018200/ (last accessed Oct. 16, 2025).  ]  [103:  Centers for Medicare and Medicaid Services, Care Coordination, available at https://www.cms.gov/priorities/innovation/key-concepts/care-coordination (last accessed Oct. 15, 2025).  ]  [104:  Id.; NYC Health + Hospitals, Health Home – Care Coordination Program, available at https://www.nychealthandhospitals.org/health-home-program/ (last accessed Oct. 15, 2025).  ]  [105:  Marianne M. Hillemeier et al., Effects of Maternity Care Coordination on Pregnancy Outcomes: Propensity-Weighted Analyses, National Institutes of Health, (Jan. 1, 2016), available at https://pmc.ncbi.nlm.nih.gov/articles/PMC4459720/ (last accessed Oct. 15, 2025).  ] 

	One important aspect of care coordination for patients is clinicians’ access to a patient’s medical records.[footnoteRef:106] While the proliferation of electronic medical record systems has improved medical record access for clinicians utilizing the same system, it has also created new complications to the delivery of care.[footnoteRef:107] NYCH+H uses the EPIC MyChart record system, which allows other MyChart users to access a patient’s health history; however, there is little interoperability between the MyChart system and other electronic health records programs, which lead to delays in accessing vital records and gaps in a clinician’s knowledge.[footnoteRef:108] The reliance on such electronic record systems may lead to patients not having immediate access to records from past clinicians, or to not realize that their current practitioner has outdated or incomplete information about their medical conditions.[footnoteRef:109] Continuous, coordinated care is a valuable tool to ensure that patients are seen by clinicians who have full access and awareness of any conditions that may present challenges to a patient’s wellness before, during, and after their pregnancy.[footnoteRef:110] [106:  Tanya Albert Henry, 7 EHR usability, safety challenges – and how to overcome them, American Medical Association (Dec. 11, 2023), available at https://www.ama-assn.org/practice-management/digital-health/7-ehr-usability-safety-challenges-and-how-overcome-them (last accessed Oct. 15, 2025).]  [107:  Id.]  [108:  Id.]  [109:  Id.]  [110:  Marianne M. Hillemeier et al., Effects of Maternity Care Coordination on Pregnancy Outcomes: Propensity-Weighted Analyses, National Institutes of Health, (Jan. 1, 2016), available at https://pmc.ncbi.nlm.nih.gov/articles/PMC4459720/ (last accessed Oct. 15, 2025).] 

e. Financial Uncertainties
i. Hospital Finances
	Before the passage of Public Law 119-21, also referred to as H.R. 1 , hospitals across New York State were already facing financial uncertainty.[footnoteRef:111] According to the 2024 New York State Hospitals Fiscal Survey Report, published by the Healthcare Association of New York State (HANYS), three in four New York state hospitals report not having the operating margins needed to maintain and improve access to patient care, with 50% projected to have negative margins and 25% projected to have unsustainable margins.[footnoteRef:112] These shortfalls were due in part to insurer actions, which have been increasingly more aggressive across payer types and which negatively impact patient care and add unnecessary costs to the healthcare system.[footnoteRef:113] 35% of hospitals in the survey projected that they could see their operating revenues drop by 5% or more, equating to roughly $1.3 billion in lost revenue.[footnoteRef:114] These shortfalls are also due to increased labor costs, which have jumped by 36.4% since 2019.[footnoteRef:115] Concurrently, 97% of surveyed hospitals reported a shortage of nurses and 88% reported a shortage of non-nursing personnel.[footnoteRef:116] [111:  The Healthcare Association of New York State, New York State Hospitals Fiscal Survey Report, (Nov. 2024), available at https://www.hanys.org/communications/publications/2024/new-york-state-hospitals-fiscal-survey-report-nov-2024.pdf (last accessed Oct. 10, 2025).]  [112:  Id.]  [113:  Id.; These disruptive actions include medical record requests, prior authorization requests, prior authorization denials, concurrent review requests, concurrent review denials, and post-service delivery retrospective denials)]  [114:  Id.]  [115:  Id.]  [116:  Id.] 

	The $8 billion loss projected to hit the New York hospital system due to the passage of Public Law 119-21 will only serve to compound the aforementioned issues.[footnoteRef:117] The Greater New York Hospitals Association (GNYHA) and HANYS also project that the policies in Public Law 119-21 will lead to a loss of 34,000 hospital jobs, further exacerbating the nursing and staffing shortages facing hospitals.[footnoteRef:118] The passage of Public Law 119-21 also rescinds authorization for the state to use tax revenue from managed care organizations (MCO), which is projected to cost the state up to $1.6 billion.[footnoteRef:119] Furthermore, as of October 1, 2025, an $8 billion reduction to the federal Medicaid Disproportionate Share Hospital (DSH) program took effect; the DSH program is used to fund hospitals that serve vulnerable populations and are experiencing a Medicaid shortfall.[footnoteRef:120] Public Law 119-21 imposes limits on state contributions addressing Medicaid shortfalls, leading to increased reliance on the very DSH funds that have been drastically slashed.[footnoteRef:121] [117:  Greater New York Hospitals Association, Catastrophic Losses Across NYS, (June, 2025), available at https://www.governor.ny.gov/sites/default/files/2025-07/OBBBA-House-and-Senate-jobs-and-economic-impact-June-2025-FINAL.pdf (last accessed Oct. 10, 2025).]  [118:  Id.]  [119:  Nathan Gusdorf, New York Will Lose $15.4 Billion Per Year Under The “One Big Beautiful Bill Act, Fiscal Policy Institute, (June 4, 2025), available at https://fiscalpolicy.org/new-york-will-lose-15-4-billion-per-year-under-the-one-big-beautiful-bill-act (last accessed Oct. 10, 2025).]  [120:  American Hospital Association, Fact Sheet: Medicaid DSH Program, (July, 2025), available at http://aha.org/fact-sheets/2023-03-28-fact-sheet-medicaid-dsh-program (last visited Oct. 10, 2025); A Medicaid shortfall occurs when Medicaid does not fully reimburse a hospital for the costs incurred when providing care.]  [121:  Id.] 

	In the face of these cuts, Dr. Mitchell Katz, President and CEO of NYCH+H indicated that in order to stay afloat, public hospitals in the city would likely trim specialty care options, which could include OBGYN and other departments specializing in the care of pregnant people, in favor of primary and general care practitioners.[footnoteRef:122] However, even with such restructuring, financially distressed hospitals may be forced to close due to these unprecedented cuts.[footnoteRef:123] [122:  Testimony before the NYC Council Committees on Finance and Hospitals, Executive Budget Hearing for FY26, (May 22, 2025), available at https://legistar.council.nyc.gov/MeetingDetail.aspx?ID=1302692&GUID=C02A9B09-AD3F-456C-8D6A-29B9836FEDD8 (last accessed Oct. 10, 2025).]  [123:  Nathan Gusdorf, New York Will Lose $15.4 Billion Per Year Under The “One Big Beautiful Bill Act, Fiscal Policy Institute, (June 4, 2025), available at https://fiscalpolicy.org/new-york-will-lose-15-4-billion-per-year-under-the-one-big-beautiful-bill-act (last accessed Oct. 10, 2025).] 

ii. Maternal Health and Health Insurance 
	The passage of Public Law 119-21 is likely to result in 1.5 million New York State residents losing healthcare coverage, which would double the current number of uninsured people in the state.[footnoteRef:124] This is in large part due to a loss of $7.5 billion which was used to cover legally present immigrants on the New York State Essential Plan, a plan that provides healthcare benefits for no monthly premium or deductible if enrollees have an income that is less than 250% of the federal poverty rate.[footnoteRef:125] Though many of these New Yorkers will be transferred onto Medicaid, this is projected to cost the State an extra $2.7 billion.[footnoteRef:126] [124:  Id.]  [125:  Greg David, What Trump’s ‘Big Beautiful’ Bill Means for NYC, The City, (July 7, 2025) available at https://www.thecity.nyc/2025/07/07/trump-budget-medicaid-food-stamps-local-impact/ (last accessed Aug. 27, 2025).]  [126:  Id.] 

	Currently, all individuals insured on qualified health plans receive “maternity care and newborn care – [which are] services provided before and after your child is born.”[footnoteRef:127] These are essential health benefits, which are minimum requirements for all Marketplace plans.[footnoteRef:128] In line with this, Medicaid requires all states to provide maternal health coverage for low-income pregnant people.[footnoteRef:129] However, the passage of Public Law 119-21 reduces funding for Medicaid, increases the administrative burden for enrolling in Medicaid, and dismantles key protections.[footnoteRef:130] States will bear increased costs, as discussed earlier, and may be forced to cut programs which cover postpartum care or other recently established programs in favor of funding other programs.[footnoteRef:131] Such changes could worsen already deep maternal health care disparities.[footnoteRef:132] [127:  HealthCare.gov, Health coverage if you’re pregnant, plan to get pregnant, or recently gave birth, available at https://www.healthcare.gov/what-if-im-pregnant-or-plan-to-get-pregnant/ (last accessed Oct. 10, 2025). ]  [128:  HealthCare.gov, What Marketplace health insurance plans cover, available at https://www.healthcare.gov/coverage/what-marketplace-plans-cover/ (last accessed Oct. 10, 2025).]  [129:  Maternal Mental Health Leadership Alliance, The One Big Beautiful Bill Act (OBBBA) and its Impact on Maternal Mental Health, (July 10, 2025), available at The One Big Beautiful Bill Act (OBBBA) and its Impact on Maternal Mental Health — Maternal Mental Health Leadership Alliance: MMHLA (last accessed Oct. 10, 2025).]  [130:  Id.]  [131:  Id.]  [132:  Id.] 

iii. SNAP Cuts 
	The passage of Public Law 119-21 also reduces the federal share of Supplemental Nutrition Assistance Program (SNAP) administrative costs from 50% to 25%, forcing states to recoup those costs.[footnoteRef:133] New York and local governments are facing up to $1.4 billion in new costs annually, $168 million of which will fall on New York City.[footnoteRef:134] According to the Governor’s Office, nearly 3 million New Yorkers’ access to SNAP is jeopardized by Public Law 119-21, and 300,000 households are projected to lose access due to the harsher work requirements.[footnoteRef:135] This could have a major effect on New Yorkers’ access to food, including pregnant New Yorkers, whose food security and nutrition are crucial to improving health outcomes.[footnoteRef:136] In fact, SNAP itself is tied to lower healthcare costs and improved health outcomes, meaning that cuts to SNAP may also have a knock-on effect, increasing the already dire financial situation of hospitals discussed above.[footnoteRef:137] [133:  New York State Office of Governor Kathy Hochul, Governor Hochul Unveils Devastating Impact of Republicans ‘Big Ugly Bill’ on New York State, (July 11, 2025), available at https://www.governor.ny.gov/news/governor-hochul-unveils-devastating-impacts-republicans-big-ugly-bill-new-york-state (last accessed Oct. 10, 2025).]  [134:  Id.]  [135:  Id.]  [136:  Sisay Demissew Beyene, The impact of food insecurity on health outcomes: empirical evidence from sub-Saharan African countries, BMC Public Health, (Feb. 15, 2023), available at https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-023-15244-3 (last accessed Oct. 16, 2025).  ]  [137:  Steven Carlson and Joseph Llobrera, SNAP Is Linked With Improved Health Outcomes and Lower Health Care Costs, Center on Budget and Policy Priorities, (Dec. 14, 2022), available at https://www.cbpp.org/research/food-assistance/snap-is-linked-with-improved-health-outcomes-and-lower-health-care-costs (last accessed Oct. 16, 2025). ] 

f. Available Data to Improve Care and Prevent Further Adverse Events 
Standardized data collection and reporting in the maternal healthcare space are two essential steps toward meaningful intervention. In 1989, the New York State Legislature passed the Maternity Information Act (N.Y. Public Health Law Sec. 2803-j).[footnoteRef:138] The Maternity Information Act requires every hospital and birth center to distribute to all prospective maternity patients at the time of pre-admission, and to members of the general public upon request, a statistical profile of that hospital’s birth-related practices.[footnoteRef:139] Its passage was the culmination of public advocacy driven by patients who felt they had been uninformed about their birthing options.[footnoteRef:140] In order to combat persistently high rates of maternal mortality and morbidity, particularly in marginalized communities, there is an urgent need to leverage high-quality data to improve maternal care and prevent future adverse events.[footnoteRef:141] Beyond developing patient understanding, analyzing data from vital records, patient experiences, and electronic health records can help healthcare systems and policymakers identify systemic issues, monitor trends, and address disparities in care.[footnoteRef:142]  [138:  Office of the Public Advocate for the City of New York, New York City Hospital Maternity Information, (2003) available at https://www.nyc.gov/html/records/pdf/govpub/2670maternity_data_guide.pdf (last visited Oct. 16, 2025).]  [139:  Id. ]  [140:  Diony Young, Maternity Information Act Passes in New York, Wiley Online Library, (Dec. 1989), available at https://onlinelibrary.wiley.com/doi/abs/10.1111/j.1523-536X.1989.tb00895.x#:~:text=Associate%20Mitor%2C%20Birth,through%20persistence%20and%20hard%20work(last visited Oct. 16, 2025).]  [141:  Shelby Crosier, Better Data Needed to Prevent Maternal and Infant Deaths, Emory University, (Dec. 15, 2023), available at https://sph.emory.edu/news/data-prevent-maternal-infant-deaths (last visited Oct. 16, 2025).]  [142:  Id. ] 

Through robust surveillance systems, New York State tracks pregnancy-associated deaths, severe maternal morbidity, and birth outcomes[footnoteRef:143]. First, there is the Statewide Planning and Research Cooperative System (SPARCS). This is a mandatory New York State Department of Health program that collects detailed patient-level data on hospital in-patient and out-patient visits from hospitals across the state[footnoteRef:144] including, diagnoses, treatments, and services.[footnoteRef:145] The New York Patient Occurrence and Tracking System (NYPORTS) is a mandatory system in New York State for hospitals to report adverse medical events.[footnoteRef:146] Key maternal health data tracked by NYPORTS includes maternal deaths and severe maternal morbidity.[footnoteRef:147] Other systems that track and monitor data around maternal and infant health include: the New York State Perinatal Quality Collaborative (NYSPQC),[footnoteRef:148] the Pregnancy Risk Assessment Monitoring System (PRAMS),[footnoteRef:149] and the Vital Statistics Event Registry.[footnoteRef:150]  [143:  NYC Health, Maternal Mortality and Severe Maternal Morbidity Surveillance, available at https://www.nyc.gov/site/doh/data/data-sets/maternal-morbidity-mortality-surveillance.page (last visited Oct. 21, 2025)]  [144:  Department of Health, Statewide Planning and Research Cooperative System (SPARCS), available at: https://www.health.ny.gov/statistics/sparcs/ (last visited Oct. 16, 2025).]  [145:  Daniel J. Pallin, et al, Active Surveillance of Maternal Mortality in New York City, National Library of Medicine (2002) available at https://pmc.ncbi.nlm.nih.gov/articles/PMC1447237/ (last visited Oct. 16, 2025).]  [146:  Department of Health, The New York Patient Occurrence Reporting and Tracking System (NYPORTS), available at https://www.health.ny.gov/facilities/hospital/nyports/ (last visited Oct. 16, 2025).]  [147:  NYC Health, Maternal Mortality and Severe Maternal Morbidity Surveillance, available at https://www.nyc.gov/site/doh/data/data-sets/maternal-morbidity-mortality-surveillance.page (last visited Oct. 16, 2025).]  [148:  NYSPQC tracks patient-reported experiences of care and perinatal data stratified by demographics such as race, ethnicity, and language.]  [149: PRAMS tracks data on maternal behaviors, experiences, and health before, during, and after pregnancy to reduce infant morbidity and mortality. Topics include attitudes toward pregnancy, prenatal care access, smoking and alcohol use, postpartum depression, and infant health and safety. ]  [150:  Vital Statistics Event Registry tracks data on births, deaths, fetal deaths, and pregnancy terminations, which provides insights into maternal health trends. Key data includes maternal characteristics like age and race, birth characteristics like weight and gestational age, and health-related information such as medical risk factors and birth outcomes. ] 

The MMRB reviews data related to pregnancy-associated deaths to identify causes, contributing factors, and preventability.[footnoteRef:151] Their findings are used to inform maternal health policies and initiatives across the state, however the MMRB only reviews deaths that occur outside of New York City. The M3RC reviews City specific data.[footnoteRef:152] The data and determinations from both committees are entered into the statewide CDC Maternal Mortality Review Information Application.[footnoteRef:153] The New York State Department of Health then compiles and analyzes this complete, statewide data set to develop recommendations and initiatives for the entire state.[footnoteRef:154] Harnessing the power of data is transforming maternal healthcare by identifying risks, improving outcomes, and preventing adverse events.[footnoteRef:155] [151:  New York State Department of Health, Maternal Mortality, available at https://www.health.ny.gov/community/adults/women/maternal_mortality/  (last accessed Oct. 15, 2025).]  [152:  NYC Health, Maternal Mortality and Severe Morbidity Surveillance, available at https://www.nyc.gov/site/doh/data/data-sets/maternal-morbidity-mortality-surveillance.page (last visited Oct. 16, 2025)]  [153:  Center for Disease Control and Prevention, Maternal Mortality Review Committee Guides and Tools, available at https://www.cdc.gov/maternal-mortality/php/mmrc/guides-tools.html (last visited Oct. 16, 2025).]  [154: New York State Department of Health, Maternal Mortality, available at https://www.health.ny.gov/community/adults/women/maternal_mortality/  (last accessed Oct. 15, 2025).]  [155:  Office of the Surgeon General, The Surgeon General’s Call to Action to Improve Maternal Health, National Library of Medicine, (Dec. 2020) available at https://www.ncbi.nlm.nih.gov/books/NBK568218/#:~:text=MMRCs&text=Surveillance%20data%20can%20help%20to,the%20prevention%20of%20these%20deaths.&text=However%2C%20MMRC%20reviews%20can%20lag,pregnancy%20and%20disability%20are%20lacking.&text=State%20health%20departments%2C%20researchers%2C%20and,among%20pregnant%20women%20with%20disabilities. (last visited Oct. 16, 2025)] 

IV. CONCLUSION 
At this hearing, the Committees seek to gain a better understanding of the systemic challenges that have led to the maternal mortality and morbidity crisis in New York City, highlight the work and advocacy being done to improve maternal health, and explore further avenues to provide New Yorkers with high-quality, dignified care.


Res. No. 1087

..Title
Resolution calling on the New York State Department of Health to conduct regular audits of NYPORTS data, and to require hospitals to retroactively fill in missing data. 
..Body

By Council Member Schulman

[bookmark: _Int_gOEcielj]Whereas, In hospital settings, an adverse event or patient occurrence refers to an unintended and undesirable development in an individual patient’s condition that was not caused by the natural course of illness, disease or proper treatment; and
[bookmark: _Int_zZ38kngX]Whereas, A study on patient safety conducted by Harvard on patients admitted to Massachusetts hospitals in 2018 found that preventable adverse events occurred in 6.8 percent of all hospital admissions; and
[bookmark: _Int_YJr3s9UF]Whereas, An analysis done by the U.S. Department of Health and Human Services on a sample of Medicare patients in 2018 found that a quarter of Medicare patients experience adverse events during their hospital stays, and 43 percent of these events were preventable; and
[bookmark: _Int_icQFKsOd]Whereas, In 1998, the New York State Department of Health (DOH) developed a system for reporting and tracking adverse medical events, occurring in hospitals or diagnostic and treatment centers, known as the New York Patient Occurrence and Tracking System (NYPORTS); and
[bookmark: _Int_dVQCLi8j]Whereas, The DOH, in a 2001 report, described widespread NYPORTS reporting disparities, particularly in the New York City area, and they concluded that it was due to an enormous underreporting of adverse events at the individual hospital level; and
Whereas, In 2006, New York City hospitals reported only 38.9 adverse occurrences per 10,000 discharges compared to 69.6 and 63.7 adverse occurrences per 10,000 reported north of the city and on Long Island, respectively; and 
Whereas, A 2009 audit by the New York State Comptroller’s office of NYPORTS found that 84 percent of the deaths and more serious occurrences that were supposed to be reported within 24 hours of the occurrence were reported late, contributing to the incompleteness of the data; and
Whereas, The 2009 audit also found that errors relating to the administration of medication are particularly underreported by New York City hospitals; and
Whereas, In the absence of complete reporting, local hospital performance cannot be accurately evaluated along the lines of patient safety which, in turn, makes determining shortcomings and improving hospital quality more difficult; and
Whereas, Adverse events in hospitals result in high financial costs that could be saved through prevention, and the exact amount of which is difficult to estimate in the aggregate without accurate reporting; and
Whereas, An audit of the NYPORTS data for which its findings are publicly available has not been conducted since the 2009 New York State Comptroller’s report; and 
Whereas, Conducting a regular audit would help to identify underreporting facilities and underreported incident types; now, therefore, be it
Resolved, That the Council of the City of New York calls upon the New York State Department of Health to conduct regular audits of NYPORTS data, and to require hospitals to retroactively fill in missing data.
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Res. No. 1086

[bookmark: _Hlk206586449]Resolution calling on the New York State Department of Health to create a new and separate occurrence code for maternal mortality, and standardize the definition of events reportable to the New York Patient Occurrence and Reporting Tracking System.

By Council Members Ossé, Restler and Brannan

Whereas, The New York Patient Occurrence and Reporting Tracking System (NYPORTS) is a statewide, mandatory reporting system that collects information from hospitals and diagnostic and treatment centers concerning adverse events defined as unintended, adverse, and undesirable developments in a patient’s condition; and 
Whereas, While the NYPORTS system has the advantage of being used universally by
Hospitals in New York, according to the Department of Health, some hospitals report occurrences of adverse medical events at rates up to 20 times greater than rates at comparable hospitals; and
	Whereas, For example, one small New York City hospital reported 111.3 occurrences per 10,000 patient discharges, while another comparably sized hospital in the same borough reported only 6.0 occurrences per 10,000 discharges; and 
Whereas, According to a policy report from the Office of the New York City Comptroller, there is great deal of confusion and inconsistency around reporting of maternal deaths specifically, and as a result, current NYPORTS reporting is failing to identify a significant number of cases; and 
Whereas, In total there are 31 reportable occurrences in NYPORTS, and maternal death is one of the five sub-categories under one of these occurrence codes, but the language around classification is not considered by all to be clear; and
Whereas, For instance, the classification of an “unexpected” versus an “expected” maternal death needs to be further defined as this often causes confusion among practitioners according to the New York Academy of Medicine; and 
Whereas, Furthermore, currently two definitions of the timeframe for what events qualify as a maternal death are in use in New York State creating a potential for additional confusion; and
Whereas, The New York State Department of Health and the New York City Maternal Mortality Review Committee (M3RC) classify a pregnancy-associated death as the death of a birthing person from any cause during pregnancy or within one year from the end of pregnancy, regardless of the outcome of the pregnancy; and
[bookmark: _Hlk206584849]Whereas, The New York State Maternal Mortality Review Board (MMRB), however, aligns with the World Health Organization’s maternal death definition which defines it as the death of a birthing person while pregnant or within 42 days of termination of pregnancy; and
Whereas, The difference between 42 days and one year is significant, and leads to a very different understanding of maternal mortality in New York City across maternal health-focused entities; and
Whereas, The M3RC reported that in New York City, between 2016-2020, the overall maternal mortality ratio in New York City was 20.3 deaths per 100,000 live births while the MMRB reported that between 2018-2020, the maternal mortality ratio for New York City was 18.9 deaths per 100,000 live births; and
Whereas, Standardized state-wide mandatory reporting is viewed as necessary to increase the number of cases captured and create the widest base of data for improving systems and preventing maternal deaths and disability; and 
Whereas, A dedicated code for maternal death could enhance the accuracy and completeness of data collection for maternal deaths, leading to a clearer understanding of causes and contributing factors; and
Whereas, Working with the M3RC, MMRB, and other maternal-health focused entities to standardize the definition of events reportable in NYPORTS will broadly improve the quality of care; now, therefore, be it
Resolved, That the Council of the City of New York calls on the New York State Department of Health to create a new and separate occurrence code for maternal mortality, and, to standardize the definition of events reportable to the New York Patient Occurrence and Reporting Tracking System. 
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Res. No. 1085
..Title
Resolution calling on New York City Health and Hospitals facilities to report to NYPORTS on adverse maternal health events based on an expanded and standardized definition of adverse maternal health events, including adverse events at least 30 days post-partum.
..Body

By Council Members Narcisse, Restler and Brannan
	Whereas, According to the 2021 Maternal Mortality in New York City report prepared by the New York City (NYC) Maternal Mortality Review Committee (MMRC) in 2024, there were 58 pregnancy-associated deaths in NYC in 2021, with 30 of those deaths confirmed to be pregnancy-related; and
	Whereas, According to the MMRC, a pregnancy-associated death is a death from any cause during a pregnancy or within one-year from the end of a pregnancy and a pregnancy-related death is a subset of pregnancy-associated deaths, which describes any death during or within one year of a pregnancy that are caused by a pregnancy complication, a chain of events initiated by pregnancy, or the aggravation of an unrelated condition by the pregnancy; and
	Whereas, According to the MMRC’s most recent Pregnancy Associated Five-Year Mortality Report, 58 deaths is unfortunately within the normal annual range, with 50 to 60 birthing people losing their lives in NYC during pregnancy each year between 2016 and 2020; and
	Whereas, According to the New York State Maternal Mortality Review Board (MMRB), severe maternal morbidity refers to a group of potentially life-threatening complications that arise unexpectedly during childbirth that can result in significant short- or long-term consequences to a woman or pregnant person’s health; and
	Whereas, According to the MMRB’s Severe Maternal Morbidity in New York State (2017-2022) report, NYC consistently has the highest severe maternal morbidity rate in New York State and has seen its rate rise from 83.8 cases per 10,000 live births in 2016 to 153.8 cases per 10,000 live births in 2022, an increase of 83.5 percent; and
	Whereas, According to the New York State Department of Health, the New York Patient Occurrence Reporting and Tracking System (NYPORTS) is a mandatory adverse event reporting system established pursuant to State law; and
	Whereas, An adverse event, for the purposes of NYPORTS, is an unintended and undesirable development in an individual patient’s condition which occurs in a hospital or diagnostic and treatment center and such events may include, but are not limited to, a death, injury, or impairment of bodily function that does not occur in relation to the natural course of an illness, disease, or proper treatment in accordance with generally accepted medical standards, equipment malfunction or equipment user error, and patient suicide, attempted suicide, or self-harm resulting in serious injury; and
	Whereas, While the definition of adverse event is fairly broad, and while NYPORTS does require reporting on adverse events that occur during the care of pregnant people, the term maternal health, what adverse events should be included within the term adverse maternal health event, and the time frame in which a medical intervention, complication, or other outcome should be considered related to maternal health when conducting research or documenting adverse outcomes are not widely agreed upon; and
	Whereas, The lack of a standard definition for and general understanding of adverse maternal health events may cause crucial data to be missed or left out of reports on maternal health, leaving policy makers and health care advocates with incomplete information and unable to appropriately address the current maternal health crisis; and
Whereas, New York City Health and Hospitals can fill this gap in data and represent the gold standard for reporting by working with NYPORTS and maternal health advocates to standardize the definition of adverse maternal health event, ensuring that this definition covers adverse events at least 30 days post-partum, and reporting each of these events to NYPORTS or otherwise ensuring that such information is made publicly available and easily accessible; now, therefore, be it
	Resolved, that the Council of the City of New York calls on New York City Health and Hospitals facilities to report to NYPORTS on adverse maternal health events based on an expanded and standardized definition of adverse maternal health events, including adverse events at least 30 days post-partum.
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Res. No. 1082

..Title
Resolution calling on the New York State Department of Health to confidentially share data regarding adverse maternal health events from the New York Patient Occurrence Reporting and Tracking System with the New York City Maternal Mortality and Morbidity Review Committee.
..Body

By Council Members Ayala and Brannan

	Whereas, According to the New York City Department of Health and Mental Hygiene (DOHMH), a severe adverse maternal morbidity is defined as a “life-threatening complication that can occur during pregnancy or up to one year postpartum”; and
	Whereas The DOHMH shares data on adverse maternal health events through annual and five-year public reports, the NYC Open Data portal, and through collaborations with the state health department; and
Whereas, According to the DOHMH, this data is compiled from citywide surveillance and confidential reviews by the New York City Maternal Mortality and Morbidity Review Committee (M3RC); and
	Whereas, The M3RC members meet monthly to review pregnancy-related deaths that occur within New York City, and conduct confidential, in-depth reviews of each pregnancy-associated death in the city, and use protocols from the Centers for Disease Control and Prevention to develop specific, actionable recommendations, which are summarized in annual, public reports; and
Whereas, The DOHMH also shares its data with the New York State Department of Health (DOH) to inform broader reports and initiatives such as the New York State Maternal Mortality Review Board (MMRB), which, established in 2019, is tasked with reviewing all pregnancy-associated deaths in New York State in order to issue findings; and
Whereas, The New York Patient Occurrence Reporting and Tracking System (NYPORTS) serves as a statewide entity for reporting and tracking adverse incidents in New York healthcare facilities, including maternal health events, and does so to improve patient safety and quality of care; and
Whereas, NYPORTS reporting is mandated under New York State Public Health Law Section 2805-L, and collects data on a wide array of patient safety incidents such as surgical errors, medication errors, unexpected deaths and near misses related to, among others, maternal care; and
Whereas, According to the New York State Register and the New York City Comptroller’s Office, for serious events, such as maternal deaths, facilities must perform a Root Cause Analysis within the NYPORTS systems to determine contributing factors to the event and implement preventative strategies; and
Whereas, Because NYPORTS is a state-run system, and DOHMH is a city agency with no regulatory authority over hospitals and other medical facilities, DOH does not currently provide NYPORTS data to DOHMH, creating a gap in information available to DOHMH entities such as the M3RC which could use the data to better inform its maternal mortality reports; and
Whereas, According to the Office of the New York State Comptroller, in 2010, New York State was once ranked 46th in maternal mortality rates among the other U.S. states, however, New York has made progress in comparison to other states, and has climbed to 15th place, with a maternal mortality rate of 19.3 deaths per 100,000 live births from 2018 to 2020; and
Whereas, Yet, according to DOH, Black women are still dying at a rate over four times higher than White women, with cesarean section rates noted as a significant factor in maternal deaths; and
	Whereas, According to Academy Health, automatically sharing DOH data, such as the data held in NYPORTS, with the M3RC would offer significant benefits by improving the quality, completeness, and timeliness of data for maternal health analyses; and
	Whereas, As automated data sharing systems could provide a more up to date picture of maternal health events, including incidents reported via NYPORTS, it could also standardize reporting by better identifying health disparities through tracking perinatal outcomes and informing the development of more effective interventions; and
	Whereas, Conversely, while automated data sharing between DOH and the M3RC would offer benefits, it would also require a carefully designed system with standardized data, and privacy protections that addresses the ethical complexities of utilizing sensitive health information; and
Whereas, The availability of this data in a secure way could provide a more holistic view of the state of maternal mortality in New York City and help the M3RC when putting together recommendations to combat negative outcomes; now, therefore, be it
Resolved, That the Council of the City of New York calls on the New York State Department of Health to confidentially share data regarding adverse maternal health events from the New York Patient Occurrence Reporting and Tracking System with the New York City Maternal Mortality and Morbidity Review Committee.
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