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I.  Introduction
On Wednesday, November 13, 2013 the New York City Council Committee on Health, chaired by Council Member Maria del Carmen Arroyo, will hold a hearing entitled “Oversight: Examining Women's Preconception Care and Health Outcomes for Moms.”  This hearing will investigate what efforts the City has made to address New York City’s high rate of maternal mortality and racial disparities in maternal deaths across the City.  The hearing will also investigate morbidity rates for pregnant women.  Additionally, the hearing will examine the extent to which preexisting conditions and the quality and presence of preconception care impact the health outcomes for women.  Finally, the Health Committee will examine what policies can be put into place to improve health outcomes for mothers.  
Witnesses invited to testify include the New York City Department of Mental Health and Hygiene (DOHMH), the New York City Health and Hospitals Corporation (HHC), private hospitals, physicians, midwives, community-based and non-profit providers of women’s healthcare and reproductive healthcare, medical-affiliated labor unions, and experts in the field of maternal mortality.
II.  Maternal Mortality and Racial Disparities in Pregnancy-Related Deaths 
A.  New York City’s High Rate of Maternal Mortality & Trends
In 2010, DOHMH released a report entitled, “Pregnancy-Associated Mortality:  New York City, 2001-2005” (the “Report” or the “2010 DOHMH report”).  The Report concludes that New York City has dramatically higher rates of maternal mortality than the national average, and also finds that there are significant racial disparities in rates of maternal mortality, with black, non-Hispanic women seven times more likely to die from pregnancy-related causes than white, non-Hispanic women.
  Additionally, Hispanic and Asian/Pacific Islander pregnant women died at more than twice the rate of white pregnant women, though at significantly lower rates than black, non-Hispanic women.
The Report examines two types of maternal mortality tied to pregnancy, “pregnancy-related death,” which is defined as either caused or exacerbated by pregnancy and which occurs either during pregnancy or within 42 days of the end of pregnancy,
 and “pregnancy-associated deaths,” which is used to mean a maternal death that occurs either during pregnancy or within one year of the end of a pregnancy, regardless of the cause of death.   In the 2001-2005 period covered by the Report, there were 266 pregnancy-associated maternal deaths in New York City.  The majority of these deaths, 161, were pregnancy-related (approximately 60%).  The Report focuses mainly on “pregnancy-related deaths.”  It covers the period 2001 to 2005, but does not report on maternal mortality rates between 2005 and 2010.  Since the release of this report in 2010, the DOHMH has not released any further studies on this topic.  Nor does the Report analyze morbidity rates of pregnant women.
Maternal mortality is a national problem.  The maternal mortality ratio (MMR)—which refers to the number of deaths per 100,000 live births—has not declined in the United States (U.S.) for more than 20 years.
  The U.S.’s MMR ranked 34th among World Health Organization (WHO) members nations in 2005.  
The problem is worse in New York City than it is nationally:  The City has been consistently above the national MMR average for the last 40 years, and, as of the writing of the 2010 DOHMH report, was among the highest in the nation.  For example, in 2008, the City’s MMR of 30 was almost double the statewide rate in California.

The Pregnancy-Related Mortality Ratio (PRMR)—which is a subset of the MMR—is used to analyze pregnancy-related maternal deaths.  In New York City, between 2001 and 2005, the highest rates of PRMR occurred in the Bronx and Brooklyn (34.1 and 31.1, respectively) and the lowest occurred in Manhattan (14.0).
  The Report indicates the neighborhoods with the highest PRMR in the City:  Northeast Bronx (57.8), South Bronx (41.7), Bedford Stuyvesant/Crown Heights (66.5), Flatbush (55.9), Canarsie (47.9), Jamaica (64.1), Southeast Queens (54.3), and Rockaway (47.4).
 

The Report also indicates other PRMR trends:  that the PRMR has increased with increasing maternal age
; the PRMR for uninsured women was about four times higher than for women with some insurance (71.9 vs. 18.4)
; the PRMR for women insured by Medicaid was comparable to the PRMR for women with private insurance
; the PRMR was highest among women who graduated from high school but had no higher education (41.8).
 

B.  Disparities in Pregnancy-Related Maternal Deaths 
New York City has a striking and substantial racial disparity in pregnancy-related deaths.  According to the 2010 DOHMH report, black, non-Hispanic women comprised a disproportionately high percentage of pregnancy-related deaths (58%), contrasted with white, non-Hispanic women who comprised 10% of pregnancy-related deaths.  Furthermore, the average PRMR was highest among black, non-Hispanic women, and was more than seven times higher than that of white, non-Hispanic women.  

Black women not only have higher rates of pregnancy-related death, but they lead each of the top four causes of maternal mortality in the City.  While African American women made up only 24% of live births—compared with white women who comprised 30% of live births—they had the largest percentage of deaths in all four leading causes of maternal mortality in the City: embolism, hemorrhage, infection and pregnancy-induced hypertension.
  Between 2001 and 2005, the leading causes of pregnancy-related death in the City were embolism (17.4%), hemorrhage (16.8%), pregnancy-induced hypertension (14.3%), and infection (14.3%).  Together, these causes accounted for 63% of all pregnancy-related deaths.
   Black, non-Hispanic women had the highest percentage of deaths for all four leading causes of pregnancy-related deaths:  82% of all embolism deaths, 44% of all hemorrhage deaths, 48% of all infection-related deaths, and 65% of deaths due to pregnancy-induced hypertension.
  Hispanic women comprised the second highest percentage of deaths in these four categories.
 No white women died of embolism in this period.
  
Although the Report only examines the period between 2001 to 2005, there is evidence that the disparities in maternal mortality rates have not decreased:   In 2008, black women in New York City experienced 79 maternal deaths per 100,000 live births compared to 10 white maternal deaths per 100,000 live births, and a national rate of 13 maternal deaths per 100,000 live births.

C.  Causes and Risk Factors in High Rate of Maternal Mortality and Racial Disparities in Maternal Mortality

As discussed above, the 2010 DOHMH report cites the four leading causes of death for maternal mortalities in the City:  embolism, hemorrhage, infection and pregnancy-induced hypertension.  The underlying factors behind these causes, however, are still unknown.  The DOHMH and other experts have cited a number of potential underlying causes, including obesity, older average age of pregnant women, poverty and underlying chronic health conditions.   

Obesity is often cited as a leading risk factor that explains high rates of maternal mortality.  Overall, 49.1% of women who died of pregnancy-related causes were obese.
  Of the women who had two or more previous live births, almost 61% were documented as obese compared with 41% of women who were having their first delivery.
  Additionally, the DOHMH cites obesity as a possible explanation for racial disparities in the PRMR:  obesity was more common among black, non-Hispanic women (60.2%) and white, non-Hispanic women (43.7%) who died of pregnancy-related causes than among Hispanic (34.2%) and Asian/Pacific Islander women (21.4%).  A third of black women who gave birth in New York City in 2008 had pre-pregnancy obesity.”

Preexisting chronic health conditions—including hypertension, asthma and cardiac conditions—are cited as a potential risk factor for maternal death as well.
   The Report cites hypertension (13.0%), asthma (11.8%), and cardiac conditions (10.6%) as the most common preexisting health conditions among women who died of pregnancy-related causes.
 Overall, more than half (55.9%) of women who died a pregnancy-related death had at least one preexisting chronic health condition.
   According to one report “[h]ypertension and pre-existing medical conditions that distress mothers are more prevalent among black women and are compounded during pregnancy.”

Other potential risk factors behind these mortality rates and racial disparities include poverty, lack of insurance or access to primary or prenatal care, the use of certain medical interventions and the stresses of dealing with institutional racism.  At the time of the 2010 DOHMH report, low-income pregnant women were eligible for low-cost insurance in New York State, but could lose this insurance eight weeks after her delivery.
  Some have cited this as contributing to a mother's health complications between pregnancies.
  Others have attributed these problems to lack of quality primary care and contraception, which leads more women to having unintended pregnancies, as well as a greater need for more prenatal care.
 According to one study, “[p]overty and lack of maternal health care are often linked by maternal health activists to high maternal mortality rates.”
  Other experts have pointed to the increase in Cesarean-sections (C-sections) as a potential cause for the increased rates of maternal mortality.
  Additionally, some experts point out that there may be a connection between obesity and C-sections, in that obese women are “tracked” into having C-sections despite the risks.
  Finally, some have examined periods of prolonged stress over the course of the lives of black women as a possible explanation for disparities in maternal mortality rates.

D. Maternal Mortality and Racial Disparities in Maternal Mortality:  The Need for Greater Understanding of Causes and Solutions
The 2010 DOHMH report calls attention to a number of pregnancy-related death risk factors—including obesity, underlying chronic illness, and poverty—as potential causes that may explain high and disparate rates of maternal mortality.  However, one report argues that the DOHMH’s data also suggest that such factors may be present more or less evenly in white and black women, further calling into question why maternal mortality rates are so much higher for black women.
    Therefore, more needs to be done to explain these disparities.  Also, the Report does not analyze morbidity rates for these women, raising uncertainty as to whether there are any links between these potential underlying causes and mortality and morbidity rates.
According to the Centers for Disease Control and Prevention (CDC), more than half of all maternal deaths can be prevented through early diagnosis and “appropriate medical care of pregnancy complications.”
  While the New York Academy of Medicine (NYAM) notes that significant strides have been made in improving reporting, developing hospital-based interventions and improving community-based prenatal care, there has been a failure to make significant reductions in both the overall rate of maternal mortalities or the disparities in maternal deaths.  The NYAM concludes that more steps are needed.  
Furthermore, while the 2010 DOHMH report provides insight into the rise in maternal mortality rates and racial disparities in maternal mortality, the Report does not postulate causes of these problems or solutions.  The Report notes that there “is no simple solution to maternal mortality.”
  What is needed, the Report continues, is “an integrated, multi-component approach that involves women, communities, providers, maternity facilities, and policy makers…Through these efforts, the department strives to stimulate dialogue and foster partnerships with stakeholders, inform clinical practice and policy development, and, ultimately, promote maternal health and reduce maternal mortality.”
  This hearing seeks to examine how such approaches can be developed to address these problems and what more is needed.  

III.  Preconception Care and Maternal Health 

While prenatal care has been a major focus of programs addressing infant and maternal mortality, experts are coming to the conclusion in recent years that preconception care may be as important as prenatal care.
  In fact, the Citywide Coalition to End Infant Mortality (CCEIM) believes there may be a stronger link between infant and maternal mortality rate disparities and preexisting chronic health conditions than with prenatal care.
  CCEIM is composed of over thirty community-based maternal and child health providers and is funded in part by the New York City Council’s Infant Mortality Reduction Initiative.
  In the past eleven years since the launch of this initiative, the City has seen substantial reductions in the rates of late or no prenatal care and of infant mortality.
  However, the rates of preterm birth and low birth weight have not changed in communities of color
 and, as discussed above, significant disparities in maternal mortality remain. 
According to CCEIM, “[m]others who were overweight or obese prior to pregnancy from 2008 to 2010 resided in the same community districts that have the highest infant and maternal mortality rates as well as large black populations.”  The Coalition also notes that 50% of pregnancies are unplanned.  Therefore, it is important that women have the screenings, counseling, education and information they need to have a positive birth outcome regardless of whether or not they are planning to conceive.

In 2006, the CDC published recommendations on improving preconception health and health care, and defined preconception care as “interventions that aim to identify and modify biomedical, behavioral, and social risks to a woman's health or pregnancy outcome through prevention and management,” emphasizing those factors which must be acted on before conception or early in pregnancy to have maximal impact.
 Preconception care addresses the health of women of childbearing age, regardless of whether or not they are thinking about becoming parents.  Key components of preconception care include: physical assessment, risk screening, vaccinations, and counseling.
  The CDC report included ten recommendations that could lead to successful development and delivery of an array of evidence-based services and support that could improve the health of women in the preconception period.  Six years later, a CDC study found that screening tools and interventions that have been formally and rigorously evaluated in the field are scarce,
 although some effective, evidence-based services have been identified.

To optimize preconception care, the American College of Obstetricians and Gynecologists published a guide, along with the New York State Department of Health, which includes a “checklist of preconception care topics.”
  The American College of Obstetricians and Gynecologists recommends that all health encounters during a woman's reproductive years, particularly those that are a part of preconception care, should include counseling on appropriate health behaviors to optimize pregnancy outcomes and prevent maternal mortality.
  The guide includes behavioral changes, screenings, vaccinations and chronic disease management that can be executed prior to pregnancy to improve the health of mothers.  However, it is unclear what, if any, outreach to the provider community has occurred on this topic and whether this guide is followed as common practice in New York.
Preconception care is clearly an emerging field in need of nationally recognized and tested standards to improve the health of mothers and infants.  

IV.  Conclusion 

While the high rates of maternal mortality and the racial disparities in maternal deaths that exist in New York City are evident, the root causes of these rates and disparities are unknown.  The Committee is interested in encouraging a conversation concerning what steps New York City should take to improve the health of mothers.  The Committee is particularly interested in hearing from the provider community, health advocates, and women’s organizations on how to advance preconception health in New York City so pre-existing conditions are addressed and women begin and end pregnancy in a healthier place.
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