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Executive Summary

Background

The Maternal Mortality and Morbidity Task Force (task force) and Department of State Health
Services (DSHS) jointly submit the 2016 Biennial Report as required by Chapter 34, Texas
Health and Safety Code, Section 34.015. The Biennial Report contains the task force's findings
and recommendations to help reduce the incidence of pregnancy-related deaths and severe
maternal morbidity in Texas.

Summary of Findings

Based on analysis of maternal death data from calendar years 2011-2012, the task force found
that 1) Black women bear the greatest risk for maternal death; 2) cardiac events, overdose by licit
or illicit prescription drugs, and hypertensive disorders are the leading causes of maternal death;
3) a majority of maternal deaths occur more than 42 days after delivery; and 4) data quality
issues related to the death certificate make it difficult to identify a maternal or “obstetric” death.

The task force reviewed cases of maternal death and observed that mental health and substance
use disorders play a significant role in maternal death, and also found repeated missed
opportunities to screen for and refer women to treatment for mental health and substance use
disorders. Secondly, the task force found notable variation in how deaths are investigated
depending on the investigating system involved, and that some deaths that should have been
investigated by a medical examiner were not appropriately routed to the medical examiner
system. Finally, the task force found that redaction of cases prior to nurse abstraction has
prolonged the time to review maternal death cases.

In reviewing calendar year 2012 severe maternal morbidity (SMM) data, new methodologies of
calculating severe maternal morbidity revealed a higher prevalence of SMM than previously
found by past studies. Furthermore, the task force found that hemorrhage and blood transfusion
cases largely drive severe maternal morbidity in Texas, and that racial/ethnic and geographic
disparities exist in cases of hemorrhage and/or blood transfusion, with black women and women
in south and east Texas bearing a disproportionate burden of SMM due to these causes. Lastly,
the task force found that mental illness and substance use disorders contribute to severe maternal
morbidity.

Summary of Recommendations

To address the above findings, the task force makes the following recommendations to help
reduce the incidence of pregnancy-related deaths and severe maternal morbidity in this state:

1. Increase access to health services during the year after delivery and throughout the
interconception period to improve continuity of care, enable effective care transitions,
promote safe birth spacing, reduce maternal morbidity, and reduce the cost of care in the
Medicaid program.

2. Increase provider and community awareness of health inequities and implement programs
that increase the ability of women to self-advocate.
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Increase screening for and referral to behavioral health services.

Increase staffing resources in support of the task force.

Promote best practices for improving the quality of maternal death reporting and
investigation.

Improve the quality of death certificate data.



Introduction

Senate Bill (S.B.) 495, 83" Texas Legislature, Regular Session, 2013, amended Chapter 34,
Texas Health and Safety Code, to establish the Maternal Mortality and Morbidity Task Force
(task force) to study maternal mortality and morbidity in Texas.

The task force is charged to:

e Study and review cases of pregnancy-related deaths, and trends in severe maternal morbidity

e Determine the feasibility of the task force studying cases of severe maternal morbidity

e Make recommendations to help reduce the incidence of pregnancy-related deaths and severe
maternal morbidity in this state

Task force members serve staggered six-year terms, with the terms of four or five members, as
appropriate, expiring February 1 of each odd-numbered year. The task force meets quarterly.
Meetings are closed to the public, per statute, due to the confidential nature of the task force’s
work. On behalf of the task force, the Department of State Health Services (DSHS) and task
force members may consult with relevant experts and stakeholders, and representatives of
relevant state professional associations and organizations to perform the functions of the task
force. All information pertaining to a pregnancy-related death or severe maternal morbidity are
treated as confidential.

Statutory Requirement

Section 34.015 of the Health and Safety Code requires that the joint report include the task
force’s recommendations under Section 34.005(3) to help reduce the incidence of pregnancy-
related deaths and severe maternal morbidity in Texas.

Unless continued in existence as provided by Chapter 325, Government Code (Texas Sunset
Act), the task force is abolished and Chapter 34, Texas Health and Safety Code expires
September 1, 2019.

Background

In December 2013, the DSHS Commissioner appointed the 15-member multidisciplinary task
force. Dr. Lisa Hollier, Professor and Medical Director at Baylor College of Medicine in
Houston and Maternal-Fetal Medicine Specialist, continues to serve as the Chair; and Dr. Gary
Hankins, Professor of Maternal-Fetal Medicine and Chairman of the Obstetrics and Gynecology
Department at the University of Texas Medical Branch in Galveston and Maternal-Fetal
Medicine Specialist, continues to serve as Vice-Chair. See Appendix A for the full list of task
force members.

DSHS determined that all cases of maternal death in Texas must be reviewed, with the exception
of motor accidents and non-pregnancy-related cancers. The task force uses the Centers for
Disease Control and Prevention (CDC) definition of pregnancy-related death, which is defined
as the death of a woman while pregnant or within one year of termination of pregnancy,
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irrespective of the duration and site of the pregnancy, from any cause related to or aggravated by
her pregnancy or its management, including from: (a) a pregnancy complication; (b) a chain of
events initiated by pregnancy; or (c) the aggravation of an unrelated condition by the physiologic
effects of pregnancy.

DSHS analyzed aggregate data of severe maternal morbidity and mortality to identify trends.
DSHS is in the process of establishing and maintaining an electronic database to track cases of
pregnancy-related deaths and severe maternal morbidity to assist DSHS and the task force in
performing their required functions.



Findings

A. Statewide Trends of Maternal Deaths

Statewide trends of maternal deaths that occurred in calendar years 2011-2012 were analyzed.
For the purposes of this analysis, any woman who died within 365 days of a birth or fetal death
event was classified as a maternal death. Motor accidents and non-pregnancy-related cancers
were excluded per protocol. There were 189 maternal deaths in 2011-2012.

Finding #1 — Black women bear the greatest risk for maternal death

Figure 1 shows the percentage of maternal deaths in 2011-2012, alongside the percentage of
Texas births during the same time period, by mother’s race/ethnicity. Though only 11.4 percent
of all births in Texas were to Black women, they accounted for 28.8 percent of all maternal
deaths. In contrast, White women accounted for similar proportions of total births and total
maternal deaths, and Hispanic women and women of Other racial/ethnic groups accounted for a
lower proportion of total maternal deaths than for total births. In other words, Black women
made up a disproportionately large proportion of total maternal deaths in 2011-2012.

Figure 1. Percentage of Texas maternal deaths and births in 2011-2012 by mother’s
race/ethnicity.
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Finding #2 — Overdose by licit or illicit prescription drugs emerged as a leading cause of
maternal death

Figure 2. Top causes of maternal death in Texas in 2011-2012.
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The top causes of maternal death in 2011-2012 are displayed in Figure 2. Cardiac events and
hypertension/eclampsia were ranked first and third most common causes of maternal death,
which is consistent with medical literature. However, overdose by ingestion of drugs emerged as
the second leading cause of maternal death in 2011-2012 (11.6 percent). Review of actual case
records (including postmortem toxicology and police reports) showed that the majority of these
maternal deaths involved licit or illicit prescription opioids. This finding is alarming and may
represent an ongoing shift in maternal causes of death. Indeed, prescription drug deaths are rising
in the United States and have been identified as a major public health crisis (ASTHO, 2016).

Finding #3 — A majority of maternal deaths occur later than 42 days after delivery
Maternal deaths were confirmed by linking each mother’s information to a birth or fetal death
event occurring up to 365 days prior. Time between the two events was calculated in days and a
survival plot was generated to help visualize the relationship between maternal mortality and
time. Figure 3 shows the percent of women in the 2011-2012 maternal death cohort who
remained alive at particular points in time over the 365 days following their delivery.



Figure 3. Survival plot of time elapsed between delivery and death, 2011-2012 maternal
deaths
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The World Health Organization defines all maternal deaths within 42 days of termination of
pregnancy as pregnancy-related deaths, irrespective of the cause of death (WHO, 2016).
However, close to 60 percent of maternal deaths in 2011-2012 occurred after 42 days post-
delivery (Figure 3). Case review of these deaths will determine whether they were pregnancy-
related, -associated, or neither. Nevertheless, it is clear that women remain at-risk for the first
year after their pregnancy has ended. It is possible that lack of continuity of care plays a role in
these later maternal death outcomes. Regular comprehensive postpartum care during the first
year after giving birth is necessary to ensure that health issues are appropriately diagnosed,
managed, and treated, thereby reducing the risk for maternal mortality.

Finding #4 — Data quality issues related to the death certificate make it difficult to identify
a maternal or “obstetric” death

A number of maternal death cases identified in 2011-2012 were found to have incorrect ICD-10
coding for cause of death. Death certificates are completed by physicians, medical examiners, or
justices of the peace. Causes of death are recorded in designated spaces as immediate or
underlying. These cause of death “narratives” are then coded using software from the National
Center for Health Statistics (NCHS). Upon review of ICD-10 codes and cause of death
narratives, many inconsistencies were found.

The national standard for identification of maternal deaths involves using ICD-10 codes O00-
099 (“obstetric” or “O-codes™). The Task Force has found this method to be unreliable because
it results in too many non-obstetric deaths being miscoded as “obstetric” and too few maternal
deaths being coded as “obstetric” despite occurring within 365 days of pregnancy termination.
For 2011-2012, there were 189 maternal deaths identified, of which only 79 had “obstetric”
coded as the cause of death. Conversely, 181 total deaths in 2011-2012 were coded as
“obstetric”, when the narrative on the death certificate did not indicate pregnancy. Further



examination of the coding mechanism used by NCHS is necessary, and a death certificate quality
improvement initiative is recommended.

For this examination of the statewide trends, maternal deaths were identified by linking the
mothers’ information from their birth/fetal death record with information from their own death
record occurring within one year of pregnancy termination, regardless of the ICD-10 code
assigned. Some alternative methodologies do begin by identifying all obstetric deaths, labeled
with an “O-code” (ICD-10 code O00-099). However, this approach likely fails to identify
maternal deaths with non-natural causes, such as overdose, suicide, and homicide.

B. Review of Maternal Death Cases

After the necessary formative work of developing governance structures, researching
methodologies and best practices in maternal mortality and morbidity review, and developing
processes, instruments, and standards for maternal death review, the task force began reviewing
cases of maternal death occurring in 2012. A total of 11 of the 89 maternal death cases that
occurred in calendar year 2012 have been reviewed to date by the task force. In general, cases
with smaller case records were prioritized for review first to test the review instruments and to
allow task force members the opportunity to gain knowledge and experience while providing
feedback on the review process.

Finding #1 — Opportunities exist to screen and refer women with mental health and
substance use needs

In a number of the cases reviewed by the task force, mental health and substance use disorders
played a significant role in the maternal death. In reviewing these cases, teams discovered
repeated missed opportunities to screen women for mental and behavioral health issues and to
refer them to treatment.

Finding #2 — Notable variation in how maternal deaths are investigated

Texas has a mixed system of county-based death investigation where inquests into the death of a
person are performed within a medical examiner system or a justice of the peace system. The
task force found notable variation in how maternal death investigations are conducted, as well as
inconsistencies in the quality of the investigations. The task force also found a lack of
standardization in how maternal deaths are reported to the proper authority (be it medical
examiner or justice of the peace), leading to some maternal deaths being routed to the
inappropriate system — a maternal death that should have been investigated by a medical
examiner or justice of the peace was either not reported or was incorrectly reported to the
investigating agency, leading to a missed opportunity to perform the needed laboratory tests.

Lastly, case reviews revealed a lack of standardization in the laboratory tests, specifically
toxicologic testing, ordered by maternal death investigators. In several instances, the pertinent
laboratory tests were not performed at the time of investigation, which hindered the task force’s
ability to assess pregnancy-relatedness and/or preventability of death.



Finding #3 — Redaction of cases prior to nurse abstraction has prolonged the time to
review maternal death cases

A DSHS nurse has supported the task force by abstracting, consolidating, synthesizing, and
summarizing relevant medical information from across all case records for a given case into a
single de-identified case report so that the task force can then review each case in detail to
ascertain the cause(s) and underlying contributors of maternal death, including identification of
issues that could potentially be remediated or altogether prevented through health system
improvements.

According to the Nursing Practice Act (NPA), it is a nurse’s duty to report another nurse, health
care practitioner, agency or facility (provider) that the reporting nurse has reasonable cause to
believe has exposed a patient to substantial risk or harm by failing to provide care in conformity
with minimum practice standards or statutory, regulatory, or accreditation standards. This
requirement is consistent with the American Nursing Association’s Nursing Code of Ethics to
which all nurses are bound. In the course of record review, the DSHS nurse encounters
information that could contribute to the nurse’s judgement for the need to report. However,
Texas Health and Safety Code Chapter 34, Maternal Mortality and Morbidity Task Force
specifies that confidential information acquired by the department, including identifying
information of an individual or a health care provider, is privileged and may not be disclosed to
any person or to members of the task force.

To protect the integrity of both the nurse and the case review process, all provider-identifying
information is redacted from case records by a non-licensed DSHS staff prior to the nurse’s
review and abstraction of the records. This process allows for the DSHS redactors to capture the
provider-identifying information needed to obtain additional case records while avoiding the
potential need for a nurse abstractor to file a report in accordance with nursing practice ethical
and legal standards but in conflict with Texas Health and Safety Code Chapter 34. Although de-
identification of all case information prepared for and provided to the task force members was
anticipated, redaction of case records prior to the DSHS nurse abstractor’s review has
considerably increased the number of staff hours and resources that would otherwise be required
for the case review process, and has therefore lengthened the time required to prepare a case for
the task force’s review.

C. Statewide Trends in Maternal Morbidity

Statewide trends of severe maternal morbidity that occurred in calendar year 2012 were
analyzed.



Finding #1 — Prevalence estimates of severe maternal morbidity (SMM) differ greatly by
methodology

Figure 4. SMM during pregnancy-related Figure 5. Mortality risk at discharge from
hospitalization by race/ethnicity, 2012. pregnancy-related hospitalization by
race/ethnicity, 2012.
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2016

A previously reported analysis conducted in 2014 calculated rates of severe maternal morbidity
(SMM) using a risk of mortality (ROM) classification code as a proxy measure. ROM estimates
the likelihood of a hospitalized patient dying, regardless of illness severity. In an effort to align
Texas SMM measurement to federal standards, a change in methodology was made. For this
report, SMM was identified using ICD-9-CM diagnosis and procedure codes (Appendix B)
provided by the Centers for Disease Control and Prevention (CDC, 2015; Callaghan et al., 2012).
All obstetric hospitalizations with at least one SMM indicator were counted. Figures 4 and 5
demonstrate differences in the estimation of SMM prevalence when using the CDC algorithm
(Figure 4) compared to the previously reported ROM method (Figure 5). Using the CDC
methodology, SMM rates varied from 23.4 to 41.4 per 1,000 hospitalizations, compared with
much smaller rates of 3.0 to 6.3 per 1,000 hospitalizations obtained using the ROM method.
These differing results were to be expected, since these two methods are not analogous. It is
evident that the CDC approach was not only a more precise SMM measure by defining specific
conditions that contribute to SMM, but also more accurate as a measure for SMM by identifying
nearly eight times more cases than the ROM method. One trend remained obvious regardless of
methodology — Black women were much more likely to experience SMM during a pregnancy-
related hospitalization compared to women of other races and ethnicities. Further, the risk of
mortality at discharge from a pregnancy-related hospital stay was almost twice as high for Black
women as it was for women in all other race/ethnic groups.
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Finding #2 — Geographic and racial/ethnic disparities emerged in cases of hemorrhage
and/or blood transfusion

Hemorrhage and blood transfusion cases largely drive severe maternal morbidity in Texas, with
16.9 per 1,000 obstetric hospitalizations involving hemorrhage or blood transfusion in calendar
year 2012.

Figure 6. Rates of hemorrhage and/or blood transfusion by county, 2012.
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Figure 6 shows rates of hemorrhage and/or blood transfusion per 1,000 (pregnancy-related)
hospitalizations by county in 2012. The highest rates were observed in Jim Hogg County in
South Texas, and in Polk and San Jacinto Counties in East Texas.
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Figure 7. Rates of hemorrhage and/or blood transfusion by race/ethnicity, 2012.
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Figure 7 shows rates of hemorrhage and/or blood transfusion per 1,000 (pregnancy-related)
hospitalizations in 2012, by race/ethnicity. Black women had the highest rate of being
hospitalized for hemorrhage and blood transfusion (24.4 per 1,000 hospitalizations), whereas the
rate for Hispanic women (17.1 per 1,000 hospitalizations) was only slightly above the state
average, and the rates for White and Other women were below the state average (13.9 and 15.9
per 1,000 hospitalizations, respectively).

Finding #3 — Mental and behavioral health issues contribute to severe maternal morbidity
Mental illness and substance use disorders contribute to maternal morbidity and mortality.
Depression can lead individuals to attempt or commit suicide. In addition, depression and
chronic disease frequently co-occur as individuals with chronic illness are at increased risk for
depression. According to the National Institute of Mental Health, people with depression have an
increased risk of developing many chronic illnesses—including diabetes, cardiovascular disease
and stroke. Mental illness can also contribute to, or be exacerbated by, substance use. While the
CDC does not currently include psychosocial factors such as mental illness or substance use
disorders in their measure of severe maternal morbidity, trends in both morbidity and mortality
in Texas show that these conditions are impacting maternal health outcomes.
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Figure 8. Mental health diagnoses during pregnancy-related hospitalizations by
race/ethnicity, 2012
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Figure 8 displays the rate of diagnosed mental illness (excluding depression) and the rate of
diagnosed depression per 1,000 (pregnancy-related) hospitalizations in 2012. White women had
the highest rates of diagnosed mental illness of any kind (depression as well as other
psychological illnesses) during pregnancy and the puerperium; Black women had the second
highest rates. Hispanic women had the lowest rates of diagnosed mental illness during
pregnancy, although the highest proportion of maternal deaths by suicide was observed among
this race/ethnic group in 2011-2012. It is important to note that these data reflect only diagnoses
and may not reflect actual prevalence of mental illness, including depression. Factors effecting
likelihood of diagnosis, such as access to care, access to medical home, provider or health care
system factors, care seeking behaviors, or other issues may contribute to lower prevalence of
diagnosis among non-Whites.

Substance use can often be difficult to diagnose during delivery, hence women may be
hospitalized for substance use only in extreme cases involving overdose, or if they had
previously entered the facility for substance use treatment. Since opioids are the most commonly
abused substances both in Texas and nationwide, a way to estimate the prevalence of substance
use as a contributing factor to severe maternal morbidity may be to examine the rate of Neonatal
Abstinence Syndrome (NAS) in newborns. We acknowledge that NAS is a result of prenatal
opioid use, therefore the following analyses are limited to opioids only. However, in the wake of
our nation’s opioid epidemic, we believe that these analyses are highly relevant and serve to
represent a large proportion of prenatal substance use cases.
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Figure 9. Five year trend of Neonatal Abstinence Syndrome hospitalizations, 2008-2012
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Figure 9 shows rates of NAS in Texas per 1,000 deliveries from 2008 to 2012. Rates of NAS
have steadily increased during this time period, which suggests that more pregnant women are
using opioids.

Figure 10. Neonatal Abstinence Syndrome cases and all Texas resident births by payer
source, 2008-2012
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Figure 10 compares the percentage of NAS cases according to payer source (Medicaid vs. Other)
with the percentage of all births in Texas according to payer (Medicaid vs. Other) in each
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calendar year from 2008 to 2012. Whereas the majority of NAS cases occurred among patients
with Medicaid (75.7 percent), only approximately half of all births in Texas were paid by
Medicaid (50.7 percent). Postpartum substance abuse was also observed for several maternal
deaths in 2011-2012. Among the 19 women with Medicaid insurance during pregnancy who later
died of drug overdose, 14 (73.7 percent) died after the 60 day post-delivery mark, after Medicaid
coverage typically expires.
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Recommendations

Recommendation #1 — Increase access to health services during the year after delivery
and throughout the interconception period to improve continuity of care, enable effective
care transitions, promote safe birth spacing, reduce maternal morbidity, and reduce the
cost of care in the Medicaid program

Preconception/interconception health refers to the health of women during their reproductive
years. Optimal health during these years is essential to improve pregnancy and birth outcomes,
and preconception/interconception care has been recognized as a critical component of a
comprehensive health package to improve pregnancy- and birth-related outcomes as well as
women’s health overall. The postpartum period is an important component of interconception
care, offering an opportunity to provide risk assessment, management and counseling on adverse
pregnancy outcomes, and maternal complications in order to improve the mother’s health and
reduce risks in future pregnancies. This includes assessment of weight status; screening for
chronic conditions, mental health issues, substance use, and interpersonal violence and issuing
referrals as needed; and counseling on safe pregnancy spacing and family planning to prevent
short inter-pregnancy intervals (defined as less than 18 months between pregnancies), which are
associated with adverse and costly pregnancy and birth outcomes including maternal morbidity
and mortality, and preterm birth and low birth weight.

Some of the health issues identified in the postpartum period may require continued management
to ameliorate—or to altogether prevent—escalation of risk. Other pregnancy-related morbidities
may emerge or worsen only after the early postpartum period, and after the time a mother’s
access to health care coverage typically ends. Strengthening continuity of care from obstetric to
primary care is critical to ensure risks continue to be assessed and managed so that women can
enter pregnancy in optimal health, subsequently increasing likelihood of positive pregnancy and
birth outcomes. The task force found from examination of statewide trends of maternal deaths
(Figure 3) that nearly 60 percent (117 out of 189 women) of 2011-2012 maternal deaths occurred
in the period from six weeks (after 42 postpartum days) to 52 weeks after delivery when, for
many women, access to health care is limited.

The task force recommends increasing access to postpartum/interconception health care through
the first year after delivery to enable care transitions that will improve continuity of care,
promote safe birth spacing, and reduce maternal morbidity. Over half of all Texas births are paid
by Medicaid, totaling over $2.2 billion per year in birth and delivery-related services for mothers
and infants. The average amount spent in the first year of life for a preterm birth with major
complications (excluding extreme prematurity) is $19,059, and $4,019 for a preterm birth
without major complications compared to $410 for an uncomplicated, term birth. Increasing
access to care throughout the first postpartum year would improve interconception health while
also reducing cost in the Medicaid program by decreasing the rate of unintended pregnancy, and
by preventing, detecting and managing chronic conditions and other risk factors, such as obesity,
hypertension, smoking, and mental and behavioral health issues, that increase risk for maternal
morbidity and mortality and lead to costly adverse pregnancy and birth outcomes including
severe maternal morbidity, preterm birth, and low birth weight.
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Recommendation #2 — Increase provider and community awareness of health disparities
and implement programs that increase the ability of women to self-advocate

The task force found pervasive racial and ethnic disparities in their review of maternal mortality
cases and of state morbidity and mortality trends. The task force recommends to increase
provider education on the impact of health disparities in health outcomes to promote equity in
the access to and quality of services provided to all patients. The task force also recommends
development and implementation of programs to enhance a woman’s ability to advocate for
herself. These programs should include community outreach to increase community engagement
and individual understanding of health disparities.

Recommendation #3 — Increase screening for, and referral to, behavioral health services

To help address the shortage of behavioral health services in some areas of the state and allow
medical providers to make appropriate referrals to services that are accessible for their patients.
the task force recommends that:

e the Medicaid program ensure that managed care organizations providing Medicaid-funded
substance use disorder services ensure that rural areas are adequately covered as required

e pregnant women are prioritized for admission into all substance use disorder programs
funded by Medicaid so that access issues may be lessened or avoided

e pregnant women are immediately admitted or admitted as soon as capacity is available.

The task force identified multiple opportunities for identification and treatment for women with
mental health and substance use disorders, and recommends that health care providers implement
strategies to increase evidence-based screening and referral practices. The task force
recommends health care providers follow the American College of Obstetricians and
Gynecologists (ACOG) Committee on Ethics recommendations on screening and referral for
alcohol abuse and other substance use disorders and the ACOG Committee on Obstetric Practice
and United States Preventive Services Task Force recommendations on screening and referral for
depression among pregnant and postpartum women.

The task force recommends these screenings before pregnancy, in early pregnancy, and during
the postpartum period, given the recommendations of professional organizations and the findings
of case review and data analysis conducted by this task force. The task force also recommends
that social workers and other professional and paraprofessionals be trained on use of validated
screening tools and referral protocols.

As substance use disorders have been confirmed as a “brai