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Chairman P. Michael Sturla, Host and Representative Morgan Cephas and members of the
Democratic Policy Committee,

Good Afternoon and thank you to the Democratic Caucus and Representative Cephas for

inviting me to testify on the Maternal Mortality epidemic. My name is Marianne Fray, and | am

the Chief Executive Officer of Maternity Care Coalition. Since 1980 MCC has served over 125,000

families, confronting the abysmal rates of maternal mortality, infant deaths and inadequate

early childhood education across Southeastern Pennsylvania. | am here today to share MCC's

community informed voice on the topic of maternal mortality.

Despite lowering maternal mortality rates throughout most of the developed world, mortality

rates across America are on the rise, and especially among African-American women.
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Maternal Mortality Is Rising in the U.S. As It Declines Elsewhere

Deaths per 100,000 live births
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"Global, regional, and national levels of matemal mortality, 1990-2015 a systematic analysis for the Global Burden of Disease Study 2015," The

Lancet Only data for 1990, 2000 and 2015 was made available in the joumnal

According to the American College of Obstetricians and Gynecologists (ACOG), “Racial

disparities in maternal mortality are staggering -- black women are three to four times more

likely to die from a pregnancy-related complication than non-Hispanic white women.!



Alarmingly, a black woman is 243 percent more likely to die from pregnancy- or childbirth-
related causes than a white woman." This is one of the largest disparities in women’s health’,
and has captured the attention of maternal health experts throughout the US. The reasons for
this higher maternal mortality in the U.S. is multifaceted. MCC has found that among our
clients, largely low-income and women of color, the leading factors contributing to poor health

outcomes are:

institutional racism,

chronicillnesses,

effectively navigating the healthcare system, and

lack of sufficient paid leave

Data shows that black women are more likely to die from preeclampsia or hemorrhage, despite
being no more likely to develop these conditions during childbirth than white women'", Last
year, Dr. Joia Crear-Perry, Founder of the National Birth Equity Collaborative, provided
testimony to the U.S. House of Representatives Subcommittee on Health, in support of H.R.
1318: Preventing Maternal Mortality Act of 2017, and said that “The legacy of hierarchy of human
value based on the color of our skin continues to cause differences in health outcomes, including

maternal mortality. Racism is the risk factor not black skin.”



Addressing racial disparities in health outcomes has consistently been a key component of

MCC's work. For nearly 40 years, our direct service programs, research and advocacy focus on

improving the health and well-being of pregnant women and parenting families with children o-

3 years old. We've been largely successful because our home-visiting staff reflect the

communities we serve and there are high levels of trust.

Because of our deep staff expertise, we were invited to sit on both the Philadelphia and

Pennsylvania Maternal Mortality Review (MMR) committees, serving as the voice of the

community. MMR findings helped inform the design of MCC'’s innovative Safe Start program.

Founded with support from the Merck for Mothers Initiative, the Safe Start program works in

collaboration with health care providers and insurers to coordinate care and reduce maternal

mortality in pregnant women with chronic health conditions like diabetes, hypertension,

obesity, mental health diagnoses, substance use disorder and intimate partner violence.

Many of the women in our Safe Start Program have been in and out of various behavioral health

and child welfare systems throughout their lives. As a result, their medical care has not been

consistent or coordinated and they often come into their pregnancy sicker. We know that

expecting moms, particularly high-risk moms, need to attend numerous medical appointments,



arrange transportation, find child care while often managing work schedules. This juggling act

is extremely challenging and adds to their stress.

For example, one of our clients, Rena, came to MCC’s Safe Start Program with a high BMl and

hypertension. She was facing a seventh C-section at 28 years old. Her relationship with her

healthcare provider had not been positive. She shared feelings of hurt, being judged, upset,

frustrated and ready to walk away from prenatal care entirely. Her MCC Advocate, encouraged

Rena to attend appointments and ask more questions. She accompanied Rena to her prenatal

appointments and provided her with coaching on what questions to ask. Rena, trusting her

Advocate, gradually became more comfortable and engaged in her own care. After Rena gave

birth, she had serious complications related to her C-section wound healing. Her Advocate

helped her get in-home nursing care through her insurance. Eventually Rena recovered and was

able to connect with her baby. We know that without this support, the outcomes could have

been very different.

We have also found that Doulas, in conjunction with their medical providers, can provide

valuable added support for pregnant women. Doulas work collaboratively with moms to provide

birthing education, develop birth plans, offer comfort measures and act as an advocate for mom

during childbirth. Women who work with a doula are two times less likely to have birth



complications for themselves and their babies'. MCC uses doulas in some of our programs
including Safe Start and our MOMobile at Riverside Correctional Facility program. We also train
and match doulas through our community doula program. Later in this hearing you will hear

more about the impact of Doulas from Naima Black, one of MCC's Doulas.

By improving access to doula services and having the service reimbursable by Medicaid, we can
reach more women and help reduce maternal mortality and morbidity rates. MCC hopes to

expand this service into more of our programs in the near future.

We commend the city of Philadelphia for being one of the first municipalities to convene a
Maternal Mortality Review Team. We also encourage the city to convene and support a Perinatal
Quality Collaborative empowered with the authority to implement the recommendations of the

Maternal Mortality Review team.

We also recommend full support of the Alliance for Innovation on Maternal Health (AIM)
Program. AIM is a national partnership of organizations organized to reduce severe maternal
morbidity through the coordinated use of proven and consistent maternity care practices. The
California Maternal Quality Care Collaborative (CMQCC), reduced their maternal mortality rates
significantly by applying AIM’s ‘Maternal Safety Bundles’ — evidence based quality improvement

toolkits that address the leading causes of preventable death and complications for mothers and



infants". Maternal Safety Bundles are a step in the right direction for supporting moms and

providing quality care to all women.

Finally, the rise of maternal mortality in the United States is a complex problem and no singular

recommendation will sufficiently address this issue. | have shared in this testimony how many

MCC clients struggle with caring for themselves while also finding culturally sensitive maternal

care. | believe that if we collectively focus on addressing the racial inequities in our healthcare

and social institutions, we will reduce our rising maternal mortality rates. Thank you for this

opportunity to speak with you today.
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Good afternoon, | am Dr. Aasta Mehta, the Women’s Health Advisor for the Philadelphia Department
of Public Health’s Division of Maternal, Child and Family Health and a practicing OB/GYN here in Philadelphia.
Thank you for the opportunity to provide written testimony for the House Democratic Policy Committee
Hearing on Meaningful Solutions to Maternal Mortality.

The rate of pregnancy-related mortality in the United States has more than doubled in the past thirty
years. The city of Philadelphia has seen an increase in maternal mortality that follows these national trends. In
2010, the Philadelphia Department of Public Health Medical Examiner’s office and the greater Philadelphia
maternal health community created the first county-level Maternal Mortality Review Team (MMRT) in the
Unites States with the goal of pro-actively reducing maternal mortality.

The MMRT brought together the six labor-and-delivery hospitals in the city, along with city-based
agencies and non-governmental organizations to develop a more accurate method of identifying and tracking
the number of pregnancy-related deaths (which occur during or within one year of the end of the pregnancy,
from any cause related or aggravated by the pregnancy or its management) and pregnancy-associated deaths
(death which occurs during this time regardless of cause), and to conduct a multidisciplinary review of each
case. The review process helped us identify the systematic shortfalls that women of childbearing age face and
gaps in community resources. In turn, the review process helped focus limited resources to address these
issues, in hopes of reducing pregnancy-associated deaths and improving the overall health and wellbeing of all
women of childbearing ages.

Over the course of 35 meetings since 2010, the Philadelphia Maternal Mortality Review (MMR)
team has gained knowledge and insight about maternal morbidity and mortality by reviewing over 160
pregnancy-associated deaths of Philadelphia residents. Based on aggregated surveillance data from deaths
that occurred from 2010 to 2018, ~25% of these deaths were categorized as pregnancy-related — giving
Philadelphia a pregnancy-related death rate of ~21 per 100,000 live births. Of the (estimated) 43 pregnancy-
related deaths, ~40% were attributed to cardiomyopathies or other cardiovascular conditions, ~20% to
embolisms, ~13% to infectious processes, and ~10% to hemorrhage. Black, non-Hispanic women account for
~41% of Philadelphian women of childbearing age and White, non-Hispanic women account for ~35%.
However, Black, non-Hispanic women have accounted for ~74% of Philadelphia's pregnancy-related deaths
from 2010-2018, while White, non-Hispanic women have accounted for ~15% of them.

If you exclude women belonging to two known faith-healing groups in Philadelphia who decline all
medical care (with a combined population of about 3000 people), Black, non-Hispanic women have accounted
for ~82% and White, non-Hispanic women accounted for ~5% of the pregnancy-related deaths of Philadelphia
residents, making the racial disparity even more alarming.

The Philadelphia MMR dataset has thus-far revealed that ~45% of all reviewed deaths had a diagnosed
mental health history, and ~60% had had a previous and/or current substance use disorder. Overdose-related
deaths, which have risen dramatically in Philadelphia’s general population (from roughly 400 in 2010 to over
1200 in 2017) has likewise risen rapidly among pregnant and postpartum women. Whereas ~25% of reviewed
maternal deaths between 2010 and 2016 were due to accidental drug intoxications, that percentage increased
to ~38% of reviewed maternal deaths between 2017 and 2018. Of course, deaths are just the tip of the
iceberg, as for every death there are 5-7 times the number of near misses. Therefore, learning how to address



and engage pregnant women as well as mothers with young children who have an opioid or other substance
use disorder is an important issue to tackle in Philadelphia so that significant headway can be made on
reducing maternal mortality. Focus on this issue is paramount to improving overall maternal health care in
Philadelphia.

Ongoing citywide initiatives to reduce maternal mortality in Philadelphia include:

All Philadelphia delivery unit leaders meet monthly to share best practices to better reduce the risk of
mortality and morbidity that result from pregnancy related causes of death such as hypertensive
disease, infection, and embolism.

The Philadelphia LARC coalition worked to change Medicaid reimbursement to increase access to post-
delivery long-acting reversible contraception (LARC) for all Medicaid insured women.

Postpartum units are working to more uniformly screen for perinatal depression and link the screening
results to improved care for mothers who experience depression.

PDPH and the Perinatal Centers of Excellence have developed a citywide educational program focused
on effective screening, providing a brief intervention, and referral to treatment for opioid addicted
pregnant women.

The Philadelphia Department of Public Health with support from the William Penn Foundation is
implementing a centralized intake system to improve home visiting services for pregnant women and
infants.

The Philadelphia Maternity Mortality team supported the establishment of a new state-wide
Pennsylvania Maternity and Mortality Review team.

In sum, though progress has been made, more investment is needed to scale up and develop interventions
to improve the way in which women are cared for during pregnancy and after they give birth. In order to
meaningfully address maternal mortality in Philadelphia, these interventions should be focused on the
following priority areas:

L]

Provide implicit bias training to MCH providers across the city

Increase access to doula services

Train family supports program staff on unmet legal needs that create barriers to health and social
services

Improve screening, treatment, and care coordination for women with substance use disorders
Streamline citywide interagency communication and case management for pregnant and postpartum
women.

Integrate behavioral health services with prenatal care

Improve HTN surveillance in the intrapartum and postpartum period

These interventions, if implemented citywide, have the opportunity to improved maternal health, the
elimination of racial disparities and preventable maternal death, and ultimately, a reduction in maternal
morbidity.

Thank you very much for the opportunity to address you today, | am happy to answer any questions you
may have.



Good afternoon,

My name is Saleemah McNeil, | am one of the only Black Reproductive Psychotherapists serving Philadelphia
and the surrounding counties. | come to you with experience on multiple levels. | am a retired birth /
postpartum Doula, founder and CEO of Oshun Family Center, and a survivor of birth trauma. The title of
mother, made me a statistic. In 2005 | gave birth to a healthy baby boy, pregnancy went well and no health
concerns until 37wks and 3 days gestation. | went to my regularly scheduled prenatal appointment and was
sent straight to the hospital due to high blood pressure. They never told me the number and placated me by
saying “you will just get some testing and probably be sent home”. When | arrived to the hospital my blood
pressure was 202/153...stroke range, and the only cure was delivery of my baby. The culprit was
preeclampsia. After a horrific c/section and 9 days in the hospital recovering, | went home. Weeks later, the
postpartum mood fluctuations began to occur. | did not tell anyone. | lied at my postpartum appointment and
said, “everything is fine,” after crying while undressing for the exam. You may be wondering why | didn't ask for
help. The answer is simple - | didn’t feel safe. | did not trust that 1 could tell anyone, including a medical
professional, that | felt emotionally depleted and still be viewed as a competent mother. In the black
community, mental health challenges are seen as “white people’s problems” and a sign of weakness. At
organizations like mine, the Oshun Family Center, we work tirelessly to change that narrative because | see
that my experience would have been different if | had a Doula present.

The department of human services reports that preeclampsia and eclampsia are the two leading causes of
maternal death. This is 60% more common in the Black community.

Preeclampsia involves high blood pressure at or around 20wks gestation in women whose blood pressure was
normal before pregnancy. Features of preeclampsia include blood pressure over 140/90 systolic and diastolic,
water retention often in hands, legs and feet and protein in urine.This conditions is serious enough to affect
brain function and cause seizures or coma which is called ecclampsia.

The MOMMA Act was introduced in lllinois to help combat these issues. It would require equitable access to
prenatal care and cultural competency training for medical staff, enforce current national emergency obstetric
protocols to ensure that best practices are being used, all while eliminating practices that don’t benefit the
mother. This legislation expands coverage for postpartum care under Medicaid for up to a year, and aims to
support mothers in obtaining care for issues like postpartum depression after childbirth. This support should
include birth and postpartum Doulas. Doulas are professionally trained and provide emotional, physical and
educational support, comfort techniques during labor in addition to running light errands and meal preparation
during the 4th trimester, postpartum phase. Historically, women have always given birth in a room full of
supporters such as their mother, a granny midwife, cousins, sisters and friends. Men weren't allowed to be
present during the laboring process. Therefore the benefits outweigh the risks of providing this service to help
circumvent negative birth outcomes.

| am working to holistically change the narrative with Oshun Family Center. We have affiliate Doulas that have
partnered with me to become trained in screening for perinatal mood disorders (PMADs) which include
postpartum depression, anxiety, obsessive compulsive disorder (OCD) and psychosis. In addition to a



thorough intake process that asks questions regarding substance use/abuse, family history, and trauma. This
will provide a better glimpse into the gestational parent’s world and factors that may impact the outcome of the
delivery. The opioid epidemic has gravely impacted families just as the crack epidemic devastated the black
community in the 80’s. The National Center for Biotechnology Information (NCBI) states that there is a
correlation between the body’s physiological response to trauma and substance abuse. As generations of
families store trauma from historic events such as slavery, segregation, oppression, and mass incarceration,
addiction is prevalent in the community.

The CDC reports that opioid use disorders have gone up more than 400% among pregnant women since
1999. Health outcomes include preterm birth, low birth weight, breathing issues, feeding problems, and
maternal mortality. In 2013, the Journal of Perinatal Education reported that Doula-assisted mothers were four
times less likely to have a low birth weight baby, two times less likely to experience a birth complication
involving themselves or their baby, and significantly more likely to initiate breastfeeding. Are Doula’s the cure?
No. However, it is important to recognize that they are an essential member of the healing village that includes
a culturally informed reproductive psychotherapist.



April 3rd, 2019
RE: PA House Democratic Policy Committee Hearing on Meaningful solutions to Addressing Maternal Mortality.
Thank you for the opportunity to provide testimony.

My name is Lexi White. I am a policy and advocacy professional, scholar, and activist. I serve as a Commissioner
on the Philadelphia Commission for Women, and I am the Senior Policy Manager with New Voices for
Reproductive Justice. We are a human rights and reproductive justice advocacy organization with a mission to build
and advance a social change movement that is unapologetically dedicated to the full health and well-being of Black
women, femmes, and girls in Pennsylvania and Ohio; We represent one of eight strategic partner advocacy
organizations who are state-affiliates of In Our Own Voice: National Black Women’s Reproductive Justice

Agenda. Some of the information [ will raise today is captured in the State of Black Women and Reproductive
Justice Policy Report entitled Our Bodies, Our Lives, Our Voices and in other literature that leaders who are a part of
this movement have generated.

In my role and work, it remains paramount to assert and highlight the blatant harm and hypocrisy of legislators who
are making it their work to roll-back and restrict women’s access to a full range of standard reproductive healthcare,
yet who are silent and complacent in the very real risks and harm that Black women and women of color uniquely
and disproportionately face, if and when we make the decision to embark on the journey of carrying a pregnancy to
full term and then parenting.

My first call to action for state-lawmakers today on the solution side, is therefore, to affirm our basic human rights
by codifying in state statute the essential health benefits of the Affordable Care Act, by advocating consistently and
annually for increasing state assistance funding for all health care services, and by providing for equitable coverage
and access to a full range of standard reproductive healthcare services including but not limited to: abortion and
contraception, gender-affirming care, and especially and urgently maternity healthcare that is inclusive of full-
spectrum Doula and Midwifery Care and services, expanded post-partum coverage up to a full year, and increased
funding, access and coverage for mental healthcare services.

A Philadelphia-based Birth Justice advocate and practitioner in the community wrote to me yesterday to request that
today, we explicitly mention the importance of expanding coverage and access to mental healthcare for pregnant
women and mothers at all stages of pregnancy and also in the post-partum period. She noted that in her work and
experience she has seen that mental health providers desperately need adequate perinatal mental health training
and/or a certification process that reflects accountability to culturally competent delivery of care, especially when
working in communities of color. She flagged that 45% of the women who died in Philadelphia (2010-2012) had a
mental health diagnosis.

In the two states that have introduced Medicaid coverage for doula services, Minnesota and Oregon, the state
legislatures served as catalysts for change, but not without hiccups. Lawmakers in PA who are envisioning
expanding coverage for doula services through the state Medicaid program will need to continue to work
intentionally and very closely with stakeholders and commit to learning from the shortcomings and implementation
challenges in other states, as well as addressing the barriers of troublesome Medicaid re-imbursement rates.

NHeLP’s doula publication, “Routes to Success for Medicaid Coverage of Doula Care,” and most recently, a report
entitled Advancing Birth Justice: Community Based- Doula Models as a Standard of Care for Ending Racial
Disparities by Ancient Song Doula Services, Every Mother Counts, and Village Birth International are important
resources. | will yield to my fellow panelists to discuss this in more detail and in doing so, offer their practitioner
expertise.



Black mamas and babies in our communities are dying at rates we simply cannot ignore and in ways that we need to
more comprehensively understand, name, and address. This work continues at the state-level by funding and
supporting more data collection, including research that incorporates the embodied and environmental stressors that
uniquely characterize Black women’s experiences, as well as pushing state and local maternal mortality review
teams to more comprehensively assess and capture all pregnancy-associated deaths.

Lawmakers should also take seriously the need to close the gender wage gap and support and expand paid maternal,
paternal and family leave policies that support parents and caregivers.

We know that causes of adverse maternal health outcomes are nuanced and complex; they include everything from
barriers to accessing high-quality, culturally-competent healthcare and other needed resources before, during and
after pregnancy, personal health risk factors all within the context of the deeply connected social disparities like
racism, poverty, and environmental toxins. Data has shown that the challenges Black women in particular face in
accessing health care, which result in both maternal injury and mortality, transcend education level, a reality that
points to other factors such as inadequate health care infrastructure and systems, high costs of healthcare, and lack of
comprehensive insurance coverage as key barriers.

Not having enough Black healthcare providers, including OBGYN and nurse-midwives, make culturally competent
care difficult to access. Funding and expanding access and coverage for community-based health programs,
including community Doula programs and services, can help to combat this harm, and we need more funding for the
programs highlighted here today that connect women in our communities to comprehensive pre-natal, post-partum
care, birth support, birthing options, and mental healthcare.

[ can say from navigating my own reproductive healthcare, that it has taken finding other women of color providers
to obtain the kind of care and attention required to talk through my reproductive health care needs and options. This
is an experience that is shared time and time again in conversations we are having with Black women in the
community who are relying on peer-to-peer support where resources and information has been limited about which
providers will be most affirming, attentive, reflective, and responsive to their own lived and embodied experiences
and needs. We are across the board less likely to receive timely and consistent prenatal care, more likely to
experience a pregnancy-related injury and/or complication resulting in death, and more likely to also be mistreated,
mistrusted and punished instead of treated for substance use, a reality that discourages many of us from seeking care
altogether.

The alarming statistics I could raise here today, however, could never capture the long-lasting personal and
community effects of loss, trauma, fear and harm that results from a maternal health epidemic that has roots in
institutional and environmental racism, and in state-sanctioned inequity on multiple fronts.

This is what we are hearing in the community. Where there is not enough data to capture the nuances of these
experiences, the voices of women, families and communities most impacted must continue to be heard. I request that
Pennsylvania lawmakers sincerely and intentionally listen to and trust Black Women in getting this right.

Our topic of discussion today is not merely a Philadelphia and Pennsylvania public health crisis; this is a national
Human Rights crisis that is deemed as such by the international community. Recent reviews of the U.S. human
rights record by independent bodies have highlighted the persistent racial disparities in health as a form of racial and
gender discrimination. The United States has failed to meet its global commitment to decreasing maternal deaths by
75% by 2015, and meaningful action in the ways I’ve summarized needs to be taken at the state-level in order for us
to get there. Thank you.
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I am happy to be involved in this important conversation. | bring extensive personal and professional experience as a
community doula, perinatal community health worker, Reproductive and Racial Justice activist. | also currently co-moderate a
FB group on Expanding Doula Access, so | am immersed in these discussions on a daily basis.

Poor maternal health outcomes are an underreported human rights crisis in the United States. Our Maternal Mortality Rate
(MMR]) is the most striking and disturbing of these. The c- section rate which hovers just above 30% around the country is
twice the rate recommended by the World Health Organization for any nation.

We have heard today the disturbing disparate maternal health outcomes for childbearing families of color. We atso know that
this is not because of the color of their skin, but a result of the long and persistent history and impact of the trauma of racism
and implicit bias. Racism makes people sick. It is in my view, unquestionably the central root cause for the striking inequities in
maternal health and beyond. And therefore all remedies must spring from a place of acknowledgement and commitment to
undoing racism in every sector and across systems.

Medical schools and health care systems need to be examined using a racial equity lens and then design and implement a
comprehensive training and education program on Implicit Racial Bias. Advancing the human right to safe and respectful
maternity care requires a new paradigm with all hands on deck.

Expanding doula care and coverage is another important part of the solution. Doulas are birth companions trained to provide
informational, emotional and other non-medical support to women before, during, and after childbirth. Their care is
individualized. Extensive and reliable research has correlated doula care with higher breastfeeding initiation rates, fewer
cesarean sections, fewer low-birth weight babies, lower risk for postpartum depression and improved satisfaction with the
childbirth experience overall. Cost analyses have shown that doula support also reduces spending by avoiding unnecessary
interventions that can result in expensive complications. Disappointingly it is mostly people who can afford to hire a private
doula who benefit from this care.

Community Based Doula programs have emerged around the country in recent years to help fill this gap and to address the
needs of communities of color and other communities on the margins who experience poor heath outcomes. They go beyond
the traditional doula model by providing extensive trainings to address the varied competencies needed to support families
with complex social needs. Community doulas are recruited from the same neighborhoods where they will serve. Well trained
and supported they have the ability to reduce the harmful effects of racism by providing culturally and linguistically
connected, family-centered care.

The Community Doula Program we created at MCC is one of these innovative models. It has been a catalyst for an ongoing
shift in the birth worker community and for birthing families in Philadelphia. We have trained more than 170 community
doulas and breastfeeding peer counselors, predominantly people of color. And we have matched them with more than 1500
pregnant people who requested or were referred for doula or breastfeeding support. Women are hungry for options in
childbirth. Women call me every day hoping for an experience that will honor and respect their autonomy in decision-making.
They want to be participants in their labor and birthing journey without unnecessary interventions. And they want to tap into
their strength and power. Community based doulas help women find their voice and their confidence and walk with them
with respect. They help buffer some of the stress inducing situations that are so often present in our medical model of labor
and delivery, including strong language of fear that can diminish one's sense of trust in themselves. Doulas affirm and stay
throughout the birth so that even when things don't go the way a family has hoped, they are much more likely to have a
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positive memory of the birth. Women are reclaiming their intuitive power and finding sisterhood, community and strength
from this growing movement. Many of the people who had the support of one of our network doulas later became trained
themselves. Many of our trained birth workers have formed their own groups and projects and some have gone on to nursing
and midwifery school or found jobs in the maternal and infant health arena. Community based doula programs also promote
economic and professional growth and self-sufficiency.

This is by no means meant to be a bashing of our doctors and nurses. We have incredible people working in this field. They too
are often pressured by a system which has tipped the balance way too far into a medical model that does not trust women to
birth their babies. | can't tell you how many times | have met providers who have never witnessed a completely natural birth.

Pennsylvania has an excellent opportunity to move forward with intention and integrity to create legislation that would have
meaningful and far reaching impact. We should engage in a careful planning process. We can take lessons learned from
Oregon and Minnesota, two states who have Medicaid reimbursement but who have faced challenges to successful
implementation. There are two excellent recent reports which respond to New York's pilot program for Medicaid
reimbursement for doulas. One is from the New York State Task Force on Maternal Mortality and Disparate Racial Outcomes.
The second report, hot off the press, is Advancing Birth Justice: Community Based Doula Models as a Standard of Care for
Ending Racial Disparities researched and written by Ancient Song Doula Services, Every Mother Counts, Village Birth
International. Both of these resources offer critical analyses and highlight specific recommendations that are relevant here in
Pennsylvania.
Key points to note are:

¢ Reimbursement rates must allow for doulas to earn a living wage

e Invest in community based models to ensure that doulas enrolled in the Medicaid reimbursement programs are

trained and supported to serve in communities of color.
e Provide funding to train a diverse community of doulas and breastfeeding counselors from communities of color,
immigrant communities and others facing poor access to care.

This is the time, a perfect moment to set forth evidence based, courageous practices and policies that promote racial healing
and maternal and infant health. It is my hope that Rep. Cephas and other committed members will engage with a
representative group of impacted people, including midwives and community based doulas. We know who and where they
are and they are ready and willing to contribute to this conversation.
Thank you.
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HRSA Maternal Mortality Summit
Promising Global Practices to Improve
Maternal Health Outcomes

Maternal mortality remains a universally recognized public health priority, despite efforts and some success
in addressing this issue. Maternal mortality is a key indicator of health and is associated with accessibility
of maternal and other health care services in a country.

HRSA's Maternal Mortality Summit held in June 2018
discussed evidence-based approaches and identified
innovative solutions to decreasing maternal mortality
and severe maternal morbidity rates both in the U.S.
and across the globe. The Summit invited international
subject matter experts from Brazil, Canada, Finland,
India, Rwanda, the United Kingdom, and the World
Health Organization (WHO), as well as over 130 U.S.
subject matter experts.

SUMMIT FINDINGS

O ACCESS 2 QUALITY
Improve access to patient- » Improve quality of maternity services
‘\\ centered, comprehensive care for . a through efforts such as the utilization of
women before, during, and after safety protocols in all birthing facilities,

pregnancy ° such as Alliance for Innovation on
Maternal Health (AIM) safety bundles
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QQQ WORKFORCE » LIFE COURSE APPROACH
Provide continuity of care before, : Provide continuous team-based support
*‘ 'f during and between pregnancies . é 1 and use a life course model of care for
by increasing the types and > women before, during and between
distribution of health care providers pregnancies

2 & 4 0 0 B 4 2 8 9 8 4 3 9 O 0 B A 0 T B S A S A S A8 S 8 0 B0 B0 2 5 9 4 » 5 9 9 85 3 8 &8 @ 4 8 5 5 8 & 5% 35 &0 &8 5 & b >

DATA > 89 REVIEW COMMITTEES

, I D iy el , ,
Improve the quality and availability » wmmmmssw |mprove quality and consistency of
of national surveillance and survey o sl maternal mortality review committees
data, research, and common through collaborations and technical
terminology and definitions ) assistance with U.S. states
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PARTNERSHIPS
%\ Engage in opportunities for productive collaborations with multiple Summit participants
’0

and others to decrease the rate of maternal mortality and severe maternal morbidity






