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HOUSEKEEPING

Before we get started

* This webinar is being recorded and will be available on the

National Center’s webpage (URL: www.ncfrp.org).

e Participants are muted. Use the question and answer box to
ask questions.
* Due to the large number of participants, the speakers may be

unable to answer all questions. Unanswered questions will be

answered and posted with the recording.

e Contact the National Center (email: info@ncfrp.org) for any

tech problems.



http://www.ncfrp.org/
mailto:info@ncfrp.org

EVALUATION

https://www.surveymonkey.com/r/32BRMMX



https://www.surveymonkey.com/r/32BRMMX

Diane Pilkey, RN, MPH

Welcome and Introductions

Senior Nurse Consultant
Division of Child, Adolescent and Family Health
Maternal and Child Health Bureau

Health Resources and Service Administration
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Ms. Pilkey is a Senior Nurse Consultant at the Maternal and Child Health Bureau/Health Resources and Services Administration and a federal project officer for the National Center for Fatality Review and Prevention cooperative agreement.  
She has more than 20 years of experience in public health at the local, state, and federal level, including with the Washington State Department of Health, where she worked as the Child Death Review Assessment Coordinator. 
Ms. Pilkey is a registered nurse and holds a master’s in Public Health from the Maternal and Child Health program at the University of Washington .



HRSA’S VISION FOR THE NATIONAL CENTER

IMPROVING SYSTEMS OF CARE AND
OUTCOMES FOR MOTHERS, INFANTS,
CHILDREN, AND FAMILIES

Assist state and community programs in:

e Understanding how CDR and FIMR reviews can be used to
address issues related to adverse maternal, infant, child, and
adolescent outcomes

* Improving the quality and effectiveness of CDR/FIMR processes

* Increasing the availability and use of data to inform prevention

efforts and for national dissemination



Describe FIMR

Summarize the community-owned, action-oriented FIMR
process.

Describe PPOR

Summarize the prevention-focused PPOR analysis.

Explore FIMR and PPOR strengths and
limitations

Describe the appropriate way to use the FIMR process and PPOR
analysis to support MCH outcomes

Highlight opportunities for integration of
PPOR and FIMR
Describe ways that PPOR can be used to support the FIMR

process. PRESENTATION GOALS

Explore the utility of FIMR and PPOR at the
local level

[llustrate how FIMR and PPOR can support public health
decision making, processes, and outcomes




Speakers

Rosemary Fournier, RN, BSN Carol Gilbert, MS, ABD Kelli McNeal, BA

FIMR Director Senior Health Data Analyst FIMR and Maternal Child Health

National Center for CityMatCH Outreach Program Supervisor

Fatality Review and Prevention Oklahoma City-County Health
Department
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Rosemary Fournier Rosemary Fournier is a registered nurse with over 35 years of professional medical clinical experience.  In her role with the National Center, she provides technical assistance, training, and data support to the approximately 160 FIMR teams across the country.  Rosemary was the Project Director for the Saginaw MI, Healthy Start, and has also been a nurse consultant for the Nurse-Family Partnership® National Service Office, an evidence-based home visiting program for first-time low-income mothers.    


Carol Gilbert (she/her/hers) has been with CityMatCH since 2004. She has a Masters in Applied Mathematical Statistics with additional coursework in Health Services Research, Epidemiology, Biostatistics, and Health Promotion from the University of Nebraska. She is currently working on a dissertation in the area of vital records data quality and a refresh of the Perinatal Periods of Risk approach (PPOR).  Carol enjoys working with local MCH practitioners to help them make data useful for their communities. In addition to much work with vital records and PPOR, she has worked extensively with Pregnancy Risk Assessment Monitoring System (PRAMS) data and has also worked with the Healthcare Cost and Utilization Project (HCUP) and Behavioral Risk Factor Surveillance System (BRFSS) data. Her plans include more research with a focus on data sources and methods for local communities working on reducing health disparities.

Kelli McNeal has been the Fetal and Infant Mortality Review (FIMR) and Maternal and Child Health Outreach Program Supervisor at the Oklahoma City-County Health Department for the last decade. 
 Kelli’s maternal and child health career began at the Oklahoma Institute for Child Advocacy (OICA) after receiving a BA in Psychology from the University of Central Oklahoma. Throughout her tenure at OICA she directed a multi-year national foundation grant program, Covering Kids & Families, providing Medicaid and the State Children’s Health Insurance Program to pregnant women and children. Later, she became the Communication and Marketing Director for the agency. During this time Kelli also served on multiple boards including the Oklahoma Health Care Authority’s Medical Advisory Council, the Oklahoma Lead Poisoning Prevention Advisory Board, and Chair of the Oklahoma Turning Point Council.  After leaving her position at OICA, Kelli went into the for-profit world and finally returned to her passion of working on maternal and child health issues through the FIMR and Maternal and Child Health Outreach Programs at the Oklahoma City County Health Department. 
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Center for Fatality Review & Prevention

FIMR’s relationship to
Public Health Surveillance

* The ongoing, systematic collection and analysis of data about a

health problem that can lead to action to control or prevent the
problem.

An infant death is a sentinel event that triggers surveillance and
prevention activities.




Definitions

Understanding fetal and infant mortality

e TE—

o FETAL MORTALITY (Stillbirth)
An infant born without signs of life, generally after

20 weeks of gestation his/her first birthday.

INFANT MORTALITY

The death of any live born infant prior to



FIMR: The Cycle of Improvement

A multidisciplinary, community process that examines cases of fetal & infant deaths that is:

Comprehensive, de-identified, confidential, and gives voice to parents/families’ experiences.

Data Gathering

Information is collected from a variety of

Improvements in Systems of Care
As the physical, health care, and social
sources, including family/parental interview, environment for childbearing families
medical records, pre-natal care, home visits, improves, outcomes, over time, will be
WIC, and other social services. better
e h

Community Action

The Community Action Team receives
the recommendations from the review
team and is charged with developing

The multidisciplinary Case Review Team team
reviews the case to identify barriers to care and
trends in service delivery and ideas to improve

policies and services that affect families. and implementing plans leading to
positive change within the community.




FIMR Process

Best Practices in Reviews

Local Prevention
Action

Records Abstraction

Case Selection \ Recommendations State Prevention
Case Summary = Case Review I 0 Community Action
Family Interview / Action Team

National Prevention
Action




FIMR

A TWO-TIERED PROCESS

-
\ - 0

CASE REVIEW TEAM (CRT) COMMUNITY ACTION TEAM (CAT)

o * Reviews the story 0 * Composed of those who have the political will and

* |dentifies the issues fiscal resources to implement change

* Makes recommendations e Responsible for taking CRT recommendations to

ACTION
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From the very beginning, the IMR model strongly emphasized the importance of a community-based two tiered process that promoted the use of separate groups to carry out an analytic function and a subsequent action function. 

CRT:  
Reviews prepared case summaries
Sentinel events
Trends
Incidental findings 
Present and contributing factors
Develop initial recommendation  

CAT:  
Work with the community to implement interventions to improve services and resources
Determine if the needs of the community are changing over time and decide which interventions should be added or altered to meet them
Safeguard successful systems changes initiated by FIMR that have been implemented from being discontinued in the future



FIMR includes a Family Perspective: An interview with the parents who have suffered a loss is

conducted and the families’ story is conveyed to the FIMR team members.

~

i



FIMR’s benefit to the Community

e Identifies gaps in current services, a key part of needs
assessment, and cooperates to fill those gaps

* Provides context through case review and data collection

e Fosters interagency networking and communication, diverse
partnerships

e Develops a greater understanding of maternal and child
health community needs by seeing the whole picture, not
just a part

e Health Disparities: [lluminates inequities and identifies
populations at the most significant risk for a poor outcomes

e Provides community-specific information about changing

health care systems




Integrating Fetal and Infant Mortality
Review (FIMR) and Perinatal
Periods of Risk (PPOR) for better
Maternal Child Health Outcomes

Carol Gilbert
CityMatCH



Contents

« What is PPOR
« How PPOR and FIMR are complementary
* Ways to use them together



Perinatal Periods Of Risk
(the PPOR approach)

*a simple analytic framework and steps for
Investigating feto-infant mortality at a local level

ean epidemiological tool to be used as a part of
a larger urban community planning process



What IS NEEDED
to do PPOR?

*Access to and the ability to analyze vital
records data

*Every population studied must have at
least 60 feto-infant deaths in at most 5
years (>100 for full analysis)

*A team of community collaborators &
champions
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From Bill Sappenfield analytic readiness ppt


Three vital records data files — every
live birth and fetal death is included

e Live birth certificate files

e [Fetal death certificate files

e Infant death certificate files linked to birth
certificate information

ALL are produced Iin every state.
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The data you need are found in the vital records collected by your public health department.
It is important to note that PPOR uses two clearly defined cutoffs.  First, fetal deaths are limited to fetal deaths with gestational ages of 24 weeks or more.  Second, fetal deaths and live births are limited to birthweights of 500 grams or more.  These are necessary because there are large reporting differences in vital records across U.S. cities for events below these two cutoffs.  For an added benefit, these cutoffs generally limit pregnancy events to those that are physically viable, assuming no underlying congenital defect or medical condition. 

Our analysis showed that fetal deaths are not reported consistently across the country unless they’re over 500 grams and 24 weeks gestation.
Infant deaths are consistently reported provided they are over 500 grams at birth.



Smaller populations
still need 60 deaths

e Subpopulations within an urban county
— Immigrant communities
— Urban Native Americans
— African-Americans

« Combine similar counties
— Public health systems
— Health care systems
— Cultures and traditions

« Combine years
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Simulated data
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PPOR PHASE 1

Fetal and infant deaths are sorted into four periods of risk,
and a mortality rate is calculated for each period.

Age at Death

Fetal Post-
Death Neonatal  peonatal
500-1499 g Maternal Health/
Prematurity
1500+ g Maternal || Newborn Infant
Care Care Health

-



Phase 1 Narrows the Choices of Action

Maternal

Health/
Prematurity

Maternal
Care

Newborn
Care

Infant
Health

R U e

Preconception Health
Health Behaviors
Perinatal Care

etc.

Prenatal Care
High Risk Referral
Obstetrical Care
etc.

Perinatal Management
Neonatal Care
Pediatric Surgery

etc.

Sleep Position
Smoking

Injury Prevention
etc.
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Phase 1 results suggest some general areas for action, but are not sufficient information alone.  
For Maternal Health and Prematurity, prevention may need to focus on preconceptional health, unintended pregnancy, smoking, drug abuse, and specialized perinatal care.  
For Maternal Care, prevention may need to focus on early continuous prenatal care, referral of high risk pregnancies and good medical management of diabetes, seizures, post maturity or other medical problems.  
For newborn care, the focus may need to be advanced neonatal care and treatment of congenital anomalies.  
And for infant health, communities may need to focus on SIDS prevention like sleep position or breast feeding, access to a medical home and injury prevention.  


Urban County:
Comparing Different
Subpopulations

White Fetal-Infant Black Fetal-Infant
(Denom.=16,045) (Denom.=3,291)
3.1 8.8
2.0 1.9 1.6 2.4 2.4 4.0

White non-Hispanic Black non-Hispanic
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If the number of deaths is sufficient, we can create the PPOR “MAP” for any sub-population, and begin to explore disparities or “GAPS”.  Here we see clearly that there is a white-black disparity in fetal-infant mortality in Urban County.



Map of Feto-Infant Mortality Rates

1993-2006
Douglas County, NE, All Races

Feto-Infant

Rate = 9.1

Feto-Infant
Rate = 10.7
Feto-Infant
Rate = 10.3
1.4 1 2.9
1993-1996 18119
1997-2000

1.4

1.8

Feto-Infant

Rate = 8.2

2001-2004

1.2

1.8

2003-2006
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This is how the PPOR deaths have changed during the last decade. Initial gains were entirely due to IH improvements. INFANT HEALTH PERIOD HAS BEEN FLAT SINCE ?1998? AFTER SLEEPING ON THE BACK WAS INTRODUCED. SIGNIFICANT GAINS NOW BEING SEEN IN MATERNAL HEALTH/PREMATURITY AND MATERNAL CARE?


27

PPOR mortality rates are also calculated for a
reference population to answer the question “What
rates should we expect to see in each Period of

Risk?”

The reference group is selected based on
maternal demographics, not behaviors or
health conditions.
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The question we really need to ask is “What rates can we EXPECT to see in each period of risk?”

PPOR has a very practical way of answering this question.  We use a reference group which is a REAL POPULATION OF MOTHERS that experiences low mortality rates.

We sort the deaths in this real-life group, and calculate the rates in each period of risk the same way we do for our study population.


PPOR Phase 1

* The reference group provides a baseline, an
expected mortality rate under ideal conditions

e |f a death rate exceeds the baseline rate, we
Know there are deaths that could have been

orevented.

« PPOR Phase 1 tells the team which periods of
risk and populations have preventable deaths,

l.e. “Where are the gaps?”



White Fetal-Infant
Rate = 8.6

(Denom.=16,045)

3.1

2.0 1.9 1.6

White non-Hispanic

Urban County:
Comparing Different
Subpopulations

Black Fetal-Infant

Rate =17.6
(Denom.=3,291)

8.8

2.4 2.4

4.0

Black non-Hispanic

Reference Group
=57
(National)

2.2

1.5 1.1 0.9

White, 13 years education
Age >=20
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If the number of deaths is sufficient, we can create the PPOR “MAP” for any sub-population, and begin to explore disparities or “GAPS”.  Here we see clearly that there is a white-black disparity in fetal-infant mortality in Urban County.



The gaps (Phase 1 results)

Preventable White Mortality Preventable Black Mortality
IH IH
24% MH/P 26%
31%
NC MH/P

NC
MC
0 MC
28% 17% e



The gaps (Phase 1 results)

Preventable Mortality by Risk Period and Race

Black IH

12% White MH/P
17%

White IH

Black MH/P
25%

White NC
15% White

Black MC
4%



PPOR Phase 2
Focus on the populations and periods of
risk with the largest gaps.

e Questions:
— What are the likely causes of this gap?
— What interventions are most likely to work?
o Activities:
— Further epidemiologic study (Phase 2 PPOR)
— Review scientific evidence
— Community health and health systems assessments

— Fetal Infant Mortality Reviews (FIMR)



Phase 2 analysis (partial)
MHP (Blue Box) too many VLBW Babies

Multiples

Overweight or Obese

Obese

Previous Preterm Birth

Birth Spacing < 18 Months
Inadequate*PNC?

Any Smoking During Pregnancy
Not Married

Using WIC

Medicaid Birth

0 10 20 30 40 50 60 70

m State Reference Black non-Hispanic



Summarize factor importance using PAR

Twins or More

Not Married

<=High School Education
Birth Spacing < 18 Months
Previous Preterm Birth
Delivery Paid by Medicaid
Overweight or obese
Smoking during pregnancy
Previous Poor Birth Outcome
Obese

Teen Mom (19 or less)
WIC

Percent of Population
with Risk Factor

3.2%
44.4%
48.3%
13.7%

5.4%
27.4%
48.3%
15.7%

1.1%
24.0%
10.9%
42.7%

Risk Ratio

(risk of those
exposed to the
factor compared to
those not exposed)
11.4

1.5
1.4
2.2

4.0
1.4
1.1
1.4
5.3
1.1
1.1
0.9 Protective

Population
Attributable Risk
Percent

(potential impact of
factor on very
preterm birth rate)
24.9%
17.7%
16.5%
14.0%

13.9%
9.4%
6.6%
5.6%
4.6%
1.7%
0.9%

Protective
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Example of Phase 2 conclusions

Too many VLBW births contributes 75% of
preventable “blue box” deaths, 31% of all excess
mortality. What are the important factors?

Likely important Not likely
causes or markers in e Multiples (twins/triplets)

our community ¢ Teenbirths
_ * Obesity/overweight
 Not married

 Low educational attainment
* High school or less  Inadequate prenatal care

e Short birth spacing «  Smoking
 Previous preterm birth « Other previous poor outcomes



PPOR Phase 2 fosters integration with other
key efforts

Assessments and studies (CHIP, CHA etc.)

Surveillance systems such as PRAMS, BRFSS,
YRBS

Policy and program evaluations

Fetal Infant Mortality Review
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Carol B.’s slide 




PPOR & FIMR

— USE FIMR information in Phase 2, to help interpret findings and
to understand true causes of excess mortality

e.g. late prenatal care because of what?
— lack of trust

— Insurance limitations or barriers

— transportation or childcare



Role of FIMR

» Aggregate info on contributing factors can help identify
specific needs, risks

 FIMR Info can be used to formulate, tailor interventions

* FIMR findings can be used to monitor impact of new
Interventions

Carol Brady, 2005



FIMR can help address some Limitations of PPOR

« PPOR can’t be used in communities or subpopulations with
less than 60 deaths in 5 years.

* Observational data cannot prove cause and effect,
whereas case studies can reveal actual causes.

 Vital records and other population-based data sources only
collect data on a very limited number of factors known to
affect birth outcomes. FIMR is unlimited and can identify
NEW factors.



PPOR can help FIMR programs operate efficiently

— FIMR can use PPOR data to focus limited case review
resources on areas where there is the most opportunity (the
gaps), and to provide context for findings to improve
recommendations



PPOR can help organize FIMR findings

— FIMR can use PPOR data to focus limited case review
resources on areas where there is the most opportunity (the
gaps), and to provide context for findings to improve
recommendations



Integrating PPOR & FIMR

(contributing factors by risk period)

MATERNAL HEALTH MATERNAL CARE
(n=31) (n=18)

Maternal infections other than STDs - 45% Obesity - 50%
Preterm labor - 45% Pre-pregnancy medical conditions - 39%
PROM - 39% Maternal infections other than STDs - 33%
Hx of fetal or infant loss - 39% Parental education (kick counts, s/s of
Anemia - 32% preterm labor) -33%
Lack of family planning - 32% Late entry into prenatal care - 33%
Substance use - 29%
Pre-pregnancy medical condition -29%

Carol Brady, 2005




Integrating PPOR & FIMR

(contributing factors by risk period)

NEWBORN CARE

(n=9)
STDs - 56%
Pre-pregnancy health - 44%
Maternal infection other than STD - 44%
PROM - 44%
Hx of previous loss - 44%
Maternal age<21 - 44%
Substance use - 33%

INFANT HEALTH
(n=9)

Poor follow-up for medically-complex child
- 78%

Poverty -68%

Lack of Healthy Start screening - 56%

Poor communication between providers -
56%

Late entry into care - 56%
SIDS prevention - 44%

Carol Brady, 2005




Another limitation that PPOR can address:

what cases is our FIMR program reviewing?

* |n order to understand risks in the community,
Information about babies that don’t die Is also
needed.

Why?

All are at risk of becoming a death



Deaths are a much smaller group than the
population at risk.
They have different characteristics

Deaths are a very small
subset of the
population we would
address with

Infant deaths=> prevention activities

Fetal deaths=> @ not a random or

representative sample,
either. Much higher
prevalence of risk
factors.
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Guttmacher says  about 20% of pregnancies are terminated by abortion. 
Total early spontaneous abortion rate is about 30%
This means a total of about 80% of pregnancies that start out do not end up as live births.
We’re not talking about those today, partly because the miscarriages are not believed to be preventable

2
 | PubMed
TI
Incidence of early loss of pregnancy.
AU
Wilcox AJ, Weinberg CR, O'Connor JF, Baird DD, Schlatterer JP, Canfield RE, Armstrong EG, Nisula BC
SO
N Engl J Med. 1988;319(4):189.
 
We studied the risk of early loss of pregnancy by collecting daily urine specimens from 221 healthy women who were attempting to conceive. Urinary concentrations of human chorionic gonadotropin (hCG) were measured for a total of 707 menstrual cycles with use of an immunoradiometric assay that is able to detect hCG levels as low as 0.01 ng per milliliter, with virtually 100 percent specificity for hCG in the presence of luteinizing hormone. Our criterion for early pregnancy--an hCG level above 0.025 ng per milliliter on three consecutive days--was determined after we compared the hCG levels in the study group with the levels in a comparable group of 28 women who had undergone sterilization by tubal ligation. We identified 198 pregnancies by an increase in the hCG level near the expected time of implantation. Of these, 22 percent ended before pregnancy was detected clinically. Most of these early pregnancy losses would not have been detectable by the less sensitive assays for hCG used in earlier studies. The total rate of pregnancy loss after implantation, including clinically recognized spontaneous abortions, was 31 percent. Most of the 40 women with unrecognized early pregnancy losses had normal fertility, since 95 percent of them subsequently became clinically pregnant within two years.
AD
Epidemiology Branch, National Institute of Environmental Health Sciences, Research Triangle Park, NC 27709.
PMID
3393170
�


80%

70%

60%

50%

40%

30%

20%

10%

0%

Deaths and births are very different populations
(prevalence of risk factors in Jefferson County, AL)

Overweight
or obese

Married

Births

High school At least one

or less

maternal risk
factor
checked

Deaths

Preterm

Age 35 and <18 months

over

pregnancy
interval

Very low
birthweight



FIMR case review samples (especially maternal interviews)
are not usually 100% and those that respond are not
representative of the population of deaths.

120 . . .
We get a lot of interviews from married moms and older moms, but

not many from Black, high school educated, and immigrant moms.

100 How does this affect our “lens”?

80
60
40

20

Black NH Married Age 35 and over  Not born in the USA  High school or less

Deaths reviewed



PPOR and FIMR PROCESSES ALIGN

PPOR Steps Parallel FIMR Steps
Components
Community <:> Building Community
Engagement and Support
Readiness.
Data and Collect Data (including
Assessment <:1> parental interviews) and
(Analysis) Review Cases (CRT)
Community Action
S;[rate_gy, . Team (CAT) Translates
P arlmlng anc <:> Recommendations into
Implementation Action
Monitoring Monitor
and <::> Implementation and
Evaluating Evaluate Results (CAT)
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The steps of each program rely on community engagement.  Community members are tapped because of their knowledge of the people, resources, and infrastructure of the community.  


The Community Action Team Is the PPOR
Community group

o “Many communities already have a
functioning group that has the characteristics
necessary to fulfill the role of the CAT. ... Itis
most important not to form a new and
separate FIMR CAT unless no other
comparable group exists in the community ...”

--Fetal and Infant Mortality Review Manual: A Guide For Communities

Kathy Buckley



Integrating PPOR, FIMR, and MCH Services
PPOR Phase 1

Identify gaps
FIMR PPOR Phase 2
Home interviews + medical records Vital Statistics data

Data + stories

(paint faces behind the Statistical data analysis

Analyze the impact of

numbers) ,
Identify problems/gaps in different
services risk factors

Recommendations

l

Develop evidence-based prevention strategies

\ 4

Improve women and children’s health

Reduce the existing racial disparities

Adapted from Grigorescu, Louisville KY



Integrating PPOR and FIMR (common model for
smaller populations)

Scientific research
linking cause & effect

Evaluations showmg
impact is p035|ble

*findings are contributing factors



FIMR and PPOR have complimentary strengths

—Each process can add value to the
other.

—Each adds information to the
community’s efforts to prevent
infant deaths.
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Each program can stand on its own, but combining some parts of the two programs can be an efficient use of resources, and each program has assets that can benefit the other.


PPOR and FIMR each
provide needed
pieces of the puzzle.

ogether they can
Improve community
prevention efforts.
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Of importance, the FIMR stories can be used to paint the faces behind the Perinatal Periods of Risk numbers.


Fetal & Infant
Mortality Review
(FIMR) and

the Perinatal Period
of Risk (PPOR)

KELLI MCNEAL
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Hi  everyone.  I want to start by thanking Rosemary for inviting me to join this panel.  It’s very much appreciated.

I also want to start by acknowledging that I am not an Epidemiologist -   So this presentation will look at the data through a community convener lens.


O

Goal

7O~

O
o’

FIMR: Continuous Quality Improvement

Perinatal Period of Risk (PPOR) Model

Our Process

Outcomes

@ @ (D

OKC-County Health Department @
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Today I am going to share my part of the presentation by quickly reviewing a look at our Central Oklahoma FIMR criteria.

Review our PPOR numbers
Share out process with you
Talk about what that process has lead to.

The most important think on this slide is something I always like to include with any presentation.

This sweet little face is a way to always remember why we do the work that we do. Keeping those babies safe and working to celebrate their 1st birthdays!


[\ - Northeast

Western

Central [ |}

~ Southeast

FIMR Model and Case Criteria
N

Resident of Oklahoma, Cleveland, Canadian,

Systemic Logan, or Pottawatomie Counties
change Data Collection dan, W ! Hnt
» Fetal Demise or Live birth > 24 Weeks Gestation
’ Cycle of ‘ | .
» Birth Weight > 500 grams
. Improvement
Community Home Interview : :
Action  Infant passing away prior to 1 year of age
\ / * No litigation associated with case
Case

Review

OKC-County Health Department @


Presenter
Presentation Notes
Central Oklahoma FIMR is housed at our local health department. We are in fact, the only program at City-County that goes beyond the county lines as we cover 5 counties (OK, Cleveland, Logan, Pottawatomie and Canadian counties).

Many women seek care in OKC – especially if they are high risk
We also include these counties so that we have a much more robust data set – particularly when it comes to the Native American population.

Fetal and live births must be 24 weeks or greater in gestation
Birth weight must be 500 grams or greater
Of course, must pass away before that 1st birthday
No litigation associated with case (so no homicide cases, etc.)

Otherwise, we abstract all cases for the 5 counties that meet these criteria.


Fetal Deaths Neonatal Post-neonatal
>= 24 weeks 0-27 days 28-364 days

500 — 1499 g Maternal Health /Prematurity

Maternal Newborn
1500+ g Care Care

Perinatal Period of Risk (PPOR)
Maps Feto-Infant Deaths

OKC-County Health Department [i‘:


Presenter
Presentation Notes
 As  you have already seen.  PPOR is the model that helps us categorize our cases and then we have the capacity to dig deeper into the data.  

This shows you the foundation for the model. 

Across the top is the time (24 weeks through 364 days of life)
Down the side is the weight. 

So each case that we abstract falls into one of these categories based on time and weight.


Fetal Deaths Neonatal Post-neonatal
>= 24 weeks 0-27 days 28-364 days

Maternal Health /Prematurity
500—-1499¢ (165/53,078) *1,000 = 3.11

Maternal Infant
1500+ g Care Health
81/1.53 119/2.24

PPOR Maps Feto-Infant Deaths:
All Races (2016-2018)

OKC-County Health Department [ ‘:
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This slide shows you what our cases looked like for 2016-208. 

As you can see we had 163 cases fall into the Maternal Health / Prematurity category.
81 in maternal care
63 in newborn care
119 in infant health.

You can see the raw numbers here.  But you can also see the rate.

This again is for all 5 counties for 3 years (2016-2018). 


Reference Group (=

2014-2018 internal ref group

 Women with at least some college education

o 20-34 years of age
* Any race/ethnicity
» Resident of Canadian, Cleveland, Logan, Oklahoma or Pottawatomie County at the time of

baby’s birth

MH/P (2.68), MC (1.54),  (0.95), TH (1.25)

OKC-County Health Department @
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Presentation Notes
Our reference group – this has changed for us over the years.
We have gone through 3 PPOR’s (2010-2012 / 2013-2015/ 2016-2018)

Our reference group includes
Women with at least some college education
20-34 years of age
Any race/ethnicity
Resident of one of our counties.

This represents the group/cases with the best outcomes.

When we first began we had “Caucasian” rather than any race/ethnicity. This was very problematic and we had a great deal of conversation about how this didn’t represent our community and it’s diversity as well as the fact that if these were our goals how was a Black or Latinx women suppose to ever be White!

Along the bottom you can see the rates for each category.

In essence this is our goal – what we are hoping to reach!


Where we are at

— Where we want to be

Number of babies
we might have been

able to save

=

Number of Cases — Baseline = Excess Mortality

Estimated Excess Number of Deaths: All Races, 2016-2018

0.43*53,078/1000
=23

Overall estimated number of deaths (23-1+13+53)= 88

OKC-County Health Department
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We know where we are at (that was the cases after we put into each category)
Then we subtract where we want to be (our reference group)

That gives us the number of babies we might have been able to save.  The model calls this “excess mortality” – 

In other words, for our data we show that there were 88 cases we had in excess of our reference group target. 

These 88 infants – these are the cases we want to target our activities / strategies around. 

These are the babies that we potentially could have saved!



T 88

Estimated Excess
Number of Deaths
by Race/Ethnicity
2016-2018

Pis

NH-White NH-Black Hispanic Other All Races

OKC-County Health Department @
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I want to show you one more think.  And I will bring up this slide again when we get to  outcomes.  But I wanted to share here.

This slide shows the race/ethnicity of those 88 cases. Far right is everyone – the other bars show you the breakdown for 
Non-Hispanic White
Non-Hispanic Black
Hispanic /
Other
*Keep in mind we put cases into “other” if there are not enough to show any significant.  For example – we have a very low number of Asian/Pacific Islanders so they often do not show up in data sets.

Really startling number here is that out of the 88 cases – 57 of them were to non-Hispanic Black mothers!


Datato
Potential Action

g0
O-1
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You have already seen this slide. But I have included it as a reminder.

These are examples of what type of cases fall into each of the PPOR categories.

This seems to be pretty straight forward.  But can actually be more challenging then it might first appear to be. 

Infant Safe Sleep falling into the Infant Health period is straight forward.

But some can be more challenging – say a high risk mother with multiples – say born at 29 weeks but die later from NEC. --- Prematurity / Newborn Care / Infant Health ….lot of factors that play a role. 


Primary and specialist
address pregnancy issue
with every patient (Chronic
Health)

Change the media
message/approach when
educating according to age
group/different interests, i.e
folic acid

Need for Perinatal hospice
and grief counseling Access
to genetic counseling

Support groups including
online

2016 CRT

Education for women with a
history of pre-term
labor/delivery on the need
for progesterone in future
pregnancies.

More education and
awareness on tobacco
cessation for pregnant

women Improve mental
health and substance abuse
services and interventions

Increase referrals to genetic
counseling services

More support on
establishing and scheduling
appointments with
Pediatricians

Free crib programs

Contraception counseling

Improve access to mental
health services for pregnant
women

Extend and expand Sooner
Ride

Safe Sleep awareness to
include cribs for family
members

Ability to make a referral to
OCCY on cases that may
warrant further action

Social worker in OB/MFM
offices

Warning to women on the
possibility of their infant
having NAS if they use
drugs/narcotics during
pregnancy

More social workersin OB
practice

Car seat education on safe
sleep

Substance abuse testing at
crime scene

More/additional
preconception health
education

Increase referrals to high-
risk OB

Appropriate translation
services in clinics and
hospitals

Utilize more home visitation
programs

Drill down root causes of
anomalies

More education on
importance of prenatal
screening

Funding for Perinatal
Hospice

Life Share to develop a more
consistently compassionate
approach when talking with
families about organ
donation - Support groups
including online

Safe sleep education to
caregivers

Greater need for mental
health and substance abuse
services

Recommendations

OKC-County Health Department
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So I’m going to share an overview of our CRT recommendations. – Promise I’m not going to go through all of these.

But I want to show them to you to talk about our process. 

We take these recommendations to our CAT (Advisory Council) – but we present them


Primary and specialist
address pregnancy issue
with every patient (Chronic
Health)

Change the media
message/approach when
educating according to age
group/different interests, i.e
folic acid

Need for Perinatal hospice
and grief counseling Access
to genetic counseling

Support groups including
online

2016 CRT

Education for women with a
history of pre-term
labor/delivery on the need
for progesterone in future
pregnancies.

More education and
awareness on tobacco
cessation for pregnant

women Improve mental
health and substance abuse
services and interventions

Increase referrals to genetic
counseling services

More support on
establishing and scheduling
appointments with
Pediatricians

Free crib programs

Contraception counseling

Improve access to mental
health services for pregnant
women

Extend and expand Sooner
Ride

Safe Sleep awareness to
include cribs for family
members

Ability to make a referral to
OCCY on cases that may
warrant further action

Social worker in OB/MFM
offices

Warning to women on the
possibility of their infant
having NAS if they use
drugs/narcotics during
pregnancy

More social workers in OB
practice

Car seat education on safe
sleep

Substance abuse testing at
crime scene

More/additional
preconception health
education

Increase referrals to high-
risk OB

Appropriate translation
services in clinics and
hospitals

Utilize more home visitation
programs

Drill down root causes of
anomalies

More education on
importance of prenatal
screening

Funding for Perinatal
Hospice

Life Share to develop a more
consistently compassionate
approach when talking with
families about organ
donation - Support groups
including online

Safe sleep education to
caregivers

Greater need for mental
health and substance abuse
services

Recommendations

OKC-County Health Department
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Like this. 

We present them in the PPOR Categories. Blue (Prematurity)  Pink (Maternal) Yellow (newborn Care) and Green (Infant Health).

Keep in mind this is a whole year on this page.
They actually get a few each quarter (that is how often they meet)
Also how often the CRT meets.  So each CAT meeting includes recommendations.
However we put them all together to develop priorities

Remember what I said about challenges to put recommendations into categories. As you can see here we have both a Blue and Pink box that references social work in OB offices. 

Blue box was recommendation for pregnant women to access services before or while pregnant.
Pink box wanted to recommended services after delivery – held identifying postpartum, etc.  
Both were included!


Better preconception
health/family planning
services

Increase
promotion/education to
hospitals and providers on
resources for home
visitation programs such as
Parent Pro

Car safety for pregnant
women

Improve follow up to those
families going home after
bereavement/critically ill

child

2017 CRT
Recommendations

Increase preconception
education on chronic health
conditions and medications

taken by pregnant women

Improved mental health
referrals/management for
pregnant women

Giving general safety
education about
pregnancy, ie wearing your
seatbelt, substances to
avoid, etc.

Infant CPR prenatal

Zip codes versus specific
anomalies

Preconception education /
birth spacing

More substance abuse
treatment for pregnant
women

Education on emergency
action/services/911

Safe sleep education to
include Foster families (re-
education with death or

near miss)

Increase use of SUIDI
form

More education and
awareness on tobacco
cessation for pregnant

women

Increase education about
substance use while
caretaking of an infant

Midwife scope of practice in
line with ACOG

Infant safe sleep education-
Revised addition (changing
the way we message)

Improved mental health
referrals/management for
pregnant women

Funding for Perinatal
Hospice

More pregnancy centered
models

Continue to educate on
Unsafe sleep practices

Officer training in
SUIDI/Case Review

presence or training

Increase referrals to
Children First /Home
visitation programs

Need for Perinatal Hospice
and grief counseling

Expand Transitions
Network to provide more
services for families leaving

the hospital

Working on cause of death
on autopsy
(unknown/undetermined)

OKC-County Health Department
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This is just to show you more of the same. 


Better preconception
health/family planning
services

Increase
promotion/education to
hospitals and providers on
resources for home
visitation programs such as
Parent Pro

Car safety for pregnant
women

Improve follow up to those
families going home after

bereavement/critically ill
child

2017 CRT
Recommendations

Increase preconception
education on chronic health
conditions and medications

taken by pregnant women

Improved mental health
referrals/management for
pregnant women

Giving general safety
education about
pregnancy, ie wearing your
seatbelt, substances to
avoid, etc.

Infant CPR prenatal

Zip codes versus specific
anomalies

Preconception education /
birth spacing

More substance abuse
treatment for pregnant
women

Education on emergency
action/services/911

Safe sleep education to
include Foster families (re-
education with death or

near miss)

Increase use of SUIDI
form

More education and
awareness on tobacco
cessation for pregnant

women

Increase education about
substance use while
caretaking of an infant

Midwife scope of practice in
line with ACOG

Infant safe sleep education-
Revised addition (changing
the way we message)

Improved mental health
referrals/management for
pregnant women

Funding for Perinatal
Hospice

More pregnancy centered
models

Continue to educate on
Unsafe sleep practices

Officer training in
SUIDI/Case Review

presence or training

Increase referrals to
Children First /Home
visitation programs

Need for Perinatal Hospice
and grief counseling

Expand Transitions
Network to provide more
services for families leaving

the hospital

Working on cause of death
on autopsy
(unknown/undetermined)

OKC-County Health Department



Increased education about tobacco Availability of more patient advocate

. . ] “v' ~
cessation services Increase available home health services Improve access to early prenatal care

Increased screening and referrals for Continue to promote safe sleep Revise safe sleep education, resources Continue to advocate for all police
mental health issues messages and messaging department to utilize the SUIDI form

Create policy and /or education on joint

20 18 CRT response between DHS and Police when Better utilization/referrals for home Recruiting more people to go into the

death oceurs visitation programs nursing field to fill under staffing issues

Recommendations

OKC-County Health Department
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There looks to be fewer slides here.  But that is primarily from how our fiscal year / calendar year runs and when the recommendations were made. 

But I will point out that the CRT is getting better and more concise with their recommendations. 


Increased education about tobacco Availability of more patient advocate

- - Increase available home health services Improve access to early prenatal care
cessation services ase availab D yp

Increased screening and referrals for Continue to promote safe sleep Revise safe sleep education, resources Continue to advocate for all police
mental health issues messages and messaging department to utilize the SUIDI form

Create policy and /or education on joint

20 1 8 CRT response between DHS and Police when Better utilization/referrals for home Recruiting more people to go into the

death oceurs visitation programs nursing field to fill under staffing issues

Recommendations

OKC-County Health Department
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One more point. Every once in a while you get a recommendation that doesn’t fit neatly into any category. That is what you see here. 

Recruiting more people to go into the nursing field to fill under staffing issues is not for our Community Action Team – it’s a hospital policy/ HR issue. 


v] FIMR Data

M FIMR Recommendations
NOW WHAT?
M PPOR Data
Time for our Community
Action Team to put it all M PPOR Analysis
together!
@ M Leaders understand the current environment

M Work Begins

OKC-County Health Department
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Walk thru slide.


You Guessed It!
Work Groups Established by PPOR

OKC-County Health Department @
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You guessed it.
We based our working groups by each of the PPOR categories. 

Prematurity
Maternal Care 
Newborn Care and
Infant Health period.

We asked each group to work through the data and what they knew of our environment, any additional research and then to come up with 2 priority issues to take back to the larger group.


Perinatal Period
of Risk (PPOR)

Priorities
Developed

Y

Prematurity:

« Screen women for sexually transmitted infections (STI) when they receive a positive
pregnancy test in order to reduce risk of preterm birth.

« Empower women who have had a previous preterm birth to advocate for access to
early services and educate them on related risk factors.

Maternal Care

- Support and increase the availability of social work services for pregnant women
and their families.

« Educate families on the importance of planning and spacing their pregnancies.

Newborn Care

« Increase the number of child-bearing aged women taking daily vitamins including at
least 400 mcg of Folic acid to reduce birth defects

« Decrease the number of women taking prescription opioids during pregnancy in order
to reduce associated risks to the newborn including Neonatal Abstinence Syndrome.

Infant Health

« Develop new education and awareness campaigns with targeted messages on the risks
associated with sleep-related deaths.

« Reduce the number of infants who are exposed to second and third hand smoke.

OKC-County Health Department
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These were the priorities they landed on. 
While I won’t go into each one of these. I do want to highlight one in particular Because I think it really shows how this process works in a very pointed way. 

Under newborn Care one of the priorities was to
Increase the number of child-bearing aged women taking daily vitamins including at least 400 Microgram of Folic acid to reduce birth defects. 

Problem:  Congenital anomalies are considered to be one of the top three leading causes of infant mortality. Data from the PPOR shows that 72% of newborns within this domain were diagnosed with a birth defect.

Another problem – we saw a huge spike in Hispanic women loosing in this time period.
 
Issue:  Half of all pregnancies in the U.S. are unplanned. This makes addressing pre-conception health very difficult. Although, the healthier a woman is when becoming pregnant, the better chance she has for a healthy birth outcome.  Given that Folic acid has been proven to decrease the incidence of certain birth defects, any woman of child-bearing age should be taking the supplement on a daily basis.
Folic acid in mesa flour to make tortillas. 
 



FIMR Priorities

SCREENING WORK GROUP
e Screen women for sexually transmitted infections (STT) when they receive
a positive pregnancy test to reduce risk of preterm birth.

EDUCATION WORK GROUP

e Empower women who have had a previous preterm birth to advocate for
access to early services and educate them on related risk factors.

e Educate families on the importance of planning and spacing their
pregnancies.

e Increase the number of child-bearing aged women taking daily vitamins
including at least 400 mcg of Folic acid to reduce birth defects

SAFE SLEEP WORK GROUP

e Develop new education and awareness campaigns with targeted messages
on the risks associated with sleep-related deaths.

e Reduce the number of infants who are exposed to second and third hand
smoke.

7ON
O O

Statewide Issues

Support and increase the availability of
social work services for pregnant women
and their families.

Decrease the number of women taking
prescription opioids during pregnancy to
reduce associated risks to the newborn
including Neonatal Abstinence Syndrome.

OKC-County Health Department @
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When we took the priorities to the Council – we asked them to give us their top 3.  Didn’t work out.  So….we ended up taking them all.  Well most of them. 

2 were state level activities that already had groups working on the issues. 

We combined into these 3 work groups – Screening / Education / Safe Sleep.


Outcomes

Screen women for sexually transmitted infections (STI) when they receive a
positive pregnancy test to reduce risk of preterm birth.

e Statewide task force

e Approval to go into clinics when reopen after COVID



Presenter
Presentation Notes
The screening women for STI when they receive a pregnancy test came out of the fact that we had a pretty severe outbreak of syphilis in out County.

While I wish I could tell you this was an easy solution.  It has not been one. We are on the verge of accomplishing this goal, so I am hopeful in the coming months we will get there.

The hang up was the paperwork.  If someone comes in for a family planning appointment there are very specific requirements and can not be added on to…so simply adding a test was exactly how it works. 

There is a win however, in the a task force to deal with Syphilis issues has happened in OK. And we are starting to see another spike, so this will definitely be on the radar screen moving forward.



Outcomes

e Empower women who have had a previous preterm birth to advocate
for access to early services and educate them on related risk factors.

e Educate families on the importance of planning and spacing their
pregnancies.

e Increase the number of child-bearing aged women taking daily
vitamins including at least 400 mcg of Folic acid to reduce birth
defects

OKC-County Health Department @
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A great deal of our education has come through the Leading Ladies for Healthy Babies.  

Through our IMA (which I will discuss in a moment) our Leading Ladies for Healthy Babies is a group of Pastor’s wives (call 1st ladies) and women leadership in the Church that have become champions. 

They formed a mentorship group for pregnant women to help develop social capitol – walk them through their hardships – or just be the extra they may need in their life to help them through their pregnancy.  Over 30 Churches are now members. 



e Develop new education and awareness campaigns
with targeted messages on the risks associated
with sleep-related deaths.

e Reduce the number of infants who are exposed to
second and third hand smoke.

OKC-County Health Department E TH
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The LLHB also have an “Extravaganza” each year where they do a whole lot of things….including infant safe sleep. 

Tobacco issues – again while Hispanic women are historically not known for using tobacco our PPOR numbers showed that if there was tobacco in the home Hispanic mom’s in the Infant Health period were 16x more likely to loose their infants. It was often not the mom who smoked but others in her household.  
We developed 2nd/3rd hand smoke materials and targeted – men!

We also held a Community Baby shower – were we presented Safe Sleep education before the families could receive a pack-n-play.  Started by targeting 200 / then 300 -500 / ended up with nearly 1500 people showing up.  649 pregnant women!




Infant Mortality Alliance
O UtCO m e S www.infantmortalityalliance.org
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Finally one of our biggest wins.  Remember I showed you the slide that 57 our of our 88 excess cases were in the Black Community.

Well, we launched the Infant Mortality Alliance (IMA) in 2016.  In all fairness, this had been in the works for over a year – but it was because of our FIMR Advisory Council saw a huge need to address the disparities in the number of Black infants we lost as compared to our While infants. 

The IMA is a community collaborative – we use the collective impact model (some of you may know this).  We now have nearly 500 partners and 120 organizations that have committed to work on this issue. 

You can find out more at infantmortalityalliance.org 




QUESTIONS

WHAT ADDITIONAL INFORMATION WOULD BE HELPFUL?

UNANWSERED QUESTIONS

All unanswered questions will be answered and

USE THE QUESTION AND ANSWER BOX

The box is located at the bottom of the screen

posted on the National Center’s website (URL:

www.ncfrp.org).



http://www.ncfrp.org/

EVALUATION

https://www.surveymonkey.com/r/32BRMMX



https://www.surveymonkey.com/r/32BRMMX

CONTACT INFORMATION

Q 25 Jalli7 ek, SUIES 120 D Phone: 800-656-2434 @ info@ncfrp.com www.ncfrp.org

Okemos, M| 48864



mailto:name@email.com
http://www.website.org/

THANK YOU FOR YOUR TIME!

www.ncfrp.com



http://www.website.com/
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