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This Annual Report is dedicated to the memory of those whose lives were lost 
due to events surrounding their pregnancy.  

As we navigate through this process of support and advocacy for maternal 
health, we hope our work will ultimately improve outcomes for all residents of  
the District of Columbia. 

DEDICATION 
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The District of Columbia's Maternal 
Mortality Review Committee (MMRC) was 
established in 2018 by the Maternal 
Mortality Review Committee Establishment 
Act of 2018. With administrative support 
from the Office of the Chief Medical 
Examiner, the MMRC presents the residents 
of the District of Columbia with the 
opportunity to discuss maternal mortality 
through the retrospective lens of the fatality 
review process. By identifying the risks 
associated with the causes of maternal 
mortalities, the MMRC constructs 
recommendations with the goal of reducing 
maternal mortalities in the District of 
Columbia.  The objective of the MMRC is to 
examine the overall interaction between 
pregnant and postpartum women and the 
medical community. 
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The MMRC is proud to present its third 
Annual Report.  This report includes case 
discussions, data, and recommendations 
developed in 2022 from the review of 
maternal deaths that occurred in 2018, 2019, 
and 2020.  Through this report, we share the 
ways our community, health, and social 
systems might have intervened to prevent 
maternal mortality, while also protecting the 
privacy of the decedents and their families. 
Our aim is to prevent maternal mortality 
through improved access to health care 
services, social services, and increase 
community building to strengthen our 
complex system of care. 
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Francisco J. Diaz, MD FCAP FASCP 
Chief Medical Examiner 
Office of the Chief Medical Examiner 

Through the leadership of the co-chairs Aza 
Nedhari and Christina Marea, PhD, the members 
continue to meet virtually to review cases and 
propose recommendations that directly address 
the needs of those navigating our system of care. 
In 2022, new members were sworn-in, and the 
MMRC welcomed meeting participants from the 
maternal health community, students, and the 
media.  The work of the MMRC is well respected, 
and we honor their commitment.  

We are pleased to present the Maternal Mortality 
Review Committee’s 2022 annual report. We hope 
this report will help to inform the community and 
improve the lives of our residents.

As we present the District of Columbia’s Maternal 
Mortality Review Committee’s (MMRC) 2022 
Annual Report, I want to express my sincere 
gratitude to the Committee’s members. Their task 
to address disparities and systemic barriers within 
maternal healthcare is challenging.  However, 
their collective experiences as leaders in 
community health, medical professionals, 
advocates, and representatives from District 
Government agencies, provides the perfect 
setting for these discussions. 

MMRC 2022 Annual Report 
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“In honor of those we lost. May their memory live in the hearts of those who knew and loved them”. 

It is with deep compassion that we present to you the District 
of Columbia’s Maternal Mortality Review Committee’s 2022 
Annual Report. This report is a culmination of the collective 
efforts of the Committee's members and OCME staff who 
worked tirelessly to review cases in a just and equitable 
manner. We present recommendations to mitigate health and 
social inequities, and address systemic barriers within maternal 
healthcare. 

We recognize that maternal health is a critical issue that 
affects the lives of not only pregnant women but also their 
families and communities. We hope this report will continue to 
shed light on the challenges faced by pregnant and 
postpartum women navigating our system of care and provide 
valuable insights to improve outcomes for all residents in the 
District of Columbia. 

We want to extend our appreciation to the MMRC members and OCME staff for their 
dedication and commitment to this important work. We also want to thank the broader 
maternal health community, students, and the media for their support and 
contributions. 

We hope that this report will serve as a valuable resource for all those involved in 
maternal healthcare and inspire continued efforts toward reducing maternal mortality 
and making the District of Columbia the safest place to give birth and raise a family. 

Aza Nedhari CPM, LGPC Executive 
Director, Mamatoto  Village 

Christina Marea, PhD, MA, MSN, CNM 
Assistant Professor, School of Nursing   

Georgetown University 

MMRC 2022 Annual Report 
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MATERNAL MORTALITY REVIEW COMMITTEE MEMBERS 

Donna Anthony, MPH 
Children’s National Medical Center 

Kristin Atkins, MD 
Howard University Hospital 

Roberta Bell, RN 
March of Dimes 

Constance Bohon, MD 
American College of 

 Obstetrics and Gynecologu 

Cherie Craft 
Smart from the Start DC 

Shermain Bowden, LICSW 
Department of Behavioral Health 

Theresa Early, M. Ed. 
Department of Human Services 

Rita Calabro, MD 
Sibley Hospital 

Christine Colie, MD 
Medstar Georgetown University Hospital 

Janeen Cross, DSW 
Howard University 

School of Social Work 

Aza Nedhari, CPM, LGPC 
Mamatoto Village 

Jamila Perritt, MD, MPH 
Physicians for Reproductive Health 

Monique Powell-Davis, MD 
Mary’s Center 

Melissa Fries, MD 
MedStar Washington Hospital Center 

Nancy Gaba, MD 
George Washington University 

Kristinza Giese, MD 
Office of the Chief Medical Examiner 

Rebecca Winter 
DC Health 

Ebony Marcelle, DNP, CNM, FACNM 
Community of Hope 

Christina Marea, PhD, MA, MSN, FACNM 
Georgetown University 

Community of Hope 

Iman Newsome 
A Doula Member 

Serving DC Residents 

The  Maternal Mortality Review Committee Establishment Act of 2018 defines the 
composition of the DC MMRC.  The members of the MMRC convene on the 4th Tuesday 
of each month. 

DC Government Members 

Medical Professionals 

Maternal Health Advocates 
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In 2022, the MMRC convened in both open and closed sessions, continuing to utilize 
the WebEx virtual meeting platform. During open meeting sessions, members 
discussed the purpose of the MMRC with college students, researchers, physicians, 
and maternal health advocates. 

During the closed sessions, members discussed the circumstances surrounding the 
deaths of four (4) women that occurred in 2018, 2019, and 2020, all of whom were 
residents of the District of Columbia. Staff from the OCME Fatality Review Division 
(FRD) engaged with the following District Government agencies to gather information 
about the decedents and develop fatality case review summaries.

DC Health 
The DC Health Vital 
Records Administration 
provides decedent death 
certificates. 

Hospitals 
Decedent medical 
records are obtained 
from area hospitals 
serving pregnant people. 

Metropolitan Police 
Department 
Police investigation 
reports are provided for 
review. 

Medical legal investigations 
and autopsy reports are 
provided for review. 

DC Fire and Emergency 
Medical Services 
FRD staff reviews records 
from decedent emergency 
medical records. 

District Government Human 
Services Cluster Agencies 
Information on the decedent's 
participation in public  
services are provided for 
review. 

MMRC 2022 
CASE REVIEWS 
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The MMRC reviewed four cases in 2022; two (2) accidental 
deaths, one (1) homicide, and one (1) natural death.  The 
homicide and natural death cases were considered pregnancy 
related.  One accidental death was deemed pregnancy 
associated but not related. The remaining accidental case was 
not categorized as there was not enough information in records 
to provide a finding. These cases consisted of postpartum 
women under the age of 35.  Three (3) decedents were Black, 
and one (1) was Hispanic.  The MMRC agreed these maternal 
deaths were preventable.

Pregnancy Related
The death of a woman during pregnancy or within one year of the end of pregnancy 

from a pregnancy complication, a chain of events initiated by pregnancy, or the 
aggravation of an unrelated condition by the physiologic effects of pregnancy. 

Pregnancy Associated, But Not  Related 
The death of a woman during pregnancy or within one year of the end of pregnancy 

from a cause that is not related to pregnancy. 

Pregnancy Associated but Unable to Determine Pregnancy Relatedness 
The death of a woman while pregnant or within one year of pregnancy, from a cause 

that is not related. 

According to both public and medical records reviewed by FRD staff, all of these women 
were single parents with supportive family members.  Members learned how maternal 
deaths can occur following a series of unimpeded medical issues and contributing social 
factors.  

To assist with the maternal mortality case review process, the MMRC utilizes the Center for 
Disease Control's (CDC) Maternal Mortality Review Information Application (MMRIA) to 
determine how the deaths were pregnancy related. 

The MMRIA form identifies three categories of pregnancy–relatedness: 

PREGNANCY RELATEDNESS 

As observed during case review meetings, the postpartum phase is a time when women 
experience physical, mental, and social transitions including increased barriers to caring 
for themselves while also caring for their families. 

MMRC 2022 Annual Report 
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Each maternal death occurred postpartum, with one maternal death occurring within 7 to 
42 days postpartum, and the remaining three occurring within 43 to 65 days postpartum.  
As reported by the CDC, fifty-three percent (53%) of maternal mortalities occurred within 
7 to 365 days postpartum.1  As pregnancy associated medical complications can extend 
beyond the pregnancy, the MMRC members agreed that Medicaid eligible women should 
maintain coverage 12 months following the pregnancy. With the implementation of the 
Postpartum Coverage Expansion Amendment Act of 2020 (DC Law 23-132), all health 
policies offered through the District's Medicaid program cover inpatient and outpatient 
maternity and newborn care for at least one year after childbirth.  

2022 
DECEDENT CAUSES OF DEATH 

The following causes of death were identified during the MMRC case review meetings: 

Pre-eclampsia:  Pre-eclampsia is a 
multisystem disorder characterized by 
high blood pressure experienced during 
pregnancy or postpartum. This 
condition may include fluid retention 
and protein in the urine (proteinuria).  
This form of hypertension is common in 
the United States, occurring within one 
in every twenty-five pregnancies. Pre-
eclampsia was further complicated by 
multiple chronic comorbidities. 

Gunshot Wound of the Head:  Through 
the fatality review process, the MMRC 
observed how pregnancy related 
homicides are increasing. This case was 
reviewed by the MMRC in collaboration 
with the DC Violence Fatality Review 
Committee to address intimate partner 
violence and services available to 
pregnant and postpartum women in the 
District of Columbia. 

Multiple Blunt Force Trauma: Multiple blunt force trauma was the cause of death 
following a high-speed motor vehicle accident.  According to the Birth Injury Help 
Center, nearly 200,000 pregnant women are involved in motor vehicle accidents yearly. 

MMRC 2022 Annual Report 

Acute Ethanol Intoxication: Acute ethanol intoxication is a serious result of drinking
large amounts of alcohol in a short period of time. Drinking too much, too quickly can 
affect breathing, heart rate, body temperature and gag reflex. In some cases, this can 
lead to a coma and death.  

2
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The maternal mortality review process includes discussions of the women's lifespan, 
as their social and environmental history is often provided through the review of 
medical and government records.  Through its collaboration with the CDC, the DC 
MMRC utilizes the MMRIA form during its review of cases to discuss and document 
these contributing factors – all issues that can adversely affect the outcome of 
pregnancies. 

The CDC’s MMRIA form provides descriptions of those contributing factors that 
present as barriers to the overall health of pregnant and postpartum women. The 
following contributing factors were identified during the MMRC’s case reviews in 
2022: 

Violence and Intimate Partner Violence: 
Physical or emotional abuse perpetrated 
by a current or former intimate partner, 
family member, friend, acquaintance, or 
stranger. 

Trauma: The individual experienced 
trauma including loss of child (death or 
loss of custody), rape, molestation, or 
one or more of the following: sexual 
exploitation during childhood plus 
persuasion, inducement, or coercion of 
a child to engage in sexually explicit 
conduct, or other physical or emotional 
abuse other than that related to sexual 
abuse during childhood. 

MATERNAL DEATH CONTRIBUTING FACTORS 

Discrimination: Treating someone less or 
more favorably based on the group, class, 
or category they belong to, resulting in 
biases, prejudices, and stereotyping. It 
can manifest as differences in care, 
clinical communication, and shared 
decision-making. 

MMRC 2022 Annual Report 
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Lack of Financial Resources: Financial stressors, as opposed to noncompliance, impacted 
the ability of pregnant or postpartum women to care for themself. Some barriers to 
accessing care include the following: insurance ineligibility, provider shortage in their 
geographical area, and lack of public transportation. 

Failure to Screen/Inadequate Assessment of Risks: Factors placing the pregnant or 
postpartum woman at risk for a poor clinical outcome was recognized, however the 
individual was not transferred or transported to a provider able to give a higher level of 
care. 

Chronic Disease: The occurrence of one or more significant pre-existing medical conditions.

Clinical Skill/Quality of Care: Personnel were not appropriately skilled for the situation or 
did not exercise clinical judgment consistent with the standards of care assessment at 
discharge. 

Poor Communication/Lack of Case Coordination: Care was fragmented among or 
between healthcare facilities or units. 

Environmental Factors: Factors related to weather or social environment. 

 Mental Health Condition: The woman had a documented diagnosis of a psychiatric 
disorder. This includes postpartum depression. 

 Lack of Standardized Policies and Procedures: The facility lacked basic policies or 
infrastructure germane to the individual’s needs. 

Lack of Referral or Consultation: Medical specialists were not consulted or did not 
provide care.  Referrals to medical specialists were not made. 

MATERNAL DEATH CONTRIBUTING FACTORS 

MMRC 2022 Annual Report 

Structural Racism:  The systems of power based on historical injustices and 
contemporary social factors that systematically disadvantage people of color and  
advantage white people through inequities in housing, education, employment, earnings,    
benefits, credit, media, health care, and criminal justice. 



"THIS CHALLENGE IS
URGENT AND IT IS IMPORTANT, AND IT WILL 

TAKE ALL OF US." 
VICE PRESIDENT KAMALA HARRIS 
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The recommendations listed below address the behavioral health needs of persons 
experiencing perinatal loss, funding sources for community-based behavioral health and 
specialized services, discharge planning for pregnant and postpartum women, and advocacy 
of the MMRC.

Recommendation #1 

Department of Healthcare Finance, 
DC Health, and the Department of Behavioral Health 

The Perinatal Mental Health Taskforce should establish 
perinatal bereavement care guidelines to facilitate 
quality and effective care coordination and culturally 
resonant behavioral health services through community 
support groups or perinatal mental health providers 
for persons experiencing a perinatal loss. 

3  The final responses to the adopted recommendations will be published separately. 

The MMRC adopted recommendations for District of Columbia Government agencies and 
community-based partners that address the need to improve systems and/or programs that 
will initiate positive health outcomes for pregnant and postpartum women and their families.  
These recommendations were initially formulated by members at the closure of the case 
review and formally adopted by the MMRC Recommendations Subcommittee.  The MMRC 
Recommendations Subcommittee addresses each aspect of the recommendation, which 
includes the following: (1) the statement of need, (2) the beneficiary population, and (3) how 
the implementation of the recommendation may impact the overall policies, practice, legal, 
and budget of the receiving agency or community partner.3

MMRC 2022 Annual Report 
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MATERNAL MORTALITY REVIEW COMMITTEE 

RECOMMENDATIONS 

Pregnancy and 12-month post-partum care should include adequate compensation and 
reimbursement for all medical, behavioral, and social services that the client requires. This 
would include but is not limited to, compensation for community health workers, doulas, care 
coordination, behavioral health, and triage nurses to achieve optimal outcomes. 

Recommendations #4-6 
DC Health and the DC Hospital Association 

Recommendation #4 

Obstetric units in DC hospitals must have a protocol for documenting patient phone 
calls that includes documentation of calls, action taken, and follow-up plan. Contact 
information for both clinics and hospital-based triage numbers should be included in all 
discharge instructions for both antepartum and postpartum clients. Discharge 
instructions must be diagnosis specific and comprehensive. Contact numbers should be 
reviewed regularly as numbers frequently change. 

Recommendation #5 

Existing programs for post-hospital home care should be expanded to include 
medically and socially complex postpartum patients with the establishment of contact 
prior to discharge. 

Recommendations #3 

The Department of Health Care Finance should provide 
grants and reimbursement for community-based care 
coordination and culturally resonant behavioral health 
services for persons experiencing a perinatal loss. 

Recommendation #2 

Recommendation #2-3 
Department of Healthcare Finance 

MMRC 2022 Annual Report 
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RECOMMENDATION FOR MMRC MEMBER’S ADVOCACY 

Recommendation #6 

At the time of discharge consideration, there should be documentation of the 
postpartum patient’s ability to self-care. This includes the ability to self-medicate, void, 
consume food, and adequately ambulate and provide infant care. If the postpartum 
patient cannot sufficiently care for themselves, discharge should be delayed until the 
postpartum patient or an appropriately trained care professional can care for the 
mother and infant. 

Members agreed their advocacy for systemic improvements in maternal health required 
the involvement and collaboration among maternal mortality committees in adjacent 
jurisdictions.  The following recommendation was developed to address this need: 

Recommendation #7 

Death certificates and death findings should be shared across jurisdictions among 
Maternal Mortality Review Committees.  At the joint committee meeting of the Centers 
of Disease Control and the American College of Obstetrics and Gynecologist, the 
attending representatives of the MMRC will discuss the need for federal policy changes 
that should require sharing of the maternal mortality death certificates and findings 
across jurisdictions. 

MMRC 2022 Annual Report 
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"The OCME Fatality Review 
Division whole-heartedly 
acknowledges and 
appreciates the members 
and the participants of the 
MMRC meetings. Through 
your volunteerism and 
advocacy, we know we can 
make a decrease in the 
instances of maternal 
mortality."
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a_Ô _9Y9S#+?F"#@(
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hhÔ 9Y92#$+#$@"#(G9N8"F@C@>+P
hhOa9Y94#@#$+#$@"#(G
hhOe9Y94#g#"D#92#$+#$&/.:

1?HC:=
heÔ 9Y95+J$($@"#(G90,"B%"KG(J$@C9'@J+(J+9N50'P
heOb9Y9!(G@A#(#$9!+G(#"F(
heOe9Y9.$%+,9!(G@A#(#C@+J&/.:

1?=FM<Q?GCED?=.1<HFMLM<HG.A:BCDEFMH@.C?=FM<;I<P?L>IU.
,0-U.?HF.18*J
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Accidental Death: There is little to no evidence that the injury or poisoning occurred 
with intent to harm or cause death. The fatal outcome is unintentional. 

Discrimination: Treating someone less favorably based on the group, class, or 
category they belong to resulting from biases, prejudices, and stereotyping. It can 
manifest as differences in care, clinical communication, and shared decision-making. 

Homicide: The death results from an injury or poisoning or from a volitional act 
committed by another person to cause fear, harm, or death. Intent to cause death is a 
common element but not a requirement for classification as a homicide. 

Hypertensive Cardiovascular Disease: Hypertensive disorders of pregnancy place 
the pregnant women at risk of preeclampsia/eclampsia, and the fetus at risk of 
preterm birth, placental abruption (the placenta separates from the wall of the 
uterus before birth), and cesarean birth.  

Maternal Mortality Review Information Application (MMRIA): A data system 
developed by the CDC available to all MMRCs to support review functions. The form 
consists of a collection of clinical and non-clinical information surrounding the 
pregnant woman's life and death. This form assists MMRCs in determining the 
following:  (1) if the death was related to pregnancy, (2) if the death could have been 
prevented, and (3) if the factors identified in the MMRIA form contributed to the 
death. This form allows committees to determine recommendations to prevent future 
deaths. The MMRIA form can be accessed at:
cdc.gov/reproductivehealth/maternal-mortality/erase-mm/MMRIA.html

Natural Death: According to the CDC, it is defined as deaths due solely or nearly 
totally to disease and/or the aging process. 

Pre-eclampsia: Pregnancy disorder characterized by high blood pressure, sometimes 
with fluid retention and protein in the urine. 

Eclampsia: Eclampsia is the new onset of seizures or coma in a pregnant woman with 
preeclampsia.  The seizures are not related to an exisitng brain condition.  

Structural Racism: Systemic and structural racism are forms of racism that are 
pervasively and deeply embedded in systems, laws, written or unwritten policies, and 
entrenched practices and beliefs that produce, condone, and perpetuate widespread 
unfair treatment and oppression of people of color, with adverse health 
consequences.  

APPENDIX B MMRC 2022 Annual Report 
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