
 

MURIEL BOWSER
MaYoR

October 7, 2024

The Honorable Phil Mendelson
Chairman, Council ofthe District of Columbia
John A. Wilson Building
1350 Pennsylvania Avenue, NW, Suite 504
Washington, DC 20004

Dear Chairman Mendelson:

Iam hereby transmitting the District of Columbia Maternal Mortality Review Committee 2022
‘Annual Report, prepared by the Committee pursuant to D.C. Official Code § 7-67.02, to the
Council of the District of Columbia.

This report includes case discussions, data, and recommendations developed in 2022 from the
reviewof maternal deaths that occurred in 2018, 2019, and 2020.

If you have any questions regarding the report, please contact Tracie Martin, Director, Program
Manager, Fatality Review Division, Office ofthe Chief Medical Examiner, at 202-698-9024, or
by email at tracie.martin@ de.gov.

Sincerely,

Murel Bolyser

Enclosure
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The Honorable Muriel #owser, Mayor, District of Columbia 

The Council of the District of Columbia 

The Residents of the District of Columbia 

Maternal Mortality Review Committee 2022 Co-Chairs 

Aza /edhari, CPM, -(PC 
Executive Director, Mamatoto 7illage 

Christina 9. Marea, PhD, MA, MS/, 'AC/M 
Assistant Professor, School of /ursing, (eorgetown 6niversity 

Midwife, Community of Hope 

Office of the Chief Medical Examiner
Fatality Review Division ContriCVting Staå 

Tracie T. Martin, MS8 
'atality Review Division Program Manager 

#reanna Cuchara, M'S 
'atality Review Division Program Specialist 

Candace Hardin 
'atality Review Division Staff Assistant 

SQecial ContriCVtors 

Constance #ohon, MD
American College of 0bstetrics and (ynecology 

+amila Perritt, MD, MPH
Physicians for Reproductive Health 
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1 8e intentionally use expansive language, including the term birthing people, in relation to gender identity  
understanding that many people who experience pregnancy and pregnancy complications may not experience 
gender as binary. (ender specific terms will be used in some places to be consistent with research or data 
reporting measures. 4 

1 8e intentionally use expansive language, including the term birthing people, in relation to gender identity  
understanding that many people who experience pregnancy and pregnancy complications may not experience 
gender as binary. (ender specific terms will be used in some places to be consistent with research or data 
reporting measures. 

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 birthing 
people, we hope our work will ultimately improve outcomes for all residents of 
the District of Columbia. 

DED*C"5*O/ 
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The District of Columbiahs Maternal 
Mortality Review Committee (MMRC) was 
established in 2�1� by the Maternal 
Mortality Review Committee Establishment 
Act of 2�1�. 8ith administrative support 
from the 0æce 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. #y 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 
birthing persons and the medical community. 

� 

The MMRC is proud to present its third 
Annual Report.  This report includes case 
discussions, data, and recommendations 
developed in 2�22 from the review of 
maternal deaths that occurred in 2�1�, 2�1�, 
and 2�2�.  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. 
0ur 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 +. Dia[, MD FC"1 F"SC1 
Chief Medical Examiner 
Office of the Chief Medical Examiner 

Francisco +. Dia[, MD FC"1 F"SC1 Francisco +. Dia[, MD FC"1 F"SC1 

Through the leadership of the co-chairs Aza 
/edhari 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 2�22, 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.  

8e are pleased to present the Maternal Mortality 
Review Committee’s 2�22 annual report. 8e 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) 2�22 
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 
(overnment agencies, provides the perfect 
setting for these discussions. 
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It is with deep compassion that we present to you the District 
of Columbia’s Maternal Mortality Review Committee’s 2�22 
Annual Report. This report is a culmination of the collective 
efforts of the Committeehs members and 0CME staff who 
worked tirelessly to review cases in a just and equitable 
manner. 8e present recommendations to mitigate health and 
social inequities, and address systemic barriers within maternal 
healthcare. 

8e recognize that maternal health is a critical issue that affects 
the lives of not only mothers and birthing people but also their 
families and communities. 8e hope this report will continue to 
shed light on the challenges faced by women and birthing 
people navigating our system of care and provide valuable 
insights to improve outcomes for all residents in the District of 
Columbia. 

8e want to extend our appreciation to the MMRC members and 0CME staff for their 
dedication and commitment to this important work. 8e also want to thank the broader 
maternal health community, students, and the media for their support and contributions. 

8e 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. 

� 

"[a /edhari C1M, -(1C ExecVtive 
Director, Mamatoto  7illage 

Christina Marea, 1hD, M", MS/, C/M 
"ssistant 1rofessor, School of /Vrsing   

(eorgetown 6niversity 
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Donna Anthony, MPH 
Children’s /ational Medical Center 

,ristin Atkins, MD 
Howard 6niversity Hospital 

Roberta #ell, R/ 
March of Dimes 

Constance #ohon, MD 
American College of 

 0bstetrics and (ynecologu 

Cherie Craft 
Smart from the Start DC 

Shermain #owden, -ICS8 
Department of #ehavioral Health 

Theresa Early, M. Ed. 
Department of Human Services 

Rita Calabro, MD 
Sibley Hospital 

Christine Colie, MD 
Medstar (eorgetown 6niversity Hospital 

+aneen Cross, DS8 
Howard 6niversity 

School of Social 8ork 

Aza /edhari, CPM, -(PC 
Mamatoto 7illage 

+amila Perritt, MD, MPH 
Physicians for Reproductive Health 

Monique Powell-Davis, MD 
Mary’s Center 

Melissa 'ries, MD 
MedStar 8ashington Hospital Center 

/ancy (aba, MD 
(eorge 8ashington 6niversity 

,ristinza (iese, MD 
0æce of the Chief Medical Examiner 

Rebecca 8inter 
DC Health 

Ebony Marcelle, D/P, C/M, 'AC/M 
Community of Hope 

Christina Marea, PhD, MA, MS/, 'AC/M 
(eorgetown 6niversity 

Community of Hope 

Iman /ewsome 
A Doula Member 

Serving DC Residents 

The  Maternal Mortality Review Committee Establishment Act of 2�1� defines the 
composition of the DC MMRC.  The members of the MMRC convene on the �th Tuesday 
of each month. 

DC (overnment MemCers 

Medical 1rofessionals 

Maternal )ealth "dvocates 
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In 2�22, the MMRC convened in both open and closed sessions, continuing to utilize 
the 8ebEx 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 (�) birthing persons that occurred in 2�1�, 2�1�, and 2�2�, all of whom 
were residents of the District of Columbia. Staff from the 'atality Review Division 
('RD) engaged with the following District (overnment agencies to gather information 
about the decedents and develop fatality case review summaries.

DC )ealth 
The DC Health 7ital 
Records Administration 
provides decedent death 
certificates. 

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

MetroQolitan 1olice 
DeQartment 
Police investigation 
reports are provided for 
review. 

Medical legal investigations 
and autopsy reports are 
provided for review. 

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

District (overnment )Vman 
Services ClVster "gencies 
Information on the decedenths 
participation in public  
services are provided for 
review. 

MMRC 2022 
C"SE RE7*EWS 
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The MMRC reviewed four cases in 2�22� two (2) accidental 
deaths, one (1) homicide, and one (1) natural death.  The 
homicide and natural death cases were considered pregnancy 
related.  0ne 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 birthing persons 
under the age of 3�.  Three (3) decedents were #lack, and one 
(1) was Hispanic.  The MMRC agreed these maternal deaths
were preventable.

1regnancy Related
5he death of a woman dVring Qregnancy or within one year of the end of Qregnancy 

from a Qregnancy comQlication, a chain of events initiated Cy Qregnancy, or the 
aggravation of an Vnrelated condition Cy the Qhysiologic eåects of Qregnancy. 

1regnancy "ssociated, #Vt /ot  Related 
5he death of a woman dVring Qregnancy or within one year of the end of Qregnancy 

from a caVse that is not related to Qregnancy. 

1regnancy "ssociated CVt 6naCle to Determine 1regnancy Relatedness 
5he death of a woman while Qregnant or within one year of Qregnancy, from a caVse 

that is not related. 

According to both public and medical records reviewed by 'RD staff, all of these decedents 
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 Controlhs (CDC) Maternal Mortality Review Information Application (MMRIA) to 
determine how the deaths were pregnancy related. 

The MMRIA form identifies three categories of pregnancyorelatedness: 

1RE(/"/C: RE-"5ED/ESS 

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

MMRC 2022 "nnVal ReQort 
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Each maternal death occurred postpartum, with one maternal death occurring within � to 
�2 days postpartum, and the remaining three occurring within �3 to �� days postpartum.  
As reported by the CDC, fifty-three percent (�3�) of maternal mortalities occurred within 
� to 3�� days postpartum.  As pregnancy associated medical complications can extend 
beyond the pregnancy, the MMRC members agreed that Medicaid eligible birthing 
persons should maintain coverage 12 months following the pregnancy. 8ith the 
implementation of the Postpartum Coverage Expansion Amendment Act of 2�2� (DC 
-aw 23-132), all health policies offered through the Districths Medicaid program cover 
inpatient and outpatient maternity and newborn care for at least one year after childbirth.  

2022 
DECEDE/5 C"6SES OF DE"5) 

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 6nited States, occurring within one 
in every twenty-five pregnancies. 
Preeclampsia was further complicated 
by multiple chronic comorbidities. 

(Vnshot WoVnd of the )ead:  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 7iolence 'atality Review 
Committee to address intimate partner 
violence and services available to 
birthing persons in the District of 
Columbia. 

MVltiQle #lVnt Force 5raVma� Multiple blunt force trauma was the cause of death 
following a high-speed motor vehicle accident.  According to the #irth Injury Help 
Center, nearly 2��,��� pregnant women are involved in motor vehicle accidents yearly. 

MMRC 2022 "nnVal ReQort 

"cVte Ethanol *ntoxication� 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.  
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The maternal mortality review process includes a discussion of the birthing person’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 o 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 birthing person’s overall health.  The following contributing 
factors were identified during the MMRC’s case reviews in 2�22: 

7iolence and *ntimate 1artner 7iolence� 
Physical or emotional abuse perpetrated 
by a current or former intimate partner, 
family member, friend, acquaintance, or 
stranger. 

5raVma� 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. 

M"5ER/"- DE"5) CO/5R*#65*/( F"C5ORS 

1� 

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 "nnVal ReQort 
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-acL of Financial ResoVrces� 'inancial stressors, as opposed to noncompliance,
impacted the birthing person’s ability to care for themself. Some barriers to accessing 
care include the following: insurance non-eligibility, provider shortage in their 
geographical area, and lack of public transportation. 

FailVre to Screen�*nadeRVate "ssessment of RisLs� 'actors placing the individual 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 SLill�2Vality 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. 

1oor CommVnication�-acL of Case Coordination: Care was fragmented among or 
between healthcare facilities or units. 

Environmental Factors� 'actors related to weather or social environment. 

 Mental )ealth Condition� The patient had a documented diagnosis of a psychiatric 
disorder. This includes postpartum depression. 

 -acL of Standardi[ed 1olicies and 1rocedVres� The facility lacked basic policies or 
infrastructure germane to the individual’s needs. 

-acL of Referral or ConsVltation: Medical specialists were not consulted or did 
not provide care.  Referrals to medical specialists were not made. 

M"5ER/"- DE"5) CO/5R*#65*/( F"C5ORS 
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StrVctVral 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. 

14 
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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 birthing persons, and advocacy of the MMRC.

Recommendation �1 

DeQartment of )ealthcare Finance, 
DC )ealth, and the DeQartment of #ehavioral )ealth 

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 (fetal, maternal/ 
birthing person). 

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

The MMRC adopted recommendations for District of Columbia (overnment agencies and 
community-based partners that address the need to improve systems and/or programs 
that will initiate positive health outcomes for birthing people 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/community partner. 

16 

�  The final responses to the adopted recommendations will be published separately. 
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RECOMME/D"5*O/S 

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 )ealth and the DC )osQital "ssociation 

Recommendation �4 

0bstetric 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 �� 

1� 

The Department of Health Care 'inance should provide 
grants and reimbursement for community-based care 
coordination and culturally resonant behavioral health 
services for persons experiencing a perinatal loss (fetal, 
maternal/birthing person and other affected family and 
community members). 

Recommendation �2 

Recommendation �2-� 
DeQartment of )ealthcare Finance 

MMRC 2022 "nnVal ReQort 
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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 suæciently 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 �� 

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 0bstetrics and (ynecologist, 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 "nnVal ReQort 
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�The 0CME 'atality 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.�

20 
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fThis was relative to the
decedent’s challenges in family
of origin, unstable housing and
housing insecurity

Current typical practice where
PP 6-12 weeks, should be
standard assessment with
complex medical roughly 6
months PP.
failure to screen/inadequate
assessment of risk
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h_Ô 9Y9S"J$B(,$?F&S+,@B(,$?F9-(,>@"F)"B($%)
h_Oa9Y98)B+,$,"B%@C9-(,>@"F)"B($%)
h_Oe9Y9.$%+,9-(,>@"F)"B($%)&/.:

,:;?L<D<@MC
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ebÔ 9Y9-%,"#@C91+#(G9;(@G?,+&6#>Y:$(A+91+#(G9'@J+(J+99

N6:1'P
ebOe9Y9.$%+,91+#(G9'@J+(J+&/.:

1:=:N=<Q?GCED?=.*CCMF:HL.A18*J.H<L.$:C<HF?=I.L<.,0-
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"ccidental 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. 

)omicide: 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. 

)yQertensive CardiovascVlar Disease: Hypertensive disorders of pregnancy place 
the birthing person 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 *nformation "QQlication 	MMR*"
� 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 birthing 
person’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

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

1re-eclamQsia: Pregnancy disorder characterized by high blood pressure, sometimes 
with fluid retention and protein in the urine. 

EclamQsia� 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.  

StrVctVral 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.  

"11E/D*9 # MMRC 2022 "nnVal ReQort 
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