AAMC Maternal g
AAMC

Health Equity Series -~~~

Part Two

Serve

Lead

Bridging the Urban- \
Rural Divide: Maternal \
Health Across L
Appalachia and Indian |
Country U

May 14, 2020 \ sscion

American Medical Colleges
© 2020 AAMC. May not be reproduced without permission.

AAMC

Tomorrow's Doctors, Tomorrow’s Cures®

Collaborative for Health Equity: Act, Research, Generate

AAMC CHARGE is a forum for investigators, clinicians,
and community partners who design and implement research
that eliminates health and health care inequities.

AAMC.ORG/CHARGE

Share accomplishments and crowdsource
opportunities for professional achievement.
Facilitate innovative multi-sector partnerships,
collaborations, and research that contribute to the
evidence base for solutions to health and health care
inequities.
Collaborate on policy work that impacts health equity
at institutional, local, state, and federal levels.

Email healthequityresearch@aamc.org to join! Association of

American Medical Colleges




Inequities in Infant & Maternal Health in West
Virginia: A Set of Recommendations

Lauri Andress, PhD, JD, MPH

Assistant Dean for Public Health Practice and Workforce
Development & Assistant Professor in the Department of
Health Policy, Management and Leadership

West Virginia University School of Public Health

"
©2020 AAMC. May not be reproduced without permission. e ; M C

Not Just Surviving, But Thriving: Cultural
Practices that Promote Positive Maternal Health
Outcomes in Native Women and Families

Hannabah Blue, MS
Consultant, John Snow, Inc.

Vanessa Tibbitts, MA

Program Leader, American Indian Public
Health Resource Center, North Dakota
State University

vy
>
<
0

© 2020 AAMC. May not be reproduced without permission.




Inequities in Infant & Maternal Health
West Virginia
A Set of Recommendations

LauriAndress, MPH, J.D., Ph.D.
May 2020



https://books.google.com/books?id=3_40fK8PW6QC&printsec=frontcover#PPT7,M1
https://en.wikipedia.org/wiki/ISBN_(identifier)
https://en.wikipedia.org/wiki/Special:BookSources/9780976040231

Authenticity

Reflexive Auto-ethnography and Positionality

As health clinicians, researchers we must address not just the ‘what’ of our
research questions and design; but also the ‘how’ of what we do, i.e., how our
identities intersect with the research.

How do experiences of social-cultural identities and training express themselves
within our efforts and impact our capacity to see and confront inequities?

Muhammad, M., et al. (2015). "Reflections on Researcher Identity and Power: The Impact of Positionality on Community Based Participatory
Research (CBPR) Processes and Outcomes.” Critical Sociology 41(7-8): 1045-1063.

W Vs VignialUniversiy

Before

September 2017
Interaction WV Director Office of Maternal, Child and Family Health

October 2017
The Origin of Others by Toni Morrison

December 2017
Begin to draft Appalachian Narrative

February 2018 WVU Law School Presentation
https://www.youtube.com/watch?v=bZHuNsFxmUk&fbclid=IwAR0s4PWx4U8phYMalW8uf5i0h2-tt-

LeSPwVYAoHk8EaYew3jHki8Rjo4ig I'he Origin
of Othes

December 1, 2018

Charleston Gazette-Mail

WVU professor's research reveals disparity in infant mortality rates
By Rebecca Carballo Staff writer
https://www.wvgazettemail.com/news/health/wvu-professors-research-reveals-disparity-in-infant-mortality-
rates/article 4c2a0356-edca-5607-9981-0a4e736d93a3.html#comments

TONI MORRISON

July 17,2018
Presentation Joan C Edwards School of Medicine, Marshall University

June 2019
Funded by Joan C Edwards School of Medicine, Marshall University

W WestViginiaUniversiy



https://www.youtube.com/watch?v=bZHuNsFxmUk&fbclid=IwAR0s4PWx4U8phYMalW8uf5j0h2-tt-LeSPwVYAoHk8EaYew3jHkj8Rjo4ig
https://www.wvgazettemail.com/news/health/wvu-professors-research-reveals-disparity-in-infant-mortality-rates/article_4c2a0356-edca-5607-9981-0a4e736d93a3.html#comments

Beliefs, narratives, discourses,
. e values that are used to
Production of Inequities | iterpret
A Appalachian Narrative and socially construct places
Upstream CUltUI’al TOOlkIt
Institutions & —; Policies, Rules,
+ Labor Market = and Regulations
« Educational Systemns = Job 5
« Soclal Welfare State aﬁplcigusgfyety
= Criminal Justice Systems * Housing Market
« Ainanclal Institutions e « Transportation
% « Religion
 Port e criminal injustices
Joblessness
Education Gap
[Distribution of Societal Resources, Wealth, and Health] Unequal access
Political power
L Healthcare
Little or no wealth
Mechanisms to Get Under the Skin
= Health Behaviors
Downstream i
= Access to material goods i i
- Psychosocial and Contral Nervous System | Alostatsis & Weathering
v L
[SOCIAL, ECONOMIC, AND HEALTH INEQUITIES]

b

Andress, L. and M. P. Purtill (2020). "Shifting the gaze of the physician from the body to the body in a place: A
place-health concepts to medical students." PLoS One 15(2): €0228640.

analysis of a d photovoice approach to teaching

Where Do you Do

Most of Your Work?

Downstream

Clinical or behavioral changes
Midstream

Distribution of determinants of health

Upstream

Changing the cultural toolkit

Not sure

WestVirginiaUniversity




West Virginia Demographics

Race and Ethnicity
*  White: 93.0% ® Hispanic or Latino: 1.4%

Black: 3.8%

Asian: 0.7%
e Two or more races: 1.9%
* Other: 0.5%

Income
* Per capita income: $26,179

* Mean household income: $61,707
* Median household income: $44,097

Educational attainment (population 25 years and older)
¢ Less than high school: 12.2% ¢ Bachelor’s degree: 12.8%
* High school or equivalent: 39.7% ¢ Graduate or professional degree: 8.5%
* Some college: 19.2%
¢ Associate’s degree: 7.5%

Source: U.S. Census Bureau, 2018 American Community Survey, 1 year estimates

WVPOLICY.ORG

CREATING A CULTURE OF
HEALTH IN APPALACHIA
DISPARITIES AND BRIGHT SPOTS
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Figure 3.2: Percent of Population in the Appalachian Region That Is Black Alone, not Hispanic, 2010
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Figure 77: Map of infant Mortality Rates in the Appalachian Region, 2008-2014

WestVirginiaUniversity

America’s Health Ra I ings Annual Report 2019

<=47.0
47.1-52.6
52.7-69.8
69.9-77.3

>=77.4

No Data

X Number of deaths among black or African American
women from any cause related to or aggravated by
pregnancy or its management (excluding accidental or
incidental causes) during pregnancy and childbirth or
within one year of termination of pregnancy, irrespective
of the duration and site of the pregnancy, per 100,000
births

W WestViginiaUniversiy




Racial Disparities in
Infant Mortality in
West Virginia

Minority Health in
West Virginia

West Virginia
Minority Health Report

2007-2011

Health
‘w Human

A

Figure 23. Infant Mortality Rates by Race of Mother

West Virginia, 1985-2004

Infant deaths per 1,000 live births

1985-1989

Source: WVHSC

WestVirginiaUniversity

1950-1994 1995-1999 2000-2004

W African American [ White

Racial Disparities in Infant Mortality in West Virginia 2006
Minority Health in West Virginia April 2007




Figure 12. Percentage of Premature® Births
By Maternal Race
West Virginia and United States, 1999-2003

Percentage

Total African American

*Gestational age <37 weeks
Source: WVHSC

W WestVirgini University

Ewyv Ous

White Other

Racial Disparities in Infant Mortality in West Virginia 2006

Minority Health in West Virginia April 2007

2011 West Virginia and United States
Infant Mortality by Race of Infant
(Number and Rate per 1,000 Live Births)

Race of
Infant

West
Virginia

United
States*

Number

Rate

Number

All Races
White
Black
Other

141
128
12
1

6.8

6.5
16.8

2.9

23,907
15,451
7,221
1,235

*Source: http://www.cdc.gov/nchs/data/nvsr/nvsr61/nvsr61_06.pdf

Approximately one out of six (17.0%) infant deaths in 2011 were due to SIDS (sudden

infant death syndrome)

Approximately one in four (23.4%) was the result of congenital

malformations, while 40.4% were due to certain conditions originating in the perinatal period,
including disorders relating to short gestation and unspecified low birthweight (12.1%).

WestVirginiaUniversity

West Virginia Vital Statistics 2011

10



Analyzed by Carol Gilbert, CityMatCH www.citymatch.org Presented 7/17/2018

| nfa nt M 0 rta ||ty Deaths United States Department of Health and Human Services (US DHHS), Centers of

Disease Control and Prevention (CDC), National Center for Health Statistics (NCHS),
i ircini Division of Vital Statistics (DVS). Linked Birth / Infant Death Records 2007-2015, as
I n We St VI rgl n Ia compiled from data provided by the 57 vital statistics jurisdictions through the Vital
2 0 1 8 A | H Statistics Cooperative Program,on CDC WONDER On-line Database. Accessed
na ySIS athttp://wonder.cdc.gov/Ibd-current.html on Feb 16, 2018 2:56:15 PM

Infant Mortality Deathsin West Virginia 2018

BLACKS ACCOUNT FOR 3.7 PERCENT OF BIRTHS BUT 5.8% OF
DEATHS AND 8.6 PERCENT OF EXCESS (PREVENTABLE)
DEATHS ---

THE BLACK IMR IS HIGHER THAN THE IMR OF ANY OTHER
RISK GROUP

* HIGH SCHOOL EDUCATION

* TEEN

* UNMARRIED WOMEN AND

* LATE OR NO PRENATAL CARE

11
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United States 2013

White infant death rate
5.06/1000

Black infant death rate
11.11/1000

West Virginia 2013-2015

Black infantdeath rate was 11.79

White infantdeath rate was 7.02

Ratio between these two rates is 1.7
* Thechance thata black infantwill die in the first

year of life is 1.7% times greater than the chances that
a white infantwill die

Infant Death Rates per 1,000 live births
West Virginia 2013 to 2015

U.S. 2013
12
10
8
6
4
2
0
United West
States Virginia
B Whites 5.06 7.02
Blacks 11.11 11.79
B Column1

B Whites ® Blacks

W WestVigniaUniersy

Q How Do you Work o
Dl Iemma an Invisible Problem?

12



Recommendations

W WestVirgini University

Build Capacity, develop common language and narrative
¢ Community—based Online Learning Group

Overhaul the WV Fetal Infant & Maternal Death Review Panel

¢ Chapter 61 of the criminal code -Article 12A Fatality and
Mortality Review Panel

* Create Community —based Action Team on Infant Mortality
Disparities

* Maternal Interviews

National Center for Fatality Review and Prevention (NCFRP)

The National Center for the Review and Prevention of Child Deaths is funded by the Health
Resources and Services Administration of the Maternal and Child Health Bureau (MCHB) as a
resource and data center for state and local Child Death Review (CDR) and Fetal and Infant Mortality
(FIMR) programs around the country.

Upstream

Institutions &

Beliefs, narratives, discourses,
@5 values that are used to interpret and
socially construct places

Production of Inequi

ultural Toolkit

Appalachian Narrative

= Labor Market
= Educational Systems
» Social Welfore State
= Crimingl Justice Systems
= Financial Institutions

y
and Regulations
- Job Security
= Workplace Safety
* Housing Market
+ Transportation

Social Status

+ Income, Age J
- Religion

= Sexualf

criminal injustices

Political power

Downstream

« Political \mw.%nce Jobl'essms
Education Gap
[Distribution of Societal Resources, Wealth, and Heallh] Ul eezes

Healthcare
Little or no wealth

Mechanisms to Get Under the Skin
* Health Behaviors
= Access to material goods
= Psychosocial and Central Nervous System

[

Allostatsis & Weathering

[SOCIAL, ECONOMIC, AND HEALTH INEQUITIES]
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https://unsplash.com/@livvie_bruce?utm_source=unsplash&utm_medium=referral&utm_content=creditCopyText
https://unsplash.com/s/photos/black-mom-and-baby?utm_source=unsplash&utm_medium=referral&utm_content=creditCopyText

'

Fetal & Infant Mortality Review (FIMR) is:

A multidisciplinary, community team that

examines a fetal or infant death case

* Comprehensive

* De-identified

* Confidential

* Giving voice to mothers’ experiences
* Engenders Dialogue

WestVirginiaUniversity

thatis:

Data Case
Gathering Review

Changes in
Community
Systems

Community
Action

'W'v.

FIMR Interviews plus Community Panel- Why?

WestVirginiaUniversity

* Four corners of the death record cannot tell us
everything we need to know about a mother’s
experiences.

* Pregnancy is about more than the 9 months that a
woman is pregnant.

* The Community is where narratives and discourse
determine how phenomena are framed, considered,

* The community is where stakeholders have a real
stake

Health care facilities
Where we work
Where we go to school

Where we play

14



Team

Case Review Team (CRT)

| Surveillance | | Review | | Root Cause | |Preventative Action |

* Death notification * Abstract records * Multidisciplinary o Prioritizes and
* Monitoring « Interview family Review implements
« De-identified case * Identify systems recommendations
summary issues/gaps o Community-
* Make based action
recommendations plans




April 2013

Senate Bill 108 passed establishing Chapter 61 of the criminal code -
Article 12A

February 2015

Rule 29 : Established procedures for the formation of the Fatality and
Mortality Review Team FMRT

Created under the WV Bureau for Public Health.
A multidisciplinary team created to oversee and coordinate the
examination, review and assessment of:

* (1) The deaths of all persons in West Virginia who die as a result of
unintentional prescription or pharmaceutical drug overdoses;

Fatality & Mortality Review Team (2) The deaths of children under the age of eighteen years;
West Virginia (3) The deaths resulting from suspected domestic violence; and

(4) The deaths of all infants and all women who die during
pregnancy, at the time of birth or within one year of the birth of a
child.

WestVirginiaUniversity

February 2015 Rule 29 West Virginia State Code

Established procedures for the formation of the
Fatality and Mortality Review Team FMRT

Rules prohibit family contact which goes
against the national recommendations

W s VignialUniversiy

16
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TITLE 64
LEGISLATIVE RULE 35
BUREAU FOR PUBLIC HEALTH

SERIES 29 CFFiuc
FATALITY AND MORTALITY REVIEWSFEAM

§64-20-1. General,

1.1. Scope - This rule cstablishes standard procedures for the formation and conduct of the Fatality
and Morality Review Team. The Fatality and Mortality Review Team (FMRT) is a multidisciplinary
team created to oversee and coordinate the examination, review and assessment of special cascs of death
where other than natural causes are suspected. This rule should be read in conjunction with W. Va. Cade
§61-12A-1, el soq. The W. Va. Code is available in public libraries and on the Legislalure’s web page,
hitpsfwar s, staie.wy s

1.2. Authority - W. Va. Code §16-1-4 and §61-12A.2(c).

1.3, Filing Date -
1.4, Effective Date -
§64-29-2. Application and Enforcement,

2.1. Application - This rule applies to the Fatality and Mortality Review Team and also to four fatality
and mortality Advisory Panels set forth WV Code §61-12A-1, et sex. and described in this rule.

2.2. Enforcement - This rule is enforced by the Comumissioner and by the Chief Medical Examines in
the Bureau for Public Health.

§64-29-3. Definitions,

3.1. Bureau — The Burcau for Public Health in the Department of Health and Human Resources.

3.2, Child - A person less than cighteen (18) years of age.

33. Child Fatality Review Panel (CFRP) - A multidisciplinary group of professionals including
represcntatives from public health, medicine, law and law cnforcement, and child welfare that reviews the
eircumstances surrounding the deaths of children.

3.4. Commissioncr ~ The Commissianer of the Buresu for Public Health or his or her designee.

3.5, Departm

6. Domestic violence fatalify - An unnatural death precipitated by events surrounding a relationship
among individuals who are family or hovschold members as defined in W. Va, Code §48.27-204,

The West Virginia Departmeat of Health and Human Resources,

3.7. Domestic Violence Fatality Review Panel (DVFRP) - A multidisciplinary group of professionals
including but not limited to representatives from public health, mental health, medicine, law and law

64CSR29

13.2.¢. The Chief Medical Examiner in the Burean for Public Health or his or her designee;

13.2.d. The Director of the Office of Vital Statistics in the Bureau for Public Health or his or her
gnee;

13.2.¢. Representation from cach of the three medical schools in the state;

13,21, The Director of Obstetrics, the Dircctor of the Neonatal Intensive Care Unit and the
Director of Pediatrics at each of the tertiary cere hospitals in the state;

13.2.g. On representative from the West Virginia State Medical Association;
13.2.h. One representative from the West Virginia Nurses Association;
13.2.1. One reprosentative from the West Virginia Society of Ostcopathic Medicine;
13.2,. One representative from the West Virginia Academy of Femily Physicians;

132k, One representative from the West Virginia Chapier of the American College of Nurse
Midwives;

13.2.1. One representative from the West Virginia Chapter of the American College of Obstetrics
and Gynecology;

13.2m. One representative from the West Virginia Chapter of the American Academy of
Pedintrics;

13.2:n. The Chaimerson of the Child Fatality Review Panel; and

132.0. Any additional person that the chairperson of the IMMRP, or the Chairperson of the
FMRT, determines is needed on a particular casc under consideratian by the panel.

13.3. The current membership of the IMMRP shall remain cffective and authorized to carry out the
duties. deseribed in this rule and the aulhorizing statute. In the future the FMRT shall appoint members to
serve on the IMMRP and shall also appoint persons to fill vacaneies on the Infunt and Maternal Mortality
Review Pancl.

13.4. Each member shall serve for a term of five years.

13.5. Members of the Infant and Matemal Mortality Review Pancl shall, unless sooner removed,
continuc to serve until their respective terms expire and until ther successors have been appoinied and
have qualified

13.6. An appointment of a physician, whether for a full term or to fill a vacancy, i to be made by the
FMRT from among three nominces selected by the Wesi Virginia State Medical Association or the
organization o be represented on the panel. When an sppointment is for 4 full term, the nomination is fo
be submitied to the FMRT not later than eight months prior fo the datc on which the appeinimen is fo
become effective. In the case of an appointment to fill a vaeancy, the nominations are to be submitied to
the FMRT within thirty days after the request for the nomination has been made by the FMRT t the
chairperson or president of the orpanization. When an association fails to submil fo the FMRT

17



64CSR29

nominations for the appointment in accordance with the requirements of this section, the FMRT may
make the appaintment without nominations

13.7. Each member of the Infant and Maternal Mortality Review Panel shall serve without additional
compensation and may nat be reimbursed for any expenses incurred in the discharge of his or her duties
under the provisions of this article.

13.8. The Office Director of the Office of Maternal Child and Family Health in the Bureau shall serve
as the chairperson of the Infant and Maternal Mortality Review Panel, or his or her designee. The IMMRP
shall review death certificates of infants and women sent monthly by the office of vital statistics.

13.9. Each member of the Infant and Maternal Mortality Review Panel shall examine the records of
his or her agency o determine if the infant or woman reccived services at his or her ageney, and if
necessary, may contact ather agencies to complete the review.

13.10. Panel members shall present to the rest of the Infant and Maternal Mortality Review Panel the
information obtained from the record reviews, but shall retain the documents in each agency’s files.

13.11. All documents regarding a particular case that are reviewed by the Infant and Maternal

Monality Review Panel shall be destroyed by the Pancl afier the publication of the FMRT annual report
in which that case data is included

2. The Infant and Matemnal Mortality Review Panel members, in the exercise of their duties as
defined in this snlhw%

13.12.a. Call witnesses or take testimony from individuals involved in the investigation of an
infant or maternal fatality;

13.12.b. Contact a family member of the deceased infant or mother, except if a member of the
pancl is involved in the investigation of the death and must contact a family member in the course of
ing his or her duties outside of the panel; of

13.12.c. Enforce any public health standard or criminal law or otherwise participate in any lej
proceeding, cxcept if a member or the panel is involved in the investigation of the death or resulting
and must panticipate in a legal in the course of performing in his or her duties

Guteid ol bis o her afbiiation arith the panel.

§64-29-14. Recommended Protocols for Panel Reviews.

14.1. The following are recommended protocols to aid in the review of unintentional pharmaceutical
drug overdose, child, domestic violence and infant and maternal deaths by all four of the Fatality and
Mortality Review Advisory Pancls.

14.1.3. All Review Panel members shall sign a swom siatement promising to mainiain the
of records, and opinions disclosed during reviews.

14.1.b. The Review Pancl may call for an immediate review of medical records requested from
physicians and hospitals treating the person whose death is under review to try and determine causes and
possible preventative measures related to the death.

* Add Community Action Team to the Review Panel like other
state level Fetal Infant Mortality Review Panels (FIMRs).

Recommendations « Add famlly interviews where infants have died as other
FIMR’s already do this.

« Build capacity, common language and narrative

*  Will use the information from the review processes to inform
communities on factors that contribute to disparities in infant
and child outcomes, and, most importantly, to create tools
and best practices to help communities translate those finding
into action.

« Design or identify a method to engage in conversations
necessary to address inequities created by adverse
circumstances (e.g., poverty, racism, historical trauma,
socioeconomic biases, etc.).

* Design activities that engage the community and stakeholders
authentically (e.g., evening meetings, residents actively
involved, etc.).

* Initiate study to explore relationship between adverse events
over the life course of women in WV ages 18-45.

W WesigrnialUniesty




What are
differences in
(adverse)
experiences
over the life

course
between Black
and White
mothers in
West Virginia?

Berkeley 21.4/1,000 live births

Cabell 21.1/1,000 live births

Kanawah 8.8/1,000 live births

Do American-born Black mothers in Berkeley or Cabell county (where
the Black IMR is high) and low income, American-born Black mothers
in Kanawha county (where the Black IMR is low) experience different
kinds of structural, institutional, policy-based or systems problems?

Hypotheses

W'v.

Where Do you Do
Most of Your Work?

Downstream

* Clinical or behavioral changes

Midstream
« Distribution of determinants of health

Upstream

Changing the cultural toolkit

Not sure

WestViginiaUnivesiy.
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Thank you

NOT JUST SURVIVING,
BUTTHRIVING

Cultural Practices that Promote
== Positive Maternal Health Qutcomes =
for Native Women and Families
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Clanship

First Nations
Indigenous people
Alskan Nacive 1NAtive American
Tribax& Ednrollgent '
: 1X€ eservation
Indians T'ribal Affiliation
Alqska Nat.ive Pokime. tian Urbans
American Indian rilblod Half-breed
Rez Native Hawaiians
Inter-T'ribal Aboriginal Natives
Indigenous Peoples Urban Indian
First Peoples

VanessaTibBitts, MA iy HappyNational Women'’s Health Week!
Hannabah Blue, MSPH HappyMental Health Awareness Month!

Photo by Atiba Jefferson

9 RESERVATIONS IN THE STATE OF SOUTH DAKOTA
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NATIVE PEOPLE BY THE
NUMBERS
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Federal Native Public Health

Agencies

Cabinet-Level Federal Agencies

Department of the Interior — Bureau of Indian Affairs

Department of Health & Human Services — Indian Health Service & Administration for Native
Americans

Department of Justice — Tribal Justice and Safety & Office of Tribal Justice

Environmental Protection Agency — American Indian Environmental Office

Department of Housing & Urban Development — Office of Native American Programs
Department of Veterans’ Affairs — Office of Tribal Governmental Relations

Independent Regulatory Agencies

Center for Disease Control and Prevention — Office for State, Tribal, Local and Territorial Support
Substance Abuse and Mental Health Services Administration — Tribal Affairs, Tribal Technical
Advisory Committee and Technology Transfer Centers

Corporation for National and Community Service — The Strategic Advisor for Native American Affairs
W hite House Executive Office of the President — Office of National Drug Control Policy

NATIONAL NATIVE PUBLIC HEALTH

ORGANIZATIONS

National Indian Health Board nhiws:/wwwninb.ora/

National Council of Urban Indian Health hips:/aww.ncuin.oro/
National Congress of the American Indian  hip/www.ncaioro/
Association of American Indian Physicians  nips/mwww.aaip.oro/
Seven Generations: hips:/www.indigenousphi.org/

Urban Indian Health Institute hips:/aww.uini.ora/

Center for Native Youth  nips/wmw.cnay.org/

National Native American AIDS Prevention Center  nhips /www.nnaapc.ney
National Native HIV Network  nitps:/mwwe.hiv.cov/blog/time-commemoration-renewal-and-rebirth

American Indian Public Health Resource Center

https://www.ndsu.edu/centers/american_indian_health/

24
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12 INDIAN HEALTH SERVICE AREAS

e BILLINGS
PORTLAND AREA
AR;A
fié BEMIDJI
*L__ AREA

GREAT PLAINS
__ AREA

ALBUQUERQUE [
AREA

Indian Health Careers — Opportunity. Adventure. Purpose. | T in R L

REGIONAL NATIVE PUBLIC HEALTH

SYSTEMS

° éﬁ%ﬂé?s « Alaska Area: Alaska Native Health Board / « Great Plains Area: Great Plains Tribal Chairmen’s
di Alaska Native Tribal Health Consortium Health Board / Great Plains Tribal Epidemiology Center,
" Bediibnaras | s oSS |
o Tribal ndian Health BoarAd / Albuguerque Area . Nashvnllg Area: pmte_d South and Eastern_ Tribes, Inc. /
Epidemiology ) ) - USET Tribal Epidemiology Center, Nashville, TN
Centers Southwest Tribal Epidemiology Center, - Navajo Area: Navajo Nation Department of Health /

Albuquerque, NM

Bemidji Area: Great Lakes Area Tribal Health

Area Indian
Health Boards /

Epidemiology

Board, Gresham, WI / Great Lakes Inter-
Tribal Epidemiology Center, Lac du
Flambeau, WI

Billings Area: Rocky Mountain Tribal Leaders
Council / Rocky Mountain Tribal
Epidemiology Center, Billings, MT

California Area: California Rural Indian
Health Board, Roseville, CA/ California
Tribal Epidemiology Center, Sacramento, CA

Navajo Epidemiology Center, Window Rock, AZ
Oklahoma Area: Southern Plains Tribal Health Board /
Oklahoma Area Tribal Epidemiology Center, Oklahoma
City, OK

Phoenix Area: Inter Tribal Council of Arizona / Inter
Tribal Council of Arizona Tribal Epidemiology Center,
Phoenix, AZ

Portland Area: Northwest Portland Area Indian Health
Board / Northwest Tribal Epidemiology Center,
Portland, OR

Urban Indians: Urban Indian Health Institute (Tribal
Epidemiology Center), Seattle, WA
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STATEAND TRIBAL PUBLIC HEALTH SYSTEMS

e STATE/LOCAL
o Tribal State and/or City Liaisons or Offices

o TRIBAL JURISDICTIONS & RESERVATIONS

o Tribal Departments, Divisions, or Offices of
Health

o Tribal IRBs and Tribal Resolutions

o Tribal Clinics: Direct Federal Service, Tribal
Administration, Purchase and Preferred
Care

DISCRIMINATION IN AMERICA:
Experiences and Views of Native Americans

e Abouta 1/4 of Native respondents
reported being discriminated against
when visiting the doctor or clinic.

e Fifteen percent reported avoiding
visiting the doctor due to fear of
discrimination.

e Natives living in majority-Native areas
were more than twice likely to report institutional discrimination and
avoidance, than those living in non-majority Native areas.
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https://theforum.sph.harvard.edu/events/discrimination-in-america-2/
https://www.npr.org/documents/2017/nov/NPR-discrimination-native-americans-final.pdf

MATERNAL, PARENT & CHILD HEALTH DISPARITIES

Health and birth and death records underreport racial classifications for
Natives

In 2015, Native infant mortality was 8.3 per 1,000 births compared to that of
White babies at 4.9 deaths per one thousand births. Infant mortality rates
declined for infants of all races except for American Indians.

Native infants are twice as likely as White infants to die from Sudden Infant
Death Syndrome (SIDS), and are 70 percent more likely to die from accidental
deaths before the age of 1.

Maternal mortality rates for Urban Native women was 4.5 times greater than
White women.

Native women are 2.5 times more likely to receive late or no prenatal care
compared to white mothers.

Social Determinants of Substance Use
During Pregnancy in Tribal Communities

INTERPERSONAL
INDIVIDUAL W

ks

Culture. idently.
and Spirituality
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https://minorityhealth.hhs.gov/omh/browse.aspx?lvl=4&lvlid=38
https://minorityhealth.hhs.gov/omh/browse.aspx?lvl=4&lvlid=38

Inter-Generational Basis for Chronic Disease
Disparities Among American Indians & Alaska Natives

Gestational Childhood Adulthood
Historical Stressors Stressors Stressors Chronic
Trauma . Disease
Birth Disparities

Genocide

Boarding School

Experiences Ex
*  Abuse (physical, sexual) .

Neglect

Abandonment

Forced Removal

Loss of culture & language

Forced Christianity

Lost traditional parenting &

Family structure

N

Adverse Childhood

periences

Abuse (physical, sexual)
Neglect

Substance Abuse in home
Mental Health Dx in home
Witnessing violence
Divorce

Food insecurity

Family member in prison

Adverse Adulthood

Experiences
*  Alcoholism & SA
Suicide rates/death rates
Poverty/Poor nutrition
Racism
Role models
Few positive
Many negative
Parenting

Warne & Lajimodiere 2012

Adverse Childhood Experiences

ACES Prevalence, 2017
Domestic Violence
Physical Neglect
Emotional Neglect
Physical Abuse
Verbal Abuse:
Sexual Abuse
Incacerated Household Member

Mentally ill or Depressed Household Member

Lived with Alcoholic/Addict

Divorced/Separated Parents.

50 60 70

* 31% of American Indian
women had an ACE Score of
4 or more

« Divorced or separated
parents was the most
common ACE at 63%

* Closely followed by living with
a person with a substance
use disorder at 43%

» Physical and verbal abuse
about 28%

North Dakota PRAMS 2019
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North Dakota Birth Outcomes

3-Year North Dakota Infant Mortality by Race Percent of Women with a Premature Birth/less than
37 Weeks Gestation, 2017

5 '_\-‘\\/\ )

CY08 CY09 CY10 CY11 CY12 CY13 CY14 CY15 CYI6 CYI7 CYig 0
American Indian White Other Races Staewide
= American Indian 3-yr Rate=N=x 1,000 ==White 3-Year Infant Mortality Rate

> 7% of all births were premature
> American Indian infant more likely to be born premature than non Al at 14%
> 4 per 1,000 White infant deaths vs. 9 per 1,000 American Indian infant deaths ND Department of Health

NOT JUST SURVIVING
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—— Rewire.News =

Anﬁd Staggering Maternal and Infant Mortality Rates, Native
Communities Revive Traditional Concepts of Support

“They say that historical trauma s in the DNA of Native peoples, but love is in there too. We need to focus on that and
bring it to the surface.”

Cradle Boards
Spirituality and
Cultural Practices

e Ceremonies

o Baby's First Laugh
(Dine’)

o Welcoming Baby
(Ojibwe)

e Breastfeeding as
Food Sovereignty
and First Food

e Matriarchal and

Matrilineal
e Multigenerational
Households
“What traditional

Combating “Maternal Health
Mysticism” in Native American
Communities

OCTOBER 17, 2019 * NICOLLE L. GONZALES, CNM

s a Navajo Nurse-Midwife, when 1
attend seminars and conferences |
can count on being asked a particular

question in each and every setting, and it

sounds something like this:

“What traditional birthing practices do
Native women have?” It almost feels like
they expect me to reach into a pouch and
pull out a handful of herbs or a vial of
potions, or perhaps utter some incantation in my tribal language.

birthing practices do
Native women have?”
It almost feels like they
expect me to reach
into a pouch and pull
out a handful of herbs
or a vial of potions, or
perhaps utter some
incantation in my
tribal language.
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https://rewire.news/article/2018/07/09/amid-staggering-maternal-infant-mortality-rates-native-communities-revive-traditional-concepts-support/
https://www.aspeninstitute.org/blog-posts/combating-maternal-health-mysticism-in-native-american-communities/

| belieye bef‘efe»vvgzd'h even bedin tc:)- d;npgack all the factors
[eadifg te thé NativeAmefican rhaternal'dedth raties, we
heed to have anfopporttfity to-dis€usstheé flll-on history of
diserimination.facism, exploitation;capitalis, and warfare
thwthaveimpacted the reproductive choices.of

{ "INGLiye Ampérican women.

=Y

-Nicolle Gonzales

http://www.changingwomaninitiative.com/

Photo by Delia John3gn/ Cronkite News

Doulas and Midwives

Language

Value of Elders and Youth

Storytelling, Art and Creative Expression

Sitting Bull Tribal College
Lakota Language Immersion Nest
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http://www.changingwomaninitiative.com/
https://sittingbull.edu/immersion-nest/
https://www.mewinzha.com/

Many Other Successful Programs

TRIBAL
HOME
VISITING

#1%) TEWA WOMEN UNITED

Indigenaus Women United in Heort, Mind and Spirit

STRATEGIES TO ENGAGE & SUPPORT NATIVE PEOPLE

e Seek to ensure mutually beneficial partnerships through
relationship building

e Beyond trauma-informed care, promote Native strengths

e Honor Tribal sovereignty and systems

e Seek to understand and acknowledge history, lands and
context of Native people

e Combat stereotypes, while honoring Native diversity
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LEARN MORE!

o REPORTS AND RESOURCES
o NCAI 2020 State of Indian Nations
o NIHB Listservs and Newsletters
o 2019 State of Native Youth Count Report
o ACOG Health Care for Urban AI/AN Women
o National Tribal Behavioral Health Agenda
o 'Celebrating our Magic’ Native LGBTQ2S

o CDC Racial and Ethnic Disparities Continue in
Pregnancy-Related Deaths

o Tapping Tribal Wisdom: Providing Collaborative Care

for Native Pregnant Women With Substance Use
Disorders and Their Infants

WEBSITES

o

o

o

Area IHS offices

Area Indian Health Boards

Tribal Epidemiology Centers

State-Tribal Liaisons and Departments

Tribal IRBs, if needed

IHS Maternal Morbidity and Mortality

Healthy Native Youth

We R Native

Find IHS Clinics (including Behavioral Health Services)

Strategies for Effectively Working with American Indian
and Alaskan Native (AI/AN) Communities

Best Practices in American Indian & Alaska Native Public Health
Healthy Native Babies Project
Association for American Indian Physicians

PILAMAYAYE

Vanessa Tibbitts (Oglala Lakota)

Program Leader
American Indian Public Health

Resource Center
Department of Public Health
College of Health Professions
North Dakota State University

vanessa.tibbitts@ndsu.edu

www.ndsu.edu/centers/american_indian_health/

AHEHEFE’

Hannabah Blue (Diné)

Consultant
JSI Research & Training
Institute, Inc.

hannabah_blue@jsi.com

WWW.]SI.COMm
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mailto:vanessa.tibbitts@ndsu.edu
https://www.ndsu.edu/centers/american_indian_health/
mailto:hannabah_blue@jsi.com
https://www.ndsu.edu/centers/american_indian_health/

AAMC Health Equity Research and Policy

Part One: Context Past & Present
Thursday May 14. 2020 This series highlights the

unique role of academic
1:30-2:30 p.m. ET medicin(j—:‘ in the fight for maternal
health justice and features
physicians, community leaders,
and researchers who are
committed to eliminating

Part Three: Immigrant Maternal NegUiee

Health Equit
Wednesday, June 24, 2020
1:30-2:30 p.m. ET LEARN MORE

Thank you

healthequityresearch@aamc.org

"
©2020 AAMC. May not be reproduced without permission. e A A M C
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https://www.aamc.org/what-we-do/mission-areas/medical-research/health-equity/training-opportunities

© 2019 AAMC. May not be reprod

d without permission.

'3
CAAMC

Tomorrow’s Doctors, Tomorrow’s Cures
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