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Agenda

Presentations
SC Maternal Mortality Review Committee Overview & Update
Current Statewide Maternal Health Initiatives: Opportunities for Alignment

Panel Discussion
 Community Birth Workers in Clinical Settings
MHI Supported Projects
Lunch Break
Breakout Sessions
 Workgroup Meetings
Report Out
Next Steps/Adjourn



Housekeeping
• The Chatham House Rule

"When a meeting, or part thereof, is held under the 
Chatham House Rule, participants are free to use the 
information received, but neither the identity nor the 

affiliation of the speaker(s), nor that of any other 
participant, may be revealed.”

• Share the information, but not who said it

• Keep names and affiliations private

• Encourages open and honest discussion



Icebreaker

What’s the first thing 
you’re excited to do in 
warmer weather? 



SC Maternal Mortality & 
Morbidity Review Committee 

2025 Legislative Brief  Overview



Maternal Morbidity and Mortality 
Review Committee Update

Nicholas Resciniti, PhD

Kimberly Jenkins, BSN, RN



What is the South Carolina Maternal 
Morbidity and Mortality Review 
Committee (SCMMMRC)

• Legislatively mandated (2016 44-1-310).

• Statewide and multidisciplinary membership.
• Scope: deaths that occur during pregnancy or within 365 

days.

• Goals: Identify the number of pregnancy-related deaths, 
identify trends and make actionable recommendations 
for prevention.

• Vision: Eliminate preventable pregnancy-related deaths, 
reduce maternal morbidities and improve population 
health for women of reproductive age in South Carolina.

• Reviewing Cohort 2022.

• Annual legislative brief published every March.
• Fall 2024 DPH was awarded a 5-year cooperative 

agreement by the CDC.



Pregnancy-associated death:

• A death during or within one year of pregnancy 
irrespective of cause.

Pregnancy-related death:

• A death while pregnant 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 
death:

• A death during or within one year of the end of 
pregnancy from a cause that is not related to 
pregnancy.

To determine whether a pregnancy-associated death is 
related to pregnancy it can be helpful to ask the following 

question:
If she had not been pregnant, would she have died?



Pregnancy-related deaths vs total deaths 
reviewed by the SCMMMRC
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SCMMMRC Addresses Six Key Questions for 
Each Pregnancy- Related Death

1. Was the death pregnancy-related?

2. What was the cause of death?

3. Was the death preventable?

4. What are the critical contributing factors?

5. What are the recommendations and actions that address 
those contributing factors?

6. What is the anticipated impact of those actions if 
implemented?



Review: Pregnancy-Related Determination 

Pregnancy-related death:
A death 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

If she had 
not been 
pregnant, 
would she 
have died?





Review: Cause of Death (PMSS-MM codes)

Underlying cause refers to the disease 
or injury that initiated the chain of 
events leading to death or the 
circumstances of the accident or 
violence which produced the fatal 
injury. 



PMSS-MM Codes for Reference



Review: Committee Determinations on Circumstances
Surrounding Death

The checkboxes refer to the woman’s 
own experience, not the broader 
context surrounding her death. 



Review: Committee Determination on Discrimination

This checkbox refers to discrimination.* 
Discrimination is treating someone less or more 
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. (Smedley et al, 2003 and Dr. 
Rachel Hardeman)

Family Interviews often provide insight regarding 

discrimination determinability. 







Preventability 

Sourced from: Berg CJ, Harper MA, Atkinson SM, Bell EA, Brown HL, Hage ML, et al. Preventability of pregnancy-related deaths: results of a state-wide review. Obstet Gynecol 
2005;106:1228–34. 

Preventability
A death is considered preventable if the 
committee determines that there was at 
least some chance of the death being 
averted by one or more reasonable 
changes to patient, family, provider, 
facility, system and/or community factors.



Levels of Prevention



Contributing Factors

1. Access/financial          15. Law Enforcement  

2. Adherence           16. Legal

3. Assessment                    17. Mental health conditions

4. Chronic disease          18. Outreach

5. Clinical skill/quality of care         19. Policies/procedures

6. Communication                    20. Referral

7. Continuity of care/care coordination      21. Social support/isolation

8. Cultural/religious           22. Structural racism

9. Delay             23. Substance use disorder

10. Discrimination            24. Tobacco use

11. Environmental           25. Trauma

12. Equipment/technology          26. Unstable housing

13. Interpersonal racism           27. Violence

14. Knowledge            28. Other 



Specific and Actionable Recommendations

WHO is the 

entity/agency who 

would have been/be 

responsible for the 

intervention?*

WHAT is the 

intervention and 

WHERE is the 

intervention point?*

o Patient/Family
o Provider
o Facility
o System
o Community

WHEN is the proposed intervention point?
• Among women of reproductive age 

(“preconception”)
• In pregnancy and in the postpartum period

o Labor & Delivery (L&D)
o Prior to L&D hospitalization discharge
o First 6 weeks postpartum
o 42-365 days postpartum

*Enter recommendation at the relevant level (Patient/Family, Provider, Facility, System, Community).

Sourced from: MMRIA Facilitation Guide

______ should _________     ________.

 (who?)       (do what?)      (when?) 



Data that Fuels Action



SCMMMRC Data



Pregnancy-Related Mortality Rate, South 
Carolina and United States
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Pregnancy-Related Morality Rate, by Year
Rate per 100,000 live births

35.3

38.6

32.3

47.2

2018 2019 2020 2021

2021 Data Note
Cases Reviewed 88
Pregnancy-
Related Deaths 27                                                                           
Live Births 57,179
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Trend in Pregnancy-Related Mortality 
Rate, by Race and Ethnicity
Rate per 100,000 live births



Pregnancy-Related Mortality Rate, Race 
and Ethnicity, 2018-2021
Rate per 100,000 live births



Leading Causes of Pregnancy-Related Deaths
Percent of pregnancy-related deaths; 2018-2021



Circumstances of Pregnancy-Related 
Deaths
Percent of pregnancy-related deaths, 2018-2021

Discrimination
The possibility of discrimination 

is described as treating 
someone less or more 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. Discrimination 
was recognized as the 

contributing factor in almost one 
third of the pregnancy-related 

deaths reviewed.



Timing of Pregnancy-Related 
Deaths
Percent of pregnancy-related deaths; 2018-2021

While 
Pregnant

Day of 
Delivery

1 – 6 
Days

7-42 
Days

43 Days 
to 1 Year



Preventability of Pregnancy-
Related Deaths
Percent of pregnancy-related deaths; 2018-2021



Pregnancy-Related Mortality Rate, 
by Urban and Rural Designation
Rate per 100,000 live births; 2018-2021



Pregnancy-Related Mortality 
Rate, by Age
Rate per 100,000 live births, 2018-2021



Pregnancy-Related Deaths, by Payor 
Source
Percent of pregnancy-related death and live births, 2018-2021



SCMMMRC recommendations 
to improve maternal outcomes
System Level: 
• All women should have access to maternity care regardless of where 

they live and their ability to pay for care. 
• All pregnant and post-partum women should receive healthcare that is 

respectful, non-judgmental, and non-biased and considers their cultural 
differences. 

• SC should adopt an access to treatment model versus a punitive model 
for pregnant women who have a substance use disorder. 

• SC should promote fair treatment of women with substance use 
disorder; it should be de-stigmatized and given the same consideration 
as a medical diagnosis. 

• Case management and nurse navigators should be utilized for care 
coordination to assist pregnant women with complex medical 
conditions, including mental health conditions and substance use

 disorder.



Facility Level: 
• Facilities should implement maternal safety bundles and use these 

tools to adopt standards of care. 
• Drug and alcohol screenings should be required at facilities for 

women who received no prenatal care or have a history of 
substance use disorder. 

• Additionally, facilities should require Emergency Room physicians 
and personnel to participate in training on the appropriate care of 
pregnant and post-partum women.

Provider Level: 
• Providers should advise pregnant and post-partum women on the 

benefits of the COVID-19 and all recommendation vaccines. 
• For pregnant women with moderate to severe COVID- 19 

infection, providers should consider the administration of 
monoclonal antibodies. 

• Providers should screen and refer pregnant and post-partum 
women who screen positive for substance use or mental health 
conditions to the appropriate services for treatment. 



Community Level: 

• South Carolina communities should provide community 
outreach to include education about Urgent Maternal 
Warning Signs.

• South Carolina should have community-wide education, 
resources, and information about substance use disorder 
available to pregnant and post partum women and their 
families. 

Patient and Family Level: 

• Pregnant women should follow of the American College of 
Obstetricians and Gynecologists and Society for Fetal 
Medicine recommendations that the Covid-19 vaccination is 
safe in any trimester. 



Thank you! Questions?

Contact Info:
Nicholas Resciniti  rescinnv@dph.sc.gov
Kimberly Jenkins    jenkinka@dph.sc.gov

mailto:rescinnv@dph.sc.gov
mailto:jenkinka@dph.sc.gov


Concurrent Maternal Health 
Initiatives

SC DPH Title V
Institute of  Medicine & Public Health







Panel Discussion

Community Birth Workers in 
Clinical Settings



Panel Discussion: Community Birth 
Workers in Clinical Settings

• This panel will explore the evolving role of 
community-based maternal health workers, 
examine barriers to integration, and discuss 
strategies to foster stronger partnerships 
between clinical and community providers.



Participants
Jeffery Hall, MD

Clinical Professor of Family & Preventive Medicine

University of South Carolina

Keisha Lockhart, DNP, CMN

Primary Care Pediatric Nurse Practitioner and Nurse Midwife, 
Founder & Owner

AfterBirth, LLC

Sara Covington-Kolb, CCHW, MSPH, MSW

Program Impact Manager
Center for Community Health Alignment 

Symon’e Johnson

Certified Holistic Doula, Founder & Owner
Pamoja Partnership

Rho Sims

Community Organizer
Black Maternal Health Collective & Preeclampsia Foundation

Stormi Harmon
Certified Holistic Doula & Doula Trainer, Founder & Owner

Set Apart Collective



Panel Discussion

Community Birth Workers in 
Clinical Settings



Partners in Innovation

An Overview of Projects Supported by MHI



MHI Supported Projects

SCMMMRC Nurse Abstractors

South Carolina State University
Mommy’s Café

Unite South Carolina

Project ECHO



MHI Supported Projects

SIMCoach Expansion to emergency departments and 
non-birthing hospitals

Prisma Health Clinical 
Consultant

Low fidelity, simulation-based curriculum

Virtual training opportunities for rural 
providers

USC MCH Catalyst Student Internships



Maternal Health Resource Hub
AI Chat Box Integration

Localized Data

Empowerment & Literacy

USC College of Engineering and Computing

Alliance for Innovation Community Care Initiative (AIM CCI)

University of  South Carolina’s 

Institute for Families in Society (IFS) 



Institute for Families in Society

SIMCoach Evaluation

USC Patient Engagement Studio Perinatal Advisory Council

Small Grants Program



Break



Chat 
Question

If you could instantly 
master one skill, what 
would it be and why? 



Breakout Sessions: Workgroups

Data Collection, 
Analysis, & Distribution Service Delivery

Workforce 
Development

Empowerment & 
Literacy



Next Steps

•Post Meeting Survey

•Next Meetings
•Workgroups

• May 2025

•MHTF 
• June 17, 2025

https://redcap.link/scmhic3

https://urldefense.com/v3/__https:/redcap.link/scmhic3__;!!GpFojh-4Mw!Jn-lorp4qtn6mAiw3r3LOAzTP2QYN8uWJZ61v-Iyr_2zceCTuH20JAd1X2k-FN64eNKvg1rSz0wuPSx9_r1vVUHf$


THANK YOU!
KRISTEN SHEALY

SHEALYKH@DPH.SC.GOV

LADREA WILLIAMS-BRIGGS 

WILLIALS@DPH.SC.GOV

ANA LÓPEZ - DE FEDE

ADEFEDE@MAILBOX.SC.EDU

SARAH GAREAU

GAREAU@MAILBOX.SC.EDU
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