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Honoring Life and Culture

With this report, we give acknowledgement to the families in Wisconsin who survive infant loss,
promising this work aims to lift and honor survivors and their loved ones. We remember them in this
space. We center this work around the value of life, as we recognize no family should have this
experience, and we give our sincere condolences with respect to their loved ones.

These data represent lives, and with this work we wish to demonstrate the value we have for each
person who was lost too soon. We cherish them with this work. We center ourselves in this time
with love to honor their memory and the beautiful way in which life was given to us.

We give our condolences and consideration to survivors, with the intentional and continual practice
of improving healthy birth outcomes by eliminating racial disparities and prioritizing measurable
change to reach the lives of families.

With this work, we also recognize the value of traditional ways of knowledge. Traditional practices
for healthy pregnancy, birthing, and parenting embrace holistic well-being and community support.
Along with focusing on the body, these practices also promote a healthy mind and spirit. Forced
assimilation prevented traditional practices and caused harm to the health of communities and
families. It is important to ensure that everyone has the opportunity to birth and parent in alignment
with their hopes and cultural identities.

Much of the work to restore traditional practices is being done at the community level. Indigenous
midwives and doulas provide expecting families knowledge and the space for their desired
experiences. Elders are leaders within communities and share their wisdom.

It is important for us to acknowledge that unjust and oppressive systems carry the blame for health
inequities, not individuals. This work aims to understand how to dismantle historical racism in the
health system and establish the action steps required to narrow the gap of birth disparities. We
work towards lowering the rate of loss so that all families experience a healthy birth outcome and
our babies have a happy healthy first birthday.
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Executive Summary

What is PPOR? Periods of risk Age at death

Perinatal Periods of Risk (PPOR) identifies

how many deaths could be avoided if Fetal death Neonatal Post-neonatal

death rates were the same across different 2 24 weeks 0-27 days 28-364 days
groups. Dde:i\)th rates for populations g

impacte inequities are compared to 500-1,499 :
Iowpest obseryed raqtes to better g grams Maternal Health/Prematurity
understand excess deaths. Birthweight

Understanding what causes inequities in rthweig

fetal and infant deaths helps us to focus > 1,500 |Maternal||Newborn|| Infant
prevention efforts. grams Care Care Health

When do excess fetal and infant deaths occur? (2015-2019)

_ 13 Most excess deaths
Excess American occur within the Infant
Indian/Alaska Native Health and Maternal
fetal and infant Health/Prematurity
deaths 3 6 20 periods of risk.

What causes excess deaths within these periods?

birthweigh
. irthweight
SUID ngher é70/
(43%)  Sudden mortality (57%) Both higher rates of
Unexpected (43%) - ]
Infant Death low birthweight and
(SUID) is the higher mortality
- rates among low
Other leading cause of ; - .
causes excess deaths birthweight infants
(57%) within the Infant contribute to excess

deaths within the
Maternal Health/

Note: SUID includes sudden infant death syndrome and Prematurity period.
accidental suffocation or strangulation in bed.

Health period.

How can PPOR findings be used?

The PPOR analysis helped to identify three key prevention areas: SUID, low birthweight, and
mortality among low birthweight infants. Focusing on SUID and low birthweight prevention
may help to reduce excess fetal and infant deaths and inequities impacting American Indian/Alaska
Native communities in Wisconsin. When working to improve health outcomes, it is important to
know that oppressive systems carry the blame for health inequities, not individuals. Prevention
should include efforts that intervene at the systemic level.
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Infant Mortality in Wisconsin

Wisconsin is currently home to 11
federally recognized American
Indian Nations and Brothertown
Nation, a tribe not federally or state
recognized.! American Indian
communities have a vibrant culture
that is an important part of
Wisconsin's history. However, these
communities have experienced, and
continue to experience, systemic
injustices that lead to health
inequities that we see today. It is
important to prioritize and elevate
the health needs of American
Indian communities.

Infant mortality rates have been,
and continue to be, high among
American Indian/Alaska Native
communities in Wisconsin. Since
2011, the mortality rate has been
about 1.4 times higher for
American Indian/Alaska Native
infants compared to the statewide
rate. It is crucial to address and
reduce this longstanding inequity.

We already know the leading
causes of death for American
Indian/Alaska Native infants and
can loosely compare them to the
leading causes of infant death in
Wisconsin statewide. However,
making these crude comparisons of
the top causes of death between
groups is complex and does not
clearly tell us what causes
disparities or how public health can
help reduce them. That is where
Perinatal Periods of Risk (PPOR)
analysis can help.

Infant mortality rate, 2011-2020
Per 1,000 live births

16

American Indian/Alaska Native
12
8 \\\\\\
4 Wisconsin statewide
0

2011-2013 2013-2015 2015-2017 2017-2019

Leading causes of infant death, 2015-2019

American Indian /

Wisconsin statewide Alaska Native

‘Birth defects (21%) ‘ Short gestation or low

birthweight (16%)

Short gestation or low .

birthweight (20%) ‘Bn‘th defects (10%) ‘
Pregnancy complications .

(60/3) i P ‘ ‘Clrculatory (6%) ‘
Unintentional injuries Pregnancy complications
(5%) (4%)

Placenta, cord, membrane Unintentional injuries

(4%) (4%)
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Overview of PPOR

What is PPOR?

Perinatal Periods of Risk (PPOR) is an analysis framework developed by CityMatCH.? Its purpose is
to help us understand what causes inequities in fetal and infant deaths so that we can better focus
prevention efforts.

During the analysis, fetal and infant death rates for populations impacted by inequities are
compared to the lowest observed death rates to better understand excess deaths. Excess deaths are
deaths that could have been avoided if death rates were the same across groups. They are the
result of inequities and are preventable.

The PPOR analysis is split into two phases. The purpose of Phase I is to look at birthweight and age
at death to discover when the most excess deaths occur. Then Phase II is when we dive deeper into
the causes of excess deaths to discover how excess deaths occur.

PPOR is based on the sorting of fetal and infant deaths into one of four periods of risk, as shown
below. The periods differ from each other based on birthweight and age at death.

Age at death
Fetal death Neonatal Post-neonatal
> 24 weeks 0-27 days 28-364 days
[ | |
500-1,499 grams -
(11b. 1 023 Ibs. 4 0z.) Maternal Health/Prematurity
Birthweight —
> 1,500 grams Maternal Newborn Infant
(3 Ibs. 4 0z.) Care Care Health
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Overview of PPOR

Why use PPOR?

Deaths that occur within a period often
share similar characteristics or causes.
Once we understand when the excess
deaths are occurring, we can focus on
factors that impact health within that
period. This is how PPOR findings can
help to focus prevention areas.

To the right are a few examples of
prevention areas that could be focused
on for each period. This is especially
important if we find that many excess
deaths occur within a specific period.

Infant Health period

Focus of this analysis

All individuals included in the analysis were
Wisconsin residents at the time of birth. Infant
race and ethnicity were based upon self-identified
race and ethnicity of the parent who gave birth.

This PPOR analysis aims to better understand the
causes of inequities that impact American
Indian/Alaska Native infants in Wisconsin.

Throughout the PPOR analysis, the comparison
group will consist of infants born to persons who
are non-Hispanic white, were 20 years or older at
the time of birth, and had completed some college
or higher at the time of birth. This population
experiences the lowest observed fetal and infant
mortality rates.

Fetal and infant mortality rates for American
Indian/Alaska Native infants (total rate per 1,000
live births and fetal deaths = 11.0) will be
compared to rates for infants in the comparison
group (total rate = 4.7). Comparing these rates
allows for the understanding of excess deaths that
occur among American Indian/Alaska Native
infants.

If many excess deaths
occur within the:

Maternal Health/
Prematurity period

Maternal Care period

Newborn Care period

then prevention areas
may include:

preconception health,
perinatal care access,
social determinants of health

prenatal care access,
high-risk referral procedures,
obstetrical care access

pediatric surgery,
perinatal management,
neonatal care access

sleep environment,
infant feeding support,
injury prevention programs

Fetal and infant mortality rate,
2015-2019

Per 1,000 live births and fetal deaths

American Indian/
Alaska Native

11.0

Excess

Comparison group: deaths

non-Hispanic white,
age 20+,
13+ years education

4.7
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Phase |

Phase I of PPOR helps us understand which period of risk has the most excess deaths.

The analysis begins with the sorting of fetal and infant deaths into periods of risk for the American
Indian/Alaska Native and comparison populations. Fetal and infant mortality rates (per 1,000 births
and fetal deaths) are calculated for each population and period of risk. The rates for each of the
periods of risk add up to the total fetal and infant mortality rate.

Fetal and infant mortality rate, 2015-2019
Per 1,000 live births and fetal deaths

American Indian/Alaska Native Comparison group
Total rate = 13.7 Total rate = 4.7
3.6 1.7
1.7 1.8 3.9 1.2 0.9 0.8
Using rates allows us to Mortality rates by population and period, 2015-2019

compare health outcomes
between groups. American
Indian/Alaska Native infants
experience higher mortality
rates across all four periods
of risk. The visual @
comparison of rates to the @

right shows that the Infant

Health and Maternal Health/
Prematurity periods have the

greatest difference in rates @
between populations. Q 8

Per 1,000 live births and fetal deaths

@ American Indian/Alaska Native @ Comparison group

The next step is to @ @
mathematically compare
rates to calculate excess
rates and deaths. Maternal
Health/ Maternal Care Newborn Care Infant Health
Prematurity
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Phase |

Fetal and infant mortality rates for the comparison group are subtracted from rates for the American
Indian/Alaska Native population. This results in excess rates, which can be converted into excess

deaths.

Excess mortality rates for American Indian/Alaska Native

population, 2015-2019

Per 1,000 live births and fetal deaths

Total excess rate = 6.3
Total excess deaths = 42

1.9

Excess deaths = 13

0.4

Excess deaths = 3

0.9 3.1

Excess deaths = 6 Excess deaths = 20

From 2015 to 2019, there were 42
total excess deaths to American
Indian/Alaska Native birthing persons.
There were 20 excess deaths that
occurred within the Infant Health
period, more than any other period of
risk. The Infant Health period
accounted for 49% of excess
American Indian/Alaska Native deaths.
Many excess deaths also occurred
within the Maternal Health/
Prematurity period. This period had
13 excess deaths (30%).

Investigating the causes of death
within these two periods of risk may
help us to further focus prevention
areas.

Contribution to excess American Indian/
Alaska Native fetal and infant deaths

Maternal
Infant Health Health/
(49%) Prematurity

(30%)

Maternal Care
(7%)

Newborn Care
(14%)
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Phase Il for Infant Health Period

Phase I identified the Infant Health period as having
the highest number of excess American Indian/Alaska
Native deaths. Phase II will take a closer look at how
deaths occur within the Infant Health period. Death
rates due to different causes will be compared
between the American Indian/Alaska Native and
comparison populations. This comparison allows for the
calculation of excess deaths by cause within this
period. Understanding the cause that accounts for the
greatest number of excess deaths can help to more
narrowly focus prevention efforts.

Reminder
The Infant Health period includes
deaths where:

« Birthweight was greater or equal
to 1,500 grams.

o Age at death was between 28—
364 days.

Causes of death within the Infant Health period were determined by the International Classification
of Diseases 10th Revision (ICD-10) codes listed on the infant death certificate. Causes were grouped
into one of six categories. Go to the Data Notes section for further details on the categorization of

cause of death by ICD-10 codes.

Cause of death categories

« Sudden unexpected infant death (SUID)—includes SUID, sudden infant death syndrome (SIDS),

and accidental suffocation and strangulation in bed
» Infections

 Injuries Infant mortality rates by population and cause
- Birth defects of death, 2015-2019
« Other causes Per 1,000 live births, among deaths within Infant Health period

B American Indian/Alaska Native I Comparison group

Infant death rates are
calculated for each cause
of death category,
capturing only deaths
occurring within the Infant
Health period. These rates
are compared between the
American Indian/Alaska
Native and comparison
populations to calculate
excess rates and deaths.

1.7

SUID Injuries

Wisconsin Perinatal Periods of Risk Analysis, 2015-2019
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Phase Il for Infant Health Period

For each cause of death category, infant

mortality rates for the comparison group Number of excess

are subtracted from rates for the American Cause of death American Indian/
Indian/Alaska Native population to calculate ~ category Alaska Native
excess rates. Excess rates are used to deaths
calculate the number of excess American

Indian/Alaska Native deaths due to each Sudden unexpected 9
cause within the Infant Health period. infant death (SUID)

The leading cause of excess deaths within Iniuries 4
the Infant Health period is SUID with 9 )

excess deaths. SUID accounts for 43% of )

excess Infant Health Period deaths. Infections 2
Prevention efforts should focus on reducing

SUID. These efforts may help to reduce Birth defects 1
excess deaths within the Infant Health

period and overall disparities in infant Other causes 6
mortality.

Contribution to excess American Indian/Alaska
Native deaths within Infant Health Period

Other causes ]
(27%) Reminder
SUID (43%) SUID cause of death
category includes:
o SUID.
Birth defects « SIDS.

o Accidental suffocation
and strangulation in
bed.

(4%)

Infections
(8%)

Injuries
(18%)

Phase II analysis identified sudden unexpected infant death (SUID) as
the largest cause of excess deaths within the Infant Health period.

Wisconsin Perinatal Periods of Risk Analysis, 2015-2019



Phase Il for Maternal Health/Prematurity
Period

Phase I identified the Maternal Health/Prematurity

period as having a high number of excess American Reminder

Indian/Alaska native deaths. Phase II will take a closer

look at how deaths occur within the Maternal Health/ The Maternal Health/Prematurity
Prematurity period. The analysis will examine what period includes deaths where:
contributes more to excess deaths within this period: « Birthweight was 500 to 1,500
low birthweight or mortality among low birthweight grams.

babies. Differentiating the influence of these two causes . Age at death was from 24

can help to focus prevention efforts. gestational weeks through 364

Phase II for the Maternal Health/Prematurity period days.

utilizes the Kitagawa analysis technique (go to the Data

Notes section for further details on the Kitagawa analysis). The analysis will determine if excess
American Indian/Alaska Native deaths within the Maternal Health/Prematurity period are due to
higher rates of low birthweight or higher mortality rates. Both rates of low birthweight and rates of
mortality among very low birthweight babies are compared between the American Indian/Alaska
Native and comparison populations.

Rates of low birthweight by population Infant mortality rates by population
and birthweight, 2015-2019 and birthweight, 2015-2019
Percentage of live births and fetal deaths, among Per 1,000 live births and fetal deaths, among
deaths within Maternal Health/Prematurity period deaths within Maternal Health/Prematurity period

. American Indian/ American Indian/

Alaska Native Alaska Native

0.7
0.5
0.5
0.3
0.3

500-999 grams 1000-1499 grams 500-999 grams 1000-1499 grams

I Comparison group

I Comparison group B

The graph on the left shows us that American Indian/Alaska Native infants are more likely to be
born at a very low birthweight (less than 1,500 grams) than infants in the comparison group. The
graph on the right shows that, among infants born at very low birthweights, American Indian/Alaska
Native infants also experience higher mortality rates compared to infants in the comparison group.

Wisconsin Perinatal Periods of Risk Analysis, 2015-2019 9



Phase Il for Maternal Health/Prematurity
Period

Contribution to excess American Indian/Alaska Native deaths within
Maternal Health/Prematurity period

Does not contribute Contributes to
to excess deaths excess deaths
( \Y4 )
Rates of low 500-999 grams I
birthweight 1000-1499 grams I
Mortality 500-999 grams ]
rates 1000-1499 grams I

-0.4 -0.2 0 0.2 0.4 0.6 0.8 1
Magnitude of contribution

The leading cause of excess deaths within
the Maternal Health/Prematurity period is
having higher rates of very low birthweight

among the American Indian/Alaska Native Higher Higher rates
population. Rates of low birthweight account mortality O.f low .

for 57% of excess Maternal Health/ rates b|rt(r)1we|ght
Prematurity period deaths (7 excess deaths (43%) (57%)

from 2015-2019). Having higher mortality
rates also contributed to excess deaths within
this period, accounting for 6 excess deaths
from 2015-2019 (43%). Prevention efforts
should focus on increasing birthweight and
preventing deaths among low birthweight
infants. These efforts may help to reduce
excess deaths within the Maternal Health/
Prematurity period and overall disparities in
infant mortality.

Phase II analysis identified higher rates of low birthweight and higher
mortality rates among low birthweight infants as contributing to excess
deaths within the Maternal Health/Prematurity period.

Wisconsin Perinatal Periods of Risk Analysis, 2015-2019 10



Using PPOR Findings

The PPOR analysis helped to identify three key prevention areas: SUID, low birthweight, and
mortality among low birthweight infants. Focusing on these areas may help to reduce excess
fetal and infant deaths and inequities impacting American Indian/Alaska Native communities in
Wisconsin.

When working to improve health outcomes, it is important to know that oppressive systems carry
the blame for health inequities, not individuals. Health outcomes, including birth outcomes, are
impacted by racism, discrimination, socioeconomic status, access to care, insurance, housing
security, support systems, and other social determinants of health. Prevention efforts should include
approaches that intervene at the systemic level.

Health outcomes are further impacted by past events. Dr. Maria Yellow Horse Brave Heart defines
historical trauma as the “cumulative emotional and psychological wounding over the lifespan and
across generations, emanating from massive group trauma.” Historical trauma explains how the
harm from traumatic experiences persists for future generations. Present day health outcomes,
including infant mortality, are shaped by past community suffering.

In addition to historical trauma, health outcomes are further impacted by experiences of stress and
discrimination throughout one’s lifetime. Dr. Arline Geronimus defines weathering as the “cumulative
impact or repeated experience with social or economic adversity and political marginalization.”
Researchers have used the weathering hypothesis to explain why there are racial disparities in
perinatal and infant health outcomes.

Inequities in perinatal outcomes are also impacted by a lack of representation in data, research, and
health care settings, as noted by Dr. Katy Kozhimannil.> Data on inequities experienced by American
Indian/Alaska Native communities are not consistently reported as data systems often fail to collect
representative samples.> Community voices and expertise are also often missing from policy-making
settings and the health care workforce.® These systemic factors ultimately impact the resources and
care that American Indian/Alaska Native individuals receive.

It is necessary to recognize past and current systemic harms and their impacts on health. Prevention
efforts to reduce SUID, low birthweight, and mortality among low birthweight babies must be
trauma-informed. They must include voices and
leadership from the communities they are aiming to
help. It is also important to recognize that American
Indian/Alaska Native communities are diverse in their
cultures, needs, and solutions.

The remaining sections of the report explore in depth
how prevention efforts may address SUID, low
birthweight, and mortality among low birthweight
infants for American Indian/Alaska Native
communities.

Wisconsin Perinatal Periods of Risk Analysis, 2015-2019 11



Prevention Area: SUID

Preventing SIDS and SUID for American Indian/Alaska Native babies can help to reduce infant
mortality inequities. In 2022, the American Academy of Pediatrics (AAP) released updated
recommendations to reduce the risk of SUID, including the following:®

Infants should be placed on their backs to sleep for every sleep until one year of age.

Infants should be placed on a firm and flat surface to sleep. The surface should be covered by a
fitted sheet with no other bedding or soft objects. Cradleboards are a culturally appropriate sleep
surface for some families.

Infants should be fed with human milk, when nursing is possible. This may happen in the form of
breastfeeding or chestfeeding. It is recommended that infants are exclusively fed with human
milk for six months, continuing with human milk feeding for one year or longer.

Infants should sleep in parents’ room, close to the parents’ bed, but on a separate surface
designed for infants, ideally for the first six months of life. Many parents choose to bed share or
cosleep due to facilitation of breastfeeding, cultural preferences, or personal beliefs. Although
the AAP does not recommend bed sharing, factors such as being in an adult bed instead of sofa
or armchair, not bed sharing with an infant born preterm, waiting until the infant is at least four
months of age, avoiding heavy blankets or pillows in the bed, avoiding the use of alcohol or
sedative substances, and avoiding smoke exposure during pregnancy or after birth may help to
reduce the risk of SIDS while bed sharing.

The infant’s sleep area should be free from soft objects and loose bedding. Soft objects include
pillows, pillow-like toys, quilts, comforters, mattress toppers, and fur-like materials. Loose
bedding includes blankets and nonfitted sheets. If the infant needs to be kept warm, layers of
clothing or wearable blankets are recommended. Weighted blankets or other weighted
accessories should be avoided.

Infants should be offered a pacifier at nap time and bedtime. However, for breastfed or chestfed
infants, pacifier introduction should be delayed until after feeding is firmly established.

People who are pregnant and infants should avoid smoke and nicotine exposure during
pregnancy and after birth.

People who are pregnant should avoid alcohol, marijuana, opioid, and other substance use
during pregnancy and after birth.

Infants should not be overheated or wear a head covering when indoors beyond the first hours
of life or in the neonatal intensive care unit (NICU).

People who are pregnant should obtain regular prenatal care. Prenatal care provides an
opportunity for parents to be counselled on factors impacting SUID. However, access to prenatal
care is often impacted by social determinants of health.

Other research from the National Institute of Child Health and Human Development identified
poverty, access to care, and low birthweight as other key factors that contribute to racial and ethnic
inequities in SUID.’

The subsequent sections explore these factors and recommendations for Wisconsin communities.

Wisconsin Perinatal Periods of Risk Analysis, 2015-2019 12



Prevention Area: SUID

Unsafe sleep environment and pra

Babies sleeping in an unsafe environment or in
an unsafe way are at increased risk of SUID.
Data tell us that although many American
Indian/Alaska Native babies sleep safely, there
are still opportunities for improvement.

Aligning with recommendations, American
Indian/Alaska Native infants usually sleep in
the same room as their parents and are more
likely to do so than infants in the comparison
group. About nine in 10 American Indian/
Alaska Native infants are also placed to sleep
on their backs only.

American Indian/Alaska Native infants are less
likely to sleep in a crib, bassinet, or pack and
play than comparison group infants. (It is
important to note that this survey question did
not ask about other safe, firm sleeping
surfaces.) They are also more likely to sleep on
an adult mattress or bed. Over half of American
Indian/Alaska Native infants usually sleep with
a loose blanket, and they are less likely to
sleep in a sleeping sack or wearable blanket.
These practices can be improved upon to
reduce the risk of SUID.

While parent education is important to increase
safe sleep practices, it cannot be the only tool
used. From 2016-2019, the majority of
American Indian/Alaska Native birthing parents
were told by a health care provider to place
baby on back to sleep, place baby to sleep in a
crib, and things that should be in bed with the
baby. These parents were more or just as likely
to receive sleep education from a health care
provider as parents in the comparison group.
Other interventions should complement
education to improve safe sleep practices.

ctices

Percent using safe sleep practices for
infants, 2015-2019

. American Indian/

Alaska Native [l Comparison group
Sleeps on back only

Always sleeps alone in
crib

Sleeps in same room

as parents* 68.4

Sleeps in crib, bassinet,
or pack and play**

Sleeps in sleeping sack

or wearable blanket** 51.9

Percent using unsafe sleep practices
for infants, 2016-2019

. American Indian/
Alaska Native

Sleeps on adult
mattress or bed* [l 15.8

I Comparison group

Sleeps on couch, sofa, 1l 11.8
or armchair |l 6.8

Sleeps in infant car
seat or swing

Sleeps with blanket* 59.3

37.3

Sleeps with toys, |l 10.2
cushions, or pillows [l 5.9

Sleeps with bumper [l 11.2
pads [l 12.0

* Significantly higher for American Indian/Alaska Native population at a = 0.05
** Significantly higher for comparison group at a = 0.05

Wisconsin Perinatal Periods of Risk Analysis, 2015—
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Prevention Area: SUID

Smoke exposure during pregnancy and after birth

30.1% of American Indian/Alaska Native birthing parents smoked cigarettes during pregnancy.*

33.2%0 of American Indian/Alaska Native birthing parents lived with someone who smoked

cigarettes at the time of birth.*

31.3% of American Indian/Alaska Native birthing parents smoked cigarettes during the months

following birth.*

Reducing smoke exposure during pregnancy
and after birth can help to reduce the risk of
SUID. American Indian/Alaska Native birthing
parents were more likely to smoke cigarettes
during or after pregnancy or live with someone
who smoked cigarettes than those in the
comparison group.

Among American Indian/Alaska Native birthing
parents who smoked prior to pregnancy, 48.1%
of them quit during pregnancy. There was no
difference between groups in the proportion
who quit during pregnancy. American Indian/
Alaska Native birthing parents were less or just
as likely to report many barriers to quitting
smoking cigarettes during pregnancy. The most
commonly reported barrier to quitting was other
people around them smoking. (Note: Questions
on barriers do not incorporate intention to quit.)

These data point to the need to focus on
reducing cigarette smoking prior to pregnancy.
It is also important to ensure people who are
pregnant have options to reduce their exposure
to secondhand smoke. In order to improve
smoking cessation success, it will be important
for prevention efforts to focus on barriers to
quitting listed to the right. Interventions should
also be culturally appropriate and honor
relationships with traditional tobacco.

(2015-2019)

Percent reported barriers to quitting

smoking cigarettes during pregnancy,

2016-2019

Among those who smoked during three months

before pregnancy

. American Indian/
Alaska Native

Other people smoking 9

Cravings for
cigarettes** 77.4

Loss of way to handle
stress

I Comparison group

Lack of support B 14.2
PP

Fear of weight gain B
a9

Cost of medicines to il 11.5
help with quitting [l 18.6

Cost of classes to help M 5.6
with quitting [ 16.3

Worsening depression

* Significantly higher for American Indian/Alaska Native population at a = 0.05

** Significantly higher for comparison group at a = 0.05
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Prevention Area: SUID

Alcohol and substance use during pregnancy and after birth

Reducing alcohol consumption and substance
use during pregnancy and after birth can help
to reduce the risk of SUID. Use during
pregnancy may also increase the risk of
pregnancy loss, birth defects, low birthweight,
and preterm birth.®

Overall, substance use during pregnancy was
uncommon. However, about one in 10
American Indian/Alaska Native birthing parents
reported marijuana use for any reason during
pregnancy, greater than reported use for those
in the comparison group. Also, some American
Indian/Alaska Native birthing parents reported
using prescription pain relievers during
pregnancy for any reason.

The majority of American Indian/Alaska Native
birthing persons were asked about alcohol or
substance use during a prenatal care visit.
Prenatal care may provide an opportunity for
education or for patients to be connected to
treatment, if appropriate. However, to reduce
alcohol and substance use during pregnancy,
preventive strategies should also be prioritized
to address the upstream and root causes of
why the individual began using alcohol and
substances in the first place. Addressing root
causes and systemic factors such as chronic
stress, adverse childhood experiences,
untreated trauma, financial burdens, and
systemic racism—some of which occur years
prior to pregnancy—will be critical to improving
alcohol and substance use.

Percent reported substance use
during pregnancy, 2016-2019
Substance use for any reason

American Indian/
L]

Alaska Native Il Comparison group

Marijuana* B 9.5

B39

Prescription pain [l 9.0
relievers Ml 5.6

11.8
1 0.8

0.0

Methadone

Amphetamines

Cocaine 0.0

Tranquilizers

Hallucinogens

98.6% of American Indian/Alaska Native
birthing parents were asked if they were
using alcohol by a health care provider
during a prenatal care visit.

87.9% of American Indian/Alaska Native
birthing parents were asked if they were
using substances by a health care
provider during a prenatal care visit.
(2016-2019)

* Significantly higher for American Indian/Alaska Native population at a = 0.05

** Significantly higher for comparison group at a = 0.05
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Prevention Area: SUID

Breastfeeding or chestfeeding practices

The American Academy of Pediatrics
recommends breastfeeding or chestfeeding to
reduce the risk of SUID.® (Language note:
“Breastfeeding” is used throughout the rest of
this section to reflect language used in the data
collection systems.)

American Indian/Alaska Native birthing parents
were less likely to breastfeed their infant prior
to hospital discharge or at any time.

Hospitals or birthing facilities may help to
support feeding practices. American Indian/
Alaska Native birthing parents are more likely to
be provided with a breast pump than those in
the comparison group. However, American
Indian/Alaska Native birthing parents are less
likely to be given information on breastfeeding.
Despite the potential for support, American
Indian/Alaska Native birthing parents are less
likely to breastfeed while at the hospital after
birth.

American Indian/Alaska Native birthing parents
received information on breastfeeding from
various sources. The most common source was
their own doctor, with 83.5% receiving
information from this source. Many also
received information from their baby’s doctor, a
lactation specialist, a nurse, a midwife, a doula,
family, or friends. Few American Indian/Alaska
Native birthing parents received breastfeeding
information from a support group or hotline.

These data tell us that strategies for SUID
prevention should include breastfeeding support
services, including within hospital settings, at
home, and at work.

Percent reporting breastfeeding
experiences, 2015-2019

. American Indian/
Alaska Native

Breastfed before
hospital discharge** 89.8

Xk
Ever breastfed 2.1

I Comparison group

Percent who received education or
resources from birthing hospital, 2016
-2019

. American Indian/
Alaska Native

Given information on
breastfeeding**

Staff taught parent
how to feed

Told when to
breastfeed | IEEG—CT

54.7

Given gift pack with
formula

Given breastfeeding
hotline number

I Comparison group

Given breast pump*

* Significantly higher for American Indian/Alaska Native population at a = 0.05

** Significantly higher for comparison group at a = 0.05
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Prevention Area: SUID

Lack of access to quality and culturally appropriate preconception
care

Preconception care, or care that occurs before pregnancy, can help to promote overall health prior
to pregnancy. People should be able to not just access preconception care but also receive care that

is high-quality and culturally appropriate.

During the year before pregnancy, American Indian/Alaska Native birthing parents were just as
likely to have had a regular checkup as those in the comparison group. However, they were less
likely to have had an obstetrics and gynecology (OB/GYN) checkup. Referrals to OB/GYN care prior
to pregnancy may help to improve preconception care access.

Insurance coverage impacts health outcomes, as having health insurance can help facilitate access
to health care. Prior to pregnancy, 12.0% of American Indian/Alaska Native birthing parents did not
have health insurance, nearly twice that of comparison group birthing parents. There was no
significant difference in health insurance coverage between American Indian/Alaska Native and
comparison group birthing parents during pregnancy.

Percent with preconception care,
2016-2019 Percentage without health insurance,

2015-2019

During year before pregnancy

American Indian/
[ ]

. American Indian/
Alaska Native

Alaska Native Bl Comparison group

I Comparison group

Had regular checkup Had no insurance month [l 12.0
before pregnancy before pregnancy* Jj 5.1
Had OB/GYN checkup Had no insurance during || 2.4
before pregnancy** 425 pregnancy | .9

* Significantly higher for American Indian/Alaska Native population at a = 0.05
** Significantly higher for comparison group at a = 0.05
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Prevention Area: SUID

Lack of access to quality and culturally appropriate prenatal care

Percent reported barriers to accessing

4.7%o of American Indian/Alaska Nati
6 o of American Indian/Alaska Native prenatal care, 2016-2019

birthing parents received adequate prenatal

care (based on Kotelchuck index of prenatal Among those who did not receive any prenatal
care adequacy; see Data Notes for further care or did not get care as early as they wanted
details).**

. American Indian/

Alaska Native Bl Comparison group

21.1% of American Indian/Alaska Native
birthing parents did not receive prenatal

care as early as they wanted.* Couldn't get an
(2015-2019) appointment
Was unaware of
pregnancy
Accessing quality prenatal care can he_Ip to Doctor or health plan
prote_ct the health of both pfarent and infant. delayed care
The first prenatal care appointment should occur
during the first trimester along with many Lack of transportation* 23
subsequent appointments during the pregnancy. '
American Indian/Alaska Native birthing parents Wanted to keep [l 16.2
were less likely to receive at least an adequate pregnancy secret 6.4
quantity of prenatal care than parents in the Too busy 1M 16.1
comparison group, based on the Kotelchuck Y 146

classification (see Data Notes). Lack of money or 9.9

About one in five American Indian/Alaska Native insurance [ 17.0

birthing parents reported not receiving prenatal .Didn’t have an 9.9
care as early as they wanted. These parents insurance card [l 7.8
most commonly reported an inability to get a No time off work or [l 9.5
prenatal care appointment, being unaware of school I 8.9
the pregnancy, or having doctors or health plans 0.0
delaying their care as barriers to receiving early No child care ' -
prenatal care. Compared to the comparison _

group, they were much more likely to report a Didn’t want prenatal 0.0

lack of transportation as a barrier to receiving care 3.0

prenatal care as early as they wanted.

* Significantly higher for American Indian/Alaska Native population at a = 0.05
** Significantly higher for comparison group at a = 0.05
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Prevention Area: SUID

Hﬁving accefs to prenata|dcare és notbenﬁuih- Percent reporting satisfaction with
The prenatal care received needs to be high- _

quality, patient-centered, and culturally prena.tal. ‘_:are’ 2015 _2019
appropriate. Among individuals who received prenatal care

. American Indian/

One study interviewed American Indian women :
Alaska Native

. Comparison group
from a Northern Plains Tribe who had at least

one previous pregnancy to better understand e Y
their experiences with prenatal care at Indian ~ Satisfied with wait time
Health Service facilities.® Although it is o

important to note that the study only collected Satisfied with time

information from members of one tribe, it's spent with provider** | INEEEEECEE]
findings could begin to provide insights into the Satisfied with advice

experiences of others. Many of the women provided
reported poor communication impacting their Satisfied with respect

prenatal care experiences and leading to
provider and health system distrust.’ Some
distrust was perpetuated with a lack of
continuity of care and some women seeing different physicians for each appointment.® Ultimately
these communication and institutional issues prevent strong patient-provider relationships.

shown

Increasing diversity of the health care workforce is a key step to opening communication between
patients and providers, thus improving the quality of care. Indigenous people are underrepresented
in the health care workforce, including for perinatal care.® Improving workforce diversity should be a
priority for educational and health care systems, and investment in Indigenous workforce
development programs may be one step.® It is also important that workforce diversity extend
beyoné:l physicians and include midwives, nurses, doulas, counselors, lactation consultants, and
more.

From 2015-2019, many American Indian/Alaska Native
birthing parents were satisfied with the prenatal care
that they received. However, compared to those in the
comparison group, they were less likely to be satisfied
with the amount of time spent with their provider. Both
health care systems and insurance providers should be
held accountable for these factors. The amount of time
a provider spends with a patient is limited by pressures
to be productive and increase patient volume. Such
practices impact care quality and should be addressed.

* Significantly higher for American Indian/Alaska Native population at a = 0.05
** Significantly higher for comparison group at a = 0.05
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Prevention Area: SUID

Lack of access to quality and culturally appropriate postpartum

care

83.4% of American Indian/Alaska Native birthing parents received postpartum care.**

Postpartum care provides an opportunity to
promote parent and infant health following
birth. Most American Indian/Alaska Native
birthing parents receive postpartum care.
However, fewer are able to receive care than
parents in the comparison group.

Among American Indian/Alaska Native birthing
parents who did not receive any postpartum
care, the most common barriers were being
too busy and feeling fine enough to not think
care was needed. Similar to a barrier reported
for accessing prenatal care, some American
Indian/Alaska Native birthing parents said that
they were unab