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, the US has made no progress towarad
'mevjm the goal of 3.3 maternal deaths per
IOO 0jo) Olive births overall, & 5.0 maternal deaths
PEr O 000! live births among African American
= omen

-:—--_,...- —

== rThe current overall maternal mortality ratio Is
11.5 with an increased risk of a pregnancy-
related death for African American women, older
women, and women with no prenatal care eegeta

2003)



SNllinBIsThias faced similar disappointing trends in
fﬂclf*:;‘fﬂrr mortallty

e /w 1982 1996 the overall maternal
[YRE ty ratie was /7.5 / 100,000 live births

.____,' SVelt ’e“rnal mortality ratio for African American
== {W(_)men was 21.3 / 100,000 live births compared
~ to 4.3 for white women

e The black to white ratio of 5.0 was one of the
highest in the nation @mwr, june 1999)

<




., pregnancy-related mortality

ce IS a state responsibility, altheugh
genues do provide national data &
Ace in coordinating activities in this area

= J; rocess for the identification, evaluation &
mparlson of maternal deaths across the US
has been constrained by:

— a lack of uniformity in definitions

— reporting reguirements

— evaluation mechanisms among the individual States &
CDC’s NCHS
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SEEKIC nd--n,.! ‘J’

> |n L9925 [B)glsilagle emented a data
eol|Ection effort which moved beyond vital
[ECoNds reporting for the analysis of
gidternal deaths

_--;_-'.-,'_'; _éternal Mortality Review Form (MMRFE) with

e
.-.-":_'_.-..
—

~ more detailed information about the death as

well as a mandated review process within the
Perinatal Center

— No data base or dissemination effort



Ir) 999 el rg]]mbgm"r'\ affort gaiywean ige b C.

BiFSEésthe SOC hegan to address data collection &
galysisiissues including:

— m'rrloJ].n:I] 10} appropriate: methods for categorizing & reporting
ff]s'[:—‘ al deaths

— dlng the surveillance of maternal death past 90 days after

_ .._'-.; rmmatlon ofi pregnancy
——_Modlfylng the data collection form used to summarize each

.-i"-r_.-

~—  maternal death to include additional significant data elements

2 'ﬁ_-
e —

- — Developing a uniform database

: — Analyzing & disseminating information for use by the perinatal
system and the public

— Implementing a State Maternal Death Committee to review
cases from a Statewide prospective in order to examine patterns
of preventable causes

DPH.,



C ange Was achieved so that deaths occurring
ro wa Who were pregnant within the past year
must be reported

S *** new expanded data collection form has been
= implemented

— _-F_-:"...——

=

-~ — Data entry and storage in an electronic database

- — A Maternal Mortality Review Committee (MMRC) was
nitiated in August of 2001, meets quarterly &
routinely’ carries out case reviews

e ]st case review was Oct, 2001
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VIVIRCHIS AN EXPENT COmImItiee Wil
metennal deaths in the state from across the 10
ogr]na‘tal;

- Hrogaﬂa are conducted under the protection
~ Ot the llinois Administrative Code, Chapter 1:
“Part 657

- —5'The discussions & findings of the MMRC
Committee are protected from discovery

and use In legal procedures
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]\/]gmgeb W] m\ HGENINaHGUS aspectS off
rhmg_gn medicine and puklic healthi mcluding:

=REpresentatives from: IDPH
P 1:a proegram, and policy members

=HIRE aresentative from the Chicago Department of
s ubljc iHealth

= 2 -4 Directors of Maternal Fetal Medicine Divisions

— _,_-l""
N

e _C)bstetrlc:lan representing ACOG

~ = Pathologist
— 3 Perinatal Network Administrators
— Midwife
— Nurse

— MCH Academic from a SPH versed in principles of
epidemiology and /or public policy
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IME MIMRE aCts as a scient IC as'well asra pulic
heeJE [IN9EdY/ Lo IAsure that the appropriate cause
O clee FF nad been determined

e 1 he nmittee has 4 main responsibilities:
= ewew selected maternal death events
== = Review aggregate statistical reports regarding

gl —
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——  maternal deaths to determine:

E o
=
e —
=
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: - * possible trends or clusters of events
® uniformity of the case review process through out the State

— Make recommendations for improvement to
appropriate public health & professional institutions

— Work with the IDPH to insure state wide
dissemination of findings
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SEOET O

IME [0le Of I\/IRC IS 10 examine medical and technical
ZS[ECISIO]; the care for women who have died but most
Jmoomgu gulyAtoNdentiify patterns ofi these adverse
c8 jzcjgr s and address non-medical and system-
rale uf- Miactors that may have contributed to a
—m:,' SYnalldeath

;T he MMRC may come to a consensus that the cause of

- death is different than the one determined at the initial
joint review: &/or determine that a different disposition
should be assigned

® The scope of the work could be expanded to include
cases of near-miss or life-threatening morbidity



> Al ?any ielated deaths
- All g nf tlally avolidable deaths

'\LJ: etworks are sampled in proportion to the
=== Aumber: of deaths that occurred in the region

:ff These cases can be pregnancy related OR pregnancy
~ associated

e All'cases requested for review by a Perinatal
Center
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Effective in Improving

— [

] / atterns off these adverse outcomes
4}? bility

5 _ress medical, non-medical & system-related
: actors that may have contributed to a maternal
— “death

“® Feedback & recommendations

® Policy and procedural issues
— Legal Issues
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e,wmr fatermalvmertalitv review data

from 1994 2001

el szlc_I_ Hever been systematically analyzed
Dzliel ."'to gain insight into data quality Issues &
PIBVICEristorical perspective on maternal mortality in
1iine S as the State moves toward more sophisticated
-—;-1-#,_=p : ernal mortality surveillance

= o -Report flocused on 4 areas:
- — Assessing data quality
— Preliminary analysis, including trends over time
— Making recommendations regarding the usefulness of the data

— Making recommendations for data collection & analysis in the
future
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> Daiizlie|Ufl y Was considered along twoe
rIJmeruF

=GO o etlon ofi reviews forms was relatively.
~ low -& differential inclusion of certain factors

= 4 e. d., geographic region, race / ethnicity, maternal
___,-—_:.;_'i:-__ - age

—
e =

— |Incomplete & missing data elements
®e.g., education, ICD-9 coding



Tendations: NexisSteps ™

SREEVISENVIIVIRSTerm

Werkawith the state for more timely access to
Edicalecords

2 LL@ |onal training (e.g., ICD-9 coding)

*'-' “The data guality issues are critically important,

' 'j but even with the highest quality data for
maternal death cases (the numerator) it will not

e poessible to conduct a full analysis without

access to birth cohort data (the denominator)
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. r/opa u Jnstitutions
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' reventablllty

_ — Patient

— System/Facility
— Provider

i
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PIE/EUImenany Emoolr

Stherihremboembolic Events
= U'_r_erme_ ﬂpture
2 :)8*___ hOCk

_.f_x Ami niotic Fluid Emboll

: f."‘]'mracranlal Hemorrhage

e Anoxic Encephalopathy

® Hemorrhage

s Homicide/Suicide/Motor Vehicle Accidents



PISpPESItIoN of I\/Iortaﬁty: 1SS
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2Biated to Prever -ablllty-.

»> Not AValelzigfe

undeternmir ed

REOLENT rth ‘Avoidable (Must include a plan of action)
— By rm_ @rtum intrapartum or postpartum factors
_ PNC si

= Hos 1taﬂ of delivery

e © nspltal of death

= _:- Emergency room

__ﬁ._.—

"_-

=

= Provider
T = = PNC
' * Delivery
® Post partum
— Patient

— Systems
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Brayentabiiit |ssu‘58%
Viliiple e\7-l§!-_-.

HOVIMEE Knowledge
— Lelgg rr roper fisk assessment (failure to 1D

MERLASK)

&=120 q_Sf pasic assessment of vital signs
_r_lx_,:e}ay In: care

' — Inadeguate or non-existent documentation
— Incomplete/inappropriate management

— Deficit in' knowledge/training
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A proprate Consultation
’jmn equate policies based on accepted standards of
ore cer

Con ﬁllance ISSues (ambulatory care centers)

== [ ack of'police, ambulance and paramedic records

B e, S <
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____- “[Lack of autopsy performance and/or report as there is often no

jfc;?,- criteria for when an autopsy is indicated in a maternal death
———CaSse

— Inadeguate oversight of obstetric procedures by the Perinatal
System

— Inspection of equipment and assessment of procedures for
emergency response is monitored for Obstetric cases

i—-
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IMPIEMERE @Uality Improvement policies & procedures
=E51alolISh & enfiorce standards reflective of IDPH/JCAHO
fee Ju]rerr BALS
- OmOFa ensive site visit by Perinatal Center
- rIQ_ﬁ tall review of Obstetric documentation
==rApp ropriate Consultation for high risk
— = Peer Review
= 'fObstetrlcs Morbidity/Mortality Reviews
~ ® Review of physician privileges
e Ambulatory Facility Site Visits

® |mproved access to police, paramedic & ambulance
reports
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> Pollgy ri_rl( pProeceduraliissues
— Wor; mc vithin' a bureaucracy

'rer} lo] of data

__ entlallty

(j I issues regarding release of information
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ermg terlevell off awareness across the
jielie *multlple stakeholders

he _:.WlII happen through multiple
MRC is one part of that effort
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