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Objectives

At the end of the session, participants will be able to:

 Understand the importance of maternal mortality reviews as a 

means of identifying underlying causes of maternal death

 Discuss what is being done at a national level to decrease maternal 

mortality

 Learn how New Mexico is reviewing maternal deaths and 

preliminary findings and recommendations that have come out of 

the review process

 Recognize the importance of maternal mortality reviews as a 

means of examining disparities to inform prevention strategies and 

to improve maternal health inequities



Background



700
Each year in the U.S., about 700 women die as a 

result of pregnancy complications 

Every Maternal Death is a Tragedy 

Sourced from: https://www.cdc.gov/reproductivehealth/maternal-mortality/pregnancy-mortality-surveillance-system.htm

https://www.cdc.gov/reproductivehealth/maternal-mortality/pregnancy-mortality-surveillance-system.htm


National Data Sources

2 main sources for 
national estimates of 
maternal mortality 
(through CDC): 

 National Center for 
Health Statistics 
(NCHS): birth, 
deaths

 Pregnancy Mortality 
Surveillance System 
(PMSS): cause of 
death state 
reporting



Pregnancy-associated death: 
 The death of a woman while pregnant or within one year of the 

end of pregnancy, irrespective of cause.

Pregnancy-related death:
 The death of a woman 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.

Sourced from: MMRIA Facilitation Guide and Review to Action https://reviewtoaction.org/content/mmria-committee-

facilitation-guide

Graphic from: South Dakota Department of Health https://doh.sd.gov/statistics/maternalmortality.aspx

Pregnancy-associated but NOT related death:
 The death of a woman during pregnancy or within on year 

of the end of pregnancy from a cause that is not related to 

pregnancy.

Definitions

https://reviewtoaction.org/content/mmria-committee-facilitation-guide
https://doh.sd.gov/statistics/maternalmortality.aspx


U.S. Pregnancy-Related Mortality,1999-2015 

(PMSS)

Sourced from: https://www.cdc.gov/reproductivehealth/maternal-mortality/pregnancy-mortality-surveillance-system.htm

https://www.cdc.gov/reproductivehealth/maternal-mortality/pregnancy-mortality-surveillance-system.htm


Native American/Alaska Native and Black Women 
2-3 Times higher prevalence of Pregnancy-Related  

Deaths (compared to White)

Sourced from: https://www.cdc.gov/reproductivehealth/maternal-mortality/pregnancy-mortality-surveillance-system.htm, and 

Petersen, EE et al. Racial/Ethnic Disparities in Pregnancy-Related Deaths-United States, 2007 - 2016

https://www.cdc.gov/reproductivehealth/maternal-mortality/pregnancy-mortality-surveillance-system.htm


Pregnancy-Related Mortality Ratios by 

Educational Attainment, 2007-2016



Pregnancy-related deaths by age, U.S.

2007-2016

Source: CDC website: https://www.cdc.gov/reproductivehealth/maternal-mortality/disparities-pregnancy-related-

deaths/infographic.html

https://www.cdc.gov/reproductivehealth/maternal-mortality/disparities-pregnancy-related-deaths/infographic.html


Rural Disparities: 9% greater probability of severe maternal 

morbidity and mortality, compared with urban residence



National 

Response



What is the CDC Doing to support states?
 National pregnancy-related mortality surveillance to better understand the risk factors for 

and causes of pregnancy-related deaths in the United States. Findings are released regularly 

in the scientific literature and on the CDC Web site.

 Enhancing Reviews and Surveillance to Eliminate Maternal Mortality (ERASE MM) supports 

agencies and organizations that coordinate and manage Maternal Mortality Review 

Committees to identify, review, and characterize maternal deaths; and identify prevention 

opportunities.

 Perinatal quality collaboratives (PQCs) are state or multi-state networks of teams working 

to improve the quality of care for mothers and babies. PQC members identify health care 

processes that need to be improved and use the best available methods to make changes as 

quickly as possible.

 CDC Levels of Care Assessment Tool (CDC LOCATe) is a survey tool to help states and other 

jurisdictions create standardized assessments of levels of maternal and neonatal care.

https://www.cdc.gov/reproductivehealth/maternalinfanthealth/pmss.html
https://www.cdc.gov/reproductivehealth/maternal-mortality/erase-mm/index.html
https://www.cdc.gov/reproductivehealth/maternal-mortality/erase-mm/index.html
https://www.cdc.gov/reproductivehealth/maternalinfanthealth/pqc.htm
https://www.cdc.gov/reproductivehealth/maternalinfanthealth/cdc-locate/index.html


Maternal Mortality Review Committees (MMRCs) rely on 

multiple information sources



Maternal Mortality Review…

IS
Ongoing anonymous and 

confidential process of data 

collection, analysis, 

interpretation and action

Systematic process guided 

by policies, statutes, rules, 

etc.

Intended to move from data 

collection to prevention 

activities

IS NOT
A mechanism for assigning 

blame or responsibility for any 

death

A research study

Peer review

An institutional review

A substitute for existing 

mortality and morbidity 

inquiries

Source: Berg, C., Danel, I., Atrash H., Zane, S. Bartlett, L. (Eds.). Strategies to reduce pregnancy-related deaths:  From identification 

and review to action.  Atlanta:  Centers for Disease Control and Prevention; 2001



Enhancing Reviews and Surveillance to 

Eliminate Maternal Mortality (ERASE MM)

 Support for MMRCs

 CDC has made 24 awards, supporting 25 states

 This funding directly supports agencies and organizations 

that coordinate and manage MMRCs to identify, review, and 

characterize maternal deaths, and identify prevention 

opportunities. 

This activity supports a

nationwide approach to

collecting and sharing

data on maternal

deaths



In 2011, 19 CDC standardized MMRCs operated in the U.S. 

Currently, 47 MMRCs exist in the U.S. 



Tools and Resources for MMRCs

 Maternal Mortality Review Information 

Application (MMRIA, or “Maria”): data system designed to 

facilitate MMRC functions through a common data 

language; brings together data across jurisdictions for a 

comprehensive picture of the problem

 Review to Action: website for promoting best practices in 

maternal mortality review and connects jurisdictions with 

an established MMRC (also a resource for those 

jurisdictions without an MMRC)



Of 47 existing MMRCs, 44 use MMRIA to guide deliberation

From 2018 to present…



Was the death pregnancy-related? 

What was the underlying cause of 

death?

Was the death preventable?

What are the contributing factors to 

the death? 

What specific and feasible actions 

might have changed the course of 

events?

Guiding Questions for Review Committees 

Sourced from: Review to Action (https://reviewtoaction.org/) 

Action
Cycle

https://reviewtoaction.org/






New Mexico



New Mexico’s Maternal Mortality Review History

•1998 - DOH regulations created to establish an MMRC

•1999-2008 – A number of attempts to establish MMRC over the years- some successful but short-lived; 
one rendition put out the seatbelt campaign of the 2000’s

•2015 – Bill introduced in NM Senate to create MMRC with added member protections–> did not get out 
of committee

•2016 – NM MMRC Task Force convened to discuss barriers to a NM MMRC and help to draft bill to 
legislate the need for an MMRC

•2017 – Senate bill introduced by Senator Rodriquez -> passed legislature but vetoed by Governor; 
NMDOH supported the bill in concept, proceeded with development of NM MMRC working off the 1998 
regulations.

•2018 – Official NM MMRC formed with 3 meetings for the year –> reviewed all 2015 deaths

•2019 – Bill passed in Rocket Docket session (could not be done in 2018 short-session)

•2021 – Proposing amendments to fix problems with 2019 statute in the 2021 legislative session



New Mexico MMRC Scope, Mission, and Vision

Scope: 
To review all pregnancy-

associated deaths of 

women with indication of 

pregnancy up to 365 days, 

regardless of cause.

Mission: 
The mission of the New 

Mexico Maternal Mortality 

Review Committee is to 

identify and review 

maternal deaths caused by 

pregnancy complications 

and other factors, to 

identify remediable 

problems contributing to 

maternal deaths, and to 

develop interventions to 

reduce these deaths.

Vision:
To advance the safety and 

well-being of pregnant and 

postpartum women in New 

Mexico by reducing deaths 

from preventable causes



Committee 
Membership



NM Process Flow

Obtain Records



New Mexico Data (2015-2017)

58 maternal deaths occurred in New 

Mexico, 2015-2017

17 pregnancy-related

41 pregnancy-associated, not related

74% of all deaths preventable



Demographic Characteristics, 2015-2017
NM Maternal 

Deaths 

%

NM Births 

% 

Age

<20 12 8

20-29 47 56

30-34 24 23

35+ 17 13

Race/Ethnicity

White 36 28

Hispanic 40 56

American Indian 19 12

Black 3 2

Multiple Races 2 --



Demographic Characteristics (cont’d)

%

Insurance*

Medicaid 86

Private 10

Other 4

Residence location

Rural 55

Urban 45

Parity

0 26

1 23

2+ 51

*72% of NM births covered by Medicaid



Demographic Characteristics (cont’d)
%

Substance use contributed to death*

No 52

Yes/Probably 48

Mental health contributed to death

No 55

Yes/Probably 45

Timing of death related to pregnancy

During pregnancy 24

<43 days postpartum 17

43+ days postpartum 59

*Determined in case review, committee determination



Causes of Maternal Death by 

Pregnancy-Relatedness, 2015-2017 

0% 5% 10% 15% 20% 25% 30%

Unknown

Other medical
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Infection

Embolism

Other injury

Mental Health
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Pregnancy-related

Pregnancy-associated,
not related



New Mexico Data Summary

 New Mexico MMRC highlighted specific common causes of 

death – motor vehicle crashes, mental health, substance use

 Identified multi-faceted prevention recommendations –

patient, provider, hospital, system, community factors

 Future work to focus on:

 Data dissemination and collaboration with key stakeholders

 Implementation/prioritization of effective prevention strategies

 Identification and reduction of disparities; closer examination of 

racism and discrimination

 Utilize current resources such as ECHO/AIM and regulatory groups to 

facilitate coordinated care across the state 



Committee Recommendations

 NM MMRC processing 200+ individual 

recommendations

Consolidated recommendations into categories and 

issue areas

Will then identify priorities and “who” could focus on 

issues

Assign levels: patient/family, provider, hospital, 

systems, community



Issue 

Area:

Clinical Recommendations Access/Delivery Recommendations Community Recommendations

 Blood Products

 Cardiology

 C-section

 Embolism

 Ethics

 Hemorrhage

 Hypertension

 Infection

 Narcotic Prescribing

 Resource Sharing 

(Clinicians)

 Screening

 Unconscious Bias

 Care Coordination

 Domestic Violence

 Electronic Medical Record (EMR) 

Systems

 Emergency Care

 Home Visiting

 Insurance

 Mental Health, Behavioral Health, 

and Substance Use Disorders

 Reproductive Health

 Resource Sharing (at Health Care 

Facilities)

 Rural Care

 Forensics

 Housing

 Incarceration

 Motor Vehicle Safety



Preliminary Recommendations
(not priority list or in specific order)

 Improve motor vehicle safety during pregnancy and postpartum

 Increase mental health and substance use screening and access 

to treatment (including increasing number of behavioral health 

providers and providers trained in opiate replacement therapy)

 Extend pregnancy-related Medicaid coverage for up to 1 year 

postpartum

 Improve coordination of perinatal care and resource sharing 

across health systems

 Increase education to non-obstetric providers (with focus on 

emergency services providers) about identifying and caring for  

pregnant and postpartum women

 Improve access to care and resources in rural areas 



Incorporating an 
Equity Framework

&
Identifying Racism 
and Discrimination



Source: CDC: https://www.cdc.gov/media/releases/2019/p0905-racial-ethnic-disparities-pregnancy-deaths.html



Incorporating an Equity Framework in 

the MMRC: Case example…

“28yo G3P3 Black female, 7 days post partum presents to ED with severe 

headache, nausea, and severe range blood pressures. She is treated with 

oral BP medication and discharged home. Dies of stroke.” 

 Easy to identify gaps/deficits in clinical care and recommend clinical 

management

 Easy to consider and imagine influences of social factors 

 Difficult to identify biases in care, influence of race, economics, social 

background, language barriers, and other social and community factors 

from available data.



Barriers to Addressing Social Factors in 

Review Process

 Emphasis on medical care and management in abstraction and review

 Pursuing ‘proof’ for causes and contributing factors

 Inequities are apparent at the aggregate level, but committee decisions 

look at the individual

 Lack of patient voice, family perspective without in-depth interviews

 Difficult to talk about race, systemic racism, bias, and social inequities 



Questions to focus review of racism and 

related contributing factors
1. Was she at risk of harm from racial bias, poverty, other 

social factors?

2. Were there any protective factors in place for those risks?



Source: Kramer, M & Collier, C. Changing the Conversation: An Equity Framework for Maternal Mortality Review Committees. MUM 2019.

Example from Mississippi







Source: Howell, E. Using MMRIA To Document Discrimination and Racism. 2019 https://reviewtoaction.org/content/using-mmria-document-discrimination-and-racism

https://reviewtoaction.org/content/using-mmria-document-discrimination-and-racism


Identifying Racism and Discrimination as 

Contributing Factors in Pregnancy-Related Deaths



Case Against the Term “Bias”

 “Bias” is a default term -> loses culpability in conversation, while 

“discrimination” is stronger and clearer 

 Terminology needed to be inclusive, but balanced with legacy of 

racism

 In some state MMRCs, racism is rarely discussed, and members are 

unfamiliar with identifying racism or would be uncomfortable calling 

it out if given another option 

 Need to show leadership in describing what is going on in maternal 

care in the U.S. for black/native women, while not assuming all 

discrimination in maternal care is racial (e.g. insurance-type, marital 

status, sexuality, disability, etc.) 

From CDC Dec 2019 presentation by E. Howell: “CDC-MMRIA Bias Working Group”



Contributing Factors











Questions?

Thank you!

Contact us:

Eirian Coronado: eirian.coronado@state.nm.us

Katrina Nardini: knardini@salud.unm.edu

mailto:eirian.coronado@state.nm.us
mailto:knardini@salud.unm.edu

