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Every maternal death is a tragedy

Each year in the U.S., about 700 women die as a result of
pregnancy complications

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

Black and Native women are 2 – 3 times more likely to
die of pregnancy-related causes than white women

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
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Pregnancy-Related Mortality, PMSS, 1999-2015: Not Improving

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

Pregnancy-Related Deaths
Occur Up to a Year from the End of Pregnancy

Sourced from: https://www.cdc.gov/mmwr/volumes/68/wr/mm6835a3.htm?s_cid=mm6835a3_w
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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.

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.

Sourced from: MMRIA Facilitation Guide and Review to Action https://reviewtoaction.org/content/mmria-committee-facilitation-guide
Graphic sourced from: South Dakota DoH https://doh.sd.gov/statistics/maternalmortality.aspx

Impact
Deaths

Near Misses
Severe Maternal
Morbidity

Maternal Morbidity Requiring
Hospitalization
Maternal Morbidity Resulting in
Emergency Department Visit

Maternal Morbidity Resulting in
Primary Care Visit
Sourced from: Building U.S. Capacity to Review and Prevent Maternal Deaths. (2018). Report from nine maternal mortality review committees.
http://reviewtoaction.org/Report_from_Nine_MMRCs
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Eliminate
preventable
maternal deaths

Impact
Deaths

Reduce
maternal
morbidity

Near Misses
Severe Maternal
Morbidity

Maternal Morbidity Requiring
Hospitalization

Improve
population
health of
women

Maternal Morbidity Resulting in
Emergency Department Visit

Maternal Morbidity Resulting in
Primary Care Visit
Sourced from: Building U.S. Capacity to Review and Prevent Maternal Deaths. (2018). Report from nine maternal mortality review committees.
http://reviewtoaction.org/Report_from_Nine_MMRCs

The Role of the MMRC
CDC – National Center
for Health Statistics
(NCHS)

CDC – Pregnancy Mortality
Surveillance System (PMSS)

Maternal Mortality Review Committees

Data Source

Death certificates

Death certificates linked to
fetal death and birth
certificates

Death certificates linked to fetal death
and birth certificates, medical records,
social service records, autopsy,
informant interviews…

Time Frame

During pregnancy – 42
days

During pregnancy – 365 days

During pregnancy – 365 days

Source of
Classification

ICD-10 codes

Medical epidemiologists (PMSSMM)

Multidisciplinary committees

Show national trends
and provide a basis for
international
comparison

Analyze clinical factors
associated with deaths, publish
information that may lead to
prevention strategies

Understand medical and non-medical
contributors to deaths, prioritize
interventions that effectively reduce
maternal deaths

Purpose

Sourced from: St Pierre A, Zaharatos .J., Goodman D, Callaghan W.M., Challenges and opportunities in identifying, reviewing, and preventing
maternal deaths. Obstetrics & Gynecology, 2018. 131(1): p. 138-142.
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Maternal Mortality Review Committees (MMRCs):
The gold standard for data on maternal mortality
• Part of an ongoing quality improvement cycle
• Incorporates multidisciplinary expertise,
typically staffed by/hosted by public health
agency
• Leads to understanding of the drivers of a
maternal death and determination of what
interventions will have the most impact at
patient, provider, facility, system and
community level to prevent future deaths

Action
Cycle

Maternal Mortality Review…

IS

IS NOT

• 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

• 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

Sourced from: 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
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Maternal Mortality Review is a collaborative
partnership between IMS and IDPH
• Iowa Medical Society
• Appoints the committee members
• Sets the date for the meeting and
arranges the meeting logistics.
• Coordinates communication with
committee members
• Assures review of maternal deaths
according to Iowa law and CDC
recommendations.
• Includes the MMRC report in the IMS
annual report and helps disseminate the
committee recommendations.
• Recommends actions to help prevent
further deaths

• Iowa Department of Public Health
• Develops and maintains the data sharing
agreements with vital records
• Requests records and does the data
abstraction
• Enters data into MMRIA
• Assures review of maternal deaths according
to Iowa law and CDC recommendations.
• Does data analysis
• Develops and publishes the MMRC report
• Disseminates results
• Takes action on MMRC recommendations

Iowa MMRC Scope, Mission, and Vision
Scope :

To review all pregnancyassociated deaths of women
with indication of pregnancy up
to 365 days, regardless of
cause.

Mission:

To identify pregnancyassociated deaths, review
those caused by pregnancy
complications and other
associated causes, and
identify the factors
contributing to these
deaths and recommend
public health and clinical
interventions that may
reduce these deaths and
improve systems of care.

Vision:

The Maternal Mortality
review Committee’s vision
is to eliminate preventable
maternal deaths, reduce
maternal morbidities, and
improve population health
for women of reproductive
age.

Sourced from: MMRIA Facilitation Guide https://reviewtoaction.org/content/committee-facilitation-guide
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Committee membership
Organizations

Core Disciplines

Specialty Disciplines

Academic Institutions

Anesthesiology

Cardiology

Behavioral Health Agencies

Family Medicine

State Medical Society

Forensic Pathology

Addiction Counseling

Violence Prevention Agencies

Maternal Fetal Medicine/
Perinatology

Law Enforcement

Nurse Midwifery

Quality/Risk Management

Mental Health Provider

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

Authorities and Protections

• Iowa law, Iowa Code 135.40-42 and Iowa
Administrative Code 641-5, specifically governs
confidentiality and protections from liability for
morbidity and mortality studies, a factor critical to
assuring effective maternal mortality surveillance
efforts.

8

10/14/2020

Action
Cycle

Review Process

Identification of Deaths
• The first task for maternal mortality
review committees is to comprehensively
identify pregnancy-associated deaths.
• Typically, pregnancy-associated deaths
are identified by a Iowa’s Office of Vital
Records
• Vital records (birth and death
certificates) are the primary sources for
identifying pregnancy-associated deaths.

Action
Cycle

Sourced from: Review to Action (https://reviewtoaction.org/)
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Selection of Deaths for Review
• Jurisdictions determine their scope based
on available resources.
• Some jurisdictions may limit to cases
most likely to be causally related to
pregnancy

Action
Cycle

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

Abstraction
Recommended sources for information for
abstraction:
• Vital statistics (death certificates, birth
certificates, fetal death records)
• Prenatal records
• Hospital records (outpatient and inpatient stays)
• Outpatient clinic records: these records may be
from preconception/family planning clinics, or
primary care centers
• Autopsy reports and case findings from hospital,
coroner, or other medical examiner
• Medical transport records

Action
Cycle

Sourced from: Review to Action (https://reviewtoaction.org/)
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Guiding questions for review committees
• 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?

Action
Cycle

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

Specific and Actionable Recommendations
______ should _________

________.

(who?)

(when?)

WHO is the
entity/agency who
would have been/be
responsible for the
intervention?*

(do what?)

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, https://reviewtoaction.org/content/committee-facilitation-guide
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MMRIA OVERVIEW
MMRIA is a data management system designed to house data
necessary for facilitating comprehensive maternal mortality
review.
MMRIA’s 13 Abstraction Forms + 1 Committee Decisions
Form help MMRC members understand the story of a
woman’s life, and the events leading to her death.

PURPOSE of MMRIA data entry
Primary purpose is to serve as a repository of medical and non-clinical information
needed for Maternal Mortality Review Committee case review.
Secondary purpose is to standardize maternal mortality data collection, so that it can be
used for surveillance, monitoring, and research.
MMRIA serves as a one-stop shop for Abstracted and Committee decision data.
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Data from 14 MMRCs (2008-2017)
• Approximately 1 in 3 deaths among women during or within a year of
pregnancy were pregnancy-related.
• Pregnancy-related deaths occurred during pregnancy, delivery, and up to
a year postpartum.
• Leading causes of pregnancy-related deaths varied by race/ethnicity.
• 2 out of 3 deaths were determined to be preventable.

Sourced from: Davis, NL., Smoots AN., Goodman DA. Pregnancy-Related Deaths: Data from 14 U.S. Maternal Mortality Review Committees, 2008-2017
https://www.cdc.gov/reproductivehealth/maternal-mortality/erase-mm/mmr-data-brief.html

Iowa Date from MMRC report
Pregnancy Related - direct

Pregnancy Related indirect

• Hemorrhage- percreta
• Pre-eclampsia

• Cardiac
• Coronary artery dissection
• Drug Overdose
• Homicide (Domestic violence)
• Pulmonary embolism
• Infection
• Suicide

• The most recent Maternal
Mortality Review
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Iowa causes of Pregnancy associated but not related
deaths
Compare 2013 - 2015 to 2016 - 2018

Cause of Death

2016 – 2018
Number of Deaths

Motor Vehicle Accidents

Doubled from previous review

Homicide

Triple the number from previous review

Drug Overdose

Double from previous review

Iowa MMRC report Other key findings
Racial Disparities persist in U.S and in Iowa
• Iowa’s pregnancy-related maternal mortality was 9.4 per 100,000
livebirths overall.
• The rate for non-Hispanic White women was 6.0 per 100,000 for nonHispanic Black women 36.9 per 100,000, for Asian/Pacific Islander
women 23.5 per 100,000 and for Hispanic women 9.7 per 100,000.
o The Black/White ratio is 6.1
o Asian/Pacific Islander/White ratio is 3.9
o Hispanic/White ratio is 1.6
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Iowa MMRC report Other key findings
• Common co-occurring causes of Maternal deaths
•
•
•
•
•

Obesity
Hypertension
Diabetes
Depression
Substance Use

• 56% of the Maternal Deaths were post partum.

Title V MCAH
what is my
role?
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Maternal Mortality: The number of pregnancy-related
deaths for every 100,000 live births
• All maternal health agencies (tier 1 & tier 2)

• Address Health Equity- training and activities
• Distribute educational materials recommended by Iowa’s Maternal Mortality
Review Committee
o Seat Belt Safety Fliers
o Save your Life handouts- use with health education after nurses complete the training
o Suicide prevention- https://yourlifeiowa.org/ ; or National suicide prevention lifeline
1-800-2738255, referral resources https://yourlifeiowa.org/finder/advanced

• Early entry into prenatal care

o Provide presumptive eligibility for pregnant women for Medicaid
o Help pregnant women find a health care provider (CNM, Family Practice Physician or
OB/GYN) that does prenatal care (medical home)
o Help pregnant women find a Dentist (dental home)

Maternal Mortality: The number of pregnancy-related
deaths for every 100,000 live births
• Direct Care – tier 2

• Provide Health education
o
o
o
o

Seat best safety for pregnant post partum women
POST-BIRTH Warning Signs
5-2-1-0 health care provider tool kit pregnancy education
Gestational Diabetes follow up (when appropriate)

• Provide Health Screening and referrals when appropriate
o Depression

o Edinburgh Postnatal Depression Scale (EPDS) for pregnant and postpartum women
o Patient Health Questionnaire- 9 (PHQ-9) not specific for pregnant women

o Domestic Violence – Abuse Assessment Screen (AAS) or 4P’s Plus©

 24/7 Domestic Violence Hotline 1-800-799-7233 ;
 For training, and eduction resources https://www.futureswithoutviolence.org/health/

o Substance Abuse (SBIRT/ 4P’s Plus©) see next slide

• Provide Post partum follow-up
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Substance Use Disorder screening
• Early universal screening, brief intervention (such as engaging the patient in a short
conversation, providing feedback and advice), and referral for treatment (SBIRT) of
pregnant women with OUD improves maternal and infant outcomes according to ACOG.

o Opioid Use and Opioid Use Disorder in Pregnancy. Opinion No. 711. ACOG Committee Opinion on
Obstetric Practice & the American Society of Addiction Medicine. Replace Opinion No. 524, May
2012. Published August 2017.

• Before you begin the screening make a statement like the following:
• Hi, I'm __________, nice to meet you. If it's okay with you, I'd like to ask you a few
questions that will help me give you better medical care. The questions relate to your
experience with alcohol, cigarettes, and other drugs. Some of the substances we'll talk
about are prescribed by a doctor (like pain medications). But I will only record those if you
have taken them for reasons or in doses other than prescribed. I'll also ask you about
illicit or illegal drug use—but only to better diagnose and treat you.
• If the patient declines screening, advise the patient that you respect that decision but
would like to inform her about the potential harms of drug use.

Screening for Substance Use Disorder
• The CRAFFT includes – for children 12-18 year of age
o Administration of the tool
o Brief intervention
o http://ceasar.childrenshospital.org/about-the-crafft/

• Why SBIRT? Because it includes both Recognition (Screening) and Response
(Brief Interventions, Referral to Treatment) – 18 and over
o https://www.thenationalcouncil.org/wpcontent/uploads/2020/08/021518_NCBH_ASPTReport-FINAL.pdf?daf=375ateTbd56

• Two question pre-screen
o AUDIT - Alcohol Use Disorders Identification Test
o DAST – Drug Abuse Screening Test

• Brief intervention
• Referral to treatment –put in zip code find referral sites https://findtreatment.samhsa.gov/
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4P’s Plus©
• Not a free screening tool but fees include training
o Possibly free at this time through a Children’s Justice grant)

• The 4P’s Plus© is a five question screen specifically designed to quickly
identify obstetrical patients in need of in-depth assessment or follow up
monitoring. It takes less than one minute, it easily can be integrated into the
initial visit and used for follow up screening through the pregnancy the
questions are broad based and highly sensitive
• https://www.ntiupstream.com/4psabout/

Naloxone Iowa
• Discuss Naloxone/Narcan as a lifesaving strategy
• Connecting Iowan’s to overdose prevention
• https://www.naloxoneiowa.org/
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Maternal Mortality Review Committee
Recommendations: Data to Action
• During our review of maternal deaths of women from
2015 - 2018 18% of Iowa’s maternal deaths were
from motor vehicle crashes and 71% were not
wearing a seat belts.
• IMQCC identified this as one of our first projects to
create a statewide social media campaign to remind
pregnant and postpartum women that seat belts are
safe for mom and safe for baby.

Key Stakeholders
Iowa Department of Transportation - Zero Fatalities
Governor’s Traffic Safety Bureau
Iowa Safe Kids- Blank Children’s Hospital
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Key Messages to provide in health education
• Pregnant women should were a seatbelt as doctors recommend it.
• Buckling up through all stages of pregnancy is the single most
effective action you can take to protect yourself and your unborn
child in a crash.
• If you’re involved in a crash during pregnancy, even a minor impact
could have major implications so contact your health care provider.
• NEVER drive or ride in a vehicle without buckling up first, no matter
where you are seated.

Social Media Campaign
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Maternal Mortality Review: Data to Action
Review & Report
(MMRC)

Program
Evaluation

Initiative
Implementation

2015-2018 Iowa MMR:
• 56% of Iowa’s maternal deaths were
postpartum
• Leading causes were cardiac and
hemorrhage.
• Other causes included pre-eclampsia,
pulmonary embolism, pneumonia,
and infection
• MMRC report is at the following link:
https://idph.iowa.gov/Portals/1/userfiles/38/Final%2
02020%20MMRC%20report.pdf
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Who is AWHONN?
The Association of Women’s Health Obstetrical and
Neonatal Nurses (AWHONN)
A professional nursing organization with a mission to empower and support
nurses caring for women, newborns, and their families through research,
education, and advocacy.

AWHONN’s Vision
“Making a difference in the lives of women and newborns.”
Our members are committed to the health of women and newborns.

AWHONN’s Research and QI efforts
identified the following
• Nurses are often unaware of the leading causes of maternal
mortality, such as cardiac disease, hemorrhage, venous
thromboembolism, hypertensive disorders, and infection.
• Nurses’ lack of knowledge can significantly limit their ability to
properly educate women prior to discharge on the signs and
symptoms of the complications associated with these causes of
maternal mortality.
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AWHONN POST-BIRTH Warning Signs
National AWHONN will provide education and Toolkits to at least 10
nurses at each of Iowa’s birthing hospitals and to 50 RN’s working for Title
V maternal health community-based programs to help them provide this
education to post-partum women state-wide.
Nurses are provided a Toolkit to assist them in providing postpartum
education so families are more aware of the warning signs they should be
looking for after discharge. The Toolkit includes
• Clinical Tools and References
• Implementation tools including “Save Your Life” handouts in multiple
languages
• Discharge education checklist
• Audit logs to track implementation
• Sample hospital protocols

• AWHONN’s POST-BIRTH
Warning Signs is designed to
help educate and empower
women to understand potential
life-threatening emergencies
and know when to call 911 or
their health care provider
• Specify risks included in POSTBIRTH Warning Signs materials
include cardiac disease, PE,
VTE, hypertension ,
hemorrhage, sepsis,
postpartum depression

23

10/14/2020

Next Steps…

Monitor implementation:
• Steph Trusty with
monitor Title V agencies
implementation through
the AWHONN online
learning center.

Monitor care:
Using audits IDPH staff will
monitor implementation of
the education. Using data
from signifycommunity.

IDPH will follow trends:
• Maternal mortality in
postpartum time
period
• Distribution of causes
and preventability
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Post Partum follow up for Gestational Diabetes
• Why is postpartum diabetes screening for women with GDM so
important? (FYI only 3-9% of women have GDM)
• Identifying women with prediabetes or at-risk for T2DM allows for targeted
lifestyle interventions to reduce the risk for developing T2DM later in life.
• Identifying women with T2DM allows for targeted intervention to reduce
the risk of end-organ injury and allows for optimized blood sugar control
prior to any future pregnancies. Insufficiently controlled blood sugar leads
to increased maternal and perinatal morbidity, including higher rates of
complications compared to the general population, such as perinatal
mortality, congenital malformations, high blood pressure, preterm delivery,
large for gestational age infants, cesarean delivery and neonatal
morbidities.

MYTH vs Truth about GDM
• MYTH – GDM goes away after the pregnancy
• TRUTH – GDM has an array of long term health implications for
women and their babies.
• Risks for the following health conditions are increase in GDM

o Recurrence rate in a second pregnancy is 50%
o Women with GDM have a 50% risk of developing T2DM within 5-10 years post
partum

• Risks for the following health conditions are increase infants born to
mothers with GDM
o T2DM
o Childhood Obesity
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Post Partum follow up for Gestational Diabetes
• Advocate to get tested for diabetes after pregnancy
o Advise all women diagnosed with GDM of the importance of testing for
diabetes at 4–12 weeks postpartum and then every 1–3 years, as
appropriate.
o And if a woman becomes pregnant again she needs to get tested at her first
prenatal appointment for diabetes.

• Ask
• What would prevent you from getting your follow-up test?
• Has your provider ordered your glucose test?
• Do you understand the risks for you and your infant?

5-2-1-0 Health Care Provider Tool kit
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5-2-1-0 Health Care Provider Tool kit
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IMQCC First Initiatives for Hospitals:
IHI Support to Build QI Capacity

Maternal Data Center (MDC)

GOAL: Improve capacity within leadership at all
Iowa birthing hospitals to efficiently collect and
review data, implement QI initiatives, and
enhance team functionality.

GOAL: Increase use of data to understand
trends, opportunities for improvement, and
guide QI initiatives at the institution and state
level.

METHODS: The IMQCC will partner with the IHI
to offer customized coaching to leadership at
birthing hospitals in the IHI methods of quality
improvement and implementation science

METHODS: Data from the Birth Certificate
linked to the hospital discharge registry will be
utilized to present trends in key maternal
metrics. Institutions will be able to view their
data in comparison to similar birthing facilities
in Iowa and national targets.

INTENTED RESULTS: OB leadership will have
enhanced skills, efficiency, and confidence to
guide teams through QI initiatives. Through the
coaching process, leaders will also develop
networks and improve awareness of resources
around QI

STATUS: The MDC team has compiled a list of
initial metrics including C-Section, NSTV CSection, severe hemorrhage, and select severe
maternal morbidity indicators. The target is to
have viewability by Fall 2020.

Next Steps…
Advisory Board Survey

Maternal Data Center

• Meeting preferences
• Initiative/sub-committee
sign-up

• Detailed data to guide
initiatives and institutional
progress

Needs Assessments

AIM 1st QI project

• Institute for Healthcare
Improvement (IHI)
• Birthing hospitals

• Prevention first C-Section
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Iowa
becomes an
AIM State

Alliance for Innovation on Maternal Health
• What is AIM? The Alliance for Innovation on Maternal Health (AIM)
Program is a national data-driven maternal safety and quality
improvement initiative. AIM takes evidence-based approaches to
improving maternity care and works with state teams to align
practices and increase the quality and safety of care, all with the goal
of improving maternal health outcomes in the United States. Once
our team has completed contracting any hospital or health system in
Iowa will be able to participate in the program.
• Learn more about the AIM Program at:
safehealthcareforeverywoman.org.
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The Alliance for Innovation on Maternal Health
(AIM Program)
• The IMQCC will facilitate Iowa’s participation in the AIM program
• Likely launch of first Safety Bundle in January 2021
• First bundle options: Maternal Hemorrhage, Severe Hypertension, and Safe
Prevention of the First Cesarean

AIM GOAL

Eliminate
Preventable
Maternal
Mortality and
Severe Morbidity
in Every U.S.
Birthing Facility

AIM STRATEGIES
• BROAD PARTNERSHIP
• TOOLS & TA
• IMPLEMENTATION TRAINING
• REAL TIME DATA
• BUILD ON EXISTING INITIATIVES
• INCREMENTAL BUNDLE
ADOPTION
62
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Resources
• ACOG Committee Opinion #736 May 2018 Optimizing Postpartum Care https://www.acog.org/Clinical-Guidance-and-

Publications/Committee-Opinions/Committee-on-Obstetric-Practice/Optimizing-Postpartum-Care?IsMobileSet=false

• AWHONN Standards for Professional Nursing Practice in the Care of Women and Newborns: Seventh Edition
• Berg C, Daniel I, Atrash H, Zane S, Bartlett L, editors. Strategies to reduce pregnancy –related deaths. Atlanta (GA): Centers

for Disease Control and Prevention; 2001

• Berg C, Harper M, Atkinson S, Bell E, Brown H, Hage M, et al. Preventability of Pregnancy-Related Deaths, Obstet Gynecol

2005:106:1228-1234.

• Centers for Disease Control, Preventing and Managing Chronic Disease to Improve the Health of Women and Infants, 2010.
• Lu MC, Kotelchuck M, Hogan V, Jones L, Wright K, Halfon N. Closing the Black-White gap in birth outcomes: a life-course

approach. Ethn Dis. 2010;20:S2-62-76.

Resources
• Lu MC, Highsmith K, de la Cruz D, Atrash H. K. Putting the M back in MCH:Reducing Morbidity and Mortality.
Matern Child Health J (2015) 19:1435–1439
• Petersen EE, Davis NL, Goodman D, et al. Vital Signs: Pregnancy-Related Deaths, United States, 2011–2015,

and Strategies for Prevention, 13 States, 2013–2017. MMWR Morb Mortal Wkly Rep. ePub: 7 May 2019.
DOI: http://dx.doi.org/10.15585/mmwr.mm6818e1external icon.

• The Joint Commission Sentinel Event Alert Preventing Maternal Death Issue 44, 2010

http://www.jointcommission.org/assets/1/18/SEA_44.PDF

• Simpson K, Creehan P, Perinatal Nursing, 3rd Edition, Philadelphia (PA):Association of Women Health

Obstetric and Neonatal Nurses, 2008

• World Health Organization (WHO), Trends in Maternal Mortality:1990 to 2008: Estimates Developed by

WHO, UNICEF, UNFPA and the World Bank. Geneva, 2010.
http://whqlibdoc.who.int/publications/2010/9789241500265_eng.pdf
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Resources
https://safehealthcareforeverywoman.org/
www.beyondtheblues.info
www.quitlineiowa.org
https://www.awhonn.org/page/postbirth
www.reveiwtoaction.org
• 5-2-1-0 toolkit Training
https://www.youtube.com/watch?v=z45w2Rkmw6g&feature=youtu.be
•
•
•
•
•

• The Ohio Gestational Diabetes Postpartum Care Learning Collaborative produced a
website (http://ohiogdm.com/) that houses information on GDM, T2DM, and additional
resources for both providers and patients. The patient and provider toolkits are available
for download.

Questions?
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