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Key Definitions

A pregnancy-associated death is the death of a woman (during 
pregnancy or within one year of pregnancy) that is temporally
related to pregnancy.

A pregnancy-related death is a subset of pregnancy-associated 
deaths that is related to or are aggravated by pregnancy.

Building U.S. Capacity to Review and Prevent Maternal Deaths. (2018) Report from nine maternal mortality review committees.



The Maternal Mortality Rate1 is reported as

# of maternal deaths per 100,000 live births

The Pregnancy-Related Mortality Ratio2 is reported as

# of pregnancy-related deaths per 100,000 live births

1Deaths occurring during pregnancy or within 42 days of delivery. Maternal deaths are identified by ICD-10 codes as listed on the death certificate.

2 Deaths occurring during pregnancy or within one year of pregnancy. Pregnancy-related deaths are identified by the pregnancy checkbox and/or death 
certificate linked to fetal deaths or birth certificate.



Measuring Maternal Deaths
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Measuring Maternal Deaths: NCHS & PMSS



PMSS: Causes of Pregnancy-related Death
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Disparity implies inequality often where a 
greater equality might be reasonably expected



PMSS: Disparity Ratio
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Petersen EE, Davis NL, Goodman D, et al. Racial/Ethnic Disparities in Pregnancy-Related Deaths 
— United States, 2007–2016. MMWR Morb Mortal Wkly Rep 2019;68:762–765



PMSS: by Age Grouping
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Petersen EE, Davis NL, Goodman D, et al. Racial/Ethnic Disparities in Pregnancy-Related 
Deaths — United States, 2007–2016. MMWR Morb Mortal Wkly Rep 2019;68:762–765



Preventing Maternal Deaths:
Maternal Mortality Review Committees (MMRCs)
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Preventing Maternal Deaths
Committee reporting forms

MMRIA
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Kramer MR, Strahan AE, Preslar J, Zaharatos J, ST. Pierre A, Grant J, Davis NL, Goodman D, 
Callaghan W, Changing the conversation: Applying a health equity framework to maternal 
mortality reviews, American Journal of Obstetrics and Gynecology (2019), doi: 
https://doi.org/10.1016/j.ajog.2019.08.057



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

Why
MMRCs determine preventability to prioritize 
interventions with the greatest opportunity for impact.



Committee established  by statute – 2016
Meets quarterly

Voluntary reporting
Annual report to the legislature

https://www.scstatehouse.gov/reports/DHEC/MMMR%202019%20Legislative%20Brief%20-%20Revised%2003182019.pdf



SC Maternal Morbidity and Mortality
Review Committee (MMMRC)

Multidisciplinary
Actively practicing
Based on ACOG and CDC recommendations
Three- to four-year terms
75% attendance requirements
Renewable once



SC Maternal Morbidity and Mortality
Review Committee (MMMRC)

3 YEARS
• ACOG
• MRM/OB each Regional Perinatal Center 

(RPC)
• SC Perinatal Association
• Coroner
• SC Hospital Association
• SC Department of Health and Human 

Services (DHHS)
• OB MD FQHC
• OB MD Level II hospital

4 YEARS
• OB Anesthesia
• Cardiology
• Domestic Violence
• Midwife
• Law Enforcement
• Alcohol and Drug Abuse
• Regional Systems Developers 

(RSDs)
• Family Medicine
• Psychiatry/Behavioral Medicine



https://www.scstatehouse.gov/reports/DHEC/MMMR%202019%20Legislative%20Brief%20-%20Revised%2003182019.pdf



SC Maternal Morbidity and Mortality
Review Committee (MMMRC)

https://www.scstatehouse.gov/reports/DHEC/MMMR%202019%20Legislative%20Brief%20-%20Revised%2003182019.pdf



SC Maternal Morbidity and Mortality
Review Committee (MMMRC)

SC MMMRC ACCOMPLISHMENTS

SC uses the MMRIA reporting format

CDC-developed
Assist with identifying social determinants
Includes community factors



SC Maternal Morbidity and Mortality
Review Committee (MMMRC)

SC MMMRC ACCOMPLISHMENTS

Annual Report to the South Carolina Birth 
Outcomes Initiative (SC BOI) each Spring

Annual Report to the SC General Assembly
https://www.scstatehouse.gov/reports/DHEC/MMMR%202019%20Legislative%20Brief
%20-%20Revised%2003182019.pdf
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Thanks 

Judith.burgis@prismahealth.org
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