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Background

• NH Maternal Mortality Review Committee History/ Goals

• CDC Foundation focus on maternal mortality and morbidity

• ERASE MM grant opportunity 



• Maternal Mortality legislation 
passed 2010

• First case reviews in NH- 2012

• Grant for established MM 
Committees- CDC

NH Maternal Mortality 
Review Committee 
History



CDC Support
• Communication with each state/ Review to Action website

• Maternal Mortality Review Information Application 
(MMRIA)

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



464



Pregnancy-Associated Deaths in New 
Hampshire since 2012

Pregnancy-Associated Deaths

2012 3

2013 10

2014 10

2015 7

2016 10

2017 8

2018 9

2019 7

2020 (to date) 4

Pregnancy-associated death
The death of a woman while 

pregnant or within one year of the 
termination of pregnancy, 

regardless of the cause. These 
deaths make up the universe of 
maternal mortality; within that 
universe are pregnancy-related 

deaths and pregnancy-associated, 
but not related deaths.

Pregnancy-related death
The death of a woman during 

pregnancy 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.
2012-2018 = 5 NH



Timing and Cause of Pregnancy-Associated 
Deaths in New Hampshire

• Eleven of the twelve pregnancy-associated deaths in 2016-2017 
occurred during the postpartum period and one was during 
pregnancy. 

• The leading cause of pregnancy-associated deaths in NH, 2016-2017 
was accidental drug overdose.





Severe Maternal Morbidity
Background

• Maternal Deaths “Tip of the iceberg”

• Severe Maternal Morbidity “Near-misses”

• Unexpected outcomes of labor and 
delivery that result in significant short- or 
long-term consequences to a woman’s 
health
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Overall Severe Maternal Morbidities (SMM) and 
AIM measures, 2013-2015 

ME NH VT

Count 
Rate per 
10,000 Count

Rate per 
10,000 Count

Rate per 
10,000

Total delivery discharges 35,729 NA 35,692 N/A 16,285 N/A
Any SMM

Any severe maternal morbidity (21 conditions) 430 120.4 541 151.6 322 197.7
Any severe maternal morbidity (excluding transfusion) 267 74.7 233 65.3 143 87.8

Severe hypertension 
Severe hypertension cases 773 216.4 811 227.2 372 228.4
SMM among  severe hypertension cases 59 763.3 54 665.8 54 1,451.6
SMM  (excluding transfusion)  among severe 
hypertension cases 53 685.6 36 443.9 36 967.7

Severe hemorrhage
Severe hemorrhage cases 2869 803.0 2585 724.3 1,144 702.5
SMM among hemorrhage cases 270 941.1 417 1613.2 238 2,080.4
SMM (excluding transfusion)  among hemorrhage cases 107 373.0 109 421.7 59 515.7



Maternal Mortality:  Ongoing Public Health Crisis 
in the United States
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Maternal Mortality by Race (2012-2015)

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

More than half of these 
maternal deaths are 

preventable

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


Characteristics of U.S. Pregnancy-Related Deaths: 
Maternal Mortality Review Data

Causes of Pregnancy-related Deaths: 14 MMRCs State MMRCs Funded through ERASE

Davis, N et al. Pregnancy-Related Deaths: Data from 14 U.S. Maternal Mortality Review Committees, 2008-2017. Atlanta, GA: CDC 2019.



Opioid-Related Overdose Death among U.S. 
Women (2017) 

Source:  Kaiser Family Foundation

NAS Admissions
(Rate per 1,000 LB in 2016)Maternal-Child Health During 

the Current Opioid Crisis

Maternity care provides a critical 
opportunity to intervene

Source :  Healthcare Cost and Utilization  Project



• The work of the MMRC is to 
identify and review cases of 
pregnancy associated death, 
determine cause(s) and 
preventability, and to 
generate recommendations 
for action



New Hampshire MMRC Recommendations 
for Maternity Care Providers

Support engagement in prenatal care and substance use treatment

 Educate healthcare teams to reduce stigma against people who use substances

 Provide warm handoff from PCP to facilitate engagement in prenatal care

 Improve collaboration between substance use providers and mental health providers

Address social determinants of health

 Assess social determinants and link to services directly from Emergency Department for patients with 
substance-related complaints

 Increase outreach to unhoused people, prioritizing access to women's services

Overdose prevention

 Standardize perinatal education about risk for overdose after pregnancy or any period of abstinence

 Provide naloxone kits and standard education at discharge for postpartum patients with OUD



Available National and Regional 
Guidance to Improve Maternal 
Outcomes



NH Hospital Survey Results
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Plan
Distribute 2019 MMRC report

Continue work with CDC to fully utilize MMRIA database

Address 2019 MMRC recommendations
• AWHONN Post-birth warning signs

• Implement AIM patient safety bundles: OUD, Maternal Mental 
Health and Reducing Racial and Ethnic Disparities

• Report aggregated, de-identified data to inform policy discussion



“Hubs and Spokes”

• Birth hospitals serve as anchors for our 
maternity care system

• Yet the vast majority of maternal deaths 
in New Hampshire occur outside of the 
hospital

• Opportunities to intervene begin 
prenatally, and extend for the 
postpartum year

• Anyone involved with mother or baby 
over the perinatal period can be a 
partner in this work



Our Team
• New Hampshire birth hospitals and their affiliated maternity care 

providers

• New Hampshire-MMRC 

• NNEPQIN/NH-AIM initiative

• Patient and Family Advisors for NH-AIM 

• NH Office of Health Equity

NH AIM 
Implementation

NNEPQIN

NH-MMRC



POST-BIRTH Warning Signs
Are we doing all that we can to make sure she knows when to call and 

that we actually “HEAR HER”?

Karen Boedtker RN, BSN, MEd
NNEPQIN Improvement Advisor



Save Your Life Handouts are available in English, 
Spanish, Arabic and Mandarin Chinese



CDC  “HEAR HER” Campaign covering both 
pregnancy and postpartum





We are in this together!
• NH DHHS and NNEPQIN are working together to help you help her 

throughout her pregnancy, delivery and postpartum. 

• The ERASE MM Grant has allowed us purchase access to the 
AWHONN Post Birth Warning Signs Educational Materials.

• What can we all do to make sure that she knows what to be 
concerned about and that she is heard when she calls?

• Do the staff who answer phones in the OB clinic, Community Health 
Clinic, ED, PCP clinic understand her special risk associated with her 
pregnancy? 

• How can we make sure??



Your turn to help us and each other with 
questions and ideas!!

Do you know of a woman who

experienced any of these post-birth

warning signs that might work with

us to share the message?



Thank you for caring for her and for your 
support to keep her safe!! 



Collaborating to ERASE Maternal Mortality in New Hampshire

SAVE THE DATES!

We will offer these monthly webinars the 2nd Thursday of Every Month
September 10, 2020

October 8, 2020
November 12, 2020
December 10, 2020


