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1. Understand the data challenges with maternal mortality reporting. 

2. Characterize the three major platforms in place for maternal mortality 
tracking across the United States.

3. Describe the key contributing factors to maternal mortality.

4. Highlight local response efforts for our community in reducing maternal 
morbidity and mortality.

Objectives
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Maternal Mortality in the United States during the 20th Century
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Causes of maternal death in the United States, 1987-2013
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Creanga AA, et al. Obstet Gynecol. 2017



Causes of maternal death in the United States, 1987-2013
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Creanga AA, et al. Obstet Gynecol. 2017



Causes of maternal death in the United States, 1987-2013
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Creanga AA, et al. Obstet Gynecol. 2017



Maternal Mortality in the United States, 2000-2014
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MacDorman MF, et al. Obstet Gynecol. 2016



Maternal Mortality in the United States, 2000-2014
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MacDorman MF, et al. Obstet Gynecol. 2016



Media response in 2016…
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USA Today. 2016.

TexasTribune. 2016.

NBC News. 2016.



Data integrity questioned…
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Baeva S et al. Obstet Gynecol. 2018



Media response in 2018…
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Texas Tribune. Jan 4, 2018



Other states finding challenges with data reporting…
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Catalano A, et al. AJOG. Mar 2020



Media response later in 2018…
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Dallas Morning News. 16 April 2018



Prompted national response to maternal mortality, 2018
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Mann S, et al. NEJM. 2018



Prompted national response to maternal mortality
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Mann S, et al. NEJM. 2018

1. Recognized challenges with data

2. Maternal levels of care (regionalization)

3. Quality of care and collaborative “bundles”

4. Team “huddles” for complex cases 
(e.g Placenta accreta spectrum disorder)

5.   Simulation

6.   Preventing maternal deaths act 
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Prompted national response to maternal mortality
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Mann S, et al. NEJM. 2018

1. Recognized challenges with data

2. Maternal levels of care (regionalization)

3. Quality of care and collaborative “bundles”

4. Team “huddles” for complex cases 
(e.g Placenta accreta spectrum disorder)

5.   Simulation

6.   Preventing maternal deaths act Rossen LM, et al. Vital Health Stat. 2020



Challenges with maternal mortality data
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Rossen LM, et al. Vital Health Stat. 2020



Challenges with maternal mortality data
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Rossen LM, et al. Vital Health Stat. 2020



Challenges with maternal mortality data
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Rossen LM, et al. Vital Health Stat. 2020



Challenges with maternal mortality data

24

Rossen LM, et al. Vital Health Stat. 2020



Challenges with maternal mortality data
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Creanga AA, et al. AJOG. Sept 2020



Prompted national response to maternal mortality
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Mann S, et al. NEJM. 2018

1. Recognized challenges with data (2024)

2. Maternal levels of care (regionalization)

3. Quality of care and collaborative “bundles”

4. Team “huddles” for complex cases 
(e.g Placenta accreta spectrum disorder)

5.   Simulation

6.   Preventing maternal deaths act Joseph KS et al. Am J Obstet Gynecol. 2024



Challenges with maternal mortality data: Terminology
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Nelson DB, Fomina J. Contemp OBGYN. 2023



Challenges with maternal mortality data: Data collection

Within the United States, three different government data sources report maternal 
deaths: 

1. National Vital Statistics System (NVSS): provides official reports used for 
international comparisons and includes deaths related to pregnancy that occur 
during pregnancy and up to 42 days postpartum 

2. Pregnancy-Related Mortality Surveillance System (PMSS): reports the pregnancy-
related mortality rate (pregnancy-related deaths that occur during pregnancy and 
up to 1 year postpartum) 

3. State Maternal Mortality Review Committees (MMRC): utilize varying definitions 
for each state, as well as a third category of pregnancy-associated deaths (deaths of 
pregnant people whether related to pregnancy or not) 
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Nelson DB, Fomina J. Contemp OBGYN. 2023

Chen Y et al. JAMA Netw Open. 2025 

Declercq E, Thoma M. JAMA. 2023 



Challenges with maternal mortality data: Data collection

• All three measures rely on state vital statistics systems to provide the 
initial data, which are then refined into mortality estimates using 
different approaches. 

• These different methods typically yield inconsistent estimates of the 
magnitude, and trends, for rates of maternal mortality. 

• Despite these differences, the NVSS has advantages in timeliness and 
transparency, whereas PMSS and MMRC typically experience reporting 
delays. 

• Differing definitions, and subcategorizations among organizations 
further complicate comparisons among states and countries. 
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Nelson DB, Fomina J. Contemp OBGYN. 2023

Chen Y et al. JAMA Netw Open. 2025 

Declercq E, Thoma M. JAMA. 2023 



Correct answer but with wrong logic?
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Correct answer but with wrong logic? 

Maternal mortality in the United States, 2017
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Creanga AA, et al. Obstet Gynecol. 2017



Marked disparity among pregnant individuals for maternal mortality
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Again, despite challenges with data—disparity exists!



Marked disparity among pregnant individuals for maternal mortality
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Joseph KS, et al. AJOG 2024



Current data from the Pregnancy Mortality Surveillance System (PMSS)
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CDC. Published Dec 18, 2025.



Current data from the Pregnancy Mortality Surveillance System (PMSS)
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CDC. Published Dec 18, 2025.



Prompted national response to maternal mortality
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Mann S, et al. NEJM. 2018

1. Recognized challenges with data

2. Maternal levels of care (regionalization)

3. Quality of care and collaborative “bundles”

4. Team “huddles” for complex cases 
(e.g Placenta accreta spectrum disorder)

5.   Simulation

6.   Preventing maternal deaths act 



2018 Preventing Maternal Deaths Act
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Whitehouse.gov



Maternal Mortality Review Committees
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https://www.dshs.texas.gov/mch/Maternal-Mortality-and-Morbidity-Review-Committee.aspx



Maternal Mortality Review Committees
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Kozhimannil KB, et al. Women’s Health Issues. 2019



Maternal Mortality Review Committee Reports in Texas
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Texas Maternal Mortality and Morbidity Task Force Report, 2018, 2020, 2022, 2024



Maternal Mortality Review Committees in Texas, 2018
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Texas Maternal Mortality and Morbidity Task Force Report, 2018



Maternal Mortality Review Committees findings are similar elsewhere
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Mangla K, et al. AJOG. 2019



Maternal Mortality Review Committees findings are similar elsewhere

Ricklan SJ et al. J Mat Fet Neo Med. 2019Apuzzio J, et al. J Mat Fet Neo Med. 2019



Maternal Mortality Review Committees in Texas, 2018
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Texas Maternal Mortality and Morbidity Task Force Report, 2018

6 weeks-1 year 



Maternal Mortality Review Committees in Texas, 2020
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Texas Maternal Mortality and Morbidity Task Force Report, 2020

Within Texas reported in 2020, 71% of deaths occur postpartum!!!



Maternal Mortality Review Committees in Texas, 2020
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Texas Maternal Mortality and Morbidity Task Force Report, 2020



Maternal Mortality Review Committees in 36 other states…in 2022
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Trost SL, et al. Pregnancy-Related Deaths: Data from 

Maternal Mortality Review Committees in 36 

US States, 2017–2019. Oct 2022

Among pregnancy-related deaths with information on place of 
last residence 82% of decedents lived in urban counties.

65% of deaths occurred AFTER delivery



Current data from the Maternal Mortality Review Committees
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CDC. Published Aug 22, 2025.

Nearly half of all pregnancy-related 
deaths occurred 7-365 days postpartum!



Current data from the Maternal Mortality Review Committees
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CDC. Published Aug 22, 2025.



Maternal Mortality Review Committees in Texas, 2024
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Texas Maternal Mortality and Morbidity Task Force Report, 2024

Finding #1 – 42 percent of the reviewed 
pregnancy-associated deaths from the 2020 case 
cohort are pregnancy-related.

Finding #2 – Most pregnancy-related deaths 
were preventable. 80%!



Maternal Mortality Review Committees in Texas, 2024
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Texas Maternal Mortality and Morbidity Task Force Report, 2024

Finding #6 – A complex interaction of factors and characteristics 

contribute to preventable death.

Finding #7 – Compared to 2019, the 2020 Texas pregnancy-related 

mortality ratio increased, and disparities persisted, with non-Hispanic 

Black women, older women, and women with a high school education 

or less being most disproportionately impacted.



Trends in maternal mortality rates across states, 2018-2023
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Rosen LM et al. AJOG. 2026



Trends in maternal mortality rates across states, 2018-2023 

(excluding COVID-19)
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Rosen LM et al. AJOG. 2026



Trends in maternal mortality rates across states, 2018-2023
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Rosen LM et al. AJOG. 2026



Maternal Mortality Review Committees in Texas, 2024 

RECOMMENDATIONS
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Texas Maternal Mortality and Morbidity Task Force Report, 2024

1. Improve access to comprehensive health services for all women of child-bearing age, including preconception, pregnancy, 
postpartum, and interpregnancy periods; facilitate continuity of care; implement effective care transitions; and promote safe birth 
spacing to reduce gaps and improve lifelong health.

2. Prioritization of resources and treatments for pregnant and postpartum patients in future public health emergencies based on the 
consistent pattern of increased morbidity, mortality, and susceptibility in this population. 

3. Engage Black communities and address health disparities in maternal and women’s health program development

4. Implement and amplify provider awareness of and participation in statewide maternal health and safety initiatives to reduce 
maternal mortality, morbidity, and health disparities. 

5. Increase public awareness and community engagement to foster a culture of maternal health, safety, and disease prevention.

6. Improve integrated behavioral health care access for reproductive age women with mental health and substance use disorders.

7. Improve infrastructure and programs to address violence and intimate partner violence at state and community levels.

8. Foster safe and supportive community environments to help women achieve their full health potential.

9. Support emergency and maternal health service coordination and implement evidence-based, standardized protocols to prevent, 
identify, and manage obstetric and postpartum emergencies. 

10. Improve postpartum care management, including education and health care coordination for those with mental health and/or high-
risk medical conditions.

11. Prioritize continuing education, diversification, and increasing maternal health workforce capacity. 

12. Apply continuous process improvement strategies for maternal mortality review protocols to support and increase case review 
capacity, quality, and recommendation development.



Local responses in light of this information over the past 10 years…

56

• The extending Maternal Care After Pregnancy (eMCAP) mobile 
health unit for southern Dallas County, 2020.

• The tele-eMCAP mobile unit and telehealth program for 
eastern Dallas County, 2023.

• Patient Centered Outcomes Research IMPACT study, 2024.

• HHSC-sponsored mobile health unit for rural care in Hunt 
County, 2025.

• North Texas Maternal Health Accelerator, 2026.



extending Maternal Care After Pregnancy (eMCAP)
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Future state efforts of eMCAP …TeleMCAP + Community-based Partners
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Owenwood



extending Maternal Care After Pregnancy (eMCAP) to PCORI
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extending Maternal Care After Pregnancy (eMCAP) to PCORI
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Zhang R et al. Contemp Clin Trials. 2025. Online 14 Mar 2025



Efforts of eMCAP in 2025 and beyond… TeleMCAP + PCORI
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Enroll all eMCAP
patients living in area

Enroll TeleMCAP patients 
with medical 
complications 

Enroll eligible for PCORI
living in all other regions



Future state efforts of eMCAP in 2026 and beyond…
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eMCAP + TeleMCAP + PCORI + HHS and beyond…
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A future state…Mobile Health Unit fleet: 

eMCAP + HHS + Reproductive Services
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North Texas Maternal Health Accelerator, launched 2026
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$26+M program

Addressing 66,000 births/year 
across all of Dallas and Tarrant 
Counties

Partnership with 50+ organizations 
including all major health systems:

UTSW
Parkland Health
THR
Baylor
Methodist
Baylor



To summarize…Tangible deliverables to take-away as shared-

learnings from our experiences

66

1. Emphasize the need for good data to guide good decisions.

2. Identify target regions (we cannot “boil the ocean”).

3. Leverage the electronic medical record by standardized 

needs assessment  link to medical record (ask the same 

question, same way, and document it consistently).

4. Have an “answer” when need identified—Community-Based 

Organizations are meaningful.

5. Flip care model from “in the hospital or clinic” to “in the 

community.”

More work to be done!!!



Test your knowledge: Quiz question
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When in timing of death in relation to pregnancy is the MOST 
common in the United States?

A. During pregnancy

B. Day of delivery

C. After delivery



Test your knowledge: Quiz question
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When in timing of death in relation to pregnancy is the MOST 
common in the United States?

A. During pregnancy

B. Day of delivery

C. 1-6 days postpartum

D. 7-365 days postpartum



To summarize Maternal Mortality Data in the United States:
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 Maternal mortality is an important, complex issue.

 Obtaining accurate data for maternal mortality has been challenging: 
differing definition/terminology, “checkbox,” etc.

 Interest has reinvigorated efforts for improvement—with surprising 
findings:

 Causes are evolving from the classic “triad.” 

 Postpartum (up to 1 year) is now recognized to be a vulnerable period for our 
patients.

 There remain disparities in care.



Thank you
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