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Legislative Position Statement
Improving Pregnancy Outcomes: Maternal Mortality Review & Standardized Reporting
Summary and Facts:
Despite advances in medical care, the maternal mortality rate in the US appears to be rising and has reached a
rate that is four times higher than the federal government’s 2010 goal.
•
•
•

•

•

As measured by the CDC, the aggregate US pregnancy‐related mortality ratio was 14.5 per 100,000 live births for
the 8 year period 1998‐2005 – higher than any other period in the previous 20 years. US officials had hoped to
decrease the rate to about 3.3 deaths in 2010.
Many experts caution that there is a 30% to 100% under‐reporting of maternal deaths. Experts also estimate
that only 30% ‐ 40% of the rise in maternal deaths can be attributed to new data collection techniques and
better reporting.
Maternal deaths are classified as those that occur within 42 days after delivery and are directly related to
pregnancy or childbirth. Current leading causes include cardiac disease and cardiomyopathy, venous
thromboembolism, obstetric hemorrhage and pre‐eclampsia. The majority of deaths from these causes are
believed to be preventable.
Black women are at least three times more likely to die from pregnancy complications than white women. In
2006, the maternal mortality ratio for non‐Hispanic white women was 9.1 deaths per 100,000 live births
compared with 34.8 deaths from non‐Hispanic black women. This African American maternal mortality is among
the worst of any health outcome measure. The reasons are unclear although current evidence indicates a
combination of social, behavioral and medical care factors.
For every woman who dies of a pregnancy‐related cause, many more suffer morbidity related to pregnancy.
These morbidities are a significant burden on women, their families and society in economic, social and personal
terms.

[YOUR STATE] ACOG Position:
¾ Maternal deaths in [our state] should be investigated by a multi‐disciplinary peer‐
review protected maternal mortality review (MMR) committee.
¾ [Our state] should use the recommended standard death certificate which includes
a set of questions that help identify a deceased woman’s pregnancy status at the
time of death, within 42 days of death, or within 43 to 365 days of death including a
pregnancy checkbox.

ACOG POSITION: Maternal Mortality Review (MMR) Committees
ACOG, CDC, the Association of Maternal and Child Health Programs, and the Maternal and Child Health
Bureau within HHS‐HRSA recommend that maternal deaths in each state be investigated by a multi‐
disciplinary peer‐review protected MMR committee.

The problem: Currently, less than half of the states have an active MMR committee.
An MMR committee:
•
•
•
•
•
•
•
•

examines the medical and non‐medical circumstances of women’s deaths that occur during or around the time
of pregnancy
identifies gaps in services and systems that should be improved to prevent future deaths
disseminates review results to health care practitioners and facilities
makes recommendations to help prevent future deaths and improve maternal health
identifies systems problems that must be addressed
also identifies strengths in the systems of care that should be supported or expanded
must be confidential, protecting the privacy of women who have died and their families
must be peer‐review protected with findings non‐discoverable.

ACOG POSITION: Standardized Reporting of Maternal Deaths
States make policy decisions based on data on the death certificate. ACOG, CDC and NCHS recommend that
all states use uniform standardized data collection and reporting tools. Accurate data collection will better
inform research priorities, clinical practice and intervention strategies.

The problem: One major problem is that national data on maternal mortality is incomplete and
variable due to lack of standardized reporting by states. Data on maternal deaths is collected at state
or municipality levels and then reported to the National Center for Health Statistics (NCHS). But
death certificates are not uniform across all states.
•

Only 30 states are using the recommended US Standard Death Certificate which includes a set of questions that
help identify a deceased woman’s pregnancy status at the time of death, within 42 days of death, or within 43‐
365 days of death, including a pregnancy checkbox.

•

Few states use the ACOG and CDC recommended definitions that differentiate between pregnancy‐related and
pregnancy‐associated deaths.

•

The CDC found that in states that asked about pregnancy on the death certificate in a single year – 2002 to 2003
– there was a 20% increase in reported maternal deaths. In states that had a question or a checkbox both years,
there was a 40% increase in the number of maternal deaths reported.

•

Many experts caution that there is a 30% to 100% under‐reporting of maternal deaths. Experts also estimate
that only 30% ‐ 40% of the rise in maternal deaths can be attributed to new data collection techniques and
better reporting.
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DEFINITION of TERMS
Maternal mortality ratio. Technically, this is a ratio of maternal deaths over live births. The ratio is defined as the
number of pregnancy‐related deaths per 100,000 live births. Data on the number of pregnancy‐related deaths in the 52
reporting areas, the numerator, are from the CDC’s Pregnancy Mortality Surveillance System. Data on the number of
live births, the denominator, are from the National Center for Health Statistics’ natality files. Because pregnancy‐related
deaths are relatively rare and year‐to‐year reporting by states can vary unpredictably, pregnancy‐related mortality ratios
are reported each year.

Maternal death. The death of a woman from any cause related to or aggravated by pregnancy or its management
(regardless of the duration or site of pregnancy), but not from accidental or incidental causes. [Note: Deaths occurring
during pregnancy or after its termination from causes not related to the pregnancy or its complications or management
are not considered a maternal death. Nonmaternal deaths may result from accidental causes (eg, auto accident or
gunshot wound) or incidental causes (eg, concurrent malignancy).]

Pregnancy‐associated death. The death of any woman, from any cause, while pregnant or within 1 calendar year of
termination of pregnancy, regardless of duration and the site of pregnancy. This definition was developed by ACOG and
CDC.

Pregnancy‐related death. A pregnancy‐associated death resulting from: 1) complications of the pregnancy itself, 2)
the chain of events initiated by the pregnancy that led to death or, 3) aggravation of an unrelated condition by the
physiologic or pharmacologic effects of the pregnancy that subsequently caused death. This definition was developed
by ACOG and CDC.

Direct obstetric death. Deaths resulting from obstetric complications of the pregnant state (pregnancy, labor, and
puerperium), from interventions, omissions, incorrect treatment, or from a chain of events resulting from any of these.

Indirect obstetric death. Deaths resulting from pre‐existing disease or disease such as a cancer that developed during
pregnancy, not due to direct obstetric causes, but aggravated by physiologic effects of pregnancy.

International Classification of Diseases (ICD). Beginning in 1999, all death certificates were coded using the new
ICD‐10, replacing ICD‐9. This change increased the number of codes (0‐codes), allowing more deaths to be identified as
maternal because of a causal or indirect relationship to pregnancy. The WHO/ICD‐10 definitions are used by the US
Center for Health Statistics to monitor trends and make comparisons.

US Standard Certificate of Death. In 2003, the certificate was revised. It includes a question asking if the decedent
had been pregnant at the time of death or within a defined time period.

ACOG Supporting Documents:
Strategies to Reduce Pregnancy‐Related Deaths: From Identification and Review to Action, 2001. Available on‐line:
www.cdc.gov/reproductivehealth/ProductsPubs/PDFs/Strategies_taged.pdf
ACOG Committee Opinion #315, Obesity in Pregnancy, 2005.
ACOG Guidelines for Perinatal Care, 6th Edition, 2007.
ACOG Making Obstetrics and Maternity Safer (MOMs) Initiative, 2010.
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ACOG STATE LEGISLATIVE TOOLKIT
IMPROVING PREGNANCY OUTCOMES: MATERNAL MORTALITY REVIEW &
STANDARDIZED REPORTING

Drafting your MMR bill

STATE LEGISLATIVE CONSIDERATIONS*
Do you need to pass legislation to set‐up a state MMR committee? YES, if no
authorizing legislation exists. If your state passed a law, but your MMR
committee is inactive, you do not need to pass another bill.
You will need to consider the following:
9
9
9
9
9
9
9
9
9

What is MMR
Mandatory confidential case reporting of pregnancy‐related deaths
Location of the committee
Appointment of members & staffing
Committee duties: standardized case finding and reporting; review of deaths;
dissemination of findings and recommendations
Access to records & confidentiality and immunity protections
Funding
Use of the terms pregnancy‐related and pregnancy‐associated deaths
Autopsies

These issues are discussed in the next pages. ACOG’s position is also noted.

ACOG Department of State Legislation • stateleg@acog.org
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WHAT IS THE PURPOSE OF MATERNAL MORTALITY REVIEW (MMR)
1. What is the purpose of MMR? To examine the medical and non‐medical circumstances of
women’s deaths that occur during pregnancy or up to one year of pregnancy termination and to identify
gaps in services and systems that should be improved to prevent future deaths. MMR also can identify
strengths in the system of care that should be supported or expanded. MMR is anonymous, confidential
and nonjudgmental.
MMR committees:
9 Collect relevant information pertaining to maternal deaths.
9 Review all cases of maternal deaths.
9 Identify systems problems that must be addressed in order to decrease maternal deaths.
9 Make recommendations to help prevent future deaths and improve maternal health in
general.
9 Disseminate findings & recommendations to health care practitioners and facilities.
9 Collaborate with partners.
9 Do not have legal authority to revoke licensure, take disciplinary action, or judge the
qualifications of health care providers.

ACOG POSITION: Review of every maternal death by a qualified committee in each state is critical to
understanding the role in maternal death of geography, age, preexisting conditions, access to
appropriate care, as well as race, ethnicity, community education, and services. ACOG urges Fellows to
become involved to make maternal mortality review meaningful in their states.

2. Isn’t MMR already part of each state’s core public health function? Pregnancy‐related death
identification and review should be a routine component of the work of state health departments, but
often is not. State MMR committees make important contributions to public health by improving the
identification of pregnancy‐related deaths; conducting or overseeing the review of these deaths;
recommending actions to help prevent future deaths; and synthesizing and disseminating findings and
recommendations.

ACOG POSITION: ACOG supports robust MMR in all states apart from any existing sentinel event
reporting. ACOG supports mandatory and confidential case reporting of pregnancy‐related deaths to
the state health department.

ACOG Department of State Legislation • stateleg@acog.org
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COMMITTEE LOCATION, MEMBERS & STAFFING, DUTIES
3. State, versus local, versus federal review. In most cases, the state is the level at which
pregnancy‐related deaths are reviewed, although it can occur in some very large cities and counties.
Because pregnancy‐related deaths are relatively uncommon, it is usually more appropriate for states to
review these deaths than for cities or communities, although it is important for state‐level committees
to have input from local communities most affected by pregnancy‐related mortality. Review should
occur at the level at which decisions can be made and resources allocated to reduce pregnancy‐related
deaths—which is the state level.

ACOG POSITION: ACOG supports state‐level review committees but also supports the option of
forming a regional committee among neighboring states.

4. Placement in state agencies is preferable. Establishing the MMR in a state government agency
provides:
9 access to key programs such as vital statistics, reproductive health, maternal and child health
and epidemiology
9 increased ability to obtain and share data
9 access to federal funding
9 legal protections
9 program neutrality without limitation to any one project, institute or facility
9 integration of findings into state programs
9 increased ability to foster beneficial partnerships

ACOG POSITION: State health agencies have the advantage of protection for gathering data.

5. Relationship to fetal and infant and child death reviews. The MMR committee should be its
own distinct entity. It can base its methodology on existing groups doing similar work such as Fetal and
Infant Mortality Review (FIMR) committees.
The National Fetal and Infant Mortality Review Program (NFIMR) – carried out jointly by ACOG and the
Maternal and Child Health Bureau of the Health Resources and Services Administration (HRSA) –
promotes community‐based review of fetal and infant deaths. NFIMR was a leader in including both
medical and nonmedical factors in death reviews.
ACOG Department of State Legislation • stateleg@acog.org
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6. Membership. Review committees have evolved from a single physician or group of obstetricians
reviewing only clinical aspects of maternal deaths to multidisciplinary teams that review medical and
nonmedical factors such as environmental, social, and economic factors, through a more structured
process.
9 MMR committees are becoming more multidisciplinary.
9 The experience and expertise of members should reflect the broad scope of review and should
include various disciplines and organizations.
9 Members should be selected as official representatives of the leaders of their organizations,
rather than as individuals from particular disciplines.
9 There should be a diverse community membership particularly by those communities most
affected by pregnancy‐related morbidity and mortality.
9 It is helpful to have individuals who are knowledgeable and interested in trying to reduce
pregnancy‐related mortality.
9 State government members include: public health departments; state Title V maternal and child
health agencies; state Title X family planning programs; social services programs for women
including family planning, WIC, domestic violence and substance abuse; and the medical
examiner’s office.

ACOG POSITION: Review committees should be multi‐disciplinary. Members should include persons
listed below. Additional members with specific expertise should be added whenever needed.
Required members should include:
9 obstetricians including generalists and maternal fetal medicine specialists
9 family practice physicians
9 certified nurse‐midwives, certified midwives & APNs
9 hospital‐based nurses
9 representatives of the state health department’s MCH agency
9 social services providers or social workers
9 the chief medical examiner or designee
9 facility representatives such as hospitals and freestanding birth centers
9 community or patient advocates who represent communities most affected

7. Staffing. Specific tasks that need to be carried out at a staff level include:
1.
2.
3.
4.

examining surveillance data
broad case identification
abstracting case data from all sources
summarizing case data for review
ACOG Department of State Legislation • stateleg@acog.org
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5. summarizing the findings & recommendations.
States meet these needs in various ways. Some states have the equivalent of one full‐time position
divided between three people: a half‐time coordinator, a quarter‐time data analyst, and a quarter‐time
clerk. States can hire experienced health care professionals for a flat fee to abstract case data and write
case summaries. In states with perinatal care regions, some review functions including data collection
and family and care provider interviews can be delegated to the staff of the regional perinatal center.
States can also use Title V program staff to coordinate meetings.

ACOG POSITION: Staff of the review committee must include: vital health statisticians, MCH
statisticians or epidemiologists, a designated MMR coordinator, and administrative staff.

COMMITTEE DUTIES
For a complete discussion, please see the two booklets developed jointly by ACOG, CDC and partners:
Strategies to Reduce Pregnancy‐Related Deaths: From Identification and Review to Action
published in 2001 by CDC and partners including ACOG, HRSA/MCHB, AMCHP, ACNM,
CityMatch, and NAPHSIS.
State Maternal Mortality Review: Accomplishments of Nine States published by CDC in 2006.

CONFIDENTIALITY and IMMUNITY PROTECTIONS
8. Access to records, confidentiality and immunity. It is important to ensure the privacy and
protection of the women who have died, their families, their caregivers, and MMR committee members.
The relatively small number of maternal deaths makes confidentiality requirements a special challenge.
There are two types of legal protection for MMR:
9 state statutes which give derivative immunity to individuals who contract with state agencies or
work on state‐funded projects
9 court decisions interpreting immunity and confidentiality provisions.
Statutory legal protection and confidentiality must be ensured at the outset of the MMR process to
protect committee members and the collected data from lawsuits and subpoenas. Reviews of relevant
state laws, first done in 1989 and updated by ACOG in 2000, have shown that – in most states – statutes
ACOG Department of State Legislation • stateleg@acog.org
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protect the reports, proceedings, and findings of the review committee from being used (discovered or
admitted in to evidence) in civil lawsuits. Most states also have laws that grant immunity from liability
to participants on expert review panels.
Regarding access to records, most states have laws that permit access to records for public health
research and epidemiologic purposes. The National Fetal and Infant Mortality Review (NFIMR) program
publishes information about HIPAA privacy regulations that states can refer to when conducting MMR.

ACOG POSITION: Maternal mortality review should be confidential and protected from any discovery
or legal action.

9. How is MMR different from hospital‐based peer review? MMR committees are considered
expert review committees but have no authority to take disciplinary action or judge the qualifications of
health care providers. Many hospitals have peer‐review maternal mortality committees that monitor
and assess the medical care given to any pregnant woman who dies at their facility. Hospital‐based
review committees generally do not address systems issues that may have contributed to the death,
including care the pregnant woman may have received in other facilities. Hospital reviews generally do
not address psychosocial contributors of death. Also, hospital reviews do not provide population‐based
information.

FUNDING and COSTS
10. What is the cost of conducting MMR? Costs vary by state and depend on several factors; these
include:
9
9
9
9
9

number of maternal deaths in the state
type and quantity of information being collected including record abstraction
challenges in case finding
existing infrastructure of the MMR process including frequency of review meetings
how widely review findings & recommendations are disseminated

Most of the work of MMR committees is voluntary and members cover their own travel/time.
Committee chairs may receive small stipends. Costs relate to data retrieval by the epidemiologist and
other staff, case finding, case abstraction and reporting.

ACOG Department of State Legislation • stateleg@acog.org
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Note: There are also costs associated with translating MMR findings into action. Funding to implement
recommended strategies to reduce pregnancy‐related deaths often is inadequate.

State cost examples:
•
•
•

Florida estimates $75,000 per year including staff time
Michigan estimates $100,000 per year including staff time
New York’s costs for July 1, 2009‐June 30, 2010 were $249,500. This includes
educational programs.

11. State funding opportunities. In many states, programs are pieced together on an in‐kind basis
with no specific funding for conducting reviews or disseminating reports. Dedicated funding is critical.
Sources include the Title V Maternal and Child Health Block Grant from HRSA/MCHBs, the state health
commissioner’s discretionary fund, and general revenue funds. Placement of MMR in a state agency
gives you access to Title V monies. States also tap private sources such as community and philanthropic
groups, foundations, and professional associations.

12. Federal funding opportunities. Currently, most funding comes from the Title V Maternal and
Child Health Block Grant and CDC. These funds support epidemiology and analysis, often case
abstraction, and some meeting coordination. As block grant funding becomes tight, funding for MMR
could be cut.

ACOG POSITION: ACOG supports dedicated funding from both state and federal governments.

DEFINITIONS
In 1987, CDC, ACOG, the Association of Vital Records and Health Statistics, and state and local health
departments collaborated to initiate the National Pregnancy Maternal Mortality Surveillance System. At
that time, CDC and ACOG introduced two new terms to identify cases for review and quality
improvement activities which are being used today by CDC and increasingly some states and
researchers. These differentiate between pregnancy‐associated and pregnancy‐related death.
The ACOG/CDC definitions are more inclusive than the WHO/ICD‐10 definitions. A variety of data
sources, including vital records and hospital data, can be used to identify deaths that meet ACOG/CDC
definitions. Only cause of death data from death certificates can be used to identify deaths that meet
ICD‐10 definitions.
ACOG Department of State Legislation • stateleg@acog.org
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•

•

•

•

•

•

Maternal death: The death of a woman from any cause related to or aggravated by pregnancy
or its management (regardless of the duration or site of pregnancy), but not from accidental or
incidental causes. [Note: Deaths occurring during pregnancy or after its termination from
causes not related to the pregnancy or its complications or management is not considered a
maternal death. Nonmaternal deaths may result from accidental causes (eg, auto accident or
gunshot wound) or incidental causes (eg, concurrent malignancy).]
Pregnancy‐associated death: The death of any woman, from any cause, while pregnant or
within 1 calendar year of termination of pregnancy, regardless of duration and the site of
pregnancy. This definition was developed by ACOG and CDC.
Pregnancy‐related death: A pregnancy‐associated death resulting from: 1) complications of
the pregnancy itself, 2) the chain of events initiated by the pregnancy that led to death or, 3)
aggravation of an unrelated condition by the physiologic or pharmacologic effects of the
pregnancy that subsequently caused death. This definition was developed by ACOG and CDC.
Direct obstetric death: Deaths resulting from obstetric complications of the pregnant state
(pregnancy, labor, and puerperium), from interventions, omissions, incorrect treatment, or from
a chain of events resulting from any of these.
Indirect obstetric death: Deaths resulting from pre‐existing disease or disease such as a cancer
that developed during pregnancy, was not due to direct obstetric causes, but was aggravated by
physiologic effects of pregnancy.
International Classification of Diseases (ICD): Beginning in 1999, all death certificates were
coded using the new ICD‐10, replacing ICD‐9. This change increased the number of codes (0‐
codes), allowing more deaths to be identified as maternal because of a causal or indirect
relationship to pregnancy. The WHO/ICD‐10 definitions are used by the US Center for Health
Statistics to monitor trends and make comparisons.

OTHER CONSIDERATIONS: Autopsies & Severe Maternal Morbidity
Autopsies. Maternal deaths related to pregnancy or childbirth are sometimes unidentified when only
death certificates are used to identify the cause of death. Autopsies can provide an important source of
information about the cause of death.
The cost of an autopsy may be prohibitive for some families. This should be a factor in deciding whether
to mandate autopsies for all maternal deaths.

ACOG POSITION: No ACOG position; finding the cause of death is problematic and often not done
well.
ACOG Department of State Legislation • stateleg@acog.org
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“Near miss” or severe maternal morbidity. There is no scientific consensus on uniform definitions
of severe maternal morbidity or best practices for data collection, making it difficult both to measure
and develop evidence‐based interventions. Severe maternal morbidity merits more investigation: the
factors that permit some women to survive and others die may be instructive.

ACOG POSITION: ACOG supports federal government examination, with relevant stakeholder
organizations including ACOG, of severe maternal morbidity to: 1) identify definitions of severe
maternal morbidity and 2) make recommendations for research and surveillance. This would include
data collection protocols to assist States in identifying and monitoring cases of severe maternal
morbidity.

* This fact sheet has been compiled primarily from two documents: The 2001 Strategies to Reduce
Pregnancy‐Related Deaths: From Identification and Review to Action published by CDC and partners
including ACOG, HRSA/MCHB, AMCHP, ACNM, CityMatch, and NAPHSIS; and State Maternal
Mortality Review: Accomplishments of Nine States published by CDC in 2006.

ACOG Department of State Legislation • stateleg@acog.org
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Maternal Mortality - How Does Your State Fare?
•

In 1998 through 2005, the maternal mortality ratio was 14.5 per 100,000 births, higher than any
other period in the previous 20 years.

•

Women of color and low income women, in particular, face added risks in terms of death,
complications, and access to quality health care. African-American women are three to four times
more likely to die of pregnancy-related complications than white women. In 2006, the maternal
mortality ratio for non-Hispanic white women was 9.1 deaths per 100,000 births compared with
34.8 deaths per 100,000 births for non-Hispanic black women. These rates and disparities have
not improved in more than 20 years.

•

Healthy People 2010, a comprehensive, nationwide health promotion and disease prevention
agenda launched by the Department of Health and Human Services, had set a target goal of
reducing maternal mortality in the United States to 4.3 deaths per 100,000 live births by 2010.

STATE
Alabama
Alaska
Arizona
Arkansas
California
Colorado
Connecticut
Delaware
District of
Columbia
Florida
Georgia
Hawaii
Idaho
Illinois
Indiana
Iowa
Kansas
Kentucky
Louisiana
Maine
Maryland

Maternal Mortality Ratio
(per 100,000 births)1
11.6
3.2
7.5
16.0
12.5
10.9
7.5
10.3

Rank
33
4
11
40
35
29
11
25

38.2

51

14.8
20.9
13.9
15.0
7.8
2.9
8.2
7.1
8.1
17.9
1.2
18.7

38
49
37
39
13
3
15
9
14
44
1
45

Active Maternal Mortality
Review Committee (MMR)2
X
Law enacted in 2011
X
X
X

X

X
X
X
X
X
X
X

February 2011

STATE
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada
New Hampshire
New Jersey
New Mexico
New York
North Carolina
North Dakota
Ohio
Oklahoma
Oregon
Pennsylvania
Rhode Island
South Carolina
South Dakota
Tennessee
Texas
Utah
Vermont
Virginia
Washington
West Virginia
Wisconsin
Wyoming

Maternal Mortality Ratio
(per 100,000 births)1
4.8
21.0
5.0
19.0
12.7
10.1
9.0
10.0
9.2
16.5
16.5
18.9
10.9
10.3
7.2
20.1
6.5
10.1
5.2
12.0
9.0
11.0
10.5
9.9
2.6
8.3
9.0
10.4
10.9
17.0

Rank
5
50
6
47
36
23
17
22
20
41
41
46
29
25
10
48
8
23
7
34
17
32
28
21
2
16
17
27
29
43

Active Maternal Mortality
Review Committee (MMR)2
X
X

X

X
X
X
*
X

X

X

X
Law enacted in 2011
X
X

1. Centers for Disease Control and Prevention, National Center for Health Statistics. 2001-2006 data.
Retrieved 2-10-11 from http://hrc.nwlc.org/status-indicators/maternal-mortality-rate-100000
2. List represents best available information, including from ACOG survey of state Maternal Child Health officers conducted
in January and February, 2011. Staffing, funding and activity levels of MMR committees are in flux in many States.
* Project run by ACOG District II/New York recently de-funded.
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Standardized Vital Statistics Reporting Act

An Act
---To adopt and implement standardized vital statistics reporting forms.
---Be it enacted by the [General Assembly] of the State/Commonwealth of
___________________ :

1
2

Section 1. Title.
This Act shall be known and may be cited as “The Standardized Vital Statistics

3

Reporting Act of _____”.

4

Section 2. Findings.

5

The [General Assembly] makes the following findings:

6
7
8
9

(1) [State/Commonwealth] should collect and report birth and death information
in a standardized manner to promote the health of women and infants.
(2) Adoption of the most recent U.S. Standard Certificate of Live Birth and use
of the National Center for Health Statistics’ most recent recommended standard

10

collection and reporting forms and worksheets, standardized definitions, and

11

classification guidelines will help reduce [State’s/Commonwealth’s] infant mortality,

stateleg@acog.org
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1

premature and low birth weight births, maternal mortality and morbidity, disparities in

2

health status, and aid in the prevention of perinatal mortality and morbidity statewide.

3

(3) Adoption of the most recent U.S. Standard Certificate of Death and use of the

4

National Center for Health Statistics’ most recent recommended standard collection and

5

reporting forms and worksheets, standardized definitions, and classification guidelines

6

will address the under-reporting and variable reporting of maternal deaths and increase

7

the accuracy and reliability of state and national comparative data and rankings, which

8

will help lead to the reduction of maternal mortality and morbidity.

9

(4) Adoption of the most recent U.S. Standard Report of Fetal Death and use of

10

the National Center of Health Statistics’ most recent recommended standard collection

11

and reporting forms and worksheets, standardized definitions, and classification

12

guidelines will help our State/Commonwealth reduce the incidence of premature and low

13

birth weight births and lead to improved prevention strategies for the future.

14

Section 3. Definitions.

15

In this Act—

16

(1) the term “live birth” means the complete expulsion or extraction from

17

the mother of a product of human conception, irrespective of the duration of

18

pregnancy, which, after such expulsion or extraction, breathes, or shows any other

19

evidence of life, such as beating of the heart, pulsation of the umbilical cord, or

20

definite movement of voluntary muscles, whether or not the umbilical cord has

21

been cut or the placenta is attached, but heartbeats are to be distinguished from

stateleg@acog.org
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1

transient cardiac contractions, and respirations are to be distinguished from

2

fleeting respiratory efforts or gasps;

3

(2) the term “pregnancy-associated death” means the death of any

4

woman, from any cause, while pregnant or within one calendar year of

5

termination of pregnancy, regardless of the duration and the site of pregnancy;

6

(3) the term “pregnancy-related death” means a pregnancy-associated

7

death resulting from:

8

(A) complications of the pregnancy itself;

9

(B) the chain of events initiated by the pregnancy that led to death;

10

or

11

(C) aggravation of an unrelated condition by the physiologic or

12

pharmacologic effects of the pregnancy that subsequently caused death;

13

(4) the term “vital records” means certificates or reports of birth, death,

14

marriage, (divorce, dissolution of marriage, or annulment) and data related

15

thereto; and

16

(5) the term “vital statistics” means the data derived from certificates and

17

reports of birth, death, fetal death, induced termination of pregnancy, marriage,

18

[divorce, dissolution of marriage, annulment], and related reports.

19
20

Section 4. Adoption of Standardized Collection and Reporting Methods.
(a) STANDARD CERTIFICATES OF BIRTH AND DEATH.—The

21

[Secretary/Commissioner] of the Department of [Public Health/Human Services] may

22

adopt and implement use of the U.S. Standard Certificate of Live Birth, U.S. Standard
stateleg@acog.org
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1

Certificate of Death, and U.S. Standard Report of Fetal Death, each as promulgated most

2

recently by the National Center for Health Statistics, for use by the [Office of Vital

3

Statistics] to record [State’s/Commonwealth’s] vital statistics concerning births, deaths,

4

and related health and demographic information.

5

(b) STANDARD COLLECTION AND REPORTING FORMS AND WORKSHEETS.—The

6

[Secretary/Commissioner] of the Department of [Public Health/Human Services] may

7

adopt and implement use of the collection and reporting forms and worksheets most

8

recently recommended by the American Congress of Obstetricians and Gynecologists and

9

the National Center for Health Statistics, including the reporting of fetal deaths at 20

10

weeks or greater of gestation or a weight greater than or equal to 350 grams if the

11

gestational age is not known.

12

(c) STANDARD TERMINOLOGY.—The [Secretary/Commissioner] of the

13

Department of [Public Health/Human Services] may adopt and implement use of the

14

standardized terminology most recently recommended by the American Congress of

15

Obstetricians and Gynecologists and the National Center for Health Statistics, including

16

use of the terms pregnancy-associated death and pregnancy-related death as they are

17

defined in section 3 of this Act.

18

(d) CLASSIFICATION GUIDELINES.—The [Secretary/Commissioner] of the

19

Department of [Public Health/Human Services] may adopt and implement use of the

20

classification guidelines most recently recommended by the American Congress of

21

Obstetricians and Gynecologists and the National Center for Health Statistics.
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(e) TRAINING.—The [Secretary/Commissioner] of the Department of [Public

2

Health/Human Services] may implement training programs, including training in any

3

standard web-based applications available through the [State Office of Vital Statistics],

4

directed to birth clerks and hospitals and physicians concerning the proper use of the

5

standard collection and reporting forms and worksheets, standardized definitions, and

6

classification guidelines adopted by the [Secretary/Commissioner] pursuant to this Act.

7

(f) PUBLIC HEALTH CAMPAIGNS.—The [Secretary/Commissioner] of the

8

Department of [Public Health/Human Services] may act to ensure that current and future

9

public health campaigns promoting maternal and child health include a focus on the

10

importance of universal and uniform reporting of vital birth and death statistics.

11

Section 5. Authorization of Appropriations.

12

Such sums as may be necessary to carry out the purposes of this Act are

13

authorized to be appropriated.

14

Section 6. Effective Date.

15
16

This Act shall take effect ______________________ , the public welfare
requiring it.
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Standardized Vital Statistics Reporting Act

Model Statement of Introduction
Because high quality health care data is so important to improving the health of
women and infants, including the reduction of premature and low birth weight births,
maternal mortality and morbidity, and disparities in health status, today we introduce the
Standardized Vital Statistics Reporting Act of Act _______ (SVSRA). SVSRA
authorizes the [Secretary/Commissioner] of the Department of [Public Health/Human
Services] to adopt and implement the use of standardized certificates, forms, worksheets,
terminology, and classification guidelines for collecting and recording vital birth and
death information. [State/Commonwealth] should collect and report birth and death
information in a standardized manner to address the problem of under-reporting and
variable reporting and to increase the accuracy and reliability of state and national
comparative data and rankings, which will aid our efforts to improve public health. In
particular, infant mortality rates are one of the most widely used measures to assess the
overall health of our communities, and standardized collection and reporting systems, as
well as high quality data, are invaluable tools in the ongoing struggle to prevent such
tragedies. Likewise, maternal mortality and morbidity can be reduced by adopting
strategies based on high quality data obtained through standardized methods of collection
and reporting.
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Birth and death certificates are a source of credible vital and health statistics for
use in studying and improving public health by research institutions, government, and the
general public. For example, the information collected on birth and death certificates can
help our State/Commonwealth improve perinatal outcomes, direct public health
monitoring, inform national women’s health research, and encourage state and national
legislative action to improve the health of mothers and their children. Therefore, under
SVSRA, the [Secretary/Commissioner] will be authorized to adopt and implement the
most recent U.S. Standard Certificate of Live Birth, the U.S. Standard Certificate of
Death, and the U.S. Standard Report of Fetal Death, as well as the associated standard
worksheets, forms, and terminology.
The National Center for Health Statistics (NCHS) offers guidance to state and
local registration officials concerning the development and promotion of standard
certificates and reporting forms, including the U.S. Standard Certificate of Live Birth, the
U.S. Standard Certificate of Death, and the U.S. Standard Report of Fetal Death.
Numerous organizations support a uniform standard for vital records collection and
reporting, including the American Congress of Obstetricians and Gynecologists,
American Academy of Pediatrics, March of Dimes, American Medical Association,
Centers for Disease Control and Prevention, American Public Health Association,
American Bar Association, and the American Statistical Association.
The NCHS-recommended standardized birth and death certificates are the result
of extensive evaluation and are designed to collect important medical and health
information on mothers and their infants. For example, under SVSRA, the NCHS’s most
recently recommended Standard Certificate of Live Birth would collect information
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concerning the utilization of prenatal care, a newborn’s Apgar score, and important
maternal demographic information. Use of the standard birth certificate would also
prevent the misclassification of important information, including the mother’s place of
delivery and neonatal and maternal outcomes. It would also help ensure the accurate
collection and reporting of birth outcomes in different birth settings, including accurately
classifying the type of birth attendant.
Under SVSRA, the Standard Certificate of Death would include a checkbox on
death certificates identifying whether a woman was pregnant at the time of her death or
shortly before. It would also use standard terms that differentiate between pregnancyassociated death and pregnancy-related death. Together, these steps will help increase
the accuracy and reliability of state and national comparative data and ultimately lead to
reduced maternal mortality and morbidity. This approach also is recommended by the
American Congress of Obstetricians and Gynecologists, the American Academy of
Pediatrics, and the Centers for Disease Control and Prevention.
Finally, under SVSRA, the [Secretary/Commissioner] is authorized to collect and
report fetal deaths by both birth weight and gestational age and adopt the NCHS’s most
recently recommended Standard Report of Fetal Death. This will help reduce infant
mortality and morbidity. Tragically, the number of babies that die in
[State/Commonwealth] each year before they reach their first birthday is __, and
[State/Commonwealth] ranks ___ in infant mortality in the United States. The infant
mortality rate nationally is especially high at 6.9 infant deaths per 1,000 live births, and
the United States ranks 30th among developed countries. Yet we know standardized
collection and reporting systems and high quality data are invaluable tools in the ongoing
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struggle to improve those statistics. The American Congress of Obstetricians and
Gynecologists and the NCHS advise that fetal deaths can be reported most reliably by
using the recommended birth weight and gestational age criteria. They also recommend
that states report fetal deaths of a weight 350 grams or greater if the gestational age is not
known, or at 20 weeks or greater of gestation if the gestational age is known. The
Standard Report of Fetal Death allows us to record this important data, which ultimately
helps reduce the incidence of premature, low birth weight and very low birth weight
births and leads to improved prevention strategies for the future.
In short, passage of SVSRA is an important step that will give us the data we need
to reduce maternal and infant mortality and morbidity. We urge our colleagues to
support this vital effort and pass this important legislation. After all, protecting and
improving the health of mothers and infants is fundamental to the health and future
prosperity of our State/Commonwealth.

###
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