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Dedication

This report is produced in remembrance of all the women who have lost their lives during
and after pregnancy and childbirth from any cause.
It is with deepest sympathy and respect that we dedicate this report to the memory of all
Arkansas women who died while pregnant or within one year of pregnancy, and to their
loved ones.
We hope collaborative efforts to further understand the causes and contributing factors of
maternal mortality will help to create new pathways to prevention, health, and equity for
Arkansas women.
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Executive Summary

About the Arkansas Maternal Mortality Review Committee (AMMRC)
In order to improve maternal health outcomes, we must begin with understanding the
factors that contribute to maternal mortality. Act 829 of 2019 called for the formation of the
AMMRC. Through data collection and analysis of clinical factors, preventability, and social
determinants, the AMMRC seeks to identify factors that lead to poor maternal health
outcomes and to make recommendations that will decrease maternal mortality and
morbidity.
About This Report
This report details the AMMRC activity since the passage of legislation, with maternal
deaths from 2018 selected for review.
Summary of Report
The Arkansas Department of Health (ADH) Family Health Branch formed an internal
workgroup to provide administrative support to the committee. In June 2019, the ADH
applied for the CDC grant Preventing Maternal Deaths: Supporting Maternal Mortality
Review Committees. Despite a favorable recommendation, funding was not awarded.
The ADH established inter- and intra-agency agreements to identify maternal deaths and
to access records to facilitate committee review.
An interdisciplinary committee of 21 members representing the state’s five public health
regions was formed. This diverse group assembled for the first official meeting in January
2020. Committee members were trained to conduct reviews and cases were selected for
subsequent meetings. Due to COVID-19, the AMMRC meeting scheduled for March of
2020 was cancelled. Meetings were held in July and October of 2020. Social distancing
requirements and recommended safety measures were established in an effort to ensure
maximum safety for all participants.
This report does not contain a final review of all cases occurring in 2018. Due to limitations
placed on the review process by the COVID-19 pandemic, only a portion of the total
number of 2018 cases have been reviewed by the time of this report. A complete summary
of findings and recommendations for 2018 will be held until review of all 2018 cases is
complete, and will be included in the 2021 Annual Report.
Key Findings
In 2018, the total number of live births in Arkansas was 36,748. Overall, there were 40
maternal deaths. This included all deaths of women during pregnancy and within one year
of the end of pregnancy from any cause.
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At the July 2020 meeting, the committee members discussed limitations on the scope for
abstraction and review based on the cases presented at the meeting.
Based on the exclusion criteria set forth by the committee members, 10 cases were
excluded from the scope of review for Arkansas, and the remaining 30 cases were
selected to be abstracted and reviewed. The cases determined to be outside the scope
for review by the AMMRC included:





Not pregnant within one year of death: 4
Non-Arkansas resident: 3
Motor vehicle accident: 2
Accident/Trauma: 1

6

Maternal Mortality

What is maternal mortality?
In understanding maternal mortality or deaths, several terms exist depending on what and
who the term is being used for (i.e., surveillance and reporting, public education, grant
applications, etc.). Below are a few common terms and definitions:








Maternal death: The death of a woman while pregnant or within 42 days of termination
of pregnancy, irrespective of the duration and the site of the pregnancy, from any cause
related to or aggravated by the pregnancy or its management, but not from accidental
or incidental causes.
Pregnancy-associated death: The death of a woman while pregnant or within one
year of the end of pregnancy, regardless of the cause.
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.
Maternal mortality rate: The number of maternal deaths per 100,000 live births.
Pregnancy-related mortality ratio: The number of pregnancy-related deaths per
100,000 live births.

Who is affected by maternal mortality?

America’s Health Rankings’ 2019
Health of Women and Children
Report ranked Arkansas 46th out of
50 states (with 50 being the worst)
in maternal mortality.

Map 1. Maternal Mortality Rates (deaths per 100,000 live births) by State (2013- 2017)
Source: 2019 Health of Women and Children Report, America’s Health Rankings
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Between 2013 and 2017, Arkansas’
maternal mortality rate was 50%
higher than the maternal mortality rate
for the nation overall and more than
twice the rate of the state with the
lowest maternal mortality rate (Alaska,
12.4 deaths per 100,000 live births).
Figure 1. Maternal Mortality Rate, Arkansas and United States (2013-2017)
Source: 2019 Health of Women and Children Report, America’s Health Rankings

Maternal mortality affects
groups
of
people
differently
and
some
women are at greater risk.
Black women die of
maternal
mortality
at
almost two times the rate
as white women.
Figure 2. Maternal Mortality Rates by Race, Arkansas (2013-2017)
Source: 2019 Health of Women and Children Report, America’s Health Rankings

The maternal mortality
rate
among
older
women is four to five
times higher than the
rate among younger
women.

Figure 3. Maternal Mortality Rates by Age Group, Arkansas (2013-2017)
Source: 2019 Health of Women and Children Report, America’s Health Rankings
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In a recent Morbidity and Mortality Weekly Report,
the Centers for Disease Control & Prevention (CDC)
states about three in five (60%) pregnancy-related
deaths are preventable.

Source: Morbidity and Mortality Weekly Report, May 10, 2019
http://dx.doi.org/10.15585/mmwr.mm6818e1

The CDC’s Pregnancy Mortality Surveillance System (PMSS) conducts national
surveillance of pregnancy-related deaths by requesting death certificates from states for all
women who died during pregnancy or within one year
of pregnancy. These and other
data are examined by medically
trained
epidemiologists
to
determine cause
and time of death related to the
Arkansas Maternal Mortality Ratio* (MMR)
pregnancy.
2011-2015
 All Race/Ethnicities:
25.0
 Non-Hispanic White:
18.6
CDC PMSS reported that Arkansas
 Non-Hispanic Black:
54.6
had 48 maternal deaths and 55
 Hispanic:
15.4
pregnancy-related deaths between
2011 and 2015.
Arkansas Pregnancy-Related Mortality Ratio**
(PRMR) 2011-2015
 All Race/Ethnicities:
28.6
The CDC PMSS data show racial and
 Non-Hispanic White:
20.1
ethnic disparities in maternal deaths
 Non-Hispanic Black:
65.5
and pregnancy-related deaths. The
 Hispanic:
15.4
maternal mortality and pregnancy* Number of maternal deaths per 100,000 live births
related mortality ratios among black
** Number of pregnancy-related deaths per 100,000 live
births
women was approximately three to
four times greater than the ratios for
Source: CDC Pregnancy Mortality Surveillance System
white and Hispanic women.
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Arkansas Maternal Mortality Review

In 2019, Arkansas was one of several states that introduced legislation to establish a
maternal mortality review committee. Arkansas House Bill 1440 was introduced and
passed during the 92nd General Assembly, Regular Session, 2019. Arkansas House Bill
1440 became Act 829 of 2019 (Appendix A) and established the AMMRC which requires
the formal review of maternal deaths in Arkansas and secures protection for the
confidentiality of the process. The AMMRC was developed with guidance from the
Centers for Disease Control and Prevention (CDC) Building US Capacity to Review and
Prevent Maternal Deaths and is modeled after well-established review committees in the
United States (Appendix B).
Within the population of women of reproductive age, maternal mortality is an indicator
that is monitored by ADH pursuant to Ark. Code Ann. § 20-15-2301. Maternal mortality is
considered a sentinel event that warrants close scrutiny. An increasing national and state
trend in maternal mortality indicates the need to conduct maternal mortality review in
order to gain insight into the medical and social factors leading to these events and to
prevent future occurrences of maternal mortality.
ADH Internal Workgroup
Development and facilitation of the AMMRC was delegated to the ADH Family Health
Branch. The first year has been dedicated to development of infrastructure for the
committee. An internal workgroup was established consisting of physicians, nurses, an
epidemiologist, and administrative staff. This workgroup has met weekly for over a year
focusing on maternal mortality review.
A guidance document was developed outlining the focus and goals of the committee,
along with guidelines addressing confidentially, conflict of interest, and the processes of
the committee. Each committee member received formal orientation to the Arkansas
Maternal Mortality Review Committee Guidance Document as well as the abstraction and
review process. In addition, the workgroup has developed correspondence and other
documents necessary to facilitate the activities of the committee. All documents were
developed with close guidance from the CDC and modeled after long-standing review
committees in other states.
Data Sharing Agreements
The ADH Family Health Branch has established data sharing agreements with the Office
of Health Information Technology (OHIT), the ADH Health Statistics Branch, ADH Vital
Statistics Section, and the ADH Hospital Discharge Data System. In addition, an
agreement has been established with CDC for data sharing and use of the Maternal
Mortality Review Information Application (MMRIA). Maternal mortality cases have been
identified for the calendar year 2018 and the abstraction/review process has been
initiated.
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Scope
The scope of cases for Arkansas review is all pregnancy-associated deaths or any deaths
of women during pregnancy or up to 365 days after pregnancy ends. At the July 2020
AMMRC meeting, the committee members set forth exclusion criteria for abstraction (i.e.
motor vehicle accidents and out of state residents).
Deaths are identified from review of death certificates, based on cause of death, a
pregnancy check box selection, or linkage of vital records by searching death certificates
of women of reproductive age and matching them to birth or fetal death certificates in the
year of or the year prior to the woman’s death.
Purpose
The purpose of the AMMRC is to identify and characterize maternal deaths with the goal
of identifying prevention opportunities.
Vision
To protect and improve the health and well-being of all Arkansans by eliminating
preventable maternal deaths in Arkansas.
Mission
Optimize health for all Arkansans to achieve maximum personal, economic and social
impact.
Goals
The goals of the AMMRC are to:









Perform thorough record abstraction in order to obtain details of events and issues
leading up to a mother’s death.
Perform a multidisciplinary review of cases to gain a holistic understanding of the
issues.
Determine the annual number of maternal deaths related to pregnancy (pregnancyrelated mortality).
Identify trends and risk factors among pregnancy-related death in Arkansas.
Recommend improvements to care at the individual, provider, and system levels with
the potential for reducing or preventing future events.
Prioritize findings and recommendations to guide development of effective preventive
measures.
Recommend actionable strategies for prevention and intervention.
Disseminate the findings and recommendations to a broad array of individuals and
organizations.
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Promote the translation of findings and recommendations into quality improvement
actions at all levels.

Statutory Authority & Protections
The maternal mortality review is conducted pursuant to Ark. Code Ann.§ 20-15-2301 2307. See Appendix A for full text of the public health laws that apply.
§ 20-15-2301 provides authority for the AMMRC to review pregnancy-associated deaths
or deaths of women with indication of pregnancy up to three hundred sixty-five (365) days
after the end of pregnancy.
§ 20-15-2302 provides powers and duties to the AMMRC including identify maternal
death cases, review medical records, contact family members and other affected or
involved persons to collect additional relevant data. All proceedings and activities of the
committee are confidential and are not subject to the Freedom of Information Act of 1967.
§ 20-15-2303 provides access to all relevant medical records associated with a case
under review by the committee.
Process
Arkansas resident pregnancy-associated deaths are identified through several criteria,
including: death certificate for a woman with a matching live birth certificate or a fetal
death certificate; death certificate for a woman with a cause of death related to pregnancy,
childbirth, or postpartum period; or death certificate for a woman with the pregnancy box
checked indicating death occurred during a pregnancy or within one year of a pregnancy.
Information for abstraction is gathered from maternal/neonatal death certificates,
neonatal birth certificates, medical records, autopsy reports, and other pertinent
resources. Records are then abstracted by a trained abstractor, who prepares deidentified case narratives for review by the committee.
Meeting Structure
The AMMRC reviews and makes decisions about each case based on the case narrative
and abstracted data. The committee examines the cause of death and contributing factors
and determines:
1.
2.
3.
4.
5.
6.

Was the death pregnancy-related?
What was the underlying cause of death?
Was the death preventable?
What were the factors that contributed to the death?
What are the recommendations and actions that address those contributing factors?
What is the anticipated impact of those actions if implemented?
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Membership
The AMMRC is a multidisciplinary committee whose members represent Arkansas
Department of Health's five public health regions (Appendix C) and various specialties,
facilities, and systems that interact with and impact maternal health.
Twenty-one members have been appointed by the Arkansas Secretary of Health.
Membership consists of specialists in obstetrics and gynecology, maternal fetal medicine,
anesthesiology, nursing, psychiatry, mental/behavioral health, nurse midwifery, public
health, hospital association, patient advocacy, and more. Recruitment of new AMMRC
members may occur annually as needed unless a specific type of expertise is required
during the year for a case review (Example: domestic violence).
All AMMRC members serve in a volunteer capacity and do not receive compensation for
participation in the review process. AMMRC members have a term limit of up to three
years for their volunteer stewardship.
Organizations Represented by Members
 American College of Cardiology, Arkansas Chapter
 American College of Nurse Midwives, Arkansas Affiliate
 American College of Obstetricians & Gynecologists
 Arkansas Department of Health
 University of Arkansas for Medical Sciences
 Arkansas Board of Health
 Arkansas Foundation for Medical Care
 Arkansas Hospital Association
 Arkansas Medical Society
 Arkansas Society of Anesthesiologists
 Arkansas Chapter Association of Women’s Health, Obstetric and Neonatal Nurses
 Arkansas Board of Nursing
 Arkansas Psychiatric Society
 March of Dimes
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