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e The analysis included 54 maternal deaths that occurred in the
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collaboration with diverse public and private organizations to pursue
multifaceted approaches for moving recommendations into tangible
actions.
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Intrauterine hemorrhage and infection both had 50% strong
chance to alter the outcome, while hypertensive disorders
and thrombotic embolism had 36% and 33%, respectively.

0% 5% 10% 15% 20% 25%
PAMR Coordinator: Rhonda.Brown@flhealth.gov

Percent




