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But this is home



Reduction of Maternal Mortality is one of the 
Greatest Public Health Success Stories of the Last 

Century







The U.S. has the worst rate of maternal deaths in the developed world, and 

most are preventable

ProPublica
May 12, 2017

ά¢ƘŜ [ŀǎǘ tŜǊǎƻƴ ¸ƻǳΩŘ 9ȄǇŜŎǘ ǘƻ 5ƛŜ 
in Childbirthέ

Lauren Bloomstein, a neonatal nurse, 
died from preeclampsia in the hospital 
where she worked, and illustrates the 

need for focus.

Why are more 
American women 

dying after childbirth?

PBS NewsHour 
August 18, 2017

NJ Spotlight
January 22, 2018

https://www.propublica.org/article/die-in-childbirth-maternal-death-rate-health-care-system
http://www.pbs.org/newshour/bb/american-women-dying-childbirth/


NY Times
March 5, 2019

ProPublica
Lost Mothers Series
February 13, 2020
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Maternal Deaths Rose 
During the First Year 

of the Pandemic
Deaths during pregnancy and the first six weeks after 
childbirth increased, especially for Black and Hispanic 
women, according to a new report.

Charles Johnson testified before a 
House committee last May about losing 
his wife, Kira Johnson, during a routine 

C-section.Credit...Leah Millis/Reuters

New York Times
February 23, 2022

PBS News Hour
October 19, 2022

NY Times
March 16, 2023



USA Today
April 11, 2023

NY Times
February 12, 2023

NPR
March 15, 2024



Pregnancy-associated death: the death of a person while 
pregnant or within one year of pregnancy, regardless of cause 
(may be related or unrelated to pregnancy)

Pregnancy-associated, but not related, death: the death of a 
person while pregnant, or within one year of pregnancy, from 
a cause that is unrelated to pregnancy 

Pregnancy-related death: the death of a person while 
pregnant or within one year 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



Active Maternal Mortality Review Committees 
(MMRCs)
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MMRCs Collect Data that Fuels Action 





MMRCs in 38 states contributed data on 525 
pregnancy -related deaths that occurred in 2020 

among their residents

PRELIMINARY DATA



10.6% 5.9%

6.8% 9.8%

22.5%

11.2%

8.6%

7.1%

3.7%

2.2%

2.0%

1.8%

1.8%

Mental Health Conditions

Cardiovascular Conditions

Infection

Hemorrhage

Embolism

Hypertensive Disorders of Pregnancy

Amniotic Fluid Embolism

Injury

Cerebrovascular Accident

Collagen Vascular/Autoimmune Diseases

Metabolic/Endocrine

Maternal Mortality Review Committees in 38 U.S. States, 2020:

Most frequent underlying causes of pregnancy -related deaths (N=511)*

*Underlying cause of death was missing (n=3) or unknown (n=11) for 14 (2.7%) pregnancy-related deaths 
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MMRCs seek to answer the following question 
regarding pregnancy-related deaths: 

What were the circumstances surrounding the death 
and how can we prevent deaths like this in the future?



A preventability determination was missing (n=1) or unable to determine (n=9) for 10 (1.9%) pregnancy-related deaths. 

84%of pregnancy-related deaths with an 

MMRC preventability determination were 
determined to be preventable

PRELIMINARY DATA



Maternal Mortality Review Committees in 38 U.S. States, 2020:

Timing of pregnancy -related deaths

26%
during 

pregnancy

11%
day of delivery

16%
1ς6 days after 

end 
of pregnancy

20%
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end of 
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27%
43 daysς1 year 

after end of 
pregnancy

Specific timing was missing or unknown for 0 (0.0%) pregnancy-related deaths PRELIMINARY DATA

47% occurred 1 week to 1 year 
after the end of pregnancy



Use your StateõS MMRC Report
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Pearls Related to Education

Recognition & Prevention - Provide ongoing education to all patients on s/s of hypertension and 
preeclampsia and empower them to seek care.

Response -é.. include a standard responseé..listening and investigating patient -reported and 
observed symptomsé.Initiate postpartum follow -up visit to occur within 3 days of birth 

hospitalization discharge date for individuals whose pregnancy was complicated by 

hypertensive disorders. 

Respectful, Equitable & Supportive Care - Engage in open, transparent, and empathetic 

communication with pregnant and postpartum people and their identified support network to 

understand diagnosis, options, and treatment plans. Include  postpartum people as part of 
the multidisciplinary care team to establish trust and ensure informed, shared decision -making 

that incorporates the postpartum personõs values and goals.



Pearls Related to Community 
Engagement and Resources

ÅReferral resources and communication pathways
Å resource mapping 
Å referral pathways

ÅConsider providing blood pressure equipment, education materials prior to 
discharge (with instruction and return demo)

ÅScreen for community support specific to individual needs such as:
Åmental/behavioral health 
Åmedical follow up
Åstructural/social drivers of health



Additional Pearls Related to 
Community Engagement and 

Resources

ÅSpecific directions on postpartum follow -up
ÅB/P check
Ådiscuss signs and symptoms
Åwhat to do/who to contact if questions or concerns
Åwhere to go
ÅNEED TO WRITE DOWN instructions, provide materials with this information

Å Inclusion of the patient as part of the multidisciplinary team



And Rememberé
VTake the time to assess clientõs knowledge

V Educate on key concepts, potential s/s of complications
V Teach how to assess & what to do with the information

V Review who to call & when

Remind every pregnant/postpartum person

YOU deserve to be heard!

If you feel you were not heard 

Say: 

òI am concerned that you are not listening to what I am saying.ó
Then:

Repeat what you want to report



Because it takes a 
village

Why are these changes important?



Case study
ÅPP visit in OB office 6+ weeks post delivery
ÅUpon arrival and examination ðincreased blood pressure
ÅBaby had not seen pediatrician for any follow up
ÅNo support system, father of baby, grandparents, etc. except daughter who 

was in 5 th grade
ÅNo history of any concerns, medical or otherwise on the patient record

ÅConnection by office to local postpartum hotline who suggested referrals to a 
number of possible resources

ÅReferrals made and they then followed up with the patient/family and reported 
back to the medical provider

ÅReferral to at home BP monitoring program offered by hospital system

ÅFurther coordination with other medical offices made (within group practice) 



We need to address need for equitable and timely 
treatment of hypertension

BMC Health 
Services Research, 
2024



Does this approach and focus on 
community engagement work?



SOURCE: NEW JERSEY HOSPITAL ASSOCIATION | COPYRIGHT 2021: New Jersey Hospital Association

Rate of non-blood transfusion Severe Maternal Morbidity (SMM) among people with HTN/Preeclampsia 
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SOURCE: NEW JERSEY HOSPITAL ASSOCIATION | COPYRIGHT 2021: New Jersey Hospital Association

NJõs Challenges and Opportunities
ÅIn 2022, 42 hospitals reported implementing the HTN bundle. Four additional 

hospitals shared that they stopped implementation due to workforce issues 
and other priorities.

ÅNot unlike hospitals nationally, workforce issues continue to present opportunities for 
creative engagement.

ÅEmphasis today is meeting hospitals òwhere they areó and one:one
technical assistance continues.

ÅN.J. has an extensive number of initiatives aimed at expanding Medicaid 
coverage for new mothers, strengthening and diversifying the maternal 
health workforce and elevating the voices of those giving birth. The NJPQC 
has a seat at the table for most, if not all, of these discussions.

üStrengthen and expand relationships with Federally Qualified Health Centers,
community provider agencies, and other partners

üAccelerate Patient/Family Advisory Council (PFAC) learning opportunities and 
engagement



What Can I Use to Help Implement 
These Changes to the Bundle?





AWHONN (n.d.) POST-BIRTH Warning Signs. Retrieved from awhonn.org

Suplee, P.D., Kleppel, L., Santa-Donato, A., & Bingham, D. (2016). Improving postpartum 
ŜŘǳŎŀǘƛƻƴ ŀōƻǳǘ ǿŀǊƴƛƴƎ ǎƛƎƴǎ ƻŦ ƳŀǘŜǊƴŀƭ ƳƻǊōƛŘƛǘȅ ŀƴŘ ƳƻǊǘŀƭƛǘȅΦ bǳǊǎƛƴƎ ŦƻǊ ²ƻƳŜƴΩǎ 
Health, 20(6), 552-567. 

Urgent Maternal Warning Signs | CDC

https://www.ihi.org/sites/default/fil
es/2024-04/AIM-Patient-Safety-
Bundles_Change-
Package_Hypertension.pdf

https://www.cdc.gov/hearher/maternal-warning-signs/index.html


Find Out Whoõs in Your Community

ÅWork with your hospital social services department or other related 

ÅLocal non profit agencies who work with pregnant families

ÅDoula services

ÅCommunity health worker programs

ÅHome visiting programs in your area that serve this population

ÅCheck with your state departments who provide health and human services 
programming
Å Are there statewide referral networks such as Unite Us 

ÅFaith based organizations

ÅProfessional associations
Å AWHONN

Å ACOG

Å ACNM



*Data collected thru 3/31/24

© 2024 Preeclampsia Foundation

30,953
Total cuffs shipped

300
Providers

27
States

Cuff 
Kit Ἆ

Scan here for 
website info about 
Cuff Kit program



Research
Analysis 
Partners

LocalandNationalPartners



9ƨŉŉШuŔƣ҂Ш9ŸŰƣĲŰƣƚ
ÅPregnancy-validated blood pressure cuff (available in 

large or XL with batteries)

ÅInstructions, including link to online video, iHealth app, 
and Preeclampsia Foundation website

ÅBP tracking log

ÅIllustrated signs & symptoms sheets                     (prenatal 
& postpartum)

ÅSigns and symptoms magnet

Åά{ǘƛƭƭ ŀǘ wƛǎƪέ ǊǳōōŜǊ ǿǊƛǎǘōŀƴŘ

ÅtŀǊǘƛŎƛǇŀƴǘǎΩ ŦŜŜŘōŀŎƪ ǇƻǎǘŎŀǊŘ

Welcome Letter



Automated blood 
pressure 
monitor/cuff
Å Validated for use in pregnancy and the 

postpartum period

Å Comes with batteries

Å Red/yellow/green indicator screen



Blood Pressure Log & Instructions



Free iHealth App



Prenatal & Postpartum
Preeclampsia Signs

& Symptoms



Preeclampsia
Signs & 
Symptoms 
Magnet



Preeclampsia
љÉƣŔũũШċƣШÅŔƚťњШ
Wristband

Å Facilitates postpartum
provider & patient awareness.



Contact Information

Randy Fillmore
ñǸɅȡɐɶ æɶɐȲǸǪʌ >ɐɐɶǱȡɅǍʌɐɶ >ʔȒȒ ©ȡʌἎ

Chris MaGahee
Director of Development

Eleni Tsigas
CEO, Preeclampsia Foundation

CuffKit@preeclampsia.org

321-421-6957

mailto:CuffKit@preeclampsia.org


ǒ Patient Famil y Partner (PFP) certification 
training program for those with lived 
experiences

ǒ Lived Experience Integration® training 
curriculum for healthcare providers working 
in quality improvement (QI)

ǒ Matchmaking services for quality 
improvement leaders to partner them with 
PFPs

www.mommasvoices.org


