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            Greigh Hirata, MD, Vice Chair

Raydeen Busse, MD, Immediate Past Chair
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Re: SB 1238 Relating to Health (Maternal Mortality Review Panel)


Position: Strongly Support with Amendments


Dear Chair Green, Vice Chair Baker and Health Committee Members:


The American Congress of Obstetricians and Gynecologists (ACOG), Hawaii Section strongly supports SB1238 with the proposed amendments outlined in this testimony, which establishes a maternal mortality review panel to conduct comprehensive, multidisciplinary reviews of maternal deaths in Hawaii for the purpose of identifying factors associated with those deaths to improve services for women in our state.


As you may know, Hawaii’s Maternal and Perinatal Mortality Review Committee was an active group until about 15 or more years ago when this committee ceased to exist due to lack of administrative support.  During that time, protections for patients, and from discovery or legal action of the review process was provided by Hawaii Revised Statutes 324-1 to 4, and this law is still current today. This law requires updating and revision to establish the Maternal Mortality Review Panel.

Hawaii is one of only 14 states in the nation that does not have an active Maternal Mortality Review Committee (ACOG Annual Clinical Meeting, May 2011).  Despite advances in medical care, the maternal mortality rate in the U.S. appears to rising, and has reached a rate that is now four times higher than the federal government’s Healthy People 2010 goal.

The U.S. pregnancy-related mortality ratio was 14.5 per 100,000 live births during 1998-2005 (Centers for Disease Control and Prevention-CDC).  This is higher than any other period in the past 20 years.  U.S. officials had hoped to decrease this rate from 8.4 in 1997 to 3.3 deaths per 100,000 live births by 2010 (Healthy People 2010), and instead the actual rate was 4 times that number.  According to World Health Organization (WHO) estimates for 2008, 47 countries had lower maternal mortality ratios than the U.S. (WHO, Trends in Maternal Mortality: 1990-2008)

Hawaii’s maternal mortality ratio from 2001 through 2006 was estimated by the CDC as 13.9 deaths per 100,000 live births (CDC, National Center for Health Statistics-NCHS, 2001-2006 data).  According to Hawaii Department of Health data, there were 102 maternal deaths from 2001 through 2011, or an average of 9 deaths per year.  These numbers are thought to be under-reported not only in Hawaii, but across the nation.  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 national maternal deaths can be attributed to new data collection techniques and better reporting.

Nationally, women of color, particularly African American women, have a higher maternal mortality ratio than white women in the U.S. (CDC, NCHS, 2010).  No current similar data are publicly available or analyzed for our multiethnic state.

As an example of how comprehensive maternal mortality reviews can contribute to improved quality of care, the United Kingdom noted that certain ethnic populations had comparatively increased maternal mortality rates. Using this information, they targeted particular pregnant populations for earlier prenatal care, education campaigns for care providers and other interventions based on their maternal mortality review data with a subsequent decrease in maternal mortality (Saving Mothers’ Lives, Reviewing maternal deaths to make motherhood safer: 2006-2008. British Journal of Obstetrics and Gynaecology. Volume 118, Supplement 1, March 2011).  In the United States, the Illinois Maternal Mortality Review Committee (MMRC) found that obstetric hemorrhage was the leading cause of death, with 69% thought to be potentially avoidable. The Illinois MMRC was instrumental in mandating that every obstetric hospital in their state undergo mandatory Obstetric Hemorrhage training which benefits all pregnant women [Reducing Maternal Deaths through State Maternal Mortality Review. Kilpatrick SJ, etal. 2012 Sep;21(9):905-9. Journal of Womens Health (Larchmont)] 

Hawaii ACOG is grateful to Senators Green, Baker, Ruderman and Shimabukuro for the introduction of SB 1238 which will establish a maternal mortality review towards improving women’s services, however we recommend several amendments to further enhance the positive effects of this bill as follows:


Additions: underlined 

Deletions: strikethrough 

Page 1, Line 6:


Deletion and Addition:  “”Department” means the department of health.  “Director” means the director of health.”

Page 1, Lines 7 - 9:  

Deletion and Addition: ““Maternal mortality” means the following: or “maternal death” means the death of a woman who was pregnant at the time of her death or within one year of her death. 

(a) “Pregnancy-related death” means the death of a woman while pregnant or within one year of the end of pregnancy, irrespective of the duration and site of the pregnancy, from any cause related to or aggravated by her pregnancy or its management, but not from accidental or incidental causes. 


(b) “Pregnancy-associated death” means the death of a woman while pregnant or within one year of the end of pregnancy, irrespective of cause. 


(c) “Pregnancy-associated, but not pregnancy-related death” means the death of a woman while pregnant or within one year of the end of pregnancy due to a cause unrelated to pregnancy.”

Page 1, Line 10:


Deletion and Addition:  “§324- Maternal Mortality Review Panel Committee; established:”


Page 1, Line 11:


Deletion:  “reporting.  (a) There is established a maternal mortality”


Page 1, Line 12:


Deletion and Addition:  “review panel committee to conduct comprehensive, multidisciplinary”

Page 1, Line 16:


Deletion and Addition:  “services for women in this State.  The members of the panel committee”


Page 1, Line 17:  


Deletion and Addition: “shall be appointed by the director of health, in collaboration with the organizations listed, as follows: and shall consist”


Page 2, Lines 1 – 2:


Deletion: “of a minimum of one representative of each of the following groups:”


Page 2, Lines 3-4:


Deletion and Addition:  “(1) Two members from the Hawaii Section of the American Congress of Obstetricians and Gynecologists, one of whom shall be a generalist including generalists and one of whom shall be a maternal fetal medicine specialist;”


Page 2, Line 5:


Deletion and Addition:  “(2) One member from the Hawaii Chapter of the American Academy of Pediatrics, specializing in neonatology Family practice physicians; 

(3) One member from the Hawaii Medical Association;”


Page 2, Lines 6 - 7:


Deletion and Addition:  “(3) (4) One member from the Hawaii Chapter of the American College of Nurse Midwives Certified nurse-midwives, certified midwives, or advanced practice nurses;”


Page 2, Line 8:

Deletion and Addition:  “(4) (5) One member from the Hawaii Section of the Association of Women’s Health, Obstetric and Neonatal Nurses Hospital-based nurses and;”

Page 2, Lines 9 - 10:


Deletion and Addition: “(5) (6) The chief of the Representatives of the department of health’s maternal and child health branch, or designee;”


Page 2, Line 11:


Deletion and Addition: “(6) (7) An epidemiologist from the department of health with experience analyzing perinatal data, or designee Social services providers;”


Page 2, Line 12: 


Deletion and Addition: “(7) (8) The chief medical examiner, pathologist, or designee;”


Page 2, Line 13:


Deletion and Addition:  “(8) (9) A representative of the community mental health centers Hospital representatives, and;”


Page 2, Line 14 - 15:


Deletion and Addition:  “(9) A member of the public.  Community or patient advocates who represent the communities that are most affected by maternal deaths.” 


Page 2, Line 18:

Deletion and Addition:  “(b) The term of each member shall be two three years and the terms shall be staggered.  The”


Page 2, Line 20:

Deletion and Addition: “panel committee, who shall call the first meeting of the panel and”


Page 3, Line 4:


Deletion and Addition: “mortality review panel committee the functions of collecting,”


Page 3, Line 6:


Deletion and Addition: “organizing and convening meetings of the panel committee; and such”


Page 3, Line 9:


Deletion and Addition: “review panel committee and its employees or agents shall be subject to”

Page 3, Line 11:


Deletion and Addition: “panel committee.”


Page 3, Lines 12 - 20:


Deletion: “The maternal mortality review committee shall submit an annual report to the legislature concerning its activities and the incidents of maternal deaths within the State.  The report shall be due no later than twenty days prior to the convening of each regular session of the legislature.  The report shall include statistics setting forth the number of maternal deaths, identifiable trends in maternal deaths, including possible causes, and recommendations to reduce the number of preventable maternal deaths.”


Page 3, After Line 20 and Before Line 21:

Insert the following Addition after Line 20 and Before Line 21:


“§324-  .  Duties of the Maternal Mortality Review Panel. 

(a) The panel, in collaboration with the director of health or designee, shall conduct comprehensive, multidisciplinary reviews of maternal mortality in Hawaii. 

(b) Each member of the panel shall be responsible for disseminating panel recommendations to his or her respective institution and professional organization, as applicable. All such information shall be disseminated through the institution's or organization's quality assurance program in order to protect the confidentiality of all participants and patients involved in any incident. 

(c) The director of health, in collaboration with the maternal mortality review panel, shall submit an annual report to the senate and house committees on health concerning its activities and the incidents of maternal deaths within the State.  The report shall be due no later than twenty days prior to the convening of each regular session of the legislature.  The report shall include statistics setting forth the number of maternal deaths, identifiable trends in maternal deaths, including possible causes, and recommendations for system changes and legislation relating to the delivery of health care in Hawaii. 

(d) The panel shall not: 

(1) Call witnesses or take testimony from any individual involved in the investigation of a maternal death. 

(2) Enforce any public health standard or criminal law or otherwise participate in any legal proceeding, except to the extent that a member of the panel is involved in the investigation of a maternal death or resulting prosecution and must participate in a legal proceeding in the course of performing his or her duties outside the panel.”

Page 4, Before Line 1:


Insert the following Addition Before Line 1:


“§324- 1.  Confidentiality.

(a) The panel's proceedings, records, and opinions shall be confidential and shall not be subject to inspection or review or to discovery, subpoena, or introduction into evidence in any civil or criminal proceeding; provided, however, that nothing in this subsection shall be construed to limit or restrict the right to discover or use in any civil or criminal proceeding anything that is available from another source and entirely independent of the panel's proceedings. 

(b) Members of the panel shall not be questioned in any civil or criminal proceeding regarding the information presented in or opinions formed as a result of a meeting of the panel; provided, however, that nothing in this subsection shall be construed to prevent a member of the panel from testifying to information obtained independently of the panel or which is public information. 

§324- 2.  Information related to maternal mortality.

(a)(1) Health care providers; health care facilities; clinics; laboratories; medical records departments; and state offices, agencies, and departments shall report all maternal mortality deaths to the chair of the maternal mortality review panel and to the director of health or designee. 

(2) The director and the chair may acquire the information described in subdivision (1) of this subsection from health care facilities, maternal mortality review programs, and other sources in other states to ensure that the panel's records of Hawaii maternal mortality cases are accurate and complete. 

(b)(1) The director shall have access to individually identifiable information relating to the occurrence of maternal deaths only on a case-by-case basis where public health is at risk. As used in this section, "individually identifiable information" includes vital records; hospital discharge data; prenatal, fetal, pediatric, or infant medical records; hospital or clinic records; laboratory reports; records of fetal deaths or induced terminations of pregnancies; and autopsy reports. 

(2) The director or designee may retain identifiable information regarding facilities where maternal deaths occur and geographic information on each case solely for the purposes of trending and analysis over time. All individually identifiable information on individuals shall be removed prior to any case review by the panel. 

(3) The chair shall not acquire or retain any individually identifiable information. 

(c) If a root cause analysis of a maternal mortality event has been completed, the findings of such analysis shall be included in the records supplied to the review panel. 


Page 4, Line 1:


Deletion and Addition:  “§324- 1 3.  Sources of information protected. Any person,”

Page 4, Lines 5 - 7:  


Deletion and Addition:  “condition and treatment of any person to the maternal mortality review panel, and the maternal [and perinatal mortality study committee of the Hawaii Medical Association], any in-hospital staff”

Page 4, Line 18:


Deletion and Addition:  “§324- 1 4.   Identification of persons studied; restriction.”


Page 4, Lines 19 - 20: 


Deletion and Addition: “The maternal mortality review panel and the maternal [and perinatal study committee of the Hawaii Medical Association] mortality review committee, the”

Page 5, After Line 6 and Before Line 7:


Insert the following Addition After Line 6 and Before Line 7:


“§324- 5.  Rulemaking.


The director of health, with the advice and recommendation of a majority of the members of the panel, shall adopt rules related to the following: 

(1) The system for identifying and reporting maternal deaths to the director or designee. 

(2) The form and manner through which the panel may acquire information under section §324- 2 of this title. 

(3) The protocol to be used in carefully and sensitively contacting a family member of the deceased woman for a discussion of the events surrounding the death, including allowing grieving family members to delay or refuse such an interview. 

(4) Ensuring de-identification of all individuals and facilities involved in the panel's review of cases. 

Comments on Proposed Amendments:


1.  Definitions of Maternal Mortality.  It is important to understand the terms used for maternal death.  There are two sets of definitions to describe maternal death.  

The CDC/ACOG definitions are:


Pregnancy-Associated Death – death of a woman while pregnant or within one year of termination of a pregnancy regardless of the cause of death or outcome of the pregnancy.  Pregnancy-Related Death - death of a woman while pregnant or within one year of the termination of pregnancy resulting from complications of the pregnancy itself, the chain of events initiated by the pregnancy that led to death, or aggravation of an unrelated condition by physiological effects of the pregnancy that subsequently causes death.

The WHO has similar definitions that differ in time period.  WHO definitions include death of a woman while pregnant or within 42 days of the termination of pregnancy.

CDC/ACOG definitions are used in state maternal mortality reviews and therefore this language was inserted in the bill.  

2.  The word “committee” was replaced with “panel” throughout the document, as in the “Maternal Mortality Review Panel”, to more accurately reflect the appointment of members by the director in collaboration with the listed organizations.

3. 
The members of the Maternal Mortality Review Panel were more accurately clarified and delineated to reflect those recommended by national ACOG and reflect current composition of other states’ Maternal Mortality Review Panels that are needed to accomplish the duties of this panel.


4. 
The term of each panel member was extended to a staggered three years as a two year term decreases the continuity and ability of the panel to appropriately carry out its duties.


5. 
Reporting to the legislature was changed to specifically reporting to the Senate and House Committees on Health, reporting to those who are charged with overseeing our State’s health.

6.  
A section on “Duties of the Maternal Mortality Review Panel” was added to more clearly delineate the duties of this panel.


7. 
A section on “Confidentiality” was added to more clearly delineate the confidential nature of this panel.


8. 
A section on “Information related to maternal mortality” was added to more clearly delineate how information on maternal mortality may be obtained.

9.
On Page 4, Lines 5 – 7 and 19 – 20, language on sources of information protected, and restriction of identification of persons studied for the previous Maternal and Perinatal Mortality Study Committee of the Hawaii Medical Association (HMA) was continued as currently written in the Statutes, to preserve the future option of collaboration with the HMA on maternal mortality reviews.


10.
A section on “Rulemaking” was added to more clearly delineate the process in which information is gathered.

For every woman who dies of a pregnancy-related cause, many more suffer morbidity related to pregnancy.  Comprehensive review of maternal death may therefore lead to improvement in general women’s care and decrease morbidity, in addition to decreasing mortality.  This morbidity and mortality place a significant burden on women, their children and families, and on society in personal, social and economic terms.  The American Congress of Obstetricians and Gynecologists (ACOG), CDC, the Association of Maternal and Child Health Programs, and the Maternal and Child Health Bureau within HHS‐HRSA all recommend that maternal deaths in each state be investigated by a multidisciplinary peer‐review protected Maternal Mortality Review Panel. Review of every maternal death by a qualified, multidisciplinary 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. 


We thank the Senate Health Committee’s past support of Women’s Health and urge you to continue working with Hawaii ACOG and others to establish the Hawaii Maternal Mortality Review Panel.

Thank you for the opportunity to present our testimony.  Please do not hesitate to contact us if you require any further information.
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From:
Hawaii Medical Association
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Dr. Linda Rasmussen, MD, Legislative Co-Chair
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Dr. Christopher Flanders, DO, Executive Director



Lauren Zirbel, Community and Government Relations

To:  Senator Josh Green, Chair


        Senator Rosalyn H. Baker, Vice Chair


        Senate Committee on Health


Re: SB 1238 Relating to Health (Maternal Mortality Review Panel)


Position: Strongly Support with ACOG Amendments


Dear Chair Green, Vice Chair Baker and Health Committee Members:


The Hawaii Medical Association strongly supports SB1238 with the proposed amendments outlined in this testimony, which establishes a maternal mortality review panel to conduct comprehensive, multidisciplinary reviews of maternal deaths in Hawaii for the purpose of identifying factors associated with those deaths to improve services for women in our state.


As you may know, Hawaii’s Maternal and Perinatal Mortality Review Committee was an active group until about 15 or more years ago when this committee ceased to exist due to lack of administrative support.  During that time, protection from discovery or legal action for the review process and committee participants was provided by Hawaii Revised Statutes 324-1 to 4, and this law is still current today. This law requires updating and revision.


Hawaii is one of only 14 states in the nation that does not have a Maternal Mortality Review Committee (ACOG Annual Clinical Meeting, May 2011).  Despite advances in medical care, the maternal mortality rate in the U.S. appears to rising, and has reached a rate that is now four times higher than the federal government’s Healthy People 2010 goal.

The U.S. pregnancy-related mortality ratio was 14.5 per 100,000 live births during 1998-2005 (Centers for Disease Control and Prevention-CDC).  This is higher than any other period in the past 20 years.  U.S. officials had hoped to decrease this rate from 8.4 in 1997 to 3.3 deaths per 100,000 live births by 2010 (Healthy People 2010), and instead the actual rate was 4 times that number.  According to World Health Organization (WHO) estimates for 2008, 47 countries had lower maternal mortality ratios than the U.S. (WHO, Trends in Maternal Mortality: 1990-2008)

Hawaii’s maternal mortality ratio from 2001 through 2006 was estimated by the CDC as 13.9 deaths per 100,000 live births (CDC, National Center for Health Statistics-NCHS, 2001-2006 data).  According to Hawaii Department of Health data, there were 102 maternal deaths from 2001 through 2011, or an average of 9 deaths per year.  These numbers are thought to be under-reported not only in Hawaii, but across the nation.  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 national maternal deaths can be attributed to new data collection techniques and better reporting.

Nationally, women of color, particularly African American women, have a higher maternal mortality ratio than white women in the U.S. (CDC, NCHS, 2010).  No current similar data are publicly available or analyzed for our multiethnic state.

As an example of how comprehensive maternal mortality reviews can contribute to improved quality of care, the United Kingdom reports targeting particular pregnant populations for earlier prenatal care, education campaigns for care providers and other interventions based on their maternal mortality review data with a subsequent decrease in maternal mortality (Saving Mothers’ Lives, Reviewing maternal deaths to make motherhood safer: 2006-2008. British Journal of Obstetrics and Gynaecology. Volume 118, Supplement 1, March 2011).  In the United States, the Illinois Maternal Mortality Review Committee (MMRC) found that obstetric hemorrhage was the leading cause of death, with 69% thought to be potentially avoidable. The Illinois MMRC was instrumental in mandating that every obstetric hospital in their state undergo mandatory Obstetric Hemorrhage training [Reducing Maternal Deaths through State Maternal Mortality Review. Kilpatrick SJ, etal. 2012 Sep;21(9):905-9. Journal of Womens Health (Larchmont)].

Hawaii Medical Association is grateful to Senators Green, Baker, Ruderman and Shimabukuro for the introduction of SB 1238 which will establish a maternal mortality review towards improving women’s services, however we recommend several amendments to further enhance the positive effects of this bill as follows:


Additions: underlined 

Deletions: strikethrough 

Page 1, Line 4:


Addition: “§324-   .     Definitions.  As used in this part, unless the”


Page 1, Line 6:


Deletion and Addition:  “”Department” means the department of health.  “Director” means the director of health.”

Page 1, Lines 7 - 9:  


Deletion and Addition: ““Maternal mortality” means the following: or “maternal death” means the death of a woman who was pregnant at the time of her death or within one year of her death. 


(a) “Pregnancy-related death” means the death of a woman while pregnant or within one year of the end of pregnancy, irrespective of the duration and site of the pregnancy, from any cause related to or aggravated by her pregnancy or its management, but not from accidental or incidental causes. 


(b) “Pregnancy-associated death” means the death of a woman while pregnant or within one year of the end of pregnancy, irrespective of cause. 


(c) “Pregnancy-associated, but not pregnancy-related death” means the death of a woman while pregnant or within one year of the end of pregnancy due to a cause unrelated to pregnancy.”

Page 1, Line 10:


Deletion and Addition:  “§324- B  Maternal Mortality Review Panel Committee; established:”


Page 1, Line 11:


Deletion and Addition:  “reporting.  (a) There is established a maternal mortality”


Page 1, Line 12:


Deletion and Addition:  “review panel committee to conduct comprehensive, multidisciplinary”


Page 1, Line 16:


Deletion and Addition:  “services for women in this State.  The members of the panel committee”


Page 1, Line 17:  


Deletion and Addition: “shall be appointed by the director of health, in collaboration with the organizations listed, as follows: and shall consist”


Page 2, Lines 1 – 2:


Deletion: “of a minimum of one representative of each of the following groups:”


Page 2, Lines 3-4:


Deletion and Addition:  “(1) Two members from the Hawaii Section of the American Congress of Obstetricians and Gynecologists, one of whom shall be a generalist including generalists and one of whom shall be a maternal fetal medicine specialist;”


Page 2, Line 5:


Deletion and Addition:  “(2) One member from the Hawaii Chapter of the American Academy of Pediatrics, specializing in neonatology Family practice physicians; 


(3) One member from the Hawaii Medical Association;”


Page 2, Lines 6 - 7:


Deletion and Addition:  “(3) (4) One member from the Hawaii Chapter of the American College of Nurse Midwives Certified nurse-midwives, certified midwives, or advanced practice nurses;”


Page 2, Line 8:


Deletion and Addition:  “(4) (5) One member from the Hawaii Section of the Association of Women’s Health, Obstetric and Neonatal Nurses Hospital-based nurses and;”


Page 2, Lines 9 - 10:


Deletion and Addition: “(5) (6) The chief of the Representatives of the department of health’s maternal and child health branch, or designee;”


Page 2, Line 11:


Deletion and Addition: “(6) (7) An epidemiologist from the department of health with experience analyzing perinatal data, or designee Social services providers;”


Page 2, Line 12: 


Deletion and Addition: “(7) (8) The chief medical examiner, pathologist, or designee;”


Page 2, Line 13:


Deletion and Addition:  “(8) (9) A representative of the community mental health centers Hospital representatives, and;”


Page 2, Line 14 - 15:


Deletion and Addition:  “(9) A member of the public.  Community or patient advocates who represent the communities that are most affected by maternal deaths.” 


Page 2, Line 18:


Deletion and Addition:  “(b) The term of each member shall be two three years and the terms shall be staggered.  The”


Page 2, Line 20:


Deletion and Addition: “panel committee, who shall call the first meeting of the panel and”


Page 3, Line 4:


Deletion and Addition: “mortality review panel committee the functions of collecting,”


Page 3, Line 6:


Deletion and Addition: “organizing and convening meetings of the panel committee; and such”


Page 3, Line 9:


Deletion and Addition: “review panel committee and its employees or agents shall be subject to”


Page 3, Line 11:


Deletion and Addition: “panel committee.”


Page 3, Lines 12 - 20:


Deletion: “The maternal mortality review committee shall submit an annual report to the legislature concerning its activities and the incidents of maternal deaths within the State.  The report shall be due no later than twenty days prior to the convening of each regular session of the legislature.  The report shall include statistics setting forth the number of maternal deaths, identifiable trends in maternal deaths, including possible causes, and recommendations to reduce the number of preventable maternal deaths.”


Page 3, After Line 20 


Insert the following Addition after Line 20:


“§324-  .  Duties of the Maternal Mortality Review Panel. 


(a) The panel, in collaboration with the director of health or designee, shall conduct comprehensive, multidisciplinary reviews of maternal mortality in Hawaii. 

(b) Each member of the panel shall be responsible for disseminating panel recommendations to his or her respective institution and professional organization, as applicable. All such information shall be disseminated through the institution's or organization's quality assurance program in order to protect the confidentiality of all participants and patients involved in any incident. 

(c) The director of health, in collaboration with the maternal mortality review panel, shall submit an annual report to the senate and house committees on health concerning its activities and the incidents of maternal deaths within the State.  The report shall be due no later than twenty days prior to the convening of each regular session of the legislature.  The report shall include statistics setting forth the number of maternal deaths, identifiable trends in maternal deaths, including possible causes, and recommendations for system changes and legislation relating to the delivery of health care in Hawaii. 

(d) The panel shall not: 

(1) Call witnesses or take testimony from any individual involved in the investigation of a maternal death. 

(2) Enforce any public health standard or criminal law or otherwise participate in any legal proceeding, except to the extent that a member of the panel is involved in the investigation of a maternal death or resulting prosecution and must participate in a legal proceeding in the course of performing his or her duties outside the panel.”

Page 4, Before Line 1:


Insert the following Addition Before Line 1:


“§324- 1.  Confidentiality.

(a) The panel's proceedings, records, and opinions shall be confidential and shall not be subject to inspection or review or to discovery, subpoena, or introduction into evidence in any civil or criminal proceeding; provided, however, that nothing in this subsection shall be construed to limit or restrict the right to discover or use in any civil or criminal proceeding anything that is available from another source and entirely independent of the panel's proceedings. 

(b) Members of the panel shall not be questioned in any civil or criminal proceeding regarding the information presented in or opinions formed as a result of a meeting of the panel; provided, however, that nothing in this subsection shall be construed to prevent a member of the panel from testifying to information obtained independently of the panel or which is public information. 

§324- 2.  Information related to maternal mortality.

(a)(1) Health care providers; health care facilities; clinics; laboratories; medical records departments; and state offices, agencies, and departments shall report all maternal mortality deaths to the chair of the maternal mortality review panel and to the director of health or designee. 

(2) The director and the chair may acquire the information described in subdivision (1) of this subsection from health care facilities, maternal mortality review programs, and other sources in other states to ensure that the panel's records of Hawaii maternal mortality cases are accurate and complete. 

(b)(1) The director shall have access to individually identifiable information relating to the occurrence of maternal deaths only on a case-by-case basis where public health is at risk. As used in this section, "individually identifiable information" includes vital records; hospital discharge data; prenatal, fetal, pediatric, or infant medical records; hospital or clinic records; laboratory reports; records of fetal deaths or induced terminations of pregnancies; and autopsy reports. 

(2) The director or designee may retain identifiable information regarding facilities where maternal deaths occur and geographic information on each case solely for the purposes of trending and analysis over time. All individually identifiable information on individuals shall be removed prior to any case review by the panel. 

(3) The chair shall not acquire or retain any individually identifiable information. 

(c) If a root cause analysis of a maternal mortality event has been completed, the findings of such analysis shall be included in the records supplied to the review panel. 


Page 4, Line 1:


Deletion and Addition:  “§324- 1 3.  Sources of information protected. Any person,”


Page 4, Line 7:  


Deletion and Addition:  “mortality review panel committee, any in-hospital staff”


Page 4, Line 18:


Deletion and Addition:  “§324- 1 4.   Identification of persons studied; restriction.”


Page 4, Line 20: 


Deletion and Addition: “mortality review panel committee, the”


Page 4, After Line 6 and Before Line 7:


Insert the following Addition After Line 6 and Before Line 7:


“§324- 5.  Rulemaking.


The director of health, with the advice and recommendation of a majority of the members of the panel, shall adopt rules related to the following: 

(1) The system for identifying and reporting maternal deaths to the director or designee. 

(2) The form and manner through which the panel may acquire information under section §324- 2 of this title. 

(3) The protocol to be used in carefully and sensitively contacting a family member of the deceased woman for a discussion of the events surrounding the death, including allowing grieving family members to delay or refuse such an interview. 

(4) Ensuring de-identification of all individuals and facilities involved in the panel's review of cases. 

Comments on Proposed Amendments:


1.  Definitions of Maternal Mortality.  It is important to understand the terms used for maternal death.  There are two sets of definitions to describe maternal death.  

The CDC/ACOG definitions are:


Pregnancy-Associated Death – death of a woman while pregnant or within one year of termination or end of a pregnancy regardless of the cause of death or outcome of the pregnancy.  Pregnancy-Related Death - death of a woman while pregnant or within one year of the termination of pregnancy resulting from complications of the pregnancy itself, the chain of events initiated by the pregnancy that led to death, or aggravation of an unrelated condition by physiological effects of the pregnancy that subsequently causes death.

The WHO has similar definitions that differ in time period.  WHO definitions include death of a woman while pregnant or within 42 days of the termination of pregnancy.


CDC/ACOG Guidelines are used in state maternal mortality reviews and the definitions listed therefore were changed to be consistent with CDC/ACOG definitions.


2.  The word “committee” was replaced with “panel” throughout the document, as in the “Maternal Mortality Review Panel”, to more accurately reflect the appointment of members by the director in collaboration with the listed organizations.


3. 
The members of the Maternal Mortality Review Panel were more accurately clarified and delineated to reflect those recommended by national ACOG and reflect current composition of other states’ Maternal Mortality Review Panels that will be needed to accomplish the duties of this panel.


4. 
The term of each panel member was extended to a staggered three years as a two year term decreases the continuity and ability of the panel to appropriately carry out its duties.


5. 
Reporting to the legislature was changed to specifically reporting to the Senate and House Committees on Health, reporting to those who are charged with overseeing our State’s health.


6.  
A section on “Duties of the Maternal Mortality Review Panel” was added to more clearly delineate the duties of this panel.


7. 
A section on “Confidentiality” was added to more clearly delineate the confidential nature of this panel.


8. 
A section on “Information related to maternal mortality” was added to more clearly delineate how information on maternal mortality may be obtained.


9.
A section on “Rulemaking” was added to more clearly delineate the process in which information is gathered.


For every woman who dies of a pregnancy-related cause, many more suffer morbidity related to pregnancy.  Comprehensive review of maternal death may therefore lead to improvement in general women’s care, and decrease morbidity in addition to decreasing mortality.  This morbidity and mortality place a significant burden on women, their children and families, and on society in personal, social and economic terms.  The American Congress of Obstetricians and Gynecologists (ACOG), CDC, the Association of Maternal and Child Health Programs, and the Maternal and Child Health Bureau within HHS‐HRSA all recommend that maternal deaths in each state be investigated by a multidisciplinary peer‐review protected Maternal Mortality Review Panel. Review of every maternal death by a qualified, multidisciplinary 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. 


We thank the Senate Health Committee’s past support of Women’s Health and urge you to continue working with Hawaii Medical Association and others to establish the Hawaii Maternal Mortality Review Panel.


Thank you for the opportunity to present our testimony.  Please do not hesitate to contact us if you require any further information.

HAWAII MEDICAL ASSOCIATION



1360 S. Beretania Street, Suite 200, Honolulu, Hawaii 96814



Phone (808) 536-7702   Fax (808) 528-2376    www.hmaonline.net











Officers


President - Stephen Kemble, MD    President-Elect –Walton Shim, MD  


Secretary - Thomas Kosasa, MD  Immediate Past President – Roger Kimura, MD  


Treasurer – Brandon Lee, MD    Executive Director – Christopher Flanders, DO
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Comments: Senate Committee on Health Senator Josh Green, Chair Senator
Rosalyn H. Baker, Vice Chair DATE: Friday, February 1, 2013 TIME: 1:15 p.m.
PLACE: Conference Room 229 SUPPORT FOR SB 1238 — Maternal Mortality
Review Panel Aloha Chairs Green, Vice Chairs Baker and Committee Members, The
Hawai'i Women'’s Coalition is in strong support of this measure. Hawai'i is one of only
14 states in the nation that does not have a Maternal Mortality Review Committee
according to The American Congress of Obstetricians and Gynecologists (ACOG).
Despite advances in medical care, the maternal mortality rate in the U.S. appears to
rising, and has reached a rate that is now four times higher than the federal
government’s Healthy People 2010 goal. According to the Center for Disease Control
this rise is reflected in Hawai'i as well and may well be much higher due to
underreporting of this sad problem. Hawaii’'s Maternal and Perinatal Mortality Review
Committee was once an active group but ceased to exist about 15 or more years ago
due to lack of administrative support. During that time, protection from discovery or
legal action for the review process and committee participants was provided by
Hawaii Revised Statutes 324-1 to 4, and this law is still current today. According to
ACOG This law requires updating and revision in order to address the problem of
rising maternal mortality in our state. The Coalition stands with American Congress of
Obstetricians and Gynecologists, District VIII in their requested revision of this law
and respectfully requests that this Committee pass SB1238. Mahalo, Ann S. Freed
Co-Chair Women's Coalition 95-227 Waikalani Dr. A403 Mililani, HI 96789 808-623-
5676
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Senate Committee on Health

Senator Josh Green, Chair

Senator Rosalyn H. Baker, Vice Chair



DATE: Friday, February 1, 2013

TIME: 1:15 p.m.

PLACE: Conference Room 229



SUPPORT FOR SB 1238 – Maternal Mortality Review Panel



Aloha Chairs Green, Vice Chairs Baker and Committee Members,



The Hawai`i Women’s Coalition is in strong support of this measure.



Hawai`i is one of only 14 states in the nation that does not have a Maternal Mortality Review Committee according to The American Congress of Obstetricians and Gynecologists (ACOG). Despite advances in medical care, the maternal mortality rate in the U.S. appears to rising, and has reached a rate that is now four times higher than the federal government’s Healthy People 2010 goal. According to the Center for Disease Control this rise is reflected in Hawai`i as well and may well be much higher due to underreporting of this sad problem.



Hawaii’s Maternal and Perinatal Mortality Review Committee was once an active group but ceased to exist about 15 or more years ago due to lack of administrative support.  During that time, protection from discovery or legal action for the review process and committee participants was provided by Hawaii Revised Statutes 324-1 to 4, and this law is still current today. According to ACOG This law requires updating and revision in order to address the problem of rising maternal mortality in our state.



The Coalition stands with American Congress of Obstetricians and Gynecologists, District VIII in their requested revision of this law and respectfully requests that this Committee pass SB1238.





Mahalo,



Ann S. Freed

Co-Chair Women's Coalition

95-227 Waikalani Dr. A403

Mililani, HI 96789

808-623-5676
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Conference Room 229


State Capitol

To:  Senator Josh Green, Chair


        Senator Rosalyn H. Baker, Vice Chair


        Senate Committee on Health


From: Alan Katz, MD, MPH

Re: SB 1238 Relating to Health (Maternal Mortality Review Panel)


Position: Strongly Support with Amendments proposed by the American Congress   


                of Obstetricians and Gynecologists (ACOG), Hawaii Section


Dear Chair Green, Vice Chair Baker and Members of the Senate Committee on Health:


I am writing this testimony in strong support of SB1238, with amendments as proposed by Hawaii ACOG, which establishes a Maternal Mortality Review Panel in our State.  


As a public health physician, I am deeply concerned that Hawaii is one of only 14 states that does not have an established Maternal Mortality Review Panel.  


The American Congress of Obstetricians and Gynecologists, Centers for Disease Control and Prevention, the Association of Maternal and Child Health Programs, and the Maternal and Child Health Bureau within the Health Resources and Services Administration all recommend that maternal deaths in each state be investigated by a multidisciplinary peer-review protected Maternal Mortality Review Panel. 


Overall U.S. maternal mortality rates appear to be on the rise. A comprehensive review of maternal deaths can assist in decreasing maternal mortality, but can also lead to decreased morbidity and an improvement in general women’s health care through systems and other improvements.  


We urge you to support SB1238 and establish the Hawaii Maternal Mortality Review Panel.


Thank you for allowing me to testify on this bill of great importance to women.
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Re: SB 1238 Relating to Health (Maternal Mortality Review Panel)


Position: Support with Amendments proposed by the American Congress   


                of Obstetricians and Gynecologists (ACOG), Hawaii Section


Dear Chair Green, Vice Chair Baker and Members of the Senate Committee on Health:


I am writing this testimony in strong support of SB1238, with amendments as proposed by Hawaii ACOG, which establishes a Maternal Mortality Review Panel in our State.  


As a neonatologist, I am deeply concerned that Hawaii is one of the 14 states that does not have an established Maternal Mortality Review Panel.  


The American Congress of Obstetricians and Gynecologists, Centers for Disease Control and Prevention, the Association of Maternal and Child Health Programs, and the Maternal and Child Health Bureau within HHS‐HRSA all recommend that maternal deaths in each state be reviewed by a multidisciplinary peer‐review protected Maternal Mortality Review Panel. 


Overall U.S. maternal mortality rates appear to be on the rise and thus, this concern creates an imperative to conduct comprehensive reviews of maternal deaths to can assist in decreasing maternal mortality, but can also lead to decreased morbidity and an improvement in general women’s health care through systems and other improvements.  


We urge you to support SB1238 and establish the Hawaii Maternal Mortality Review Panel.  Thank you for your consideration.
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Conference Room 229


State Capitol

To:  Senator Josh Green, Chair


        Senator Rosalyn H. Baker, Vice Chair


        Senate Committee on Health


From: Nathan Fujita M.D.

Re: SB 1238 Relating to Health (Maternal Mortality Review Panel)


Position: Strongly Support with Amendments proposed by the American Congress   


                of Obstetricians and Gynecologists (ACOG), Hawaii Section


Dear Chair Green, Vice Chair Baker and Members of the Senate Committee on Health:


I am writing this testimony in strong support of SB1238, with amendments as proposed by Hawaii ACOG, which establishes a Maternal Mortality Review Panel in our State.  


As an obstetrician-gynecologist, I am deeply concerned that Hawaii is one of the 14 states that does not have an established Maternal Mortality Review Panel.  


The American Congress of Obstetricians and Gynecologists, Centers for Disease Control and Prevention, the Association of Maternal and Child Health Programs, and the Maternal and Child Health Bureau all recommend that maternal deaths in each state be investigated by a multidisciplinary peer-review protected Maternal Mortality Review Panel. 


As you know, overall U.S. maternal mortality rates appear to be on the rise, and this is very concerning.  A comprehensive review of maternal deaths can assist in decreasing maternal mortality, but can also lead to decreased morbidity and an improvement in general women’s health care through systems and other improvements.  


We urge you to support SB1238 and establish the Hawaii Maternal Mortality Review Panel.


Thank you for allowing me to testify on this bill of great importance to women.


Sincerely, 
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January 31, 2013
Testimony in Support: SB 1238

To:  Chair Josh Green, Vice Chair Rosalyn Baker, and Members of the Senate Committee on Health
From: Katie Reardon Polidoro, Director of Public Affairs & Government Relations, Planned Parenthood of
Hawaii

Re:  Testimony in Support of SB 1238 Relating to Maternal Mortality Review

Planned Parenthood of Hawaii supports SB 1238, which establishes a Maternal Mortality Review Panel. We
are very concerned about the increase in maternal deaths in the United States. According to the Centers For
Disease Control, that rate has doubled over the last 25 years, to 12.1 in 2010. Hawaii’s maternal death rate is
13.7 deaths per 100,000 live births, ranking us 37" in the country when it comes to maternal mortality,
according to the National Women’s Law Center.

Despite our relatively high rate of pregnancy related deaths, Hawaii does not currently have a maternal
mortality review panel. We believe that a multidisciplinary review panel will help identify problems,
decrease maternal mortality, and improve women’s health in general in our state. Therefore, we support SB
1238 and ask this Committee to pass it. Mahalo.

Honolulu Health Center Kailua Kona Health Center Kahului (Maui) Health Center
1350 S. King Street, Suite 310 75-184 Hualalai Road, Suite 205 140 Hoohana Street, Suite 303
Honolulu, HI 96814 Kailua Kona, HI 96740 Kahului, HI 96732
808-589-1149 808-329-8211 808-871-1176

(A Maui United Way Agency)


http://www.pphi.org/�
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Conference Room 229


State Capitol

To:  Senator Josh Green, Chair


        Senator Rosalyn H. Baker, Vice Chair


        Senate Committee on Health


From: 


Re: SB 1238 Relating to Health (Maternal Mortality Review Panel)


Position: Strongly Support with Amendments proposed by the American Congress   


                of Obstetricians and Gynecologists (ACOG), Hawaii Section


Dear Chair Green, Vice Chair Baker and Members of the Senate Committee on Health:


I am writing this testimony in strong support of SB1238, with amendments as proposed by Hawaii ACOG, which establishes a Maternal Mortality Review Panel in our State.  


As an obstetrician-gynecologist, I am deeply concerned that Hawaii is one of the 14 states that does not have an established Maternal Mortality Review Panel.  


The American Congress of Obstetricians and Gynecologists, Centers for Disease Control and Prevention, the Association of Maternal and Child Health Programs, and the Maternal and Child Health Bureau within HHS HRSA all recommend that maternal deaths in each state be investigated by a multidisciplinary peer review protected Maternal Mortality Review Panel. 


As you know, overall U.S. maternal mortality rates appear to be on the rise, and this is very concerning.  A comprehensive review of maternal deaths can assist in decreasing maternal mortality, but can also lead to decreased morbidity and an improvement in general women’s health care through systems and other improvements.  


We urge you to support SB1238 and establish the Hawaii Maternal Mortality Review Panel.


Thank you for allowing me to testify on this bill of great importance to women.
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To:  Senator Josh Green, Chair


        Senator Rosalyn H. Baker, Vice Chair


        Senate Committee on Health


From: Sneha L. Sood, MD

Re: SB 1238 Relating to Health (Maternal Mortality Review Panel)


Position: Strongly Support with Amendments proposed by the American Congress   


                of Obstetricians and Gynecologists (ACOG), Hawaii Section


Dear Chair Green, Vice Chair Baker and Members of the Senate Committee on Health:


I am writing this testimony in strong support of SB1238, with amendments as proposed by Hawaii ACOG, which establishes a Maternal Mortality Review Panel in our State.  


As a neonatologist I am deeply concerned that Hawaii is one of the 14 states that does not have an established Maternal Mortality Review Panel.  


I understand that overall U.S. maternal mortality rates appear to be on the rise, and I find this very concerning.  A comprehensive review of maternal deaths can assist in decreasing maternal mortality and can also lead to decreased morbidity and an improvement in general women’s health care.  In addition, neonatal outcomes are impacted significantly by the mother’s health status.    


The American Congress of Obstetricians and Gynecologists, Centers for Disease Control and Prevention, the Association of Maternal and Child Health Programs, and the Maternal and Child Health Bureau within HHS and HRSA all recommend that maternal deaths in each state be investigated by a multidisciplinary peer review protected Maternal Mortality Review Panel. 


I urge you to support SB1238 and establish the Hawaii Maternal Mortality Review Panel.


Thank you for allowing me to testify on this bill.


Sneha L. Sood, MD


Neonatologist
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