
 

 

 

House Bill 796 – Public Health – Maternal Mortality Review Program – Establishment of 

Local Teams  

Committee: Health & Government Operations, February 27, 2019 

Position: Letter of Concern  

 

Bill Summary 

HB 796 would establish local maternal mortality review teams and require those teams to be 

include certain members. The bill establishes that the purpose of the local teams is to prevent 

maternal harms, requiring the Maternal Mortality Review Program to provide a local team with 

certain information and records. Certain information would be prohibited from disclosure at a 

certain public meeting.   

 

MHA Position  

Each of the 32 Maryland birthing hospitals are committed to improving the state’s maternal 

mortality rate and have a long history partnering with the Maryland Department of Health and 

the Maryland Patient Safety Center to share and implement best practices. These programs have 

focused on safety issues as basic as hand hygiene in the neonatal intensive care unit and 

hypertension during pregnancy to more dire concerns such as addiction in pregnancy and 

obstetric hemorrhage. While this work has focused on providing high quality care in the delivery 

room, we know it is critical for pregnant women to have access to prenatal care and screenings 

throughout their pregnancy.  

 

Maternal death is defined as “the death of a woman while pregnant or within 42 days of 

termination of pregnancy irrespective of the duration and site of the pregnancy, from any cause 

related to or aggravated by pregnancy or its management but not from accidental or incidental 

causes.”1 The maternal mortality rate (MMR) is the number of maternal deaths per 100,000 live 

births in the same time period.2 Though the MMR in Maryland has improved slightly over the 

last ten years, more work needs to be done.3 In fact, studies show that an increase in chronic 

health conditions are contributing to these high rates: obesity, hypertension, diabetes and heart 

disease.4  

 

                                                 
1 Ibid. citing World Health Organization’s International Classification of Diseases Ninth and Tenth Revisions (ICD-

9 and ICD-10). (2018). Maryland Department of Health. Available at 

https://phpa.health.maryland.gov/documents/Health-General-Article-§13-1207-2018-Annual-Report-Maryland-

Maternal-Mortality-Review.pdf 
2 Ibid. 
3 Ibid. “For the period from 2011 to 2015, the Maryland MMR was slightly lower than the national rate for the first 

time, and the most recent data show that the Maryland MMR is now 19 percent less than the national rate. Between 

[2007-2011 and 2012-2016], the U.S. MMR increased by 37.2 percent and the Maryland rate decreased by 7.6 

percent.”  
4 Ibid. 

https://phpa.health.maryland.gov/documents/Health-General-Article-§13-1207-2018-Annual-Report-Maryland-Maternal-Mortality-Review.pdf
https://phpa.health.maryland.gov/documents/Health-General-Article-§13-1207-2018-Annual-Report-Maryland-Maternal-Mortality-Review.pdf


 

 

 

 

We appreciate the commendable intent of the bill and recognize the value of local 

considerations; however, we have several concerns with components of the bill as drafted 

including aspects that are not reflected in the bill as introduced. We welcome the opportunity to 

work with the sponsors to address the following concerns: 

 

Composition of a local team should contain the expertise required for a meaningful review 

of cases. Further, given that the bill expressly requires the team to provide reports to the maternal 

mortality review program including recommendations on necessary changes to state and local 

law, policy and practice to prevent maternal deaths, it is critical to ensure that all appropriate 

stakeholders can be consulted. As a point of reference, the Maternal Mortality Review Program 

provides discretion for the Secretary to consult with relevant experts to evaluate records and data 

collected.5  

 

Clarification regarding collection of protected health information. It is both unclear how 

each team will acquire and protect data generally or which data the team would seek. It is 

important to align data collection processes with current state and federal laws to ensure 

compliance.  

 

Inclusion of liability protection for health care providers similar to protections available 

under the underlying statute for the Maternal Mortality Review Program including specific 

protections regarding discovery of records for a legal proceeding.  

 

The intent of HB 796 is commendable and is fully supported by Maryland’s hospitals; however, 

as proposed may result in unintended consequences. Understanding that MMR must continue to 

improve in Maryland, it is vital that any intervention is carefully crafted to ensure that all 

relevant stakeholders participate in a meaningful way and that there are no unintended 

consequences that disrupt the progress that is being made. 

 

 

 

                                                 
5 §13-1203(b)(4) 


