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EXECUTIVE SUMMARY
Background

In 2005, the 12%¥ Legislature passesin Act to Establish a Maternal and Infant Death Review Panel to
examine issues related to maternal and infant deatilaine In 2010, the 124 Legislature amended this
statute to authorize the Maternal and Infant D&ahiew Panel to review fetal deaths occurring &tger
weeks gestation, i.e., stillborn infants. With tbienge, the Panel is now referred to as the Maltefftal
and Infant Mortality Review Panel.

Purpose

The overall purpose of the Maine CDC Maternal, Fata Infant Mortality Review Panel (MFIMR), using
a public health approach, is to strengthen commuagources and enhance State and local systems and
policies affecting women, infants and familiespnaer to improve health outcomes in this populatiod
prevent maternal, fetal and infant mortality andriomity. The infant mortality rate is a sensitivelghic

health indicator of social health and well-beingl ah the extent to which a society invests in algtdas

its most precious natural resource. By understantlie factors associated with maternal, fetal,iafaoht
deaths, we will improve our ability as a State tostreffectively direct prevention efforts and tkea

actions to promote healthy mothers and infants.

Highlights

This 2013 report summarizes relevant data contrigubd perinatal outcomes, challenges, activities a
plans of the MFIMR Panel.

The MFIMR Panel identified the following issuesre®ding in-depth investigation over the next fieans
(2013-2018):
— Factors that contribute to preterm birth, pregndoeg, and strategies for prevention.

— Barriers to delivery of the highest risk infantsg(every low birth weight/premature) at Level Il
facilities.

— Sudden Infant Death and Sudden Unexpected InfaathCees emerging issues, including sleep related
deaths.

Recommendations

Recommendations of the MFIMR Panel include fadihigaeducational efforts to increase awareneskef t
MFIMR Panel and factors contributing to maternataf and infant deaths in Maine: preterm birtk,ris
access to high risk birth facility and to promoppeopriate health, behavior and safety screeninglfo
pregnant women, promote infant safe sleep practaesscreening of infants for Critical Congenkigart
Disease. Other recommendations include: condueticgmprehensive assessment of the MFIMR process
to achieve a representative sample of cases.

For moreinformation on activities of the MFIMR Pandl:

Contact Ellie Mulcahy, Panel Coordinator, Maine CDC, e eanor.a.mulcahy@maine.gov, or
207-287-4623 www.mai ne.gov/dhhs/mecdc/popul ation-heal th/cshn/mater nal -infant/index.html




FULL REPORT

Background

In 2005, the 12%¥ Legislature passe#in Act to Establish a Maternal and Infant Death Review Panel. As

stated in the PanelRrocedures Manual and Guidelines its purpose is to:
“...conduct thorough examinations of maternal andnhfdeaths in Maine. By understanding the
factors associated with infant and maternal deatksyill expand our capacity as a state to direct
prevention efforts to the most effective and humstra&tegies possible and be able to take actions to
promote healthy mothers and infants. The overaibgpse of the program, using a public health
approach, is to strengthen community resourceseahdnce state and local systems and policies
affecting women, infants and families, in ordermprove health outcomes in this population and
prevent maternal and infant mortality and morbidity

In 2010, the 124 Legislature amended this statute to authorizétaernal and Infant Death Review
Panel to review fetal deaths occurring after 28kseagestation, i.e., stillborn infants. With thisange, the
Panel is now referred to as the Maternal, Fetallafaoht Mortality Review Panel. The Legislatursal
repealed the sunset on the Panel allowing the Rameintinue its work beyond the original end dzfte
January 1, 2011.

The legislation requires that an annual reportresgnted to the Department of Health and Human
Services and to the legislative committee havimggliction over health and human services. Thik320
report discusses the MFIMR Panel’s activities ameéa of focus for State Fiscal Year 2013 (7/1/13163)
and provides some related state and national dgtading fetal, infant and maternal mortality

The Pand

The Maine CDC MFIMR Panel is a multidisciplinaryogp of health care and social service providers,
public health officials, law enforcement officepgrents, and other persons with professional eispesh
maternal and infant health and mortality.

The Panel is scheduled to meet four times a yeahtakes a broad holistic approach to improving the
quality of life for all of Maine’s women, infantsd families. The infant mortality rate is a senatpublic
health indicator of social health and well-beingl ah the extent to which a society invests in algfdas

its most precious natural resource. The Panel gatdral reviews information relevant to infant and
maternal mortality, including factors contributitgmortality, considers the strengths and weakrseske
the current maternal and infant health care defiggstem, and makes recommendations to prevenefutu
deaths and improve the overall health and safeljahe’s infants and mothers.

The following issues have been identified as negdirdepth investigation over the next five ye&813
to 2018):
— Factors that contribute to preterm birth, pregndonsg, and strategies for prevention.
— Barriers to delivery of the highest risk infantgy(every low birth weight/premature) at hospitaishw
appropriate facilities and professionals to proviue best chance of survival for the infant (i.evél
[l facilities).



— Sudden Infant Death and Sudden Unexpected InfaathlDes an emerging issue, including sleep

related deaths.

MaineCDC MFIMR Activitiesin State Fiscal Year 2013

The Maine CDC Maternal, Fetal and Infant MortalRgview Panel met three times in SFY 2013. During
this past year the MFIMR Panel was only able toen®wone case and focused on improving case
ascertainment.

Actions to Strengthen Community Resour ces

The Association of State and Territorial HealthiCHfs issued a President’s Challenge to reduce
preterm birth rates by 8% by 2014. Maine is calalting with the Maine Chapter of the March of
Dimes (MOD) and representatives from several peifesl organizations to identify educational
opportunities to increase awareness of the impoetafi preventing prematurity.Activities included
distribution of March of Dimes materials “HealthyBies are worth the wait” and the MOD
Prematurity Awareness activities in November 2012.

Maine Association of Women’s Health, Obstetrics Albnatal Nurses (ME AWHONN) held an
annual conference October 2012 with presentationissing on preventing preterm birth and
promoting quality care for pregnant women with atidn.

Perinatal Nurse Managers of Maine had discussiomsd eliminating elective deliveries and
promoting inter-conception care. Sample protoeold policies are posted on a website used for
nurse manager communicationsttg://www.bbch.org/Programs/perinatal-outreach#2&glinical-
Guidelines.aspx Maine received an “A” on the March of Dimes Repcard and was one of only 4
states receiving an “A”) The March of Dimes gradt&ges by comparing each state’s rate of preterm
birth to the March of Dimes 2020 goal of 9.6 petcdpreterm birth is the leading cause of newborn
death in the US. For more information segw.MarchOfDimes.com

Safe sleep environments was identified as an issading focused attention thus a series of training
sessions was developed by the Perinatal Outreadrd®n to use with community partners including
Public Health Nursing, Maine Families, case mamagad Medication Assisted Treatment Center
staff. Training was provided in Bangor, Watervalied Portland for a total of 145 participants.

Dr. Jennifer Hayman from Maine Medical Center hagealoped a Maine Chapter of Cribs for

Kids. This program is available statewide througtal Home Visiting Programs. A family or a
doctor can identify a family with a need for a crabsignificantly reduce the risk of an unsafe glee
situation. The DHHS, Maine Families, Home VisitiAgpgram will do a home visit to determine
eligibility and to establish a relationship withetfamily for support and education. So far
approximately 350 cribs have been distributed toilias in need since July 2010. Most funding has
been provided through small grants by the Kohle€#&r Kids Foundation. Another 171 cribs have
been acquired through a collaborative through M&amilies/Maine Children’s Trust for future
distribution™

Snuggle ME guidelines were developed and disseetdndthe goal of the guidelines is to increase
the percentage of women with addictions who receanty prenatal care and appropriate medical
treatment during their pregnancy, delivery and pastim. Providers are encouraged to screen all
pregnant women and refer to resources, includingi®Health Nursing and Women, Infant &




Children Nutrition Program (WIC). Perinatal Nutdanagers of Maine discussed Drug Affected
Baby Referrals to Child Protective Services at artpuly meeting. Legislation was enacted by the
Maine Legislature, Public Law 192, An Act to PrdtBlewborns Exposed to Drugs or Alcohol
provided expansion of reporting for babies expqeetatally to drugs and alcohol to facilitate early
intervention.

— Grand rounds re: Maternal and Child Health progratseries of grand rounds presentations have
begun to highlight Maine CDC’s Maternal and Childdtth programs, including MFIMR. The goal
is to engage health care providers in discussiboatgublic health issues and identify resources fo
hospitals, providers and families. Providers wgven MFIMR brochures to share with colleagues
and bereaved families to increase awareness ap@tacce of invitations to allow case review.

— The Maine CDC has convened a multi-disciplinary kgooup to focus on high quality obstetric and
newborn care for families planning a home birtthe Tontinuum of Care Collaborative is developing
a communication tool for the transfer of care tined a potential impact for any transfer of caren@o
to hospital, community hospital to tertiary carateg).

Additional Actionsto Enhance State and L ocal Systems and Policies

— Maine CDC Data, Research and Vital Statistics loaspieted implementation of an electronic death
certificate system. This new system includes mi&tion indicating if a woman’s death was related
to a pregnancy or a birth thus improving identifica of maternal deaths. Electronic submission wil
improve the timeliness and quality of the inforroaton Maine death certificates and support a
shorter turnaround time for obtaining certified @spfor families and will promote uniformity in
cause-of-death statistics. Fetal deaths will cotito be filed using the paper version.

— Maine CDC Data, Research and Vital Statistics imgleted upgrades to Maine's birth registration
system. This will allow for birth and death cerdies to be rapidly matched.

— A comprehensive infant mortality analysis was caetgd during this fiscal year. The in-depth look
at infant mortality in Maine examined data for desatluring 1999-2010, including trends over time,
age at death, leading causes and variation acetess snaternal, pregnancy and infant charactesistic
http://www.maine.gov/dhhs/mecdc/population-heahfidmaternal-infant/index.html

— Arreview of cases at the Chief Medical Examinerffid@ is continuing to include infant deaths in
unsafe sleep environments for 2009-2011. Ther@ramnto be 10-12 deaths fitting this definition
per year. There continue to be multiple unsafe @sp# the sleep setting in each death (multiple
things in crib + known substance use, or bed-sharifrhe data collected will be analyzed and
compared to a previous study done for 2002-2006.

— A previous case reviewed by the Panel involvedchéamt that died from a rare immune disorder,
Severe Combined Immune Deficiency (SCID). A neresning test is being implemented in many
states that can identify affected infants in tistfiveek of life with this type of disorder allovgtior
treatment reducing mortality related to specifier@ry immune deficiencies. The Maine CDC
Newborn Screening Program has convened a multadiisary workgroup to help with planning for
implementation of SCID screening in early 2014.

— Screening for Critical Congenital Heart Disease O for all newborns offers early identification
of at risk infants with the opportunity for furthevaluation and potential to reduce infant deaths t
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some congenital heart disease. Legislation wastethdy the Maine Legislature Public Law 397, An
Act to Protect Newborns from Critical CongenitaldfeDisease. Education has been provided to
birthing hospitals in Maine to promote consistemd guality screening. Many Maine hospitals are
already screening babies for CCHD.

— The MFIMR Panel began a quality improvement protesdentify factors affecting case
ascertainment. The overall goal is to increase#ses that can be reviewed by the Panel. Factors
include timely access to death certificates, loptamilies, timing of contact, consent, staffing,
public and provider awareness. Recommendatioredbas this process include increasing
awareness of providers, exploring alternative dataces for family addresses, revising the packet o
materials sent to families, and requesting tectmissistance from the National Fetal Infant Motyali
Review Program at the American College of Obstieing and Gynecologists.

Challenges Experienced by the MFIMR Panel

— The number of MFIMR Panel meetings was less thanr@d due to a very limited number of cases
available for Panel review. In addition, the Paswrdinator’s workload did not support more active
case identification.

— Statutory requirements providing a four-month wegtperiod before contacting the family and
requiring family consent to review records presdrallenges.

— ldentifying accurate contact information for faredifour or more months following a death continues
to be difficult. Research to assure valid mailaugiress is a time consuming process and is
performed using web and programmatic resourcesdin &ending materials to the wrong family.

— Challenges to inviting families to participatetive review process, include the fact that some
families have moved since the death and many haksted phone numbers or only use cell phones.

— Approximately twenty families were contacted by imath no responses. All cases reviewed by the
Panel were referred to the Panel coordinator bgadtincare provider or the family contacted the
Panel coordinator after viewing the website.

— Initial consultation with the National Fetal & InfaMortality Review (NFIMR) coordinator and staff
included a review of Maine CDC MFIMR statute, rylpsotocols and materials. A follow-up call
with Panel leadership and ACOG covered the follgnaneas:

o Discussed the role of public health in monitorihg health of citizens and evaluate mortality,

o Currently there are too few cases reviewed by #reePto identify generalizable
recommendations. The small number of cases cradiesed sample representing those
families that have already accessed services ambti@present the underserved and minority
populations;

0 Maine needs to identify opportunities to increasargness of the work of the
MFIMR Panel to allow providers to introduce the gass to bereaved families and improve
information available for families.

Recommendations of the MFIMR Pandl

Panel discussions identified several recommendations for the Maine CDC.



— Increase awareness of MFIMR Panel and relatediesi\and resources.

— Maine CDC Newborn Bloodspot Screening Program pviticeed with planning and implementation
of screening newborns for Severe Combined Immuriieigacy.

— Maine CDC will work with stakeholders to draft raleelating to Screening for Critical Congenital
Heart Disease for all newborns. Rules will outldweeening methodology, follow-up and data
collection to promote consistency and quality ireeaing systems.

— Continue to work with NFIMR to a) review the MFIM$Ystem in Maine to improve case
ascertainment to reflect a representative sampietalfand infant deaths; b) identify gaps anddeen
and the opportunity to prevent future deaths, gndemtify best practices related to this type of
review process.

Plansfor Maine CDC MFIMR Panel in 2014
Panel discussionsidentified several activities to be addressed in the coming year.

— ldentify hospital practices related to electiveidsies-avoiding inductions and caesarean births fo
non-medical indications prior to 39 weeks gestatmreduce prematurity.

— Explore hospital practices re: education of farsik@d modeling safe sleep environments by
positioning infants on their back, use of appragerewaddling and no blankets or other items in the
bassinet.

— Continue to work with the Office of Chief Medicak&miner to review cases of babies who die while
sleeping. The most recent review covers the y2@09-2011. A plan is in place to review the 2012
deaths once the Medical Examiner has completedriéngew. Initial data finds that 10-12 babies per
year are dying in unsafe sleep conditions, withualidbaby per year dying of SIDS. The additional
year of data will allow for an analysis comparingravious study that was done for infant sleep
deaths thabccurred between 2002 and 2006.

— Continue to monitor statistical data for trendsnaternal, fetal and infant mortality; specificathe
Panel will look at the timing and adequacy of ptaheare, access to care for pregnant teens, &nd th
appropriateness of care for very low birth weigtiants including distance from a Level Il facility

— Complete a comprehensive analysis of data relatéstal deaths, including relevant risk factorstsuc
as smoking, substance abuse, and chronic disem$eas diabetes and identifying opportunities for
preventing future deaths. The Panel will review findings when available.

— The MFIMR Panel coordinator will work with the Dsion of Population Health leadership to
identify potential approaches and solutions foilelnges in case ascertainment.

— Continue working with the NFIMR coordinator to rewi MFIMR processes and institute best
practices for State-level maternal fetal and infaottality review panels.
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Appendix A

Data Highlights

The Maine CDC MFIMR Panel monitors statistical datatrends in maternal, fetal and infant mortality
Sources of Maine information include data compfedthe annual Maternal and Child Health (MCH)

Title V Block Grant report and the MCH Strengthsl &teeds Assessment, which is updated every five
years' Summaries of indicators related to several lithds and infant mortality have been provided

below?!

Indicators of Fetal, Infant, and Maternal Mortality

Indicator Maine US Maine Maine
Current Data Prior Prior
Period’ Period Period
Fetal Mortality M easures- _
Time Period 2008-2012 2006" 2007-2011 2006-2010
Fetal mortality rate (per 1,000 live births and
fetal deaths)
20+ weeks gestation 4.2 6.1 4.4 4.4
Number of Fetal deaths per year 25,972
Range 48-62 - 48-65 48-65
Average 56 -- 58 60
Gestational age at death
Between 20 and 27 weeks 46.8% 51.1% 48.0% 50.5%
At 28 weeks or more 53.2% 48.9% 52.0% 49.5%
Infant Mortality M easur es- vi ii N
Time Period 2007-2011 2009 2006-2010 2005-2009
Infant mortality rate (number of deaths under|1
year of age per 1,000 live births) 58 6.4 5.7 6.1
Neonatal mortality rate (number of deaths to
infants less than 28 days per 1,000 live births) 4.1 4.2 4.2 3.9
Number of infant deaths per year -- 26,408 -- --
Range 67-87 -- 66-89 74-97
Average 78 -- 78 84
Distribution of Timing of Death (percent)
< 24 hours after birth 44.7% K7 days 52.1% 43.4% 43.0%
1-7 days after birth 14.4% -- 14.8% 15.1%
8-27 days after birth 11.1%| 7-27 dayd3.2% 10.5% 10.6%
28-365 days after birth 29.8% 34.60% 31.4% 31.2%
Gestational Age at Birth among Infant Deaths
(percent)
Early preterm infant (< 34 weeks gestation) 60.7% 57.3% 58.2% 58.6%
Preterm (34-36 weeks gestation) 6.9% 9.7% 8.2% 8.5%
Not preterm (37 weeks or more) 30.3% 30.5% 31.1% 30.7%
Unknown 2.1% - 2.6% 2.1%

! Maine birth data (preliminary) and fetal death daten 2012 and infant mortality data from 2011 wire most recent data
available at the time of these analyses. In gener&. mortality data lag by several years. Fivary@erages were used for

some analyses with small numbers of events.
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Indicator Maine US Maine Maine
Current Data Prior Prior
Period’ Period Period
Maternal Mortality Measures 2002-2011* 2007" 2001-2010" | 2000-2009
Time Period
548
Number of maternal deaths due to pregnancy- 3 Rditgt;]sli'; 1 2
related causes 100,000 live
births
Number of maternal deaths, women who dieg
o 39 - 40 36
within one year of pregnancy, due to any cause
Infant Birth M easures- .
Time Period 2012" 2012 2011 2010
Number of live births to Maine residents 12,692 52,937 12,700 12,95
Percent of very low birthweight infants Satesrange
delivered afacilities for high-risk deliveries 80.5% 48.2% - 82.6% 79.9%
and neonategLevel Il facility) 99.5%"
Percent low birthweight births, o 0 o 0
<2500 grams 6.7% 8.0% 6.7% 6.3
Low birthweight birth status
Very low birth weight (<1500 grams) 1.1% 1.4% 1.1% 1.0%
Moderate low birth weight (1500-2499 grams) 5.6% 6.6% 5.6% 5.2%
Normal birth weight (2500+ grams) 93.2% 93.2% 93.7%
Unknown <1% <1% <1%
Percent of women with first trimester prenata 88.1% _ 89 4% 89.0%
care
Percent preterm birth (less 37 weeks gestatign) %7.8 11.5% 8.3% 8.29
Infant Health -
Time Period 2011 2010 2010 2009
Sleep Position — (percent and 95% confidence A
interval) 80.3%| 27 staterange 80.9%8™ 77.5%

Percent of new moms who most often placed
their infants on their backs to sleep

(77.2-83.0%)

65.0-85.6%"!1

(77.9-83.6%)

(76.2-78.7%)

Drug-Affected Newborns - Number and
percent of “drug withdrawal syndrome in

newborn” coded on Maine birth hospitalization

discharge records

273
2.2%

274
2.2%

262
2.0%
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Appendix B

Indicators/measur es monitored by MFIMR

Critical to the work of the MFIMR Panel is maintaig an awareness of data and trends relateddh fet
infant, and pregnancy-related maternal deathdatidoutcomes in Maine, as well as nationally. The
insights gained through case reviews coupled wottufation level data guide the MFIMR Panel’s effort
to improve the overall health and safety of Mairiafants and mothers.

Fetal Mortality

Although the majority of fetal deaths occur bef@feweeks gestation for unknown reasons, it is ingoor
to look at the timing and causes we have the ghdiimpact for better pregnancy outcomes. In Main
fetal mortality rates are based on deaths thatranautero beyond 19 weeks gestation. An averdd@®o
fetal deaths occur each year in Maine; nearly diaMaine’s recorded fetal deaths occur betweenrzD a
27 weeks gestation. About 43% of fetal deathsOef ®eeks of gestation have no recorded underlying
cause of death. Four leading causes of death actwusB% of recorded fetal deaths in Maine.

By rank, the leading causes of fetal deaths in Elaetween 2008 and 2012 were:
1. Complications of the placenta, umbilical cord aneihmbranes
2. Congenital malformations, deformations, chromosaaalormalities
3. Maternal complications of pregnancy
4. Disorders related to short gestation and low irgight

Infant Mortality

The infant mortality rate includes all deaths daimts from birth to 365 days of life. An averader8
Maine babies die before their first birthdayive leading causes of death account for 61.4%faht
deaths in Maine. Nearly 15% of infant deaths havemderlying cause of death recorded on the death
certificate.

By rank, the leading causes of infant deaths innd&ietween 2007 and 2011 were:

1. Congenital malformations, deformations, and chramnta abnormalities

2. Disorders related to short gestation and low baréiight, not elsewhere classified (low birth
weight)

3. Newborn affected by maternal complication of pregrya(maternal complications)

4. Sudden infant death syndrome (SIDS)

5. Newborn affected by complications of placentadamd membranes

Maternal Mortality

Although rare in Maine, across the country for gvE#0,000 births there are about 13 maternal dgehs
year”. Maternal deaths attributed to direct obstetrieses include eclampsia and pre-eclampsia,
hemorrhage and placenta previa, obstetrical tefarmtetric embolism, and other direct caussssible
explanations for an observed national increaseidech rise in the number of caesarean sections,
particularly among women who have undergone sepeeaious C-sections, and the rise in obesity.
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Maternal mortality can also be measured using a&nmmiusive definition, that is, deaths to wometthwn

one year of pregnancy from any cause. Between 26682011 there were 39 deaths to Maine women who
died in Maine within one year of pregnancy; 35.90these deaths were attributed to illness or deseas
46.2% to unintentional injuries such as motor viehecashes, 15.8% to assault or suicide, and 2f5% o
undetermined intent. Of the deaths directly relatepregnancy or childbirth in the last decade iaifé,

one death was due to an obstetric embolism, orté desulted from hemoperitoneum/ruptured tubular
ectopic pregnancy and one death resulted from @euim cardiomyopathy.

Infant Birth and Health

Maine’s MFIMR Panel examines local, state, andamati data on risk factors for poor birth and infant
health outcomes to inform case selection and reWéamy infant birth and health indicators are asdeda
with infant health, illness, disability and deagind are among the objectives of Healthy People’2020
Healthy Maine 2020, and tiaternal and Child Health Bureau’s Title V Progr&th. Emerging issues
and those with the potential to improve infant omtes through public health and policy approaches ar
monitored on a regular basis. Three of these ssatesummarized below.

Delivery Facility for High Risk Births: Research has shown that very low birth weight aeg preterm
infants not born in level 11l hospitals are at isased risk of neonatal or pre-discharge d&dthncreasing
the number of very low birth weight babies borih@tel 11l hospitals may improve health outcomes for
these infants. In Maine, 80.5% of very low birteight infants were delivered at a Level 1l fagilib

2012. MFIMR Panel members have reviewed high-n$&rnit delivery patterns to determine the feasipilit
of system-related improvements in access to apjatedoirth facilities.

Seep position: For nearly two decades, the American Academy ofd®ecs (AAP) has recommended that
infants be placed on their backs to sleep, bedadesets who sleep prone have an increased riskiofd

from sudden infant death syndrome (SID%). More than eight of ten Maine mothers most oftced

their infants on their backs to sleep (80.3%) in R0 Using the recommended sleeping position is more
common among mothers over the age of 20 and amontew with higher educational attainment.

Drug affected babies: Another emerging issue that may impact infant aatenmal health is the number of
infants born who have been exposed to drugs imut€his population is of concern because theyaare
increased risk for preterm birth, sudden unexpeictizht death (SUID) and other causes of deatheas
on Maine hospital discharge data, “drug withdrasysddrome in newborn” (based on ICD-9-CM 779.5)
was noted on 273 (2.2%) of the Maine birth hosjaitdiion discharges in 2011 This is similar to the
numbers reported in 2009 and 2010, but it represee0-fold increase since 2000, when 13 birth
hospitalization discharges were noted to involwgydrithdrawal syndrome. It is difficult to determein
whether this noted increase represents true charte incidence of drug withdrawal syndrome in
newborns or is due, at least in part, to requiggmbrting resulting in better recognition and diagji®o
coding of the syndrome in more recent years.
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Maternal, Fetal and Infant Mortality Review Panel Members

Shannon Bonsey, Chief Operating Officer, Penqui®CA

Sheryl Peavey, Director, Early Childhood Systeniigaliive, Maine CDCP

Jay Naliboff, Maine Chapter, American College ofs@trics and Gynecology, Panel Chair
Kelley Bowden, Perinatal Outreach Education, Matezlical Center, Panel Co-Chair
Cheri Sarton, CNM, Instructor, University of Maine

Nell Tharpe, CNM, Public Health Nurse Consultangiive CDCP

Rick Hobbs, Maine Chapter, Academy of Family Phgsis

Mary Connolly, Neonatology Section — Kelley 6, EsstMaine Medical Center

Peg Bradstreet, Clinical Nurse Specialist, Mainalidal Center

Shannon King, Women’s Health, Maine CDCP

Kathy O’Connor, Perinatal Nurse, Southern Maine MadCenter

Ellie Mulcahy, Director, Genetics Program/MFIMR R&Roordinator, Maine CDCP
Christopher Pezzullo, DO, Medical Director, Div.getation Health, Maine CDCP
Jennifer Hayman, Hospitalist, Maine Medical Center

Doug Dransfield, Retired Neonatologist

Ellen Bridge, Methodist Minister

Denise Yob, Epidemiologist, USM/Maine CDCP

Ad Hoc members

Anna Love, State Police — Public Safety

Margaret Greenwald, Chief Medical Examiner

Lisa Sockabasin, Director, Office of Health Equ¥aine CDCP
Michael Pinette, OB/GYN Associates
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