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I’m Dr. Valerie French am a board certified obstetrician gynecologist and have cared for 
pregnant women for the past 9 years.  I see around 75 patients a week in Wyandotte County and 
find joy in ensuring that they have the healthiest pregnancies possible.  But pregnancy can bring 
complications and on rare occasion, women can die during or shortly after a pregnancy.  In fact, 
the United States is the only developed country where maternal mortality is on the rise.  We saw 
a 26% increase in the US maternal mortality rate between 2000 and 2014.1 Yet , we don’t yet 
have a system to review why these deaths occur.  The maternal mortality review committee 
proposed in this bill would bring together local ob-gyns, nurses, social workers, and other health 
care professionals to review individual maternal deaths and recommend solutions to prevent 
them in the future. 
 
When I’m not caring for patients, I’m also a clinician researcher with a master’s degree in 
biostatistics and epidemiology.  I understand the value of quality data and how we can use it to 
improve our communities.  Vital statistics-based surveillance systems are useful for monitoring 
trends, but it is the state maternal mortality review committees that are best positioned to both 
evaluate maternal mortality and identify opportunities for prevention.  We have learned from 
these committees in other states that that roughly half of pregnancy-related deaths in the United 
States are preventable.2-4  Here are a few examples of data-driven actions from maternal 
mortality review committees: 1) in Florida, urgent bulletins to providers were developed on the 
dangers of placental disorders and heart conditions specific to pregnancy, 2) committee members 
in Michigan and West Virginia took steps to increase knowledge of maternal deaths related to 
substance use and suicide, and 3) in Ohio, hospitals developed simulations to practice 
emergencies like hemorrhage at the time of delivery. 
 
I’m proud that we already rigorously review the fetal and infant deaths in Kansas.  I will be 
joining the fetal and infant mortality review committee this spring.  Maternal deaths warrant the 
same careful scrutiny, so that we can ensure our expecting mothers receive quality, evidence-
based care. 
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