ing mechanisms for reducing mater-
nal mortality in Japan.

Recommendations for Reducing
Maternal Mortality

The CIMDRG reached the following 4
conclusions. First, there is a need to des-
ignate regional obstetrics medical facili-
ties to provide 24-hour inpatient obstet-
ric coverage and to increase the number
of physicians (especially obstetricians)
on duty in regional facilities. Indepen-
dent analysis concluded that there
should be 14 staff obstetricians per hos-
pital to provide adequate inpatient cov-
erage.*' To achieve sufficient staffing, it
may also be necessary to encourage a
more active role of nonobstetrician ob-
stetric providers such as family physi-
cians and nurse midwives as in many
other parts of the world. Japanese ob-
stetricians and anesthesiologists should
develop regional partnerships whereby
small medical facilities provide local, am-
bulatory care for low-risk pregnant
women, but the patients deliver ata des-
ignated regional medical facility. High-
risk patients, such as women aged 35
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years and older, should receive ambu-
latory and inpatient care in designated
regional medical facilities. Selected ob-
stetricians from small medical facilities
should take rotating duty in the desig-
nated regional facilities.

Second, all Japanese hospitals that pro-
vide inpatient care for deliveries should
be staffed with at least 1 obstetrician and
another health provider, eg, an obstetri-
cian or anesthesiologist, competent to
provide nonobstetric medical care. All
obstetric hospitals should be equipped
Lo provide essential laboratory services.
The occurrence of maternal massive
bleeding and respiratory distress are rela-
tively uncommon, but they are treat-
able events, and the same physician
should never serve as the obstetrician and
anesthetist. Separation of these roles
should become the basic community
standard. The Japanese government
needs to develop policies providing finan-
cial incentives for recruiting adequate
numbers of obstetricians and anesthesi-
ologists to regional medical facilities.

Third, all death certificates need to
be completed according to the ICD-10

classification that includes the addi-
tional definitions late maternal death
(“death of a woman from direct or in-
direct obstetric causes greater than 42
days but less than 1 year after termi-
nation of pregnancy™), and pregnancy-
related death (“death of a woman while
pregnant or within 42 days of termi-
nation of pregnancy, irrespective of the
cause of death”).?? Educational efforts
encouraging physicians to report this
information are needed.

Finally, the Japanese government and
the Japanese Society of Obstetrics and
Gynecology need to develop clear com-
munity practice standards that delin-
eate specific staffing and laboratory ser-
vices necessary in each type of medical
facility. To minimize medical errors,
system-based changes are needed.’®
While some maternal deaths are inevi-
table, this systems approach to change
should reduce maternal mortality in

Japan.
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