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Res. No. 1082-A	By Council Members Ayala, Brannan, and Gutiérrez

Title:	Resolution calling on the New York State Department of Health to confidentially share data regarding adverse maternal health events from the New York Patient Occurrence Reporting and Tracking System with the New York City Maternal Mortality Review Committee

Res. No. 1085-A	By Council Members Narcisse, Restler, Brannan, and Gutiérrez

Title:	Resolution calling on New York City Health and Hospitals facilities to report adverse maternal health events to NYPORTS based on an expanded and standardized definition of adverse maternal health events, including adverse events at least 30 days post-partum

Res. No. 1086-A	By Council Members Ossé, Restler, Brannan, and Gutiérrez

Title:	Resolution calling on the New York State Department of Health to create a new and separate occurrence code for maternal mortality and to standardize the definition of events reportable to the New York Patient Occurrence and Reporting Tracking System

Res. No. 1087-A	By Council Members Schulman and Gutiérrez

Title:	Resolution calling on the New York State Department of Health to conduct regular reviews of NYPORTS data, and to require hospitals to retroactively fill in missing data



I. Introduction 

On October 29, 2025, the Committee on Hospitals (“the Committee”), chaired by Council Member Mercedes Narcisse, held a vote on the following resolutions: 
· Resolution 1082-A (Res. 1082-A), sponsored by Deputy Speaker Ayala, calling on the New York State Department of Health to confidentially share data regarding adverse maternal health events from the New York Patient Occurrence Reporting and Tracking System with the New York City Maternal Mortality Review Committee; 
· Resolution 1085-A (Res. 1085-A), sponsored by Council Member Narcisse, calling on New York City Health and Hospitals facilities to report adverse maternal health events to NYPORTS based on an expanded and standardized definition of adverse maternal health events, including adverse events at least 30 days post-partum; 
· Resolution 1086-A (Res. 1086-A), sponsored by Council Member Ossé, calling on the New York State Department of Health to create a new and separate occurrence code for maternal mortality and to standardize the definition of events reportable to the New York Patient Occurrence and Reporting Tracking System; and 
· Resolution 1087-A (Res. 1087-A), sponsored by Council Member Schulman, calling on the New York State Department of Health to conduct regular reviews of NYPORTS data, and to require hospitals to retroactively fill in missing data.
The Committee held a hearing jointly with the Committee on Women and Gender Equity on October 23, 2025, during which Res. 1082-A, Res. 1085-A, Res. 1086-A, and Res. 1087-A were heard. Witnesses who testified at the hearing included representatives from the New York City Health and Hospitals Corporation (NYCH+H), members of the New York City Maternal Mortality Review Committee, union groups, and other interested community advocates.  On October 29, 2025, the Committee voted to adopt Res. 1082-A, Res. 1085-A, Res. 1086-A, and Res. 1087-A with 6 votes in the affirmative, no votes in the negative, and no abstentions. 	
II. Background
The New York Patient Occurrence Reporting and Tracking System (NYPORTS) serves as a statewide entity for reporting and tracking adverse incidents, including adverse maternal health events, in New York hospitals and diagnostic and treatment centers so that such data can be collected and used to improve health outcomes.[footnoteRef:1] Examples of adverse incidents include surgical errors, medication errors, unexpected deaths, and near misses in care.[footnoteRef:2] NYPORTS is administered by the New York State Department of Health and does not share the information that it collects on maternal deaths with other entities, including the New York City Department of Health and Mental Hygiene or its subsidiary committees, such as the New York City Maternal Mortality Review Committee (MMRC).[footnoteRef:3] NYPORTS does not have standardized definitions for the terms “adverse maternal health event”, “maternal health”, or “maternal death”, nor does it explicitly describe the time frame in which a medical intervention, complication, or other outcome should be considered related to maternal health when conducting research or documenting adverse outcomes.[footnoteRef:4] Furthermore, the data published by NYPORTS is not regularly audited or reviewed for accuracy; the last reports on, audit of, or review of NYPORTS data for which findings are publicly available are the 2009 New York City Comptroller’s audit and the 2007 New York State Comptroller’s audit.[footnoteRef:5] 
 [1:  New York State Department of Health, The New York Patient Occurrence Reporting and Tracking System (NYPORTS), available at https://www.health.ny.gov/facilities/hospital/nyports/.  ]  [2:  Id.]  [3:  New York State Public Health Law § 2805-M.]  [4:  New York State Department of Health, The New York Patient Occurrence Reporting and Tracking System (NYPORTS), available at https://www.health.ny.gov/facilities/hospital/nyports/.  ]  [5:   Office of the New York City Comptroller and the Office of Policy Management, The High Costs of Weak Compliance with New York State Hospital Adverse Event Reporting and Tracking System, (Mar., 2009), available at https://comptroller.nyc.gov/wp-content/uploads/documents/03-09-09-nyports-policy-report.pdf; Office of the New York State Comptroller, Maintaining Information on Adverse Patient Incidents at Hospitals and Clinics, Follow-Up Report 2006-F-52, (June 5, 2007), available at https://www.osc.state.ny.us/audits/allaudits/093007/06f52.pdf.   ] 
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By Council Members Ayala, Brannan, and Gutiérrez

	Whereas, According to the New York City Department of Health and Mental Hygiene (DOHMH), a severe adverse maternal morbidity is defined as a “life-threatening complication that can occur during pregnancy or up to one year postpartum;” and
	Whereas, DOHMH shares data on adverse maternal health events through annual and five-year public reports, the NYC Open Data portal, and through collaborations with the New York State Department of Health (DOH); and
Whereas, According to DOHMH, this data is compiled from citywide surveillance and confidential reviews by the New York City Maternal Mortality Review Committee (MMRC); and
	Whereas, The MMRC members meet monthly to review pregnancy-related deaths that occur within New York City, conduct confidential, in-depth reviews of each pregnancy-associated death in the city, and use protocols from the Centers for Disease Control and Prevention to develop specific, actionable recommendations, which are summarized in annual, public reports; and
Whereas, DOHMH also shares its data with DOH to inform broader reports and initiatives such as the New York State Maternal Mortality Review Board (MMRB), which, established in 2019, is tasked with reviewing all pregnancy-associated deaths in New York State in order to issue findings; and
Whereas, The New York Patient Occurrence Reporting and Tracking System (NYPORTS) serves as a statewide entity for reporting and tracking adverse incidents in New York healthcare facilities, including maternal health events, and does so to improve patient safety and quality of care; and
Whereas, NYPORTS reporting is mandated under New York State Public Health Law Section 2805-L, and collects data on a wide array of patient safety incidents such as surgical errors, medication errors, unexpected deaths, and near misses related to, among others, maternal care; and
Whereas, According to the New York State Register and the New York City Comptroller’s Office, for serious events, such as maternal deaths, facilities must perform a Root Cause Analysis within the NYPORTS systems to determine contributing factors to the event and implement preventative strategies; and
Whereas, Because NYPORTS is a state-run system, and DOHMH is a city agency with no regulatory authority over hospitals and other medical facilities, DOH does not currently provide NYPORTS data to DOHMH, creating a gap in information available to DOHMH entities such as the MMRC which could use the data to better inform its maternal mortality reports; and
Whereas, According to the Office of the New York State Comptroller, in 2010, New York State was once ranked 46th in maternal mortality rates among the other U.S. states, however, New York has made progress in comparison to other states, and has climbed to 15th place, with a maternal mortality rate of 19.3 deaths per 100,000 live births from 2018 to 2020; and
Whereas, Yet, according to DOH, Black pregnant people are still dying at a rate over four times higher than White pregnant people, with cesarean section rates noted as a significant factor in maternal deaths; and
	Whereas, According to Academy Health, automatically sharing DOH data, such as the data held in NYPORTS, with the MMRC would offer significant benefits by improving the quality, completeness, and timeliness of data for maternal health analyses; and
	Whereas, As automated data sharing systems could provide a more up to date picture of maternal health events, including incidents reported via NYPORTS, it could also standardize reporting by better identifying health disparities through tracking perinatal outcomes and informing the development of more effective interventions; and
	Whereas, Conversely, while automated data sharing between DOH and the MMRC would offer benefits, it would also require a carefully designed system with standardized data, and privacy protections that addresses the ethical complexities of utilizing sensitive health information; and
Whereas, The availability of this data could provide a more holistic view of the state of maternal mortality in New York City and help the MMRC when putting together recommendations to combat negative outcomes; now, therefore, be it
Resolved, That the Council of the City of New York calls on the New York State Department of Health to confidentially share data regarding adverse maternal health events from the New York Patient Occurrence Reporting and Tracking System with the New York City Maternal Mortality Review Committee.
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	Whereas, According to the Pregnancy-Associated Mortality in New York City, 2022 report prepared by the New York City (NYC) Maternal Mortality Review Committee (MMRC) in 2025, there were 66 pregnancy-associated deaths in NYC in 2022, with 32 of those deaths confirmed to be pregnancy-related; and
	Whereas, According to the MMRC, a pregnancy-associated death is a death from any cause during a pregnancy or within one-year from the end of a pregnancy and a pregnancy-related death is a subset of pregnancy-associated deaths, which describes any death during or within one year of a pregnancy that are caused by a pregnancy complication, a chain of events initiated by pregnancy, or the aggravation of an unrelated condition by the pregnancy; and
	Whereas, According to the MMRC’s most recent Pregnancy Associated Five-Year Mortality Report, these 66 deaths appear to suggest an increasing trend, with 50 to 60 birthing people losing their lives in NYC during pregnancy each year between 2016 and 2020; and
	Whereas, According to the New York State Maternal Mortality Review Board (MMRB), severe maternal morbidity refers to a group of potentially life-threatening complications that arise unexpectedly during childbirth that can result in significant short- or long-term consequences to a woman or pregnant person’s health; and
	Whereas, According to the MMRB’s Severe Maternal Morbidity in New York State (2017-2022) report, NYC consistently has the highest severe maternal morbidity rate in New York State and has seen its rate rise from 83.8 cases per 10,000 live births in 2016 to 153.8 cases per 10,000 live births in 2022, an increase of 83.5 percent; and
	Whereas, According to the New York State Department of Health, the New York Patient Occurrence Reporting and Tracking System (NYPORTS) is a mandatory adverse event reporting system established pursuant to State law; and
	Whereas, An adverse event, for the purposes of NYPORTS, is an unintended and undesirable development in an individual patient’s condition which occurs in a hospital or diagnostic and treatment center; and 
Whereas, An adverse event may include, but is not limited to, a death, injury, or impairment of bodily function that does not occur in relation to the natural course of an illness, disease, or proper treatment in accordance with generally accepted medical standards, equipment malfunction or equipment user error, or patient suicide, attempted suicide, or self-harm resulting in serious injury; and
	Whereas, While the definition of adverse event is fairly broad, and while NYPORTS does require reporting on adverse events that occur during the care of pregnant people, the term maternal health, what adverse events should be included within the term adverse maternal health event, and the time frame in which a medical intervention, complication, or other outcome should be considered related to maternal health when conducting research or documenting adverse outcomes are not widely agreed upon; and
	Whereas, The lack of a standard definition for and general understanding of adverse maternal health event may cause crucial data to be missed or left out of reports on maternal health, leaving policy makers and health care advocates with incomplete information and unable to appropriately address the current maternal health crisis; and
Whereas, New York City Health and Hospitals can fill this gap in data and represent the gold standard for reporting by working with NYPORTS and maternal health advocates to standardize the definition of adverse maternal health event, ensuring that this definition covers adverse events at least 30 days post-partum, and reporting each of these events to NYPORTS or otherwise ensuring that such information is made publicly available and easily accessible; now, therefore, be it
	Resolved, that the Council of the City of New York calls on New York City Health and Hospitals facilities to report adverse maternal health events to NYPORTS based on an expanded and standardized definition of adverse maternal health events, including adverse events at least 30 days post-partum.
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Whereas, The New York Patient Occurrence and Reporting Tracking System (NYPORTS) is a statewide, mandatory reporting system that collects information from hospitals and diagnostic and treatment centers concerning adverse events; and
Whereas, Adverse events are defined as unintended, adverse, and undesirable developments in a patient’s condition; and 
Whereas, While the NYPORTS system has the advantage of being used universally by
hospitals in New York State, according to the New York State Department of Health, some hospitals report occurrences of adverse medical events at rates up to 20 times greater than rates at comparable hospitals; and
	Whereas, For example, one small New York City hospital reported 111.3 occurrences per 10,000 patient discharges, while another comparably sized hospital in the same borough reported only 6.0 occurrences per 10,000 discharges; and 
Whereas, According to a policy report from the Office of the New York City Comptroller, there is a great deal of confusion and inconsistency around reporting of maternal deaths specifically, and as a result, current NYPORTS reporting is failing to identify a significant number of cases; and 
Whereas, Currently, maternal death is one of five sub-categories included in one of the 31 NYPORTS occurrence codes, but its language regarding what should be classified as a maternal death is considered by some to be unclear; and
Whereas, For instance, the classification of an “unexpected” versus an “expected” maternal death needs to be further defined as this often causes confusion among practitioners according to the New York Academy of Medicine; and 
Whereas, Furthermore, there are two different time frames used in New York State to determine what events after a pregnancy’s conclusion should be included in maternal mortality data; and
Whereas, The New York State Department of Health and the New York City Maternal Mortality Review Committee (MMRC) classify a pregnancy-associated death as the death of a birthing person from any cause during pregnancy or within one year from the end of pregnancy, regardless of the outcome of the pregnancy; and
[bookmark: _Hlk206584849]Whereas, The New York State Maternal Mortality Review Board (MMRB), however, aligns with the World Health Organization, which defines maternal death as the death of a birthing person while pregnant or within 42 days of the termination of a pregnancy; and
Whereas, The difference between 42 days and one year is significant, and may lead to significant discrepancies in maternal mortality data across different entities; and
Whereas, Standardized state-wide mandatory reporting increases the number of cases captured and creates the widest base of data for improving systems and preventing maternal deaths and disability; and 
Whereas, A dedicated code for maternal death would enhance the accuracy and completeness of data collection for maternal deaths, leading to a clearer understanding of causes and contributing factors; and
Whereas, Working with the MMRC, MMRB, and other maternal-health focused entities to standardize the definition of events reportable to NYPORTS will broadly improve the quality of care; now, therefore, be it
Resolved, That the Council of the City of New York calls on the New York State Department of Health to create a new and separate occurrence code for maternal mortality and to standardize the definition of events reportable to the New York Patient Occurrence and Reporting Tracking System. 
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[bookmark: _Int_gOEcielj]Whereas, In hospital settings, an adverse event or patient occurrence refers to an unintended and undesirable development in an individual patient’s condition that was not caused by the natural course of illness, disease, or proper treatment; and
[bookmark: _Int_zZ38kngX]Whereas, A study on patient safety conducted by Harvard on patients admitted to Massachusetts hospitals in 2018 found that preventable adverse events occurred in 6.8 percent of all hospital admissions; and
[bookmark: _Int_YJr3s9UF]Whereas, An analysis done by the U.S. Department of Health and Human Services on a sample of Medicare patients in 2018 found that a quarter of Medicare patients experience adverse events during their hospital stays, and 43 percent of these events were preventable; and
[bookmark: _Int_icQFKsOd]Whereas, In 1998, the New York State Department of Health (DOH) developed a system for reporting and tracking adverse medical events that occur in hospitals or diagnostic and treatment centers known as the New York Patient Occurrence and Tracking System (NYPORTS); and
[bookmark: _Int_dVQCLi8j]Whereas, DOH, in a 2001 report, described widespread NYPORTS reporting disparities, particularly in the New York City area, and they concluded that it was due to an enormous underreporting of adverse events at the individual hospital level; and
Whereas, In 2006, New York City hospitals reported only 38.9 adverse occurrences per 10,000 discharges compared to 69.6 and 63.7 adverse occurrences per 10,000 reported north of the city and on Long Island respectively; and 
Whereas, A 2009 audit by the New York State Comptroller’s Office of NYPORTS found that 84 percent of the deaths and more serious occurrences that were supposed to be reported within 24 hours were reported late, contributing to the incompleteness of the data; and
Whereas, The 2009 audit also found that errors relating to the administration of medication are particularly underreported by New York City hospitals; and
Whereas, In the absence of complete reporting, local hospital performance cannot be accurately evaluated along the lines of patient safety which, in turn, makes determining shortcomings and improving hospital quality more difficult; and
Whereas, Adverse events in hospitals result in high financial costs, with the exact amount being difficult to estimate in the aggregate without accurate reporting; and
Whereas, An audit or review of, or a report on NYPORTS data for which findings are publicly available has not been conducted since the 2009 New York State Comptroller’s audit; and 
Whereas, Requiring DOH to conduct regular reviews would help identify underreporting facilities and underreported incident types; now, therefore, be it
Resolved, That the Council of the City of New York calls upon the New York State Department of Health to conduct regular reviews of NYPORTS data, and to require hospitals to retroactively fill in missing data.
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