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Three keys to understanding the 
current challenges in maternal 

mortality and morbidity…….

but first a note on definitions



Three Definitions (in the U.S.) 
• Pregnancy Associated Death – The death of a women while pregnant or 

within one year of termination of pregnancy, irrespective of cause. (WHO calls 
these “pregnancy related”). Starting point for analyses.

• Maternal Mortality Ratio – 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 the pregnancy or 
its management but not from accidental or incidental causes. Typically reported 
as a ratio per 100,000 births. Used in international comparisons. 

• Pregnancy Related Death – the death of a woman during pregnancy or 
within one year of the end of pregnancy from a pregnancy complication, a chain 
of events initiated by pregnancy, or the aggravation of an unrelated condition by 
the physiologic effects of pregnancy. Used by CDC for U.S. trends. 
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Timeline of Maternal Mortality Definitions

Pregnancy

Birth

42 days PPM to 1 year

Week 
after 
Birth

42 days 
PPM

PPM – postpartum –period after the birth

WHO Definition of Maternal Death
WHO Maternal Mortality

CDC Pregnancy Related
Pregnancy Associated
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So what are these
3 challenges? 



1. The U.S. has a problem, but isn’t sure how bad it is.

2. The problem is bigger than maternal mortality 

3. Addressing the clinical, individual and policy challenges 
associated with maternal mortality 



1. The U.S. has a problem, 
but isn’t sure how bad it is.



U.S. Maternal Mortality (per 100,000 live births), 
1951-2007
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U.S. Maternal Mortality (per 100,000 live births), 
1951-2007
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1. The dual problem: substance & measurement 
U.S. Maternal Mortality Ratio , 1951-2007
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Impetus for our Study
Maternal Mortality Ratios (per 100K births), 2000-2016, U.S. & Comparable Countries *
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* Countries with 300,000+ births (2015): Australia, Canada, France, Germany, Italy, Japan, S. Korea, Spain, United Kingdom 

Sources: OECD Health Data 2019; NCHS. 2009. Deaths, Final Data, 2007.



Last reporting (2007)of a maternal mortality rate by NCHS



How did this happen?

Efforts to avoid poor case 
ascertainment led to over-

ascertainment
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Revised (2003) U.S. Standard 
Certificate of Death 



To improve case identification:

U.S. Standard Pregnancy Question, 2003 (sort of)
Checkbox format:

IF FEMALE:
Not pregnant within past year
Pregnant at time of death
Not pregnant, but pregnant within 42 days of death
Not pregnant, but pregnant 43 days to 1 year before 

death
Unknown if pregnant within the past year

Meant to solve 2 
problems: 
(1) Most states had 

no such question; 
and

(2) Different 
questions used in 
different states



Am J Prev Med 2000;19(1S):35-39. 

16 States 
already had a 

checkbox as far 
back as 1991-
1992, but with 

different 
wording 



Time periods used:
42 days;
6 weeks;

3 months; 
90 days;
12 mos;

“last year”

Source: Hoyert . Maternal Mortality 
and Related Concepts. NCHS. Vital 
Health Stat 3(33). 2007. p.12. 



Delays in Adoption of the U.S. 
Standard Pregnancy Question 

among States  

* Note:  Some states adopted change 
in the middle of the calendar year.  

New Adopters* Total
2003 4 4
2004 7 11
2005 7 18
2006 4 22
2007 2 24
2008 7 31
2009 0 31
2010 4 35
2011 2 37
2012 4 41
2013 1 42
2014 5 47
2015 2 49
2016 1 50
2017 1 51

New England
California 2003
New Hampshire 4/2004
Connecticut 2005
Rhode Island 2006
Vermont 7/2008
Massachusetts 9/2014



Our Analysis

We did an analysis that examined data by 
state, modeled for whether or not they were 
using the new item, and came up with national 
estimates. 

Not enough cases to do single state analyses, 
but could look at some of the larger states.
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Slope=0.33
18.2

22.8

Note:  Includes 24 states that did not have a pregnancy question on their unrevised death certificate and which adopted the U.S.
standard question upon revision:  Arkansas, Arizona, Connecticut, Delaware, Georgia, Idaho, Kansas, Maine, Michigan, 
Montana, New Hampshire, Nevada, Ohio, Oklahoma, Oregon, Pennsylvania, Rhode Island, South Carolina, South Dakota, 
Tennessee, Utah, Vermont, Washington, and Wyoming.   

Group 1 states (had no question & added Standard)

Correction Factor: 1.93

Was this a more accurate representation of 
state ratios or an overestimation? 



Over-ascertainment Results of a 4 state study 
(Georgia, Louisiana, Michigan, and Ohio)

72%

21%

7%

Pregnancy Checkbox Accuracy

Pregnant Not Pregnant Unable to confirm
Source: A. Daymude. Checking the pregnancy checkbox: Evaluation of a four‐state quality assurance pilot. Birth 2019 online

In 28% of cases with 
pregnancy checkbox 
checked, not certain 
woman was pregnant



Over Ascertainment??
• Research into the cause of death category finds much of the 

increase is coming from less specific ICD-10 codes. 

• Other specified pregnancy-related conditions (O26.8)
• Other obstetric complications (O21–O22, O24– O41.0, O41.8–O43.1, O43.8–O43.9,O47–O66, 

O68–O70, O71.2, O71.5,O71.6, O71.8, O71.9, O73–O75.2,O75.4–O75.9, O87–O90, O92)

• Other specified diseases and conditions (O99.8)
• Obstetric death of unspecified cause (O95)



Assessing the impact of ill-defined causes on maternal 
deaths and mortality rates by cause of death,

27 states and DC, 2008-2009 to 2013-2014



Impact of the Checkbox – Better and Worse 
Ascertainment

• While the checkbox contributed to errors, the Four Committee data 
show that the checkbox also improved identification of pregnancy-
related deaths. Without the pregnancy checkbox, approximately:

• 50% of pregnancy-related deaths that occurred during pregnancy 

• 11% of pregnancy-related deaths that occurred within 42 days of 
the end of pregnancy, and 

• 8% of pregnancy-related deaths that occurred within 43 days to 1 
year of the end of pregnancy 

would have been missed. 



Three Sources of U.S. Maternal Death Data
• National Vital Statistics System (NVSS). This is the source of the official maternal 

mortality ratio for the United States and is based on “…information from death certificates filed in the 50 states and 
the District of Columbia that are subsequently compiled into national data….. Physicians, medical examiners, and 
coroners are responsible for completing the medical portion of the death certificate.” These state data are compiled 
by NCHS into a national data system.  

• Pregnancy Mortality Surveillance System (PMSS). This system was 
established by CDC. It is based on reports from 52 areas (50 states, Washington, D.C. and 
New York city) which submits to CDC “… deidentified copies of death certificates for females 
12–55 years who died during or within 1 year of pregnancy from any cause; when available, 
linked birth or fetal death certificates are also sent. Additional sources include computerized 
searches of Lexis Nexis, reports by public health agencies, including state-based maternal 
mortality review committees, professional organizations, and individual health care 
providers.” The records are reviewed by specially trained clinicians to determine whether or 
not a death was pregnancy related.

• Maternal Mortality Review Information Application (MMRIA). State 
interdisciplinary committees do case reviews of maternal deaths. CDC building a data system 
to compile data from MMRCs. Project got a major boost in recent federal legislation.   



So has there been any way to 
monitor maternal death since 2007?

CDC and Pregnancy Related 
Mortality
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Pregnancy Mortality Surveillance System



Data for CDCs Pregnancy Related Mortality System 
Each year, CDC requests the 52 reporting areas (50 states, New York 
City, and Washington DC) to voluntarily send copies of death 
certificates for all women who died during pregnancy or within 1 
year of pregnancy, and copies of the matching birth or fetal death 
certificates, if they have the ability to perform such record links. All 
of the information obtained is summarized, and medically trained 
epidemiologists determine the cause and time of death related to the 
pregnancy. Causes of death are coded by using a system established 
in 1986 by the American College of Obstetricians and Gynecologists 
and the Centers for Disease Control and Prevention Maternal 
Mortality Study Group.



Our best existing measure
Pregnancy Related Mortality, U.S., 1987-2015

7.2

9.4 9.8

10
10.3

10.8
11.1

12.9

11.3 11.3

12.9

12

13.2
14.5

14.7

14.3

16.8

15.3

15.4 15.7

14.5
15.5

17.8

16.7

17.8

15.9

17.3

18
17.2

6

8

10

12

14

16

18

20
19

87
19

88
19

89
19

90
19

91
19

92
19

93
19

94
19

95
19

96
19

97
19

98
19

99
20

00
20

01
20

02
20

03
20

04
20

05
20

06
20

07
20

08
20

09
20

10
20

11
20

12
20

13
20

14
20

15

Source: CDC. Creanga. Pregnancy-Related Mortality in the United States. Obstet Gynecol 2017.Pr
eg

na
nc

y 
Re

la
te

d 
M

or
ta

lit
y 

Ra
tio

 (p
er

 1
00

,0
00

 b
irt

hs
)

Source: CDC. Adapted from Creanga. Pregnancy-Related Mortality in the United States. Obstet Gynecol 2017 & Petersen 
E. et al. Vital Signs: Pregnancy-Related Deaths, United States, 2011–2015,. MMWR .vol.68. May 7, 2019. 1-7..



Timing of Maternal Deaths

31.3%
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21.4%

11.7%
Before Delivery

Day of Delivery

42-365 Days PPM

7-41 Days PPM

1-6 Days PPM

Source: Petersen E. et al. Vital Signs: Pregnancy-Related Deaths, United States, 2011–2015, and Strategies for Prevention, 13 States, 
2013–2017. MMWR .vol.68. May 7, 2019. 1-7.



Timing of Maternal Deaths

31.3%

16.9%18.6%

21.4%

11.7%
Before Delivery

Day of Delivery

42-365 Days PPM

7-41 Days PPM

1-6 Days PPM

If 11.7% of the pregnancy related 
deaths occur at 42+ days, then 
the maternal mortality ration 
should be approximately 88.3% 
of the pregnancy related 
mortality rate. 

Source: Petersen E. et al. Vital Signs: Pregnancy-Related Deaths, United States, 2011–2015, and Strategies for Prevention, 13 States, 
2013–2017. MMWR .vol.68. May 7, 2019. 1-7.



Based on assumption of 11.7% of deaths ppm 
Estimated Maternal Mortality, U.S., 1987-2015
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Racial Disparities (2011-15):
12.8   white women
34.7   black women  B-W Ratio: 2.71 

9.5   Hispanic   
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* Countries with 300,000+ births (2015): Australia, Canada, France, Germany, Italy, Japan, S. Korea, Spain, United Kingdom 

Sources: OECD Health Data 2019; NCHS. 2009. Deaths, Final Data, 2007 and adapted from Creanga. Obstet Gynecol 2017 & 
Petersen, MMWR, 2019. ..

US  26% 
Increase

US vs Comparable Countries
Estimated U.S. Maternal Mortality Ratios (per 100K births), 2000-2016, U.S. & 

Comparable Countries *



What about Racial Disparities?

Pregnancy Related Mortality Ratios, U.S. 2011-2015
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What about Racial Disparities?

Pregnancy Related Mortality Ratios, U.S. 2011-2015

11.4   Hispanic   

13.0   White

14.2 Asian/Pacific Islander

32.5 American Indian/Alaskan Native

42.8   Black



U.S. Maternal Mortality (per 100,000 live births), 
1951-2007 by Race

0

50

100

150

200

250

1951 1953 1955 1957 1959 1961 1963 1965 1967 1969 1971 1973 1975 1977 1979 1981 1983 1985 1987 1989 1991 1993 1995 1997 1999 2001 2003 2005 2007

All White Black



U.S. Maternal Mortality Ratio of Black to 
White Rates 1951-2007
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U.S. Infant & Maternal Mortality Black to 
White Ratios of 1980-2014
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So how does the U.S. 
compare internationally? 



Maternal Mortality Ratios, Europe & U.S., 2016
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U.S. MMR* Compared to Countries with 
300,000+  births, 2014-15
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U.S. MMR* Compared to Countries with 
300,000+  births, 2013-14
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If we limited the US ratio to white 
mothers (estimated 13.0; 2011-15 
data), the U.S. would still rank 
behind all other countries



1. SUMMARY: The U.S. has a problem, 
but isn’t sure how bad it is.

• Measurement remains a problem, though multiple efforts 
underway

• By any standard though, the U.S. is doing poorly

• Wide racial disparities, but that doesn’t explain all the 
differences



2.   It’s not just about maternal 
mortality



Births in U.S. by Maternal Age, 2017
Age # Births %

<20 196,294 5.1%
20-24 764,780 19.8%
25-29 1,123,577 29.1%
30-34 1,091,917 28.3%
35+ 678,932 17.6%
Total 3,855,500 100%



Female Death Rates (per 
100,000) by Age, 2010-2016
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Overall Deaths rates (per 100,000), Females 
25-34, by Race/Ethnicity, 2010-2016
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Ratio of Black/White Female Death Rates, 
Women 25-34, 2005-2016
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NHW Rate Increase 2005-2016: 36.7%
NHB Rate Decrease 2005-2016:    -8.3%



What can we learn by 
examining causes of 

death? 



Cause-specific proportionate pregnancy-
related mortality: United States, 1987–2013.

Source: Creanga. Pregnancy-Related Mortality in the United States. Obstet Gynecol 2017.

+67%+417% +96% +83%-60% -23%-60%-58% -92%-21%



Top 10 Causes of Death for 
Women 25-34 in 2010 & 2016

2010 2016
% Change 

in rate 
2010-2016

Rank Total 
Deaths

% of 
total

Rate 
per 

100 K

Rank Total 
Deaths

% of 
total

Rate 
per 

100 K
All causes 13067 100 64.0 All causes 17,359 100.0 78.6 22.8%

1 Accidents (unintentional injuries) 3770 28.9 18.5 1 Accidents (unintentional inj.) 6,247 36.0 28.3 53.0%
2 Malignant neoplasms 1,835 14.0 9.0 2 Malignant neoplasms 1,966 11.3 8.9 -1.1%
3 Intentional self-harm (suicide) . 1,092 8.4 5.3 3 Intentional self-harm (suicide) . 1,479 8.5 6.7 26.4%
4 Diseases of heart 1,010 7.7 4.9 4 Diseases of heart 1,141 6.6 5.2 6.1%
5 Assault (homicide) 684 5.2 3.3 5 Assault (homicide) 836 4.8 3.8 15.2%
6 Pregnancy, childbirth & 

puerperium 367 2.8 1.8 6 Pregnancy, childbirth & 
puerperium

472 2.7 2.1 16.7%
7 Diabetes mellitus 262 2.0 1.3 7 Chronic liver disease and cirrhosis 360 2.1 1.6 77.8%
8 Human immunodeficiency virus 

(HIV) disease 259 2.0 1.3 8 Diabetes mellitus 336 1.9 1.5
15.4%

9 Cerebrovascular diseases 253 1.9 1.2 9 Cerebrovascular diseases 244 1.4 1.1 -8.3%
10 Chronic liver disease and cirrhosis 180 1.4 0.9 10 Septicemia 210 1.2 1.0 NA

All other causes  (residual) 3,355 25.7 16.4 All other causes  (residual) 4,068 23.4 18.4 12.2%
Sources: Heron M. Deaths: Leading causes for 2010. National vital statistics reports; vol62 no 6. Hyattsville,MD: National Center for Health Statistics. 2013 & 
Heron M.  Deaths: Leading causes for 2016. National Vital Statistics Reports; vol 67 no 6. Hyattsville, MD: National Center for Health Statistics. 2018. 



So if “Accidents” are the problem, what do we 
mean by accidents? 

U.S. Females 25-34
Source: CDC Wonder 2010 2016 ‘12-’16 Diff. % of total
All 13,067 18,066 4,999 increase
Accidents 5,859 9,547 3,688 73.8%

Motor Vehicle & Transport 1,469 1,784 315 6.3%
Falls 45 53 8 0.2%
Accidental deaths from:

Firearms 13 9 -4 -0.1%
Drowning 77 94 17 0.3%
Exposure to smoke & fire 57 59 2 0.0%
Poisoning & exposure to 

noxious substances 1,965 4,510 2545 50.9%
Other 2,233 3,038 805 16.1%



Source: MDPH.(2018) Substance Use among 
Pregnancy-Associated Deaths — Massachusetts, 
2005–2014 



Source: MDPH.(2018) Substance Use among 
Pregnancy-Associated Deaths — Massachusetts, 
2005–2014 



What Were the Factors that Contributed to this Death? 

Source: Georgia Maternal Mortality 
Report, 2014 (March, 2019)



What Were the Factors that Contributed to this Death? 

If only a third of all 
these pregnancy 
related deaths 

involved provider 
or facility 

contributors, what 
are we doing about 

the other 67%? 

Source: Georgia Maternal Mortality 
Report, 2014 (March, 2019)



2.   It’s not just about maternal mortality
• The growth in maternal mortality is real and serious, but it’s a 

subset of the larger picture of a growing death rate among 
women of reproductive age

• The driving force in the increase in deaths to women of 
reproductive age is an increase in accidents and that is driven by a 
massive increase in accidental poisonings

• Who is best positioned to examine this larger challenge?



2.   It’s not just about maternal mortality
• The growth in maternal mortality is real and serious, but it’s a 

subset of the larger picture of a growing death rate among 
women of reproductive age

• The driving force in the increase in deaths to women of 
reproductive age is an increase in accidents and that is driven by a 
massive increase in accidental poisonings

• Who is best positioned to examine this larger challenge?
Maternal Mortality Review Committees and 

Perinatal Quality Collaboratives 



3. Addressing the Challenges
• Clinical Challenge – how do we improve clinical care and make it 

more safe?

• Personal Challenge – how do we better incorporate the voices 
of mothers into the process?

• Policy Challenges – how do we get policymakers to care about 
women’s health? 



3. Addressing the Clinical Challenges

March of Dimes



3. Addressing the Clinical Challenges

• Been notable efforts, primarily from the California Quality Maternity Care 
Collaborative to improve clinical care in maternal health with toolkits 
addressing hemorrhage, cardiac disease, pre-eclampsia, maternal venous 
thrombosis. 


		READINESS



		Every unit

· Hemorrhage cart with supplies, checklist, instruction cards and posters

· Immediate access to hemorrhage medications (kit or equivalent)

· Establish a response team – who to call when help is needed

· Establish massive and emergency release transfusion protocols/policies (type O negative/uncrossmatched)

· Unit education on processes, unit-based drills (with post-drill debriefs)



		RECOGNITION & PREVENTION



		Every patient

· Assessment of hemorrhage risk (prenatal, on admission, prior to delivery and post birth)

· Measurement of cumulative blood loss (formal, as quantitative as possible)

· Active management of 3rd stage of labor



		RESPONSE



		Every hemorrhage

· Unit-standard, stage-based on QBL, obstetric hemorrhage emergency management plan with checklists

· Support program for patients, families, and staff for all significant hemorrhages



		REPORTING/SYSTEMS LEARNING



		Every unit

· Establish a culture of huddles for high risk patients and post-event debriefs to identify successes and opportunities

· Multidisciplinary review of significant hemorrhages for systems issues

· Monitor outcomes and process metrics in perinatal quality improvement committee









3. Addressing the Personal Challenges: 
Listening to Mothers



Women Do Not Want Childbirth to Be Interfered With

“There was a question about birth 
being a process, and I think ... 
believing in mothers and trusting 
them during that process is 
important. We know our bodies. We 
know how we are feeling.... [In my 
case,] no one would listen.”

Beliefs About Childbirth and Medical Interference
By Race/Ethnicity and Payer, California, 2017
BASE: ALL WOMEN WHO ANSWERED THIS QUESTION

Notes: Not all eligible respondents answered each item. Segments may not add to 100% due to rounding. P < .01 for differences by payer
Sources: Listening to Mothers in California (statewide survey of 2,539 women who gave birth in California hospitals in 2016), National Partnership for 
Women & Families, 2018; www.nationalpartnership.org.

• Medi-Cal beneficiaries, and Black 
women and Latinas more strongly 
wished to avoid unneeded childbirth 
interventions than counterparts.



Many Women Had No Choice of Prenatal Care Provider

Choice of Prenatal Care Provider
by Race/Ethnicity and Payer, California, 2016

Notes: Not all eligible respondents answered each item. Medi-Cal respondents were identified based upon a Medi-Cal record of a paid 2016 
childbirth claim. Privately insured respondents self-identified in the survey. p < .01 for differences by race/ethnicity and by payer
Source: Listening to Mothers in California (statewide survey of 2,539 women who gave birth in California hospitals in 2016), National 
Partnership for Women & Families, 2018, www.chcf.org (PDF).

Related results:

• Most used OBs

• 80% prenatal, 63% at birth

• Some further chose “doctor, but I’m not 
sure what type”

• Few appear to use family physicians

• Fewer than 1 in 10 used midwives

• 7% prenatal, 9% at birth



Most Women Open to Using Midwife for Future Birth

The US is an outlier in midwife use:

• Midwives are commonly used in high-
income countries with strong maternal 
outcomes.

• Survey revealed lack of knowledge about 
midwives.

• Studies show midwives have similar 
outcomes and fewer interventions 
than doctors.

• 63% of those who would definitely 
not want a midwife in the future 
thought doctors provide higher 
quality care.

Notes: Data shown for use of midwife as birth provider. Midwives were the main prenatal care providers for 7% of survey participants (not 
shown). Not shown: “Would definitely not want this” and “not sure.” Not all eligible respondents answered each item. Medi-Cal respondents were 
identified based upon a Medi-Cal record of a paid 2016 childbirth claim. Privately insured respondents self-identified in the survey. Differences 
within groups were not significant.
Sources: Listening to Mothers in California (statewide survey of 2,539 women who gave birth in California hospitals in 2016), National 
Partnership for Women & Families, 2018; California Department of Health Care Services MIS/DSS Data Warehouse.

Midwife Use: Actual Use as Birth Attendant in 2016 and Future Interest by 
Race/Ethnicity and Payer, California, 2016



Many Women Would Consider Birth Center for Future Birth

From final 2016 birth certificate file:

• Only 0.3% of California women gave 
birth in a freestanding birth center per 
final 2016 birth certificate file.

Future Interest in Birth Center Use
by Race/Ethnicity and Payer, California, 2016

Notes: “Would definitely not want this” and “not sure” not shown. Medi-Cal respondents were identified based upon a Medi-Cal record of a paid 2016 
childbirth claim.
Privately insured respondents self-identified in the survey. Not all eligible respondents answered each item. p < .01 for differences by race/ethnicity and 
by payer.
Sources: Listening to Mothers in California (statewide survey of 2,539 women who gave birth in California hospitals in 2016), National Partnership for 
Women & Families, 2018; California Department of Health Care Services MIS/DSS Data Warehouse; Natality public-use data 2007–16 in CDC WONDER 
database, Centers for Disease Control and Prevention, February 2018, accessed March 6, 2018, wonder.cdc.gov.

“I initially wanted a midwife, a doula 
and a birth center. Insurance wouldn’t 

cover this so we went with the 
traditional OB and hospital route.”



Most Laboring Women Experienced Decision Autonomy

“I felt like I was able to have my 
labor progress the way I wanted 
without anyone telling me what I 
should do. I got support when I 
asked for things and even got 
help from a nurse on a good 
position as I was pushing.”

“I had a horrid OB that broke my 
water and inserted monitor and 
catheters without telling me. … I 
did not get skin-to-skin time and 
could not breastfeed until hours 

before I was discharged.”

Decision Autonomy by Race/Ethnicity and Payer, California, 2016
BASE: WOMEN WHO EXPERIENCED LABOR (n = 2,067)

Notes: Not all eligible respondents answered each item. ”Agree strongly” and “agree somewhat” not shown. P < .01 for difference by payer
Source: Listening to Mothers in California (statewide survey of 2,539 women who gave birth in California hospitals in 2016), National Partnership for 
Women & Families, 2018. California Department of Health Care Services MIS/DSS Data Warehouse.



Fewer than 1 in 10 Women Had No Postpartum Visit

“Overall I had a great birthing 
experience, but I was shocked by 

how little support the OBGYN 
office and doctors provided about 
everything beyond the childbirth 

process itself.”

”I would have loved to have more 
postpartum care and 
breastfeeding help.”

Number of Maternal Postpartum Office Visits
by Payer and Race/Ethnicity, California, 2016

Notes: Medi-Cal respondents were identified based upon a Medi-Cal record of a paid 2016 childbirth claim. Privately insured respondents self-identified in 
the survey. Not all eligible respondents answered each item. p < .01 for differences by race/ethnicity and by payer.
Sources: Listening to Mothers in California (statewide survey of 2,539 women who gave birth in California hospitals in 2016), National Partnership for 
Women & Families, 2018; California Department of Health Care Services MIS/DSS Data Warehouse.



Minority of Women with Anxiety or Depression Symptoms Received Treatment

“There needs to be more measures 
taken to prevent PPD (postpartum 
depression) and places for mothers 

to go for help without feeling 
stigmatized for it.”

Prenatal and Postpartum Counseling and Treatment
Among Women Reporting Symptoms of Anxiety or Depression
California, 2016

Notes: Women were asked two questions each about the frequency of anxiety symptoms and depression symptoms both “during your recent pregnancy” 
and “during the last two weeks.* Not all eligible respondents answered each item.
Source: Listening to Mothers in California (statewide survey of 2,539 women who gave birth in California hospitals in 2016), National Partnership for 
Women & Families, 2018.
*Kurt Kroenke et al., “An Ultra-Brief Screening Scale for Anxiety and Depression: The PHQ–4,” Psychosomatics 50, no. 6 (Nov.–Dec. 2009): 613–21, 
doi:10.1016/S0033-
3182(09)70864-3.



Where to Find Project Resources

www.chcf.org/listening-to-mothers-ca www.nationalpartnership.org/ltmca



3. Addressing the Policy Challenges
• Preventing Maternal Deaths Act of 2018 was not easy to pass, but it can’t be 

just symbolic reassurance that the government is doing something about 
maternal mortality

• Advocates need to use the current concern with maternal mortality to 
advocate for women’s health

• Real change and improvements will cost money since it means providing more 
comprehensive care for women…when they’re not pregnant



Policy Responses



31.3%

16.9%
18.6%

21.4%

13.2% Before Delivery

Day of 

42-365 Days PPM

7-41 Days PPM

1-6 Days PPM

Source: Daw J. 
Health Affairs
2017; 36:598-606

Remember this?



Role of U.S. policies in preventing maternal death
State Eligibility for Medicaid Coverage

States with toughest eligibility for non-pregnant adult women. Percent of 
poverty level you must be below to qualify for Medicaid

As of January, 
2018

% of poverty level 
not pregnant $ Amount (family of 3) % poverty level when 

pregnant

Alabama 18% $3,740 146%
Texas 18% $3,740 203%
Missouri 22% $4,571 201%
Idaho 26% $5,402 138%
Florida 33% $6,857 196%
Connecticut 138% $28,676 263%
Maine 105% $21,819 214%
Massachusetts 138% $28,676 205%
New Hampshire 138% $28,676 201%
Rhode Island 138% $28,676 195%
Vermont 138% $28,676 213%

Source: 
Kaiser 
Family 
Foundation



3. Re-conceptualizing maternal mortality & 
morbidity

• Maternal mortality needs to be viewed as more than a birth event since a 
majority of deaths occur during pregnancy or in the postpartum period.

• The public health community needs to be as engaged as the clinical 
community in dealing with pregnancy associated deaths.

• Similarly, maternal morbidity needs to be viewed from a longer term 
perspective than just birth events.

• Women’s voices need to be incorporated into the assessment of maternal 
morbidity.



Summarizing three points
1. The problem is both poor measurement & poor outcomes

2. Maternal mortality is the canary in the coal mine 

3. Continue clinical improvements, but expand focus to 
women’s health in general, incorporating women’s voices 
into the process  and advocate for policy change to address 
it. 



WHERE TO FROM HERE?
POLITICAL WILL & MEDIA COVERAGE

PROPUBLICA’S LOST MOTHERS SERIES
Nothing Protects Black Women From Dying in Pregnancy &

Childbirth
Not education. Not income. Not even being an expert on racial 

disparities in health care.

https://www.propublica.org/series/lost-mothers


The Public and Policymakers 
want answers. 

It’s our responsibility to develop 
research and policy recommendations 

that helps craft sustainable solutions to 
these problems. 

What kind?



Since you asked
1. Use MMRCs to explore pregnancy associated deaths for causes and 
possible bases for prevention;

2. Use linked datasets to examine women’s health through the lifecourse and 
identify critical moments (e.g. pregnancy?) where intervention might matter; 
and

3. Listen to women tell us about their lives and experiences in pregnancy and 
beyond to craft sustainable solutions that are meaningful to them.

4. Get involved in advocacy efforts like the March for Moms (May 11, 2019) in 
D.C. and elsewhere





www.birthbythenumbers.org
FACEBOOK: www.facebook.com/BirthByTheNumbers

Twitter: @BirthNumbers
Email: birthbynumbers@gmail.com
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