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Executive Summary

The Washington Statd_egislature established a Maternal Mortality Review Panel (the Panel)
within the Department of Health (the Department) in 2016. The Panel was tasked with reviewing
maternal deaths within the state angroducing a biennial reportwith findings and
recommendations to prevent future maternal deaths. Tthé y 8rét €port, released in 2017
coveredmaternal deaths betwee2014and 2015.

This reportexamines maternal deaths between 2014 and 2@t@l includes data from the
previously publishé report. The growing understanding of the complex ralleat behavioral
health issues play in pregnantsd the Panelto examine maternal deaths from suicide and
substanceoverdosefor this report.

Findings from the 2032016 maternal mortality reviews @htified 100 pregnancyassociated
deathsin 20142016, which are deaths that occur during pregnancy or the first year after
pregnancy As shownn Figure lathese dé&a include deaths related to pregnancy, not related to
PNE Ay yOe s | yR detkrites if el arerela@t tg agnantgure &). Thirty

of these deaths were determined by tianelto be pregnancyrelated, which meansthe Panel
determined that the death occurred during pregnancy or within the first year after pregnancy
from a pregnancy complication, a chain of events initiated by pregnamdje aggravation of

an unrelated condition by the physiologic effects of pregnancy.

Figure h: Kegy Definitions Washington State Maternal Mortality Review Panel

PREGNANCY-ASSOCIATED DEATH

The death of a woman during pregnancy or within one year of the end of pregnancy from any cause”.

(*This term is synonymous with maternal death in this report and as outlined in RCW 70.54.450. )

Pregnancy-RELATED Death Pregnancy-ASSOCIATED, Unable to be

The death of a woman during NOT RELATED Death Determined

pregnancy or within one year of The death of a woman Pregnancy-relatedness
the end of pregnancy from a during pregnancy or within could not be determined.
pregnancy complication, a chain one year of the end of

of events initiated by pregnancy, pregnancy from a cause

or the aggravation of an unrelated that is not pregnancy-

condition by the physiologic related.

effects of pregnancy.

Preventable Pregnancy-Related Death

A death is considered preventable if the Panel
determines that there was at least some chance of
the death being averted by one or more reasonable
changes to patient, family, provider, facility, system
and/or community factors.
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Key findings include:

1 Maternal mortality rates in Washington are not increasing like they are nationally.

1 The leading underlying causdé death amongpregnancyrelated deaths (N=30) were
behavioralhealth conditions including suicide and overdo$80%), hemorrhage (20%
and hypertensive disorders in pregnantp).

1 Thepregnancyrelated deathratio was 11.2 deaths per 100,000 live births

1 The majority ofpregnancyrelated deaths occurredduring pregnancy or delivery (30%),
or within 42 days after the end of pregnancy (35%).

1 ThePanel concluded tht 60%of the pregnancyrelated deathsvere preventable.

Interpretations of the data presented in this report should be made with cauthile each
death is a tragedy,hie cohort of maternal deaths for 2092016 isrelatively small and slight
changes could have resulted in very different percentageslingsin this report are a snapshot
of this threeyear interval.

ThePanel identifiedhe factors that contributed to each preventabbeegnancyrelated death.
These are the events or issues that, if altered, the Panel believes might have pretrentksth.
Factors identified includedccess to health care services, gaps in continuity of care (especially
postpartum), gaps in clinical skill and quality of care (including delays in diagnoses, treatment,
referral, and transfer), and lack of care coordinatiortla¢ provider, facility, and systems levels.
The Panel used this information to make recommemuladi to prevent maternal deaths.
Recommendations are:

1. Address social determinants of health, structural racism, provider biases, and other social
inequities to educe maternal madality in priority populations

2. Support ative engagenent by birthing hospitals, licensed birth centerand perinatal
providersin quality improvement efforts that reduce the leading causes of maternal
mortality and morbidity.

3. Ensure fuding and access to postpartum care and support through the first year after
pregnancy for all pregnan@utcomes.

4. Increase access and reduce barriers liehavioral health and communitgupport
structures from preconception through pregnancy and the fyesr postpartum.

5. Increase andmiprove reimbursement fobehavioral health care from preconception
through all phases of pregnancy and the first year postpartum, including screening,
treatment, monitoring and support services.

6. Increase knowledge and sldfi providers, patients, and families abdog¢havioralhealth
conditions during and after pregnangyand the treatment and resources that are
available for support.
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Background

What does Maternal Mortality look like in the United States ?

Maternal mortalityin the United States affectsundreds offamilies each year. The Pregnancy
Mortality Surveillance System (PMSS) at the Centers for Disease Control and Prevention (CDC)
reports that rates of maternal mortality have been on the rise since the 198@sionaly,
approximately 700 women die each year from complications related to pregnancy and childbirth.
CDGestimates that 60%f these deaths are preventable

Rates of maternal mortality in the United State® higher than those in most other developed
nationsii | LJI {r&c8,yincdn@, anglace of residencénfluence the quality of careshe
receives'’ In addition to the women who die, amany as 60,000nore womensuffer severe
complications related to pmgnancy and childbirthThese women areften burdened with
significant medical, economic, and social setbacks that are costly to families, commuamites,
social and health resourcés

Have there been any changes to maternal mortality surveillance,
nationally ?

The national pictur®f maternal mortalityis difficult to understand because @ériations in how
state and federal agencies monitor maternal mortality. The most notable variations are the terms
used to define types omaternal deaths, the source®f records and data used to draw
conclusions and outline trenda maternal mortality and the scope of work in whichaternal
mortality reviews are conducted. St. Piejret al identify three main systems of maternal
mortality surveillance in the UniteB8tates" These systems are composedtioé National Vital
Statistics Systerand the Pregnancy Mortality Surveillance Systdrthe federal leveland state

or local maternal mortaity review committees or panel.Each system reports on different
information and data dr varied purposesand states may select any one of these systems to
report onmaternal mortality. Because of thispmparabilitybetweenstates is limited, and state
data cannoinecessariljpe compared tdederal maternal mortality surveillance systems.

Fndings from maternal mortality reviews result in the most accurate and comprehensive data
and insight into the issues affecting maternal mortalitythe last year, a number of states have
passedmaternal mortality review legislation, and interest in establishing maternal mortality
review panels continues to grow.

A partnership between the CDC, the Association of Maternal and Child Health Programs
(AMCHP), and th€DCFoundation, has focused efforts improve and standardize maternal
mortality surveillance in the United Statelhe partnership between these entities Had tothe
Building U.SCapacityo Review and Prevent Maternal Deatnitiative. The goal of thenitiative
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is to increase the use of maternal mortality review panels or committees by individual &tates
develop a more comprehensiwenderstandng of maternal mortalityacross the coumy.x The
initiative is givingparticipating states tools and technical assistaocethe use of those tools.
Ideally, this initiative will result in increased use of maternal mortality reviews for surveillance by
individual states andhakecomparisons betwen states easier and more accurate. This will help
stakeholders and advocatsave lives bjocusng prevention activities to improve maternal care

for women across the country.

What is Washington doing to reduce maternal deaths ?

The Departmentas studied maternal mortality since 1990, and for more than 25 years data
collected from birth and death certificates abeen analyzed to understanashingtortrends.
Rates of maternal mortalityn the stateare relatively stableand seemto be lowerthan the
national average cited by the Pregnancy Mortality Surveillance Syst@018. However, before
2016 the maternal mortality reviews in Washington State had limited staffing, funding, and
access to pertinent records, which made it difficult for extp to determine whichdeaths were
preventable and what factors were contributing to the deaths.

In 2016, the Washington State Legislature passed Engrossed Second Substitute Senate Bill 6534
to establi$ an official Maternal Mortality Review Parteélhelaw directsthe Panel to:

1 Review maternal deaths in the state and determine if deaths are related to pregnancy

1 ldentify factors contributing to those deaths

1 Make recommendations for systems changes to improve health care services for women

1 Submit aeport of findings to the health care committees of the House of Representatives
and Senate every two years

The lawgivesthe Departmentthe authority to obtain pertinentvital records, medical records,
and autopsy reportselated to maternal deaths. Thiaw alsoprovidesprotections for those
records and for the panel members who participate in the review. This authority and protection
allowedthe Departmentnd thePanelto determine which deaths were preventable and identify
the issues that lead to preventable deathBne law was amended in 2019 to permanently
establish the Panel and the maternal mortality reviewVashington.

Who is on the Maternal Mortality Review Pan  el?

The Washington State Maternal Mortality Review Pdtied Panel)is made upof more than 60
health and service professionals from diverse backgrounds who live and work throughout the
state. Panel members are appointed by the Secretary of Health andteoily serve on the panel
for three to five years. Panel members must adhere to strict confidentiality rules and have no
access to any identifiable information. They are presented witliddeatified summaries of each
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reviewed death, dedentified data, ad aggregated data to conduct the review. They use this
information to make key decisions to meet the goals and objectives of the reRewl members
are listed in theAcknowledgements.

What d efinitions does Washington u se in the maternal mortality revie  w?

In Washington, the four key definitiomsedin the maternal mortality review are those published
by the CDC Foundatidh.

A pregnancyassociated deaths the death of a woman during pregnancy or within the first year
after the end of her pregnancy froany causdsee Figure 1bYhisterm encompasssdeaths that

are pregnancyrelated, deaths that are pegnancyassociated butnot related, and deaths that
camot be determined if they are related to pregnancyheterm & LINBE 3y & ¥ DO A | (isS R
synorymous with maternal deatin this report

Pl
(s}

Figure b: Key DefinitionsWashington Statdaternal Mortality Review Panel

PREGNANCY-ASSOCIATED DEATH

The death of a woman during pregnancy or within one year of the end of pregnancy from any cause”

(*This term is synonymous with maternal death in this report and as outlined in RCW 70.54.450. )

Pregnancy-RELATED Death Pregnancy-ASSOCIATED, Unable to be

The death of a woman during NOT RELATED Death Determined

pregnancy or within one year of The death of a woman Pregnancy-relatedness
the end of pregnancy from a during pregnancy or within could not be determined.
pregnancy complication, a chain one year of the end of

of events initiated by pregnancy, pregnancy from a cause

or the aggravation of an unrelated that is not pregnancy-

condition by the physiologic related.

effects of pregnancy.

Preventable Pregnancy-Related Death

A death is considered preventable if the Panel
determines that there was at least some chance of
the death being averted by one or more reasonable
changes to patient, family, provider, facility, system
and/or community factors.
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After the review process is complete, egafegnancyassociated deatlis categorized into one
of three subcategoriesincluding(seeFigure 1b)

1 Pregnancyelateddeath
1 Pregnancyassociatechot related deathor
1 Unableto determine pregnancyelatedness

As part of the review process, tieanelworks to determine which pregnaneglated deaths
were preventable using thdefinition outlined inRCW (seéppendix 3.

How does the Panel conduct a maternal mortality r eview?

The Departmentand the Panelconduct the maternal mortality revieswthrough a multilevel
processthat is grounded in a maternal mortality review framework developed byRBhéding

U.S. Capacity to Review and Prevent Maternal DeattiativeX. This framework provides best
practices and guidelines for reviewing pregnaasgociated deaths to deterime pregnancy
relatedness, preventability, contributing factors to deaths, and opportunities for interventions.
Additionally, the process is easily applied to all type of deaths, including deaths related to
behavioral health conditions.

The process beginwith the 5 S LIJ- NJi €éhgriif@ dHealth Statisticeorking to identify
maternal deaths in the site within a given time periodnd ends with thedevelopment ofPanel
findings and recommendations for legislators, including prevention actiy#es-igure2). With the
exception of deaths related to homicide, each pregnaassociated death is reviewed to determine
whether it ispregnancyrelated. If a death is pregnancglated, the Panel determines if it was
preventable, identifies contributing factorgn the death, and makes recommendations on
prevention.Thisprocesssoutlined by the CDC Foundation (see Appendix 3). After qualitative and
guantitative analyses of the review findings are completed, the Panel and the Department
develop systemdevelrecomnendations to improve maternal care based on the findings of the
maternal mortalityreview. These are submitted to state legislatora neport dueevery three years

in accordance with legislation revisions in 20E8r more details, see Appendix 1.

Figue 2: MulttlevelReview RPocess, Washington State

Level 3 Review:

Level 2 Review: PregnancyRelated Level 4 Review:

Categorization and Mortality Review gyStemSLe\éelt.
Abstraction and Preventability ecommenaation
Discussion Development
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Why does this report include suicide and overdose deaths when they
we r etimduded in the lastr eport ?

Feedback from members of tHeaneland key partnerindicated astrong desirfe 2 NJ 2 | a KAy 3 ( 2
maternal mortality review to acknowledge the magnitude spiicide and overdosdeaths on

maternal mortality This is in large part due toreational paradigm shift in how mood disorders,

suicide, and substance use are understood in relation to pregn&eyributing to thisshift is

the growing body of knowledge arounbehavioral health issues, particulariepressionand

substance useand how they interact with pregnancylaternal deaths related to suicide and
overdose were not reviewed @addressed byhe Panel in the 2017 report because of resource

and time constraints related to implementing new legislation.

{AYyOS (KS Lzt AOFrGA2Y 2F (KS NIBLKiNGl).S.Cypacityn mT =
to Review and Prevematernal Deathshas emouragedmaternal mortality review panelt

include deaths relatedto suicide andoverdo® in maternal mortality review$! The recently
publishedReport from Nine Maternal MortalitReview Committeesdicates severalmaternal

mortality review panels have begun including suicide and substeglated deaths in their
maternal mortality review. These reviews are shedding light on the impact thasssés have

on women andamiliesthroughout thecountry X

Why doesndt this report include a review of d

Deaths related to homicide are not reviewed for pregnarefgtedness and preventability in

2 L aKAY G2y Qa Yrevied. Nbislistdue Yndoatitd résduice and staffing limitations,
and also due to the nature of homicide deaths. Discussions on how and when to include these
types of deaths in the maternal mortality review are ongoing.

Findings

A note about interpretingmall numbers

Data presented in this report is descriptive in nature and meant to illustrate the characteristics
of the cohort of pregnancgssociated and pregnancglated deaths for 201-2016. Because of

the relatively low number of deathsslight changes could have resulted in very different
percentages.The findings presented offer a snapshot thiis threeyear period More data
collected over the nexive toten years will clarify whethethese associationggarding maternal
mortality persist over time andcan begeneralized

Trends of Maternal Mortality in Washington
Historicalmaternal mortalitydata colleted between 2000 and 2016 showaternal mortality
ratios over time in Washington Statare relatively stableFigure 3 shows trends @iregnancy
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associated and pregnancglated maternal mortality ratios over time using a thrgear rolling
average. Additionally, twdefinitionsof pregnancyrelated death are presented: the rate based
on the total number of pregnaneselated deaths thatncludes suicide and overdose; and the
rate based on thdiistoric definitionof pregnancyelated death, without suicide and overdose.
The latter is the most comparable to earlier maternal mortality ratibgta analyses and
findings covering pregnaneaglated deathsusing the historic definition of pregnancy
related deathare included for informationgburposes in Appendix.3

Figure 3: flends of ©tal Maternal Mortality and Pregnancirelated Mortality Ratios (deaths
per 100,000 live births), Washingt&tate, 199€2016.

" 55 * 2013 ratio estimated from available data
=
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—@— Pregnancy-associated maternal mortality
++ o+ Pregnancy-related maternal mortality

B Pregnancy-related maternal mortality including suicide and overdose

Please note:Data collected and analyzedt the Departmentto understand trendsof maternal mortality in
Washingtorhave become morembustover time.The review of maternal deaths before 2008 was restricted to birth,
death, and hospitétation recordsthe review of deaths between 2009 and 2012 was limited to birth and death
records. Maternal deaths in 2013 have not been revieseglto resource constraintdn estimate for 2013 was used

in Figure3. The most comprehensive review to datas conducted for deaths that occurred in 2014 through 2016
The review wabased on birth, hospitalization, and medical records, autopsies, and other available r&ifiedent
data sourcedimits comparability of data

Totalpregnancyassociatednaternal mortality ratios were highest in 202007 at 48 deaths per
100,000 live births. The rate from the most recent review period were lower at 37.3 deaths per
100,000 live births from 2032016. Preliminary data for 2017 indicate there are 32 potdhti
pregnancyassociated deaths to be reviewed resulting in an estimated ratio of 36.5 deaths per
100,000 live births from 2018017.
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The highespregnancyrelated maternal mortality ratios occurred in 202012, with 18 deaths
per 100,000 live births.hEe most recent review period covering the years 2@D46 were among
the lowest measured in Washington, wisieven deathger 100,000 live births (Figure J)he
pregnancyrelated maternal mortality ratio of 11.2 deaths per 100,000 live births reflects an
expanded definition that included deaths due to suicide and overdose in addition to deaths
caused by other diseases and conditions. (Figure 3; Table 1).

Maternal Mortality 2014-2016

There were 268,050 live births in Washington during 22046. The Departrent identified 100
maternal deathsresulting in a pregnanegssociated maternal mortality ratio of 37.3 deaths per 100,000
live births.Thirty of thesedeaths were determined by theanelto be pregnancyelated resulting ira
pregnancyrelated maternal rortality ratio of 11.2 deaths per 100,000 live birffseeTable 1).

Table 1: Maternal Mortality Ratiqgleaths per 100,000 live birthahd 95% Exact Confidence
Limits, Washington State, 202016

Ratio (deaths per 100,000
live births) and 95%
2014 2015 2016 2014-2016 Confidence Limits*

Total Pregnancy -Associated Deaths 38 31 31 100 37.3(30.3,45.4)
Pregnancy -Related Deaths 13 8 9 30 11.2(7.6,16.0)
Pregnancy -associated, not related 25 19 19 63 23.5(18.1 301)

Pregnancy -Associated but Unable to
Determine if Related

*95% Exact Poisson confidence limits

The pregnancyelated maternal mortality ratio of 11.2 deaths per 100,000 live births reflects an
expandedmaternal mortality definition that included deaths due to suicide andccidental
overdose(seeTable 1) Using thehistoricdefinition of pregnancyelated death whichexcludes
deathsdue to suicide and overdose, the pregnamejated maternal mortality ratio drops to 7.1
deaths per 100,000 liveirths. The ratio is 4.1 deaths per 100,000 live births for pregnancy
related deathsausedby suicide oroverdose(seeTable 2)

WASHINGTON STATE DEPARTMENT OF HEALTH
Washington State Maternal Mortality Review Panel:
Maternal Deaths 2014 -2016 | 16



Table 2:Subgroups oPregnancyRelatedDeaths Maternal Mortality Ratios and 95% Exact
Confidence Limits, Washington Sts2814-2016

Ratio (deaths per 100,000 live
2014- births) and 95%
2014 2015 2016 2016 Confidence Limits *

Total Pregnancy -Related Deaths 13 8 9 30 11.2(7.6,16.0)

Pregnancy -Related Deaths from 9 7 3 19 7.1(43,11.1)
Other Medical Causes T

Pregnancy -Related Deaths from 4 1 6 11 4.1(2.0,7.3)
Suicide and Overdose R

*95% Exact Poisson confidence limits

Pregnancy -Associated Deaths, 2014 -2016

Pregnancyassociated deathare deathsrom any causéhat occur during pregnancy or within
one year ofthe end ofpregnancy.This group includes deaths that are pregnaredgted, deaths
that are pregnancassociated but not related, and deaths that cannot be determined if they are
related to pregnancy.

Demographics: Pregnanéssociated Deaths

Figure 4 (and all demographic graphs) shows demographic characteristics of maternal deaths at
time of death using the maternal mortality ratio (number of deaths per 100,000 live batit)

the count (otal number of deaths for each subgroupPemographics include age at time of
death, race/ethnic groups, insurance coverage type, and residence. Additional data on
demographics that includes exact confidence limits are included in Table 1A. This information is
helpfulwhen interpreting data based on small numbers and few years, and should be considered
when drawing conclusions and interpreting the information presented in this report.

The race/ethnic groups included Hispanic, Ndispanic Black, NaHispanic White, merican

Indian or Alaska Native, Asian or Native Hawaiian or other Pacific Islander (N&@RHultr

racial. Due to small counts, Asian and NHOPI were combined into one group for all the analyses
presented in this report. Health insurance was assessdukakh insurance coverage at deliyer

or postpartum up to a yearThe Other group contains other type of governmental insurance
programs such as Tricare and Indian Health Care. Residence was classified as rural or urban using
the residential ZIP code desiation from the RuraUrban Commuting Area (RUCA) system
developed by the Federal Office of Rural Health and Policy.
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Maternal mortality ratios for pregnanegssociated deaths varied across subgroups of women.
The highest ratiosrere observed in women 3%®grs or older. American Indian and Alaska Native

women had higher maternal mortality ratios than any other race/ethnic group.

Women with private health insurance during pregnancy, at delivery or up to a year postpartum
had the lowest maternal mortality ratios. The highest maternal mortality ratio was observed for
women for which no health ingance records could be located. Most of these women died from

homicides or other injuriethat were not included in thelPy S Qa

NB A Sg 3

az

tAY

was available. Among this same group, many had no known residential address, which was the
highes maternal mortality ratio of the residence category.

Figure 4DemographicdViaternal Mortality Ratiogdeaths per 100,000 live birthahd

Countdor PregnancyAssociated DeathidN=100), Washington State, 202016

All women
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35-40
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Unknown
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Cause and Manner of DeatRregnancyAssociated Deaths

Findings of maternal mortality reviews include terminology used in death investigations,
includingthe underlyingcause and manner of deatffhisinformation is usedin data analyses
and to understand the circumstances surrounding deaths.

1 UnderlyingCause of DeathThe World Health Organization defines tinederlyingcause
2T RSIFGK | a GKS o RtlatdthedcBain afNdorhid/eRetns Beadiggk A O K
directly to death, or the circumstances of the accidentvmlence which produced the
fatal injury.& The underlyingauseof death reflect¢he medical opinion of theoroner,
medical examineror physiciancertifying the death

1 Manner of DeathThe manner of death indicates how a death occuased is eithernatural,
in whichdeath is caused by disease omyunnatural, in which injury of any type caused or
contributed to death. Any death which may benatural in manners to be reported to the
applicablemedicdegal system, eithethe coroner or medical examiner. Only the coroner or
medical exeniner can certify a death as oatural in manner"

There are five main classifications of manner of death:
o Natural: Death caused entitg by natural diseasprocess¢s). If injury of any type
caused or contributed to death, the death is corsed umatural.
o There are four categories of unnatural death.
A Accident The injury which caused or contributed to deatas unintentional
(or inadvertent).
A SuicideThe injury which caused or contributed to death was intentionally self
inflected.
A Homicide: The injury which caused or contributed to death resulted from
Fy20KSNJ LISNE2Y Qa | OlAz2yao
A Undetermined ounable todetermine:lt is not possible to determine hothie
death occurred, basedn all available informationThis classification may also
be used in circumstances where the condition of the body or other findings
prevent determination of a likely cause of death.

Figure 5 shows the categorization of the maternal death cohort by the coroner/medical
examinerdetermined manner of deattOther injuries subgroup consists mostly of motor vehicle
accidents, and injuries frofalls anddrownings

In 20142016, naturaimanner ofdeaths made ughe largest proportiorfor the total maternal
deaths (39%), and included deaths fromhemorrhage, hypertensive disorders, infection,
pulmonary conditions, embolism, cardiomyopathy, gastregtinal disorders and cancer
Deaths fram injuries such as motor vehicle accideatscounted for nearly a quarter of deaths
(23%), followed byaccidental substance overdogprescription and illicit drugsand atohol)
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(15%9. Suicide manner of deatrepresented 134 and romicide manner of deathepresented
10%of the total deaths(Figure 5).

Figure 5: Manner of Death for Pregnatfcgsociated Death$\€100),
Washington Statg20142016

39% B Accidental *
B suicide
" Homicide

Natural

10% 13%

*One death of undetermined manner was included here to ensure confidentiality of data.

Pregnancyelatedness and Manner of Death

Figure 6 presents pregnana@gsociated deathby manner of death and the relationship to
the pregnancyas determined by the Pan€la N kkehesortageof pregnancyrelated
deathsvaried by manner of death

1 The highespercentage of pregnancyelated deaths was among deaths due to suicide.
Sixtynine percentof deaths fromsuicidewere found by the Panel to be pregnancy
related.

1 About half of the naturatieathswere pregnancyelated.

1 Thirteen percent of deaths due toaccidentalsubstance overdose were pregnancy
related.

1 None of the deaths due to other injuries were pregnamelated.
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Figure 6: Pregnaneissociated Deaths and Relation to Pregnancy by Manner of [é=80),
Washington Statg2014-2016*
Manner of death

as determined by coroner/medical examiner

Suicide, N=13 N=1

Natural, N=39 Relation to pregnancy

[ Pregnancy-associated, but not -
related

Pregnancy-associated, but unable to
determine if related

Accidental substance overdose , N=15 _ N=4

. Pregnancy-related

Other injuries, N=23 N=2

o

10 20 30 40 50 60 70 80 90 100

Percent

* Deaths due to homicide (N=10) not included in the graph as they were not reviewed by the Panel.

Pregnancy -Related Deaths, 2014 -2016

As part of the review process, the Panel determines wipidgnancyassociateddeaths are
pregnancyrelated deaths These araleathsthat occur during pregnancy or within one year of

the end of pregnhancy from a pregnancy complication, a chain of events initiated by a pregnancy,
or the aggravation of an unrelated condition by theyplologic effects of pregnancyhis
subgroupincludespregnancyrelated deathsfrom behavioral health conditions.

DemographicsPregnancyRelated Deaths

Similar to the data presented in the pregnaragsociated deaths section of the report, the
demographics include age at time of death, radbféc groups, insurance coverage type, and
residence. The subgroups for each characteristics were defined in the same manner as before.

Women 30yearsor olderhad the highest pregnaneaglated maternal mortality ratios of all age
groups Americarindianand Alaska Nativevomenexperiencechigher maternal mortality ratios
than any other race/ethnic group. Women with private health insurance dwing to one year
after pregnancyexperienced thdowest pregnancyrelated maternal mortality ratios amonagll
groups of insurance typeseeFigure 7)
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Figure7: DemographicdVlaternal Mortality Ratiogdeaths per 100,000 live birthehd Countgor
PregnancyRelated Deaths @B0), Washington Stat20142016

Allwomen I 11, N=30

<25 I 5, N=3
25-29 [ 5, N=4
30-34 N 15, N=12
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Race/ethnicity Hispanic NN 17, N=8
Non-Hispanic Black [N 9, N=1
Non-Hispanic White [N 8, N=13
American Indian or Alaska Native NI 53, N=2
Asian or NHOPI N 14, N=4
Multi racial NG 19, N=2

Any coverage Medicaid NG 18, N=19
Private insurance [ 6, N=8
Other NN 11,N=2
Unknown [N 23,N=1

Residence Urban N 11, N=25

Rural [N 15, N=5
0 10 20 30 40 50 60

Deaths per 100,000 live births

Underlying Cause ofdath: PregnancyRelatedDeaths

For all pregnancyelated deaths, thdaneldeterminedthe sequence of eventthat led to death

and may revise thainderlying cause of deatfrom what the medical examiner or coroner
identified. Thisportion of thefindingspresensthe underlying cause of deatis determined by
the Panelduring the maternal mortality reviewigure 8 illustratethe underlying cause of death
for pregnancyelated deathsas determined by the Panel and the proportion of the type of
manner of death fothe three leading underlying causes of ded#or the remaining pregnancy
related deathspther causes of death had 2 or fewer deaths and were not included in Figure 8.

Overall, thePanelfound the leading underlying causd pregnancyrelated deaths 1t=30) was
behavioralhealth conditions(30%9 related to suicide and accidental substance overdoghis
was followed by bBmorrhageor bleeding too much(20%9, and hypertensivedisarders in
pregnancy (1%.

The causes of the nine pregnhargjated deaths from behavioral health conditioognsisted of
suicide and accidental substance overdose frdragno®s of substance use disordesind
depressioror other mental health conditiom Hemorrhage and hypertensigksorders consisted
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of natural and accidental deathslemorrhage deaths wergaused by cervical laceration, ectopic
pregnancy, uterine rupture or other hemorrhage (not otherwise specified). Among the deaths
due to hypertensive disorders in pregnantlye Panel identified preeclampsia, eclampsia, and
HELLP syndrome (a Hlereatening pregnancy complication usually considered to be a variation
of preeclampsia that can lead to liver rupture or stroké.)

Figure 8:Manner of Death and hree LeadinganetdeterminedUnderlyingCauses of Death
andfor PregnancyRelated DeathéN=18) Washington State20142016

Time of Death Related to Pregnan&yegnancyRelated Deaths

Maternal deaths described in this report occurred during pregnancy or up to a year after the end
of pregnancy.Thecircumstances surrounding these deatisd the opportunities for reducing

the risk for such deaths may vawhether a women is pregnant, hgast delivered oris
postpartumat time of deathas well ashe length oftime sincethe end of pregnancy or delivery

Figure9: Timing from End of Pregnancy to Death, Pregndteiated Death@\N=30)
WashingtonState, 20142016

Of all women who died from pregnancy-related deaths...

A

0% 17 33% 30"

were pregnant died same were pregnant were pregnant
at the time of day as within 42 days within 43 to 365
death delivery of death days of death
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