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Executive Summary  
The Washington State Legislature 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 and producing a biennial report with findings and 

recommendations to prevent future maternal deaths. The tŀƴŜƭΩǎ first report, released in 2017, 

covered maternal deaths between 2014 and 2015.  

This report examines maternal deaths between 2014 and 2016 and includes data from the 

previously published report. The growing understanding of the complex role that behavioral 

health issues play in pregnancy led the Panel to examine maternal deaths from suicide and 

substance overdose for this report.  

Findings from the 2014-2016 maternal mortality reviews identified 100 pregnancy-associated 

deaths in 2014-2016, which are deaths that occur during pregnancy or the first year after 

pregnancy. As shown in Figure 1a, these data include deaths related to pregnancy, not related to 

pǊŜƎƴŀƴŎȅΣ ŀƴŘ ǘƘƻǎŜ ǘƘŀǘ ŎŀƴΩǘ ōŜ determined if they are related to pregnancy (Figure 1a). Thirty 

of these deaths were determined by the Panel to be pregnancy-related, which means the 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 pregnancy, or the aggravation of 

an unrelated condition by the physiologic effects of pregnancy. 

Figure 1a: Key Definitions - Washington State Maternal Mortality Review Panel 
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Key findings include:  

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

¶ The leading underlying cause of death among pregnancy-related deaths (N=30) were 

behavioral health conditions, including suicide and overdose (30%), hemorrhage (20%) 

and hypertensive disorders in pregnancy (10%).  

¶ The pregnancy-related death ratio was 11.2 deaths per 100,000 live births 

¶ The majority of pregnancy-related deaths occurred during pregnancy or delivery (30%), 

or within 42 days after the end of pregnancy (35%).  

¶ The Panel concluded that 60% of the pregnancy-related deaths were preventable.  

Interpretations of the data presented in this report should be made with caution. While each 

death is a tragedy, the cohort of maternal deaths for 2014-2016 is relatively small, and slight 

changes could have resulted in very different percentages. Findings in this report are a snapshot 

of this three-year interval.  

The Panel identified the factors that contributed to each preventable pregnancy-related death. 

These are the events or issues that, if altered, the Panel believes might have prevented the death. 

Factors identified included access 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 coordination at the provider, facility, and systems levels. 

The Panel used this information to make recommendations to prevent maternal deaths. 

Recommendations are: 

1. Address social determinants of health, structural racism, provider biases, and other social 

inequities to reduce maternal mortality in priority populations. 

2. Support active engagement by birthing hospitals, licensed birth centers, and perinatal 

providers in quality improvement efforts that reduce the leading causes of maternal 

mortality and morbidity. 

3. Ensure funding and access to postpartum care and support through the first year after 

pregnancy for all pregnancy outcomes. 

4. Increase access and reduce barriers to behavioral health and community support 

structures from preconception through pregnancy and the first year postpartum. 

5. Increase and improve reimbursement for behavioral 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 skill of providers, patients, and families about behavioral health 

conditions during and after pregnancy, and 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 mortality in the United States affects hundreds of families 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 1980s. Nationally, 

approximately 700 women die each year from complications related to pregnancy and childbirth.i  

CDC estimates that 60% of these deaths are preventable.ii 

Rates of maternal mortality in the United States are higher than those in most other developed 

nations.iii ! ǇŀǘƛŜƴǘΩǎ race, income, and place of residence influence the quality of care she 

receives.iv In addition to the women who die, as many as 60,000 more women suffer severe 

complications related to pregnancy and childbirth. These women are often burdened with 

significant medical, economic, and social setbacks that are costly to families, communities, and 

social and health resources.v   

Have there been any changes to maternal mortality surveillance, 

nati onally ? 

The national picture of maternal mortality is difficult to understand because of variations in how 

state and federal agencies monitor maternal mortality. The most notable variations are the terms 

used to define types of maternal deaths, the sources of records and data used to draw 

conclusions and outline trends in maternal mortality, and the scope of work in which maternal 

mortality reviews are conducted. St. Pierre, et al identify three main systems of maternal 

mortality surveillance in the United States.vi These systems are composed of the National Vital 

Statistics System and the Pregnancy Mortality Surveillance System at the federal level, and state 

or local maternal mortality review committees or panels.vii Each system reports on different 

information and data for varied purposes, and states may select any one of these systems to 

report on maternal mortality. Because of this, comparability between states is limited, and state 

data cannot necessarily be compared to federal maternal mortality surveillance systems.   

Findings from maternal mortality reviews result in the most accurate and comprehensive data 

and insight into the issues affecting maternal mortality. In the last year, a number of states have 

passed maternal mortality review legislation, and interest in establishing maternal mortality 

review panels continues to grow.viii 

A partnership between the CDC, the Association of Maternal and Child Health Programs 

(AMCHP), and the CDC Foundation, has focused efforts to improve and standardize maternal 

mortality surveillance in the United States. The partnership between these entities has led to the 

Building U.S. Capacity to Review and Prevent Maternal Deaths initiative. The goal of the initiative 

https://www.cdcfoundation.org/building-us-capacity-review-and-prevent-maternal-deaths
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is to increase the use of maternal mortality review panels or committees by individual states to 

develop a more comprehensive understanding of maternal mortality across the country.ix The 

initiative is giving participating states tools and technical assistance on the use of those tools. 

Ideally, this initiative will result in increased use of maternal mortality reviews for surveillance by 

individual states and make comparisons between states easier and more accurate. This will help 

stakeholders and advocates save lives by focusing prevention activities to improve maternal care 

for women across the country. 

What is Washington doing to reduce maternal deaths ? 

The Department has studied maternal mortality since 1990, and for more than 25 years data 

collected from birth and death certificates have been analyzed to understand Washington trends. 

Rates of maternal mortality in the state are relatively stable, and seem to be lower than the 

national average cited by the Pregnancy Mortality Surveillance System in 2018. However, before 

2016 the maternal mortality reviews in Washington State had limited staffing, funding, and 

access to pertinent records, which made it difficult for experts to determine which  deaths were 

preventable and what factors were contributing to the deaths. 

In 2016, the Washington State Legislature passed Engrossed Second Substitute Senate Bill 6534 

to establish an official Maternal Mortality Review Panel.x The law directs the Panel to: 

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

¶ Identify factors contributing to those deaths; 

¶ Make recommendations for systems changes to improve health care services for women;  

¶ Submit a report of findings to the health care committees of the House of Representatives 

and Senate every two years. 

The law gives the Department the authority to obtain pertinent vital records, medical records, 

and autopsy reports related to maternal deaths. The law also provides protections for those 

records and for the panel members who participate in the review. This authority and protection 

allowed the Department and the Panel to determine which deaths were preventable and identify 

the issues that lead to preventable deaths. The law was amended in 2019 to permanently 

establish the Panel and the maternal mortality review in Washington. 

Who is on the Maternal Mortality Review Pan el?  

The Washington State Maternal Mortality Review Panel (the Panel) is made up of 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 and voluntarily 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 with de-identified summaries of each 
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reviewed death, de-identified data, and aggregated data to conduct the review. They use this 

information to make key decisions to meet the goals and objectives of the review. Panel members 

are listed in the Acknowledgements. 

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

In Washington, the four key definitions used in the maternal mortality review are those published 

by the CDC Foundation.xi  

A pregnancy-associated death is the death of a woman during pregnancy or within the first year 

after the end of her pregnancy from any cause (see Figure 1b). This term encompasses deaths that 

are pregnancy-related, deaths that are pregnancy-associated but not related, and deaths that 

cannot be determined if they are related to pregnancy. The term άǇǊŜƎƴŀƴŎȅ-ŀǎǎƻŎƛŀǘŜŘ ŘŜŀǘƘέ is 

synonymous with maternal death in this report. 

 

Figure 1b: Key Definitions - Washington State Maternal Mortality Review Panel 
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After the review process is complete, each pregnancy-associated death is categorized into one 

of three sub-categories, including (see Figure 1b):  

¶ Pregnancy-related death 

¶ Pregnancy-associated not related death, or  

¶ Unable to determine pregnancy-relatedness 

As part of the review process, the Panel works to determine which pregnancy-related deaths 

were preventable using the definition outlined in RCW (see Appendix 4). 

How does the Panel  conduct  a maternal mortality r eview?  

The Department and the Panel conduct the maternal mortality reviews through a multi-level 

process that is grounded in a maternal mortality review framework developed by the Building 

U.S. Capacity to Review and Prevent Maternal Deaths initiativexii.  This framework provides best 

practices and guidelines for reviewing pregnancy-associated deaths to determine 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 begins with the 5ŜǇŀǊǘƳŜƴǘΩǎ Center for Health Statistics working to identify 

maternal deaths in the state within a given time period and ends with the development of Panel 

findings and recommendations for legislators, including prevention activities (see Figure 2). With the 

exception of deaths related to homicide, each pregnancy-associated death is reviewed to determine 

whether it is pregnancy-related. If a death is pregnancy-related, the Panel determines if it was 

preventable, identifies contributing factors in the death, and makes recommendations on 

prevention. This process is outlined by the CDC Foundation (see Appendix 3). After qualitative and 

quantitative analyses of the review findings are completed, the Panel and the Department 

develop systems-level recommendations to improve maternal care based on the findings of the 

maternal mortality review. These are submitted to state legislators in a report due every three years 

in accordance with legislation revisions in 2019. For more details, see Appendix 1.  

 

Figure 2: Multi-level Review Process, Washington State

 

Level 1 Review:  
Identification of 
Pregnancy-Associated 
Deaths

Level 2 Review: 
Categorization and 
Abstraction 

Level 3 Review: 
Pregnancy-Related 
Mortality Review 
and Preventability 
Discussion

Level 4 Review: 
Systems-Level 
Recommendation 
Development
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Why does this report include suicide and overdose  deaths  when they 

werenõt included in the last r eport ? 

Feedback from members of the Panel and key partners indicated a strong desire ŦƻǊ ²ŀǎƘƛƴƎǘƻƴΩǎ 

maternal mortality review to acknowledge the magnitude of suicide and overdose deaths on 

maternal mortality. This is in large part due to a national paradigm shift in how mood disorders, 

suicide, and substance use are understood in relation to pregnancy. Contributing to this shift is 

the growing body of knowledge around behavioral health issues, particularly depression and 

substance use, and how they interact with pregnancy. Maternal deaths related to suicide and 

overdose were not reviewed or addressed by the Panel in the 2017 report because of resource 

and time constraints related to implementing new legislation.  

{ƛƴŎŜ ǘƘŜ ǇǳōƭƛŎŀǘƛƻƴ ƻŦ ǘƘŜ ǊŜǇƻǊǘ ƛƴ нлмтΣ ǘƘŜ /5/ CƻǳƴŘŀǘƛƻƴΩǎ ƛƴƛǘƛŀǘƛǾŜ Building U.S. Capacity 

to Review and Prevent Maternal Deaths has encouraged maternal mortality review panels to 

include deaths related to suicide and overdose in maternal mortality reviews.viii The recently 

published Report from Nine Maternal Mortality Review Committees indicates several maternal 

mortality review panels have begun including suicide and substance-related deaths in their 

maternal mortality review. These reviews are shedding light on the impact these illnesses have 

on women and families throughout the country.xiii  

Why doesnõt this report include a review of deaths related to homicide? 

Deaths related to homicide are not reviewed for pregnancy-relatedness and preventability in 

²ŀǎƘƛƴƎǘƻƴΩǎ ƳŀǘŜǊƴŀƭ ƳƻǊǘŀƭƛǘȅ review. This is due in part to resource 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 interpreting small numbers: 

Data presented in this report is descriptive in nature and meant to illustrate the characteristics 

of the cohort of pregnancy-associated and pregnancy-related deaths for 2014-2016. Because of 

the relatively low number of deaths, slight changes could have resulted in very different 

percentages. The findings presented offer a snapshot of this three-year period. More data 

collected over the next five to ten years will clarify whether these associations regarding maternal 

mortality persist over time and can be generalized. 

 

Trends of Maternal Mortality in Washington 

Historical maternal mortality data collected between 2000 and 2016 show maternal mortality 

ratios over time in Washington State are relatively stable. Figure 3 shows trends of pregnancy-
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associated and pregnancy-related maternal mortality ratios over time using a three-year rolling 

average. Additionally, two definitions of pregnancy-related death are presented: the rate based 

on the total number of pregnancy-related deaths that includes suicide and overdose; and the 

rate based on the historic definition of pregnancy-related death, without suicide and overdose. 

The latter is the most comparable to earlier maternal mortality ratios. Data analyses and 

findings covering pregnancy-related deaths using the historic definition of pregnancy-

related death are included for informational purposes in Appendix 3. 

 

Figure 3: Trends of Total Maternal Mortality and Pregnancy-Related Mortality Ratios (deaths 

per 100,000 live births), Washington State, 1990-2016. 

 

Please note: Data collected and analyzed at the Department to understand trends of maternal mortality in 

Washington have become more robust over time. The review of maternal deaths before 2008 was restricted to birth, 

death, and hospitalization records; the review of deaths between 2009 and 2012 was limited to birth and death 

records. Maternal deaths in 2013 have not been reviewed due to resource constraints. An estimate for 2013 was used 

in Figure 3. The most comprehensive review to date was conducted for deaths that occurred in 2014 through 2016. 

The review was based on birth, hospitalization, and medical records, autopsies, and other available records. Different 

data sources limits comparability of data. 

 

Total pregnancy-associated maternal mortality ratios were highest in 2005-2007 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 2014-2016. Preliminary data for 2017 indicate there are 32 potentially 

pregnancy-associated deaths to be reviewed resulting in an estimated ratio of 36.5 deaths per 

100,000 live births from 2015-2017. 
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The highest pregnancy-related maternal mortality ratios occurred in 2010-2012, with 18 deaths 

per 100,000 live births. The most recent review period covering the years 2014-2016 were among 

the lowest measured in Washington, with seven deaths per 100,000 live births (Figure 3). The 

pregnancy-related 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 2014-2016. The Department identified 100 

maternal deaths, resulting in a pregnancy-associated maternal mortality ratio of 37.3 deaths per 100,000 

live births. Thirty of these deaths were determined by the Panel to be pregnancy-related resulting in a 

pregnancy-related maternal mortality ratio of 11.2 deaths per 100,000 live births (see Table 1).  

 
Table 1: Maternal Mortality Ratios (deaths per 100,000 live births) and 95% Exact Confidence 

Limits, Washington State, 2014-2016 

 
2014 2015 2016 2014-2016 

Ratio (deaths per 100,000 

live births) and  95% 

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, 30.1) 

Pregnancy -Associated but Unable to 

Determine if Related  
0 4 3 7  

*95% Exact Poisson confidence limits 

 

The pregnancy-related maternal mortality ratio of 11.2 deaths per 100,000 live births reflects an 

expanded maternal mortality definition that included deaths due to suicide and accidental 

overdose (see Table 1).  Using the historic definition of pregnancy-related death, which excludes 

deaths due to suicide and overdose, the pregnancy-related maternal mortality ratio drops to 7.1 

deaths per 100,000 live births. The ratio is 4.1 deaths per 100,000 live births for pregnancy-

related deaths caused by suicide or overdose (see Table 2).  
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Table 2: Subgroups of Pregnancy-Related Deaths, Maternal Mortality Ratios and 95% Exact 

Confidence Limits, Washington State, 2014-2016 

 
2014 2015 2016 

2014-

2016 

Ratio (deaths per 100,000 live 

births)  and  95% 

Confidence Limits * 

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

Pregnancy -Related Deaths from 

Other Medical Causes  
9 7 3 19 7.1 (4.3, 11.1) 

Pregnancy -Related Deaths from 

Suicide and Overdose  
4 1 6 11 4.1 (2.0, 7.3) 

 
*95% Exact Poisson confidence limits 

Pregnancy -Associated Deaths, 2014 -2016 

Pregnancy-associated deaths are deaths from any cause that occur during pregnancy or within 

one year of the end of pregnancy. This group includes deaths that are pregnancy-related, deaths 

that are pregnancy-associated but not related, and deaths that cannot be determined if they are 

related to pregnancy. 

Demographics: Pregnancy-Associated 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 births) and 

the count (total number of deaths for each subgroup). Demographics 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 

helpful when 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, Non-Hispanic Black, Non-Hispanic White, American 

Indian or Alaska Native, Asian or Native Hawaiian or other Pacific Islander (NHOPI), and multi-

racial. Due to small counts, Asian and NHOPI were combined into one group for all the analyses 

presented in this report. Health insurance was assessed as health insurance coverage at delivery 

or postpartum up to a year; The 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 designation from the Rural-Urban Commuting Area (RUCA) system 

developed by the Federal Office of Rural Health and Policy. 
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Maternal mortality ratios for pregnancy-associated deaths varied across subgroups of women. 

The highest ratios were observed in women 35 years 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 insurance records could be located. Most of these women died from 

homicides or other injuries that were not included in the PŀƴŜƭΩǎ ǊŜǾƛŜǿΣ ǎƻ ƭƛƳƛǘŜŘ ƛƴŦƻǊƳŀǘƛƻƴ 

was available. Among this same group, many had no known residential address, which was the 

highest maternal mortality ratio of the residence category. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 4: Demographics, Maternal Mortality Ratios (deaths per 100,000 live births) and 
Counts for Pregnancy-Associated Deaths (N=100), Washington State, 2014-2016 
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Cause and Manner of Death: Pregnancy-Associated Deaths 

Findings of maternal mortality reviews include terminology used in death investigations, 

including the underlying cause and manner of death. This information is used in data analyses 

and to understand the circumstances surrounding deaths.  

¶ Underlying Cause of Death: The World Health Organization defines the underlying cause 

ƻŦ ŘŜŀǘƘ ŀǎ ǘƘŜ άŘƛǎŜŀǎŜ ƻǊ ƛƴƧǳǊȅ ǿƘƛŎƘ ƛƴƛtiated the chain of morbid events leading 

directly to death, or the circumstances of the accident or violence which produced the 

fatal injury.έxiv The underlying cause of death reflects the medical opinion of the coroner, 

medical examiner, or physician certifying the death.xv 

¶ Manner of Death: The manner of death indicates how a death occurred and is either: natural, 

in which death is caused by disease only; or unnatural, in which injury of any type caused or 

contributed to death. Any death which may be unnatural in manner is to be reported to the 

applicable medicolegal system, either the coroner or medical examiner. Only the coroner or 

medical examiner can certify a death as unnatural in manner.xvi  

 

There are five main classifications of manner of death:   

o Natural: Death caused entirely by natural disease process(es). If injury of any type 

caused or contributed to death, the death is considered unnatural.  

o There are four categories of unnatural death.  

Á Accident: The injury which caused or contributed to death was unintentional 

(or inadvertent).  

Á Suicide: The injury which caused or contributed to death was intentionally self-

inflected.  

Á Homicide: The injury which caused or contributed to death resulted from 

ŀƴƻǘƘŜǊ ǇŜǊǎƻƴΩǎ ŀŎǘƛƻƴǎΦ  

Á Undetermined or unable to determine: It is not possible to determine how the 

death occurred, based on all available information. This 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 

examiner-determined manner of death. Other injuries subgroup consists mostly of motor vehicle 

accidents, and injuries from falls and drownings.   

 

In 2014-2016, natural manner of deaths made up the largest proportion for the total maternal 

deaths (39%), and included deaths from hemorrhage, hypertensive disorders, infection, 

pulmonary conditions, embolism, cardiomyopathy, gastrointestinal disorders, and cancer. 

Deaths from injuries such as motor vehicle accidents accounted for nearly a quarter of deaths 

(23%), followed by accidental substance overdose (prescription and illicit drugs, and alcohol) 
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(15%). Suicide manner of death represented 13%, and homicide manner of death represented 

10% of the total deaths. (Figure 5).  

 

Figure 5:  Manner of Death for Pregnancy-Associated Deaths (N=100), 
Washington State, 2014-2016 

 

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

 

Pregnancy-relatedness and Manner of Death 

Figure 6 presents pregnancy-associated deaths by manner of death and the relationship to 

the pregnancy as determined by the PanelΩǎ ǊŜǾƛŜǿΦ The percentage of pregnancy-related 

deaths varied by manner of death.  

¶ The highest percentage of pregnancy-related deaths was among deaths due to suicide. 

Sixty-nine percent of deaths from suicide were found by the Panel to be pregnancy-

related. 

¶ About half of the natural deaths were pregnancy-related.  

¶ Thirteen percent of deaths due to accidental substance overdose were pregnancy-

related.  

¶ None of the deaths due to other injuries were pregnancy-related.  
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Figure 6: Pregnancy-Associated Deaths and Relation to Pregnancy by Manner of Death (N=90), 

Washington State, 2014-2016*  

*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 which pregnancy-associated deaths are 

pregnancy-related deaths. These are deaths that occur during pregnancy or within one year of 

the end of pregnancy from a pregnancy complication, a chain of events initiated by a pregnancy, 

or the aggravation of an unrelated condition by the physiologic effects of pregnancy. This 

subgroup includes pregnancy-related deaths from behavioral health conditions. 

Demographics: Pregnancy-Related Deaths 

Similar to the data presented in the pregnancy-associated deaths section of the report, the 

demographics include age at time of death, race/ethnic groups, insurance coverage type, and 

residence. The subgroups for each characteristics were defined in the same manner as before. 

 

Women 30 years or older had the highest pregnancy-related maternal mortality ratios of all age 

groups. American Indian and Alaska Native women experienced higher maternal mortality ratios 

than any other race/ethnic group. Women with private health insurance during or up to one year 

after pregnancy experienced the lowest pregnancy-related maternal mortality ratios among all 

groups of insurance type (see Figure 7.)  

 



 

WASHINGTON STATE DEPARTMENT OF HEALTH 

Washington State Maternal Mortality Review Panel:  

Maternal Deaths 2014 -2016 | 22 
 
 

Figure 7: Demographics, Maternal Mortality Ratios (deaths per 100,000 live births) and Counts for 

Pregnancy-Related Deaths (N=30), Washington State, 2014-2016 

 
 

Underlying Cause of Death: Pregnancy-Related Deaths 

For all pregnancy-related deaths, the Panel determined the sequence of events that led to death 

and may revise the underlying cause of death from what the medical examiner or coroner 

identified. This portion of the findings presents the underlying cause of death as determined by 

the Panel during the maternal mortality review. Figure 8 illustrates the underlying cause of death 

for pregnancy-related deaths as determined by the Panel and the proportion of the type of 

manner of death for the three leading underlying causes of death. For the remaining pregnancy-

related deaths, other causes of death had 2 or fewer deaths and were not included in Figure 8.  

Overall, the Panel found the leading underlying cause of pregnancy-related deaths (n=30) was 

behavioral health conditions (30%) related to suicide and accidental substance overdose. This 

was followed by hemorrhage or bleeding too much (20%), and hypertensive disorders in 

pregnancy (10%).  

The causes of the nine pregnancy-related deaths from behavioral health conditions consisted of 

suicide and accidental substance overdose from diagnoses of substance use disorder, and 

depression or other mental health conditions. Hemorrhage and hypertensive disorders consisted 
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of natural and accidental deaths. Hemorrhage deaths were caused by cervical laceration, ectopic 

pregnancy, uterine rupture or other hemorrhage (not otherwise specified). Among the deaths 

due to hypertensive disorders in pregnancy the Panel identified preeclampsia, eclampsia, and 

HELLP syndrome (a life-threatening pregnancy complication usually considered to be a variation 

of preeclampsia that can lead to liver rupture or stroke.)xvii 

 

Figure 8:  Manner of Death and Three Leading Panel-determined Underlying Causes of Death 

and for Pregnancy-Related Deaths (N=18), Washington State, 2014-2016 

 

Time of Death Related to Pregnancy: Pregnancy-Related Deaths  

Maternal deaths described in this report occurred during pregnancy or up to a year after the end 

of pregnancy. The circumstances surrounding these deaths and the opportunities for reducing 

the risk for such deaths may vary whether a women is pregnant, has just delivered or is 

postpartum at time of death, as well as the length of time since the end of pregnancy or delivery.  

Figure 9: Timing from End of Pregnancy to Death, Pregnancy-Related Deaths (N=30), 

Washington State, 2014-2016 

 

 

 

 

 

 

 

 

 

 

 

 


















































































































