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Maternal mortality rises in U.S. as it decreases globally
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Agrawal, p. “Maternal mortality and morbidity in the United States of America.” (2015) Bulletin of the World Health Organization, 93 (135).
http://www.who.int/bulletin/volumes/93/3/14-148627/en/

Although considered mainly as problems of the developing world, maternal mortality and morbidity remain a challenge in the United States of America (USA). Between 1990 and 2013, the maternal mortality ratio for the USA more than doubled from an estimated 12 to 28 maternal deaths per 100 000 births and the country has now a higher ratio than those reported for most high-income countries and the Islamic Republic of Iran, Libya and Turkey. About half of all maternal deaths in the USA are preventable.

Each year an estimated 12001 women in the USA suffer complications during pregnancy or childbirth that prove fatal and 60 0003 suffer complications that are near-fatal – even though costs of maternity care in the USA in 2012 exceeded 60 billion United States dollars.4
Three factors are probably contributing to the upward trend in maternal mortality and morbidity in the USA. First, there is inconsistent obstetric practice. Hospitals across the USA lack a standard approach to managing obstetric emergencies and the complications of pregnancy and childbirth are often identified too late. Nationally endorsed plans to manage obstetric emergencies and updated training and guidance on implementing these plans is a serious and ongoing need.5

A second factor is the increasing number of women who present at antenatal clinics with chronic conditions, such as hypertension, diabetes and obesity, which contribute to pregnancy-related complications. Many of these women could benefit from the closer coordination of antenatal and primary care – including case management and other community-based services that help them access care and overcome cost and other obstacles. In the USA, women who lack health insurance are three to four times more likely to die of pregnancy-related complications than their insured counterparts.6

Another factor is the general lack of good data – and related analysis – on maternal health outcomes. Only half the USA’s states have maternal mortality review boards and the data that are collected are not systematically used to guide changes that could reduce maternal mortality and morbidity. There is no national forum for the states to share either their best practices for reviewing maternal deaths or the relevant lessons that they may have learned.

There is a growing effort by physicians, nurses and community organizations to address these three factors. Hospitals are beginning to implement standard approaches to managing obstetric emergencies so that, wherever a woman gives birth, she receives appropriate evidence-based care. Community initiatives are coordinating care for high-risk women to ensure good health and management of chronic conditions during and beyond pregnancy. More states are establishing or strengthening maternal mortality review boards.

Recent changes to national policies should also help improve maternal health outcomes. In 2010 the Affordable Care Act included antenatal and maternal care as essential health benefits that insurance plans must cover. By extending insurance coverage to pregnant women with low incomes, many states have lowered the economic hurdles that limit access to antenatal care for millions of women. As the health community solidifies the post-2015 agenda to end preventable maternal mortality, the USA needs to be brought into the global dialogue on maternal health. 

Although maternal mortality is relatively rare in the USA, one preventable maternal death is one too many. All states need to mobilize health providers, policy-makers and communities to make maternal health a priority. With increased awareness of maternal mortality and life-threatening events – and concrete actions to ensure that pregnant women get the quality care they need – many fatal and near-fatal complications could be prevented.

Trends in Maternal Mortality: 1990 to 2013 [This is the primary source for the above data]
Estimates by WHO, UNICEF, UNFPA, The World Bank and the United Nations Population Division
http://apps.who.int/iris/bitstream/handle/10665/112682/9789241507226_eng.pdf;jsessionid=20449C0A2C10E03D4ACC773401F48855?sequence=2

Annex 1. Page 31
Estimates of maternal mortality ratio (MMR, maternal deaths per 100 000 live births), number of maternal deaths, lifetime risk and percentage of AIDS-related indirect maternal deaths, 2013 

US MMR  is 28 per 100,000 live births. US number of maternal deaths is 1200

Libya MMR  is 15 per 100,000 live births. US number of maternal deaths is 19

Turkey MMR  is 20 per 100,000 live births. US number of maternal deaths is 260
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Problem in the Health of Women
U.S. Has The Worst Rate Of Maternal Deaths In The Developed World

Notes
"Global, regional, and national levels of maternal mortality, 1990–2015: a systematic analysis for the Global Burden of Disease Study 2015," The Lancet. Only data for 1990, 2000 and 2015 was made available in the journal.
Source: The Lancet
Credit: Rob Weychert/ProPublica
Lancet. 2016 Oct 8;388(10053):1775-1812. doi: 10.1016/S0140-6736(16)31470-2.
Global, regional, and national levels of maternal mortality, 1990-2015: a systematic analysis for the Global Burden of Disease Study 2015.
GBD 2015 Maternal Mortality Collaborators.
BACKGROUND: In transitioning from the Millennium Development Goal to the Sustainable Development Goal era, it is imperative to comprehensively assess progress toward reducing maternal mortality to identify areas of success, remaining challenges, and frame policy discussions. We aimed to quantify maternal mortality throughout the world by underlying cause and age from 1990 to 2015.
METHODS: We estimated maternal mortality at the global, regional, and national levels from 1990 to 2015 for ages 10-54 years by systematically compiling and processing all available data sources from 186 of 195 countries and territories, 11 of which were analysed at the subnational level. We quantified eight underlying causes of maternal death and four timing categories, improving estimation methods since GBD 2013 for adult all-cause mortality, HIV-related maternal mortality, and late maternal death. Secondary analyses then allowed systematic examination of drivers of trends, including the relation between maternal mortality and coverage of specific reproductive health-care services as well as assessment of observed versus expected maternal mortality as a function of Socio-demographic Index (SDI), a summary indicator derived from measures of income per capita, educational attainment, and fertility.
FINDINGS: Only ten countries achieved MDG 5, but 122 of 195 countries have already met SDG 3.1. Geographical disparities widened between 1990 and 2015 and, in 2015, 24 countries still had a maternal mortality ratio greater than 400. The proportion of all maternal deaths occurring in the bottom two SDI quintiles, where haemorrhage is the dominant cause of maternal death, increased from roughly 68% in 1990 to more than 80% in 2015. The middle SDI quintile improved the most from 1990 to 2015, but also has the most complicated causal profile. Maternal mortality in the highest SDI quintile is mostly due to other direct maternal disorders, indirect maternal disorders, and abortion, ectopic pregnancy, and/or miscarriage. Historical patterns suggest achievement of SDG 3.1 will require 91% coverage of one antenatal care visit, 78% of four antenatal care visits, 81% of in-facility delivery, and 87% of skilled birth attendance.
INTERPRETATION: Several challenges to improving reproductive health lie ahead in the SDG era. Countries should establish or renew systems for collection and timely dissemination of health data; expand coverage and improve quality of family planning services, including access to contraception and safe abortion to address high adolescent fertility; invest in improving health system capacity, including coverage of routine reproductive health care and of more advanced obstetric care-including EmOC; adapt health systems and data collection systems to monitor and reverse the increase in indirect, other direct, and late maternal deaths, especially in high SDI locations; and examine their own performance with respect to their SDI level, using that information to formulate strategies to improve performance and ensure optimum reproductive health of their population.
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BACKGROUND
https://www.cdc.gov/mmwr/volumes/68/wr/mm6818e1.htm?s_cid=mm6818e1_w
ABSTRACT
Background: 
Approximately 700 women die from pregnancy-related complications in the United States every year. 

Methods: 
Data from CDC’s national Pregnancy Mortality Surveillance System (PMSS) for 2011–2015 were analyzed. Pregnancy-related mortality ratios (pregnancy-related deaths per 100,000 live births; PRMRs) were calculated overall and by sociodemographic characteristics. The distribution of pregnancy-related deaths by timing relative to the end of pregnancy and leading causes of death were calculated. Detailed data on pregnancy-related deaths during 2013–2017 from 13 state maternal mortality review committees (MMRCs) were analyzed for preventability, factors that contributed to pregnancy-related deaths, and MMRC-identified prevention strategies to address contributing factors. 

Results:
For 2011–2015, the national PRMR was 17.2 per 100,000 live births. Non-Hispanic black (black) women and American Indian/Alaska Native women had the highest PRMRs (42.8 and 32.5, respectively), 3.3 and 2.5 times as high, respectively, as the PRMR for non-Hispanic white (white) women (13.0). Timing of death was known for 87.7% (2,990) of pregnancy-related deaths. Among these deaths, 31.3% occurred during pregnancy, 16.9% on the day of delivery, 18.6% 1–6 days postpartum, 21.4% 7–42 days postpartum, and 11.7% 43–365 days postpartum. Leading causes of death included cardiovascular conditions, infection, and hemorrhage, and varied by timing. Approximately sixty percent of pregnancy-related deaths from state MMRCs were determined to be preventable and did not differ significantly by race/ethnicity or timing of death. MMRC data indicated that multiple factors contributed to pregnancy-related deaths. Contributing factors and prevention strategies can be categorized at the community, health facility, patient, provider, and system levels and include improving access to, and coordination and delivery of, quality care. 

Conclusions: 
Pregnancy-related deaths occurred during pregnancy, around the time of delivery, and up to 1 year postpartum; leading causes varied by timing of death. Approximately three in five pregnancy-related deaths were preventable.

Implications for Public Health Practice: Strategies to address contributing factors to pregnancy-related deaths can be enacted at the community, health facility, patient, provider, and system levels.

MORE FROM STUDY

Results 
During 2011–2015, a total of 3,410 pregnancy-related deaths occurred in the United States; the overall PRMR was 17.2 pregnancy-related deaths per 100,000 live births. The highest PRMRs were in women who were black (42.8) and American Indian/Alaska Native (32.5); these PRMRs were 3.3 and 2.5 times as high, respectively, as were those in white women (13.0) (Table 1). The PRMR was highest among women aged ≥35 years and women who were not married. The overall PRMR fluctuated by year, ranging from 15.9 (2012) to 18.0 (2014). 

When combined, cardiovascular conditions were responsible for >33% of pregnancy-related deaths; these conditions include cardiomyopathy (10.8%), other cardiovascular conditions (15.1%), and cerebrovascular accidents (7.6%). Other leading causes of pregnancy-related death included other noncardiovascular medical conditions (14.3%), infection (12.5%), and obstetric hemorrhage (11.2%). The cause of death could not be determined for 6.7% of pregnancy-related deaths.

Timing of death was known for 2,990 (87.7%) pregnancy-related deaths. Among these deaths, 937 (31.3%) occurred during pregnancy, 506 (16.9%) on the day of delivery, 556 (18.6%) 1–6 days postpartum, 640 (21.4%) 7–42 days postpartum, and 351 (11.7%) 43–365 days postpartum (Table 2). Timing of deaths did not significantly differ between black and white women for most periods; however, a greater proportion of deaths among black women (14.9%) occurred 43–365 days postpartum compared to the proportion of deaths among white women (10.2%) that occurred during the same period .

Distribution of timing of death varied by cause of death (Table 2). Most deaths caused by amniotic fluid embolism occurred on the day of delivery or within 6 days postpartum. Approximately 60% of deaths caused by hypertensive disorders of pregnancy occurred 0–6 days postpartum, whereas those caused by cerebrovascular accidents occurred most frequently 1–42 days postpartum. Deaths caused by cardiomyopathy most commonly occurred 43–365 days postpartum; deaths caused by other cardiovascular conditions occurred most commonly during pregnancy and within 42 days postpartum. 

The leading causes of death also varied by time relative to the end of pregnancy. During pregnancy, other noncardiovascular and other cardiovascular conditions were the leading causes of death (Figure); on the day of delivery, hemorrhage and amniotic fluid embolism were the major causes of death. Hemorrhage, hypertensive disorders of pregnancy, and infection were leading causes of death during the first 6 days postpartum. From 6 weeks postpartum (43 days) through the end of the first year (365 days), cardiomyopathy was the leading cause of death.



Black women are 3-4X more likely to die of pregnancy- related
causes than White women _—
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2000-2010 data retrieved 9.20.18 from:
Pregnancy-related mortality in the United States, 2006-2010. Creanga AA1, Berg CJ, Syverson C, Seed K, Bruce FC, Callaghan WM.
Obstet Gynecol. 2015 Jan;125(1):5-12. doi: 10.1097/AOG.0000000000000564.
https://www.ncbi.nlm.nih.gov/pubmed/25560097

Abstract
OBJECTIVE:
To update national population-level pregnancy-related mortality estimates and examine characteristics and causes of pregnancy-related deaths in the United States during 2006-2010.

METHODS:
We used data from the Pregnancy Mortality Surveillance System and calculated pregnancy-related mortality ratios by year and age group for four race-ethnicity groups: non-Hispanic white, non-Hispanic black, Hispanic, and other. We examined causes of pregnancy-related deaths by pregnancy outcome during 2006-2010 and compared causes of pregnancy-related deaths since 1987.

RESULTS:
The 2006-2010 pregnancy-related mortality ratio was 16.0 deaths per 100,000 live births (20,959,533 total live births). Specific race-ethnicity pregnancy-related mortality ratios were 12.0, 38.9, 11.7, and 14.2 deaths per 100,000 live births for non-Hispanic white, non-Hispanic black, Hispanic, and other race women, respectively. Pregnancy-related mortality ratios increased with maternal age for all women and within all age groups, non-Hispanic black women had the highest risk of dying from pregnancy complications. Over time, the contribution to pregnancy-related deaths of hemorrhage, hypertensive disorders of pregnancy, embolism, and anesthesia complications continued to decline, whereas the contribution of cardiovascular conditions and infection increased. Seven of 10 categories of causes of death each contributed from 9.4% to 14.6% of all 2006-2010 pregnancy-related deaths; cardiovascular conditions ranked first.

CONCLUSION:
Relative to previous years, during 2006-2010, the U.S. pregnancy-related mortality ratio increased as did the contribution of cardiovascular conditions and infection to pregnancy-related mortality. Although the identification of pregnancy-related deaths may be improving in the United States, the increasing contribution of chronic diseases to pregnancy-related mortality suggests a change in risk profile of the birthing population.

2011-2014 data retrieved 9.20.18 from:
Pregnancy Mortality Surveillance System https://www.cdc.gov/reproductivehealth/maternalinfanthealth/pregnancy-mortality-surveillance-system.htm accessed 9.26.18


%utting U.S. SMM in perspective

* Each year more than 50,000 women have
severe pregnancy complications (e.g.,
hemorrhage), also known as severe maternal
morbidity (SMM).

* SMM has been steadily increasing in recent
years and the rate more than doubled from
2000 to 2010.

e Chronic conditions, such as high blood
pressure, diabetes, heart disease, and obesity,
may put women at higher risk of pregnancy
complications.

www.cdc.gov/chronicdisease/resources/publications/aag/maternal.htm
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Severe Maternal Morbidity

The most severe pregnancy complications, such as a heart attack or hemorrhage, are also known as severe maternal morbidity (SMM). Every year, SMM affects more than 50,000 women in the United States, and this number is increasing.

The rate of SMM more than doubled from 2000 to 2010, leading to higher direct medical costs and extended hospital stays. This increase could be driven by a combination of factors, such as increases in maternal age, prepregnancy obesity, preexisting chronic conditions, and cesarean or other complications during delivery. Tracking SMM cases is one way to identify priority areas for interventions in maternal care, focus quality improvement where it will make the most difference, and determine if these interventions are effective.

Chronic Conditions and Risk Behaviors

A woman’s weight before pregnancy and weight gain during pregnancy are important indicators of the current and future health of both mother and child. Recent CDC studies showed that nearly half of women are overweight or obese before they become pregnant, which is associated with a higher risk of pregnancy complications. Gaining more weight than recommended during pregnancy can result in a baby born at an unhealthy weight and can make it harder for the mother to lose excess weight after delivery. This excess pregnancy weight gain may lead to future obesity for both mother and child. A CDC study showed that, in 2013, nearly half of women gained too much weight during pregnancy.

Maternal smoking is also an ongoing public health problem in the United States. In addition to the well-known health risks for the baby (e.g., preterm birth, sudden infant death syndrome), smoking during pregnancy increases the risk of complications for the mother. These complications can range from problems with the placenta to her water breaking early.

Mental health disorders such as depression are also common and can affect the health and well-being of women and their families. About 1 in 9 pregnant women had symptoms of major depression in 2013. However, only about half of pregnant women with depression received treatment for this condition.

Preconception Health

A healthy pregnancy begins long before a woman conceives. Preconception health refers to things women can do before and between pregnancies to increase the chance of having a healthy baby and being a healthy mother. All women of reproductive age should try to adopt a healthy lifestyle and address any health problems. Women should also visit their health care provider if they are thinking about getting pregnant to ensure that they receive the correct medical advice. At every medical visit with women of reproductive age, health care providers should discuss reproductive plans, prescribe contraception if appropriate, and address chronic conditions that could compromise maternal health. Women should contact their provider if they have any concerns during their pregnancy.


********
https://www.cdc.gov/reproductivehealth/maternalinfanthealth/severematernalmorbidity.html

Severe maternal morbidity (SMM) includes unexpected outcomes of labor and delivery that result in significant short- or long-term consequences to a woman’s health.1 Using the most recent list of indicators, SMM has been steadily increasing in recent years and affected more than 50,000 women in the United States in 2014. This web report updates our previous report by adding information about SMM for 2014, the most recent year for which data are available on a national level.
It is not entirely clear why SMM is increasing, but changes in the overall health of the population of women giving birth may be contributing to increases in complications. For example, increases in maternal age,2 pre-pregnancy obesity,3,4preexisting chronic medical conditions,5,6 and cesarean delivery2,7 have been documented. The consequences of the increasing SMM prevalence, in addition to the health effects for the woman, are wide-ranging and include increased medical costs and longer hospitalization stays.8 Tracking and understanding patterns of SMM, along with developing and carrying out interventions to improve the quality of maternal care are essential to reducing SMM.
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