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Position Statement

The National Association of Nurse Practi-
tioners in Women’s Health (NPWH) supports coordinated 
and collaborative efforts at federal, state, local, and pro-
fessional organization levels to eliminate preventable 
maternal deaths. For 2011-2015, the pregnancy-related 
mortality ratio (PRMR) in the United States was 17.2 
deaths per 100,000 live births.1 This statistic translates to 
an average of 700 women dying of pregnancy-related 
complications each year, a rate that remains higher than 
that of any other resource-rich country.1 The CDC esti-
mates that 3 in 5 pregnancy-related deaths in the U.S. are 
preventable.1

NPWH advocates for legislation, policies, and initiatives 
that promote access to care, establishment and implemen-
tation of evidence-based healthcare practices to improve 
maternal outcomes, and ongoing research into the contrib-
uting factors to maternal mortality and effective preventive 
strategies. 

Reducing racial and ethnic disparities in maternal 
mortality must be a priority. The most recent data have 
shown that, compared with non-Hispanic white women, 
non-Hispanic black women had PRMRs that were 3.3 times 
higher and American Indian/Alaska Native women had 
PRMRs that were 2.5 times higher.1 NPWH supports action 
at all levels that address socioeconomic factors, barriers to 
access to quality healthcare, and implicit bias on the part of 
healthcare providers (HCPs), all of which contribute to dis-
parities in healthcare services and health outcomes.  

Women’s health nurse practitioners (WHNPs) who 
provide care for women before, during, and in between 
pregnancies are uniquely qualified to address the known 
contributing factors for preventable maternal mortality 
and to optimize health outcomes. WHNPs who specialize in 
high-risk antepartum and postpartum care are particularly 
well suited to enhance health outcomes for women with 
identified maternal morbidity and mortality risks. 

Background 
In the U.S., a pregnancy-related death is defined as one 
that occurs during pregnancy or within 12 months of 
the end of a pregnancy that is causally related to the 

pregnancy. This causality refers to deaths related to a 
pregnancy complication, a chain of events initiated by 
pregnancy, or the aggravation of an unrelated condi-
tion by the physiologic effects of pregnancy.1 A death is 
considered preventable if it is determined that a chance 
existed that the death could have been averted by one 
or more changes to community, health facility, patient, 
provider, and/or systems-level factors.2

Data from the 2011-2015 CDC’s national Pregnancy 
Mortality Surveillance System (PMSS) report indicated that 
cardiovascular (CV) conditions led to more than 33% of 
the pregnancy-related deaths during this time period.1 For 
the purpose of this data collection, CV conditions included 
cardiomyopathy, other cardiovascular conditions, and 
cerebrovascular accidents. Other leading causes of preg-
nancy-related death were non-CV health conditions, infec-
tion, obstetric hemorrhage, amniotic fluid embolism, and 
hypertensive disorders of pregnancy. Deaths attributable 
to suicide, drug overdose, homicide, or unintentional injury 
were not included in this analysis. Causes of death varied 
with timing during the pregnancy-through-postpartum 
continuum. Box 1 lists leading causes of death by time rela-
tive to this continuum.1 

Role of maternal mortality review committees
Beyond gathering data on causes of maternal mortality, a 
concerted effort to understand contributing factors and 
the potential for prevention of maternal deaths is critical. 
State-level multidisciplinary maternal mortality review 
committees (MMRCs) are expanding across the nation, 
with the goal to identify and analyze maternal deaths 
using a standardized, systematic process. For each death, 
the committees make six key decisions: Was the death 
pregnancy related? What was the cause of death? Was 
the death preventable? What were the critical contribut-
ing factors to the death? What are the recommendations 
and actions that address the contributing factors? What is 
the anticipated impact of these actions, if implemented?3

In a recent collaborative report, 13 state MMRCs identi-
fied 251 pregnancy-related deaths that occurred between 
2013 and 2017.1 The committees were able to make a 
determination on preventability for 232 (92.4%) of the 251 
deaths. Among these 232 deaths, 139 (60.0%) were deter-
mined to be preventable.1 The MMRCs categorized con-
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tributing factors for these preventable pregnancy-related 
deaths into five levels: community factors, health facility 
factors, patient factors, provider factors, and systems-level 
factors. Preventive strategies were identified for each level, 
with recognition that most deaths had more than one 

contributing factor and required more than one preventive 
strategy (Table).1,3

The comprehensive, multidisciplinary approach of 
MMRCs facilitates recognition of mental health conditions, 
including substance use disorders (SUDs), as a leading con-

Box 1. Leading causes of pregnancy-related deaths during the pregnancy-through-postpartum continuum1

During pregnancy
• �Cardiovascular conditions
• �Other noncardiovascular health 

conditions
• �Infection
Day of delivery
• �Hemorrhage
• �Amniotic fluid embolism
• �Cardiovascular conditions 

First 6 days postpartum
• �Hemorrhage
• �Hypertensive disorders of pregnancy
• �Infection 
7-42 days postpartum
• �Infection
• �Other cardiovascular conditions 
• �Cerebrovascular accident

43-365 days postpartum
• �Cardiomyopathy
• �Other noncardiovascular health 

conditions
• �Other cardiovascular conditions

Table. Examples of contributing factors for pregnancy-related deaths and strategies for action 
identified by MMRCs1,3

Level Contributing factor Strategies to address contributing factor

Community Access to clinical care

Lack of or inadequate transportation options

Expand office hours, increase number of providers who accept Medicaid, increase 
availability and use of group prenatal care programs

Strengthen or build systems to link persons to affordable transportation or provide 
vouchers for transport to healthcare visits

Health facility Lack of appropriate personnel or services 

Lack of guiding protocols or tools to ensure quality 
care provision

Provide telemedicine for facilities with no obstetric provider onsite, ensure that Medicaid 
managed-care organizations’ contracts include sufficient access to specialists for 
patients at high risk

Implement applicable patient safety bundles, implement protocols for using patient 
navigators

Patient/family Lack of knowledge about warning signs or need to 
seek care 

Nonadherence to healthcare regimens or advice

Include counseling and use of patient education materials about warning signs and when 
to seek care, such as the AWHONN Save Your Life discharge instructions

Implement techniques for ensuring patient understanding (e.g., “teaching back”), ensure 
access to interpreter services when needed, offer home health or social work follow-up 
services

Provider Missed or delayed diagnosis 

Lack of continuity of care

Educate providers on assessment for cardiac conditions and evaluation of patients 
reporting pain and shortness of breath; educate providers on conducting mental health, 
substance use, and suicide assessments and steps to take following positive results 

Improve care transition communication among obstetric providers and other primary and 
specialty care providers

Systems Case coordination or management

Guiding policies, procedures, or standards not in 
place

Extend expanded Medicaid coverage eligibility for pregnant women to include 1 year of 
postpartum care, implement a postpartum care transition bundle for better integration of 
services for women at high risk

Develop protocol for timely referrals and consults

AWHONN, Association of Women’s Health, Obstetric and Neonatal Nurses; MMRC, Maternal Mortality Review Committee. 
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tributor to maternal deaths (these mental health-related 
deaths occur primarily in the first year postpartum). In iden-
tified cases, a mental health condition was associated with 
the majority of deaths from unintentional injury, accidental 
drug overdose, or suicide.3-5 Standardized MMRC data col-
lection and decision forms have been expanded to include 
specific components regarding mental health and SUDs in 
order to help MMRC members better understand the role 
of mental health conditions in terms of pregnancy-related 
deaths.3

The U.S. Department of Health and Human Services is 
authorized through the 2018 Preventing Maternal Deaths 
Act to provide funding to states to establish and sustain 
MMRCs, disseminate findings, implement recommenda-
tions, and develop plans for ongoing HCP education in 
order to improve the quality of maternal care.6 Shared in-
formation from MMRCs can inform policymakers and other 
stakeholders in their efforts to prioritize recommendations 
and provide resources to translate them into action. More 
than 40 states now have an active MMRC in place or in 
development. Information about which states have or are 
planning to have MMRCs is available hereA.

Translation of evidence into action
Translation of recommendations from MMRCs and other 
evidence-based sources into action, along with the study 
of outcomes, is crucial to eliminate preventable maternal 
deaths. The Alliance for Innovation on Maternal Health 
(AIM)—a national partnership of HCPs, public health pro-
fessionals, and advocacy organizations under the auspices 
of the Council on Patient Safety in Women’s Health Care—
provides resources for this purpose with the creation of 
safety bundles focused on high-risk maternal conditions.7,8 

Safety bundles are evidence-based practices that, when 
consistently acted upon by the healthcare team, have been 
shown to improve patient outcomes.9 Each AIM safety 
bundle has four domains: readiness, recognition, response, 
and reporting/systems learning. AIM provides support and 
technical assistance at state and healthcare system levels 
to implement the bundles. Other resources for translat-
ing evidence into action include the American College of 
Obstetricians and Gynecologists, the California Maternal 
Quality Care Collaborative, the Center for Reproductive 
Rights and Black Mamas Matter Alliance, and the Society 
for Maternal-Fetal Medicine. A list of resources is provided 
in Box 2.10-26 

Legislation and policies are needed to facilitate action 
that promotes maternal health and reduces maternal 
morbidity and mortality. Federal and state legislation has 

Box 2. Evidence-based resources for clinical 
practice10-26

Alliance for Innovation on Maternal Health Care (AIM) Patient 
Safety Bundles10,B

• �Postpartum Care Basics for Maternal Safety: Transition 
from Maternity to Well-Woman Care – 2018

• �Postpartum Care Basics For Maternal Safety: From Birth 
to the Comprehensive Postpartum Visit – 2017

• �Reduction of Peripartum Racial/Ethnic Disparities – 2016
• �Obstetric Care for Women with Opioid Use Disorder – 

2016
• �Maternal Mental Health: Depression and Anxiety – 2016
• �Severe Hypertension In Pregnancy – 2015
• �Maternal Venous Thromboembolism – 2015
• �Obstetric Hemorrhage – 2015
California Maternal Quality Care Collaborative (CMQCC) 
Toolkits11,C

• �Improving Health Care Response to Maternal Venous 
Thromboembolism – 2018

• �Improving Health Care Response to Cardiovascular 
Disease in Pregnancy and Postpartum – 2017 

• �Improving Health Care Response to Obstetric 
Hemorrhage – 2015

• �Improving Health Care Response to Preeclampsia – 
2014

ACOG Postpartum Toolkit: Racial Disparities in Maternal 
Mortality in the United States: The Postpartum Period Is a 
Missed Opportunity for Action12,D

Center for Reproductive Rights and Black Mamas Matter 
Alliance (BMMA). Advancing the Human Right to Safe and 
Respectful Maternal Health Care Tool Kit13,E

ACOG Practice Bulletins and Committee Opinions14-23

• �Pregnancy and Heart Disease– 2019
• �Chronic Hypertension in Pregnancy – 2019
• �Gestational Hypertension and Preeclampsia – 2019
• �Prepregnancy Counseling – 2019
• �Optimizing Postpartum Care – 2018
• �Thromboembolism in Pregnancy – 2018
• �Perinatal Screening for Depression - 2018
• �Opioid Use and Opioid Disorder in Pregnancy – 2017
• �Obesity in Pregnancy – 2015
• �Racial and Ethnic Disparities in Obstetrics and 

Gynecology – 2015
ACOG and Society for Maternal-Fetal Medicine: Obstetric Care 
Consensus #8: Interpregnancy Care24,F– 2019

SMFM Consult Series #47: Sepsis during Pregnancy and the 
Puerperium25,G – 2019

AWHONN POST-BIRTH Warning Signs Education  
Program26,G – 2019
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expanded support for MMRCs, the work of the Council on 
Patient Safety in Women’s Health Care, and other maternal 
health initiatives. Federal-level bills have been introduced 
to extend Medicaid coverage eligibility to include 1 year of 
postpartum care. This coverage is particularly important 
because the 2011-2015 PMSS data indicated that 51.7% 
of pregnancy-related deaths occurred in the postpartum 
period, with 18.6% occurring 1-6 days postpartum, 21.4% 
occurring 7-42 days postpartum, and 11.7% occurring 43-
365 days postpartum.1 Extended Medicaid coverage could 
change postpartum care to an ongoing process tailored to 
each woman’s own needs rather than a single encounter. 
The American College of Obstetricians and Gynecologists’ 
recommendations for a first postpartum visit at 3 weeks 
and a second visit no later than 12 weeks postpartum 
would be facilitated.18 A first visit earlier than the traditional 
6 weeks, with follow-up at 12 weeks, would allow for better 
monitoring of risk factors and signs/symptoms of maternal 
complications, including mental health concerns. HCPs 
would have more opportunity to provide education, coun-
seling, and any needed referrals, as well as a coordinated 
transition to well-woman care in the first year postpartum. 

Importance of reducing racial/ethnic outcome 
disparities and implicit racial/ethnic bias
Preventive strategies that address community, health 
facility, patient, provider, and systems-level factors must 
give utmost priority to reducing the racial and ethnic 
disparities in pregnancy-related mortality that have per-
sisted over time. Although the overall PRMR in the U.S. in 
2011-2015 was 17.2 deaths per 100,000 live births, racial/
ethnic comparisons revealed significant differences. 
Non-Hispanic black women and American Indian/Alaska 
Native women had PRMRs of 42.8 and 32.5 deaths per 
100,000 live births, respectively, as compared with 13.0 
deaths per 100,000 live births for non-Hispanic white 
women.1 Causes of these disparities in maternal mortality 
are not fully understood and are likely multifactorial. Data 
have indicated that racial and ethnic minority women, 
compared with non-Hispanic white women, are less likely 
to (1) receive early and regular prenatal care, (2) have ac-
cess to maternal-fetal medicine specialists, (3) give birth 
in higher-quality hospitals, and (4) attend a postpartum 
visit.27,28 Compared with non-Hispanic white women, 
non-Hispanic black women are more likely to have health 
conditions that place them at risk for maternal morbidity 
and mortality and they have twice the rate of unplanned 
pregnancies.28

Substantial evidence indicates that implicit racial/

ethnic bias exists among HCPs—as it does in the general 
population—and that this bias can affect patient–HCP 
interactions, treatment decisions, treatment adherence, 
and patient outcomes.29,30 (Implicit biases are unconscious 
attitudes that can influence affect, behavior, and cognitive 
processes.) More research is needed to fully understand 
how implicit bias affects patient care and outcomes and 
whether certain intervention strategies can help address 
this bias within healthcare. 

Implications for women’s healthcare and 
WHNP practice
WHNPs provide healthcare for women before, during, 
and in between pregnancies in a variety of settings. The 
care they provide before and in between pregnancies 
places them at the forefront to assess for and address 
known risk factors for maternal complications prior to 
pregnancy. Box 3 highlights risk factors that can be iden-
tified prior to a pregnancy and mitigated by care tailored 
to each woman’s needs. WHNPs provide essential routine 
and high-risk pregnancy and postpartum care that in-
cludes identification of factors that may place a woman 
at an increased risk for maternal complications, imple-
mentation of care to mitigate risks, and collaboration 
within the healthcare team when complications occur to 
foster the best patient outcomes. 

With the recognition that up to one-half of pregnancy- 
related deaths occur in the first year postpartum, the role of 
WHNPs in the transition from postpartum to well-woman 
care is crucial to continue to monitor risks and provide ap-
propriate care, including attention to mental health. A con-
certed effort at community, health facility, patient, provider, 
and systems levels is critical to make progress in the goal to 
eliminate preventable pregnancy-related deaths. 

Recommendations 
NPWH recommends that WHNPs who provide healthcare 
for women before, during, and in between pregnancies 
should: 
• � be aware of their state’s status regarding existence of or 

plans for an MMRC and monitor data reports. 
• � seek active involvement in planning and implementing 

evidence-based maternal mortality preventive strate-
gies at community, provider, patient, health facility, and 
systems levels to address MMRC-identified causes and 
contributing factors. 

• � engage in self-reflection regarding potential for implicit 
bias and seek educational activities that increase aware-
ness and enhance patient–provider interactions. 
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• � participate in research to more fully understand contrib-
uting factors to preventable maternal mortality. 

• � participate in maternal health quality improvement proj-
ects that facilitate translation of evidence to practice with 
outcomes evaluation.

• � advocate for local, state, and federal policies and legisla-
tion that address known contributing factors, including 
racial/ethnic disparities related to maternal mortality. 

NPWH will provide leadership to ensure that:
• � continuing education (CE) programs and other evidence- 

based resources are available for NPs to learn and update 
knowledge regarding causes, contributing factors, and 
strategies to eliminate preventable maternal mortality.

• � CE programs and other evidence-based resources on 
strategies for NPs to recognize and address racial/ethnic 
biases in themselves and at their healthcare facilities are 
available.

• � collaborative engagement with other professional orga-
nizations continues to advance the development, imple-
mentation, and evaluation of multidisciplinary best prac-
tices that will eliminate preventable maternal mortality.

• � policies at all levels support access to quality care for 
women throughout the reproductive-age continuum.

• � research moves forward in all aspects of prevention of 
maternal mortality.	 =
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Box 3. Risk factors for maternal 
complications that can be identified prior 
to a pregnancy and mitigated by care 
individualized to each woman’s needs14-24

• �Cardiovascular disease 
• �Diabetes
• �History of postpartum depression
• �History of preeclampsia
• �Hypertension
• �Intimate partner violence
• �Mental health conditions – for example, depression 

(including postpartum depression), suicidal ideation/
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• �Thrombophilia or history of thromboembolism during 

pregnancy
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