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What We Will Cover
A general overview of maternal suicide statistics in the US

Updated data from the CDC on Maternal Mortality Review Committees (MMRCs) 
and pregnancy-related suicide deaths

How states are improving suicide detection in their MMRC process, including 
the role of informant interviews in identifying maternal suicide deaths, a process 
adopted by the Delaware MMRC and others

2020 Mom’s latest issue brief- suicide tracking and prevention 

Colorado’s latest report illustrating suicide is the top cause of maternal death, 
and efforts the PQC is championing

Challenges & Opportunities
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U.S. National-Level Maternal Mortality Data

• Maternal deaths (death of a person while 
pregnant or within 42 days of termination of 
pregnancy, irrespective of the duration and the 
site of the pregnancy, from any cause related to or 
aggravated by the pregnancy or its management, 
but not from accidental or incidental causes)

• Identified using death records

Both systems exclude deaths from external causes of injury 
including suicide.

• Pregnancy-related deaths (death of a person 
while pregnant or within 1 year of the end of a 
pregnancy –regardless of the outcome, duration or 
site of the pregnancy–from any cause related to or 
aggravated by the pregnancy or its management, 
but not from accidental or incidental causes)

• Identified using death records and linkage with 
birth/fetal death records

• Reviewed by CDC medical epidemiologists

Pregnancy Mortality Surveillance SystemPregnancy Mortality Surveillance System



▪ Review deaths during pregnancy or within 1 year of the end of a pregnancy, 
including review of injury deaths by most committees

▪ Access to a diversity of clinical and non-clinical records (social service, 
emergency department, law enforcement, autopsy, prenatal care, informant 
interviews, etc.)

▪ Multidisciplinary committees

▪ Purpose is to understand the clinical and non-clinical contributing factors to 
pregnancy related deaths to develop recommendations to prevent future 
deaths 

State and Local Maternal Mortality Review Committees (MMRCs)



Pregnancy-Related Death

The death of a person during pregnancy or 
within one year of the end of pregnancy from a 
pregnancy complication, a chain of events 
initiated by pregnancy, or the aggravation of an 
unrelated condition by the physiologic effects of 
pregnancy 



1

2

3

4

Underlying Causes of Pregnancy-Related Deaths*

*Only 10 most frequent underlying causes of death are shown

1 Mental health conditions include deaths to suicide, unintentional or unknown intent overdose/poisoning related to substance use disorder, and other deaths determined by the MMRC to be related to a mental health 
condition, including substance use disorder
2 Excludes aneurysms or CVA
3 Cardiac and coronary conditions include deaths to coronary artery disease, pulmonary hypertension, acquired and congenital valvular heart disease, vascular aneurysm, hypertensive cardiovascular disease, Marfan 
Syndrome, conduction defects, vascular malformations, and other cardiovascular disease; and excludes cardiomyopathy and hypertensive disorders of pregnancy.
4 Injury includes intentional injury (homicide), unintentional injury, including overdose deaths not related to substance use disorder, and injury of unknown intent or not otherwise specified.



Pregnancy-Related Deaths: Manner of 
Death Suicide, Residents of 36 US States, 
2017-2019



MMRCS in 36 states contributed data on 
pregnancy-related deaths among residents of their 
states



Determining Pregnancy-Relatedness

▪ Based on Centers for Disease Control and Prevention pregnancy-related death criteria, the 
Utah Perinatal Mortality Review Committee developed a standardized evaluation tool to 
assess accidental drug-related death and suicide*

▪ Examples may include:

– ‘Increased pain directly attributable to pregnancy or postpartum events leading to 
self-harm or drug use that is implicated in suicide or accidental death’

– ‘Inability to access inpatient or outpatient drug or mental health treatment due to 
pregnancy’ 

– ‘Worsening of underlying depression, anxiety, or other psychiatric condition in 
pregnancy or the postpartum period with documentation that mental illness led to drug 
use or self-harm and subsequent death’

▪ This tool has been shared with jurisdictional partners through presentations and ongoing 
technical assistance

*Smid, Marcela C., et al. "Standardized criteria for review of perinatal suicides and accidental 
drug-related deaths." Obstetrics & Gynecology 136.4 (2020): 645-653.



 1,018 pregnancy-related deaths to residents of 36 states, 
2017 to 2019

971 pregnancy-related deaths had an 
MMRC-determination of whether the death was a suicide

82 (8.4%) pregnancy-related deaths occurred by 
manner of death suicide



Demographic Characteristics of Pregnancy-Related Suicide Deaths
Race/ethnicity n %

Hispanic 16 19.8

non-Hispanic American Indian or 
Alaska Native

1 1.2

non-Hispanic Asian 0 -

non-Hispanic Black 6 7.4

non-Hispanic Native Hawaiian and 
Other Pacific Islander

0 -

non-Hispanic White 55 67.9

non-Hispanic Other/Multiple races 3 3.7

Race/ethnicity information was missing for 1 (1.2%) pregnancy-related suicide death
The presentation of the data weighed the potential risks of identifying individuals by reporting information based on small numbers versus the potential 
benefits of making information available for prevention of pregnancy-related deaths. To minimize disclosure risks, data were aggregated across states (36 
states) and across years (2017-2019).



Demographic Characteristics of Pregnancy-Related Suicide Deaths

Age at death (years) n %

15-19 3 3.8

20-24 15 18.8

25-29 19 23.8

30-34 25 31.3

35-39 15 18.8

≥40 3 3.8

Age was missing for 2 (2.4%) pregnancy-related suicide deaths 



28% 
Firearm

Means of Fatal Injury for Pregnancy-Related Suicide 
Deaths (N=82)

10% 
Other Means 
of Fatal Injury

20% 
Overdose/
Poisoning

43% 
Hanging/

Strangulation/
Suffocation



19% 
during pregnancy

0% 
day of delivery

1% 
1-6 days after end 
of pregnancy

14% 
7-42 days after end 
of pregnancy

66% 
43 days-1 year after 
end of pregnancy

2 out of 3 pregnancy-related suicide deaths occurred 
in the late postpartum

Timing of death was missing or unknown for 3 (3.7%) pregnancy-related suicide deaths 



99% of pregnancy-related 

suicide deaths were determined by 
the MMRCs to be preventable



66% of pregnancy-related suicide deaths had at least one 
life stressor and/or substance use documented



Example Jurisdictional MMRC Recommendations*

Access to Care

▪ Increased coverage of extended psychiatric care during the postpartum period

▪ Increase home visiting programs to assess and support families, especially those 
with mental health conditions or [Department of Children and Family Services 
(DCFS)] involvement

▪ [Office of Rural Health] to develop special subcommittee to focus on prenatal and 
outpatient care for pregnant and postpartum women living in rural communities; 
to examine best ways to deliver care including addressing transportation issues and 
lack of services in rural areas

▪ System improvement needed to provide additional pain management services, 
especially for patients on Medicaid or in rural areas

▪ Culturally-relevant interventions for traumatic birth experiences

*MMRC recommendations have been edited slightly for clarity



Example Jurisdictional MMRC Recommendations*

Coordination of Care

▪ [DCFS] to increase coordination of care with mental health and substance use 
providers and have clear plans of care regarding custody and visitation of child(ren)

▪ Establish a process to follow-up with patients who miss their appointments

▪ Coordination of care after fetal loss, especially when a history of fetal loss

▪ Healthcare systems should develop relationships with local intimate partner 
violence (IPV) service programs so they can establish referral and warm hand-offs

▪ Hospitals should employ a social worker or case manager who can conduct and 
document a psychosocial needs assessment prior to delivery hospital discharge to 
identify potential barriers to care and connect women to resources and 
postpartum case management

*MMRC recommendations have been edited slightly for clarity



Example Jurisdictional MMRC Recommendations*

Screening 

▪ Providers (OBGYNs, Pediatricians, WIC Offices, Emergency Departments) to 
perform a validated depression screening tool at prenatal and postpartum visits

▪ Providers should document in medical record whether domestic violence/IPV 
screening was done along with results. If positive responses noted, then 
appropriate intervention should be provided; identify, support and refer people at 
risk for IPV

▪ Universal integration of mental health condition screening and treatment into 
maternity care - Universal screening during pregnancy and postpartum with 
validated instruments

▪ Trauma-informed maternity care - Screening for adverse childhood events, Referral 
to mental health provider for trauma that occurs during or prior to pregnancy

*MMRC recommendations have been edited slightly for clarity



Example Jurisdictional MMRC Recommendations*

Education and Training

▪ WIC to provide depression education material at their offices that are easily 
accessible to participants

▪ Facility development of discharge instructions that include signs and symptoms of 
postpartum depression

▪ Improve community awareness of signs of suicidal ideation, major 
depression/postpartum depression, and resources for referral

▪ Obstetricians should have training in mental health conditions in pregnancy

▪ Provider education on the importance of postpartum visit and the implementation 
of postpartum depression screening

▪ Increased awareness of perinatal mood disorders across areas of medicine (e.g., 
emergency department; neurology)

*MMRC recommendations have been edited slightly for clarity



Example Jurisdictional MMRC Recommendations*

Community Resources

▪ State services/Department of Housing and Urban Development to increase 
availability of Section 8 housing, with priority for pregnant and postpartum women 
and women with children

▪ The State (DCFS) should explore options for funding demonstration projects to 
expand access to childcare during medical appointments

▪ Community organizations that work with homeless individuals should connect 
those individuals to other services, including transportation, healthcare and 
substance use treatment

▪ Programs should include women with early pregnancy loss/fetal demises in 
services generally reserved for pregnant/postpartum women and make services 
available/covered up to one year post loss

*MMRC recommendations have been edited slightly for clarity



Resources

▪ Preventing Suicide: A Technical Package of Policy, Programs, and Practices
– https://www.cdc.gov/suicide/pdf/suicideTechnicalPackage.pdf

▪ National Maternal Mental Health Hotline

– 1-833-9-HELP4MOMS

▪ 988 Suicide and Crisis Lifeline 

https://www.cdc.gov/suicide/pdf/suicideTechnicalPackage.pdf


For more information, contact CDC
1-800-CDC-INFO (232-4636)
TTY:  1-888-232-6348    www.cdc.gov

The findings and conclusions in this report are those of the authors and do not necessarily represent the 
official position of the Centers for Disease Control and Prevention.

Thank you! 

Susanna Trost: oug8@cdc.gov 



Suicide Assessment in 
Maternal Mortality Review: 

Learning the Story
Lisa Klein, DNP

Program Coordinator for Maternal Mortality Review
Delaware Maternal and Child Death Review Commission

09/28/2022



Maternal Mortality Review…

IS IS NOT

● Ongoing anonymous and 
confidential process of data 
collection, analysis, 
interpretation and action

● Systematic process guided by 
policies, statutes, rules, etc.

● Intended to move from data 
collection to prevention 
activities

● A mechanism for assigning 
blame or responsibility for 
any death

● A research study
● Peer review
● An institutional review
● A substitute for existing 

mortality and morbidity 
inquiries

Sourced from: Berg, C., Danel, I., Atrash H., Zane, S. Bartlett, L. (Eds.). Strategies to reduce pregnancy-related deaths:  From identification and review to action.  Atlanta:  Centers 
for Disease Control and Prevention; 2001



The overlap between SUD and mental health conditions as contributing to 
MMR deaths 

Intersectionality



• Objectively review clinical and social data on birthing 

persons experiencing a pregnancy associated death

• Consider factors that may have contributed to the 

death including racism, discrimination and bias

• Recognize terminology that may suggest a death                                                                        

was preventable. 

• Respectfully reach out to people who were                                            

significant in the life of the birthing person to request 

to talk about the life and pregnancy of the person who 

died. 

• Then - relate the Mother’s Story

Maternal Mortality Review Abstraction



� Amazing opportunity to work with experts to learn how 

   “Stories can help humanize and heal, deepen understanding and 
motivate action, and catalyze greater impact for systems change.”* 

� Consider my own anchor story – why am I doing what I do?

� How does my anchor story influence my ability to learn the stories 
from the family members I interview?

*National FIMR Storytelling Learning Collaborative Cohort 2: November 2021 - February 2022  
Action Learning and Team Planning “TOOL KIT”

Storytelling Learning Collaborative



� Honoring lived experiences is one of the aspects of the 
Storytelling project and a responsibility of people charged with 
MMR.

� Without knowing the whole story, committee members are 
drawing conclusions based on limited information.

� The interview is the closest we can get to the Voice of the 
Individual who died or experienced the loss.

� It is not possible to obtain an interview in every case but every 
time one is obtained, more is learned about the life of the 
person, enriching the MMR process.

Honoring Lived Experiences



� Krystal (pseudonym) was a young person who died almost a 
year after giving birth. She had a single car vs. light pole 
accident resulting in irreversible brain injury after taking 
cocaine laced with fentanyl.

� She had a history of depression and anxiety. Her mother 
agreed to an interview and shared that she knew Krystal was 
not suicidal because she found a diary talking about all her 
plans for herself and her baby.  

� The diary also talked about Krystal’s struggles with anxiety 
and depression and how she could not connect with her 
therapist as she was limited to telehealth due to Covid.  

The Rest of the Story…



� Molly (pseudonym) died from an opioid overdose when she was 12 weeks 
pregnant.  She had one prenatal visit and had completed her prenatal lab 
tests one week before her death.  She was living with a relative who found 
her when she had died.

� She had a history of substance use disorder but no records indicated a 
mental health history.  The relative with whom she lived agreed to an 
interview. 

� The relative shared that Molly had scheduled an abortion for the week 
after her death, but it was unclear if the pregnancy was unwanted or if 
Molly was unable to manage the life changes about to occur around the 
pregnancy. 

� The relative stated that Molly’s boyfriend did not want to get married or 
have the baby and, at 87 years old, the relative could not allow Molly to 
continue to live there if she had the baby. 

� The relative reported that they was certain that Molly committed suicide 
because the night before she died, she straightened and cleaned all of her 
living space, which was out of character for her.  That was so they would 
not have to do it when she was gone.

The Rest of the Story…



Maternal Suicide 
The Role of the 

Perinatal Quality Collaborative 
(PQC)



• Maternal Behavioral Health in Colorado
• The Data

• Clinical Quality Improvement Resources
• AIM Patient Safety Bundle

• 2020 Mom Hospital Whole Mom Survey

• Zero Suicide

• Integrating Healthcare Delivery Systems and Community 
• IMprove Perinatal Access, Coordination and Treatment for Behavioral 

Health (IMPACT BH)

Overview



Maternal Mortality in Colorado: 2014-2016

preventmaternalmortality@state.co.us
bit.ly/COMaternalMortality



The lack of community voice at decision-making tables perpetuates systems of 
oppression. CDPHE conducted targeted outreach to people with lived 

experience to join the MMRC, resulting in the onboarding of 19 new members, 
10 of which identify with a marginalized community.

Lived Experience Representation



bit.ly/COMaternalMortality



Maternal Mortality in Colorado, 2014-2016 (n = 94)



Maternal Mortality in Colorado, 2014-2016 (n = 94)



Maternal Mortality in Colorado, 2014-2016 (n = 94)



Maternal Mortality in Colorado, 2014-2016 (n = 94)



Maternal Mortality in Colorado, 2014-2016 (n = 94)



Maternal Mortality in Colorado, 2014-2016 (n = 94)



Maternal Mortality in Colorado, 2014-2016 (n = 94)



Maternal Mortality in Colorado, 2014-2016 (n = 94)



Maternal Mortality in Colorado, 2014-2016 (n = 94)



The most frequent contributing factors for suicide deaths were:

● Poor continuity of care and care coordination.  Care was 
fragmented among and between healthcare facilities or 
units within the same facility due to poor communication or 
lack of access to complete records.

● Absent, inadequate, or unhealthy social support from 
family, partner, friends, or others.

● Factors placing the person at risk for a poor outcome were 
not recognized or acted upon.



• Interactions with healthcare workers
• 56% reported feeling comfortable speaking to an OB/Gyn
• 54% reported feeling comfortable speaking to a mental health care 

provider
• 47% felt comfortable speaking to a family practice doctor
• 9% didn’t feel comfortable speaking to any health care works

• Healthcare workers talk about resources for anxiety & 
depression
• 52% reported that a healthcare worker talked to them about self-care for 

anxiety or depression
• 18% reported that none of these resources were discussed with them

Postpartum Behavioral Health Report- Feb. 2021



Postpartum Behavioral Health Report- Feb. 2021



Postpartum Behavioral Health Report- Feb. 2021



Recommendations to Prevent Maternal Deaths



Clinical Quality Improvement



• Training / Education Learning Sessions
• Perinatal Suicide
• Bias in Maternity Care
• Social Determinants of Health
• Chronic Stress
• Trauma-informed care

• Data Collection, Analysis, Reporting- medical and social linkage
• Culture Change- integrating medical, social, behavioral health; perinatal 

navigation
• Partnership of Care- patient and provider partners- Family Integration 

to ReStore Trust
• Care Team- integrating the care team- doulas, peer support specialists, 

support groups, OB, Neonatology, Pediatrics integration- dyad care
• Policy Change

Perinatal Quality Collaborative Strategies & Activities



Alliance for Innovation on Maternal Health (AIM) 
Patient Safety Bundle

https://saferbirth.org/patient-safety-bundles/



2020 Mom Hospital Whole Mom Survey



Integrating Healthcare Delivery 
with Community



• Increased screening for behavioral health needs (Anxiety, 
Depression, SUD, etc.) in 100% of pregnant and postpartum 
individuals.

• Referral to appropriate community and/or specialty care 
with documentation of follow-up for 100% of pregnant and 
postpartum individuals with positive screening results.

• Increased utilization of medical, behavioral health, and 
community services by pregnant and postpartum individuals 
and their families.

• Improved interactions and relationships among care teams 
and perinatal individuals and their families.

IMprove Perinatal Access, Coordination, and 
Treatment for Behavioral Health



Discussion



Report on Maternal Suicide:  Executive Summary

This week, 2020 Mom released an Executive 
Summary of our 2022 Report on Maternal Suicide, 
due to come out in October.  

● Risk factors for maternal suicide
● Race and maternal suicidality
● Maternal suicide prevention strategies and programs 

include:
○ Screening for maternal suicidality
○ Evidence-based interventions, treatments, and 

strategies 
○ The Zero Suicide Framework

● The latest on maternal suicide data collection in the 
US.



Q&A

Fireside Chat



 Learn More 

2020mom.org

https://www.2020mom.org/certified-peer-support

