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ProLifeOB|GYNS    Committee Opinion   
AAPLOG Committee Opinion: Maternal Mortality
Abstract: After years of failure to obtain accurate statistics on maternal mortality, the United States has noted a sharp increase in its maternal mortality rate, with widening racial and ethnic disparities.  While some of this increase may be artifactual, pregnancy-related deaths are occurring at a higher rate in the United States than in other developed countries. In order to implement effective strategies to improve pregnancy outcomes, this must be investigated in an unbiased manner, and novel contributing factors need to be considered.
Background: The issue of maternal mortality has been addressed from many perspectives, but rarely from the viewpoint of pro-life physicians.  As obstetricians and gynecologists, we know that a fetus is a living member of the human species. We are fortunate to be entrusted with the care of two patients, a woman and her unborn child.  As Hippocratic physicians, we will not end the lives of our patients.  This committee opinion seeks to address the nuances of the maternal mortality crisis in the U.S., particularly as it involves the pregnancy outcome of induced abortion.
Maternal mortality definitions:
Maternal deaths are categorized based on their causation and proximity to the end of the pregnancy: 

· “Maternal death” is the death of a woman while pregnant or within 42 days of the end of her pregnancy, irrespective of the 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. 

· “Pregnancy-related death” is the death of a woman while pregnant, or within 42 days of end of pregnancy, irrespective of the cause of the death. 

· Additionally, a “Late maternal death” is the death of a woman from direct or indirect obstetric causes more than 42 days, but less than one year after end of the pregnancy.
 

The maternal mortality rate encompasses all three categories and is reported as the number of maternal deaths/100,000 live births. So, four numbers are needed to calculate the maternal mortality rate: the number of maternal deaths, the number of pregnancy-related deaths, the number of late maternal deaths and the number of live births. Only the number of live births can be accurately measured due to mandated reporting on birth certiﬁcates. The U.S. does a poor job of accurately detecting maternal deaths and studies show as many as 50% of maternal deaths may be missed on death certiﬁcates.
 
   Only recently has awareness risen that non-physiological events (such as mental health issues) may also directly contribute to a woman’s death.  Likewise, an event related to pregnancy may not manifest until more than a year after the pregnancy ends yet may still contribute to a woman’s death.
Death certificate data limitations:
A pregnancy question was added to the U.S. standard death certificate in 2003 in order to improve the identification of maternal deaths. The individual states inconsistently implemented this pregnancy checkbox on state death certificates, rendering data incomparable so that the U.S. did not publish an official maternal mortality rate after 2007. 
  A 2016 study using novel correction factors to standardize death certificate data documented a 26% increase in maternal mortality from 18.8/100,000 live births in 2000 to 23.8 in 2014.  State maternal morbidity and mortality committee reviews have suggested that around 60% of these deaths were preventable.

This led to much soul-searching among women’s healthcare providers and suggested etiologies of the rise included: artifact of improved maternal death surveillance
, incorrect use of ICD-10 codes
, inadequate preconception care, patient noncompliance, failure of a follow-up treatment plan or appropriate transfer, failure to meet expected standards of care
, aging of the pregnant patient cohort with associated increase in chronic diseases and cardiovascular complications
, lack of family support and other social factors, health care disparities
, substance abuse and violence
, depression and suicide
, lack of standardized protocols for handling obstetric emergencies
, lack of a comprehensive national plan
 and defunding women’s healthcare by “demonizing Planned Parenthood”
. 
Texas appeared to have the highest rate of increase, reporting 147 deaths in 2011 - 2012. Notably, mental health issues were prominent in the top seven causes of death which were: cardiac events (20.6%), drug overdoses (11.6%), hypertension/eclampsia (11.1%), hemorrhage (9%), sepsis (9%), homicide (7.4%), and suicide (5.3%).
   A Texas Maternal and Mortality Task Force was convened to examine these deaths in more detail.  An enhanced method of examining the deaths by data matching and record review revealed that only 56 deaths could be verified to have occurred during pregnancy or within 42 days of the end of pregnancy, rather than the 147 determined by ICD-10 obstetric cause-of-death codes. It appears the rest of the deaths occurred more than 42 days after the end of pregnancy (11 deaths=7.5%)  or were erroneously recorded: 74 (50.3%) showed no evidence of pregnancy, and 15 (10.2%) had insufficient information to determine whether a pregnancy had occurred.
  It seems illogical that more than half of the death certifiers erroneously checked the pregnancy checkbox. It is possible that these deaths could have been related to spontaneous or induced losses early in pregnancy, and thus would be unable to be correlated with an infant’s birth certificate (which are only required after twenty weeks gestation). Independent providers perform almost all abortions in Texas, and their records would have been unavailable for review by the Texas Maternal and Mortality Task Force.
Monitoring all pregnancy outcomes: 
When a woman becomes pregnant, there are several ways that the pregnancy can end.  In order to fully capture all maternal mortality, researchers must first broaden the net to include mortality from all pregnancy outcomes.  A woman may suffer an early natural loss, such as a miscarriage, ectopic pregnancy, or gestational trophoblastic disease (15% of all pregnancies); or suffer a later loss, such as a stillbirth (<1%).  She may choose to terminate the pregnancy through induced abortion (19%) which occurs about a million times yearly in the U.S: 90% of these induced abortions occur in the first trimester, 10% in the second trimester or later, and 1.3% after viability. 
  The pregnancy may also continue until delivery of a live baby, around 4 million a year (65%).

Thus, there are many pregnancy events that may result in mortality that are not accounted for in the maternal mortality denominator (# deaths/100,000 live births). In fact, only two out of three maternal deaths occur in conjunction with a live birth.
 In populations that have differing percentages of pregnancies that result in live births, this may skew the maternal mortality rates.  For example, if you take a population of 200,000 pregnant women from X race, for example, which has 100,000 live births and 6 maternal deaths, then the maternal mortality rate for X race will be 6/100,000.  But if you take a population of 200,000 pregnant women from Y race, which has 50,000 live births and 6 maternal deaths, then the maternal mortality rate will be 12/100,000 live births, because you have to double both the numerator and denominator to get a “per 100,000 live birth” number.   The use of the denominator “per 100,000 live births” means that Population Y, which has a lesser live birth rate, will be calculated to have a higher “maternal mortality” rate even if the same number of women die in both Population X and Population Y.  In pregnant women overall, 65% of all pregnancies result in a live birth, but only 48% of pregnancies in black women result in a live birth.  This discrepancy alone falsely elevates the black maternal mortality figures.
  
Induced abortion data limitations:
The quality of maternal mortality data collection in the second half of pregnancy is poor (as the Texas data illustrated), but the data is even worse related to pregnancy outcomes that occur in the first half of pregnancy, especially when using the voluntarily produced data regarding induced abortions.  A widely reported study asserted that abortion was fourteen times safer than childbirth, by using flawed, disparate data. 
 Abortion-related deaths were compared to the number of legal abortions, whereas all maternal deaths were compared to the number of live births, essentially comparing apples to oranges. Of these four variables, only the number of live births can be accurately measured. 

The total number of legal abortions in the U.S. and their resulting morbidity and mortality are unknown.
 The estimated numbers of abortions are only voluntarily reported to the Centers for Disease Control and Prevention (CDC) by state health departments yet California, the state with the largest volume, does not report any data.
 The Guttmacher Institute (GI) also tracks these numbers, and they consistently report higher numbers than the states. For example, for the most recent year where statistics are available, the states reported 638,169 abortions whereas GI reported 926,000. Some states (27) require abortion providers to report their complications, but there is rarely an enforced penalty for noncompliance. Even fewer states (12) require other physicians, coroners or emergency rooms to report abortion-related complications or deaths for investigation, and these providers are often unaware of these requirements.
 

The CDC relies heavily on death certificates to determine maternal deaths, but as previously mentioned, death certificates have been proven unreliable in accurately identifying all maternal deaths. While deaths in immediate proximity to live births are likely to be the most accurately recorded, since most live births occur in a hospital setting or with the assistance of medical personnel, deaths from other pregnancy outcomes, or remote from pregnancy termination, are not accurately reported.
 This is particularly true of deaths related to mental health issues, such as suicides, homicides, substance abuse and high risk taking behavior.  Inconsistent implementation of a pregnancy checkbox on death certiﬁcates, or search engine failure to provide specific ICD 10 codes, may also thwart death certificate documentation. In most maternal deaths from a physical complication of pregnancy, there is a catastrophic cascade of events resulting in death, but only the most proximate events may be listed on a death certiﬁcate due to space limitations and provider time constraints.  In addition, for induced abortion there may also be an ideological motivation to obscure the initiating event that led to death.  The failure of most abortion providers to maintain hospital privileges means that the abortion provider often does not care for severe complications resulting from his procedure.  The treating physician may mistakenly believe that a miscarriage or some other mishap led to the complications. 
 
Due to poor record keeping and lack of mandatory abortion complication reporting in the U.S., the true rate of pregnancy-related mortality is not known, particularly when the deaths are related to early pregnancy events which cannot be linked to an infant’s birth or death certificate.  High quality records-linkage European studies reveal that 94% of abortion-related deaths and 73% of maternal deaths overall are not identiﬁed on death certiﬁcates. 
 The high maternal mortality rates in the U.S. are likely only the tip of the iceberg.
Complications from induced abortions:
Physical:
Due to the perceived safety of induced abortion it is often assumed that deaths cannot occur after this procedure.  When discussing maternal morbidity and mortality, consideration is often given only to complications that could occur in a term, gravid uterus, but it should be recognized that physiologic changes begin as soon as a pregnancy commences, and that induced abortion interrupts a normal bodily process. Some risk factors are unique to that intervention, such as the need to force open the strong cervix that is designed to remain closed until natural childbirth. Causes of severe injury and death in women experiencing any type of pregnancy separation event can include vaginal and intra-abdominal hemorrhage, infection (local endometritis, cutaneous cellulitis, or systemic septicemia), thrombotic emboli (deep venous thrombosis or pulmonary embolus), intravascular amniotic or air emboli, complications of anesthesia, and cardiac or cerebrovascular events (heart attack or stroke).  Damage to adjacent gynecologic, genitourinary, gastrointestinal or vascular organs may require additional uterine surgery, hysterectomy, bowel resection, bladder repair, or other surgeries.
 

There are several ways in which a baby can be separated from his mother during an induced abortion. Mifepristone and misoprostol administration, commonly known as a medical abortion (31% of U.S. abortions), is permitted by the FDA until 10 weeks gestation. This medication combination disrupts the hormones that maintain the pregnancy and induces uterine contractions to expel the baby and the placenta.
  Women are being increasingly directed toward medical abortions because of the decreasing numbers of providers willing to perform surgical abortions.  Unfortunately, the complication rate is four times higher with medical compared to surgical abortion, usually due to infection and hemorrhage, and 3-7% of women experience an incomplete or failed abortion requiring surgical completion. 
  A first trimester abortion may also be performed by dilation and vacuum suction curettage (60%), surgically extracting the baby and the placenta after the cervix has been chemically or mechanically dilated. Historically, dilation and sharp curettage (utilizing a sharp curette rather than a suction catheter) was also used, but this more frequently resulted in uterine trauma and is no longer recommended.
 
Beginning in the second trimester, dilation and extraction/evacuation (D&E) is the surgical method necessary because the bones have hardened and the baby has grown large enough that the baby  cannot be removed through suction alone.
 Non-intact D&E (9%) is commonly referred to as a “dismemberment” abortion because the baby is removed in a piecemeal fashion with instruments. Intact D&E or “partial birth” abortion has been illegal in the U.S. since 2003.
 During that procedure the abortionist grasps the baby’s feet and pulls until his body delivers to the level of his head. Then the abortionist evacuates his brain with a vacuum and compresses his skull with crushing instruments to finally enable delivery. Historically, saline or prostaglandin was infused into the amniotic sac in later abortions to kill the baby and induce labor. Maternal deaths not infrequently occurred due to ﬂuid imbalances and infections. Hysterotomy abortion (performing a Cesarean section to do a late-term abortion) is rarely used because it is a major surgery for the mother. 

Today, labor induction is the method usually used to perform extremely late abortions. It is often assumed the procedure itself will kill the baby before delivery
,
 but a large European study documented that more than half of the babies in post-viability induced abortions survived delivery.
 In order to avoid this dreaded complication, the birth of a live baby, feticide should be performed first by an intra-cardiac or intra-amniotic injection. If a baby is born alive, recent news reports have revealed that the abortionist will usually finish the job by performing active or passive infanticide.
,
 

Complications from surgical abortions most commonly occur during one of two actions. As the cervix is dilated, the instruments may form a false channel, leading to damage to surrounding organs or vessels; or, once cervical dilation has occurred, multiple blind passages of the surgeon’s suction curette or grasping forceps into the soft, gravid uterus could easily result in uterine perforation and damage to surrounding organs, even in experienced hands. 
 The reported risks of hemorrhage and cervical laceration are 3.3%, retained products of conception 1% for D&E, 8% for medical abortion, infection and uterine perforation 0.2-0.5%, and uterine rupture 0.28% if the patient had a prior C-section, 0.04% without. 
  Due to the voluntary collection of complication data in the U.S., the real complication rates are undoubtedly much higher.
 The frequency of complications increases in later gestational ages due to inherently greater technical complexity related to the anatomical and physiologic changes that occur as the pregnancy advances. The increased size of the baby and increased amount of placental tissue requires a greater degree of cervical dilation, the increased blood flow to a thin relaxed uterus predisposes to hemorrhage, and elongated myometrium is more subject to mechanical perforation.”
 
 Thus, it is important to emphasize that although early abortions may appear to be relatively safe, they become less so as the pregnant uterus enlarges.
 

CDC researchers found that the risk of death increased by 38% for each additional week beyond 8 weeks. Compared to early abortions, the relative risk of death was 14.7 times higher at 13-15 weeks (rate 1.7/100,000 abortions), 29.5 times higher at 16-20 weeks (rate 3.4/100,000), and 76.6 times higher beyond 21 weeks (rate 8.9/100,000).
   Numerous studies have confirmed that abortions become more life threatening to the mother as pregnancy advances. 
 
 
  The American Board of Medical Specialties recognized the inherent danger in the performance of later abortions. Instead of curtailing them or warning women about the danger, it approved setting up a two-year fellowship to train abortionists to perform late-term abortions, euphemistically naming this new ACOG subspecialty “Complex Family Planning”.
 One wonders how they will obtain a sufficient case-load to adequately train the fellows while providing impartial counseling.
False reassurance from ideologically driven medical organizations:
Despite these documented risks of maternal morbidity and mortality from induced abortion, last year the National Academies of Science, Engineering and Medicine published a book that concluded that induced abortion is extremely safe.  The authors wrote that serious complications or long-term physical or mental health effects are virtually non-existent, specifically denying that it increases the risk of preterm delivery, mental health disorders or breast cancer.
 They stated that abortion is so safe that the only deterrent to its safety is legislative restrictions enacted by the states that may prevent a woman from accessing an abortion immediately, “creating barriers to safe and effective care.” Incredibly, they recommend that abortions can be performed safely in an office-based setting or by telemedicine without the need for hospital admitting privileges, special equipment or protocols for emergency transport of women with complications. It is so safe, they wrote, that it does not need to be performed by physicians; trained certified nurse midwives, nurse practitioners and physician assistants can safely perform abortions. 

However, when one examines the research studies they used for their conclusions, the poor quality of the literature regarding long-term complications becomes apparent. For many questions, there were very few or no studies that met their stringent criteria, and they disqualified many studies (especially those regarding mental health) due to perceived study defects. Thus, in all cases, there were only a few  studies on which they based their definitive conclusion of “no long-term impact.” When evaluating for short-term abortion complications, their conclusions were limited to studies performed by the abortion providers themselves, or organizations with which they are closely aligned. The largest studies they used that demonstrated a low incidence of complications were performed in California, where an enormous number of abortions are performed. The three studies they quoted included greater than 233,000, 30,000, and 54,000 women 
 
 
 The only conclusion that can reasonably be drawn from this report regarding abortion complications is that the paucity of the literature review should have prompted a call for more studies, not a categorical dismissal of any possible complications in any situation. Severe complications and deaths, particularly from independent late-term abortion providers, have been sporadically reported in the media.
,
,
 A watchdog organization, Operation Rescue, catalogues many of these catastrophic events,
 although the absence of any reporting in California and the paucity of voluntary reporting nationwide means that most abortion complications are never identified. 

Results from higher quality records-linkage data:
A meta-analysis revealed a curious lack of interest by most investigators in the question of whether abortion is safer than childbirth. Of 989 studies that examined maternal deaths and pregnancy outcomes, only eleven provided results allowing comparison between the death rates associated with all possible pregnancy outcomes. Nonetheless, in the studies that could be analyzed, the meta-analysis demonstrated that within 180 days, the risk of death is over twice as high following abortion compared to following delivery and this risk remains elevated for at least 10 years.
 The best study design to address these questions would link records for all deaths in reproductive aged women with all medical records of all pregnancies, so that no deaths were missed.
 The only study done this way in the U.S. was retrospective, examining the medical records of California Medicaid recipients. Those women who had an induced abortion or delivery of a baby were followed for eight years. Compared with those who delivered a baby, those who aborted had significantly higher age-adjusted risks of death from all causes (162% higher), from suicide (254% higher), as well as from natural causes (144% higher).
 

Records-linkage studies in Finland (where very thorough records are kept) found that following an abortion, a woman was two to three times as likely to die within a year
, six times as likely to commit suicide
, four times as likely to die from an accident, and fourteen times as likely to be murdered
, compared with a woman who carried to term.
 
 As previously mentioned, 94% of abortion-related deaths and 73% of maternal deaths were not identiﬁed on death certiﬁcates, demonstrating the clear inadequacy of death certiﬁcate data alone.
 The risk of death in a given year for a woman who was not pregnant was 57/100,000 women, but after an abortion the risk was 83/100,000, after miscarriage 52/100,000, and for those who carried a pregnancy to term 28/100,000.
 Danish studies also conﬁrmed these ﬁndings. A woman who had a ﬁrst trimester abortion had an 84% higher risk of dying within 180 days and a 39% higher risk of dying within ten years, compared with one who carried to term. After a late-term abortion she had a 341% higher risk of dying within a year, and a 131% higher risk of dying within ten years.
 

Long term mortality risks:

In addition to the immediate physical risks to a woman from an abortion, there are long-term complications that can increase a woman’s risk of late mortality, possibly many years later or in a subsequent pregnancy. It is shortsighted to be concerned only with immediate physical complications while excluding long term changes in anatomy, or mental health complications that may also lead to death.  When a pregnant woman is considering options, it is important that she be aware of all the possible consequences of her decision, in both the short and the long-term. Many studies indicate that abortion may increase a woman’s risk of breast cancer, early delivery of a subsequent pregnancy, and mental health disorders. 
However, the research literature on abortion is extremely controversial, in part because abortion is extremely common (25% of American women are estimated to have had an abortion
), yet often shrouded in secrecy. Researchers sometimes bring bias to their studies,
 and there are often shortcomings in the study designs.
 The “gold standard” study design is a randomized, controlled study where one group receives an intervention, and the other does not. Obviously, this would be unethical and impossible to perform regarding abortion. Retrospective studies are often rejected due to the possibility of “recall bias” leading to inconsistent reporting of past abortions by women. It is postulated (but not proven) that the shame many women feel about a prior abortion may lead them not to volunteer this information to a researcher in the absence of an illness, whereas guilt may lead them to confess this history in the presence of a life-threatening disease.

Premature delivery:

Forced dilation of an unripe cervix may result in cervical trauma, and cervical incompetence in future pregnancies. This weakened cervix may dilate early in the next pregnancy, which predisposes a woman to premature rupture of membranes, intrauterine infections and premature delivery.  Many studies show strong connections between abortion and preterm birth.  Prematurity is the number one cause of infant deaths as well as the cause of substantial lifelong morbidity for many children. One meta-analysis found that there was a 25% increased risk of premature birth in a subsequent pregnancy after one abortion, 32% after more than one, and 51% after more than two abortions.
 Likewise, another meta-analysis found a 35% increased risk of delivery of a very low birth weight infant after one abortion, and 72% after two or more abortions.
 Obstetrical interventions for the management of preterm labor raise the risk of maternal morbidity and mortality. While this Committee Opinion does not address the management for the subsequent pregnancy of a mother after abortion, caring professionals must be cognizant that this preborn baby is at risk. 
Abnormal placentation:

Instrumental trauma to the uterus may result in faulty adherence of the placenta in subsequent pregnancies, resulting in chronic abruption or placenta previa/acreta/increta (invasion of the placenta into the cervix, uterine wall, or other adjacent organs).  Abnormal placentation may lead to one of the most dangerous delivery situations because removal of an invasive placenta can result in massive blood loss.  Many mothers have died, even in high-level hospitals, and the fortunate survivors often require scores of units of blood transfusions to save their lives.
  In 1950, the incidence of Placenta Accreta Spectrum (PAS) was 1:30.000 deliveries.  This rose to 1:272 deliveries by 2016.
  This 110-fold increase in the incidence of this life-threatening condition is linked to prior uterine damage.  Uterine surgery increases the risk, and the Cesarean rate of one out of three deliveries in the U.S. undoubtedly contributes, but so too, does the abortion rate of one in four women.

Mental health disorders:

The pro-choice bias of most academic medical organizations leads them to minimize the potential for mental health risks for women after abortion, but it is intuitive that this procedure may lead to harm for some women.  Certainly there are many women who show no apparent adverse effects from an abortion, but there are also a number of risk factors that make it more likely that a woman will experience mental health consequences: pressure from others to terminate, ending a pregnancy that is meaningful, lack of social support, feelings of stigma, ambivalence about the decision, history of mental health problems or previous abortions, and having an abortion later in pregnancy.

A large meta-analysis found a moderate to highly increased risk (81% overall) of mental health problems after abortion. Speciﬁcally, it found 34% increased risk of anxiety, 37% increased depression, 110% increased alcohol abuse, 230% increased marijuana abuse, and 155% increased suicidal behavior.
 Joyful events (such as the birth of a child) are associated with improvement in health and well-being. Stress and guilt accompanying voluntary or spontaneous pregnancy loss may adversely impact a woman’s health and well being.
 In addition, motherhood may have a protective emotional effect, whereas an abortion may have a deleterious emotional effect, leading to greater risk-taking activities.
  It is evident that a suicide on the anniversary of a coerced abortion or stillbirth should be linked to that pregnancy outcome, but none of the maternal mortality categories allow that late connection. Mental health issues may contribute to drug overdoses, suicides, homicides or even accidents due to risk-taking behavior, but our current system of data collection is not capable of linking these events to pregnancy outcomes.
Breast cancer:
It is physiologically plausible that the interruption of a normal pregnancy might place a young woman at increased risk for breast cancer later in life. In early pregnancy, dramatically increased estrogen levels promote the development of undifferentiated, immature type one and type two lobules in the breast, which have an increased potential to develop into cancer. Delivery at term, and breastfeeding the infant, will complete the breast development into mature type three lobules, which are more resistant to cancer. If a pregnancy is interrupted prior to 32 weeks gestation, this maturation does not occur, leaving breasts in a state more prone to breast cancer development.
 
 
The studies examining an “abortion-breast cancer” link are particularly controversial, because many are plagued by methodological ﬂaws. Although one meta-analysis showed a dose response increase in risk of breast cancer with an increasing number of abortions (44% increase with one, 76% increase with two, and 89% increase with more than two), its ﬁndings have been disputed because it relied heavily upon retrospective studies.
 One widely referenced meta-analysis reported that prospective studies demonstrated “no link,” although the researchers erroneously used non-pregnant women as a control group.
 When a woman has an unintended pregnancy, she has two options: end the pregnancy or continue. Not being pregnant is no longer an option, and thus is an inappropriate control group. It is an indisputable fact that a term pregnancy early in life has a protective effect against breast cancer later in life.
 
 There was also a demonstration of “selection bias” in this meta-analysis, whereby some studies were excluded for poorly deﬁned reasons, whereas other studies with known methodological ﬂaws were included.
 
 
 
 Due to poorly designed studies and conﬂicting data, the correct scientiﬁc response should be “more studies,” not deﬁnitive conclusion of “no link.”
 Yet, the National Cancer Institute deﬁnitively pronounced “no link” in 2003, and considers the case closed.
 Meanwhile, the lifetime risk of breast cancer in American women climbs steadily upward, from one in ten American women in 1970, to one in eight currently. 

Other factors to consider:
Racial disparities:
Maternal mortality in minority women, particularly black women, has skyrocketed (black women have maternal mortality rates 3.3 times higher than white women).
  Unfortunately, there have been simplistic accusations that health care providers practice with implicit racism -- they do not care for black or poor women as well as they care for white or affluent women.  Limiting the discussion to implicit racism does a disservice to women of color and women in poverty by ignoring other factors that contribute to maternal mortality for women in these demographics. A recent Harvard study found that over the past decade implicit bias based on race has decreased by 17%, and explicit bias has decreased by 37%.
 If this implicit racial bias reported in the Harvard study were the sole cause of maternal mortality, we would expect pregnancy-related mortality in the black community to decrease in proportion to the decreases in bias reported. That is not what is observed nationally. It is time to look deeper at factors that may be unique or over-represented in black communities to discover the sources of the disparities.  
Pre-existing health disparities:
Obesity is more prevalent in black Americans (46.8%) and Hispanics (47%) than whites (37.9%).
  The rate of hypertension is higher among black Americans (40.4%) compared to whites (27.4%) or Hispanics (26.1%).
  If a woman is predisposed to hypertension, the likelihood that she will develop preeclampsia or eclampsia rises substantially.  Likewise, diabetes is higher in black Americans (12.7%) and Hispanics (12.1%) than whites (7.4%). 
 Obesity, hypertension and diabetes predispose women to early delivery and C-section, both of which are linked to increased maternal mortality. It may be useful to examine populations affected by excess maternal mortality to see if they have a genetic tendency for other conditions that predispose them to adverse outcomes.  For example, black women have a higher incidence of thrombophilia, a strong risk factor for pulmonary embolus or thrombotic strokes.
 
Social determinants of health:
Poverty is certainly a risk factor for failure to obtain appropriate medical care and might be expected to contribute to the excess maternal mortality rates in black women (20% of whom live in poverty, compared to 16% Hispanics and 8% whites). Domestic violence and mental health disorders are also seen more commonly in impoverished communities.  In 2011, Illinois reported that 13% of its maternal deaths were the result of homicide.  Black mothers bore the greatest risk, accounting for 43% of the maternal homicide deaths while composing only 14% of the population.
 Texas has been noted to have extremely high maternal mortality rates, and an examination of deaths in 2011-2012 found that the three of the seven top causes -- overdoses, homicide and suicide – accounting for almost 20% of the maternal deaths, are manifestations of poor social support.  
Giving birth and caring for a child without a partner places a woman at an obvious disadvantage. She is more likely to live in poverty without the resources she may need to seek health care. If she should become ill during or after pregnancy, she may not seek emergency care due to lack of social support, child-care or transportation. It should be noted that only 5% of married couples live in poverty. In 2017, 67% of black women were unmarried when they gave birth to children, compared with 39% of Hispanic women, and 27% of white women.
 Could the breakdown of the black family be a root cause of the disparity in maternal and neonatal mortality rates? 94 Prior to 1950, a black woman was more likely to be married than a white woman, with marriage rates nearing 80%, but marriage rates for black women have since plummeted.

Disparities in pregnancy outcomes:
It is noteworthy that there are significant differences in the type of birth outcomes in black women as compared to white women.  The rates of natural losses are similar (16%), but 34% of pregnancies in black women end in induced abortion, compared to 11% for white women.  Less than half of pregnancies in black women result in the birth of a live baby (48%).  Induced abortion is 3.7 times more common in black than in white women, and black women more commonly have later abortions (13%) compared with white women (9%).
 As noted previously, the risk of death increases by 38% for every week after eight weeks gestation. How might these different pregnancy outcomes affect pregnancy-related mortality? Given that black mothers have higher rates of abortion than white or Hispanic mothers, this difference alone could, to some extent, account for the higher rates of maternal complications in black mothers"  
Aging of the pregnant cohort:
Nationally 30.9% of pregnancy-related deaths occurred in women who were older than 35 years of age.   The average age of a first-time mother has increased from 21 years in 1970 to 26 years in 2014.
  The advent of readily accessible abortion has led many women to delay the birth of their first child.  Whereas once an unintended pregnancy usually led to childbirth, either through a “shotgun wedding” or adoption placement, now it often ends in pregnancy termination.  Couples are waiting longer to get married, and many women spend years obtaining an education and establishing a career.  Often, when a woman desires a child, there may not be a man in her  life to become a reliable father.  As a consequence of these societal changes, the average woman is older, and potentially in poorer health when she becomes a mother.  Thus, she is at greater risk for adverse maternal outcomes.
Executive Summary:
The politics of pregnancy-related mortality and induced abortion must not prevent us from following the data where it leads. Discussion of maternal mortality often branches into policy issues rather than seeking the true factors that underlie these disgraceful statistics. Stakeholders must unite in the search for truth, enabling the United States to become the safest place, rather than the most dangerous place, in the developed world to give birth.

The conversation surrounding maternal mortality has been led by academic physicians who often have a pro-choice bias.  Most of the studies documenting the “safety” of abortion have been performed by researchers with strong ties to the abortion industry.  It is intuitive, but may need to be restated, that the abortion industry profits from widespread abortion access (costs of abortions range from $500-10,000), and thus the statistics they provide should be evaluated carefully and confirmed by independent researchers.  Thankfully, the U.S. was not content to blindly believe the tobacco industry when they reassured us that smoking was safe and did not cause cancer, and likewise we should be skeptical of the certainty with which the abortion industry protects their product when the paucity of data begs for more investigation. 

The assertion is frequently made that induced abortion should be made readily available in order to prevent high risk women from being compelled to continue a pregnancy. Although we are seeing more high-risk mothers due to advancing maternal age and chronic illnesses such as obesity, hypertension and diabetes, an entire obstetric subspecialty-maternal fetal medicine-is devoted to helping a mother and her child make it safely through a pregnancy.  In the rare event that pregnancy poses a risk to a woman’s life after viability, her obstetrician can deliver her by induction or C-section without sacrificing the baby.

The argument that childbirth is extremely dangerous, and abortion should be readily available so women can opt out of this commitment, overemphasizes the likelihood that a woman will succumb to a complication of pregnancy.  The most recent U.S. maternal mortality rate is 18/100,000 live births.
  While we all wish it was zero, for even the death of one mother is an unspeakable tragedy, it should be emphasized that this risk is only slightly higher than the risk of dying in a given year in a motor vehicle accident (10.3/100,000).
  Despite these odds, we do not avoid riding in a car to conduct our daily activities.  Why should we argue that women end the lives of their unborn children in order to protect their own?
Recommendations:

1. Advocate for better data collection, especially correlating current outcomes and historic early pregnancy events such as induced abortions, ectopic pregnancies, gestational trophoblastic disease and miscarriages. 
2. Enforce mandatory reporting of abortion complications and abortion-related deaths, with strict noncompliance penalties, to improve data collection and more accurately reflect abortion-related maternal deaths.
3. Direct special attention toward the long-term association between induced abortion and subsequent abnormal placentation with its risk of catastrophic hemorrhage possibly leading to maternal death. 
4. Raise awareness that induced abortion is also associated with very preterm deliveries in subsequent pregnancies, forcing obstetrical interventions that could increase the risk of maternal mortality.  Cervical incompetence is a strong risk factor for extremely premature rupture of membranes with a high risk of intraamniotic infection and possible sepsis.
5. Be aware that a woman’s mental health status affects her risk of maternal morbidity and mortality. Conditions such as postpartum depression, post-abortion depression or depression following neonatal loss are associated with adverse outcomes such as suicide, homicide and increased risk-taking behavior, including opioid and other substance/alcohol abuse. 
6. Encourage additional, well designed research studies of the abortion-linked complications that have been inadequately studied, such as the abortion-breast cancer link.

7. Consider social determinants of health disparities, particularly as they contribute to the increased mortality of ethnic/racial minority mothers and their babies.  Particular emphasis should be given to encouraging paternal engagement and increasing familial support.

8. Attention should be directed to improving obstetric management of high-risk pregnant women with advanced age, pre-existing obesity, diabetes, hypertension, thrombophilia, cardiomyopathy, congenital cardiac disorders and/or prior poor pregnancy outcomes, as well as managing new onset pregnancy complications such as multiple gestation, gestational diabetes, pregnancy-induced hypertension and thrombophlebitis.
9. Women should be counseled regarding the increased risks associated with childbirth at more advanced ages.  Most women do desire to become mothers in their lifetimes and should be aware that there are limits to the ability of their bodies to create and sustain a pregnancy safely.

10. As physicians caring for two patients who deserve our excellent treatment and advocacy, we should continue to argue against the false premise that the health of one of our patients (the mother) may necessitate the death of the other (the fetus).
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