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Objectives
By the end of the program, participants will be able to:

o identify serious perinatal events

o participant will have a better understanding of how healthcare 
providers address perinatal events and ways to improve 
outcomes 

o to recognize mental, physical and behavioral  responses to 
stress and tips on managing stress

o a better understanding of a medical debrief and how to use a 
debrief tool
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We all have a story to tell…
oPatient Story:

https://safehealthcareforeverywoman.org/voices/jamie/

What is a Serious Perinatal Event?

Maternal Mortality & Morbidity

Neonatal Mortality & Morbidity

Sentinel Events

https://safehealthcareforeverywoman.org/voices/jamie/
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CDC Definitions:  Morbidity

o Defined as any departure, subjective or objective, from a state of 
physiological or psychological well-being. 
• morbidity encompasses disease, injury, and disability

Measures of morbidity frequency characterize the number of persons in a 
population who become ill (incidence) or are ill at a given time 
(prevalence)

CDC Definition:  Mortality
o Mortality data indicate numbers of deaths by 

place, time and cause. WHO’s mortality data 
reflect deaths registered by national civil 
registration systems of deaths, with the 
underlying cause of death coded by the national 
authority. 

o A mortality rate is a measure of the frequency of 
occurrence of death in a defined population 
during a specified interval. 

o Morbidity and mortality measures are often the 
same mathematically; it’s just a matter of what 
you choose to measure, illness or death. 

https://www.who.int/topics/mortality/en/

https://www.cdc.gov/csels/dsepd/ss1978/index.html

Deaths occurring during 

a given time period

Size of the population 

among which the deaths 

occurred 

× 10 n 

o The formula for the mortality of a defined 

population, over a specified period of 

time, is:
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Perinatal Mortality 

o In the United States, population-level health data is primarily derived from birth and death 
certificates submitted to the National Vital Statistics System (NVSS) by individual states and 
territories.  

• The standardized terminology and definitions allow direct comparison of important 
population-level health markers such as birth, death, and outcome rates  

o A standard set of reporting measures are reported to the NVSS; however, individual states may 
choose to collect additional data of importance to their specific population. 

• In the United States, completion of a birth certificate form is required for all births regardless 
of length of gestation or weight and uses uniform definitions. 

• Fetal death reporting requirements, however, vary by state and may be based on gestational 
age or birth weight criteria. 

Martin, Et al.  Fanaroff and Martin's Neonatal-Perinatal Medicine, 11th Ed 2020 Elsevier, Inc.

Perinatal Mortality  - More Definitions

Martin, Et al.  Fanaroff and Martin's Neonatal-Perinatal Medicine, 11th Ed 2020 Elsevier, Inc.

Commonly Reported Rates (from Table 2.2 Fanaroff and Martin)

Perinatal Mortality 
(PMR)*

Infant deaths under 7 days of age and fetal 
deaths ≥ 28 weeks gestation per 1000 live 
births plus fetal deaths

Infant mortality 
rate (IMR)

Deaths prior to 1 year of life per 1000 live 
births

Neonatal Mortality Deaths prior to 28 days of life per 1000 live 
births

Post-neonatal
mortality

Deaths from 28 days to < 365 days per 
1000 live births

*PMR definition I is used for international and state-specific 
comparisons because of differences among countries and states in 
the completeness of reporting of fetal deaths prior to 28 weeks 
gestation.

Vital Statistics Definitions (From Table 2.3 Fanaroff & Martin)

Live Birth The complete expulsion or extraction from the mother of a product of human conception, 
irrespective of the duration of the pregnancy, which, after such expulsion or extraction, breathes 
or shows any other evidence of life, such as beating of the heart, pulsation of the umbilical cord, or 
definite movement of voluntary muscles, regardless of whether the umbilical cord has been cut or 
the placenta is attached.  Heartbeats are to be distinguished from transient cardiac contractions; 
respirations are to be distinguished from fleeting respiratory efforts or gasps. 

Fetal Death Death before the complete expulsion or extraction from the mother of a product of human 
conception, irrespective of the duration of the pregnancy that is not an induced termination of 
pregnancy.  The death is indicated by the fact that, after such expulsion or extraction, the fetus 
does not breathe or show any other evidence of life such as beating of the heart, pulsation of the 
umbilical cord, or definite movement of voluntary muscles. Heartbeats are to be distinguished 
from transient cardiac contractions; respirations are to be distinguished from fleeting respiratory 
efforts or gasps. 

Infant 
Death

Live birth (as above) that results in death prior to 1 year of life (<365 days)

Neonatal
Death

Death before 28 days of life

Post-
Neonatal 
Death

Death at 28 days to 364 days of life
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Perinatal Mortality
o The National Center for Health Statistics (NCHS) provides two different definitions for Perinatal 

Mortality
1. Deaths of infants of less than 7 days of age and fetal deaths of 28 weeks of gestation or more per 1000 live 

births plus fetal deaths
2. Infant deaths of less than 28 days of age and fetal deaths of 20 weeks or more per the same denominator. 

o World Health Organization (WHO) & American College of Obstetricians and Gynecologists (ACOG)
• differ slightly and include the number of fetuses and live births weighing at least 500 g rather than using a 

gestational age cutoff
o National Center for Health Statistics (NCHS)

• Fetal death means death prior to the complete expulsion or extraction from its mother of a product of 
human conception, irrespective of the duration of pregnancy and which is not an induced termination of 
pregnancy. The death is indicated by the fact that after such expulsion or extraction, the fetus does not 
breathe or show any other evidence of life such as beating of the heart, pulsation of the umbilical cord, or 
definite movement of voluntary muscles.

Gabbe, S. 2017 Obstetrics: Normal and Problem Pregnancies 7th Ed  Elsevier, Inc.

Maternal Morbidity & Mortality 
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Maternal Mortality Rate

o The maternal mortality rate is a ratio 

used to measure mortality associated 

with pregnancy. 

o Maternal mortality rate is usually 

expressed per 100,000 live births. 
Number of live births reported during the same time period 

https://www.cdc.gov/csels/dsepd/ss1978/index.html

The numerator is the number of deaths during a given time 

period among women 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.

Maternal Mortality
o It is difficult to accurately measure maternal mortality. 
o The most commonly used definitions are those developed by the World Health 

Organization (WHO). 
• Maternal death is defined as the “death of a woman while pregnant or within 42 days of termination 

of pregnancy, irrespective of the duration and site of pregnancy, from any cause related to or 
aggravated by the pregnancy or its management, but not from accidental or incidental causes.” 

• A  pregnancy-related death is the “death of a woman while pregnant or within 42 days of termination 
of pregnancy, irrespective of the cause of death.” Late maternal death is the “death of a woman from 
direct or indirect causes, more than 42 days, but less than 1 year, after termination of pregnancy.” 

Creasy and Resnik's Maternal-Fetal Medicine: Principles and Practice 8th Edition. 2019 Elsevier, Inc. 
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Maternal Mortality:   
Maternal Death (Indirect v/s Direct)

o Direct obstetric deaths are those resulting from obstetric complications of the pregnant state 
(pregnancy, labor, and puerperium) as a consequence of interventions, omissions, or 
incorrect treatment, or from a chain of events resulting from any of these.  

o Indirect obstetric deaths are those resulting from previous existing disease or disease that 
developed during pregnancy and that was not the result of direct obstetric causes, but was 
aggravated by the physiologic effects of pregnancy.  

o Deaths of unknown cause are not classified as either direct or indirect.

Creasy and Resnik's Maternal-Fetal Medicine: Principles and Practice 8th Edition. 2019 Elsevier, Inc. 

Maternal Mortality Related Definitions - CDC
There are a variety of terms connected with maternal mortality

CDC:  Report from nine maternal mortality review Committees - http://reviewtoaction.org/sites/default/files/national-portal material/Report%20from%20Nine%20MMRCs%20final_0.pdf

Review to Action – Working together to prevent maternal mortality http://www.reviewtoaction.org/learn/definitions

Maternal death:

•Used by World Health 
Organization – death of 
a woman while 
pregnant or within 42 
days of termination of 
pregnancy, regardless of 
the duration and the 
site of the pregnancy, 
from any cause related 
to or aggravated by the 
pregnancy or its 
management, but not 
for accidental or 
incidental causes. 

Pregnancy-associated:

•The death of a woman 
while pregnant or within 
one year of the 
termination of 
pregnancy, regardless of 
the cause.

Pregnancy-related:

•The death of a woman 
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

•This is further defined as 
the death of a pregnant 
or postpartum woman 
was related to her 
pregnancy

•In other words…if this 
woman was not 
pregnant, she would not 
have died.

Pregnancy-associated, 
but NOT related:

•The death of a woman 
during pregnancy or 
within one year of the 
end of the pregnancy 
from a cause that is not 
related to pregnancy.

•This is a woman died for 
a reason, but not 
related to the fact that 
she was pregnant. 

Unable to determine if 
pregnancy-related or 

pregnancy-associated, 
but NOT related

•Unable to determine 
pregnancy-related or 
pregnancy-associated

Not pregnancy-related or 
associated

•i.e., false positive, 
woman was not 
pregnancy within one 
year of her death

http://reviewtoaction.org/sites/default/files/national-portal-material/Report%20from%20Nine%20MMRCs%20final_0.pdf
http://www.reviewtoaction.org/learn/definitions
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Maternal Morbidity Definition 
o “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.”
o Indicators from the CDC:

• Acute myocardial infarction

• Aneurysm

• Acute renal failure

• Adult respiratory distress syndrome

• Amniotic fluid embolism

• Cardiac arrest/ventricular fibrillation

• Conversion of cardiac rhythm

• Disseminated intravascular coagulation

• Eclampsia

• Heart failure/arrest during surgery or procedure

• Puerperal cerebrovascular disorders

• Pulmonary edema / Acute heart failure

• Severe anesthesia complications

• Sepsis

• Shock

• Sickle cell disease with crisis

• Air and thrombotic embolism

• Blood transfusion

• Hysterectomy

• Temporary tracheostomy

• Ventilation

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

“Near Miss” or Severe Maternal Morbidity

o “For every maternal death, there are an estimated 100 “near misses” 
resulting in severe maternal morbidity.”

o “Severe morbidity can significantly impact individual quality of life and 
health care expenditure. Like mortality, severe maternal morbidity 
disproportionately affects non-Hispanic black women.”

Creasy and Resnik's Maternal-Fetal Medicine: Principles and Practice 8th Edition. 2019 Elsevier, Inc. 
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Notes from the Obstetric Care Consensus 
Statement on Severe Maternal Morbidity

o Severe maternal morbidity is associate with a high rate of 
preventability

o Can be considered a “near Miss” for maternal mortality 
because without identification and treatment, some of these 
cases may have led to a maternal death.

o ACOG/SMFM/AWHONN/ACNM define Severe Maternal 
Morbidity as:

• Unintended outcomes of the process of labor and delivery that result 
in significant short-term or long-term consequences to a woman’s 
health.  

• There is not a complete consensus among systems/organizations for a 
list of conditions.   

Looking at Examples of Severe Maternal Morbidity
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https://www.cdc.gov/reproductivehealth/maternalinfanthealth/severematernalmorbidity.html

Data Trends

Fingar KF (IBM Watson Health), Hambrick MM (AHRQ), Heslin KC (AHRQ), Moore JE (Institute for Medicaid Innovation). Trends and Disparities in Delivery Hospitalizations Involving Severe

Maternal Morbidity, 2006-2015. HCUP Statistical Brief #243. September 2018. Agency for Healthcare Research and Quality, Rockville, MD. www.hcup-us.ahrq.gov/reports/statbriefs/sb243-

Severe-Maternal-Morbidity-Delivery-Trends-Disparities.pdf. 

https://www.cdc.gov/reproductivehealth/maternalinfanthealth/severematernalmorbidity.html
https://www.hcup-us.ahrq.gov/reports/statbriefs/sb243-Severe-Maternal-Morbidity-Delivery-Trends-Disparities.pdf
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Finding the Numbers for Morbidity & Mortality

Obstetrics: Normal and Problem Pregnancies Seventh Edition Copyright © 2017 by Elsevier, Inc. All

CDC/AIM Codes for Severe Maternal Mortality
https://www.cdc.gov/reproductivehealth/maternalinfa
nthealth/smm/severe-morbidity-ICD.htm
CDC SMM Codes

https://safehealthcareforeverywoman.org/aim-data/

AIM ICD-10 CODES

https://www.cdc.gov/reproductivehealth/maternalinfanthealth/smm/severe-morbidity-ICD.htm
https://safehealthcareforeverywoman.org/aim-data/
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https://www.cdc.gov/reproductivehealth/maternalinfanthealth/pregnancy-complications-data.htm#hyper

https://boi.ifsreports.com/statewide/aim.html 

https://www.cdc.gov/reproductivehealth/maternalinfanthealth/pregnancy-complications-data.htm#hyper
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Neonatal Morbidity & Mortality 

Infant Mortality
Infant Mortality:  Neonatal mortality rate

• The neonatal period covers 

birth up to but not including 28 

days.

Postneonatal mortality rate

• The postneonatal period is 

defined as the period from 28 

days of age up to but not 

including 1 year of age. 

x 1000

https://www.cdc.gov/csels/dsepd/ss1978/index.html

Number of deaths among children < 1 year 

of age reported during a given time period

Number of live births reported during 

the same time period
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Why is Prematurity Such a Problem?

• Main cause of death during 

first month of life

• Continue  to deliver 

prematurely despite advances 

in medical management

• 1/3 of all infant mortality is 

attributable directly to 

prematurity or its related 

complications

• Cost
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https://www.marchofdimes.org/peristats/Peristats.aspx
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Infant Mortality in S.C.

o Infant deaths per 1,000 live births

• 2016:  7.0
• 2017:  6.5
• 2018:  7.0
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Neonatal / Infant Morbidity
o Significant morbidities that occurred in infants 22 to 25 weeks 

gestation who survived their initial neonatal intensive care unit (NICU) 
admission include:
• Severe intraventricular hemorrhage (Grade III and IV)
• Periventricular leukomalacia (PVL)
• Necrotizing enterocolitis (NEC)
• Bronchopulmonary dysplasia (BPD) 
• Severe retinopathy of prematurity (ROP) (≥Stage 3)
• Late-onset infection 

 Most surviving infants less than 26 weeks gestation are likely to have a significant morbidity and 
the risk of more than one morbidity increases with decreasing gestational age 

https://www.uptodate.com/contents/periviable-birth-limit-of-viability

Periviable Birth
o Definition:

• Periviable Birth is a delivery occurring 
from 20 0/7 weeks to 25 6/7 weeks of 
gestation (Obstetric Care Consensus, 
June 2016)

o Outcomes:
• From the 1950’s through 1980 death 

was virtually ensured with delivery of 
an infant at or before 24 weeks 
gestation

o Remains true in present day
• Delivery before 23 weeks gestation 

typically results in neonatal death (5-6% 
survival), among rare survivors, 
significant morbidity is universal (98-
100%)

• Study demonstrated wide variation in 
practices regarding initiation of 
resuscitation.  May explain variation in 
survival and survival without 
impairment, particularly at 22 weeks and 
23 weeks



Handouts - Perinatal Systems:  

You Aren’t Alone:  What Should Happen After Serious Perinatal Events

18

Why All the Talk?
o Recent data has suggested that survival for infants born at less than 23 

weeks gestation can be improved if perinatal interventions (antenatal  
steroids, operative deliveries for fetal distress, neonatal resuscitation) are 
made on the fetus behalf

o Japan has reported:
• Intact survival rates for infant born alive at 22 weeks of gestation with overall survival rates of 33%

o United States reported:
• Similar rates as Japan of survival among newborn infants born at 22 weeks gestation

o Therefore, if survival were the only consideration, it would seem reasonable 
to offer resuscitation and intensive care to all infants born at or beyond 22 
weeks of gestation

Why All the Talk?
o But data has also shown:

• Most infants born before 25 weeks gestation will have some degree of neurodevelopmental 
impairment and possibly long-term problems involving other organ systems

• Infants born at 22 weeks have reported rates of moderate to severe neurodevelopmental 
impairment, 85% to 90%

• Infants born at 23 weeks gestation, rates are not significantly lower

o The risk of permanent, severe neurodevelopmental and other special 
health needs affect both the infant and the family. These risk may 
outweigh the benefit of survival alone for some parents. 

https://pediatrics.aappublications.org/content/136/3/588
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Percentage of Survival by Gestational Age

Surviving Neonates with Severe or 
Moderate   Disability by Gestational Age
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NICHD Calculator: Survival and Survival Without Major Morbidity

NICHD gestational age calculator

Source : NICHD website.

NICHD Calculator: Survival and Survival Without Major Morbidity 
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Limitations to Using NICHD Calculators
o Models do not keep up with advancing medical care

• Provides a point estimate based on population averages but not individualized to a specific fetus
• Dating might be inaccurate
• Does not differentiate between a fetus at 23 0/7 wks. and 23 6/7 wks
• Newborn weight can only be estimated 

o Parental values on outcomes like NDI, death or severe morbidity varies 
widely and is not factored in

o Response of an individual neonate to resuscitation can never be foreseen

Obstetric Care consensus 2016.
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Periviable Birth Outcomes

Should We Resuscitate?
o Common Ethical Principles

• Autonomy: Respecting an individual’s rights to make choices that affect his or her life
• Beneficence: acting to benefit others
• Non-maleficence: avoiding harm
• Justice: treating people truthfully and fairly

o Exceptions to this rule include
• Life-threatening medical emergencies and situations where patients are not competent to make 

their own decisions

o Neonatal resuscitation is a medical treatment often complicated by both of these 
exceptions

NRP 7th Edition
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Should We Resuscitate?
o Parents Role

• Surrogate Decision Maker
• Parents are considered the best surrogate decision maker for their own babies and should be 

involved in shared decision making whenever possible
• They must be given relevant, accurate, and honest information about the risks and benefits of each 

treatment option
• They must have adequate time to thoughtfully consider each option, ask questions, and seek other 

opinions
• Barriers
• The need for resuscitation is often unexpected emergency with little opportunity to achieve fully 

informed consent before proceeding
• A lot of time we do not have all the information prior to delivery and can make it difficult for parents 

to decide what is in their baby’s best interest before birth
 Extent of congenital anomalies
 Actual gestational age
 Likelihood of survival
 Potential for severe disabilities

NRP 7th Edition

Should We Resuscitate?
o Doctors Role

• Give the most accurate prognostic information using all relevant information affecting the prognosis
• Involve parents in the decision making about whether attempting resuscitation is in their baby’s best 

interest

o What Does NRP 7th Edition State?
• If the responsible physicians believe that there is no chance for survival, initiation of resuscitation 

offers no benefit to the baby and should not be offered.

• Humane, compassionate, and culturally sensitive palliative care focused on ensuring 
the baby’s comfort is the medically and ethically appropriate treatment

• Example: Confirmed 22 weeks gestation and some severe congenital malformations and 
chromosomal anomalies

NRP 7th Edition
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Should We Resuscitate?
o Pediatrics

• Fetal gestational age, as currently estimated, is an imprecise predictor of neonatal survival, but 22 
weeks of gestation is generally accepted as the lower threshold of viability

• Although most infants delivered between 22 and 24 weeks gestation will die in the neonatal 
period or have significant long-term neurodevelopmental morbidity, outcomes in individual cases 
are difficult to predict

o Outcomes of infants delivered at 22 to 24 weeks of gestation vary significantly from 
center to center
• Because of the uncertain outcomes for infants born at 22-24 weeks gestation, it is reasonable 

that decision-making regarding the delivery room management be individualized and family 
centered, taking into account known fetal and maternal conditions and risk factors as well as 
parental beliefs regarding the best interest of the child

Viability
o Definition of  viability

• Fetal viability: as the word has been used in 
the US constitutional law since Roe vs Wade, 
viability is the potential of the fetus to survive 
outside the uterus after birth, natural or 
induced, when supported by up-to-date 
medicine (Wikepidia)

• The Nuffield Council on Bioethics defines the 
borderline of viability as an infant born at or 
before the gestation of 25 weeks

• Seri and Evans have defined viability as the 
age at which the infant has a 50% chance of 
long-term survival

o At present, specific regulations on abortion limits or 
legal definitions of viability have been delegated to 
the individual states and territories of the United 
States ,the majority of these statues have deferred 
judgment of viability to the attending physician.  32 
of those that state of infer a gestation limit ranges 
from 19-28 weeks.

o SC Defines: "Viability" means that stage of human 
development when the fetus is potentially able to 
live outside of the mother's womb with or without 
the aid of artificial life support systems. For the 
purposes of this chapter, a legal presumption is 
hereby created that viability occurs no sooner than 
the twenty-fourth week of pregnancy.

https://www.scstatehouse.gov/code/t44c041.php
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22 Weeks Gestational Age 23 Weeks Gestational Age 

Sentinel Events
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Sentinel Events – Joint Commission
o Patient safety event: An event, incident, or condition that could have resulted or did result in 

harm to a patient.
o Adverse event: A patient safety event that resulted in harm to a patient.
o Sentinel event: A subcategory of Adverse Events, a Sentinel Event is a patient safety event 

(not primarily related to the natural course of the patient’s illness or underlying condition) 
that reaches a patient and results in any of the following:
• Death
• Permanent harm
• Severe temporary harm

o Close call or “near miss,” “no harm,” or “good catch”: A patient safety event that did not 
cause harm as defined by the term sentinel event. 

o Hazardous (or “unsafe”) condition(s): A circumstance (other than a patient’s own disease 
process or condition) that increases the probability of an adverse event.

Note: It is impossible to determine if there are practical prevention or mitigation countermeasures available without first doing an 
event analysis. An event analysis will identify systems-level vulnerabilities and weaknesses and the possible remedial or corrective 
actions that can be implemented.

https://www.jointcommission.org/assets/1/6/PS_chapter_AHC_2018.pdf

Joint Commission

https://www.clinicalkey.com/#!/content/book/3-s2.0-B9780323479103000498

https://www.clinicalkey.com/#!/content/book/3-s2.0-B9780323479103000498


Handouts - Perinatal Systems:  

You Aren’t Alone:  What Should Happen After Serious Perinatal Events

27

Joint Commission – Risk Reduction Strategies
Risk Reduction Strategies:

Revise orientation and training process 70 percent

Physician education and counseling 36 percent

Revise communication protocols 36 percent

Reinforce chain-of-communication policy 28 percent

Revise competency assessment 25 percent

Standardize equipment and drug availability 25 percent

Conduct team training 25 percent

Revise consultation and on-call policies and procedures 23 percent

Revise Medical Staff credentialing and privileging process 21 percent

Institute changes in the patient assessment policy 21 percent

Standardize the evaluation and monitoring process 21 percent

Revise the staffing plan and process 17 percent

Adopt American Academy of Pediatrics (AAP), American College of Obstetricians and Gynecologists 
(ACOG) guidelines for perinatal care 

13 percent

Institute mock OB emergency training drills 11 percent

Revise the conflict resolution policy 8 percent

Revise transfer policies and procedures 4 percent

https://www.jointcom

mission.org/assets/1/

18/SEA_30.PDF

Joint Commission Recommendations
Sentinel Event Alert, Issue 30: Preventing infant death and injury during delivery - July 21, 2004

Since the majority of perinatal death and injury cases reported root causes related to problems with organizational culture and 
with communication among caregivers, it is recommended that organizations:
1. Conduct team training in perinatal areas to teach staff to work together and communicate more effectively.
2. For high-risk events, such as shoulder dystocia, emergency Cesarean delivery, maternal hemorrhage and neonatal 

resuscitation, conduct clinical drills to help staff prepare for when such events actually occur, and conduct debriefings to 
evaluate team performance and identify areas for improvement.

3. Review and apply the ACOG VBAC Practice Bulletin, Vaginal Birth after Cesarean Delivery; the Standards & Guidelines for 
Professional Nursing Practice in the Care of Women and Newborn from the Association of Women's Health, Obstetric and 
Neonatal Nurses; and the AAP and ACOG guidelines for perinatal care, including those to: 
a. Develop clear guidelines for fetal monitoring of potential high-risk patients, including nursing protocols for the 

interpretation of fetal heart rate tracings.
b. Educate nurses, residents, nurse midwives, and physicians to use standardized terminology to communicate 

abnormal fetal heart rate tracings.
c. Review organizational policies regarding the availability of key personnel for emergency interventions.
d. Ensure that designated neonatal resuscitation areas are fully equipped and functioning (page
e. Develop guidelines for the transfer of patients to a higher level of care when indicated, if essential services cannot be 

readily provided per ACOG guidelines
4. Use a standardized maternal fetal record form for each admission.

https://www.jointcommission.org/assets/1/18/SEA_30.PDF
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How Do We Address Serious Perinatal Events?

Safety Bundles

Documentation

Communication

Current Recommendations for Improving Outcomes
The American College of Obstetricians and Gynecologists (the 
College) makes the following recommendations regarding 
clinical guidelines and standardization of practice to improve 
outcomes:
o Protocols and checklists should be recognized as guides to the 

management of a clinical situation or process of care that will 
apply to most patients. For any patient whose care cannot be 
managed by standardized protocols because of clinically valid 
reasons, the physician should document in the medical record 
why the protocol or checklist is not being followed. 

o Obstetrician–gynecologists should be engaged in the process of 
developing guidelines and presenting data to help foster 
stakeholder buy-in and create consensus, thus improving 
adherence to guidelines and protocols. 

ACOG Committee Opinion Number 792, “Clinical Guidelines and Standardization of Practice to Improve Outcomes. 09/2019 – Interim Update
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Process Improvement
o Standardization of practice is an important goal because of the wide variation that 

exists in many areas of practice within obstetrics and gynecology.
o Performing critical tasks the same way every time can reduce the kind of errors 

that all human beings are subject to, especially when fatigue is a factor and in 
stressful environments such as the labor and delivery suite or operating room. 

o Elimination of variation in processes has been a cornerstone of improved 
performance and reliability over the past several decades in commercial aviation, 
military flight operations, and the nuclear energy industry. 

• OB Example of Standardization:  GBS Testing/Treatment
o Standardization of any process of care through the use of protocols and checklists 

can be expected to achieve a similar reduction in harmful events.

ACOG Committee Opinion Number 792, “Clinical Guidelines and Standardization of Practice to Improve Outcomes. 09/2019 – Interim Update

Protocol/Checklist Development
o Protocols and checklists should be recognized as a guide to the management of a clinical 

situation or process of care that will apply to most patients. 
• Randomized controlled trials alone are not necessary to provide evidence that one particular method of 

approaching a clinical situation is preferable to others before adopting a protocol or algorithm in a 
clinical setting. 

• Input based on multiple team members in an effort to achieve optimal results, using 
standardization, will often yield improved results. 

o The process to develop protocols must be collaborative, inclusive, and multidisciplinary, and 
should include hospital administration working with and supporting physicians, nurses, patient 
advocates, and other staff members. 

o When checklists or protocols are developed at a national level, it is often advisable to adapt 
them to individual practice settings. 
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Screening Tool - Obstetric

Easter SR, 

Batemane, BT, 

Sweeny VH, et al.   A 

comorbidity-based 

screening tool to 

predict severe 

maternal morbidity at 

the time of delivery.  

Am J Obstet Gynecol

2019; 221:227.e1-10

Recognition
o An adverse pregnancy outcome can be seen as 

continuum of deteriorating event from

o The ‘track & trigger’ of physiological parameters on a 
chart can aid in early recognition and treatment of 
maternal morbidity, thus halting this cascade of 
severe maternal morbidity and mortality.

Singh, A.  Evaluation of maternal early obstetric warning system (MEOWS 

chart) as a predictor of obstetric morbidity: a prospective observational study 

European Journal of Obstetrics & Gynecology and Reproductive Biology, 2016-

12-01, Volume 207, Pages 11-17.

Normal / 
Healthy 

Pregnancy
Morbidity

Severe 
Morbidity

Near 
Miss

Death
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“MEOWS”   Maternal Early Warning Obstetric Warning System

o A trigger was defined as a 
single markedly abnormal 
observation (red trigger) or the 
combination of two 
simultaneously mildly 
abnormal observations (two 
yellow triggers). 

Singh, A.  Evaluation of maternal early obstetric warning 

system (MEOWS chart) as a predictor of obstetric morbidity: a 

prospective observational study European Journal of 

Obstetrics & Gynecology and Reproductive Biology, 2016-12-

01, Volume 207, Pages 11-17.

o https://safehealthcareforeverywoman.org/

https://safehealthcareforeverywoman.org/
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https://www.cmqcc.org/

Check 
Lists
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www.cmqcc.org
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o G:\Articles\2019-12 
Debrief\WHO_HIS_SDS_2015.26_eng.pdf

Periviability Communication
o When a delivery is anticipated near the limit of viability, families and 

health care teams are faced with complex and ethically challenging 
decisions

o Current model is shared decision making between health care 
professionals and parents

o Ongoing ethical debate with who should have the final word when health 
care professionals and parents do not agree

o End-of-life Decision

file://prmhuser/users/MSFlanag/Articles/2019-12 Debrief/WHO_HIS_SDS_2015.26_eng.pdf
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Focus on Teamwork:  NRP Key Behavioral Skills
Behavior Example

Anticipate and plan Plan how you will provide antenatal counseling and manage difficult 
ethical decisions.  Develop protocol when caring for a dying baby and 
supporting grieving family

Communicate effectively When counseling parents, use clear language and terminology that 
they will understand.  Visual aids and written material may be helpful.  
Use an appropriately trained medical interpreter if needed

Use available resources.  Call for 
additional help when needed

Become familiar with resources in your hospital and community that 
can help to resolve conflicts, answer legal questions, and provide 
bereavement services. Consult your RPC if needed

Maintain professional behavior Ensure the healthcare team understand the treatment plan

Know your environment Understand the cultural and religious expectations surrounding death 
in your community

NRP 7th Edition

Neonatal Resuscitation Documentation
o Quality of resuscitation and stabilization has significant effect on 

morbidity and mortality
o Study by 6 North American Institutions showed

• No standardization with documentation 
• Significant variations with  institutions
• Items documented vary
• Who documents vary
• Conclusion of study
• Understanding variations by institutions would lead to standardization of neonatal resuscitation 

documentation

o NRP 7th Edition 
• No formal resuscitation form

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4647697/
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Case Sample

Case Adapted from:   Westerhuis M, Kwee A, van Ginkel A, Drogtrop A, Gyselaers W, Visser G. Limitations of ST analysis in clinical practice: three cases of

intrapartum metabolic acidosis. BJOG 2007; DOI: 10.1111/j.1471-0528.2007.01236.x.

o A 24-year-old Gravida 1 Para 0 woman had an uncomplicated pregnancy until 40 weeks of gestation. Labor was 
induced because of oligohydramnios and reduced fetal movements.

o Began cervidil induction on day 1 in evening; Morning of 2 day – AROM and start Oxytocin induction

10 Minutes1 Minute

EFM Strip 1
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o Oxytocin running
o Prep for Epidural

EFM Strip 2

o Post Epidural

EFM Strip 3
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o SVE:  8cm
o Maternal fever – IV antibiotics started

EFM Strip 4

o Final Tracing
o Epidural Off – intrauterine resuscitation

• SVE 10 CM
• Vacuum assisted Vaginal Delivery at 23:56

EFM Strip 5
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Neonatal Information
o Born at Level II Center
o Red Flags

• Apgar’s: 1min: 1  5 min:  3  10 min: 4
• Cord gas:  6.98/86/20/-14.3
• Heart rate in 50’s with no respiratory effort
• No spontaneous activity and no tone
• Infant required PPV for 30 seconds with no improvement in heart rate
• Chest compressions started and continued to bag via neopuff
• At 5 minutes of life, heart rate 193, spontaneous breathing noted, PPV stopped and placed on 

CPAP
• Infant with grunting, retracting and oxygen saturations 95%

Neonatal Information
o Management of Neonate

• Passive cooling started by turning off radiant heat warmer
• CBG:  7.12/62/20/ (blood gas did not give base result)
• Infant transported to Level III center

 Cooling continued via transport isolette
 Transported on CPAP +6, 25%

o Admission Management in Level III Center
• Continue CPAP, UAC/UVC placed
• Exam with decreased tone and activity
• None vigorous
• Frog-legged position
• Weak suck and incomplete Moro
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Neonate Continued 

o Admission Management in Level III Center
• STABLE exam completed and infant qualified for “Whole Body Cooling”
• Cooling started per protocol

o Daily Management
• HUS completed and normal
• Weaned to room air on 10/7/19
• Exam showed good tone and appropriate responsiveness
• Infant cooled per protocol for 72 hours.  

Neonate Continued
o MRI after rewarmed
• Patchy foci of perventricular hemorrhagic ischemic change.  Small foci of cortical/subcortical ischemic change 

with minimal accompanying left-sided hemorrhage involving occipal lobes.

o Neurology consulted with no further evaluation or intervention recommended
o Infant discharged home with Babynet referral and to be closely monitored by PCP 

for developmental milestones
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Cerebral Palsy

o Spastic Cerebral Palsy
• Most common, making up to 70-80% of cases
• Caused by damage to brain’s motor cortex which 

controls voluntary movement
• Also caused by damage to pyramidal tracts which 

help relay signals to the muscles

o Common Signs and Symptoms
• Awkward reflexes
• Stiffness in one part of the body
• Contractures (permanently tightened muscles or 

joints)
• Abnormal gait

Neonatal Encephalopathy 
(Acute Intrapartum Hypoxic Event)

o It is now known that there 
are multiple potential 
causal pathways that lead 
to cerebral palsy in term 
infants, and the signs and 
symptoms of neonatal 
encephalopathy may range 
from mild to severe, 
depending on the nature 
and timing of the brain 
injury.

Neonatal Encephalopathy and Neurologic Outcome, Second Edition Pediatrics 2014;133;e1482

DRF: distal risk factor 

PRF: proximal risk factor
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Cerebral Palsy from Intrapartum/Peripartum Event

I. Case Definition
II. Neonatal Signs Consistent with an Acute Peripartum or Intrapartum 

Event
III. Type and Timing of Contributing Factors that are Consistent with and 

Acute Peripartum or Intrapartum Event
IV. Developmental Outcome is Spastic Quadriplegia or Dyskinetic

Cerebral Palsy

Neonatal Encephalopathy and Neurologic Outcome, Second Edition Pediatrics 2014;133;e1482

I.  Case Definition

o Neonatal encephalopathy is a clinically defined syndrome of disturbed 
neurologic function in the earliest days of life in an infant born at or 
beyond 35 weeks of gestation, manifested by a subnormal level of 
consciousness or seizures, and often accompanied by difficulty with 
initiating and maintaining respiration and depression of tone and 
reflexes.

Neonatal Encephalopathy and Neurologic Outcome, Second Edition Pediatrics 2014;133;e1482
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II.  Neonatal Signs Consistent with an Acute 
Peripartum or Intrapartum Event

A. Apgar Score of Less Than 5 at 5 Minutes and 10 Minutes
B. Fetal Umbilical Artery Acidemia
C. Neuroimaging Evidence of Acute Brain Injury Seen on Brain MRI or 

Magnetic Resonance Spectroscopy Consistent With Hypoxia–Ischemia 
D. Presence of Multisystem Organ Failure Consistent With Hypoxic–

Ischemic Encephalopathy 

Neonatal Encephalopathy and Neurologic Outcome, Second Edition Pediatrics 2014;133;e1482

III.  Type and Timing of Contributing Factors that are 
Consistent with and Acute Peripartum or Intrapartum 
Event.

A. A Sentinel Hypoxic or Ischemic Event Occurring Immediately Before or 
During Labor and Delivery

B. Fetal Heart Rate Monitor Patterns Consistent With an Acute 
Peripartum or Intrapartum Event

C. Timing and Type of Brain Injury Patterns Based on Imaging Studies 
Consistent With an Etiology of an Acute Peripartum or Intrapartum 
Event 

D. No Evidence of Other Proximal or Distal Factors That Could Be 
Contributing Factors

Neonatal Encephalopathy and Neurologic Outcome, Second Edition Pediatrics 2014;133;e1482
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IV. Developmental Outcome is Spastic Quadriplegia or 
Dyskinetic Cerebral Palsy

A. Other subtypes of cerebral palsy are less likely to be associated with acute 
intrapartum hypoxic–ischemic events.

B. Other developmental abnormalities may occur, but they are not specific to 
acute intrapartum hypoxic–ischemic encephalopathy and may arise from a 
variety of other causes.

Neonatal Encephalopathy and Neurologic Outcome, Second Edition Pediatrics 2014;133;e1482

Did This Case Qualify as Intrapartum event?  

Cerebral Palsy from Intrapartum Event Qualify?  Y/N

1 Case Definition YES

2 Neonatal Signs Consistent with an Acute Peripartum
or Intrapartum Event

YES

3 Type and Timing of Contributing Factors that are 
Consistent with and Acute Peripartum or Intrapartum 
Event

YES

4 Developmental Outcome is Spastic Quadriplegia or 
Dyskinetic Cerebral Palsy

Yes
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Does EFM in Labor Improve Outcome?

o No significant differences between 
techniques were noted for the following 
newborn/childhood outcomes: 
• Acidemia (measured in cord blood) 
• Apgar score <4 at five minutes
• Neonatal intensive care unit admission
• Hypoxic ischemic encephalopathy 
• Perinatal mortality 
• Neurodevelopmental impairment at ≥12 

months of age
• Cerebral palsy

o Although use of continuous electronic FHR 
monitoring resulted in fewer neonatal seizures, 
there were no differences in long-term neurologic 
outcomes.

o Continuous electronic FHR monitoring resulted in:
• More operative vaginal deliveries for abnormal FHR 

patterns or acidosis 
• Fewer spontaneous vaginal births
• More cesarean deliveries for abnormal FHR patterns or 

acidosis. 
• Overall risks of instrumental vaginal and cesarean 

delivery were also statistically increased

o For both low- and high-risk pregnancies, continuous electronic FHR monitoring is 

not clearly superior to intermittent auscultation with respect to preventing death or 

poor long-term neurologic outcome, and has a high false-positive rate

Figure 

American Journal of Obstetrics & Gynecology 2016 215, 261-264DOI: (10.1016/j.ajog.2016.05.046) 

Copyright © 2016 Elsevier Inc. Terms and Conditions

http://www.elsevier.com/termsandconditions


Handouts - Perinatal Systems:  

You Aren’t Alone:  What Should Happen After Serious Perinatal Events

46

Work-Related Stress and Debriefing

Stress in the Workplace

Managing Stress

Debrief

Stress in the Workplace

o Professions that involve human contact and rapid decision-
making are among the most stressful work environments 

o Workplace anxiety can lead to a lower quality of care and 
professional satisfaction 

o Work-related stress can effect the medical professional’s family, 
leading to a lower quality of life 
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Mental Responses to Stress Include: 

o Depression
o Anxiety 
o Emotional 

withdrawal
o Loss of empathy 

for patients 

Physical Responses to Stress Include: 

o Migraines
o Skin rashes 
o Irritable bowel syndrome 
o Cardiovascular diseases and stroke
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Behavioral Responses to Stress Include: 

o Irritability
o Alcoholism and other addictive behaviors 

Helpful Tips on Managing Stress 

o Track your stressors: 

• Record your thoughts and reactions to 
stressors you commonly experience

o Develop healthy responses: 

• Exercise 

• Hobbies / Take time off 

• Avoid fast food 

• Avoid alcohol 
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Helpful Tips on Managing Stress 

o Establish Boundaries: 
• Do your best to not take work home
• Avoid checking emails while not at work 

o Talk to your supervisor:
• Not a time to complain 
• A time to find solutions 

o Seek support from family and friends 

Human Factors Involving Stress 

o Forgetting

o Fatigue / Boredom

o Sensory/Perception Limitations

o Task Saturation & Shedding

o Tunnel Vision & Monitor Fixation

o Unfamiliar / Untrained

o Family & Life’s Pressures!!!
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Patient Harm is a Chain of Events

Humans Make Mistakes 

Teams that practice closed-loop 

communication reduce stress and 

may prevent mistakes from 

reaching patients  

Misadventures Will Happen

Murphy’s Law:  

If something can go wrong, it will 

go wrong!  Be ready to manage 

the unexpected! 

Mother Nature: 

Sometimes you can do everything 

correctly and your patient dies 

anyways!
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Avoid Negative Thinking

I Can’t Do This. I Hope Nothing 

Goes Wrong Today!

WHEN Something Goes Wrong, 

I’ll Be Ready!

Remain Confident in Your Training and Available Resources 

Was It Really A Miracle?
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Medical Debriefing

o Debriefing is usually done after a significant 
event 

o Everyone involved should be invited to the 
debrief

o Allow staff to discuss their thoughts and 
emotions 

o Counselors, social workers, and chaplains 
can be present to support staff 

Medical Debriefing
o Debriefing can be facilitated by a nursing supervisor, clinical coordinator, 

or physician 

• NOT a time to assign blame 

• Debriefing is a learning experience 

• NOT an individual counseling session

• Describe the event and the response  

• ALL facts involving the situation should be discussed
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Perinatal Case Scenario

Maternal Event

Neonatal Event
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Case Study Presentation - Maternal

Debrief of Case
oPlease utilize the form in your packet to complete the Debrief of the 

Maternal Video
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Case Study Presentation - Neonatal

Debrief of Case
oPlease utilize the form in your packet to complete the Debrief of the 

Neonatal Video
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More examples of Communication & Debriefs

o https://www.ahrq.gov/hai/tools/perinatal-
care/modules/posthemorrhage-video.html

o https://www.ahrq.gov/hai/tools/perinatal-
care/modules/strategies.html

Toolkit for Improving Perinatal Safety. Content last reviewed June 2017. Agency for 

Healthcare Research and Quality, Rockville, MD.

https://www.ahrq.gov/hai/tools/perinatal-care/index.html 

Thank you!

o Questions? 

o Please complete your evaluation!

https://www.ahrq.gov/hai/tools/perinatal-care/modules/posthemorrhage-video.html
https://www.ahrq.gov/hai/tools/perinatal-care/modules/strategies.html
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