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Objectives

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

o

o

identify serious perinatal events

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

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

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 Serioas FPerinatal Loent?

Maternal Mortality & Morbidity
Neonatal Mortality & Morbidity

Sentinel Events



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

(prevalence)

coC ﬁef/}(/f/w(: /%/‘L‘a//'b‘%

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.

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

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

population who become ill (incidence) or are ill at a given time

o The formula for the mortality of a defined

population, over a specified period of
time, is:

Deaths occurring during
a given time period
x10n

Size of the population
among which the deaths
occurred
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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, 11t Ed 2020 Elsevier, Inc.

FPerinatal /%n‘a/?%o - More pbﬁk/?f/o/(&

Commonly Reported Rates (from Table 2.2 Fanaroff and Martin)

Vital Statistics Definitions (From Table 2.3 Fanaroff & Martin)

Perinatal Mortality Infant deaths under 7 days of age and fetal
(PMR)* deaths > 28 weeks gestation per 1000 live
births plus fetal deaths

Infant mortality Deaths prior to 1 year of life per 1000 live
rate (IMR) births

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

births
Post-neonatal Deaths from 28 days to < 365 days per
mortality 1000 live births

*PMR definition | 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.

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

Death

Neonatal Death before 28 days of life

Death

Post- Death at 28 days to 364 days of life

Neonatal

Death

Martin, Et al. Fanaroff and Martin's Neonatal-Perinatal Medicine, 11" Ed 2020 Elsevier, Inc.
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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 7" Ed Elsevier, Inc.
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Maternad Mortadlty Fute

The maternal mortality rate is a ratio The numerator is the number of deaths during a given time
. . period among women while pregnant or within 42 days of
used to measure mortallty associated termination of pregnancy, irrespective of the duration and the
H site of the pregnancy, from any cause related to or
with pregnancy'. ) aggravated by the pregnancy or its management, but not
Maternal mortality rate is usually from accidental or incidental causes.

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

Matornal /%/‘lfd//'l%

o Itisdifficult 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 8" Edition. 2019 Elsevier, Inc.
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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 8" Edition. 2019 Elsevier, Inc.

Maternal Mortality Related Definitions - CDC

There are a variety of terms connected with maternal mortality

Maternal death:

Pregnancy-associated:

Pregnancy-related:

Pregnancy-associated,
but NOT related:

Unable to determine if

pregnancy-related or

pregnancy-associated,
but NOT related

Not pregnancy-related or
associated

eUsed 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.

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

*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.

*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
pregnancy-related or
pregnancy-associated

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

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



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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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 * Pulmonary edema / Acute heart failure
* Aneurysm * Severe anesthesia complications

e Acute renal failure e Sepsis

e Adult respiratory distress syndrome ¢ Shock

* Amniotic fluid embolism * Sickle cell disease with crisis

e Cardiac arrest/ventricular fibrillation ¢ Air and thrombotic embolism

* Conversion of cardiac rhythm * Blood transfusion

* Disseminated intravascular coagulation * Hysterectomy

e Eclampsia e Temporary tracheostomy

* Heart failure/arrest during surgery or procedure * Ventilation
* Puerperal cerebrovascular disorders

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

Near /”/[%’ Yore Severe Wat&maf /%/‘//é{/'b?

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 8" Edition. 2019 Elsevier, Inc.
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Notes f/w( the Qbstetric Care Consensus
Statement o Severe Matornal /%ﬁ//é{/'b}

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

S e ek Seeminn 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.

/Mé}g} at fva/r(/ﬁ/%’ 0f Severe Maternal /%/‘//2{/5%

Table 1. Example List of Diagnoses and Complications Constit

Tabla 1. Example List of Diagnoses and Complications Constituting Severa Maternal Morbiity™

Severe Maternal Morbidity

Not Severe Morbidity
(insufficient evidence if this is the only criteria)

Femarhage

Obstatric hemorhage with 24 units of red biood calls transfused

Obstetric hemortage with 2-3 units of rd biood calls iransfused
ALONE

Obstatric bamotthage with 2 unts of red blood cels and 2 units of
‘rash imzen piasma transfused (withaut ather procedures or
‘complications| i not judged to be overexuberant transfusion

Obstatric hemorrhaga with 2 units of red blood calls and 2 units af
frash frozen plasma transfusad AND judged o be “overexuberant”™

Ohsttric hamonhage with <4 bnits f biood products transfused and
avidanca of pumanary congestion that saquies >1 dose of urosemida

Obstatric hemarhaga with <4 units of blood products transfusad and
vidence of puimonary adma requiring anly 1 dose of ursemide

Obstatric bamorthage with retur 10 cpersting room for any major
procedure (exciudes dilation)

Severe Maternal Morbidity

Not Sevare Morbidity
(insufficient evidence if this s the only criteria)

Sepsis.

Infection with iypotansion wih mulple e of intravenous fuid or
prassors used [saptic shock)

Faver >385°C with slevatad lactats alans without hypotension

25 pulmonary edema or

aruts respiratory distress syndrome

Favor >38 5°C With prosumed choricmatrits/andomatriis with
alavated pulse bt no othar cardiovastuiar signs and nomal lactate

Prsitiva bioad cultura WIthout pther evidanze of significant systamic
ilnass

Pulmonay

Diagnasis o acuta respiatory distrss symdroms, peimonary odama,
or pustoperative geumania

‘Administration of bxygen without a pumanary diagnosis

Ay emergency/unplanned paripartun hystarectamy, regardless f
number of units transfused {includes all pacents accretas)

Planned peripartum hysterectomy for cancer/neoplasia

Ohstatri hemonbage with uaring artary embolization, regardless of
umber o unis transfused

balloon ar
‘suure placad and 7-3 units of bibod groduets transfusad

‘with uterins balloon of utarin compression
suture plata and <1 unit of blood products transused

Usa af 2 ventilator (with sither intubation or norinvasive technique)

Daep vein thrombasis or pulmanary embalism

Cariac

) with intensive

) with intensive

care unit admission for trestment

Obstatric bamorthage adrittad o rtansiva cara Ut for Invasive,
manitaring or treatment fithes medication or procedure; nat just
abserved overmight]

‘Any Cbstetric hemormhage that want 0 the ntensive cars unit for
cbservation only withaut further treatmant

Peripartum cardiomyopathy

cara unit admission for oservation only

cara unit admission for oservation only

>1 dose of infravanaus medication but not

intensiva care unit admission

Anhythmia roquiring 1 dose af intravenous medication but no

Hypertonsion/Neurolagic infensiva car unit admission
Fclampiic saizurefs) or epilaptic seizures that were “status™ Arrhythmia that requires intensive care unit with further treatments  Arrhythmia that requires infensive care unit obsarvation but no exira
Conti ) i madication reaiments

Nonresponsivenass or 1455 of vision. permanant ar tamporary
{but not momentary). decumented in physician's propress noies

Imansive Care Uniyinvasive Monitoring

unit admission that includes treatmant or diagnostic

Stroke, coms, intracrarial hamortage

Precclampsia with difficut ]

Chraric hypertension that drifs up 1o severe range and needs

{>160 systolic blood pressura o 110 diastolc biood pressurs) that
roquires multiple intravenous doses, parsistent 48 hours after
dlivery. or bath

postoparative medication dose aitrstion: precciampsia blaod
prassurs control with oral medications =48 hours after salivery

Liver or subcapsular hematoma or severs fiver injury adritted o the
intansiv care unit (bilirbin >6 or ier anzymes >G00)

or therapautic procerura

Intansiva cara unit admission for obsenvation of hypertansian that
doas NOT requir intravenous medications

Contral lne or pulmonary cathater usad o monitor 3 compiication

Imtansive cars unit admission for abservation after penaral anesthasia

Sugical Bladkr, ant Bowel Complications

Bowal or bladder injury during surgery beyond minar serosal ar

Abnormal iver jring extra prolonged
of stay but niot in the inensive care unit

Multipla coaguiation sbrormalities or savere hemalysis, elevated
Tiver anzymes, and low plataiat count (HELLP] syndrome

Sevara thrombocytopania (<50,000] alana that doas not raquire a
transfusion or intansiva cara Lnit admission

Horal

‘Small-bowal obstruction, with or without surgery during prgnancy/
postpartum period

Prolonged ileus for =4 days

Postoparative ilus that resovad withoun surgery in <3 days

Angsihesia Compicatians

‘Diagnosis of acute tubular necrosis of raatment with ranal dialysis

OViguria treated with IniFavenoLs TILiss (10 intensive care nit
admission)

Oliguria treated with multipie doses of Lasix

Oliguiia treated with 1 dase of intravencus fluids |no infensive care
unit admission)

Creatining 2. in 2 woman withaut presisting reral iseasa OF 2
doubiing of the baseline craatining i 2 woman with preexising
renal diseas

foortinued)

Total spinal anesthesia

Failed spinal anesthasia that requires ganeral anesthesia

Aspiration preumania

Spinal headachs treated with 2 blood pateh

Epidural hamatoma

Aiobrevistion: HELLP, heryss,slevate ver enaymes, and low platelet count

“This st pronics 2 ser
Ths Colege and SVEM

= merbisy.

= of ¥
Reprinted ram Main EF, Abreo A, McNafy J, Gabert W, Molisy C, Positler D, e al. Massuring severe mateml morbicty: validafion of pteniil measares. A
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Rate of severe maternal morbidity per 10,000 delivery hospitalizations

Blood transfusions

Severe maternal morbidity
without blood transfusions

—

1993 1995 1997 1999 2001 2003 2004 2006 2008 2010 2012 2014

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

severe morbidity, 2006-2015

Any severe matemal 166
morbidty 45 percent
increase
1211
101.3
54 percent
Blood transfusion nerease
(with or without other indicators
789 of severs matemal morbidity}
24 percent
increase
18 9
Other severe matemal morbidity
(with or without blood transfusion)®
2006 2007 2008 2009 2010 20M 2012 2013 2014 2015

Flgura 3.

according to whether the v ony severa 2015

Year

23 percentiower

AuanPate
IWander
8.8 * Hipanic

' - "

Type of Dalivery

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.ahrg.

ov/reports/statbriefs/sh243-

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

10


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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TATERNAL DEATHS AND

OR GLOBAL CAUSES OF DIRECT

2
CAUSE

INCIDENCE OF NUMBER OF CASE DEATHS % OF ALL

COMPLICATION (% OF CASES FATALITY DIRECT

LIVE BIRTHS) RATE (%) DEATHS
Hemorrhage 10.5 13,795,000 1.0 132,000 28%
Sepsis 4.4 5,768,000 1.3 79,000 16%
Preeclampsia 32 4,152,000 17 63,000 13%
eclampsia
Obstructed labor 4.6 6,038,000 07 42,000 9%
Abortion 14.8 19,340,000 0.3 69,000 15%

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

5&5/ AN Codes faﬁ Severe Maternal /%/olfa/ﬁ%

https://www.cdc.gov/reproductivehealth/maternalinfa
nthealth/smm/severe-morbidity-ICD.htm
CDC SMM Codes

Appendix 2. Severe Morbidity Indicators and Corresponding ICD-9-CM/ICD-10- CM/PCS Codes
during Delivery Hospitalizations.

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

SMM Numerator | [CD-10(2018 ICD-10-CM Diagnosis Codes Pregnancy, childbirth and the puerperium 000-09A
. - e —

D94

The table be e a ing 1CD codes used to ide DIAGNOSIS
TR 1. Acute myocardial infarction
Severe Maternal Morbidity Indicators and Corresponding ICD Codes duris
2 ik b csnimn oz ot 2. Acute Renal Failure diagnosis
Severe Matermal Morbidity indicator oXorPR_|
L. Acute myocardial infarction o 3. Adult Respiratory Distress Syndrome diagnosis
= 4. Amniotic fluid embolism
4. Adult respiratory distress syndrome Dx 5. Aneurysm
Eis- Ammiotic fluld embolism . S 6. Cardiac arrest/ventricular fibrillation
) 6. Cardiac amest/ventricular fibrillation’ ox
o e oive = 7. Disseminated Intravascular Coagulation
ed intravascular coagulation ox 8, Eclampsia

110. Heart failure/arrest during surgery or procedure ox 9-Heurt fallurn/arvest during pn-u:edura or surgery
5 11 Puerperal cerebrovascular disorders ox 12. Puerperal Cerebrovascular Disorder
5 12 Pulmonary edema / Acute heart failure X 13. Acute Heart Failure / Pulmonary edema
7 13.Severe anesthesia complication x
| - 14. Severe anesthesia complications
315 Shock ox 15, Sepsis
) 16. Sickle cell disease with cisis ox 16. Shock
L 17. Alr nd thrombotic embolism ox
218 Blood products transfusion o 17. Sickle Cell Disease with
3 19, ysterectomy - PR 18. Air and thrombotic embolism
#120. Temporary tracheostomy’ G PROCEDURE 1co-10
5 21.ventilation o

19. Blood transfusion

21. Conversion of cardiac rhythm
22, Hysterectomy
23. Operations on heart and pericardium

24. Temporary tracheostomy
25. Ventilation

11


https://www.cdc.gov/reproductivehealth/maternalinfanthealth/smm/severe-morbidity-ICD.htm
https://safehealthcareforeverywoman.org/aim-data/
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Rate of hypertensive disorders per 10,000 delivery hospitalizations

1000

900
Hypertensive disorders In pregnancy

800

G /‘_/——/\/
600 /

500

400

300

Chronic hypertension
100 4/—_-_

0
1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014

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

o https://boi.ifsreports.com/statewide/aim.html
{ O hitps./ /o sreports.com/statewides s hy - @80 | Seach p-

© SC Birth Outcomes Inistv.
Fie Edit View Favorites Tools

L5 sttt for Famies nSociety

[E3

AlM © 3]

South Carolina

Severe Maternal Morbidity (ExI. Transfusion)

Choose Filter Groups (Limit 1)

» @

® Time Period

Payer Source O Maternal Age O Maternal Race § 2 3

®
. — Y — > ¥

Motess Data v & ) smbors refiect the linkage of thr srces and may, there
y dueta ta andlar mea: rict i « w for more detalled informa 201504 21601 w1602 01603 201604 wron w7a 0173 201704 2018 01 0@

Perinatal Leve | % [l Perinatal Level | % A\ Perinatal Level il % §PSouth Caromna %

Perinatal Level

Perinatal Level South
n Carolina
Overall Overall
Percent Percent Percent.

03 1.0 0.7

< >
hetps://boidsreport.comy statewide/ newbomhealth himi LT

|
Overall
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Infent Mortality

Infant Mortality: Neonatal mortality rate

* The neonatal period covers
Number of deaths among children < 1 year birth up to but not including 28
of age reported during a given time period days.

Number of live births reported during
the same time period 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.

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

13
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//éf 8 /oe/f(ata/é/l{y Such a Froblom?

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

Preterm birth

United States, 2016

uuuuuuu

Preterm-related and other leading causes of infant deaths,

United States, 2013

nnnnnn

$63 AVERAGE COST OF A PRETERM BIRTH
THOUSAND vt e b b s st e

Preterm is less than 37 weeks of pregnancy.
Source: National Center for Health Statistics, final natality data.
Retrieved March 27, 2018, from www.marchofdimes.org/peristats.

Percent of live births

I Higher than US Rate of
9.8 (25)
Between MOD 2020
goal of 8.1 and US Rate

(22)
Il Met or lower than MOD
2020 goal of 8.1 (4)

march ofdimes

GRTING CHANCE TOR EVERY BABY

14



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

Preterm birth

South Carolina, 2012-2015 Average

Percent of live births
I Higher than SC Rate of
11.1(24)
Between MOD 2020
goal of 8.1 and SC Rate
(22)

@ 2018 March of Dimes Foundaton. All ights reserved

Preferm is less than 37 weeks of pregnancy. .
Source: National Center for Health Statistics, final natality data. march of dimes

Retrieved March 27, 2018, from www.marchefdimes.org/peristats. N , B
A FIGHTING CHANCE [OR EVERY BABY

A Profile of Prematurity in United States PeriStats ‘

In an average week in United States

76,509 7,465 5,252 1,214

MARCH OF DIMES

A Profile of Prematurity in South Carolina PeriStats

In an average week in South Carolina

1,118 122 85 22

15
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L
Strone Me
BABIES.

2019
MARCH OF DIMES
REPORT CARD

SOUTH CAROLINA

PREMATURITY  PRETERM 8}
GRADE BIRTH RATE -§""--.....
% |
21.3% Hiconm awn i as
2000 2o
?‘:?:ﬁ:‘ Ms peristaTs
BABIES.

PRETERM BIRTH RATES BY COUNTIES AND CITY

CHANGE IN RATE FROM

COounTY 1 GRADE PRETERM BIRTH RATE LAST YEAR
Charleston D+ 10.6% Worsened
Greenville D na% Worsened
Horry D n.3% Improved
Lexington [ 10.8% Worsened
Richland F 12.4% Improved
Spartanburg ] n% Worsened
nHan orbavt % m o,l,
Figure 2.

Five Year Infant Mortality Rates' by County
South Carolina
2013-2017

o Infant deaths per 1,000 live births jecimiay

e 2016:70 | 4
e 2017: 6.5
* 2018: 7.0

Five-Yoar Infant Mortality
Rates by County
20133007, Seuth Carsins Revsrce Outs

Above State Average indicates a rate greater than 7.2.
State Average Indicates a rate between 5.8 and 7.2 inclusive.
Below State Average indicates a rate lower than 5.8.

'Rate per 1,000 live births. Rates calculated with 20 or fewer deaths are unreliable and should be used
cautiously.
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Neonatal / A(fairf /%/%/&(7'&%

o Significant morbidities that occurred in infants 22 to 25 weeks
gestation who survived their initial neonatal intensive care unit (NICU)

admission include:

Periventricular leukomalacia (PVL)
Necrotizing enterocolitis (NEC)
Bronchopulmonary dysplasia (BPD)

Late-onset infection

Severe retinopathy of prematurity (ROP) (>Stage 3)

Severe intraventricular hemorrhage (Grade Il and 1V)

" 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

Periviabte 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

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

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
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/(/4% A the [alk7

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

/(/éy AY the [alk7

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.
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Percentage of Survival by Gestational Age

cc38888388

24 07-24 617
Gestational Age (Weeks)

23 0/1-23 8/7

2 0/7-258/1

==& S0ll 2010 - Liveborn

percentage survival®

i (Costeloe 2012 - Resuscitated

percentage survival'

e |shii 2013 - Liveborn

percentage sunival®

= «@== Rysavy - Overall

percentage survival®

Younge 2017 — I.'nlaebom
percentage survival at
18-22 months comected age
Epoch 3 (2008-2011)"

Surviving Neonates with Severe or
Moderate Disability by Gestational Age

Percentage

80
70
60
50
40
30

220/1-226/1

230/1-236/7

24 0/7-24 617
Gestational Age (Weeks)

250/7-256/7

—o— Rysavy 2015 — Percentage survival
with moderate or severe impairment
among surviving newborns*®

~o— Wood 2000 — Reflects 1995 data;
percentage survival with severe
disability at 30 months'

~—&— Moore 2013 — Percentage survival
with moderate to severe impairment
at 4-8years'

Marlow 2005 - Reflects 1995 data;
percentage survival with overall
severe disability at 6 years®

~—a— |shii 2013 - Percentage survival
with profound neurodevelopmental
impairment!!

—o— Younge 2017 — Percentage of
surviving neonates with neuro-
developmental impairment at
18-22 months corrected age
Epoch 3 (2008-2011)"
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NICHD Calculator: Survival and Survival Without Major Morbidity

Enter the characteristics below.

Gestational Age (Best Obstetric Estimate in

Completed Weeks): 23 WEEkSXJ
Birth Weight (407 Grams to 1,000 Grams}: 500\ grams
Sex: @ Female () Male
Singleton Birth: @YesNo
Antenatal Forticosteroids (Within Seven Days o YesooNo
Before Delivery}:

View Outcome Estimates Clear

NICHD Calculator: Survival and Survival Without Major Morbidity

Gestational Age (Best Obstetric Estimate in <
Completed Weeks} 22 wee SJ

Birth Weight (407 Grams (o 1,000 Grams}: 500  grams

Sex: @ Female () Male
Singleton Birth: @ Yes)No
Antenatal Fortlcostermds (Within Seven Days o Ves o No
Before Delivery}

View Outcome Estimates Clear

Estimated outcomes* for infants in the NRN sample are as follows:

Outcomes Outcomes Outcomes for
for All Mechanically
Infants Ventilated Infants

Survival {27% 38%

Survival Without Profound |18% 25%

Neurodevelopmental

Impairment

Survival Without Moderateto  |11% 15%

Severe Neurodevelopmental

Impairment

Death |73% 62%

Death or Profound |82% 75%

Neurodevelopmental

Impairment

Death or Moderate to Severe ?89% 85%

Neurodevelopmental

Impairment

Estimated outcomes* for infants in the NRN sample are as follows:

Outcomes Outcomes Outcomes for
for All Mechanically
Infants Ventilated Infants

Survival 9% 25%

Survival Without Profound 5% 14%

Neurodevelopmental

Impairment

Survival Without Moderateto 3% 9%

Severe Neurodevelopmental

Impairment

Death 91% 75%

Death or Profound 95% 86%

Neurodevelopmental

Impairment |

Death or Moderate to Severe  |97% 91%

Neurodevelopmental

Impairment

Source : NICHD website.
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Linitations to Using NICHD Caleatutors

(@)

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

Parental values on outcomes like NDI, death or severe morbidity varies
widely and is not factored in
Response of an individual neonate to resuscitation can never be foreseen

Obstetric Care consensus 2016.

Table 3. General Guidance Regarding Obstetric Interventions for Threatened and Imminent Periviable Birth by

Best Estimate of Gestational Age*
20 0/7 weeks to 22 0/7 weeks to 23 0/7 weeksto 24 0/7 weeksto 25 0/7 weeks to

21 6/7 weeks 22 6/7 weeks 23 &/7 weeks 24 6/7 weeks 25 6/7 weeks
Ny | Not ded Consider Consider R ded R
for resuscitation” 1A 28 8 18 18
Antenatal Not recommended Not recommended Consider Recommended Recommended
corticosteroids 1A 1A 2B 18 18
Tocolysis for preterm labor  Not recommended Not recommended Consider Recommended Recommended
to allow for antenatal 1A 1A 8 18 3]
corticosteroid
administration
Magnesium sulfate for Not recommended Mot recommended Consider Recommended Recommended
neuroprotection 1A 14 7B 1B 1B
Antibiotics to prolong Consider Consider Consider R ded R ded
latency during expectant 2 2c 8 18 18
management of preterm
PROM if delivery is not
considered imminent
Intrapartum antibiotics for Mot recommended Not recommended Consider Recommended Recommended
group B streptococci 1A 14 B 1B 1B
prophylaxis’
Cesarean delivery for fetal  Not recommended Mot recommended Consider Consider Recommended
indication 1A 1A 28 18 18

Abbreviation: FROM, premature rupure of membranes.

*Survival of infants bom in the periviable period is dependent on itation and support. Between 22 weeks and 25 weeks of gestation, there may be factors in addition

10 gestational age that will affect the potential for survival and the determination of viability. Importantly, some families, concordant with their values and preferences, may
choosa to forgo such resuscitation and support. Many of the other decisions on this table will be linked to decisions regarding resuscitation and support and should be con-

sidered in that context.

"Group B streplococci carmier, o cattier Status unknown

*For example, persistently abnormal fetal heart rate pattems or biophysical testing, malpresentation
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Periviable Birth Outcomes

Gestational Death Outcomes at 18 to 22 Months Corrected Age*

Age Before
n NICU Death Death/ Profound Death/Moderate to

Completed Discharge Neurodevelopmental Severe Neuro
Weeks) Impairment developmental
Impairment

Outcomes Only for Mechanically Ventilated Infants in the
Sample

Gestational Death Outcomes at 18 to 22 Months Corrected Age**

Age Before
n NICU Death Death/ Profound Death/Moderate to

Completed Discharge Neurodevelopmental Severe Neuro
Weeks) Impairment developmental
Impairment

Shoudd We Fesusertate 7

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 Fesuseitate?

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 7 Edition

Shouldd //e Fosuseilate 7

o

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

What Does NRP 7t 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 7t Edition
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Should We Fesuseitate?

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

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

PEDIATRICS
e | ]
Viabit
rabittty
o Definition of viability o At present, specific regulations on abortion limits or
* Fetal viability: as the word has been used in legal definitions of viability have been delegated to
the US constitutional law since Roe vs Wade, the individual states and territories of the United
viability is the potential of the fetus to survive States ,the majority of these statues have deferred
outside the uterus after birth, natural or judgment of viability to the attending physician. 32
induced, when supported by up-to-date of those that state of infer a gestation limit ranges

medicine (Wikepidia)
The Nuffield Council on Bioethics defines the

borderline of viability as an infant born at or
before the gestation of 25 weeks

from 19-28 weeks.

o SC Defines: "Viability" means that stage of human

development when the fetus is potentially able to
Seri and Evans have defined viability as the th\:: :ilétts)lfd:rfc)i;itc?:l mzt?ue;;ovgfsstz(:/r:: I?(;r\A'Icll:ZOUt
age at which the infant has a 50% chance of . A
long-term survival 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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‘ ; © GEOFEHOBINSONF A
22 Weeks Gestational Age 23 Weeks Gestational Age

Sentinel Lrents
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Sentinel Loents — Ut Commission

o

o

Patient safety event: An event, incident, or condition that could have resulted or did result in
harm to a patient.

Adverse event: A patient safety event that resulted in harm to a patient.

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

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.

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

Unavailable prenatal information |

Toint Commission o

Staffing
redentialing/privileging/supervision
Unavailable equipment/drugs
Inadequate fetal monitoring

Orientation and training

Staff competency ||

Organization culture

Communication

Percentage of 47 perinatal deaths

IMAGE

Patient Safety and Quality Improvement in Obstetrics

Creasy and Resnik's Maternal-Fetal Medicine: Principles and Practice.

Pettker, Christian, MD; Grobman, William, MD, MBA. Published December 31, 2018. Pages 841-851.e3. © 2019.
Figure 49.1

Root causes of perinatal sentinel events: The Joint Commission, 1995-2004.
MD, Medical doctor.

https://www.clinicalkey.com/#!/content/book/3-s2.0-B9780323479103000498
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Jaint Commissin ~ Kok 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 13 percent
(ACOG) guidelines for perinatal care

Institute mock OB emergency training drills 11 percent
Revise the conflict resolution policy 8 percent
Revise transfer policies and procedures 4 percent

ot Commission Fecommendations

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.

b.

c.
d.
e.

Develop clear guidelines for fetal monitoring of potential high-risk patients, including nursing protocols for the
interpretation of fetal heart rate tracings.

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

Review organizational policies regarding the availability of key personnel for emergency interventions.

Ensure that designated neonatal resuscitation areas are fully equipped and functioning (page

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 astandardized maternal fetal record form for each admission.

https://www.jointcommission.org/assets/1/18/SEA_30.PDF
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@

tow Do We Address Serivas Perinatal Loents?

Safety Bundles
Documentation

Communication

Current Focommendalions fm @ﬁ/‘w/}y Outoomes

INTERIM UPDATE

ACOG COMMITTEE OPINION

Committes on Patient Safety and Quality Improvement

Clinical Guideli and Standardization of Practice to
Improve Outcomes

ABSTRACT:

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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Frocess //f(/amae/f(e/(f

O

(0]

Standardization of practice is an important goal because of the wide variation that
exists in many areas of practice within obstetrics and gynecology.
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.
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
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

/D/‘alfaw// Checklist ﬂwe/a/a/f(e/ﬂf

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.

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.

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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APPENDIX1
Obstetric comorbidity index score form

Obstetric Comorbidity Index Score
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faﬁe/e/(/}g/ (00l - ODbstetr

Maternal Condition Points Comments RBRENDE e : 5
- List and weight of comorbidities from the database-derived obstetric

Proecampsia with Severe Features" or Eckmpsa 5 comorbidity index®
Pree campsia ] Gestatioral / Chronlc Hypertension 7 ndex
Congestve Heart Fallre B Comorbidity Weight
Pulmonary Hypertension 0
Tscheric Heart Disease / Cardiac Arthythimia 3 Severe preeclampsia or eclampsia 5
‘Congenital Heart and for Valvular Disease 4 Chronic congestive heart failure 5
Multiple Gestation 2 Congenital heart disease 4
Tnirauterine Fetal Dermb e 7
PR GEnta Previ / Swpected Accrets / Abruption 7 Pulmanary hypertension 4
Previous Cesarean Delvery/ Myomactomy T Chronic ischemic heart disease 3
Justolman sease [ Lopus 2 Sickle cell disease 3
HIV/AIDS 2
Sidle Cell Disease / Beeding Disorder  Coagulopathy [Antcosgulaton | 3 Muitiple gestation 2
Epllepey ] Cerabrovascular Accident / Neuromuscular Dizorder 7 Cardiac valvular disease 2
‘Chronic Renal Disease T Systemic lupus enythematosus 2
Tethma T

HIV 2
Diabetes on Insulin T
Waternal Age> 44 3 Mild or unspecified preeckampsia 2
Waternal Age 4044 7 Drug abue 2
Waternal Age 3539 T

Placenta previa 2
SChetance Use Dizorder 7
Hcohal Abue T Chronic renal disease 1
BMI > 50 3 Preexisting hypertension 1
BMI> 40 B

Previos cesarean delivery 1
“Serers Festures, Syetole B 2 160, diastalic 69 2 110, cresinke > 11, | Total: | MD NoBfied:
oligaria (<30 cefh), elevated AST or ALT, platelets < 100,000, persistent Gestational hypertension 1
pigastric pain, headache, or scotomata, placental abruption. Alcohal abuse |

Asthma 1
Instructions for Use:
1y Circle omorbidities present in your patient andtally score a botor Preexisting diabetes melltus 1
2 Does s ptert e eyt gk fstures o ik hous b addod tothe It Materal age, y

linician for M1 seore > 6 or with g
4, Doctinietth OOl soré o B idnghacco gl a4 3
5) Place completed sheet in locked bin behind des e B
RN Date Time: 35-%9 !
eyl AR e o] DY Gt P, Easte e al. OB-GM1 for maternl is asesime. Am | Obsict Gyrecol 2019

‘SEPTENBER 2019 Amorican Jourmal of Obstetics & Gynecokgy 2719
Pt

RKecopnition

ANNEXURE IV

A

agE:

SR NuMBER:
DIAGNOSIS:
(AT aDMIsSION)

ot write values in

Easter SR,
Batemane, BT,
Sweeny VH, etal. A
comorbidity-based
screening tool to
predict severe
maternal morbidity at
the time of delivery.
Am J Obstet Gynecol
2019; 221:227.e1-10

MEOWS CHART)

bux at sach time of manitering.

Time s

o An adverse pregnancy outcome can be seen as
continuum of deteriorating event from
Normal / Severe Near
PHealthy » | Morbidity | % Morbidity » Miss » | Death
regnancy
o The ‘track & trigger’ of physiological parameters on a

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-

chart can aid in early recognition and treatment of
maternal morbidity, thus halting this cascade of
severe maternal morbidity and mortality.

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

30



Handouts - Perinatal Systems:

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

MNEOWS”
Maternal Early Warning Obstetric Warning System

TABLE

Table 1

Cut-off limits of trigger zones for individual parameters.

Parameter

Red trigger

Respiratory rate; breaths/min <10 or »30

Oxygen saturation; %
Heart rate; beats/min
Systolic BP; mmHg
Diastolic BP; mmHg
Lochia

Proteinuria

Colour of liguor
Neuroresponse

General condition

<Q0

<30 or >120

<80 or >160

»00

Heavy/foul smell
=2+

Green

Yellow trigger
21-30

100—120 or 30—40
80—Q0 or 150—160
8090

Unresponsive, pain Voice
5

Looks unwell

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.

PATIENT SAFETY BUNDLES

o https://safehealthcareforeverywoman.org/
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C M QCC FOR FAMILIES CMQCC AccountsLogin ~ ContactUs  Q
California Maternal MATERNAL SSOUNEIER
Gualty Core Colisbortve

NEW JOINT PROJECT
Mother & Baby Substance
Exposure Initiative, a hospital
and community-based QI effort

Leamn more >

Recent Publications News

Webinar - The Value of Data to Advance Equity-

OBSYETRICS & GYNSCOLOGY R ond Based QI: Introducing the NEW MDC Equity
S Dashboard
Stroke in California $ep 27,2019
Judy. AE, McCan, CL. Lawton, ES, Morton, CH, Main, EK. & Druzin ML. *Systolic
o View webinar recording and slides here. The value of data to
Obstetrics & Gynecology. 2019; 1. advance equity-based QI Objectives: 1. To gain an understanding of
the nower.of both.
po—
The American College of f” "y
Obstetricians and Gynecologists | 3
C memmioneenss | of] |
S
Patient Safety Checklist Number 6 + August 2012
a
P DOCUMENTING SHOULDER DYSTOCIA -
0 Debrictiog peranct
Date_ Patient Date of birth MR#
Physician or idwife Gravi O Delivery =1 s  degree.
Timing D Momarees for poazpartam hemurhape
Onset of active labor_ Start of second stage_ D Yex Ressine:
Delivery of head Time shoulder dystocia recognized and help called. %
Delivery of posterior shoulder Delivery of infant a wpby
_ 2 Goonsinstion of folkow-op care for mosber and baby
e D Mommored for poasparnuem depresios:
O Assessment of pelvis 23 Yex Rescits:
Q History of pri i cati i %
O History of prior shoulder dystocia O History of gestational disbetes Procedaral Flemests for Shoskder Dystocia
O Largest pri sinh weigh 0 st weight .
Q Cesarean delivery if esti ight g 4500 g Gif i diabetes mellitus) 1 cs, sncabesa,
or greater than 5,000 g (if patient does not have diabetes mellitus) 2 fabite smmever fng, Mcliokans mamewver)
Intrapartum documentation: T ; i
Q Mode of delivery of vertex: 4 Coader stominal chivery
Q Spontaneous a i i Indication: S Dovement cvent— move ko documentaton chock it
QO Vacuum Q Forceps
O Anterior shoulder:
Q Right Q Left 1 Shoubler dywecia. 20 Amcrican
Q Traction on vertex: 2000900 104550 [INAMef] [Obusreracs & Crmecodopy| &
Q None O Standard
3 o fonial pressure appicd Stomdorktion ofIrsth e procios s redaced vristion b es s & mpere o
O Maneuvers utilized (1): @ series of Pusiens Safety Checklists % help facihiase the ssandanbication process. This checklist
O Hip flexi a e D) reflects cmergong climcal, xcsenisfic and putens sofets advamrs a1 of the duie wiand and > rubyect
2 Delivery of posierior arm Q Al fours (Gaskin we) :.—Aq- mﬁ“uh«—-—i-m.-nh&mqn—-n
Q Posterior scapula (Woods mancuver) Q Anterior scapula (Rubin mancuver) Pesources. sasmdardicution of checklists within an insisation 13 swroagh cacowaped
Q Abdominal delivery Q Zavanelli mancuver
Q Episiotomy: How to Use This Checklist
The Paticnt Safety Checkfist . e proces

O Noe  OMedian O Mediolateral 2 Proctoepisiotomy
Q Extension of episiotomy:

O None  OThiddegree O Fourth degree
0O Laceration:

O Third degree O Fourth degree
0 Cord blood gases sent o the laboratory:

Q Yes: Results:

0 No (continued)

f 3 patsces has expeneaced shvalder dysocs.

Copyrighe Aupt 3012 by the Aserican College of Chutcticioms sl Gysecsdogin. 200 1h Svcct, SW, PO Bon 96030
Washiagaoa, DC 20096 6520, e, poded
o the s, cr Unmmaiod, sy v ot by vy . checinote. Sl phetocopying, sveedeng. o chcrwnc. wib-
< peur wrmcs percmiace. b e diected e Copyraght
Clearance Come, 222 Remcwoesd Drrve. Dusvems. MA 01923, (978 7504400

o, Pasicss Sulery Checklint N 6. American Collcge of Obtctriciams snd Gysecologints. Obuact

Duocameneing shoukder 4y
Gymeced 3121264061
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OBSTETRIC HEMORRHAGE EMERGENCY MANAGEMENT PLAN: CHECKLIST FORMAT

CMOCC Obstetric Hemorrhage Emergency Management Plan: Checklist Format  secc oo
Stage 0: All Births — Prevention & Recognition of OB Hemorrhage

Prenatal Assessment & Planning

Didentify and prepare for patients with special considerations: Placenta Previa/Accreta. Bieeding Disorder. of those who Decline Blood Products
O Screen and aggressively treat severe anemia: if oral iron fais. infiate 1V Iron Sucrose Protocol to reach desired HGb/HCL especially or at nisk moiners.

Admission Assessment & Planning

Vority Type & Antibody Screen from prenatal
record
If not avauable,

D) Order Type & Screen (iab will notiy if 2™
‘specimen needed for confirmation)

if prenatal or current antibody screen posiiive
(if not low fevel anti-D from Rho-GAM).

O Type & Crossmatch 2 units PRBCs
All other patients.
O Send specimen to blood bank

Admission Hemorrhage Risk Factor Eva

Low (Ciot only)

O Evaluate for Risk Factors on admission. hroughout
abor, and (At every handofr)
#f medium risk
O Order Type & Screen
O Review Hemormage Protocol
f high risk:
O Order Type & Crossmatch 2 units PRBCS
O Review Hemonage Protocol
O Notity OB Anesthesia
Identify women who may decline ransfusion
O Notity OB provider for pian of care
O Early consult with OB anesthesia
O Review Consent Form

Medium (Type and Screen)

| Ongoing Risk Assessment

O Evaluate for development of additional risk
factors In labor

« Magnesium sulfate treatment
O Increase Risk level (see beiow) and convert
10 Type & Screen or Type & Crossmatch
O Treat multiple risk factors as High Risk
O Monitor women postpartum for Increased
bleeding

luation
High (Type and Crossmatch)

'NO Drevious ulefine incision

Prior cesarean birih(s) of ulerine surgery

Singleton pregnancy

Multiple gestation

“No known bieeding disorder
No history of PPH

> 4 previous vaginal births

_Pratelets < 100,000

‘Active bieeding (greater than show] on admi
Known coaguiopathy

All Births — Prophylactic Oxytoc

n of Blood Los!

& Close Monitoring

Active Management of Third Stage
O Oxytocn

fusion: 10-40 units Gxytocin/1000 mi solution ttrate infusion rate to uterine tone; or 10 units IM; do ot give axytocin as IV push
Ongoing Quantitative Evaluation of Blood Loss

such as graduated containers, visual comparisons and weight of blood soaked materiais (1gm = Tmi)

O Using formal methods.
©Ongoing Evaluation of Vital Signs

If: Cumulative Biood Loss > 500mi vaginal birth or > 1000mi C/S with continued bieeding -OR-

Vital signs > 15% change or HR = 110, BP < 85/45, O2 sat < 95% -OR- Increased bleeding during recovery or postpartum,

WWw.cmgcc.org

proceed to STAGE 1
5 i wewoner T -

==

During Vaginal Delivery

Quantification of maternal blood loss is a team effort.

1. Create a list of dry weights for delivery items that may
become blood soaked with directions on how to
calculate blood loss.

Begin quantification of blood loss immediately after
the infant’s birth (before delivery of the placenta) and
assess and record the amount of fluid collected in
a calibrated under-buttocks drape. Keep in mind that
most of the fluid collected before delivery of the
placenta is amniotic fluid, urine, and feces. If irriga-
tion is used, subtract the amount of irrigation from the
total fluid that was collected.

Record the total volume of fluid collected in the
under-buttocks drape.

Subtract the preplacental fluid volume from the post
placenta fluid volume to more accurately determine
the actual blood loss. Keep in mind that most of the
fluid collected after the birth of the placenta is blood.
Add the fluid volume collected in the drapes to the
blood volume measured by weighing soaked items to
determine the cumulative volume of blood loss or
quantification of blood loss.

Weigh all blood-soaked materials and clots to
determine cumulative volume. T gram weight=1 mil-
liliter blood loss volume.

The equation* used when calculating blood loss of
a blood-soaked item is WET ftem Gram Weight - DRY
Item Gram Weight=Milliliters of Blood Within the
Item.

N

L

bl

o

=

~

*Although a gram is a unit of mass and a milliliter is a unit of
volume, the conversion from one to the other is a simple 1-to-1
conversion.

Adapted from AWHONN Practice Brief. Quantification of Bload

Loss: AWHONN Practice Brief Number 1. JOGNN, 44, 158-160;
2015. DOI: 10.1111/1552-6909.1219.

Box 2. Tips for Quantification of Blood Loss
During Cesarean Births

. Begin the process of quantification of blood loss
when the amniotic membranes are ruptured or after
the infant is born.

Suction and measure all amniotic fluid within the
suction canister of collected fluid before delivery of
the placenta.

After delivery of the placenta, measure the amount of
blood loss in the suction canister and drapes. At this
point, most of the blood will be accounted for. Notify
the team and document the amount of blood loss in
milliliters.

Before adding irrigation fluid, ensure that the scrub
team communicates when irrigation is beginning.
Remember that some of the normal saline will be
absorbed into the tissues. For this reason, not all the
fluid will be suctioned out of the abdomen and ac-
counted for.

One of two methods can be used to suction the irri-
gation fluid: continue to suction into the same can-
ister and measure the amount of irrigation fluid or
provide another suction tube to collect the irrigation
separately into another canister.

Weigh all blood-soaked materials and clots. Calculate
the weight and convert to milliliters.

At the end of the surgery, add the volume of quan-
tified blood calculated by weight with the volume of
quantified blood in the suction canister to determine
total quantification of blood loss.

Note that lap pads dampened with normal saline
contain minimal fluid. When they become saturated
with blood, weigh them as you would a dry lap pad.
Adapted from AWHONN Practice Brief. Quantification of Blood
Loss: AWHONN Practice Brief Number 1. JOGNN, 44, 158-160;
2015. DOI: 10.1111/1552-6909.1218.

™

o

Ed

o

o

~

o

33



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

BEFORE BIRTH

WHO Safe Childbirth Checklist ()55t
1 | EE=NER

Does mothar meed referral?

- o G:\Articles\2019-12
Debrief\WHO HIS SDS 2015.26 eng.pdf

Does mother meed to starts

Comfirm supplies are available fo
clnan hands and wear gloves for sach

Encourage burth companen to be presant
at birth.

Canfrm that mother or companion will ad
foe halp during labous 4 reeded

IDW/&/&//%?% Commuanrcalion

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
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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 | Become familiar with resources in your hospital and community that
additional help when needed 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 7t Edition

/l/ew(ab‘a/ Fosusertation [ocamentation

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 7t Edition

¢ No formal resuscitation form

https://www.ncbi.nlm.nih.gov/pmc/articles/PM C4647697/
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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.

EFM Strip1 11:40 18-8-2005 11250
L

2 8 e R I N A W M |

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
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:30 EFMStrip2 15:40 18-8-2005

|
{
|

|
‘
|
|
|
|
l

L EAES ELE
o Oxytocin running
o Prep for Epidural

EFM Strip 3 17:20 18-8-2005 17:30

Zalds o

o Post Epidural
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EFM Strip 4 21:20 18-8-2005 21

o SVE: 8cm
o Maternal fever — IV antibiotics started

:30 EFM Strip 5 23:40 18-8-2005 23:50

o Final Tracing
o Epidural Off — intrauterine resuscitation
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Neonatal 4(0[0/"/7(45/‘0/(

o Born at Level Il Center

o Red Flags
* Apgar’s:1min: 1 5min: 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 ﬂ(faﬁm Lion

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 Ill center
= Cooling continued via transport isolette
= Transported on CPAP +6, 25%
o Admission Management in Level Il Center
e Continue CPAP, UAC/UVC placed
e Exam with decreased tone and activity
* None vigorous
*  Frog-legged position
*  Weak suck and incomplete Moro
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Neonate Contiued

o Admission Management in Level lll 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.

J

Neonate Contiued

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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Corclral Prley

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

z"ff:( 3?}

-
Gk
Ras= (%
b\%%é
T
{

 Also caused by damage to pyramidal tracts which (‘,,..fh:;",T",:'::....d o coonaiontiuk) _ of et
N with damage toor  (dyskinesi iat i ith damage to
help relay signals to the muscles d‘“‘:ngflm wihdmagetothe  dimagetothe IR
N rebr < ury of the brain
o Common Signs and Symptoms
* Awkward reflexes SPASTIC CEREBRAL PALSY CAN AFFECT DIFFERENT PARTS OF THE BODY.

¢ Stiffness in one part of the body
* Contractures (permanently tightened muscles or

joints)
* Abnormal gait @

The legs more than the One side of the body The entire ket
sems (diplegia). (hemiplegi .) (quadriplegi
This type of cerebral paly i e e e e Thiarype e paly is
is most common in is mors affected than most common in babies who
premature babies. the leg. experience a lack of oxygen.

Neonatal f/-(aa/aéa/a/aatéf
/ Aeate A{If/‘cya/‘lfm ﬁfy/mw/'a fue/(f/

) A B c D E
o Itis now known that there conci sORF  iORF DR DR

are multiple potential

causal pathways that lead Aomspen Sl v iR < =t

to cerebral palsy in term Wwopartum  PREPRE e oR

infants, and the signs and . . .

symptoms of neonatal eoral T Ve N N RSN DRE: distal risk factor
encephalopathy may range — o e o 2 4 PRF: proximal risk factor

from mild to severe, FIGURE 1
depending on the nature ati
and timing of the brain
injury.

Neonatal Encephalopathy and Neurologic Outcome, Second Edition Pediatrics 2014;133;e1482
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Cerebral /Da/{sy f/wf( A{&‘M}Mﬁ&‘aﬂ/ /De/‘;'ﬁaﬁb‘m Loent

I.  Case Definition

II.  Neonatal Signs Consistent with an Acute Peripartum or Intrapartum
Event

lll.  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

[ Case ﬂef/}(/f/'a/(

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.
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(. Neonatal Sjpns Consiistent with an Aeate
/Deqba/clfa/f( or A(lf/‘@ﬁd/‘fa/f( Loent

A.
B.
C

Apgar Score of Less Than 5 at 5 Minutes and 10 Minutes

Fetal Umbilical Artery Acidemia

Neuroimaging Evidence of Acute Brain Injury Seen on Brain MRI or
Magnetic Resonance Spectroscopy Consistent With Hypoxia—Ischemia
Presence of Multisystem Organ Failure Consistent With Hypoxic—
Ischemic Encephalopathy

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

/A 7%&@ and 7/—/1(//? of Contrrbu f/}y Factors that are

Consistent with and Aeate /Deqba/‘tm or A(b‘/‘@ﬂd/‘b‘a/f(
Loent

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

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

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

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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/A pwe/a/a/f(e/ﬂfa/ Outzome rs &a@t/'o «Qaa//‘fa/ef//'a or

ﬂy@g/}(et/a Cerebral /Da/fsy

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

Dil This Case Quallffy as lntrapartan event?

Dyskinetic Cerebral Palsy

Cerebral Palsy from Intrapartum Event Qualify? Y/N
1 Case Definition YES
2 Neonatal Signs Consistent with an Acute Peripartum | YES
or Intrapartum Event
3 Type and Timing of Contributing Factors that are YES
Consistent with and Acute Peripartum or Intrapartum
Event
4 Developmental Outcome is Spastic Quadriplegia or Yes
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Does EFM iv Labor ///;ﬁmw Outeome ?

o No significant differences between o Although use of continuous electronic FHR
techniques were noted for the following monitoring resulted in fewer neonatal seizures,
newborn/childhood outcomes: there were no differences in long-term neurologic
* Acidemia (measured in cord blood) outcomes.

* Apgarscore <4 at five minutes o Continuous electronic FHR monitoring resulted in:
*  Neonatal intensive care unit admission *  More operative vaginal deliveries for abnormal FHR
* Hypoxic ischemic encephalopathy patterns or acidosis
* Perinatal mortality +  Fewer spontaneous vaginal births
* Neurodevelopmental impairment at 212 +  More cesarean deliveries for abnormal FHR patterns or
months of age acidosis.
*  Cerebral palsy » Overall risks of instrumental vaginal and cesarean
delivery were also statistically increased
NICHD

Normal baseline + moderate variability + FHR accelerations

Categoryl

Decelerations

Loss of FHR accelerations with moderate baseline FHR variability

*Significantdecelerations

NICHD
Category i i
Frequent episodes of tachycardia or tachycardia
Minimal baseline FHR variability (< 5 bpm)
Developing
e Worsening FHR variabilty _______j | 290ema |
Absent FHR variability during decelerations CNS injury
il likely-
Categorylll " v I
Prolonged decelerations or preterminal bradycardiajf | Pretérmina

American Journal of Obstetrics & Gynecology 2016 215, 261-264DOI: (10.1016/j.aj0g.2016.05.046)
Copyright © 2016 Elsevier Inc._Terms and Conditions
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Stress in the Workplace
Managing Stress

Debrief

Stress i the /{/0/%?0/40@

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 lobude:

o Depression

Anxiety

o Emotional
withdrawal

o Loss of empathy
for patients

O

Pé%@/&d/ /@J;M/(w@ to Stress lnebade.

o Migraines

o Skin rashes

o lrritable bowel syndrome

o Cardiovascular diseases and stroke
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Betavioral /@J/’M/(&e& to Stress ebude:

o lrritability
o Alcoholism and other addictive behaviors

Heloful Tipe on Manaping 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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7%//@01«/ 7;'&& on /%/(a///}y 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
* Atime to find solutions

o Seek support from family and friends

Forgetting

Fatigue / Boredom
Sensory/Perception Limitations
Task Saturation & Shedding

Tunnel Vision & Monitor Fixation

o O O O O O

Unfamiliar / Untrained

o Family & Life’s Pressures!!!
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Pationt tarm ie a Chaix of Lvente
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Avoid /Vq,aab‘/ba 72/3(/&}(;

[ A330| EMERGENCY PROCEOURES. |0

| | ENG ALL ENG FLAME OUT

CAB STOME
® FOR SLATS EXTENSION
LAND REC

OvERY
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Medizal Debriofing

Debriefing is usually done after a significant
event

Everyone involved should be invited to the
debrief

Allow staff to discuss their thoughts and
emotions

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

Medical ﬁz/ﬂéﬂgy

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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The PEARLS Healthcare Debriefing Tool

Objective Sample Phrases

1 Setting the
Scene
Description -

Any Outstanding Issues/Concerns?

Summary

Thoma B. Huang S. Eppich W, Cheng A. The PEARLS Healthcars Debrisfing Tool. Acad Med. 2017

The Analysis Phase

Performance Domains

The analysis phase can be used to explore a variety of performance domains:

0000069

Decision Making Technical Skills ~ Communication ~ Resource Utilization Leadership  Situational Awareness ~ Teamwork

Three Approa S

1 Learner Self-Assessment

Promote reflection by asking learners to
assess their own performance

2 Focused Facilitation
Probe deeper on key aspects of
performance

3 Provide Information

Teach to close clear knowledge gaps as
they emerge and provide directive feedback
as needed

Thoma B, Huang S, Eppich W, Cheng A.T  Tool. Acad Med. 2017.
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PRISMA

HEALTH.
CRM DEBRIEF OUT|

E & QUESTIONS

UNIVERSITY OF

SOUTH CAROLINA

School of Medicine

CRITICAL FAILURES, OMISSIONS & ADVERSE EVENTS:
What mistakes made it to the patient?

1
2)
3)
4)
5l
POSITIVE/APPROPRIATE BEHAVIORS:
1
2)
3
4
5

How well did the Team function together?

If mistakes made it to the patient, why did they get that far?

‘Where/how could those mistakes have been trapped?

CRM TOOLS & TECHNIQUES

+ Team Leader sets collaborative tone.
+ Team Shell / Role Assignments

+ Role Discipline

+ Situation Briefing to Team

+ Contingency & Abort plans briefed
+ Shared Mental Model maintained
+ Checklists / Algorithms used

+ Clear Messages

+ Verbal Order Read-backs (before)
+ Closed Loops (after action)

+Performance Monitoring /
Two-Challenge Rule

+Technical proficiency

If this patient was your family member, would you be happy with this event® Why or Why not?

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
PRISVMN &

UNIVERSITY OF
SOUTH CAROLINA

Selhoal of Medicine

CRITICAL FAILURES, OMISSIONS
What mistakes mode it to the patient?

ERsE EVENTS:
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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 PRRASMA ﬁ, ST CAROLINA
HEALTH. i | Sckoolof Medicine

What mistokes mode it o the potient?

1
2
+ ale Disciphne
3 w
+ Situation Briefing to Tesm
@
Y +Contingency & Abort plans briefed

+ Shared Mental Maodel maintained
+Checklists { Mgorithms used
+ Clear Messages

+ Verbal Order fResd backs (before]

Haw well did the Team function together?

¥ to the patient, why

Wehara/how could these mistakes have been trapoed?
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More e/oa/f(//w af Commanication & ﬂe/m’ef&

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

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

Thark you!

o Questions?

o Please complete your evaluation!
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Handouts - Perinatal Systems:
You Aren’t Alone: What Should Happen After Serious Perinatal Events
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