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Review background data around rising severe maternal
morbidity (SMM) rates in United States

_earn definitfions of SMM
Discuss SMM racial and hospital disparities

_.earn how fo create and run a hospital SMM review
committee

See examples of improvements learned from a local
SMM review committee

Review Alaska SMM data




Severe Maternal Morbidity (SMM):
Background

Propublica
“The Last Person You'd Expect to Die in Childbirth”

Lauren Bloomstein, a neonatal nurse, died from
preeclampsia in the hospital where she worked


https://www.propublica.org/article/die-in-childbirth-maternal-death-rate-health-care-system

PROPUBLICA

pregnancy-related causes in 2016. We have identified 134 of
them so far.

by Nina Martin, ProPublica, Emma Cillekens and Alessandra Freitas, special to ProPublica
July 17, 2017
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SMM Background



https://www.youtube.com/watch?v=kRq_sSxuDXI

SMM = Severe Maternal Morbidity

Morbidity = Unintended outcomes of the process of
labor and delivery that result in significant short-term or
long-term consegquences o a woman’s health



SMM In actuality...

SMM = a near miss for mortality
because without identification and treatment
often these conditions can lead to death
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SMM: Why Focus heree¢

= Severe morbidity 100 fimes more common than
mortality

~ Itisincreasing




Rate of severe maternal morbidity per 10,000 delivery hospitalizations
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SMM rates are 1-2% of births nationally

There are racial disparifies in SMM even when case-
mixed adjusted

(]

CNN.COM

Serena Williams: What my life-threatening experience taught me
about giving birth




TABLE 2

Rates (x standard errors) of severe maternal morbidities during delivery hospitalizations per 10,000 delivery
hospitalizations by race/ethnicity

American

Non-Hispanic Non-Hispanic Asian/Pacific § Indian/Alaska
Severe maternal White Black i i Native Al

morbidity indicator (n = 1,485,280} | (n = 434,431))|(n = 1,140,592) (n = 247,852)| (n = 20,535) | (N = 3,476,392)

Blood transfusion 7894 +0.73 |]187.03 +2.06]{104.31 + 0.95"] 97.92 + 1.981 168.49 + 8.987 104.40 + 055
Severe maternal morbidity” 113.93 + 0.87 |]284.26 + 252]1145.28 4 1.12° 131.97 + 2.29° 225.47 + 10.3¢°150.68 + 0.65

Severe maternal morbidity without | 48.06 4+ 0.57 §§131.67 = 1.73)] 57.75+ 0.71°] 55.52 + 1.49°] 75.97 +6.06] 64.26 + 0.43

*ALZ, CA, FL, MI, NJ, NY, NC (2008-2010)

Creanga AA, Bateman BT, Kuklina EV, et al. Racial and ethnic disparities in
severe maternal morbidity: a multistate analysis, 2008-2010. Am J Obstet
Gynecol 2014;210 ALLIANCE FOR INNOVATION

ON MATERNAL HEALTH 2@




CDC has shown population increases in
maternal age
pre-pregnancy obesity
preexisting chronic medical conditions
cesarean delivery
Rural Areas with no OB provider?
Lack of standardized guidelines and safety toolse

Variation in clinical practice and hospital care?
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SMM: Definition

© There is not agreement on definition of SMM
and

- Maternal morbidity is difficult o define
- Broad range of comphco’rlons and conditions
- Broad range of seve




CDC: ICD diagnhoses and procedure codes in 25
“buckets”, indicative of major complications during

delivery
Blood transfusion (does not denote the number of units)
Pulmonary edema
Renal failure
Hysterectomy

This list may have a low positive predictive value (0.4)




ACOG and SMFM recommend the following clinical

definition*

Transfusion of 4 or more units of blood

and/or

Admission of a pregnant or postpartum woman to an ICU
High sensitivity and specificity and a high PPV (0.85)

Not all cases meeting screening criteria will be true cases of
morbidity

*Institutions may choose to incorporate additional screenmg
criterio



Wide variation in hospital rates with the use of either
CDC ICD criteria or the clinical criteria

Case-mix adjustment to compare hospitals

However, even without case-mix adjustment, the
measure can be of value to follow a single hospital’s
progress over time



A patient safety event (nhot 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 or temporary harm

For obstetrics: severe maternal morbidity is receiving 4 or
more units of blood products (subsequently revised to 4 or
more units of RBCs) and/or ICU admission



PROMPTING EVENT: > 4 units and ICU Admission
Severe preeclampsia, magnesium, induction of labor
SVD with uterine atony QBL at delivery was 515cc
Excessive bleeding

OR for D&C and BAKRI balloon placement for retained
placenta

4 units of blood and 2 units plasma
Severe HIN in PACU prompted transfer to ICU



SMM Review Conclusions
Diagnosis of retained placenta earlier by ultrasound or
bimanual exam

Transition to the OR was very efficient

Consider using beside u/s 1o access for retained placenta
when medications are being given for ongoing atony

Consider using TXA in high risk hemorrhage patients
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TRACKING

SMM




Committee Chairperson Ad Hoc members as needed

OB/GYN physician CMO or other high level
CNM medical directors

OB RN Hospital Risk or QA team
CRNA or anesthesiologist members

Pediatrics physician Patient advocate or public

: member
Residents



SMM: Tools

© Department charter or © Committee Procedure
bylaws - Institutional criteria for
- Godl review
- Scope - Review process
- Members - Data management

- Responsibilities




Debrief Form for staff at Review form for chart
events abstraction

RITICAL EVENT DEBRIEF FORM

(Two-sided Form)

MM Review Form 016_short
Abstraction
SMM (recorded cause) SMM Date
MR # or PATIENT ID Zip code of patient residence
Abstraction Date / / Abstractor
Birlh Facilily
Instructions: Complete debrief form as soon as possible after event. During debrief, obtain input from as many participants as hiospital.Eeyel Ll4 Ll Bikth ijt . (Spccity) I
possible Patient Characte
Body mass index (BMI) at first prenatal visit Most recent BMI

The debrief form provides an opportunity for obstetric service teams to review the sequence of events, successes and barriers to a
swift and coordinated response to ANY critical event — see reverse side.

Goal: debrief up to 5 cases per month for each OB Hemorrhage and Preeclampsia with new onset severe hypertension.

Date: Submitted by:
Event Type: ale > ntiden s Obstetric History
Choase an item Gravida
Para Term Premature __  Aborted__ Living
RECOGNITION Hispanic or Latina 1 Previous al deaths
Were there any delays in: Woas patient assigned a hemorrhage risk? No [ Yes [ Unknown [J # Previous infant deaths
O Recognition? O Low 0O Medium 0O High O Not done Prenatal Care (PNC)

O Notification? Volume of Blood Lost Metho Yes [0 Week PNC began Week unknown Yes LI No LI Number of I’NC visits Visit # unknown Yes O No OO
No 1

O Formal quantification 0O Visual estimation 0O Both
Unknown PNCstatus I

RESPONSE

Time severe level of hypertension Supplies/cart: Identify opportunities forimprovement:
recognized_____ O Appropriate supplies available O Procedure
Time 1% line antihypertensive O Equipment O Medications Planned/intended place of delivery Timing of maternal morbidity
administered: 5 O Blood products Choose an item. Choose an item.

Number of doses needed to reach target Available without delay? ] Yes

Discipline of Primary PNC Provider (choose one) Prenatal care source/location
Choose an item. Choose an item.




PANTIIIN I TR NS | (e S o TR R ] (PR MV IA LN AL T
B) Preventative Care - Delnvery - LABOR, DEMO = (@llhR)
~v HO 'SFAl «» + @E

*Performed on:  06/19/2017 =l [=] = By: MacDonald, Marlena R

Preventative Care - Delivery

] Urglanned retum to OR
] Matemal montality/ICU care/ ransiusion of >= 4 units pebe
] Defvery was < 32 weeks

i"—[:] E pesictomy :D Emergent Cesarean
;D 3rd of 4th degree lacerabon ] Primay Cesacean

| Opecative delvery {C] Cezacean for fetal intolerance of kabor

|0 Shoulder dystocia {0 Unplanned cegan npuey of removal- ncluding a wtenne rupture
|C] MNore of the above | Faded TOLAC

(] None of the above

l




What have we changed based on 3 years of reviews?
Dedicated unit clerk.

Highlighted differences in staff anesthesia resources
that affect more complex cases at night.

Added maternal codes in the OR 1o simulation
schedule.

Postpartum hemorrhage committee: designed uniform
hemorrhage risk stratification system.




Educated staff on difference in calling a code vs rapid
response Vs L&D staf team.

Physicians initiate severe hypertensive bundle order set
Instead of giving 1 fime orders for labetalol or
hydralazine .

Multi-facility M&M with teleconferences to outside
hospitals.



Team discussions related to the importance of

stabilizing Pre-eclampsia and optimizing blood pressure
whenever possible before transition to OR.

When TXA Is ordered in OR ensure it is really given make
and sure it Is communicated well to entire OB team.

Consider using the Nifedipine post-partum blood
pressure order set has created for us to try and
decrease time after delivery we can discharge
patients.

Evidence showing we need telemetry on OB unit



How to track rates of SMMe
Facility
State
Nation

The Alaska Health Facilities Data Reporting Program
(HFDR) is governed by regulations 7 AAC 27.660 Article
14. Health Care Facllity Discharge Data Reporting



Components of Severe Maternal Morbidity,
Alaska 2018

Disseminate

® 13

<10

Acute Renal Failu
Septicemia and Sepsis =9
Adult Respiratory Distress... @7/
Hysterectomy
Pulmonary Edema
Ventilation
Puerperal Cerebrovascular... @2
coRomaene Frbolisn : ‘
Rhythm ]
Cardiac Arrest / V. Fib / General... —— 1

Heart Fqilure during...
IUvrlfl\ln fhesia

o0
o On

Data Source: Alaska Health Facilities Data Reporting System
Prepared by: Margaret Young, MCH Epidemiology Unit, Margaret.Young@Alaska.gov




Statewide trend in SMM by quarter,
Alaska
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Data Source: Alaska Health Facilities Data Reporting System
Prepared by: Margaret Young, MCH Epidemiology Unit, Margaret.Young@Alaska.gov



SMM by maternal race, Alaska 201 6-
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Data Source: Alaska Health Facilities Data Reporting System
Prepared by: Margaret Young, MCH Epidemiology Unit, Margaret.Young@Alaska.gov



ALLIANCE FOR INNOVATION
ON MATERNAL HEALTH 2@




SMM: Partners

ALLIANCE FOR INNOVATION
ON MATERNAL HEALTH ES@BED

AK PQC: Alaska Perinatal
Quality Collaborative




ALLIANCE FOR INNOVATION
ON MATERNAL HEALTH 3@

— Postpartum discharge teaching; AIM highlighted throughout Annual
Meeting; monthly calls with AIM state AWHONN leaders.

— Birthtools web info, Leadership on Supporting Intended Vaginal Birth; AIM at
annual meeting.

— Maternal mortality review web tools; AIM breakout at annual meeting.

— Engages state health officers to provide strong support. AIM discussed at bi-
monthly calls.

— Content on bundle work groups and consultation for rural state issues.
— Portfolio MOC

— Consultation on bundle implementation and disparities

— M in MFM; leadership and mentorship on state teams.



Thank you: <

ANMC SMM Review Committee and
Dr. Stille, committee chair

Margarent Young, Katy Krings, and
the AK Division of Public health MCH
team

Jeanne Mahoney, ACOG AIM
Director

Southcentral Foundation and Alaska
Native Medical Center

Any Questions?
Contact Sarah Truitt, MD, FACOG
struitf@southcentralfoundation.com
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