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TheUni t ed d&ernal noetadith rateof 18-21 perl00,000live birthshas more than doubled from
20002014 while in other developed nationsmortality has dereasedsubstantially} F1 or i d a6
pregnancyrelated mortality (PRMRYollows this rangewith a rate of 16.9 inl00,000 live birthS.
Explanationsfor this increase@angefrom advanced maternal age, obesity, increased cesarean section
rates and attendamp-morbidities to system process failurés_eading causes of maternal mortality
include hemorrhage, hypertsion and thrombdi events. Furthermore,studies have shown that
between 28 t050% of maternal deaths are preventable.

Inresponse to these trends, the Counci l on Patie
the Partnership for Maternal Safety has developed three natimrtdisciplinary, evidenceebased
guidelines or bundlesThese bundlemay be adgpted for lo@l hospitalconditions to optimallynanage
maternal patient care and outcom®sfiMaternal Safety Bundles foHemorrhage) as wel |
fiHypertension in Pregnancy and Prevention of Venous Thromboembolisme epublished in
Anesthesia and Analgesaong with simultaneous articles Dbstetrics and Gynecology, Journal of
MidwiferyandWo me ndalthandTheJournal of Obstetric, Gynecological and Neonatal Nursing.

The Florida Society ofAnesthesiologistssupportsthe maternal bundleecommendatiosm and has
partnered with the Florida Perinatal Quality Collaborat{lePQC) to support implementation
throughout the state of Florida.

The FPQC, in association with the University of South Flotidaton Chiles Center for Mothers and
Babies is a statewide collaboration of Obstetricians, NeonatologRe&sjnatologists,Labor and
Delivery Nurses, Nurse Midwives who aim to improve pregnancy related outcomes through evidenced
based practice and quality improvemdtA Board of Directors membé@&r. David Birnbach serves on

the FPQC Steering Committee.

Anesthesiologists have thenique opportunity to help implement these bundles within Idelarida

labor and delivery unitsEach maternal safety bundle includé®e 4 Rs: Readiness, Recognition,
Response and Reporting, whiobduce maternal morbidity and mortalifiyool kitsto assist providers in
all aspects of bundle implementatiane available on th&PQC and Council on Patient Safety in



Womanos He alThdsebundiels sniphasize cdfreor fevery patiento anod
caveat that components. e fnadapted

T h &€onBensus Bundle on Obstetric Hemorrhagablished inAnesthesia and AnalgesiaJuly 2015
urgesevery labor unit to utilize local resourcedo aid in consistency of practicas well as other
available resourceto assist in prcesssto improve maternal hemorrhage recognition and treatfent
Areas of particular involvement for anlessiologists are as followsemorrhage carten labor and
delivery units immediate access to hemorrhage medications, establishment of a massive transfusion
protocol, and participation inemorhage response teangFigure J.

Thei Consensus BusndTRr oonmb o\érevwbanal thie pinysician anesthesiolstgin
coordinating risk assessmt for thromboprophylaxis. In addition, this bundle includesely
pharmacologic anticoagulation management wittning of neuraxial anesthesi&Figure 2)°
Anesthesiologistshould be an integral part of decision making and timing of initiation, maintenance
and discontinuance of anticoagulation management in high risk patients.

Key considerations within the bundle include attention to labor and delivery protocols toetregd s
hypertension withinan hour, airway management of eclamptic seizures, promotion of regional
anesthesiaas wdl as recognition that the pgsirtum period is particularly peoiis for preeclamptic
patients(Figures 3a & 3b).%°

Florida ranks in théop 5 most populous states for infant deliveries in theddnBtatesAs anesthesia
professionalswe are integrated into the hospital systems where we can help to secure readiness,
recognition, response and reporting to optimize maternal safety an@ meducidity and mortality.

Is your labor and dlivery suite dong the right things for alinaternal patients atif the time?
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Figure 1. Maternal Hemorrhage Bundle.

PATIENT
COUNCIL ON PATIENT SAFETY SAF ETY
BUNDLE

.IN WOMEN'’S HEALTH CARE

. safe health care for every woman ..

Every unit

m Hemorrhage cart with supplies, checklist, and instruction cards for intrauterine
balloons and compressions stitches

m Immediate access to hemorrhage medications (kit or equivalent)

m Establish a response team - who to call when help is needed (blood bank,
advanced gynecologic surgery, other support and tertiary services)

m Establish massive and emergency release transfusion protocols (type-O
negative/uncrossmatched)

m Unit education on protocols, unit-based drills (with post-drill debriefs)

Every patient

m Assessment of hemorrhage risk (prenatal, on admission, and at other
appropriate times)

m Measurement of cumulative blood loss (formal, as quantitative as possible)

m Active management of the 3rd stage of labor (department-wide protocol)

Every hemorrhage

m Unit-standard, stage-based, obstetric hemorrhage emergency management
plan with checklists

m Support program for patients, families, and staff for all significant hemorrhages

Every unit

m Establish a culture of huddles for high risk patients and post-event debriefs to
identify successes and opportunities

m Multidisciplinary review of serious hemorrhages for systems issues

m Monitor outcomes and process metrics in perinatal quality improvement (Ql)
committee

Standardization of health care processes and reduced variation has been shown to improve outcomes and quality of care. The Council on Patient
Safety in Women'’s Health Care disseminates patient safety bundles to help facilitate the standardization process. This bundle reflects emerging clinical,
scientific, and patient safety advances as of the date issued and is subject to change. The information should not be construed as dictating an exclusive
course of treatment or procedure to be followed. Although the components of a particular bundle may be adapted to local resources, standardization
within an institution is strongly encouraged.

The Council on Patient Safety in Women's Health Care is a broad consortium of organizations across the spectrum of women'’s health for the promotion
of safe health care for every woman.

May 2015

For more information visit the Council’s website at www.safehealthcareforeverywoman.org
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Figure 2. Maternal VTE Bundle.
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.IN WOMEN'S HEALTH CARE

. safe health care for every woman ..

Every Unit
m Use a standardized thromboembolism risk assessment tool for VTE during:
o Outpatient prenatal care
e Antepartum hospitalization
e Hospitalization after cesarean or vaginal deliveries
@ Postpartum period (up to 6 weeks after delivery)

. RECOGNITION & PREVENTION

Every Patient

m Apply standardized tool to all patients to assess VTE risk at time points
designated under “Readiness”

m Apply standardized tool to identify appropriate patients for thromboprophylaxis
m Provide patient education

m Provide all healthcare providers education regarding risk assessment tools and
recommended thromboprophylaxis

Every Unit
m Use standardized recommendations for mechanical thromboprophylaxis

m Use standardized recommendations for dosing of prophylactic and therapeutic
pharmacologic anticoagulation

m Use standardized recommendations for appropriate timing of pharmacologic
prophylaxis with neuraxial anesthesia

- REPORTING/SYSTEMS LEARNING

Every Unit

m Review all thromboembolism events for systems issues and compliance with
protocols

m Monitor process metrics and outcomes in a standardized fashion
m Assess for complications of pharmacologic thromboprophylaxis

Standardization of health care processes and reduced variation has been shown to improve outcomes and quality of care. The Council on Patient
Safety in Women’s Health Care disseminates patient safety bundles to help facilitate the standardization process. This bundle reflects emerging clinical,
scientific, and patient safety advances as of the date issued and is subject to change. The information should not be construed as dictating an exclusive
course of treatment or procedure to be followed. Although the components of a particular bundle may be adapted to local resources, standardization
within an institution is strongly encouraged.

The Council on Patient Safety in Women'’s Health Care is a broad consortium of organizations across the spectrum of women’s health for the promotion
of safe health care for every woman.

October 2015

For more information visit the Council’s website at www.safehealthcareforeverywoman.org
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Figure 3a. Maternal Hypertension in Pregnancy Bundle (Page 1 of 2).

PATIENT
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.IN WOMEN'S HEALTH CARE

. safe health care for every woman . .

Every Unit

m Standards for early warning signs, diagnostic criteria, monitoring and treatment
of severe preeclampsia/eclampsia (include order sets and algorithms)

m Unit education on protocols, unit-based drills (with post-drill debriefs)

m Process for timely triage and evaluation of pregnant and postpartum women
with hypertension including ED and outpatient areas

m Rapid access to medications used for severe hypertension/eclampsia:
Medications should be stocked and immediately available on L&D and in other
areas where patients may be treated. Include brief guide for administration and
dosage.

m System plan for escalation, obtaining appropriate consultation, and maternal
transport, as needed

Every Patient

m Standard protocol for measurement and assessment of BP and urine protein for
all pregnant and postpartum women

m Standard response to maternal early warning signs including listening to and
investigating patient symptoms and assessment of labs (e.g. CBC with platelets,
AST and ALT)

m Facility-wide standards for educating prenatal and postpartum women on signs
and symptoms of hypertension and preeclampsia

Standardization of health care processes and reduced variation has been shown to improve outcomes and quality of care. The Council on Patient
Safety in Women's Health Care disseminates patient safety bundles to help facilitate the standardization process. This bundle reflects emerging clinical,
scientific, and patient safety advances as of the date issued and is subject to change. The information should not be construed as dictating an exclusive
course of treatment or procedure to be followed. Although the components of a particular bundle may be adapted to local resources, standardization
within an institution is strongly encouraged.

The Council on Patient Safety in Women's Health Care is a broad consortium of organizations across the spectrum of women'’s health for the promotion
of safe health care for every woman.

May 2015

For more information visit the Council’'s website at www.safehealthcareforeverywoman.org
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Figure 3b. Maternal Hypertension in Pregnancy Bundle (Page 2 of 2).

) PATIENT
COUNCIL ON PATIENT SAFETY SAFETY
BUNDLE

.IN WOMEN'S HEALTH CARE

. safe health care for every woman ..

Every case of severe hypertension/preeclampsia

m Facility-wide standard protocols with checklists and escalation policies for
management and treatment of:

e Severe hypertension

e Eclampsia, seizure prophylaxis, and magnesium over-dosage

e Postpartum presentation of severe hypertension/preeclampsia
m Minimum requirements for protocol:

e Notification of physician or primary care provider if systolic BP =/> 160 or
diastolic BP =/> 110 for two measurements within 15 minutes

e After the second elevated reading, treatment should be initiated ASAP
(preferably within 60 minutes of verification)

e Includes onset and duration of magnesium sulfate therapy
e Includes escalation measures for those unresponsive to standard treatment

e Describes manner and verification of follow-up within 7 to 14 days
postpartum

e Describe postpartum patient education for women with preeclampsia

m Support plan for patients, families, and staff for ICU admissions and serious
complications of severe hypertension

Every unit

m Establish a culture of huddles for high risk patients and post-event debriefs to
identify successes and opportunities

m Multidisciplinary review of all severe hypertension/eclampsia cases admitted to
ICU for systems issues

= Monitor outcomes and process metrics

Note: “Facility-wide” indicates all areas where pregnant or postpartum women
receive care. (E.g. L&D, postpartum critical care, emergency department, and
others depending on the facility).

Standardization of health care processes and reduced variation has been shown to improve outcomes and quality of care. The Council on Patient
Safety in Women's Health Care disseminates patient safety bundles to help facilitate the standardization process. This bundle reflects emerging clinical,
scientific, and patient safety advances as of the date issued and is subject to change. The information should not be construed as dictating an exclusive
course of treatment or procedure to be followed. Although the components of a particular bundle may be adapted to local resources, standardization
within an institution is strongly encouraged.

The Council on Patient Safety in Women's Health Care is a broad consortium of organizations across the spectrum of women'’s health for the promotion
of safe health care for every woman.

May 2015

For more information visit the Council’s website at www.safehealthcareforeverywoman.org
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