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Disclosure

Dr. Dena Goffman developed Postpartum Hemorrhage
Educational Videos with Haymarket and PRIME, is on the
Obstetrical Safety Council for Cooper Surgical, is an expert
consultant for Organon, and served as a Pl for the Jada

Pivotal Trial and Postmarket Registry
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Maternal Mortality in US

Increasing
Exceeds other high-income countries

Significant racial disparities
Tip of iceberg
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Maternal Mortality: Most are
Preventable

m Not Preventalble
m Preventable
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Obstetric Hemorrhage Severe Hypertension in Safe Reduction of Cardiac Conditions in
Pregnancy Primary Cesarean Birth Obstetrical Care

Maternal
Safety

Bundles

e f’ ol N f’ o N
"37’/’ 1B 1By

> ~y ~y ~y

Care for Pregnant and Perinatal Mental Postpartum Discharge Sepsis in Obstetrical

Postpartum People with Health Conditions Transition Care

Substance Use Disorder
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Appendix C: Obstetric Hemorrhage Care Guidelines: Table Format
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Obstetric Hemorrhage Checklist

Postpartum hemomhage Is

defined a5 cumulative blood loss of greater tham or squal to 1,000mL.

or biood loss sccompanied by signs or symptams of by povolemis within 34 hours. Howevar,
blood less rsaoml in & vaginal delivery is abnormal, snd should be imvestigated and managed

a5 outlined in Stage 1.
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EXAMPLE

Obstetric Hemorrhage Change Package

Response
Every Event

Change Concept

1. Utilize a standardized, facility-
wide, stage-based, obstetric
hemorrhage emergency
management plan, with checklists
and escalation policies for stage-
based management of patients
with obstetric hemorrhage,
including:

a. Advance preparations made
based on hemorrhage risk (e.g.,
cell saver, blood bank notification,
elc)

b. Evaluate patients for etiology
of hemorthage

¢. Use of obstetric rapid response
team

d. Evid based medi 9

Hemorrhage Change

Change Idea

Designate a patient and identified support network liaison to provide
updates in real-time and include these cemmunications on emergency
checklist &

Perform multi-disciplinary debriefing at the following timepoints:

«  After resolution of an acute hemorrhage
* At the time of fransfer to reassess hemorrhage risk and to
convey risk to the postpartum team

administration or use of
nonpharmacological
interventions

Communicate directly with patient about clinical concerns and
planned management, prior to performing any physical interventions
such as bimanual pelvic exam, tamponade placement, or speculum
exam o

Include patient-reported pain in
pain management

and have clear plans for
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Key Resources and Tools

Florida Obstetric Hemorrhage
Initiative Teol Kit (p 33)"!

Preparing for Clinical
Emergencies in Obstetrics and
Gynecology, ACOG CO #590°

Obstetric Team Debriefing Form |
ACOGY

The SHARE Approach | AHRQ™

Partnering in healthcare: A
framework for better care and
outcomes*®



Diagnostic Safety Diagnostic Error

 Accurate and timely identification of * Diagnostic error can be defined as a
the explanation for a patient’s diagnosis that is missed, wrong or
health problem(s) delayed

» Effective communication of that
health problem to the patient
(NASEM)
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The Diagnostic Process
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. History and
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Interviaw

Engages with Communication
Health Care of the Diagnosis
System

=
Experiences

Treatment Qufcomes
a Health e U e

Problem

The explanation of The planned path of Patient and

the health problem care based on the System OQutcomes
that is communicated  diagnosis Learning from

to the patient diagnostic errors,

near misses, and
accurate, timely
diagnosas
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Diagnostic Process IMPROVING

DIAGNOSIS IN
HEALTH CARE

Dynamic, team-based activity that

iInvolves:

* uncertainty

* plays out over time

 requires effective communication and
collaboration among multiple providers,
diagnostic services, and the patient

I MEDICIN]
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Diagnostic Challenges in Maternal Healthcare

| NewYork-
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CDC Centers for Disease Control and Prevention
CDC 24/7: Saving Lives, Protecting People™

Search Q

HEAR HER ™ Campaign

CDC * Reproductive Health
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Learn the

Standards for Warning Signs
RespethUI Care It could help save a life

at Birth

- — concerns
Learn More
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PPH Diagnostic Process

linical History and Physical Exam
Interview *Recognize PPH in timely

* Review Risk factors manner
* Communicate Vital signs/02
Q5-10 min
* Inspect for lacerations.
* Check uterus for retained
products of conception

Referral and Diagnostic Testing
onsultation *Order and review labs

*Activate Hemorrhage sComplete ultrasound
Protocol

= Call additional assistance
* Consider transfer to higher
level of care
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Team members

Tasks

Technologies and tools
Organization

Physical Environment
External Environment

Communication of the

Diagnosis

* Obtain consent for blood
products

* Communicate diagnosis to
patient/support network

Treatment

* Bring PPH cart to room
* Administer medications
* Place urinary catheter
*Place 2" large bore IV

* Communicate treatment options

to patient/support network
* Counsel patient on need for

operative management, potential

hysterectomy



Partner with community organizations to inform implementation and evaluation of
person-centered communication best practices

. Evaluate strategies to identify and mitigate biases

Standardize and evaluate risk assessments, with linkage to expected
clinical interventions

Develop standardized approaches to education including characterizing
what combination and frequency of training improves care

_ - Explore the role of simulation as a vehicle of study or a test of change
Potential Opportunities

. Evaluate how electronic health records contribute to obstetric diagnostic error

VAGELOS COLLEGE OF Bajaj, de Roche, Goffman September 2021
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Opportunities:

Improve healthcare for women
Reproductive planning and intended
pregnancies with preconception evaluation

 Attention to optimizing care in 4" Trimester

Risk prediction models leveraging Al
Innovation in developing and evaluating
therapies targeting causes of SMM and
mortality

Further definition of metrics delineating
standards for treatment/intervention
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