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Over 600 women die each year in the United States as a 

result of pregnancy or delivery complications 

 

 

 The CDC estimates that 50% of 

maternal deaths are preventable. 

Pregnancy related deaths per 100,000 live births per year 

http://www.cdc.gov/reproductivehealth/maternalinfanthealth/pregnancy-relatedmortality.htm 
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Causes of pregnancy-related death 

http://www.cdc.gov/reproductivehealth/maternalinfanthealth/pregnancy-relatedmortality.htm 

A word about Maternal Morbidity- 

Callaghan, W. M., Creanga, A. A., & Kuklina, E. V. (2012). Severe maternal morbidity 

among delivery and postpartum hospitalizations in the United States. Obstetrics & 

Gynecology, 120(5), 1029-1036. 

 

Delivery and postpartum hospitalizations were reviewed using the Nationwide 

Inpatient Sample for the period 1998–2009 using ICD-9 codes indicating severe 

complications to identify hospitalizations with severe maternal morbidity  

Compared with the 1998–1999 period, severe maternal morbidity increased by 75% 

for delivery and 114% for postpartum hospitalizations.  

• increasing rates of blood transfusion, acute renal failure, shock, acute 

myocardial infarction, respiratory distress syndrome, aneurysms, and cardiac 

surgery during delivery hospitalizations.  

• Rates of postpartum hospitalization with 13 of the 25 severe complications 

examined more than doubled, and the overall mortality during postpartum 
hospitalizations increased by 66% (P<.05). 

• Severe maternal morbidity currently affects approximately 52,000 women 

during their delivery hospitalizations and, based on current trends, this problem is 

expected to increase.  

LEVEL OF EVIDENCE: III 

•The Joint Commission in the United States called for action steps to 

prevent maternal death in Sentinel Event Alert #44 which included: 

•  Identification of “specific triggers for responding to  changes in the 

mother’s vital signs and clinical condition and  

• Development and use of protocols and drills for responding to 

changes”  

 

•Despite this many hospitals do not have written criteria to observe 

change or deterioration in a maternity patient’s condition nor how to 

recruit staff to manage patient care. 

 

 

Background 

Joint Commission Sentinel Event Alert, Issue 44: Preventing Maternal Death 

(January 26, 2010) 
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National Partnership for Maternal Safety  

 
 

• “Committed to work together to establish, at every facility that provides maternity 

care in the US, protocols that address the leading causes of maternal harm or 

death, including hemorrhage, preeclampsia and thromboembolism prevention.” 

 

Obstet Gynecol 2013;122:735-6  

Partnership Priorities 

Three bundles for the most common preventable causes of maternal death and 

severe morbidity:  

1. Obstetric hemorrhage 

2. Severe hypertension in pregnancy 

3. Peripartum venous thromboembolism 

 

Three unit-improvement bundles for obstetric services were identified:  

1. A structured approach for the recognition of early warning signs and 

symptoms with criteria to identify maternal patients requiring urgent 

bedside evaluation 

2. Structured internal case reviews to identify systems improvement 

opportunities,  

3. Support tools for patients, families, and staff that experience an adverse 
outcome.  

 

Dalton, ME. (2014). National Partnership for Maternal Safety. Obstet Gynecol, 123, 973-977. 

Early Warning Signs 

•What are Early Warning Signs? 

 

•“ . . . a set of predetermined ‘calling criteria’… as indicators 

of the need to escalate monitoring or call for assistance” 

 

 

Mackintosh, N. (2014). Value of a modified early obstetric warning system (MEOWS) in managing maternal 

complications in the peripartum period: an ethnographic study BMJ Qual Saf, 23, 26-34. 
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Weaving the Net 
• Early Warning systems are used in many US hospitals in Medical/Surgical settings 

• Obstetric warning systems have been in use throughout United Kingdom  

• Adoption of Early Warning systems for the Obstetric patient population is not 

universal in the United States 

• Variation exists in nurses’ knowledge and comfort in both 

• recognizing and  

• reporting maternal vital signs and related assessment findings that indicate a 

decline in patient condition 

• It is hypothesized that variations exists in identification/reporting of maternal warning 

signs according to: 

• Nurses’ amount of experience as a nurse 

• Nurses educational preparation and/or presence/absence of specialty 

certification 

• Perceived amount of clinical support for the nurse  

• Time of day 

• Anticipated negative response from provider(s) 

• In the absence of a structured process, inconsistencies exist in securing a 

bedside medical evaluation when indicated.  This relates to both nursing and 

medical variables. 

 

. 

EONS research project data sample July 2016 

EONS research project data sample July 2016 
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EONS Early Warning Criteria 

•Temperature (<35 C or >38 C) 

•Hypertension (SBP >160 or DBP >100) 

•Hypotension (SBP <90) 

•Tachycardia (HR >120) 

•Bradycardia (HR <50) 

•Tachypnea (RR >30) 

•Bradypnea (RR <10) 

•Hypoxemia (SpO2 <95% on room air) 

•Oliguria (<30 ml/hr for >2 hrs) 

•Confusion, agitation, or unresponsiveness 

•Patient with hypertension reporting a non-remitting headache or 

shortness of breath 

Mhyre, JM. The Maternal Early Warning Criteria. Obstet Gynecol 2014. Oct;124(4):782-6. 

Measurement Artifact 

•A single abnormal vital sign can represent measurement 

artifact 

•Verify isolated abnormal measurements – BP, HR, RR, 

SpO2 

•Urgent bedside evaluation is usually indicated if: 

oAny value persists for more than one measurement 

oValues present in combination with additional abnormal 

parameters 
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Why Bedside Evaluation? 

•Maternal mortality reviews repeatedly identify the lethal 

consequences of phone-based management in women 

developing critical illness. 

 

•“It is imperative that bedside personnel be able to request 

immediate help, without recrimination, when such changes 

occur.” 
   ACOG Committee Opinion #590 “Preparing for Clinical Emergencies in Obstetrics and Gynecology 

EONS-Early Obstetric Notification System 

•Primary nurse identifies that EONS criteria have been met 

•Primary nurse consults with charge nurse to determine if bedside 

evaluation is necessary 

• Measurement artifact 

• New onset vs ongoing condition that has already been addressed 

•Primary nurse calls provider for bedside evaluation 

• CNM or OB provider 

• Consulting physician 

•Bedside evaluation should occur within 30 minutes 

•Chain of command is activated in the event that provider cannot be 

reached or appropriate response not obtained 

 

 

EONS Algorithm 
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CNS Actions Taken 

 

•Engage key providers to review recommendations from 

NPMS 

•Obtain baseline nursing data 

•Development of tools 

• EONS notification criteria 

• EONS policy 

• EONS algorithm 

•Dissemination of EONS parameters and algorithm to 

providers and their respective practices/ teams 

•Education of nursing teams-L&D, PP, Women’s Health 

•Implementation  

 

Summary 

• Delays in diagnosis contribute to a large portion of    

preventable maternal deaths  

• Adopt Early Obstetric Notification System and Criteria 

• Assure prompt reporting and bedside evaluation within 30 

minutes 

• Back-up systems to ensure timely evaluation – 

• EONS algorithm 

 

 

Questions? 


