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INTRODUCTION

 Maternal morbidity and mortality (MM) are critical
challenges in the United States (US)

* There are 650-750 maternal deaths annually in the US
* This surpasses rates of other industrialized nations

* Post birth alert programs (PBAPs) improve postpartum
safety

PURPOSE

Establish national standards for PBAPs to support rapid
identification and management of postpartum complications in
efforts to combat rates of MM

BACKGROUND

US Maternal M&M

* Approximately 65% of maternal deaths occur within one year
following delivery

» Common causes include hemorrhage, stroke and/or seizure
related to preeclampsia, sepsis, and maternal cardiac
complications

* Most preghancy-related morbidity and mortality are
considered preventable

Maternal deaths per 100,000 live births

ol

CHL NZ

FRA UK GER

25

20
15
10
0 I I I I
US KOR CAN AUS JPN NETH SWE swiz NOR

Note: From Zephyrin, L. C., Masitha, R., Gumas, E. D., & Gunja, M. Z. (2024, June 4). Insights into the U.S. Maternal Mortality Crisis: An international comparison. The Commonwealth Fund.
https://www.commonwealthfund.org/publications/issue-briefs/2024/jun/insights-us-maternal-mortality-crisis-international-comparison
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Note: From Zephyrin, L. C., Masitha, R., Gumas, E. D., & Gunja, M. Z. (2024, June 4). Insights into the U.S. Maternal Mortality Crisis: An international comparison. The Commonwealth Fund.
https://www.commonwealthfund.org/publications/issue-briefs/2024/jun/insights-us-maternal-mortality-crisis-international-comparison

METHODS

TASKFORCE RECOMMENDATIONS

Program Recommendations
PBAP use orange wristbands with the messaging “Post-Birth
Alert”
Educate providers on all postpartum complications and
associated signs and symptoms
Provide critical access facilities with recommended treatment
algorithms and criteria for escalation of care

Toolkit Contents

* Implementation workbook for adopting a PBAP

 Wristband ordering information

* Tools for communicating wristband identification to
emergency and community healthcare services

* Recommended metrics for evaluating program success and
ensuring sustainability

* Directory of existing PBAPs

* Transition guide for updating wristband color and messaging
In existing programs

DISCUSSIONS

POST BIRTH ALERT PROGRAMS

e A taskforce of perinatal clinical nurse specialists (CNS) and CNS
students conducted a review of existing PBAP across the United
States

 Taskforce recommended standardization of NBAPs to include
wristband color and messaging, educational content, and
dissemination strategies

Post Birth Alert Programs
* Hospitals across the US have implemented PBAPs
* Increases recognition of postpartum complications
* Improves response times during obstetrical emergencies
* Instruct postpartum patients to wear colored wristbands for
6-12 weeks following delivery

Program Variability and Associated Risks

* Nine states have at least one healthcare organization (HCO)
with an established PBAP

e Significant variation exists in wristband color, educational
content, and dissemination strategies across programs

* Variation increases the risk of program failure

e Patients travel across regions or state lines

* Those living in critical access areas without established
obstetrical services

Developing Your Team

Stakeholders
Member Department Contact Information

Stakeholder Analysis Matrix

Organizational
Member Department LOE Contact Information

Emergency Department

Clinical Nurse Specialist

patient education materials for . .
disseminstion Implementation Timeline

Contact Information
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* Despite the implementation of standardized care bundles,
there continues to be a rise in rates of severe morbidity
* Impacting 50,000 — 60,000 women annually

 PBAPs are a novel method for bringing awareness to
complications that arise in the postpartum period and
ensuring patients receive appropriate and timely care

* National standardization will promote national awareness

and significantly reduce the risk these complications are
overlooked

NEXT STEPS

 Resources and toolkit approved for hosting on the NACNS
website to improve accessibility

* Disseminate program recommendations and toolkit across
HCOs and professional organizations to promote
standardized implementation nationwide

* Continue to monitor program implementation and variation
to support long-term program success
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