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Introductions



Overview of AIM
Marjorie Meyer, MD



Review of AIM and why we are here

 Severe Maternal Morbidity is a problem 

 AIM is a national quality improvement organization to facilitate statewide 
implementation of specific safety bundles targeted to reduce SMM 

 Each bundle has specific measures: structural measures (do you have the right 
equipment and tools), process measures (do we have a specific process), outcome 
data: disease specific SMM



Review of AIM and why we are here: PPH

 PPH is the most common cause of SMM in this state (state wide data)

 There are evidence based interventions that can treat PPH and possibly reduce 
maternal SMM due to PPH

 The goal is to roll out process and structural measures within 2 years, work together to 
identify barriers for implementation, and get each hospital the tools (both structural 
and process) needed

 Data will be collected for each hospital through Redcap and reported to AIM through 
UVMMC-hospitals provide UVMMC with the data and we will pass the state data to 
AIM directly



Data
Carole McBride, PhD



Statewide SMM Rates
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Statewide SMM Rates
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Methodology

 Vermont Uniform Hospital Discharge Data

 Publicly available through the Dept. of Health

 2015-2018

 Inpatient visits analyzed for

 ICD-9 and ICD-10 codes identifying deliveries

 Diagnosis codes

 ICD-9 and ICD-10 codes identifying SMM through

 Diagnosis and procedure codes



Severe Maternal Morbidity, VUHDDS, 2015-2018 (n=21,123)

Statewide

Conditions / Procedures # Codes Conditions / Procedures # Codes

Transfusion 149 Disseminated Intravascular

Coagulation

48

Eclampsia 26 Renal Failure 20

Septicemia and Sepsis 17 Hysterectomy 16

Acute Myocardial Infarction 14 Ventilation 13

Severe Anesthesia 

Complications

12 Shock 9

Cerebrovascular Accidents / 

Stroke / Puerperal 

Cerebrovascular Disorders

8 Respiratory Distress 7

Pulmonary Edema 7 Thrombotic Embolism 4

Amniotic Fluid Embolism 0 Aneurysm 0

Cardiac Arrest / V Fib / 

General Heart Failure

0 Heart Failure during Procedure or 

Surgery

0

Sickle Cell Anemia with Crisis 0 Temporary Tracheostomy 0

Hemorrhage 1576 Hypertension 582

Any SMM, including 

Transfusion

(Total number of deliveries)

314 Any SMM, excluding Transfusion

(Total number of deliveries)

177
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Severe Maternal Morbidity, VUHDDS, 2015-2018 (n=8671 )

Hospital 5

Conditions / Procedures # Codes Conditions / Procedures # Codes

Transfusion 30
Disseminated Intravascular

Coagulation
24

Eclampsia 11 Renal Failure 18

Septicemia and Sepsis 11 Hysterectomy 14

Acute Myocardial Infarction 2 Ventilation 4

Severe Anesthesia 

Complications
10 Shock 8

Cerebrovascular Accidents / 

Stroke / Puerperal 

Cerebrovascular Disorders

5 Respiratory Distress 6

Pulmonary Edema 5 Thrombotic Embolism 4

Amniotic Fluid Embolism 0 Aneurysm 0

Cardiac Arrest / V Fib / General 

Heart Failure
0

Heart Failure during Procedure or 

Surgery
0

Sickle Cell Anemia with Crisis 0 Temporary Tracheostomy 0

Hemorrhage 775 Hypertension 427

Any SMM, including 

Transfusion

(Total number of deliveries)

123 Any SMM, excluding Transfusion

(Total number of deliveries)

100



Severe Maternal Morbidity, VUHDDS, 2015-2018 

Rate per 10,000 deliveries, by hospital

Hospital

Total 

Deliveri

es

SMM including 

transfusion

Percent 

of 

Deliveries 

(%)

SMM excluding 

transfusion

Percent of 

Deliveries 

(%)

Influence 

of 1 case

on rate

1 1506 93 0.9 27 0.3 7

2 811 247 2.5 148 1.5 12

3 829 133 1.3 48 0.5 12

4 786 76 0.8 13 0.1 13

5 8671 142 1.4 115 1.2 1

6 1288 101 1.0 39 0.4 8

8 1390 86 0.9 50 0.5 7

9 1396 79 0.8 50 0.5 7

10 725 110 1.1 14 0.1 14

15 1210 281 2.8 182 1.8 8

16 1852 259 2.6 49 0.5 5

Statewide 21,123 149 0.12 84 0.1 0.5



0

500

1000

1500

2000

2500

3000

3500

4000

4500

SMM21 SMM20 SMM21 in
HTN

SMM20 in
HTN

SMM21 in
Hemorrhage

SMM20 in
Hemorrhage

R
a
te

 o
f 

S
M

M
 p

e
r 

1
0
,0

0
0
 D

e
li
v
e
ri

e
s

2015 2016 2017 2018

Comparison of SMM Rates



AIM Structural & Process Measures
Marjorie Meyer, MD



AIM Approach

 Implement Structural measures

 Implement Process Measures

 Measure implementation

 Measure clinical outcome (severe maternal morbidity)



AIM Structural Measures:
Quarterly Redcap Surveys

 Patient, Family, and Staff Support

 Debriefs

 Multidisciplinary Case Reviews

 Hemorrhage Cart

 Unit Policy and Procedure

 EHR integration



AIM Support:

• Help to develop overall tools for 
support of patient, family, and 
providers

• Educational sessions

AIM Structural Measures:
Quarterly Redcap Surveys

 Patient, Family, and Staff Support

 Debriefs

 Multidisciplinary Case Reviews

 Hemorrhage Cart**

 Unit Policy and Procedure**

 EHR integration



AIM Support:

• Debrief and case review forms
• Facilitate reviews if external review 

or additional expertise desired 
• Education
• Incorporate into Drills to practice

 Patient, Family, and Staff Support

 Debriefs

 Multidisciplinary Case Reviews

 Hemorrhage Cart

 Unit Policy and Procedure

 EHR integration

AIM Structural Measures:
Quarterly Redcap Surveys



AIM Support:

• Financial support for cart
• Laminated algorithms for cart (with 

instructions for Bakri and B-Lynch 
sutures)

• Any assistance in cart set up

AIM Structural Measures:
Quarterly Redcap Surveys

 Patient, Family, and Staff Support

 Debriefs

 Multidisciplinary Case Reviews

 Hemorrhage Cart**

 Unit Policy and Procedure**

 EHR integration

** first implementation goals



AIM Support:

• Guideline development 
• Educational materials and sessions
• RN manager meetings

AIM Structural Measures:
Quarterly Redcap Surveys

 Patient, Family, and Staff Support

 Debriefs

 Multidisciplinary Case Reviews

 Hemorrhage Cart

 Unit Policy and Procedure**

 EHR integration

** first implementation goals



AIM Support:

• Let us know if we can help
• We are still working on build by question (AWHONN) 
• Considering purchase of magnet boards for ALL OB 

rooms with pertinent information (PPH risk, IUFD, COVID, 
etc.)

• Educational webinars/RN manager meetings

AIM Structural Measures:
Quarterly Redcap 
Surveys

 Patient, Family, and Staff Support

 Debriefs

 Multidisciplinary Case Reviews

 Hemorrhage Cart

 Unit Policy and Procedure

 EHR integration



AIM Structural Measures: Reporting
Quarterly Redcap 
Surveys

VRPHP REDCap Survey:

 Patient, Family, and Staff Support

 Debriefs

 Multidisciplinary Case Reviews

 Hemorrhage Cart

 Unit Policy and Procedure

 EHR integration



AIM Drills support:

• Case scenarios
• Debrief forms
• Educational sessions
• Feedback re: what do you need

AIM Process Measures:
Quarterly Redcap Surveys

 Multidisciplinary Drills

 Provider Education

 Nursing Education

 PPH Risk Assessment**

 Quantified Blood Loss (QBI)



AIM Provider Education:

• Includes OB, ED, and anesthesiology
• Laminated algorithms and medications lists for PPH carts, 

rooms, and OR
• Laminated role-specific pocket cards (algorithm, medications 

with dose and administration information)
• OB Anesthesia Emergencies Spiral Binder (Stanford)
• Web based Educational sessions (want to know what you want)
• Feedback re: what do you need

 Multidisciplinary Drills

 Provider Education

 Nursing Education

 PPH Risk Assessment**

 Quantified Blood Loss (QBI)

AIM Process Measures:
Quarterly Redcap 
Surveys



AIM PPH Risk Assessment:

• Assessment at least once between admission 
and birth

• Help with whatever tools need to be developed
 

 Multidisciplinary Drills

 Provider Education

 Nursing Education

 PPH Risk Assessment**

 Quantified Blood Loss (QBI)

AIM Process Measures:
Quarterly Redcap 
Surveys

** first implementation goals



AIM QBL for hemorrhage events:

• Estimate and weigh for QBL
• AIM support to purchase scales
• Help with whatever tools need to be developed
 

 Multidisciplinary Drills

 Provider Education

 Nursing Education

 PPH Risk Assessment

 Quantified Blood Loss (QBI)

AIM Process Measures:
Quarterly Redcap 
Surveys



VRPHP REDCap Survey

 Multidisciplinary Drills

 Provider Education

 Nursing Education

 PPH Risk Assessment

 Quantified Blood Loss (QBI)

AIM Process 
Measures:
Quarterly 
Redcap Surveys



Summary
 We are excited to be an AIM state

 Joining AIM has already helped with: getting statewide data 
and organizing a state perinatal quality collaborative, 
Perinatal Quality Collaborative-Vermont

 We want to facilitate and help all work together to 
implement these tools

 AIM has a series of educational sessions which includes “we 
had trouble with” type stories

 We know Drills and Debriefs will be a challenge: we have a 
whole country of OB units we can steal ideas from

 Monthly/quarterly REDCap survey will be the same but we 
will focus on sequential implementation on a quarterly 
basis.  

 Overall feel free to do what you feel is right for your 
hospital

Walensky brought a plaque from her desk in Boston 

to CDC headquarters in Atlanta. 

It reads:

 "Hard things are hard.“ (and Obama)



Thank you
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