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• Objectives:  
– Discuss current focus on improving maternal outcomes 
– Describe patient safety initiative: 

•  Maternal Early Warning System (MEWS)  
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Maternal Mortality Rate: Texas 
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Causes of Pregnancy Related Deaths: 
 Texas 2011-2012 



Approximately ONE HALF 
of all Maternal Deaths are 
considered preventable  

CDC opinion 



Harris Health System 
Ben Taub Hospital   

– Harris County: underserved, underinsured  

– Deliveries 343/month; 3690 annually (2016) 

– 5650 OB-Intake visits (2016) 

– Baylor resident program (Obstetrics, Family Practice, 
Anesthesia) 

– Certified Nurse Midwifery  

– Level I, II and III Nurseries  

– VBAC rate 77.4% 

 

 



Obstetrics Quality Review Process 

Adverse Events  

• ERIS entered by RN 

• All events reviewed by Nursing Leadership 
– Manager, Clinical Resource Nurse and DON 

• All events reviewed by Physicians 
– Chief of Service, Director of Quality 

• Assigned for independent or full review 

• Reviewed by Multi-disciplinary OB/GYN Quality 
Review Committee 

 





Heat Map 



Maternal Early Warning System  
MEWS: 2014   

• OB Adverse Events  

– Multi-disciplinary OB/GYN Quality Review Committee 

– Identified gap related to Maternal OB adverse Events  

• Taskforce created  



 

Taskforce 
–  Nursing and Providers: L&D and MBU  

–  Reviewed literature: Maternal Morbidity 

–  Met with MEWS content expert 

–  Conducted a retrospective review of incidents  

 



Our mission is to end preventable morbidity, mortality 
and racial disparities in California maternity care 

Continually improve patient safety in women’s health 
care through multidisciplinary collaboration that 
drives culture change 

To improve and promote the health of women and 
newborns and to strengthen the nursing profession 
through the delivery of superior advocacy, research, 
education and other professional and clinical resources 
to nurses and other health care professionals 

Dedicated to the advancement of women’s health 
care and the professional and socioeconomic 
interests of its members through continuing medical 
education, practice, research, and advocacy 







NCM: Nurse Clinical Manager 
DON: Director of Nursing 
ADON: Administrative Director of Nursing  



MEWS OB Flowsheet  



MEWS Outcomes  

 

 

 

 

 

• Associated Clinical Significance 

– Anecdotal  perceptions : change in culture – 
nursing and providers  

 

 

OB Adverse Event Rate 

PRE-MEWS 4.45% 

POST-MEWS 2.35% 

P = 0.017 



Hemorrhage Project: 2016 
Readiness, Recognition, Response   
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Questions 
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