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improvement initiative to support

best practices that make birth
safer, improve maternal health

outcomes, and save lives.
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Learning Objectives

By the end of this session participants
will be able to:

1. Describe at least one evidence-based strategy for
early recognition and timely management of cardiac
complications in maternal health settings.

2. Integrate concise, actionable clinical guidance from
expert updates into everyday practice to strengthen
patient safety and improve maternal health
outcomes.

3. Describe at least one strategy to support
implementation of the AIM Cardiac Conditions in
Obstetric Care Patient Safety Bundle across maternal
health care settings.




Diana S Wolfe, MD, MPH, FACOG,
FACC

Obstetric Director of Maternal Fetal Medicine Cardiology
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Original Research

Pregnancy-Related Mortality in the United
States, 2006-2010

Andreea A. Creanga, Mp, Pip, Cynthia J. Berg, mp, mPH, Carla Syverson, cNm, mPH, Kristi Seed, Bs,
F. Carol Bruce, rN, mPH, and William M. Callaghan, Mp, MPH

Obstetrics & Gynecology 2015;125:5-12



Pregnancy Related Mortality
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Obstetrics & Gynecology 2015;125:5-12




Rate of pregnancy related

mortality increased by 27.7%
from 2018 to 2022. Né’ﬂé'rﬁ |Open_,

American Indian and Alaska

) ) Original Investigation | Obstetrics and Gynecology
Native women had the highest Pregnancy-Related Deaths in the US, 2018-2022

rate, followed by non-HispaniC Yingxi Chen, MD, PhD; Meredith S. Shiels, PhD; Tarsicio Uribe-Leitz, MD, MPH; Rose L. Molina, MD, MPH;
Wayne R. Lawrence, DrPH; Neal D. Freedman, PhD, MPH; Christian C. Abnet, PhD, MPH

Black women.

Cardiovascular disease was the

leading cause of the overall

pregnancy-related deaths



Maternal Mortality Rate, by Race and Hispanic Origin

NCHS Health E-Stats February 2025

Figure 2. Maternal mortality rate, by race and Hispanic origin: United States, 2022 and 2023

Bl 2022 W 2023

Deaths per 100,000 live births

Black i Hispanic
Non-Hispanic

ignificant difference from Black non-Hispanic women (p < 0.05).
2Statistically significant decrease in rats from previous year (p < 0.05).

MOTES: Race groups are single race. People of Hispanic origin may be of

SOURCE: National Center for Health Statistics, National Vital Statistics Syshln l'l]rh\liy data file.
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New York State Department of Health. New York State Maternal Mortality Review Report on Pregnancy-Associated Deaths in 2018. 2022.
New York State Maternal Mortality Review Report, 2018-2020 (ny.gov)



https://www.health.ny.gov/community/adults/women/maternal_mortality/docs/maternal_mortality_review_2018-2020.pdf

CENTRAL ILLUSTRATION Cardiovascular Disease in Pregnancy: Clinical Outcomes and Cost-Associated Burdens

From a National Cohort at Delivery

.

p
Of 33,639,831 births, Cardiovascular disease
132,532 pregnant associated with
‘ women with more complications
0 cardiovascular disease including:
MACE
. (aOR: 17.6,
Study population 95% Cl: 17.0-18.5)
n=132,532

)

Maternal mortality
(aOR: 9.28,
95% Cl: 6.35-13.56)

y

Preterm birth
(aOR: 1.33,

Stillbirth
(a0R: 1.66,
95% Cl: 1.49-1.85)
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associated with an
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Williamson CG, et al. JACC Adv. 2024;3(8):101071.

J0R = adjusted odds ratio; MACE = major adverse cardiac events,

JACC Advances. 2024;3(8):101071




Trends in Prevalent Maternal Cardiovascular Disease

15
Puoang <0.0001  AG¢Growp
- 1825
t - 2025
10 - 3640
ﬁ - 40
- Overad
5
0
2001-2005 2006-2010 2011-2015 2016-2019
No. at risk Year
Maternal age
18-25 yrs 35/2265 37/2316 27/1540 6/400
26-35 yrs 163/7624 332/9174 364/9532 299/6245
3540 yrs 86/2930 228/3870 250/4148 226/3214
>40 yrs 28/702 71931 115/1096 93/846
Overall 312/13521 668/16291 756/16316 624/10705

Figure 4, Trends in prevalent maternal cardiovascular disease from 2001 through 2019, stratified by maternal age.

Prevalence rates for preexisting maternal cardiovascular disease from 2001 through 2019 in prespecified time intervals, stratified by maternal
age at time of delivery.

Circulation.2025;152:1044-1055



The Challenge to Detect CYD in Pregnancy

Table 2. How to Differentiate Common Signs and Symptoms of Normal Pregnancy Versus Those
That Are Abnormal and Indicative of Underlying Cardiac Disease

ROUTINE CARE CAUTION*T
Nonemergent
Reassurance Evaluation
History of CVD None None
Self-reported symptoms None or mild Yes

Shortness of breath

Chest pain

Palpitations

Syncope

Fatigue

Vital signs
HR (beats per minute)

Systolic BP (mm Hg)

RR (per minute)

Oxygen saturation

Physical examination
Jvp

Heart
Lungs

Edema

No interference with
activities of daily living;
with heavy exertion only

Reflux related that
resolves with treatment

Few seconds, self-limited

Dizziness only with
prolonged standing or
dehydration

Mild

Normal
<90

120-139
12-15
>97%

Normal
Not visible

$3, barely audible soft
systolic murmur
Clear

Mild

With moderate exertion,
new-onset asthma,
persistent cough, or
moderate or severe OSA$

Atypical

Brief, self-limited
episodes; no
lightheadedness or
syncope
Vasovagal

Mild or moderate

90-19
140-159

16—-25
95-97%

Not visible
$3, systolic murmur
Clear

Moderate

Yes

Yes

At rest; paroxysmal
nocturnal dyspnea or
orthopnea; bilateral chest
infiltrates on CXR or
refractory pneumonia

At rest or with minimal
exertion

Associated with near
syncope

Exertional or unprovoked

Extreme

=120

=160 (or symptomatic
low BP)

=25

<95% (unless chronic)

Visible =2 ¢cm above
clavicle

Loud systolic murmur,
diastolic murmur, S4
Wheezing, crackles,
effusion

Marked

ACOG PRACTICE BULLETIN

Clinical Management Guidelines for Obstetrician-Gynecologists

Novae 212

Presidentisl Task Force on Pregnancy and Heart Discase
ce ™ Amesican C: cans and
o — Tusk and Hes
Disease messbers Lisa M. Holler, MD, Jumes N. Marsn Jt MD, Heidi Coanolly, MD, Mark Turrersie, MD, Afiban Hamesd, MD,
o - CNMLUAE
D,

siemin, ARNP.

BC, Stacey . Rosea, MD, Rachel G Sinkey, MD, Geaeme Smich, MD, PhD, Candea Tibtw, MPH, Fleri 7 Trigas, Richel
iy, MD, Janct Wei, MD, and Cieolyn Zelop, MD.

Pregnancy and Heart Disease

Practice Bulletin 2019, Pregnancy and Heart

Disease, ACOG



Haemodynamic Changes

Delivery
% change from st 2nd 3rd Post-
Pre-pregnancy Jaires trimester trimester partum
Cardiac output
40 Plasma volume
20 Heart rate
0
Peripheral vascular resistance 7/ 6 weeks post-partum:
Diastolic and systolic BP / cardiac output at
20 ~ pre-pregnancy values

2025 ESC Guidelines for Management of cardiovascular disease in pregnancy, European Heart Journal, August, 2025



PERGENT CHANGE FROM PRE-PREGNANT VALUE

Changes in Maternal Blood Volume and Hematocrit During Pregnancy

+50 4 PLASMA VOLUME
1 up to ~45-50%
+40

ERYTHROCYTE VOLUME
(iron supplements)

1 up to ~25-30%

+30 -

+20 -
ERYTHROCYTE VOLUME

(no iron supplements)

+10 - 1 up to ~15-18%

0 -
HEMATOCRIT
(iron supplements)

4 down to ~10-15%

HEMATOCRIT
(no iron supplements)

T T T T T T y * | down to ~15-20%
0 4 8 12 16 20 24 28 32 36 40

DURATION OF PREGNANCY (WEEKS)

| Plasma volume increases more than red cell mass, resulting in hemodilution (1 hematocrit). \
Iron supplementation blunts the fall in hematocrit. |

, S— — = — — - - — —

Pitkin. Nutritional support in Obstetrics and Gynecology 1976.



Supine vs. Left Lateral
Position in Pregnancy

In supine position:

e (Cardiac output may decrease
by 25-30%

e The gravid uterus compresses
the inferior vena cava

This results in:

e | Venous return to the heart
e | Stroke volume
e | Cardiac output

Patients with underlying cardiac
disease may not tolerate this reduction.

Left lateral positioning relieves caval

compression and restores cardiac output.

Fetus

Placenta

Inferior
vena cava

Aorta

Lateral decubitus

Elkayam and Gleicher. Diagnosis and management of fetal and maternal
heart disease. 1998.



Intrapartum Changes

Adams JQ, Alexander AM. Alterations in cardiovascular physiology during labor. 1958.
Osofsky HF, Williams JA. Changes in blood volume during parturition and the early postpartum period. 1964.
Hendricks CH, Quilligan EJ. Cardiac output during labor. 1956.



EKG and ECHO changes in Pregnancy

PR interval
shortened
—_—
Prominent l
Q wave Flattened/inverted
T wave
= Normal ECG

== Pregnancy ECG

Unchanged

« Aortic root diameter

o LVEF

* RVEF -

« SPAP t LA size and
volume

Small changes $ LVEDD

« Small pericardial
effusion

$LV mass

* RV basal and
mid diameters

2025 ESC Guidelines for Management of cardiovascular disease in pregnancy, European Heart Journal, August, 2025



Consensus Statement

Alliance for Innovation on Maternal Health
Consensus Bundle on Cardiac Conditions in Obstetric Care

Afshan B. Hameed, mp, Alison Haddock, MD, Diana S. Wolfe, Mp, mMPH, Karen Florio, DO, MPH,
Nora Drummond, DNP, CNM, Christie Allen, MsN, BSN, Isabel Taylor, ms, Susan Kendig, JD, MSN,

Garssandra Presumey-Leblanc, Ms, and Emily Greenwood, MPH



READINESS (EVERY CLINICAL SETTING)

1. Train All Obstetric Care Professionals to
Perform a Screen for Cardiac Conditions

Evidence suggests that implementation of a screen for
cardiac conditions for pregnant and postpartum
people in all clinical care settings is a is a key step
toward reducing the burden of maternal mortality due
to cardiac conditions.® A cardiovascular risk-
assessment algorithm developed by the CMQCC
(California Maternal Care Quality Collaborative)
(see https://www.cmqcc.org/resources-toolkits/tool-
kits/improving-health-care-response-cardiovascular-

disease-pregnancy-and) stratifies pregnant and post-
partum patients into low risk and high risk for cardio-
vascular disease.” The algorithm can be applied to all
pregnant and postpartum people at their first clinical
encounter regardless of gestational age.!° In a retro-

Hameed et al Consensus on Cardiac Conditions in Obstetric Care

RECOGNITION AND PREVENTION (EVERY
HEALTH CARE PROFESSIONAL AND
CLINICAL SETTING)

11. Use Standardized Cardiac Risk-

Assessment Tools to Identify and Stratify Risk
Staff training and integration of cardiac risk-
assessment tools and documentation into the elec-
tronic medical record may support regular utilization
of the standardized assessment tools. More detail on
standardized cardiac risk assessments can be found in
Readiness Element 1.

OBSTETRICS & GYNECOLOGY




CMQCC Cardiovascular Disease
Toolkit

The CVD Toolkit was developed by CMQCC at
Stanford University under contract with CDPH with
funding from a federal Title V MCH Block grant.

Algorithm validated Detection rate 93% in symptomatic
64 CVD deaths. cases identified as screen-positive
or high risk for CVD.

CMQCC

California Maternal
Quality Care Collaborative

Reference: Hameed, AB, Morton, CH and A Moore. Improving Health Care Response to Cardiovascular Disease in Pregnancy and

Postpartum Developed under contract #11-10006 with the California Department of Public Health, Maternal, Child and Adolescent
Health Division. Published by the California Department of Public Health, 2017.



We propose a system
wide implementation
of this algorithm

©California Department of Public Health, 2017; supported by Title V funds. Developed in partnership with California Maternal Quality Care Collaborative Cardiovascular
Disease in Pregnancy and Postpartum Taskforce. Visit www.CMQCC.org for details


http://www.cmqcc.org/

CENTRAL ILLUSTRATION: Universal Cardiovascular Disease Risk
Assessment in Pregnancy and Postpartum

Goal: Integrate cardiovascular disease risk assessment tool into routine obstetric care to identify pregnant
and postpartum patients at risk for cardiovascular disease (CVD)

'

Involve various healthcare Physical Exam Vital Signs
om’fcz}‘i:%‘:gg?y Abnormal findings: «Resting HR >110 beats/min
. =Systolic BP 2140 mm H

care physicians, and Loud OR aa Basilar .Rfstpimo.y rate 224 =

emergency healthcare R crackles +Oxygen saturation <96%
providers in conducting
Cvslzr:sel;;sscissmalt Self-Reported Symptoms Risk Factors
g in the .
electronic medical «Dyspnea _:?? & 40 years
record (EMR) = Mild orthopnea Lol
* Pre-pregnancy obesity(BMI 235 kg/m?

*Tachypnea
*Asthma unresponsive to therapy
= Palpitations

sDgines=/sy icopo alcohol, methamphetamines)

« Pre-existing diabetes
= Hypertensive disorder
*Substance use (nicotine, cocaine,

SChest palit « History of chemotheraphy

Rec;mmended diagnostic tests: Hetorcad Improved identification Pagent ed:lclzation
%) EKG D ECHO pathways ;,ﬂ:’,;g;’,’fg;‘g ki <
=2 — forpatients ___ .04ing monitoring —=| modifiable
| BNP/NT-proBNP et of high-risk patients QUUTEE
f:bo?;t::y tests for CVD ;rr‘ud postpartum period

Hameed AB,...Wolfe DS. JACC Adv. 2024;3(8):101055




SYMPTOMS
*NYHA class 2lI

Suggestive of Heart Failure:
* Dyspnea
* Mild orthopnea
* Tachypnea

Suggestive of Arrhythmia
* Palpitations
* Dizziness/syncope

* Chest pain
* Dyspnea

* Asthma unresponsive to therapy

Suggestive of Coronary Artery Disease

VITAL SIGNS

» Resting HR 2110 bpm
 Systolic BP 2140 mm Hg
* RR 224

» Oxygen sat <96%

A 4

.

RISK FACTORS

Age 240 years
African American

Pre-pregnancy obesity
(BMI 235)

Pre-existing diabetes
Hypertension

Substance use (cocaine,
alcohol,
methamphetamines)
History of cardiotoxic
chemotherapy

ABNORMAL PHYSICAL
EXAMINATION

Heart: Loud murmur or
Lung: Basilar crackles

ANY COMBINATION ADDING TO 24

21 Symptom + 21 Vital Signs Abnormal + 21 Risk Factor or

]

Follow-up within one week

Obtain: EKG, Echocardiogram, BNP +/- CXR; arrhythmia monitor
Consider: CBC, Comprehensive metabolic profile, Arterial blood gas, Drug screen, TSH, etc.

——>

Consultation with
Pregnancy Heart Team

AN

Results Negative

Signs and symptoms resolved
Reassurance and routine follow-

> Results Abnormal

up
Modified from: ©California Department of Public Health, 2017; supported by Title V funds. Developed in partnership
with California Maternal Quality Care Collaborative Cardiovascular Disease in Pregnancy and Postpartum Taskforce.
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1st trimester 2nd trimester
(=13 weeks GA) (14-27 weeks GA)
N=8,272(43%) N= 5,579 (29%)

3rd trimester
(=28 weeks GA)
N= 5,002 (26%)

Postpartum
N=385 (2%)

Completed CMQCC CVD Risk
Assessment Algorithm

At Risk
N=385

Confirmed CVD
Diagnosis

N=60 (15.6%)

Wolfe, DS...Hammed, AB. /n Press

Not at Risk
N=18,853

Confirmed CVD
IET-{ LI

N=374 (2.0%)




Study Cohort

Among 19,238 pregnant and postpartum patients without prior known CVD who were assessed for CVD
risk, 2.0% were identified as being at risk for developing CVD

Main Findings

* Among total study population, 2.3% of patients were later confirmed to have CVD
* Physical examination findings were the most predictive elements of the CVD risk assessment

1. Physicians completes CVD

risk assessment

Antepartum

Postpartum

*Pregnant and postpartum
patients with known CVD
are excluded

Risk
Positive

2. Physicians orders follow-up cardiac

diagnostic testing and patient
completes ASAP (within 30 days)

:-i.

If BNP and/or EKG results

i

are abnormal, physicians

orders ECHO

[=(01,[0]

The Conclusion

3. Physicians establishes

previously unknown or

new CVD diagnosis.
Delivery and plan of care
optimized accordingly.

The CVD risk assessment algorithm embedded in routine obstetric care demonstrates moderate
predictive value and improves identification of undiagnosed CVD, with significant enhancement
utilizing physical exam findings.

True positive (N= 60)/True positive (n=

Calculation of the Positive Predictive Value (PPV)

+ False positive (n —325) = 15.6%
) p ( )

Wolfe, DS...Hammed, AB. In Press



READINESS (EVERY CLINICAL SETTING)

4. Establish a Multidisciplinary Pregnancy
Heart Team, or Consultants Appropriate to
the Facility’s Designated Level of Maternal
Care to Care for People Experiencing Cardiac
Conditions in Pregnancy and Postpartum

Every facility where a pregnant or postpartum person
may present should have a plan for convening a
Pregnancy Heart Team or a plan to access one when
needed through telehealth or remote consultation.
The team can be comprised of onsite obstetric care
professionals and subspecialists or wholly or in part as
a virtual team in hospitals where subspecialists are not
readily available onsite. Table 1 provides examples of

suggested team members and roles.

Hameed et al Consensus on Cardiac Conditions in Obstetric Care

Radiologist
Geneticist

)
g
Ny
2
(9
(7]
&
&
g
=
T Pulmonologist
=
-
o

Primary care
physician

Clinical
pharmacologist

Social worker

Psychologist

Core team

-

pe

Extended case-based team

re €ar€

Specialists in
Valvular disease
Cardiomyopathy
Heart failure

Intensive care
specialist

Acute cardiac
care specialist

Pulmonary hypertension
Coronary artery disease

Cardiovascular surgery
Electrophysiology
Paediatric cardiology

Anaesthe-

Siologist Cardiologist

Adult congenital
heart disease

MDTs

Pulmonary embolism
response team

Midwife
Obstetrician

Clinical nurse
specialist

Aorta team

Maternal foetal specialist

Neonatologist

Ive"i’ﬂatology/obsv?-“""s

OBSTETRICS & GYNECOLOGY

@Esc—



Figure 36. Contributing Factors Among Preventable Deaths Due to Cardiovascular
Conditions, NYC, 2016-2020

Percent of preven table pregnan cy-assodated dea ths

60%

25.0% 25.0% 25.0%
Did notfollow  Assessment Clinical =kill/

|protocol’procedure quality of care




Interdisciplinary Team Meeting in CICU

NICU Blood Bank

MFM/OB

Cardiologist

OB Anesthesia

L&D Nursing

CT Surgery

Cardiac
Anesthesia

Hameed AB, Wolfe DS. Cardio-Obstetrics: A practical guide to care for pregnant cardiac patients. 2020;5-9.



Checklist for Interdisciplinary Team

Delivery Planning

Delivery Plan Checklist

DT Cardio- Obstetric Delivery Plan

ATTENDEES: SERVICE REPRESNTED

(] Mem [Jcardiology  [] L&OAw  [J] L&D Director [] Patient safery
[ Anesthesia [] pediagries [ L&D Nuring [] plood Bank ] Orher:

PATIENT INEORMATION

Neme:
Age: EDD: BMI:

HealhcareProwy: __

CARDIAC PATHOLOGY

MWHO RiSK, I, I-I1L, 1T, IV
Structural heart disease: Ahythmia:
Oves  [no Oyes [t

CARDAIC STUDIES

ANTEPARTUM PLAN

INCLUDE MEDICATIONS AND SURVEILLANCE

DELIVERY PLAN

'DATE/ TIME OF DELIVE}

GA AT DELIVERY:

LOCATION: [] Tertiary [ ] Community
MODE OF DELIVERY | | SafetoLabor [ ] Assisted 2nd Stage ] Cesarean

INTRAPARTUM MONITOR!

Telemetry: [ ¥es  [] No Fluid: [ suiccios [ other:

Cardiac Nursing [ ] Yes [ ] No
Pulse ox: [] ves [] No Endocarditis PPx: [] Yes  [] o
Line [ cenural [ asterial  [] peripheral

Notes:

Anesthesia Plan:

SPECIAL SITUATIONS:

Medications to Avoid:

Hemorthage:
Hemabate ethergine Misoprostol
Yes Yes Yes. Yes
ONe O No O No O No O Ne
o (m) (m) o (m)

Dater

mé

Preeclampsia:

Desires Future Fertility

Birth Control:
WD [] Nesplanon CJeops  [] condoms BTL
Other

Eevpoints:

Risk of Maternal Cardiac Event:

25-5%

10-19%

Risk of Mortality:

Low ]

POSTPARTUM PLAN

Consults:

Postpartum Care:

Telemetry [] Yes [] No

B Fluid: [] Sticti0s [ Other:
Cardiac Nursing [ Yes [] No
Pulse Ox: [ ] ves [ No Endocarditis PPx: [ ] Yes [ No
Lines: [] Central [ Arterial [ Peripheral
Notes:
Anticoagulation Plan:
-

Hameed AB, Wolfe DS. Cardio-Obstetrics: A practical guide to care for pregnant cardiac patients. 2020;5-9.




40 yo IVF pregnancy 36 wk 1d presents

to ED with Left Arm Tingling

Clinical Challenge
> Full term, viable pregnancy
> Acute type A aortic dissection with root and ascending
aneurysm
> Dissection extending into all head vessels
> Left upper extremity mal-perfused due to dynamic
obstruction of left subclavian artery
= Pain, neuromuscular deficits
» Absent left radial and brachial pulse

Optimal Timing

% Proximal aortic disease
= Root
= Hemiarch
» Arch replacements

% Distal aortic disease and LUE mal-perfusion Proximal landing zones for aortic arch and upper descending thoracic
aorta | Download Scientific Diagram

Montefiore SdEINSTEIN

Albert Einstein College of Medicine

vvvvvvvvvvvvvvvv



https://www.researchgate.net/figure/Proximal-landing-zones-for-aortic-arch-and-upper-descending-thoracic-aorta_fig1_353469474

Obstetric Concerns

Blood
Pressures

|

» Developing Pre-
eclampsia?

* Hypotension and
Fetal Perfusion

Maternal Cardiac
Compromise

|

* Decreased Cardiac
Output

* Potential Cardiac
Collapse

» Cardiac Bypass/
ECMO concerns

Fetal
Compromise

}

* Opiate Effects

* Maternal
Hypotension

* Reduced Uterine
Perfusion

* General Anesthesia

Delivery
Considerations

|

* Rapid Delivery

* Postpartum
Hemorrhage

* Surgical approach
and planning



Surgical Planning

Uterine Postpartum
Incision Hemo_rrhage Neonate
Risk
r Patient to be Potential
— Enxd%frﬁéiﬁgsl?é —  Full-Term — fully — Fetal
heparinized Compromise
| Possible Breech B igﬁ(ael(e)g Unknown
Hysterectomy Presentation anesthetics Fetal Status

. - . Postpartum
! i ! 1 P P
Midline Low 5 gxyt?‘aln IrtIfusmn . NICU Team
: : . Prophylactic
Vertical Skin Transverse Bonri Balloon on standby
Incision w/ ‘i Placement In separate
Incision 3. Vistaseal over (0]
Staple Closure hysterotomy Rapid
4. Staple Closure : .
with GynOnc on Delivery

standby



( N\
Prophylactic ‘ ‘
surgery . ' MFS (FBN1) .
1 " (Class|) !
| MFS (FBNT) with risk factors? | LDS-TGFBR1/2 . BAV
‘ (Class lIb) " (Class ) ' (Class 1)
nsHTAD with risk factors? . nsHTAD ! TAD w/o P/LP variant
(Class IIb) " (Class ) " (Class 1)
. LDS-TGFBR1/2 . LDS-TGFB2/B3, SMAD2/3 ;
' (Class lib) ' (Class lla)
: . BAV with risk factorsP
: . (Class lla) :
40 mm 45 mm

Vaginal delivery | Vaginal delivery with

(Class 1) ' epidural anaesthesia and
an expedited second stage
 (Class lla)
. Caesarean section . Caesarean section

(Class Ilb) " (Class lla)

Mode of & m%
delivery 1T

150 mm

@ESC—

JOURNAL ARTICLE  GUIDELINES
2025 ESC Guidelines for the management of
cardiovascular disease and pregnancy: Developed by
the task force on the management of cardiovascular
disease and pregnancy of the European Society of
Cardiology (ESC)
Endorsed by the European Society of Gynecology (ESG)

BAV: bicuspid aortic valve
LDS: Loeys-Dietz syndrome
MFS: Marfan syndrome
nsHTAD: non-syndromic
heritable thoracic aortic
disease

P/LP: pathogenic/likely
pathogenic

TAD: thoracic aortic disease

Risk factors: family history
of dissection, rapid aortic
growth (=3 mm/year),
uncontrolled hypertension



MFM

L&D Nursing

NICU

Anesthesia

Interdisciplinary Team

Cardiology

Blood Bank

Patient Safety



Take Home Message

A Multidisciplinary
Team is Required

European Heart Journal 2011;32:2147-97



AHA Scientific Statement

Exlstmg adult CHD and renancy guidelines recom-

# multidisciplinary team with knowledge and experience
in adult CHD is available.®®738 This team includes a
cardiologist, a high-risk obstetrician, an anesthesiolo-
gist, and a neonatologist Additional providers includ;

the coordmatlon of care as reqmred Early coordlnatlon
and ongoing communication between members of the
multidisciplinary team are crucial to optimizing maternal

Circulation 2017;136:e50-e87



AIM Clinical Refresher Series

Sepsis in Obstetric Care v~
May 6, 2026

Cardiac Conditions in Obstetric Care \/
May 13, 2026

Severe Hypertension in Pregnancy
May 20, 2026 at 12:30 - 1:00 PM ET

Safe Reduction of Primary Cesarean Birth
May 27, 2026 at 12:30 - 1:00 PM ET

& AIM

ALLIANCE FOR INNOVATION
ON MATERNAL HEALTH



Join us at the 2026 AIM Annual Meeting

REGISTRATION OPEN
2026 AIM ANNUAL
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: = 4 June 15-17
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Thank youl!

Diana S Wolfe, MD, MPH, Meg Sheahan MSN, CNM, MPH

FACOG, FACC

meg.sheahan@jsi.org
dwolfe@Montefiore.org

Visit: saferbirth.org
Email: info@saferbirth.org
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This webinar was developed with funding from the Health Resource and Services Administration (HRSA) of the U.S. Department of Health and Human Services (HHS). ALLIANCE FOR INNOVATION
L//v_%contt%ntsu asre Gthose of the author(s) and do not necessarily represent the official views of, nor endorsément, by the current cooperative agreement holder, HRSA, ON MATERNAL HEALTH
, or the U.S. Government.
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