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Submitted electronically via regulations.gov 
 
June 17, 2022 
 
The Honorable Chiquita Brooks-LaSure 
Administrator 
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
7500 Security Boulevard  
Baltimore, MD, 21244 
 
RE: Medicare Program; Hospital Inpatient Prospective Payment Systems for Acute Care Hospitals and 
the Long-Term Care Hospital Prospective Payment System and Proposed Policy Changes and Fiscal Year 
2023 Rates; Quality Programs and Medicare Promoting Interoperability Program Requirements for 
Eligible Hospitals and Critical Access Hospitals; Costs Incurred for Qualified and Non-qualified Deferred 
Compensation Plans; and Changes to Hospital and Critical Access Hospital Conditions of Participation 
(RIN 0938-AU84) 
 
Dear Administrator Brooks-LaSure:  
 
On behalf of the Society for Maternal-Fetal Medicine (SMFM), which represents more than 5,500 
members dedicated to optimal and equitable perinatal outcomes for all people who desire or 
experience pregnancy, we appreciate the opportunity to comment on provisions relevant to maternity 
care included in the above referenced proposed rule. 
 
SMFM, founded in 1977, is the medical professional society for maternal-fetal medicine subspecialists, 
who are obstetricians with additional training in caring for high-risk maternal and fetal conditions. The 
Society represents the nation’s experts in high-risk pregnant patients and provides education, promotes 
research, and engages in advocacy to advance our mission of optimal and equitable perinatal outcomes 
for all. Given our mission, the Society appreciates that the Centers for Medicare & Medicaid Services 
(CMS) has elevated policies to improve maternal care in the proposed rule. CMS has a critical role to 
play in improving maternal health and reducing inequities in outcomes.   
 
Our comments will focus on the proposed Cesarean Birth electronic clinical quality measure (eCQM) and 
the Severe Obstetric Complications eCQM. We’ll also share feedback on the proposed hospital 
designation related to maternity care. 
 
Cesarean Birth eCQM 
Prevention of cesarean birth is a mechanism to reduce significant health, social, and economic costs for 
patients. SMFM applauds CMS’s commitment to reducing primary cesarean deliveries to improve 
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maternal and neonatal outcomes. The Society offers the following comments to improve the proposed 
metric. 
 
The proposed Cesarean Birth eCQM is analogous to The Joint Commission measure quantifying the 
nulliparous, term, singleton, vertex (NTSV) cesarean birth rate (PC-02). The NTSV cesarean birth rate 
identifies the proportion of live neonates born by cesarean to patients in their first pregnancy who are 
at or beyond 37 weeks of gestation with a singleton, vertex-presenting (head-down) gestation. To ease 
the administrative burden and accuracy of calculating the proposed electronic measure, all the 
components of the NSTV cesarean birth rate should be identifiable using a standard tool such as ICD-10 
coding data, rather than through chart review. However, we currently lack all the necessary ICD-10 
codes to calculate this proposed metric using administrative data alone. While ICD-10 codes currently 
exist for breech (non-vertex), preterm birth, post-term birth, and multiple gestations, ICD-10 codes will 
need to be developed to delineate parity (nulliparity versus multiparity).  
 
In addition and importantly, the proposed Cesarean Birth eCQM does not account for all 
contraindications to vaginal delivery. SMFM appreciates the acknowledgement of placenta previa as a 
condition that should be excluded from the denominator. In addition, we recommend the following 
conditions also be excluded: active genital herpes outbreak, HIV with high viral load, umbilical cord 
prolapse, vasa previa, suspected placenta accreta spectrum disorder, and history of uterine surgery, 
such as myomectomy. Like all quality measures, the NTSV cesarean birth rate should incorporate efforts 
to eliminate disparities and improve maternal health equity. 
 
Severe Obstetric Complications eCQM 
SMFM appreciates CMS’s focus on reducing severe obstetric complications. SMFM has been leading the 
charge to reduce preventable obstetric complications through the work of SMFM’s Quality & Safety 
Committee as well as our partnership with the Alliance for Innovation on Maternal Health.  We support 
and appreciate the exclusion of severe complications that are present on admission as well as 
respiratory conditions related to Covid-19. We support the use of risk adjustment criteria, and suggest 
language be included that allows for the list of comorbidities to change over time as new risk factors are 
identified.  
    
Currently, the measure of severe maternal morbidity accurately captures the percentage of patients 
who experience a severe adverse outcome, but in doing so captures diagnoses that are neither 
predictable nor preventable. For this measure to meet the goal of achieving safer patient care by 
increasing awareness of the danger of obstetric complications, promoting adherence to recommended 
clinical guidelines, and encouraging hospitals to track and improve their practices of appropriate 
monitoring and care delivery for pregnant and postpartum patients, we recommend only monitoring 
those conditions that could be impacted by these practices and excluding those conditions or 
procedures that are likely unpreventable or modifiable through clinical care changes.  In this regard, we 
have the following recommendations: 
 

• Remove amniotic fluid embolism and air embolism as a qualifying diagnosis since these are rare, 
life-threatening events that cannot be predicted or prevented.   

• Remove transfusion as a qualifying diagnosis. Transfusion is not an outcome but is rather a 
process used to provide care.  Single unit transfusion is most often used after a moderate 
hemorrhage or even after a normal blood loss in a person with pre-existing anemia, both 
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common events. The measure should not discourage providers from using transfusion when 
indicated, especially since current national quality improvement initiatives advocate for a 
hemorrhage protocol that includes early and aggressive transfusion to avoid serious morbidity 
and improve outcomes. Withholding necessary transfusion would improve performance on the 
measure but result in worse maternal outcomes. The current CMS proposal specifies that two 
severe maternal morbidity measures will be reported, one that includes transfusion and the 
other that does not include transfusion. We support only the use of the measure without 
transfusion. If a measure of blood transfusions is chosen, we recommend defining as the use of 
four or more units of packed red blood cells, as that signifies significant hemorrhage that may 
have been avoidable with prompt medical or surgical management (e.g., earlier and more 
aggressive use of uterotonic agents, uterine compression sutures, or uterine balloon 
tamponade).  

• We recommend removing hysterectomies associated with cancer or placenta accreta spectrum 
(PAS) disorder, which are medically indicated. As with blood product transfusion, a 
hysterectomy is a life-saving procedure, not an outcome. Planned hysterectomy after cesarean 
delivery in a patient with suspected PAS should not be viewed the same way as a hysterectomy 
performed for uterine atony that is unresponsive to medical management.  For this reason, we 
advocate for PAS present on admission to be either included in the variables under 
consideration for risk adjustment or a diagnosis that qualifies for exclusion from the measure. Of 
note, a limitation of the proposed measure is that a hysterectomy performed for suspected PAS 
intraoperative that was not known to be present on admission, which is a medically indicated 
procedure, likely cannot be captured with ICD-10 codes and would require chart review.  

• While we agree with the proposed risk-adjustment in principle, including all the listed 
preexisting conditions and pregnancy characteristics, it is not clear this will be sufficient to 
achieve a true rate of preventable maternal morbidity. As an example, preeclampsia with severe 
features can be the cause of pulmonary edema and acute renal failure (ARF), and in fact be 
present on admission, rather than the result of failure to adhere to evidence-based guidelines 
for management of preeclampsia; we therefore recommend exclusion of pulmonary edema and 
ARF if associated with a diagnosis of preeclampsia, as they are both components of the 
diagnosis of preeclampsia with severe features.   

 
Maternity Care Hospital Designation 
SMFM appreciates CMS’s attention to the maternal care that hospitals provide and for seeking input on 
opportunities to improve the quality and safety of that care. Using the new maternal morbidity 
structural measure as the foundation of the maternity care hospital designation is an appropriate start. 
However, there is certainly more that hospitals must do to advance equitable and high-quality maternal 
care.  
 
SMFM would not oppose incorporating the proposed Cesarean Birth eCQM and Severe Obstetric 
Complications eCQM as metrics in the Maternity Care Hospital Designation if modified to address the 
concerns outlined above. However, we do have concerns about potential unintended consequences of 
using these measures without also using appropriate balancing measures, such as the unexpected 
complications in the term newborn rate (The Joint Commission PC-06) as a balancing measure to the 
NTSV rate, and carefully considering the threshold for achieving the maternity care hospital designation. 
Hospitals that treat the sickest pregnant patients should not be penalized, and the designation should 
not be defined in a way that threatens ongoing quality improvement efforts at the facility, regional, or 
state level. It would be a patient safety risk if high-risk patients chose to deliver at hospitals unequipped 
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to serve them because the Maternity Care Hospital Designation was skewed to favor facilities that treat 
lower-risk patient populations. If this were the case, hospitals with the Maternity Care Hospital 
Designation would be less prepared to deliver the high-risk care needed to optimize outcomes for 
pregnant patients at the highest risk for morbidity and mortality. 
 
In addition to these measures, SMFM encourages CMS to explore opportunities to develop and 
implement additional measures that have the potential to reduce maternal morbidity and mortality. 
SMFM proposes the following measures for development and potential implementation into the 
maternity care hospital designation: 
 

• A hospital-level patient-reported experience measure stratified by demographic factors 
associated with inequity including language, race, ethnicity, and insurance status. 

• A hospital-level structural measure that evaluates access to services for patients with limited 
English proficiency. 

• A measure(s) that evaluates access to contraceptive counseling and services within the hospital 
setting. We understand that NQF #2902 measures the proportion of women provided 
contraception between three and 60 days postpartum.  Unfortunately, this measure does not 
record the proportion of women who want contraception but do not receive it, nor does it 
assess patient perceptions of the counseling they receive. In addition, the three- to 60-day 
timeframe falls outside of the period of hospitalization. The data show that up to 40 percent of 
women do not attend a postpartum visit; ensuring patients have access to contraceptive 
counseling and services during their postpartum hospital stay is therefore critical. If a hospital 
opposes contraception for religious reasons, we support a measure to assess whether hospitals 
provide appropriate counseling and timely referrals for postpartum contraceptive care. 

• A measure to assess hospital ability to provide emergency maternal care throughout gestation, 
including emergent dilation and evacuation procedures in the second trimester.  If hospitals do 
not provide these services or oppose for religious reasons, we support a measure to assess 
whether hospitals provide timely and safe transport to facilities with full-spectrum reproductive 
health care services. 

 
Again, SMFM appreciates the opportunity to comment on the proposed rule. Please consider SMFM a 
partner in your ongoing efforts to optimize perinatal outcomes for all who desire or experience 
pregnancy. Rebecca Abbott (rabbott@smfm.org), Senior Director of Advocacy, is available to answer any 
questions or provide further information. 
 
Sincerely, 

 
Christina J. Wurster, MDA, CAE 
Chief Executive Officer 
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