
1 
 

2022 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Resource Binder 
A guide to accompany OB Drill Binders 

Trainer Resources 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
The heart and science of medicine. 

 
  



2 
 

 
  



3 
 

 
 
 
 
 
 

WHAT’S INSIDE 

TABLE OF CONTENTS 
 
Guide to Instituting Drills: 

Introduction to Trainer Resources ............................................................ 7 
Roles & Responsibilities ........................................................................... 9 
Resources & How to Use Them ............................................................... 9 
Institution-level Log .................................................................................. 11 
Individual Drill Log .................................................................................... 13 
Incentive Suggestions .............................................................................. 14 

 
Resources & Materials for Obstetric Drills: 

 

Postpartum Hemorrhage 
Section Introduction & table of contents .................................................. 15 
AIM PPH Safety Bundle Guidelines ........................................................ 17     
UVMMC Postpartum Hemorrhage Guidelines  ........................................ 25  



4 
 

 TABLE OF CONTENTS Continued 
 

Readiness Resources 
Item List OB Hemorrhage Cart  ........................................................ 31  

Example of UVMMC Cart Organization ........................................... 32  

OB Hemorrhage Flowchart .............................................................. 33  
OB Hemorrhage Medications ............................................................ 35  
Definition of Blood Loss Assessment ................................................ 36  
Example of Iron Infusion Protocol ..................................................... 37  
Checklist for Patients that decline blood products ............................ 39  

Discharge Planning for All Patients ................................................... 40  
Special Considerations for Small Hospitals ...................................... 41  

OB Checklist ....................................................................................... .. 47  

OB Hemorrhage Checklist ............................................................... 49  
 

Recognition and Prevention Resources  
Risk Assessment Screening ........................................................... 51  

Postpartum Hemorrhage Prevention: Prophylaxis .......................... 52  
Emergency Department Recognition ............................................... 53  

 

Response Resources 
Checklist: Cause of Postpartum Hemorrhage .................................. 55  

Medications: Short Form .................................................................. 56  

Stage Based Treatment Protocol: Long Form ................................. 57  

OB Hemorrhage Medications ........................................................... 61  
Blood Product Replacement ............................................................ 63  

Checklist: Obtaining Blood Products ................................................ 65  

How to Activate Massive Transfusion Protocol ................................ 66  

UVMMC Example Massive Transfusion Protocol ............................ 67  

How to Place Bakri  .......................................................................... 68  

Bakri Balloon for PPH .....................................................................  71  
How to do a B-Lynch Suture ............................................................ 72  

Supporting Patients, Families, & Staff .............................................. 73  
Checklist: Patient & Family Support .................................................. 77   
Patient Resources after Postpartum Hemorrhage ............................ 78    



5 
 

 TABLE OF CONTENTS Continued 
 

 Reporting and Systems Resources 
OB Team Debrief Form ......................................................................... .. 81  

Debrief Form (all patients) ....................................................................... 83  
Sample Labor and Delivery Event Debrief Form ...................................... 85  
Debrief Form (Severe Maternal Morbidity) ............................................... 87  
Outcome Metrics ....................................................................................... 89  
 

Respectful, Equitable, and Supportive Care Resources 
AIM Resources on Equitable Care ................................................................. 91  
 

Hypertension 
Section Introduction & table of contents ..........................................................93 
AIM Hypertension Safety Bundle Guidelines ...................................................95  
UVMMC Hypertension Guidelines  ..................................................................101  
 
Readiness Resources 

Definitions for the hypertensive disorders of pregnancy .................... 109  
Hypertensive Emergency Checklists ACOG ............................... ..111  

Hypertensive Emergency Checklist UVMMC ............................ .. 113  
 

Recognition and Prevention Resources  

Accurate measurement of blood pressure......................................... 115  
 

Response Resources 
Treatment Recommendations for Sustained Systolic BP ........... 117  
Magnesium Dosing and Treatment Algorithm ............................ 118  

Hypertension treatment algorithms ................................................. 119  

Seizure Prophylaxis for Preeclampsia ............................................ 123  

Treatment of Eclampsia .................................................................. 124  

Magnesium toxicity treatment  ....................................................... ..125  
 

 
  



6 
 

 

 Reporting and Systems Learning Resources 
Severe Emergency Hypertension Debrief Form ....................... .. 129   
Hypertension with SMM Event Debrief Form ............................ .. 131  

 
Respectful, Equitable, and Supportive Care Resources  

AIM Resources on Equitable Care .....................................................135  
 
Other Resources 

AIM Practicing for Patients Manual .....................................................137  
AIM Website ........................................................................................157  
CMQCC Website .................................................................................157 
AWHONN Simulation/Debriefing Resources .......................................157  



7 
 

Introduction 

Welcome to the Resource Binder. This binder is meant to assist you when conducting OB 
drills and its contents compliments the drill binders you also received.  
 
Doing OB drills might be near the last thing you want to do if you have a few minutes for 
yourself, so we put together a framework that might make it easier. 

 
Remember: Perfection is the enemy of the good: you do not have to have everything 
perfect to do these, do them when you can, try to have at least two types of providers but 
even that is negotiable. 

 
The goal is to run and talk through infrequent events frequently, in order to develop the 
mental and muscle memory to help you during those times when you need it. We do not 
have easy jobs. 

 
These drills are designed to be quick (10-15 min, shorter if you want), multidisciplinary 
(perfect for that nullip second stage), and above all, judgement-free: this is an educational 
activity, no bad question, no response that cannot be corrected. We encourage the use of 
teaching tools during the drill, to remind you of those small details. 

 
Use these resources during any drill - this is not a test. 

 
Feel free to modify based on how the team feels: even running through a drill sitting at the 
nurse’s station, talking through where everything is and what you will do next is progress. 

 
General Guidelines: 

• Keep to your role (it is hard enough) 
• Know your role and consider situational awareness 
• Tell the team you will be doing a drill: do not surprise, let people think and focus 
• Just start doing them: you will never feel ready, there is no perfect time 

 
For the Trainers: 

• Try to set some goals for the team on when to start (date) and approximate expected 
frequency for each shift 

• Use the debrief forms for simulations to track progress 
• Outline a mechanism within your institution for review of the simulations AND include 

a mechanism to “close the loop” on suggestions for improvement, areas to focus on 
team education, etc. The QAI committee is generally a good start, but it must have an 
operational component to carry through changes and communicate to the team how 
the simulations help with unit QAI. It is very important that the entire team knows that 
the information/actions requested that they provide at these events actually have a 
systems based response. The goal is to make sure your systems work effectively for 
you. If there is no action taken based on issues recognized, it is more difficult to 
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convince the team these are worthwhile. 
 

• Keep the simulation/debrief report on some committee meeting agenda for review: 
does not need to be monthly, quarterly. Can coordinate with AIM reporting and 
report AIM metrics to QAI, for example. 

• Decide where your Charge RNs should put the Debrief and Drill log information so 
they can be tracked 

• Encourage use of all resources during the drill. 
• Find fun things to reward teams that do drills: coffee cards, small gifts, etc. (we might 

be able to use some AIM $$ to support this, we are working on it). 
• Drills are awkward and hard: celebrate that they get done and they do not need to 

be perfect 
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Roles & Responsibilities 
Institution Simulation Facilitator: Person or persons who will implement simulation/drill program 
and trains Drill Champions, collects debrief forms, institutes system-level changes when identified, 
and maintains institutional drill log for AIM & TJC reporting purposes.  
 
Drill Champions: Members that initiate drills, facilitate debrief, and complete the Grab & Go Drill 
Log. These members can include Providers, Charge Nurses, Specialty Educators, and/or 
Management Team Members.  
 
Drill Participants: people who participate in simulation/drills initiated by the drill champions and 
participate in debriefs.  

 
Institution Roles 
It may be helpful to have role cards available to use as a tool in the prebrief if you are 
working with novice learners. These can also be utilized in the debrief to review who did 
what, who’s responsible for what, and to share a general awareness of what all members of 
the team are doing in this type of OB emergency. Examples of the different role cards can be 
found in the drill binders. Below are a brief explanation of roles that may be involved.  
 
Role Card Options: 
 

- RN – This encompasses the RN role and could be divided up amongst multiple RNs 
(i.e. Primary, Secondary, Charge) based on how your team functions  

- OB – This encompasses the OB role and could be divided up amongst multiple 
people (Attending, Resident, Midwife) 

- Anesthesia Provider 
- Additional Personnel 
- Nursing Assistant/Tech 
- Support Staff 
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Resources and Suggestions on How To Use Them 

1. PPH Cart 
a. Where is it located? 
b. Is algorithm on the cart for easy access? 
c. How is it organized 
d. Consider talking photos of your PPH cart, where everything is, etc. 

and laminate for the scenarios 
2. PPH and HTN virtual medication kits in the Pyxis 

a. Note where your meds are stored AND how to access in an 
emergency (i.e.: override ability if needed) 

3. UVMMC Guidelines for PPH and HTN with the instructional resources 
are included for reference if you choose to use them 

4. CELEBRATE YOUR SIMS: we will be working to get you small tokens of 
appreciation for staff participation: suggestions welcome 
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Obstetric Drill Log 
UVMMC Maternal Drills   

(For Institutional Tracking)

 

Date Time Scenario Location Participants Facilitators 
 

Example3.26.21 
 
 

0900 

 
Magnesium overdose and 
cardiac arrest, pregnant 

 
 

M7 

RNs: Kathy Allen, Diane McBride, 
Ashely Alexander 

OB: Jemi Gunlap, Haley Pierce, 
David Coggin-Carr 

Anesthesiology: Vivek Chittineni 

 
Bridget 

Marroquin 

    RNs: 
Providers: 

 

    RNs: 
Providers: 

 

    RNs: 
Providers: 

 
Observers: 

 

    RNs: 
 

Observers: 

 

    RNs: 
 

FM Intern: 
 
 

Observers: 
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UVMMC Maternal Drills 
(For Institutional Tracking) 

 
Date Time Scenario Location Participants Facilitators 
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Grab and Go Drill Log Information 
(to be utilized by drill facilitator)  

 
 

 
Date: 

 
 
 
 

Time: 
 
 
 
 

Scenario: 
 
 
 
 

Location (M7, B7, OR): 
 
 
 
 

Participants: 
 
 
 
 
 
 
 
 
 

Facilitator: 
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Incentive Program 
 
 

Let’s be honest no one LOVES simulation so let’s make it fun! 
 
 

Process: After the debrief portion of simulation each participant receives a “prize” for 
participation and names get written down for quarterly drawing. Immediate prizes allow 
for appreciation for participation in the moment and quarterly drawings promote 
reinforcement for on-going involvement and awareness of simulations. 
 
Designate one person to be in charge of quarterly drawing 

 
 

Prize Options: 

1. Free coffee / tea tickets to Cafeteria 
2. Grab bag fun 

a. Small items such as: lip balm, lotions, chocolate, mints 
3. All participants’ names go into a quarterly drawing for bigger prize. You can 

utilize free online resources such as www.wheelofnames.com or 
www.pickrandomname.com 

a. Amazon gift card 
b. Lotto tickets 
c. Maple Syrup 

http://www.wheelofnames.com/
http://www.pickrandomname.com/
http://www.pickrandomname.com/
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Postpartum Hemorrhage Section 
 
In this section, you will find the AIM bundle on PPH as well as the UVMMC guidelines that were 
developed to fulfill The Joint Commission Standards. We originally based our guidelines off the 
AIM 2015 guidelines. Of note: The guidelines presented in this section are the 2022 version and 
we have not updated our guidelines yet.  
 
All accompanying resources referenced in the guidelines, among others, have been included for 
easy reference. The Table of Contents identifies which source each document originated from. 
When applicable we shared the National source and a UVMMC specific-one to show how we 
tailored for a specific institution.  
 
Section Table of Contents 
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Response Resources 
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AIM PPH Safety Bundle Guidelines (updated 2022) 
https://safehealthcareforeverywoman.org/aim/patient-safety-bundles/maternal-safety-
bundles/obstetric-hemorrhage-patient-safety-bundle/  

 

 

https://safehealthcareforeverywoman.org/aim/patient-safety-bundles/maternal-safety-bundles/obstetric-hemorrhage-patient-safety-bundle/
https://safehealthcareforeverywoman.org/aim/patient-safety-bundles/maternal-safety-bundles/obstetric-hemorrhage-patient-safety-bundle/
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Readiness — Every Unit 

 

Readiness Element Key Points 

 
 
 
 
 
 

Unit/Obstetric 
Rapid 
Response 
Team 

Who is responding vs. who is involved in the situation 

Include activated members, ideally from: 
• Anesthesiology 
• Blood bank 
• Advanced gynecologic surgery 
• Additional nursing resources 

Awareness across care settings, ideally including: 
• Postpartum care units 
• Emergency Departments 
• Other support and tertiary services 
• Wherever care for pregnant and postpartum patients is being rendered 
• Leadership and administration to escalate concerns and remove barriers 

 
 

Levels of Maternal Care 

Based on known facility level of care, teams should be comprised of needed staff to 
manage obstetric hemorrhage emergencies and referral pathways including telehealth 
should be considered when resources are not readily available. 

 
 
 
 
 

Standardized, facility-wide, stage- 
based obstetric hemorrhage 
emergency management plan 

Standardized, facility-wide, stage-based obstetric hemorrhage emergency management plan 
should be implemented. These plans should be easily accessible during episodes of 
hemorrhage and regularly reviewed in simulation and drills. 

Each stage of hemorrhage is correlated with specific assessments, treatment methods 
and response. Plans should be organized by stage, include lists of recommended 
medications, equipment, surgical techniques, and debrief tools. 

The obstetric hemorrhage emergency management plan should also include a 
“Massive Hemorrhage Protocol” which refers beyond 
transfusion of blood products to also include hemorrhage control and other important 
non-transfusion interventions. 
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Readiness — Every Unit (continued) 
 

Readiness Element Key Points 

 
 
 
 
 
 

Massive transfusion protocol 

“Massive Transfusion” refers to any situation where a patient is receiving a large number of 
blood transfusions. 

“Massive Transfusion Protocol” refers to rapid administration of large amounts of blood 
products for the management of hemorrhagic shock. 

Protocol should have specific guidelines to understand roles and responsibilities 
throughout the protocol, including on how to engage teams, including: 

• Clinical 
• Laboratory 
• Blood bank 
• Other logistic response entities 

 

 
Emergency release transfusion protocol 

Work with your blood bank to understand blood bank policies, including: 
• Type of products available (O negative, uncrossmatched, ABO/Rh- specific, if 

available [KO2]), 
• Access capabilities, 
• Access limitations, and 
• Availability of products for the obstetric patient population 

Blood products and blood 
product alternatives 

Unit policy, protocol, checklist for refusal 

Resources include blood products/alternatives checklist 

 
 
 
 
 

Hemorrhage cart or equivalent 

Ensure rapid access to surgical instruments and tools designed to treat obstetric hemorrhage, 
including instruments needed to treat vaginal/ cervical lacerations and perform uterine 
tamponade or uterine/ovarian artery ligation. 

The cart/box should have all the instruments necessary to treat obstetric hemorrhage before 
hysterectomy is considered. Cart/box should include: 

• Instruments 
• Immediate access to medications 
• Checklists 
• Supporting documents/protocols/algorithms 
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Readiness — Every Unit (continued) 
 

Readiness Element Key Points 

 
 
 
 

First line hemorrhage 
medications 

Medications for treatment of hemorrhage should be available for immediate 
access either by kit or available to be obtained in a single- selection manner from an 
electronic drug storage system. 

Medical Therapy for Postpartum Hemorrhage 
• First line therapy - oxytocin 
• Second line therapy - methylergonovine maleate (ergot alkaloid) or carboprost 

tromethamine (PGF2α) 
• Adjunctive agents - Tranexamic acid, Recombinant factor VIIa, 
• Treatment of uncertain usefulness - misoprostol 

 
Interprofessional and interdepartmental 
team-based drills 

Facilitate drills with simulated patients and timely debriefs that emphasize: 
• All elements of the facility obstetric hemorrhage emergency management 

plan 
• Transfusion protocols 
• Patient-centered, empathetic, trauma-informed care 
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Recognition & Prevention — Every Patient 

 

Recognition Element Key Points 

 

Risk assessment during periods of 
transition 

At a minimum, on admission to labor and delivery, pre-birth, and on transition to 
postpartum care. 

The peripartum period can include the second stage of labor and/or upon transition to 
cesarean delivery. 

 
 
 
 
 
 
 

Quantitative and cumulative blood 
loss 

Quantify blood loss during vaginal and cesarean births. 

Implementation of quantitative assessment of blood loss includes the following two items: 
1. Use of direct measurement of obstetric blood loss (quantitative blood loss) 

and 
2. Protocols for collecting and reporting a cumulative record of blood loss 

intrapartum, during birth, and during recovery 

Ensure equipment needed for quantification of blood loss is easily available, 
including, but not limited to: 

• calibrated under-buttocks drapes, 
• laminated cards that denote dry weights for delivery items, 
• scale to weigh delivery items that become blood soaked 

 
 
 
 
 
 

Patient education 

Should include: 
• Who to contact with medical and mental health concerns, ideally stratified by 

severity of condition or symptoms 
• Review of warning signs/symptoms 
• Reinforcement of the value of outpatient postpartum follow up 
• Summary of delivery events and treatments used 
• Information about future pregnancies and hemorrhage risk 

All education provided should be: 
• Aligned with the person’s health literacy, culture, language, and accessibility 

needs 
• Include a designated support person for all teaching with patient permission (or 

as desired) 
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Response — Every Event 
 

Response Element Key Points 

Evidence-based medication administration Refer to “First line hemorrhage medications” in Readiness section of Implementation Details 

 
 
 

Nonpharmacological interventions for 
obstetric hemorrhage emergency 
management 

Non-pharmacological interventions may include: 
• Devices for uterine tamponade (Bakri balloon, Foley catheter, Sengstaken-

Blakemore tube, Rusch balloon, Jada system) 
• Compression techniques (external uterine massage, bimanual 

compression, aortic compression) 
• Procedures (manual removal of placenta, manual evacuation of clot, uterine 

tamponade, uterine artery embolization, laceration repair) 
• Surgical intervention (curettage, uterine artery ligation, uterine hemostatic 

compression suturing, hysterectomy) 
• Blood products and fluid resuscitation 

Trauma-informed support for patients and 
identified support network 

Discussions regarding birth events, follow-up care, resources, and appointments should be provided 
verbally and, ideally, in a written clinical summary that aligns with the person’s health literacy, culture, 
language, and accessibility needs. 

 
Reporting and Systems Learning — Every Unit 

 

Reporting Element Key Points 

 
 
 
 
 
 

Multidisciplinary Case Review 

Establish facility definition and criteria of “serious complications,” which may include: 
• ≥4 units total transfusion or ≥4 units RBC transfusion 
• ICU admissions for other than observation 

Cases for multidisciplinary review should be identified in a standardized way. 

Reviews may assess and/or identify: 
• Alignment with standard policies and procedures 
• Appropriate updates to standard policies and procedures for future events 
• Other opportunities for improvement, including identification of discriminatory 

practices and opportunities to improve respectful, equitable and supportive 
care. 

Consistent issues should be reported via established pathways. 

System for sharing learned 
principles 

Findings from reviews and data reporting should be shared with all associated 
staff and involved facility stakeholders. 
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Respectful, Equitable, and Supportive Care — Every Unit/Provider/Team Member 

 

Respectful Care Element Key Points 

 
Inclusion of the patient as part of the 
multidisciplinary care team 

• Establishment of trust 
• Informed, bidirectional shared decision-making 
• Patient values and goals as the primary driver of this process 

Patient support networks may include nonfamilial supports, such as doulas and home visitors, who, with the postpartum person’s 
permission, should be welcomed when any teaching or planning is provided. 

Ensure staff are informed regarding patients who decline blood or blood products and the potential use of blood product 
alternatives for these patients. 

 
 

These materials were developed with support from the Health Resources and Services Administration 
(HRSA) of the U.S. Department of Health and Human Services (HHS) as part of a cooperative agreement with 
the American College of Obstetricians and Gynecologists under grant number UC4MC28042, Alliance for 
Innovation on Maternal Health. The contents do not necessarily represent the official views of, nor an 
endorsement, by HRSA, HHS, or the U.S. Government. For more information, please visit HRSA.gov. 
 
© 2021 American College of Obstetricians and Gynecologists. Permission is hereby  granted  for  duplication  and  
distribution  of  this document, in its entirety and without modification, for solely non-commercial activities 
that are for educational, quality improvement, and patient safety purposes. All other uses require written 
permission from ACOG. 
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Documents Status: Approved 
                                                                                                                                   
 

 
TITLE: Obstetric Hemorrhage Guideline  

 
PURPOSE: Obstetric hemorrhage is a leading cause of maternal morbidity and mortality in the United States. The overall rate of 
postpartum hemorrhage increased 26% between 1994 and 2006, primarily driven by a 50% increase in cases of uterine atony (CMQCC, 
2015). Rapid recognition and treatment are necessary to prevent progression of hemorrhage as women can lose large volumes of blood very 
quickly due to the physiologic changes of pregnancy. A systematic approach and standardized protocol leads to improved outcomes as a 
result of early recognition, effective communication, and appropriate application of interventions.  
 
POLICY STATEMENT: The UVMMC OB Hemorrhage guideline includes readiness, recognition, response, and reporting for obstetric 
hemorrhage within our institution. Activation of appropriate resources and personnel may be necessary for patients within the Birthing 
Center, Mother Baby Unit, or other areas of the institution.  

Readiness:  
System Level: Use of Simulation/Drills and Standardized Hemorrhage Carts. 
Patient Level: Use of admission and ongoing risk assessment for all OB patients. 
Recognition: Prevention with active management of the third stage, & early recognition of hemorrhage, assessment of blood loss 
every delivery, quantitative assessment when indicated, use of huddles in high risk patients  
Response: Standardized approach for each stage of hemorrhage including activation of additional resources, checklists, and 
personnel. Support for patient, families, staff during and after event.  
Reporting: Use of SAFE system for reporting of events, multidisciplinary review of severe cases at QAI; education every 2 years 
and M&M as indicated 

 
PERSONNEL: All providers (RN, physician, CNM) oriented to the Birthing Center, and Mother/Baby Unit including anesthesiology, 
providers (physician, nurse anesthetists, anesthesia assistants); & Emergency Department providers (RN, physician, physician assistants) 
and blood bank personnel involved in massive transfusion requests (MTP activation).  Pharmacy will review and sign off on this guideline. 
  
Readiness: 

(1) A Hemorrhage cart is immediately available on McClure 7 (Birthing) and Baird 7 (Ante/Postpartum) units (contents; 
Appendix A).  Providers should know where carts are located; the RN that opens the cart restocks immediately after 
use; the labor and delivery assistants will be responsible for checking and restocking monthly (if not used and for 
expired materials.  Bakri balloons and sutures are immediately available in the OR. The Emergency Department 
protocol will stat page McClure 7 in the rare event of a postpartum hemorrhage and the cart can be brought to the ED 
by the responding OBGYN team.  Medications are available in the Emergency Kit in Pyxis on McClure 7, Baird 7, and the 
anesthesiology medication cart. The Hemorrhage cart will contain guidelines by hemorrhage stage, instruction cards for 
balloon and compression sutures, and the checklist for treatment and debrief (see Appendix B). 

(2) Immediate access to medications are in the Pyxis or refrigerator (if indicated) as an emergency kit.  McClure 7, Baird 7, 
and the operating room have access to these medications.  When the emergency department calls the team for 
postpartum hemorrhage, those medications (and the cart) will be brought by the responding OBGYN team (available 
24/7/365).  

(3) The Postpartum Hemorrhage response team includes the OBGYN resident, the attending provider, the attending 
physician (if not the provider), the emergency OBGYN attending (708 beeper, available 24/7/365 in house) if the 
provider is not an OBGYN (ie: Emergency Department, Family medicine).  Additional members include 

IDENT NOBG65 
Type of  Document Guideline 
Applicability Type Cross-Organizational 
Title of Owner Nursing Dir: Women’s Care & 

Peds 
Title of Approving Official Chief Nursing Officer 
Date Effective 1/20/2022 
Date of Next Review 1/20/2023 
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anesthesiology and GYN oncology (charge RN will ensure communication).  RN will activate MTP (ie: Blood Bank) 
when requested by any provider (see specifics below). 

(4) Existing blood bank procedures will be used for MTP (Protocol NOR0360), Administration of Uncrossmatched Blood 
(Protocol NOR0350), and obtaining more blood product if supplies are low (Protocol 87107.109).  It is the 
responsibility of the provider to determine whether uncrossmatched blood should be administered. 

(5) Unit education will be unit (McClure 7, Baird 7, Emergency Department)  and role (RN, delivery provider, blood bank 
personnel) specific through the Cornerstone educational portal or through existing Blood Bank educational 
procedures (Blood Bank personnel).  All providers will review educational materials and the protocol at a minimum 
at orientation and every 2 years or when the guidelines are changed.  Unit based drills will include all team members 
(OBGYN, Anesthesiology, Emergency Department, Blood Bank) and occur at least annually. The Blood Bank has an 
annual proficiency as part of competencies, has q2 year inspections with AABB and College of American 
Pathologists.  Debriefs will occur with the entire team after the drill.  Smaller ad hoc drills may occur with available 
providers using the Drill Binder with debrief forms on McClure 7 and Baird 7. All Drill debriefs will be reviewed at the 
multidisciplinary Collaborative Leadership meeting and recommendations operationalized through the 
multidisciplinary Birthing Operations Committee. 

(6) All patients will receive information about the warning signs of postpartum hemorrhage and how to notify the RN 
(inpatient) or provider (after discharge) for symptoms at the time of transfer to the postpartum unit and at 
discharge. This information will be given via AWHONN POST-BIRTH Warning Signs handout and in the Injoy 
“Understanding Mother &Baby Care booklet.   Review of this information will be documented in the EMR. 

 
 

Recognition and Prevention: 
 
PROCEDURE IN THE BIRTHING CENTER & MOTHER BABY UNIT 
Risk Assessment; The AWHONN tool in EPIC will be used for risk assessment at admission and at the time of transfer to the 
postpartum unit. 

 
A. Patient hemorrhage risk assessment completed on admission to the Birthing Center by admitting RN (See Appendix C for 

Admission Risk Assessment), documented in the EHR. 
1. Verify blood bank and antibody screen from EMR 

a. If not available in EMR, provider  orders Type & Screen 
2. If prenatal or current antibody screen is positive (Not low-level anti-D from Rho-GAM), type and cross patient for 2 

units PRBC’s 
3. Identify women who may decline transfusion 

a. Notify OB attending for plan of care and initiate early consult with anesthesia 
4. Evaluate for Risk Factors (see Appendix C) 

a. Low Risk 
1. Draw blood bank hold, Consider Type & Screen We discussed T&S if lab does not have “historical” 

T&S, otherwise if/when we convert blood bank hold to T&S we would have to send 2nd sample. 
Request T&S sent on all pts who do not have prior T&S in our lab system.  

b. Medium Risk 
1. Order CBC and Type & Screen 
2. Obtain OB anesthesia consult 
3. Review OB Hemorrhage Protocol with High Risk huddle/board sign out 

c. High Risk (Treat ≥ 3 Risk Factors as High Risk) 
1. Order CBC and Type & Cross for 2u PRBCs 
2. Obtain OB anesthesia consult 
3. Review OB Hemorrhage Protocol with High Risk huddle/board sign out 

5. Risks for hemorrhage discussed with patient and family by primary RN and/or MD team. 
B. Ongoing Risk Factor Assessment during Labor with review on admission to Baird 7 (or postpartum floor). 

1. Evaluate for development of additional risk factors in labor 
a. Oxytocin use in labor 
b. Prolonged active labor (>12 hours; Nyflot, 2017) 
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c. prolonged 2nd stage (>3 hours) 
d. active bleeding 
e. intra-amniotic infection  
f. MgSO4 infusion 
f. Prior cesarean 

2. Increase Risk level and convert to Type & Screen or Type & Cross match, as indicated by risk 
C. Active Management of Third Stage Labor (AMTSL) 

1. Oxytocin infusion following delivery of infant: 30 units oxytocin/500ml solution, titrate infusion rate to uterine tone (10u 
IM if no IV). 

2. Fundal massage with controlled cord traction for placental delivery. 
3. Uterine tone assessment and vigorous fundal massage for at 15 seconds after delivery of placenta 

 
D.  . EBL/QBL estimation using formal methods as appropriate--visual comparisons or weight of blood soaked materials (1gm = 1ml). 
Activate Massive Transfusion Protocol, see MTP policy here, at Stage 3 or sooner as indicated. 
 
Response: 
 
Ongoing Evaluation of Blood Loss and Vital Signs (See Appendix B for Stage Based Management Protocol and Checklist)    

a. Stage 1 OB Hemorrhage: Cumulative Blood Loss > 500 ml for vaginal birth or > 1000 ml for C/S OR Increased 
bleeding during recovery or postpartum OR Vital Sign changes: HR > 110, BP < 85/45, O2 sat < 95% or >15% 
change from baseline.  It is of note that the ACOG recommendations for definition of PPH is any EBL>1000 cc 
but states that assessment and treatment for EBL>500 cc following vaginal birth should be performed.   

b. Stage 2 OB Hemorrhage: Continued bleeding OR Continued Vital Sign Instability AND Cumulative Blood Loss 
< 1500 ml 

c. Stage 3 OB Hemorrhage: Total Blood Loss > 1500 ml OR > 2 units PRBCs given OR VS instability OR 
suspicion for DIC 

4. Medication management (see Appendix D for OB hemorrhage medications) 
a. Virtual Kit available in pyxis on McClure 7 and Baird 7 to easily obtain medications: if needed in the Emergency 

Department, the Charge RN will arrange for the Hemorrhage Cart and emergency medications to be brought to the 
Emergency Department:  

 
5. Use of Standardized Hemorrhage cart, one located on McClure 7 Birthing and one located on Baird 7 Mother Baby (see 

Appendix A for contents of cart).  
6. Activation of the Response Team: The response team will be activated when any member feels more assistance is needed.  

A call will be made to the charge RN who will ensure communication to appropriate team members as requested and/or as 
identified in the Checklist. 

7. The request for Massive Transfusion Protocol activation will occur when a licensed professional requests that any staff 
member Call 111 (Code Operator) and provides the information noted in the protocol, including the patient location.  The 
decision to release O negative blood or uncrossmatched blood will be at the discretion of the Blood Bank per MTP 
(NOR0360); the decision to administer uncrossmatched blood will be made by the provider (NOR0350).   An order to 
Initiate Massive Transfusion Protocol will be placed in EPIC but initiation will occur with the phone communication to 
Blood Bank.  
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8. Upon identification of stage 2 OB hemorrhage or greater, charge RN assigns a support person to remain with the family. This 
support may be another RN, social worker, or designee and facilitates communication with the family. Following the event, 
the attending OB provider or designee, reviews the event with the patient and family.  

D. Postpartum management with increased surveillance 
At the time of transfer to the postpartum unit, patients will be educated regarding signs and symptoms of postpartum hemorrhage and 
when to seek immediate care 

1. Post Stage 1 Hemorrhage: vitals and fundal check q4 x 24 hours 
2. Post Stage 2 Hemorrhage: vitals and fundal check q4 x24 hours 
3. Post Stage 3 Hemorrhage: vitals and fundal check q4 x24 hours or as indicated by clinical condition, including ICU 

admission. 
Support Programs: 
(1) Support for providers involved in a hemorrhage event is available through Employee and Family Assistance Program/EFAP.  
There is individual psychiatric consultation available for individuals that would like this option. 
(2) Patient and family supports will be initiated after the event and offered to any patient that experienced Severe Maternal Morbidity 
or Mortality ( > 4 units PRBCs, unplanned cesarean hysterectomy, patient’s requiring transfer to the ICU, or maternal death).  Case 
workers and Patient Advocacy will follow up with patients.  The medical psychotherapy/psychiatry services are available as needed 
for individuals. 
E. Debrief/Case Review 

1. A debrief for staff will occur for all patients requiring > 4 units PRBCs, unplanned cesarean hysterectomy, patient’s 
requiring transfer to the ICU, or maternal death.   All team members should be invited to attend, OB providers, 
anesthesiology providers, and nursing staff at a minimum (others as indicated- NICU team, blood bank, etc.). Charge RN 
will submit a debrief form to the Nurse Manager indicating debrief was completed or needs scheduling. See Appendix F 
(AIM SMM long form).).This form will be included in the department QAI process and reviewed by the 
multidisciplinary Collaborative Leadership Management team.  

2. The provider involved with the case will debrief with the patient and family as soon as possible after the event and in an 
ongoing fashion during hospitalization and after discharge as clinically indicated. 

3. Women’s Quality Assessment & Improvement Committee (QA&I) will review all cases with >4 units PRBC’s 
transfused, unplanned cesarean hysterectomy, patient’s requiring transfer to the ICU, or maternal death.  A root cause 
analysis (RCA) will be performed for maternal sentinel events as required, at the recommendation of the hospital Quality 
Committee, or as requested by the Women’s QA&I Committee. All cases with Severe Maternal Morbidity will be 
reviewed at the multidisciplinary Collaborative Leadership Management team and recommendations for change 
operationalized through the multidisciplinary Birthing Operations committee.  Cases of particular educational interest are 
chosen by the Women’s QA&I Committee for presentation in the weekly Morbidity and Mortality Conference 
(M&M’s).  See Appendix G for forms. 

 
Reporting/Systems Learning: 

(1) Huddles and debriefs will be used for high risk patients and following the events to identify systems issues for improvement or 
modification.  For any case resulting in severe maternal morbidity/mortality, the Severe Maternal Morbidity form will be 
completed by the RN and provider and given to the Rn manager who will bring it to QAI and hospital for multidisciplinary 
review.  

(2) The rate of postpartum hemorrhage will be included in the monthly statistics reviewed by the Departmental QAI committee.  
Cases in which there are clinical concerns (identified by SAFE reports) or that meet the criteria for severe maternal morbidity will 
be reviewed; cases will be identified by debrief forms submitted to the RN nurse manager (> 4 units PRBCs, unplanned cesarean 
hysterectomy, patient’s requiring transfer to the ICU, or maternal death) and/or maternal sentinel events. Any maternal event that 
requires a formal review/Root Cause analysis will have multidisciplinary review per institutional guidelines.  QAI review will 
include assessment of systems issues and recommendations for quality improvement.  Any systems issues will be reviewed by the 
multidisciplinary Collaborative Leader Management team for Obstetrics and operationalized through the multidisciplinary 
Birthing Operations committee. 
 

PROCEDURE IN THE EMERGENCY DEPARTMENT 
   
The Emergency Department triage will identify women with active, heavy, vaginal bleeding within 6 weeks of delivery 
The patient will be assessed and stabilized per Emergency Department protocols 
Any patient with heavy, active, vaginal bleeding will have an urgent consultation with OBGYN (available in house 24/7/365). 
The postpartum hemorrhage cart and medications will be brought to the Emergency Department from the Birthing Unit by 
the OBGYN team 
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If bleeding does not require emergent assessment and consultation, the Emergency Department will perform assessment which 
will include recent pregnancy history with OBGYN consultation as clinically indicated 
 
MONITORING PLAN:  
Birthing Operations and Women’s Quality Assessment and Improvement Committee (QA&I) 
 
RELATED POLICIES:  

 NOBG62: Birthing Center and Mother Baby Unit Emergency & Rapid Response Teams 
 NOR0360: Massive Transfusion Protocol (MTP) 
 NOR0350: Administration of Uncrossmatched Blood 
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Readiness Resources  
Item List for OB Hemorrhage Cart 
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Example of UVMMC Cart Organization 
To use as an example; replace with your own document 
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OB Hemorrhage Medications 
Include here since this belongs in the cart. We recommend printing this on one side and the 
Flowchart on the other side (on previous page). Keep laminated copy on the PPH Cart. 
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Definition of Blood Loss Assessment 
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Example Iron Infusion Protocol  
UVMMC uses Ferric Carboxymaltose (quicker infusion, fewer reactions, & single dose)  
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Checklist for Patients that decline blood products 
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Discharge Planning for All Patients 
 

 



41 
 

Special Considerations for Small Hospitals 
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Recognition / Prevention Resources 
Risk Assessment: Prenatal, Admission, Intrapartum, Postpartum 
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Postpartum Hemorrhage Prevention: Prophylaxis for all patients 
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Emergency Department Recognition 
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Response Resources 
Checklist: Cause of Postpartum Hemorrhage 
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Medications: short form 

First: 
Oxytocin 30 units/500 cc at 334 cc/hrx 30 minutes 
 
Second: 
Methylegonovine (if no HTN): 0.2 mg IM 
If HTN: Carboprost (if no asthma): 250 mcg IM 
 
ONLY if boh HTN and asthma: Misoprostol 600 mcg po 
OR 800 mcg sublingual (NOT rectal) 
 
Start TXA 1 gm IV if bleeding not controlled after oxytocin 
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OB Stage Based Treatment Protocol-Long form 
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OB Hemorrhage Medications  
 

Medical Management: Obstetric Hemorrhage 
 

Drug Dose/Route/Frequency Contraindications/Side 
Effects/Comments 

Oxytocin 
(Pitocin) 
1st LINE 

IV: 30 units in 500 ml of IV fluid at 
a rate sufficient to control uterine 
atony, onset: immediate, duration: 
20 min after infusion is stopped 
 
IM: 10 units, onset: 3-7 min, 
duration: 30-60 min 

• Uterotonic 
• Avoid undiluted rapid IV infusion, which 

causes hypotension 
• Higher doses of oxytocin (up to 80 units in 

1000 ml) can be administered IV for a short 
duration to manage uterine atony 

• Prolonged administration may cause anti-
diuretic effect and water intoxications 

• Maximum dose: 80 units 
Methylergonovine 
(Methergine) 
2nd LINE 
IM ONLY 

IM (not to be given 
intramyometrial):  
0.2 mg every 2-4 hours 
Onset: 2-5 min 
Duration: 3 hours 
Max dose: 1 mg (5 doses) 

• Uterotonic 
• Ergot alkaloids are contraindicated in 

hypertension. 
• Should not be routinely administered IV 

because of possibility of inducing sudden 
hypertension and cerebrovascular accident. 

15-methyl PGF2α 
(carboprost) 
(Hemabate) 
2nd LINE 
IM ONLY 

IM/IMM: 250 mcg every 15-90 
minutes 
Onset: 3-5 min,  
Duration: 2-4 hr 
Max dose: 2 mg (8 doses) 
 
May repeat at 15- to 90- minute 
intervals 
 

• Uterotonic 
• May cause vomiting, diarrhea, fever, 

headaches, bronchoconstriction, and 
uterine rupture.   

• Contraindicated for asthmatic patients; 
relative contraindication for active cardiac, 
pulmonary, renal, or hepatic disease.   

• Do not inject IV. 

Tranexamic Acid 
(TXA) 
(pull with 2nd line 
meds on L&D) 

IV: 1 gram IVP over 10 minutes; 
may be repeated x1 in 30 minutes 
if bleeding continued  
Duration: half-life 3 hours 
Max dose: 2 doses 

• Anti-fibrinolytic – NOT A UTEROTONIC 
• Contraindications: active intravascular 

clotting; subarachnoid hemorrhage 
• Should be given within 10 minutes after 

identification of hemorrhage 
• NOT to be given more than 3 hours after 

start of hemorrhage 
Misoprostol 
(Cytotec, PGE1) 
 
Sub-acute 
management- 
delayed onset 
 

SL: 800 mcg one time dose, 
onset: 20-30 min, duration: 6 
hours 
 
PO: 600 mcg po 
 
 

• Uterotonic 
• No contraindications. 
• Various doses have been prescribed PR, 

PO, and SL. 
• May cause fever, chills, and shivering 
• Maximum dose: total 800-1000 mcg 

• PG= prostaglandin   IM= intramuscular    mcg= microgram   PV= per vagina    IV= intravascular    PR= per rectum    IMM= intramyometrial   
PO= by mouth    SL= sublingual   
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Blood Product Replacement 
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Blood Product Replacement 
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Checklist for Obtaining Blood Products (UVMMC Example) 
  OBTAINING BLOOD PRODUCTS FOR MOM 

STAT cross matched blood products to transfuse 
now  

☐ 1. Place order in EPIC using the Order SET “Adult Blood 
Administration”  
*Click “Laboratory Prep and Nursing Transfusion Order” 
*Click “RBC (or other product) Adult Blood Administration 
Panel” 
*Order Type and Screen if patient does not have one 
*Order Prepare PRBC (or other products) specify STAT, # of 
units, indication   
*Order Transfuse PRBC (or other products) specify STAT, # 
of units, indication  
☐ 2. Call Blood Bank (7-3569). Communicate level of 
urgency. Get a time estimate.   
☐ 3. Put in a Service Task Request in Epic, ensure the 
request is linked to a specific patient and not just to Labor 
and Delivery.  
☐ 4. Ordering Provider or RN confirms with the team that 
the above has been completed.   
 

BLOOD BANK 7-3569 

OBTAINING BLOOD PRODUCTS FOR MOM 

Cross matched blood products in a Cooler – no order 
to transfuse 

☐ 1. Place order in EPIC using Order SET “Adult Blood 
Administration”  
*Click “Laboratory Prep and Nursing Transfusion Order” 
*Click “RBC (or other product) Adult Blood Administration 
Panel” 
*Order Type and Screen if patient does not have one 
*Order Prepare PRBC (or other products) specify STAT, # of 
units, indication  
☐ 2. Tube the Blood Bank Transmittal Slip (EPIC) to the 
Blood Bank, write “in a cooler” on the slip 
☐ 3. Call the Blood Bank (7-3569) Indicate that you need the 
blood in a cooler.  
☐ 4. Put in a Service Task Request in Epic, ensure the 
request is linked to a specific patient and not just to Labor 
and Delivery.  
☐ 5. Ordering provider or RN confirms with the team that 
the above has been completed 
 

BLOOD BANK 7-3569 
OBTAINING BLOOD PRODUCTS FOR MOM 

Emergency Release: uncross-matched/not 
irradiated, O negative  
☐ 1. Call the Blood Bank – 73569.  
  *State that Emergency Release Blood is needed for a 
mother  
 *State the patient information (name, MRN, DOB) 

*State the name of the ordering provider 
*State the # of units needed 

☐ 2. Put in a Service Task Request in Epic, ensure the request 
is linked to a specific patient and not just to Labor and 
Delivery. 

☐ 3. Tube Blood Bank Slip (hand written, red and white Slip) 
to Blood Bank. 

☐ 4. Ordering provider or RN confirms with the team that 
the above has been completed 

BLOOD BANK 7-3569 

OBTAINING BLOOD PRODUCTS FOR MOM 

Mass transfusion Protocol (MTP)   

☐ 1. Dial 111 and request “MTP” and provide; 

• Pt name, DOB, MRN, pt location, name of 
provider requesting MTP  

☐ 2. Place “Mass Transfusion Protocol” order in EPIC (this 
triggers lab orders) 
☐ 3. When the MTP is complete dial 111 and request “MTP 
complete” page to be sent.  
 
 
 

 
 

BLOOD BANK 7-3569 
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How to Activate Massive Transfusion Protocol (MTP) 
(Institution Specific: use this as a template and place the completed template 
in the binder; next page is UVMMC protocol for reference) 

 
 

Information to the person activating the MTP: 

Patient name DOB 

MRN 

Location 

Name of Obstetric provider requesting MTP 
 
 

Who does the MTP Response Activate: 

Blood Bank Patient Support 

Assistance from other units: Nurse, other providers (ED, anesthesiology, 

other providers) Pharmacy 

Lab 

Nursing Supervisor or other assistance 
 
 

When the MTP is completed: 

Plan to let people know you will not need more products or services acutely 
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Activation Massive Transfusion Protocol (MTP) 
UVMMC Example 
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How to place Bakri Balloon (intrauterine balloon) 
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Bakri Balloon for PPH 

• Helpful tips: 
o Three things to always remember: 

 Red to Red: red tip of IV tubing connects to the red end of the one-
way valve) 

 500cc max volume 9best to use 500cc bag of fluid so you can’t 
overfill). 

 24 hr max placement time. 
o When you attach the foley bag to the end of the catheter write these 3 

things on the foley bag: 
 Volume of fluid in the balloon 
 Time the balloon was placed 
 Is there vaginal packing? Yes/no 

o The drainage port can be used for flushing (30cc flush recommended) to 
clear clots, especially if you’re not getting much drainage or prior to 
removal. 
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How to do a B-Lynch Suture 
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Communicating and supporting patients and families 
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Checklist: Supporting Patients and Families 
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Reporting and Systems Learning Resources 
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Postpartum Hemorrhage Debrief Form (all patients) 
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Date: _______________               University of Vermont Medical Center – Labor & Delivery/Baird 7 Debriefing Form           MRN: ______________ 

Confidential and Privileged Information Pursuant to 26VSA Section 141-1143    
This debriefing tool can be used by any member of the healthcare team for any potential high risk situation to improve teamwork and to help identify systems 

issues, communication concerns, or education needs. Leave this form in management’s office mailbox to communicate any findings or need for follow-up.  

Event type:   Spontaneous Vaginal Delivery      Operative Vaginal Delivery                  Precipitous Delivery   

(circle one)    Scheduled Cesarean                       STAT or Urgent Cesarean                     Shoulder Dystocia  

                        Newborn Resuscitation                  Maternal Stabilization                         Retained Placenta  

                        Obstetric Hemorrhage                   Uterine Rupture                                    Hypertensive Crisis  

�  Leadership Team notified 
�  Team desires formal debrief  
�  Team desires peer to peer support  
�  Social Work consult initiated  
�  Team member desires EFAP support  

Pre-delivery/event 
• Was there a team meeting prior to event?  
• Was the room/equipment set up?  
• Were the appropriate people notified? 

 

Communication/teamwork  
• Was communication clear and timely? 
• How did the team work together?  
• Did everyone know their roles and fill them?  

 

Kudos 
• What went well?  
• Positive feedback? 

 

Opportunities 
• What could have gone better? 
• What could be improved for the future?  
• Any equipment, supplies or systems issues?  

 

Documentation 
• Was the event thoroughly documented? 
• Is charting by all team members aligned? 
(timing, sequence of events, apgars, EBL, etc.)  

 

Follow-up with patient and family  
• Does the patient need an opportunity to 
discuss the events? If so, who should follow-
up and when? 

 

Completed by_______________ Was a Safe Report completed?____ Did a formal Debrief occur?_____ Does a formal Debrief need to be scheduled? ___
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If Severe Maternal Morbidity consider more detailed review form 
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Outcome Measures to track 
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Respectful, Equitable, and Supportive Care Resources 
AIM Respectful Care Resources – PPH 
 
From AIM: 

1. Reduction in racial disparities in severe maternal morbidity from hemorrhage in a 
large-scale quality improvement collaborative (ilpqc.org) - 
https://ilpqc.org/ILPQC%202020+/Birth%20Equity/Main_CMQCC%20and%20addres
sing%20eqity%20hemorrhage%20paper.pdf  

2. Reduction of Peripartum Racial and Ethnic Disparities: A Conceptual Framework 
and Maternal Safety Consensus Bundle - Journal of Obstetric, Gynecologic & 
Neonatal Nursing (jognn.org) - https://www.jognn.org/article/S0884-2175(18)30064-
9/fulltext  

3. Postpartum hemorrhage outcomes and race - American Journal of Obstetrics & 
Gynecology (ajog.org) - https://www.ajog.org/article/S0002-9378(18)30383-1/fulltext  

4. Achieving Health Equity: A Guide for Health Care Organizations | IHI - Institute for 
Healthcare Improvement - 
https://www.ihi.org/resources/Pages/IHIWhitePapers/Achieving-Health-Equity.aspx  

5. Black Women Disproportionately Suffer Complications of Pregnancy and Childbirth. 
Let’s Talk About It. — ProPublica - https://www.propublica.org/article/black-women-
disproportionately-suffer-complications-of-pregnancy-and-childbirth-lets-talk-about-it    
 
 

  

https://ilpqc.org/ILPQC%202020+/Birth%20Equity/Main_CMQCC%20and%20addressing%20eqity%20hemorrhage%20paper.pdf
https://ilpqc.org/ILPQC%202020+/Birth%20Equity/Main_CMQCC%20and%20addressing%20eqity%20hemorrhage%20paper.pdf
https://www.jognn.org/article/S0884-2175(18)30064-9/fulltext
https://www.jognn.org/article/S0884-2175(18)30064-9/fulltext
https://www.ajog.org/article/S0002-9378(18)30383-1/fulltext
https://www.ihi.org/resources/Pages/IHIWhitePapers/Achieving-Health-Equity.aspx
https://www.propublica.org/article/black-women-disproportionately-suffer-complications-of-pregnancy-and-childbirth-lets-talk-about-it
https://www.propublica.org/article/black-women-disproportionately-suffer-complications-of-pregnancy-and-childbirth-lets-talk-about-it
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Hypertension Crisis Section 

 

In this section, you will find the AIM bundle on PPH as well as the UVMMC guidelines 
that were developed to fulfill The Joint Commission Standards. We originally based our 
guidelines off the AIM 2015 guidelines. Of note: The guidelines presented in this section 
are the 2022 version and we have not updated our guidelines yet. 

All accompanying resources referenced in the guidelines, among others, have been 
included for easy reference. The Table of Contents identifies which source each 
document originate from. When applicable we shared a National source and a UVMMC 
specific-one to show how we tailored for a specific institution.  

 
Hypertension 

Section Introduction & table of contents .......................................................... 93 
AIM Hypertension Safety Bundle Guidelines .................................................. 95  
UVMMC Hypertension Guidelines  ................................................................. 101  
 
Readiness Resources 

Definitions for the hypertensive disorders of pregnancy .................... 109  
Hypertensive Emergency Checklists ACOG ............................... ..111  

Hypertensive Emergency Checklist UVMMC ............................ .. 113  
 

Recognition and Prevention Resources  

Accurate measurement of blood pressure ......................................... 115  
 

Response Resources 
Treatment Recommendations for Sustained Systolic BP........... 117  
Magnesium Dosing and Treatment Algorithm ............................ 118  

Hypertension treatment algorithms ................................................. 119  

Seizure Prophylaxis for Preeclampsia ............................................ 123  

Treatment of Eclampsia .................................................................. 124  

Magnesium toxicity treatment  ...................................................... ..125  
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 Reporting and Systems Learning Resources 
Severe Emergency Hypertension Debrief Form ....................... .. 129   
Hypertension with SMM Event Debrief Form ............................ .. 131  

 
Respectful, Equitable, and Supportive Care Resources  

AIM Resources on Equitable Care .................................................... 135  
 
Other Resources 

AIM Practicing for Patients Manual ..................................................... 137  
AIM Website ....................................................................................... 157  
CMQCC Website ................................................................................ 157 
AWHONN Simulation/Debriefing Resources ...................................... 157  
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Severe Hypertension AIM Safety Bundle Guidelines (updated 2022) 

https://safehealthcareforeverywoman.org/aim/patient-safety-bundles/maternal-safety-
bundles/severe-hypertension-in-pregnancy-aim-2/  

 
 

  

https://safehealthcareforeverywoman.org/aim/patient-safety-bundles/maternal-safety-bundles/severe-hypertension-in-pregnancy-aim-2/
https://safehealthcareforeverywoman.org/aim/patient-safety-bundles/maternal-safety-bundles/severe-hypertension-in-pregnancy-aim-2/
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Further details are offered here to support implementation of the Severe Hypertension in 
Pregnancy Bundle. 

Readiness — Every Care Setting 
 

Readiness Element Key Points 

 
 
 
 

Care Setting 

All care settings potentially including: 
• Labor and Delivery Units 
• Freestanding Birthing Centers 
• Emergency Departments 
• Urgent Care 
• Critical Care 
• Primary Care/Ob-Gyn Office 
• Other Outpatient Settings 

 
 

 
Medications 

Medications should be stocked and immediately available in obstetric 
units (AP, L&D, PP), the Emergency Department, and in other areas where 
patients may be treated. Recommended medications include: 

• Magnesium sulfate 
• Oral nifedipine, immediate release (acceptable first-line medication) 
• Intravenous hydralazine 
• Labetalol 

 
Interprofessional and 
interdepartmental team-based 
drills 

Facilitate drills with simulated patients and timely debriefs that emphasize: 
• All elements of the facility severe hypertension emergency 

management plan 
• Patient-centered, empathetic, trauma-informed care 

 
 
 
 

Referral resources and 
communication pathways 

Ensure that: 
• Maternal and neonatal transfer protocol is in place 
• Hospitals/prenatal care sites should implement resource mapping to 

identify local resources and support services so that this information is 
available to providers and other care team members to optimize referrals. 

 
Consider providing blood pressure cuff, education materials, and 
information on who to call for concerns for patient to take home 
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Readiness — Every Care Setting (continued) 
 

Readiness Element Key Points 

 
 
 
 

 
Trauma-informed protocols and 
bias training 

Ensure that: 
• Every clinical setting, health system, and providers are welcoming and 

inclusive of all people no matter backgrounds, race, ethnicity, gender, 
social class, language, ability, and other personal or social identities 
and characteristics. 

Recognize that: 
• Some of the identities above may be marginalized and to care for 

people in an intersectional manner is to treat the patient as a whole 
person and acknowledge all the identities that might impact equitable, 
supportive, and quality care. 

 
 
Recognition & Prevention — Every Patient 

 

Recognition Element Key Points 

 

 
Obtain and assess labs while 
listening to and investigating 
patient symptoms 

Recommended labs include, at minimum: 
• Proteinuria 
• CBC with platelet count 
• Serum creatinine 
• LDH 
• AST 
• ALT 

 
 

Screening for community support 
needs and resources provided 

Screening should include: 
• Medical needs 
• Mental and behavioral health needs 
• Substance use disorder needs 
• Structural and social drivers of health 
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Recognition & Prevention — Every Patient (continued) 
 

Recognition Element Key Points 

 
 
 
 
 
 
 
 

Patient Education 

Should include: 
• Who to contact with medical and mental health concerns, ideally 

stratified by severity of condition or symptoms 
• Review of warning signs/symptoms 
• Reinforcement of the value of outpatient postpartum follow up 
• Summary of delivery events and treatments used 
• Information about future pregnancies and hypertension risk 

 
Can include: 

• Patient support network in receiving relevant resources and education 

 
All provided resources should align with the pregnant or postpartum patient’s: 
• Health literacy 
• Cultural needs 
• Language proficiency 
• Geographic location and access 

Response — Every Event 
 

Response Element Key 
Points 

 
 
 
 
 

 
Standardized, facility-wide protocols 

Should include: 
• Onset and duration of magnesium sulfate therapy 
• Advance preparation for seizure prophylaxis and magnesium toxicity 
• Notification of physician or primary care provider if systolic pressure  

is 160 mm Hg or more or diastolic pressure is 110 mm Hg or more 
for two measurements within 15 minutes 

• Monitoring cases of borderline severe hypertension (150 to 159 mm 
Hg systolic and/or 105-109 mm Hg diastolic) closely for progression 
to severe hypertension. 

• Initiating treatment within 60 minutes of verification after first 
severe range blood pressure reading, assuming confirmation of 
persistent elevation through a second reading. 

• Escalation measures for ongoing observation and management 
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Response — Every Event (continued) 
 

Response Element Key Points 

 
 
 
 

Postpartum follow-up visit 

Discharging facility or obstetric provider should schedule postpartum 
follow-up (either in-person appointment or phone call) within 3 days of 
discharge date. This visit should include: 

• Blood pressure check 
• Discussion of signs and symptoms of worsening hypertension 
• Who to contact if signs and symptoms continue 
• Information about where to go, such as urgent care facility or 

Emergency Department, if signs and symptoms worsen 

 
Trauma-informed support for 
patients and identified support 
network 

Discussions regarding birth events, follow-up care, resources, and 
appointments should be provided verbally and, ideally, in a written clinical 
summary that aligns with the person’s health literacy, culture, language, 
and accessibility needs. 

 
Reporting and Systems Learning - Every Unit 

 

Reporting Element Key Points 

 
 
 
 

Multidisciplinary Case Review 

Reviews may assess and/or identify: 
• Alignment with standard policies and procedures 
• Appropriate updates to standard policies and procedures for 

future events 
• Other opportunities for improvement, including identification of 

discriminatory practices and opportunities to improve respectful, 
equitable and supportive care. 

Consistent issues should be reported via established pathways 
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Respectful, Equitable, and Supportive Care — Every Unit/Provider/Team Member 
 

Respectful Care Element Key Points 

 
Open, transparent, and empathetic 
communication with pregnant 
and postpartum people and their 
identified support network 

• Establish and/or maintain a mechanism for patients, support network, 
and staff to identify inequitable care and episodes of miscommunication 
or disrespect. 

• Develop plan to address reported cases of inequitable care, 
miscommunication, or disrespect 

 
Inclusion of the patient as part of 
the multidisciplinary care team 

• Establishment of trust 
• Informed, bidirectional shared decision-making 
• Patient values and goals as the primary driver of this process 

As Black, Indigenous, and Hispanic people experience maternal mortality and severe maternal morbidity at 
disproportionately higher rates because of systemic racism, but not race itself, it is necessary to mitigate bias by 
having a high index of suspicion for a contributing clinical condition, such as severe hypertension, in 
these populations. 

Patient support networks may include nonfamilial supports, such as doulas and home visitors, who, with the 
postpartum person’s permission, should be welcomed when any teaching or planning is provided. 

 
 
 
 
 

These materials were developed with support from the Health Resources and Services Administration (HRSA) 
of the U.S. Department of Health and Human Services (HHS) as part of a cooperative agreement with the 
American College of Obstetricians and Gynecologists under grant number UC4MC28042, Alliance for 
Innovation on Maternal Health. The contents do not necessarily represent the official views of, nor an 
endorsement, by HRSA, HHS, or the U.S. Government. For more information, please visit HRSA.gov. 
 
© 2022 American College of Obstetricians and Gynecologists. Permission is hereby  granted  for  duplication  and  
distribution  of  this document, in its entirety and without modification, for solely non-commercial activities that 
are for educational, quality improvement, and patient safety purposes. All other uses require written 
permission from ACOG. 
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``                                                                                                                                   
 

 
TITLE: Obstetric Hypertension Guideline 
 
PURPOSE:  
Hypertensive disorders of pregnancy constitute one of the leading causes of maternal and perinatal mortality worldwide. It has been 
estimated that preeclampsia complicates 2–8% of pregnancies globally.  In the United States, the rate of preeclampsia increased by 
25% between 1987 and 2004. Moreover, in comparison with women giving birth in 1980, those giving birth in 2003 were at 6.7-fold 
increased risk of severe preeclampsia. This complication is costly: one study reported that in 2012 in the United States, the estimated 
cost of preeclampsia within the first 12 months of delivery was $2.18 billion ($1.03 billion for women and $1.15 billion for infants), 
which was disproportionately borne by premature births.  Acute-onset, severe systolic hypertension, severe diastolic hypertension, or 
both can occur during the prenatal, intrapartum, or postpartum periods. At any of these pregnancy time points, severe hypertension can 
be associated with severe maternal morbidity, including stroke, heart failure, and seizure.  Pregnant women or women in the 
postpartum period with acute-onset, severe systolic hypertension; severe diastolic hypertension; or both require urgent 
antihypertensive therapy. Reduction in hypertension may reduce the risk of severe maternal morbidity (ACOG Practice Bulletin: 202: 
Gestational Hypertension and Preeclampsia, 2019; Emergent Therapy for Acute Onset, Severe Hypertension During Pregnancy and 
Postpartum, ACOG Committee Opinion 767, 2019).     
 
POLICY STATEMENT: The UVMMC OB Hypertension guideline includes readiness, recognition, response, and reporting for 
severe maternal hypertension within our institution. Activation of appropriate resources and personnel may be necessary for patients 
within the Birthing Center, Mother Baby Unit, or other areas of the institution.  
Readiness:  

System Level: Standardized protocols for identification, diagnostic criteria, and management of severe  hypertension, 
unit based multidisciplinary drills, system plan for escalation of care. 

Patient Level: Assessment of risk factors and education of early warning signs such as headache and visual  changes.  Patients 
at high risk for preeclampsia may be treated with low dose aspirin (81-162 mg) during  pregnancy.  

Recognition: Standardized measurement of blood pressure in pregnancy and post-partum; identification of risk    
 factors for severe hypertension; identification of early warning symptoms. 

Response: Standardized approach for the prompt treatment of severe hypertension with checklists, escalation policies, and 
 immediate availability of medications.  Support for patient, families, staff during and after severe maternal  morbidity event 
related to severe hypertension.    
Reporting: Use of SAFE system for reporting of events, multidisciplinary review of severe hypertension cases with    

 severe maternal morbidity at QAI.  Education every 2 years and M&M as indicated 
 

PERSONNEL: All providers (RN, physician, CNM) oriented to the Birthing Center, and Mother/Baby Unit including anesthesiology 
providers (physician, nurse anesthetists, anesthesia assistants); & Emergency Department providers (RN, physician, physician 
assistants).  
 
EDUCATION AND SIMULATION: Role specific education will occur for all personnel involved in inpatient pregnancy and 
postpartum care every 2 years (Cornerstone, Grand Rounds, or acceptable alternative); annual multidisciplinary drills, including 
anesthesiology and emergency department. 
 
 
 
Readiness: 
(1) Triage process includes assessment of symptoms and blood pressure within 20 minutes of arrival (Maternal Fetal 

Triage Index performed). Notification of provider if severe hypertension (systolic blood pressure >160, diastolic 
blood pressure >110) or symptoms of preeclampsia are present (headache, visual changes) even in the absence of 
severe hypertension.   

IDENT NOBG64 
Type of  Document Guideline 
Applicability Type Cross-Organizational 
Title of Owner Nursing Dir: Women’s 

Care & Peds 
Title of Approving 
Official 

Chief Nursing Officer 

Date Effective 1/19/2022 
Date of Next Review 1/19/2023 
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(2) Immediate access to medications are in the Pyxis as an emergency HTN kit with algorithm based treatment 
(Appendix A).  McClure 7, Baird 7, and the operating room have access to these medications.  When the emergency 
department calls the team for hypertensive emergency, those medications will be brought by the responding 
OBGYN team (available 24/7/365). 

(3) When stable, postpartum patients will be transported from the Emergency Department to McClure 7 for complete 
evaluation.  

(4) Response team includes the OBGYN resident, the attending provider, the attending physician (if not the provider), 
the emergency OBGYN attending (708 beeper, available 24/7/365 in house) if the provider is not an OBGYN (ie: 
Emergency Department, Family medicine).  Additional members may include anesthesiology and MICU. 

(5) Unit education will be unit (McClure 7, Baird 7, and Emergency Department) and role (RN, provider) specific through 
the Cornerstone educational portal.  All providers will review educational materials and the protocol at a minimum 
at orientation and every 2 years or when the guidelines are changed, Unit based drills will include all team members 
(OBGYN, Anesthesiology, and Emergency Department) and occur at least annually. Debriefs will occur with the 
entire team after the drill.  Smaller ad hoc drills may occur with available providers using the Drill Binder with 
debrief forms on McClure 7 and Baird 7. All Drill debriefs will be reviewed at the multidisciplinary Collaborative 
Leadership meeting and recommendations operationalized through the multidisciplinary Birthing Operations 
Committee. 

(6) All patients will receive information about the warning signs of preeclampsia and how to notify the RN (inpatient) or 
provider (after discharge) for symptoms at the time of transfer to the postpartum unit and at discharge.  Review of 
this information will be documented in the EMR. This information will be given via AWHONN POST-BIRTH Warning 
Signs handout and in the Injoy “Understanding Mother &Baby Care booklet.    

 
Recognition and Prevention:  
Patients arriving for evaluation will have blood pressure assessment and be asked at the time of triage about pregnancy 
or recent (2 weeks) delivery. McClure 7 triage will follow the protocol below.  The Emergency Room protocols state call 
OBGYN for systolic blood pressure >160 or diastolic blood pressure >110 or other symptoms of preeclampsia in women 
within 2 weeks postpartum.    

 
PROCEDURE ON McClure 7 (BIRTHING CENTER) and Baird 7 (MOTHER BABY UNIT) 
A. All patients presenting to the Birthing Center for care are assessed with the AWHONN Maternal Fetal Triage Index 

(MFTI) and assessed for the following (including both triage and direct admissions):  
1. Assess for the absence or presence of: 

a. Headache 
b. Visual changes 
c. Right upper quadrant or epigastric pain 
d. Nausea/vomiting 
e. General malaise 

2. Start continuous fetal monitoring 
3. Assess Deep Tendon Reflexes (DTR’s) 
4. Auscultate lung sounds, noting any rales, rhonchi, wheezing, etc. 
5. Assess for generalized edema, and if significant, rapid weight gain 
6. Obtain an accurate blood pressure measurement 

a. Blood pressure measurement: Accurate measurement of blood pressure is the cornerstone for 
diagnosis. See Appendix A, Table 1, from CMQCC Preeclampsia Toolkit.  

b. Cuff size should be appropriate for arm size (CMQCC, 2013).  Use of a cuff that is too small can falsely 
increase the blood pressure; use of a cuff that is too large can falsely lower the blood pressure. See 
Appendix B, Figure 1, from CMQCC Preeclampsia Toolkit. 

c. Accurate blood pressure measurements in obese women can be quite challenging and it is extremely 
important to use an appropriate sized cuff. In women with an upper-arm circumference of more than 
34cm, large adult cuffs or thigh cuffs can be used to improve blood pressure accuracy. For upper-arm 
measurements greater than 50cm, the American Heart Association recommends using a cuff on the 
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forearm and feeling for the appearance of the radial pulse at the wrist to estimate systolic blood 
pressure. However, the accuracy of forearm measurement is not reliable (Pickering). 

7. Report all abnormal finding to the provider.  
B. Identify elevated Blood Pressure readings and communicate findings with provider. 

1. New Onset BP ≥ 140 mm Hg systolic or ≥ 90 mm Hg diastolic on arrival or any time during a patient’s admission 
to the Birthing Center or Mother Baby unit as an intrapartum, antepartum, or postpartum patient. 

a. Repeat BP in 15 minutes and then as ordered 
b. Communicate findings with provider 
c. Obtain lab work and urine sample as ordered 

1. Urine sample should be a clean catch sample without signs of blood contamination, a straight 
catheter sample may be required 

2. New Onset BP ≥ 160 mm Hg systolic or ≥ 110 mm Hg diastolic on arrival or any time during a patient’s admission 
to the Birthing Center or Mother Baby unit as an intrapartum, antepartum, or postpartum patient. 

a. Repeat BP in 15 minutes and notify provider of elevated BP reading; confirm appropriate cuff size  
b. Prepare for Management of Hypertensive Emergency (see Appendix A for Hypertensive Emergency 

algorithm) if BP remains elevated for ≥ 15 minutes in the severe range. 
1. Obtain IV access if not already in place 
2. Start continuous fetal monitoring 
3. Send STAT labs and urine sample 
4. Ensure continuous EFM for viable fetus; in any acute event, fetal monitoring may be suspended 

pending stabilization of maternal condition 
5. Severe hypertension will be promptly treated (within 60 minutes). A virtual Hypertensive 

Emergency Kit is available in pyxis on both units (Birthing Center & Mother Baby Unit) with the 
medications below in order to immediately initiate treatment. 

 

  
Note well: the nifedipine is the short acting formulation 

 
a. RN on M7 Birthing and B7 can push IV anti-hypertensive medications; MD must be 

present at the bedside during administration. 
b. Labetalol, nifedipine and/or hydralazine are the preferred treatments for pregnancy 

associated hypertension and are available in the virtual Hypertensive Emergency Kit.  
ACE inhibitors and ARBs are contraindicated in pregnancy and most with lactation. 
Evidence-based treatment protocols include initiation of treatment with a single 
medication, although two medications may be used to provide synergistic effects (ie: 
afterload reduction with betablocker). See algorithm A.  Treatment goal is systolic BP 
140-150, diastolic BP 90-100 range.  Further reductions in blood pressure may 
compromise uteroplacental flow which the fetus may not tolerate.  The fetal status is 
often improved by normalization of blood pressure to the 140-150/90-100 range. 

c. Prepare for administration of Magnesium Sulfate for Seizure Prophylaxis (to include transfer to Birthing 
Center if on Mother/Baby unit). See Appendix C for Magnesium Sulfate administration algorithm. 

1. Administration of Magnesium Sulfate must be on an alaris pump, with a dedicated channel 
2. Medication to be administered at a port closest to the IV insertion site 
3. Magnesium Sulfate is a high alert medication requiring an independent double check on 

initiation 
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C. On-going Nursing Management of patients with a diagnosis of a hypertensive disorder in pregnancy (see Appendix D 
for definitions and diagnostic criteria). 
1. Gestational Hypertension and Preeclampsia without severe features, including chronic hypertension with 

superimposed preeclampsia without severe features 
a. Obtain vitals and assessments as below based on clinical status, assuming the patient is NOT on 

magnesium sulfate (follow severe feature assessment criteria for a patient on magnesium sulfate) 
1. Antepartum & Postpartum 

a. BP, pulse, respirations, SaO2 every 4 hours 
b. Lung sounds every 4 hours 
c. Level of consciousness, edema, and assessment of subjective signs every 8 hours to 

assess for worsening disease and progression to preeclampsia with severe features (see 
appendix X for warning signs) 

d. Fetal status with uterine activity (NST) as clinically indicated 
e. Intake and Output with vital signs with totals every 8 and 24 hours 

2. Intrapartum 
a. BP, pulse, respirations, SaO2 every 60 minutes 
b. Lung sounds every 4 hours 
c. Level of consciousness, edema, and assessment of subjective signs every 8 hours to 

assess for worsening disease and progression to preeclampsia with severe features 
Continuous Fetal Heart Rate Monitoring if viable gestational age and fetal weight 

d. Intake and Output every hour with totals every 8 and 24 hours 
3. Severe range BP requires repeat BP in 15 minutes and then as required by the algorithm based 

on type of medication used to treat hypertensive crisis (see appendix A), as per section B above. 
b. Obtain lab work as ordered 

2. Preeclampsia with Severe Features, including HELLP syndrome, or on magnesium sulfate for seizure prophylaxis 
a. Obtain vitals and assessments as below based on clinical status 

1. Antepartum & Postpartum >24 hours 
a. Minimum of q 1 hr in Birthing Center; minimum q4 hours when on antepartum unit 

2. Intrapartum and first 24 hours postpartum 
a. Magnesium sulfate will be used for seizure prophylaxis for patients with severe range blood 

pressures and/or a diagnosis of preeclampsia with severe features intrapartum and to be continued 
for 24 hours after delivery, unless contraindicated for other medical complications. See appendix 
C for magnesium sulfate algorithm. 

b. BP, pulse, respiration every 5 minutes during the loading dose of magnesium sulfate and 
every 30 minutes during maintenance infusion. The RN can assess BP, pulse, and RR 
every 60 minutes if one or more of the following criteria are met: BP stable without 
increases for 2 hours; no anti-hypertensive medications administered within the last 6 
hours; patient antepartum or in latent phase of labor 

i. If BP is in the severe range this requires repeat BP in 15 minutes and then as 
required by the algorithm based on type of medication used to treat 
hypertensive emergency. 

c. RN to remain at bedside during administration of loading dose of magnesium sulfate 
and during administration of hypertensive medications. 

d. Continuous SaO2  
e. Assessment of DTR’s, clonus, level of consciousness and edema every hour while 

intrapartum; every 4 hours postpartum for the first 24 hours.  Note assessment for 
magnesium toxicity and protocol for treatment (Appendix E): notify provider if loss of 
deep tendon reflexes; notify provider and anesthesiology immediately for respiratory 
depression, mental status change, or cardiac arrhythmia. 

f. Lung sounds every 2 hours intrapartum 
g. Assessment for headache, visual disturbances, and epigastric pain every 4 hours  
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h. Strict Intake and Output, totaled hourly, end of shift, and every 24 hours; all IV solutions 
administered on a pump to keep hourly intake ≤ 125 mL/hour; NPO with ice chips or as 
permitted by practitioner; output with foley catheter and direct measurement of urine 

i. Continuous fetal heart rate monitoring if viable gestational age and estimated fetal 
weight; in any acute event, fetal monitoring may be suspended pending stabilization of 
maternal condition 

j. Obtain lab work as ordered including magnesium level if indicated 
D. Management of Eclampsia (Appendix F):  

1. Eclampsia is defined by new-onset tonic-clonic, focal, or multifocal seizures in the absence of other causative 
conditions such as epilepsy, cerebral arterial ischemia and infarction, intracranial hemorrhage, or drug use.  It 
can occur without a previous diagnosis of pre-eclampsia or can occur with progression of disease, especially with 
neurologic symptoms.  

2. Call for help (utilize Rapid Response Nurse/Team if needed), inform obstetric team and anesthesiologist (if on 
Mother Baby Unit, call OB Emergency) 

3. Airway/Breathing/Circulation 
a. Initiate 100% oxygen via non-rebreather face mask and have suction available 
b. Open airway: jaw thrust/head tilt; chin-lift 
c. Maintain breathing, assistance with oral airway or ambu bag as indicated 
d. After airway control is obtained, turn to left lateral positon and Trendelenburg 
e. Check O2 saturation, blood pressure, pulse 
f. Obtain IV access if not already, 1-2 large bore IV’s 

4. Seizure Control 
a. If not on magnesium sulfate, prepare to administer 4-6 gram bolus IV (over 20 minutes) 
b. If already on magnesium sulfate, prepare to administer 2nd bolus dose of 2 gram IV (over 3-5 minutes) 
c. Magnesium maintenance dose 1-2 gram/hr per provider order 
d. If seizure not terminating, be prepared to administer midazolam 2 mg IV or lorazepam 4 mg IV  
e. Anesthesiologist to consider small dose of propofol (20-40 mg) 

5. FHM Monitoring 
a. OB and Anesthesia team to discuss if/when delivery is required. Try to avoid immediate delivery, allow 

time for FHT to return to baseline. Deliver only for prolonged bradycardia after termination of seizure.  
E. Support Programs: 

(1) Support for providers involved in a hypertensive emergency event is available through Employee and Family/ EFAP.  There is 
individual psychiatric consultation available for individuals that would like this option. 
(2) Patient and family supports will be initiated after the event and offered to any patient that experienced Severe Maternal 
Morbidity or Mortality (stroke, cardiac failure, delay in treatment >60 minutes, transfer to the ICU, or maternal death).  Case 
workers and Patient Advocacy will follow up with patients.  The medical psychotherapy/psychiatry services are available as 
needed for individuals. 

F. Patient Education and Discharge Planning 
1. Patients with a diagnosis of gestational hypertension or preeclampsia will be instructed to have blood pressure 

checked within 3-5 days of discharge; this may be with home blood pressure cuff, visiting nurse, or office visit.   
2. All patients will receive education regarding early symptoms of severe hypertension at the time of discharge by Injoy and 

with a printed instruction sheet of AWHONN Post-Birth Warning signs.   
G. Debrief and Case Review 

1. Team debrief will be required for any severe maternal morbidity: admission to ICU, stroke, heart failure, delay in 
treatment 60 min for acute, new onset, severe hypertension. The debrief form for Hypertensive Emergency 
without Severe Maternal Morbidity  (Appendix G) will be completed for each case of severe hypertension by the 
RN and given to the RN manager.  If Severe Maternal Morbidity occurred, the debrief form (Appendix H) will be 
filled out by the provider and given the RN manager.   

2. Cases with severe maternal morbidity: admission to ICU, stroke, heart failure, delay in treatment >60 minutes 
for acute, new onset, severe hypertension, will be review at departmental QAI, Morbidity and Mortality, and 
other indicated conferences to effectiveness of care, treatment and services to the patient. See Severe Maternal 
Morbidity form Appendix H. 

Reporting/Systems Learning: 
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(3) Huddles and debriefs will be used for high risk patients and following the events to identify systems issues for improvement or 
modification.  For any case resulting in severe maternal morbidity/mortality, the Severe Maternal Morbidity form will be 
completed by the RN and provider and given to the RN manager who will bring it to QAI and hospital for multidisciplinary 
review.  

(4) The rate of preeclampsia with severe features will be included in the monthly statistics reviewed by the Departmental QAI 
committee.  Cases in which there are clinical concerns (identified by SAFE reports) or that meet the criteria for severe maternal 
morbidity will be reviewed; cases will be identified by debrief forms submitted to the RN nurse manager (stroke, heart failure, 
delay in treatment >60 minutes,  transfer to the ICU, or maternal death) and/or maternal sentinel events. Any maternal event that 
requires a formal review/Root Cause analysis will have multidisciplinary review per institutional guidelines.  QAI review will 
include assessment of systems issues and recommendations for quality improvement.  Any systems issues will be reviewed by the 
multidisciplinary Collaborative Leader Management team for Obstetrics and operationalized through the multidisciplinary 
Birthing Operations committee. 

 
PROCEDURE IN THE EMERGENCY DEPARTMENT 
The Emergency Department triage will identify women that are pregnant >20 weeks and within 6 weeks postpartum for assessment of 
pregnancy-associated hypertensive disease. 
Initiate notification, assessment, and treatment algorithm as noted.  Note well there is 24/7/365 in house coverage with OBGYN; back-
up is available 
The Emergency Department will request an OBGYN consult (available 24/7/365) for any patient without a previous diagnosis of 
hypertension that is pregnant with a blood pressure >140/90 or a patient within 6 weeks postpartum with a blood pressure >160/110.  
 
MONITORING PLAN:  
Birthing Operations and Women’s Quality Assessment and Improvement Committee (QA&I) 
 
RELATED POLICIES:  

 Mag 
 Fetal Monitoring  
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Readiness Resources 
Definitions for the hypertensive disorders of pregnancy 
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Hypertensive Emergency Checklists 
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Recognition/Prevention Resources  
Accurate Measurement of Blood Pressure 
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Response Resources 
Treatment Algorithms 
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Hypertensive Emergency Treatment Algorithms 
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Seizure Prophylaxis for Preeclampsia 
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Treatment of Eclampsia 
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Magnesium toxicity treatment 
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Reporting and Systems Learning Resources 
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Severe Emergency Hypertension Debrief Form 

 

Date:   
 

Team Members Present for debrief:   
 
 

 Yes No N/A Comment 

Was hypertension recognized appropriately?     

Did the woman appropriately receive magnesium SO4?     

Was severe hypertension treated in a timely fashion (<60 minutes)? If 
not, explain treatment delay. 

    

Was the woman delivered at the appropriate time relative to her 
hypertensive disease? 

    

Were any complications related to hypertensive disease managed 
appropriately? 

    

Criteria for multidisciplinary debrief: 

1. Request of any team member 
2. BP > 160/110, seizure or stroke 
3. Severe Maternal Morbidity: received >4u PRBC (unanticipated; excludes uncomplicated planned cesarean hysterectomy); unplanned 

cesarean hysterectomy, patient admission to ICU 
4. Maternal Death 

When: As soon after event as possible 

Who: As many people as possible that were part of event. Ideally debrief is done together but by separate interviews can occur as needed. At a 
minimum: Obstetric provider, Charge RN, and anesthesiology provider should be included. 

How: The attending provider and/or Charge RN should call the team together and initiate the debrief session as well as collaborate to fill out the 
debrief form. Either the McClure 7 or Baird 7 Nurse Mangers and/or the Medical Director for the Birthing Center and Antepartum/Postpartum 
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University of Vermont Medical Center – Labor & Delivery/Baird 7 Debriefing Form Date:   MRN:    
 

Confidential and Privileged Information Pursuant to 26VSA Section 141-1143 
 

This debriefing tool can be used by any member of the healthcare team for any potential high risk situation to improve teamwork and to help identify systems issues, 
communication concerns, or education needs. Leave this form in management’s office mailbox to communicate any findings or need for follow-up. 

 

Event type:   Spontaneous Vaginal Delivery Operative Vaginal Delivery Precipitous Delivery 

(circle one)   Scheduled Cesarean STAT or Urgent Cesarean Shoulder Dystocia 

Newborn Resuscitation Maternal Stabilization Retained Placenta 

Obstetric Hemorrhage Uterine Rupture Hypertensive Crisis 

ϒ Leadership Team notified 
ϒ Team desires formal debrief 
ϒ Team desires peer to peer support 
ϒ Social Work consult initiated 
ϒ Team member desires EFAP support 

Pre-delivery/event 
• Was there a team meeting prior to event? 
• Was the room/equipment set up? 
• Were the appropriate people notified? 

 

Communication/teamwork 
• Was communication clear and timely? 
• How did the team work together? 
• Did everyone know their roles and fill them? 

 

Kudos 
• What went well? 
• Positive feedback? 

 

Opportunities 
• What could have gone better? 
• What could be improved for the future? 
• Any equipment, supplies or systems issues? 

 

Documentation 
• Was the event thoroughly documented? 
• Is charting by all team members aligned? (timing, 
sequence of events, apgars, EBL, etc) 

 

Follow-up with patient and family 
• Does the patient need an opportunity to discuss 
the events? If so, who should follow- up and when? 

 

Completed by  Was a Safe Report completed?  Did a formal Debrief occur?  Does a formal Debrief need to be scheduled?   
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Hypertension with Severe Maternal Morbidity (SMM) Event Debrief Form 

 
 
 
 
 
 

 

Hospital Level ☐1    ☐ 2 ☐3 ☐4 ☐ Birth center ☐ Other (Specify)     

Patient Characteristics 
Age    Weight/Height / Body mass index (BMI) at first prenatal visit Most recent BMI      

 
Race (Indicate race patient identifies) 

 
Hispanic or Latina 

  
Obstetric History 
Gravida  _ 
Para     _  Term  Premature Aborted Living  _ 

No ☐  Yes  ☐ Unknown ☐ # Previous fetal deaths 
# Previous infant deaths 

    
   

Prenatal Care (PNC) 
Yes ☐ Week PNC began    Week unknown Yes ☐ No ☐ Number of PNC visits    Visit # unknown Yes ☐ No ☐ 
No ☐ 
Unknown PNC status ☐ 
Discipline of Primary PNC Provider (choose one) Prenatal care source/location 

Planned/intended place of delivery Timing of maternal morbidity 

Maternal Transport (during peripartum period) 
No 
Yes  ☐ From facility  to facility    
Unknown ☐ 

Perinatologist consultation (during peripartum period) 
No 
Yes  ☐ Provider type:     
Unknown ☐ 

Delivery Information 
Gestational age at time of morbidity    
Singleton ☐ Multiple ☐ (If multiple fill out additional delivery information per fetus) 
Birth status Labor Yes ☐ No ☐ Delivery type 

If C-Section 
Type of C-section 

If C-Section 
Primary reason for C-Section 

Type of anesthesia Primary payer source 
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Case Narrative  
Should include brief synopsis focused on the specific severe maternal morbidity that occurred that allow you to address 
the disease specific questions. It should be concise and pertinent to the particular SMM and include appropriate time 
line, evaluation, and be in chronologic format. Try to identify key moments that impacted care 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Case Analysis  
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Assessment  
MR# or PATIENT ID   
Date of event:     
Date of review:    
Reviewers:     

1. Morbidity Category ☐ ICU Admission ☐Transfused 4 or more units ☐ Other     
2. Sequence of Morbidity 1.   
Indicate the course of events:  
Clinical Cause of Morbidity: 1&   
2 reflect what initiated the final   

cause resulting in the severe  2. 
morbidity. 3 is the final cause    
   
For example: 1. Preeclampsia   

2. uncontrolled hypertension 3  3. 
intracranial bleed,     
So that 1, caused 2, that   
resulted in 3 – the severe   
morbidity  
3. Primary Cause of Morbidity 
If trauma indicated as primary cause of morbidity: 
Other cause    
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Opportunity to Alter Outcome ☐ Strong ☐ Possible ☐ None 

If opportunity to alter outcome present were opportunities largely: Circle all that apply 

Provider 

System 

Patient 

List up to 3 things that could be done to alter outcome: 

Identify practices that were done well and should be reinforced: 

Recommendations for system, practice, provider improvements: 

This form was originally developed by the California Pregnancy-Associated Mortality Review (CA-PAMR) using Title V MCH funding and is adapted 
with permission from the California Department of Public Health, Maternal, Child and Adolescent Health Division. Sacramento, CA 

 

Geller SE, Adams MG, Kominiarek MA, Hibbard JU, Endres LK, Cox SM, Kilpatrick SJ. Reliability of a preventability model in maternal death and 
morbidity. AJOG 2007;196:57.e1 

 

Geller SE, Cox SM, Kilpatrick SJ. A descriptive model of preventability in maternal morbidity and mortality. J Perinat 2006;26:79-84 
 

Lawton B, Macdonald EJ, Brown SA, Wilson L, Stanley J, Tait JD, Dinsdale RA, Coles CL, Geller SE. Preventability of severe acute maternal morbidity. 
AJOG 2014;210:557. 

 
 
 
 
  

Resolution 
Refer to the SMM Outcome Factors Guide (pg. 7) of the SMM Review Long Form to determine contributing factors and opportunities 
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Respectful, Equitable, and Supportive Care Resources 
AIM Respectful Care Resources – HTN 
 
From AIM: 
 
1. Professional education (marchofdimes.org) -

https://www.marchofdimes.org/professionals/professional-education.aspx 

2. Health Equity (michigan.gov) –  
https://www.michigan.gov/mdhhs/keep-mi-healthy/maternal-and-infant-health/health-
equity 

 
3. Be a Partner in Your Care | Agency for Healthcare Research and Quality (ahrq.gov) 

- https://www.ahrq.gov/hai/tools/perinatal-care/modules/teamwork/partner-care.html 
 

4. Reduction of Peripartum Racial and Ethnic Disparities: A Conceptual Framework 
and Maternal Safety Consensus Bundle - Journal of Obstetric, Gynecologic & 
Neonatal Nursing (jognn.org) –  
https://www.jognn.org/article/S0884-2175(18)30064-9/fulltext 

 
 
  

https://www.marchofdimes.org/professionals/professional-education.aspx
https://www.michigan.gov/mdhhs/keep-mi-healthy/maternal-and-infant-health/health-equity
https://www.michigan.gov/mdhhs/keep-mi-healthy/maternal-and-infant-health/health-equity
https://www.ahrq.gov/hai/tools/perinatal-care/modules/teamwork/partner-care.html
https://www.jognn.org/article/S0884-2175(18)30064-9/fulltext


 

136  

 
 
 
 
 
 
 



 

137  

 

 
 
 
 
 

 
 
 

Obstetric In-Situ Drill Program Manual 
 
 
 
 

V2 Released March 2021 



 

138  

Obstetric In-Situ Drill Program Manual 
Table of Contents 

Introduction ................................................................................................................................................ 74 

Disclaimer .................................................................................................................................................... 76 

Acknowledgements ..................................................................................................................................... 77 

General Overview and Objectives ............................................................................................................... 78 

Program Goal........................................................................................................................................... 78 

Simulation Background ............................................................................................................................ 78 

Patient Safety Bundles ................................................................................................................................. 79 

Obtaining Institutional Support ................................................................................................................... 79 

Briefing Leadership .................................................................................................................................. 80 

Return on Investment.............................................................................................................................. 80 

Building the Implementation Team ......................................................................................................... 80 

Logistics ....................................................................................................................................................... 81 

Preparation and Scheduling .................................................................................................................... 81 

Collecting Equipment and Tools .............................................................................................................. 81 

Frequency of Training .............................................................................................................................. 82 

Staffing Roles and Responsibilities .......................................................................................................... 82 

Simulation Facilitators and Technicians ................................................................................................... 82 

Nurses ..................................................................................................................................................... 82 

Family Members ...................................................................................................................................... 83 

Debriefers ................................................................................................................................................ 83 

Providers ................................................................................................................................................. 83 

Equipment Options ..................................................................................................................................... 83 

Fidelity ..................................................................................................................................................... 83 

Low-Tech ................................................................................................................................................. 83 

High-Tech ................................................................................................................................................ 83 

Choice of Mannequin .............................................................................................................................. 84 

Team Review and Debriefing ....................................................................................................................... 84 

General Team Review .............................................................................................................................. 84 

Debriefing Instructions ............................................................................................................................ 84 

Simulation Scenarios ................................................................................................................................... 85 

General Simulation Instructions .............................................................................................................. 85 
 



 

139  

Introduction 
Emergencies in obstetric care occur every day. Postpartum hemorrhage results in in 140,000 deaths 
annually. Hypertensive emergencies, venous thromboembolic events, and maternal cardiac arrest also 
occur and result in significant maternal and fetal morbidity and mortality. In order to ensure prevention 
when possible and optimal outcomes when this is not possible, it is critically important that members of 
the health care team are educated and are readily able to recognize, diagnose, treat, and manage 
medical emergencies in pregnancy. The Council on Patient Safety in Women’s Health Care has released 
patient safety bundles to help address obstetric emergencies. These emphasize the importance of clear 
communication and an interprofessional team approach. 

 
This Practicing for Patients: In-Situ Simulation Program Manual was developed with these concepts in 
mind. The Council recognizes that if all members of the labor and delivery team practice and simulate 
medical emergencies on their actual labor and delivery unit that they could decrease obstetric related 
morbidity and mortality by improving the team’s communication and response in an emergency. 
Furthermore, through simulation the team could also identify process issues that, when addressed, could 
also improve care. The ideal location to practice for patients experiencing an emergency is on the labor 
and delivery, postpartum, or postoperative recovery unit. This location allows the training team to 
recreate actual conditions regarding team composition, physical space, and institutional policies and 
procedures that cannot be replicated in a simulation laboratory. 

 

 
The current lack of standardization in treatment protocols and lack of opportunities to practice can result 
in miscommunication and variation in care provided to patients who experience an emergency. 
There is evidence that simulation training can improve obstetric outcomes to include fewer brachial 
plexus injuries, a decreased time from diagnosis to delivery with umbilical cord prolapse, and improved 
care during neonatal resuscitation. However, despite the evidence and general recognition that in-situ 
simulation training is something that should be done, the Council recognizes that there are many barriers 
to implementation. These include concerns about cost, lack of expertise in running simulations, and the 
challenge of running a drill on a busy labor and delivery unit. 

 
© 2021 American College of Obstetricians and Gynecologists V2 March 2021 

Imagine your favorite sports team. Now imagine them making a mistake on a critical play because they 
have not had enough time to practice together. Lack of structured team practice can lead to minimal 
connection and chemistry between team members – call this culture. Moreover, without practice, there 
is lack of a standardized approach (knowledge of the team’s “plays”). Practice teaches the team how to 
anticipate each other’s actions and optimize communication. Overall, practicing helps a team hone its 
skills for the critical times in a “game” and helps all team members focus on their goal which, in the case 
of a postpartum hemorrhage, is decreasing maternal morbidity and mortality and improving outcomes. 
Now, continue to think of your labor and delivery team as your favorite sports team. Unlike a sports 
team, members of the labor and delivery team practice but are trained by different “coaches” (i.e. 
attend different classes) to prepare for obstetric emergencies. The basic concepts of care are the same, 
but the “plays” are different. In-situ drills help all members of care team practice under the same 
“coach”. In-situ drills are the team’s practice sessions and can be done at some hospitals that have 
and/or are willing to invest resources. This manual will help address the challenges of setting up this 
type of program. 

http://www.safehealthcareforeverywoman.org/
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The manual is written to help you overcome these barriers. The Council’s goal is that every institution 
that performs deliveries will be able to conduct in-situ drills for obstetric emergencies and move towards 
the goal of optimum care and outcomes. It does not have to be expensive and this manual includes step- 
by-step instructions on how to build your implementation team, brief leadership, decide on simulators, 
and even contains video examples of how to run and debrief after training. 

 
This manual has been assembled by international experts with practical clinical and simulation 
experience. The guidelines were written to align with the treatment recommendations of their respective 
national organizations. 

 
Thank you for taking the time to consider utilizing Practicing for Patients at your hospital. It is the 
commitment of providers like you who constantly work to improve care that makes the difference for our 
patients! 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
© 2021 American College of Obstetricians and Gynecologists V2 March 2021 
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Disclaimer 

Permission is hereby granted for duplication and distribution of this document, in its entirety and without 
modification, for solely non-commercial activities that are for educational, quality improvement, and 
patient safety purposes. 

 
All other uses require written permission from ACOG. Standardization of health care processes and reduced 
variation has been shown to improve outcomes and quality of care. The Council on Patient Safety in 
Women’s Health Care disseminates patient safety bundles and toolkits to help facilitate the standardization 
process. This toolkit reflects emerging clinical, scientific, and patient safety advances as of the date issued 
and is subject to change. The information should not be construed as dictating an exclusive course of 
treatment or procedure to be followed. Although the components of a particular manual may be adapted 
to local resources, standardization within an institution is strongly encouraged. 

 
The Council on Patient Safety in Women’s Health Care is a broad consortium of organizations across the 
spectrum of women’s health for the promotion of safe health care for every woman. 
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General Overview and Objectives 
 

Program Goal 
This Practicing for Patients: Obstetric In-Situ Drill Program Manual will provide every unit with the ability to run in- 
situ obstetric emergency simulation drills to promote standardized responses which will improve the quality and 
safety of the care for their patients. 

 
Simulation Background 
When thinking about running simulation drills, providers are often intimidated and concerned about the cost 
and time required and may have questions about how to get support necessary to make it happen. This manual 
will explain how in-situ simulation works and provide clear step-by-step instructions with video examples and 
forms to make it possible. To begin, we will answer some basic questions about simulation training in the 
obstetric environment. 

 
 What is Simulation? 
Simulation is a situation or environment created to allow persons to experience a representation of a real 
event for practice, learning, evaluation, and/or to gain understanding of systems or human actions. In 
obstetrics it can be used to learn surgical skills or to practice for emergencies, including postpartum 
hemorrhage. It can also be used to improve existing processes. 

 
 Why Use Simulation in Obstetrics? 
Simulation for obstetric emergencies is a relatively new area of focus but has a demonstrated ability to 
improve patient safety and outcomes. It is becoming an integral part of education and patient care. Drills for 
obstetric emergencies are now being recommended by the Joint Commission, which suggests that hospitals 
and providers can prevent maternal death using drills “to train staff in the protocols, to refine local 
protocols, and to identify and fix systems problems that would prevent optimal care.”1 While more labor 
intensive than lectures, simulation is also relatively affordable as there are low-fidelity and inexpensive 
simulators available that are solid options for training. 

 
 Why Does Simulation Work as an Educational Tool? 
For learners, sitting and listening to lectures does not permit significant activation, which is key to learning 
and retaining information. Simulation not only gets the team involved but allows them to practice in a more 
realistic environment where there is no risk to actual patients. In an emergency, the patient is at the center; 
during a simulation the learner, team, and processes are at the center – a unique and privileged position. 

 
 Why Perform In-situ Simulation? 
In-situ simulation is when the event takes place where clinical care occurs. This approach allows the unit to 
practice technical skills, teamwork, and communication in their actual care environment. It also allows for 
the identification of potential facilities issues and barriers to care that cannot be replicated in a simulation 
center or other locations off the unit. 

 
 
 
 

https://www.jointcommission.org/assets/1/18/sea_44.pdf 
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Patient Safety Bundles 
 

The majority of the bundles offered by the Council were developed by the Alliance for 
Innovation on Maternal Health (AIM) program, a cooperative agreement between the 
American College of Obstetricians and Gynecologists (ACOG) and the Health and 
Resources Services Administration Maternal-Child Health Bureau (HRSA-MCHB). 
Developed by expert stakeholders in the AIM program, the bundles are endorsed and 
shared by the Council in collaboration with the AIM program. 

 
All bundles are available on our website (www.safehealthcareforeverywoman.org) and can be 
viewed and downloaded in their entirety here or by clicking the above bundle graphic. 

 

Obtaining Institutional Support 
 

Briefing Leadership 
It is imperative to obtain support from hospital and departmental leadership when planning simulation drills. We 
recommend scheduling a meeting with the obstetrics department medical and nursing leadership to introduce 
your desire to conduct in-situ drills at your institution. This should include all specialties / units that will be 
involved (Anesthesia, Nursing, Blood Bank and potentially the Emergency Department). Plan to present a brief 
slide set that outlines your proposal. It is important to highlight the pros and cons of in-situ drills and be 
prepared to answer any questions that may arise. Sample presentations that you can use during this briefing 
have been provided. You can customize the slide sets to meet your specific organization’s needs. 

 
When speaking with leadership it is important to highlight that simulation in obstetrics has the potential for 
growth and creative development through tailoring of the program to fit your institution’s unique needs. There is 
evidence for improving clinical outcomes through education and optimizing teamwork while lowering medical 
liability costs. Moreover, simulation drills for obstetric emergencies are not only recommended by the Joint 
Commission but they are required for postpartum hemorrhage and hypertensive emergencies. It is also 
important to stress that patient safety is the driving force for simulation. Simulation helps improve patient safety 
through providing education, enhancing communication, improving patient hand-offs, and driving system 
changes. Lessons learned in simulation are invaluable to patient safety. Simulation provides an opportunity to 
address rare but emergent situations in a team environment where stress is high, and mistakes are costly. 

 
Simulation has been found to be an effective and innovative form of teaching clinical concepts. Learners may 
prefer this approach over sitting for traditional slide set lectures that are often not engaging and do not permit 
significant activation. Simulation provides a “no consequence” learning environment where participants can 
practice without their mistakes resulting in a detrimental outcome. Institutions that offer innovative educational 
opportunities are attractive to distinguished clinical faculty and medical students and can attract high caliber 
residents. Implementing simulation can also fulfill the requirements of the Accreditation Council for Graduate 
Medical Education (ACGME) Residency Review Committee (RRC) requirements as simulation has been added to 
the resident curriculum. 

 
Initially, there may be some hesitancy to approve simulation efforts because of the cost of the simulators and 
the fact that this training requires time away from patient care, team effort, interdepartmental collaboration and 
ancillary staff support. Although materials such as obstetric simulators can be expensive, there are low-fidelity, 
low-cost, simulators available that are very effective. Moreover, it is important to point out that although 
simulation may seem expensive at the outset, the return on investment will be appreciated in many forms. 

© 2021 American College of Obstetricians and Gynecologists V2 March 2021 

https://safehealthcareforeverywoman.org/aim/
https://safehealthcareforeverywoman.org/aim/
https://safehealthcareforeverywoman.org/council/patient-safety-bundles/maternal-safety-bundles/
https://safehealthcareforeverywoman.org/council/education-and-engagement-tools/practicing-for-patients/core-manual/
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Briefing the Team 
Even if you have complete support from leadership and a motivated training team, if you do not engage the 
members of the health care team in the planning, your efforts will not be successful. It is imperative that 
providers be provided with a clear explanation of the following: 

 
1. Why the program is being done: to improve patient care and outcomes 

a. May consider showing a patient experience video, such as our Voices of Impact to remind the 
team why they are doing this. 

2. How the program will be done: discuss scheduling and timing of simulation drills. 
3. What will be done with the results: explain that this is not part of their evaluations and that any systems 

issues identified will be fixed. 

 
Return on Investment 
The greatest potential impact of implementing in-situ simulation is decreasing maternal and neonatal mortality 
and morbidity. Evidence of this continues to build and given its recommendation by major organizations, the 
incentive to practice simulation is obvious. Simulation improves provider readiness, teamwork, team 
communication, and systems which impact maternal and neonatal mortality and morbidity directly. 23 
Additionally, given recent studies demonstrating the decrease in incidence of brachial plexus injuries after drills 
for shoulder dystocia 4, the absence of simulation training may leave the institution at risk of potentially 
expensive litigation. Also, for institutions that train residents, simulation is an effective way to train for the 
obstetric emergencies that teams inevitably encounter. 

 
Building the Implementation Team 
For simulation drills to be successful, there must be an interprofessional ownership. Obstetric simulation efforts 
will require cooperation from and collaboration amongst departmental leadership, physicians, nursing staff, 
anesthesia, neonatal intensivists, ancillary staff, and opinion leaders. We recommend identifying the following 
members to form the core implementation team: 

 
 Physician Lead 
 Nursing Lead 
 Support Staff Lead (pharmacy, blood bank) 
 Change Leaders (those who can make the change and/or influence staff) 
 Initial Team Composition: 

A. Physician Lead 
B. Nursing Lead 
C. Support Staff Lead 
D. Frontline Influencers (opinion leaders/ individuals who are highly respected and revered at 

the institution) 
 
 

2 https://www.ncbi.nlm.nih.gov/pubmed/22882714 
3 https://www.ncbi.nlm.nih.gov/pubmed/18310377 
4 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5245184/pdf/nihms-828218.pdf 
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Quick Reference Steps 

 Confirm department 
participation. 

 Set a date. 
 Identify participating 

individuals. 
 If necessary, divide 

participants. 
 Conduct drill(s) and 

debrief(s). 
 Begin scheduling next 

quarterly drill. 

Logistics 
 

Preparation and Scheduling 
Depending on the scope of your simulation, confirm participation of the OB/GYN department, nursing, 
anesthesia, pediatrics/NICU, and ancillary services (i.e. laboratory, pharmacy, and blood bank) and if applicable, 
the simulation technician. After confirmation of participation, set a date 
for the simulation. When beginning, we recommend blocking out half 
day to run the in-situ drill and conduct the debrief. As your faculty learn 
how to set up and run the drills, it should take approximately an hour to 
conduct the complete simulation. We recommend that you run your 
initial simulations as scheduled events that the entire team is made 
aware of in advance. This will help to decrease anxiety, allow the team 
time to become familiar with the simulator and the drills, and allow the 
team members time to review their knowledge, if they choose. By 
making it feel less like a test of individual skill and more like a test of 
team function and process, engagement will be much easier to obtain. 
Once you have set a time, you’ll need to identify the specific individuals 
who will participate in the simulation experience. Actual patients will 
still need to be taken care of during this time, so emphasize that those 
who will remain on the floor in their normal roles taking care of patients 
will have a chance to participate in future simulations. Depending on the 
number of participants, you may need to run the simulation multiple 
times. For example, if you have many participating residents, the drill may need to be run more than once so 
that each resident has an opportunity to have a role in the interprofessional simulation experience. 

 
Once you have your participants identified, depending on the size, you may want to divide them into groups. By 
doing this you can have one group go through the drill while the other group debriefs (see figure below). At 
some institutions, because of time constraints or staffing issues, one group (comprised of residents, nurses, 
anesthesia, and pediatricians/NICU staff) may be chosen to run the drill while the remaining participants watch 
the drill in an auditorium setting via a live stream. The debrief is done with the entire group afterwards. We 
recommend that drills be run quarterly and the personnel for the drill change each quarter so that everyone gets 
a chance to participate. 

 
Example of scheduling with two groups alternating between an obstetric emergency simulation drill and debrief: 

 
 8:00 a.m. 8:30 a.m. 9:00 a.m. 

Group A Drill Debrief - 

Group B - Drill Debrief 

 
Collecting Equipment and Tools 
Ahead of the simulation you will also need to ensure that you have access to all of the equipment and tools 
required to run a successful drill. Equipment that you might consider collecting prior to conducting the drill may 
include, simulated medications, simulated vital signs, emergency carts or delivery carts. We also recommend 
that you understand how your local rapid response team (RRT)/medical response team (MRT)/obstetric response 
team (OBRT) team is activated. 
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Frequency of Training 
While guidance on how often to run in-situ drills varies, we have found that it is important to do them often 
enough that they become part of the culture. This will depend on the size of your unit. Scheduling them on at 
least a monthly basis is usually a good place to begin. 

 
Staffing Roles and Responsibilities 
During the simulation, we recommend personnel assume the role that they normally would in a real-life 
emergent situation. For example, nurses should be nurses; OB/GYN physicians should be OB/GYN physicians 
during. Additionally, participants should plan to call support staff, ancillary services, and anesthesia as they 
would during a real-life emergency as this is the only way to identify potential process/facilities issues that may 
interfere with patient care. 

 
Once your simulation program is up and running, there is value to be had in swapping roles amongst 
participants. This approach provides great insight into what each profession requires from others and can lead to 
significant growth in team performance. However, at the start we recommend that all participants assume their 
existing “real world” roles. 

 
Simulation Facilitators and Technicians 
We recommend having one facilitator assigned to each group. The role of the simulation facilitator is to ensure 
that the simulation runs smoothly. At the beginning of each group’s simulation, the facilitator will review 
capabilities and limitations of the simulator with the group. The facilitator will begin the simulation by sharing 
the basic assumption with the team: 

Throughout the simulation the facilitator will manage the “case flow” of each scenario and prompt the team 
when the case points have been covered and the drill is over. The simulation facilitator may have to provide 
information such as physical findings on examination, lab results, vital signs, etc. Facilitators should provide a 
summary of the team’s actions/performance during the drill to the debriefing staff for use during the combined 
team debriefing. For example, during the drill if the group ordered labs, the facilitator will provide this 
documentation to the debriefer. 

 
In institutions with a simulator that needs to be managed by a technician, simulation technicians will run the 
actual simulators and equipment/monitors. They should work closely with the simulation facilitators to keep the 
simulation running smoothly. They are also responsible for troubleshooting any technical issues and for case 
scenario moulage or setting the stage for the simulation. Please note that a high-tech simulator is not necessary 
for the objectives of this program. 

 
Nurses 
We recommend that scenarios include actual nurses who assist and assume their normal daily roles in the 
simulation. Nurses should be trained on the simulation and assist the providers where necessary in finding 
medication and equipment and administering medication as they would during a real-life emergency. Trainers 
should pay special attention to the teamwork, communication, and the process improvement scenarios. 

 
© 2021 American College of Obstetricians and Gynecologists V2 March 2021 

“Everyone here is intelligent, well-trained, wants to be their best, and is here to improve patient 
care. This is not a test of individuals, it is a test of process, a tool to identify and potentially fix 
gaps on our unit, in our teamwork, in our communication, and the overall reliability of the care 
we provide. It is also an opportunity to learn and ask questions in a safe environment.” 
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Family Members 
You may consider having simulated family members as part of your simulation. Although not mandatory, family 
members help make for a real-life situation. For each simulation, we recommend having at least one 
person assigned to play a family member. This is a critical in ensuring that the scenario is as real as possible. It 
also helps keep the team engaged and helps them remember to communicate with the family. 

 
As the simulation evolves and you become more comfortable with the simulation process, you may consider 
using members of your institution’s patient advisory board for these roles. The participation of non-clinical 
individuals enhances simulations and creates real-life scenarios. Additionally, you may consider asking the 
hospital or health system CEO play to role of the patient. We have found that doing this helps the team feel 
supported and helps the CEO engage with the work of the team. 

 
Debriefers 
There should be one debriefer assigned for each simulation group. You may assign a co-debriefer in situations 
where the group is large. The role of the debriefer is to monitor and observe the simulation. They may observe 
from an observation room (if applicable) or from a corner of the room. Once the drill/simulation is completed, 
they will debrief the group following the processes outlined in the Team Review and Debriefing section of this 
manual. They should use the checklist and notes that they and the simulation facilitator took throughout the 
simulation. The debriefer may also choose to provide feedback to the Council on Patient Safety in Women’s 
Health Care using the online Practicing for Patients In-Situ Drill Feedback Form. Feedback received in this form 
will be utilized to revise this manual and the accompany resources to better fit your needs. 

 
Providers 
All providers should assume their normal daily roles. 

 

Equipment Options 
 

Fidelity 
Fidelity speaks to realism, which refer to the simulator, to emotions felt by a team member, or to the story of the 
patient or the unit. There is ambiguity about which aspect of fidelity is referred to, as a result it is better to speak 
of the realism intended. 

 
Low-Tech 
This option refers to inexpensive equipment that is unlikely to have any electronic components. This equipment 
could even be homemade, created/assembled using instructions found on the Internet. It is more likely to be 
light, easy to store, as such many hospitals can be convinced to leave these simulators out for use at any time. 
This manual focuses on simulations using low-tech equipment. This could also be a live person playing the role. 

 
High-Tech 
This option typically refers expensive equipment, usually electronic, and usually heavier and more cumbersome 
than the low-tech alternatives (although advances in miniaturization have made these units much more 
portable). Because of cost, complexity, and size, the equipment is not likely to be left out or made easily 
accessible to a single learner or small group of learners - on their schedule - who want to use it to review a 
process. These units can be set up in a simulation laboratory. 

 
In choosing the type of equipment, the team is in part deciding on the approach it will take using low-tech 
materials, one should plan to allow teams to run simulations at all times: day or night. After all, if we are to work 
towards providing reliable care from shift-to-shift-to-shift, the only way to do so is to uncover the process issues 
that prevent us from doing so. 
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Choice of Mannequin 
The choice of mannequin is specific to the institution and the team. We have developed an overview of obstetric 
simulator options to aid you in your decision-making process but please keep in mind that this is not meant to be 
an exhaustive list. Be that as it may, we recommend that you decide what your purpose is for simulation, and 
then make your decision about the mannequin after. 
For example, if your organization was trying to implement a new process for measuring blood loss in a 
postpartum hemorrhage, then perhaps a higher-tech mannequin would be better. However, we remind the 
reader that the top two issues consistently causing safety concerns are based on communication and teamwork. 
A high-tech mannequin is not necessary to work on these issues. In the end, cost should never be the barrier 
that keeps your organization from beginning its own simulation program. Be innovative, and any model will allow 
you to reach your goals. 

 

Team Review and Debriefing 
 

General Team Review 
As previously described, the individual assigned to the role of debriefer will observe the group during the 
simulation. You may also consider assigning an associate debriefer to help with the review and discussion 
following the simulation. While there are many ways to debrief, to make this as simple as possible we have 
developed basic Team Review and Debriefing Forms for each emergency included that the debriefers can use to 
note key points as well as critical actions and interventions that are done during the simulation. We have also 
created a Facility Protocol Change Form that can be used to follow up on any facilities/systems issues identified 
so they can be addressed. As you become more comfortable with debriefing you may adjust the forms as 
necessary to best fit your institution. 

 
Debriefing Instructions 
The debrief session should take place in a setting that can fit the entire team comfortably. A conference room or 
a setting with a blackboard or dry erase board is ideal, although you may need to utilize a delivery room to save 

time and keep all participants together. The session should begin 
with the debriefer once again reviewing the basic assumption: 
“Everyone here is intelligent, well-trained, wants to be their best, 
and is here to improve patient care. This is not a test of individuals, 
it is a test of process, a tool to identify and potentially fix gaps on 
our unit, in our teamwork, in our communication, and the overall 
reliability of the care we provide. It is also an opportunity to learn 
and ask questions in a safe environment.” This is done to set the 
tone that it is not a test but a way to practice and improve. 

 
The debriefer should then review the learning objectives for the 
simulation and ask the team how they believe the simulation went. 
This will help release any performance anxiety that the team may 
have. Next, the team should review the performance of critical 
actions and teamwork/communication during the in-situ drill 
utilizing e checklists and case specific notes that the debriefer took 
during the simulation. The debriefer will then lead the team in a  
discussion of what they think they did well and what they will take 

away from the simulation. It is important to remember to conclude on a high-note – the debriefer may consider 
having each member share something positive about his or her team members. Of note, it is essential that 
recommendations for change be implemented quickly after the simulation, otherwise the engagement of your 
team will suffer. 
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Quick Reference Steps 
Review the basic assumption. 
Review learning objectives. 
Ask how it went. 
Review case notes. 
Discuss key takeaways. 
Develop list of 
potential system 
changes. 
Present system changes 
to leadership. 
Submit Practicing for 
Patients feedback form. 
Set date to repeat drill. 
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In conclusion, the team should make a list of potential system changes that could be made to help improve the 
identification and response to the obstetric emergency. Following the simulation, the debriefer should meet with 
the obstetrics and gynecology leadership to finalize a list of changes to be made to their institution’s protocols 
for the specific topic. The Facility Protocol Change Form should be completed to document the proposed 
changes or items that need to be corrected. 

 
To assist other institutions, we ask that all users submit the fully online Practicing for Patients Feedback Form. 
Please note that there is not specific information about your institution collected on this form and that feedback 
is anonymous. The goal is to obtain feedback on the simulation program, scenarios, and identify any common 
issues that are occurring related to care during a postpartum hemorrhage. 

 
Finally, a date should be set to repeat the in-situ drill after the identified facility changes have been 
implemented. 

 

Simulation Scenarios 
 

We have developed standardized case scenarios for each obstetric emergency covered that you can utilize to 
begin the simulation experience within your institution. These are available in our Clinical Simulation Scenario 
Packages, designed to complement this manual. Our goal is to provide at least three scenarios for each obstetric 
emergency covered. When beginning your program, we recommend that you begin with these scenarios. Once 
the team has completed these case scenarios you may want to change some of the details, but the overall flow 
can remain the same. For each case scenario we have also included a patient chart, a case flow diagram, and 
family member instructions. 

 
General Simulation Instructions 

 General Principles 
During the simulation, we recommend that the team run the scenario as if they were addressing the 
care of a real patient. This means obtaining all adjunct supplies and calling ancillary services as they 
would in a real-life emergent situation. If medications are needed, those should be retrieved – but not 
opened – to prevent waste. The team should assign a member to write down the desired orders as if 
they were ordering them in the electronic medical record (if applicable). Using this approach provides an 
opportunity to both observe the teamwork and communication and identify any potential facilities or 
systems issues that arise. 

 
 Simulation Setup 

The overall simulation setup is very similar in each scenario. The delivery room should be stocked and in 
the same condition as it would for actual patients at your institution. The simulator or simulated patient 
should be in bed and prepared for the scenario. If running a hemorrhage scenario, it is helpful to already 
have blood on the perineum and linens at the beginning of the scenario. If desired, place an infant 
mannequin on the warmer or in the arms of the patient, so the team will have to address this as well 
during the simulation. An IV may be in place (taped to the arm) with a bag of IV fluids hanging. After you 
complete your simulation, make sure to inform your housekeeping staff so that the room can be 
properly cleaned. 
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Prior to the simulation, the facilitator should brief the team on the logistics and rules of the simulation. 
They should make sure the team is aware of the following: 

 They are simulating an obstetric emergency and that they should treat the simulator as a 
real patient. 

 If additional supplies or instruments are needed, a team member should physically go 
and obtain them 

 If assistance and/or other providers (anesthesia, etc.) are needed, they should be 
contacted as in a real emergency. 

 If they feel they need to take the patient to the operating room, they should physically move 
the patient. 

 If medications are needed, they should be obtained in the normal manner, but not opened 
or used during the drill. 

 The type of simulator being used (if applicable) and the capabilities and limitations that it 
has. This may include how hemorrhage is demonstrated during the simulation (actual 
bleeding vs. dried faux blood on pads, etc.) and how vital signs will be displayed/reported. 

 Beginning the Simulation 
 After you have conducted the Pre-Simulation Briefing/Orientation, have the primary OB 

nurse come with you to the simulated patient’s room. 
 To begin a scenario, read the scenario to the nurse and then have the team enter the room. 

At this point, the person playing the role of the patient/family member should tell the nurse 
about the patient’s current symptoms / status. 

 Simulators to Be Used 
The simulator to be used will depend on your institution and the scenario you are simulating. 
 

 Demonstrating Maternal Vital Signs 
You will need a way to show the patient’s changing vital signs to the team 
throughout the simulation; if your simulator can show maternal vital signs on a 
monitor, you can use this during the scenario. If not, you can use vital signs 
cards to report the values during the case or employ one of the many available 
web-based applications. 
You can develop your own vital sign simulator cards that simulate a patient monitor here. 

 

 Simulating Hemorrhage 
If running a simulation for hemorrhage, you will need a method to show the blood loss to the team 
during the simulation. There are multiple methods for doing this based on the resources available to 
you, we have discussed some options below: 
• Fake Blood: There are various recipes available for the creation of fake blood. This method will 

require cleanup, based on the recipe you select you should be aware of the potential for staining. 
Recipe option here: HealthSimulation Contrast Creative – How to Make Fake Blood 

• Red Fabric: Blood-red colored fabric can be used in lieu of fake blood. This method requires no clean 
up. 

• Dried “blood” on disposable bed pad: You can fill a disposable bed pad with fake blood for use 
during the simulation. 

• Suction Canister Cards: Pre-printed cards denoting various volumes (300 cc, 500 cc, 700 cc, 1000 cc) 
can be used to represent blood loss amounts. This method requires no clean up. 

• These scenarios are good opportunities for your delivery team to practice measuring cumulative 
blood loss (formal, as quantitative as possible). 
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 Simulating Seizures 
Eclamptic seizure: If you have a high-fidelity simulator with this capability, you may use that in order to 
demonstrate an eclamptic seizure.  If you are using a staff member to act as the patient with or without 
a hybrid simulator, then the person should demonstrate general tonic-clonic activity. Of note, when 
having a real person play the role of the patient, make sure and brief the team not to actually place an IV 
during the scenario. 

 
 Basic Scenario Tips 

We have provided a list of basic scenario tips for each type of obstetric emergency to help answer 
common questions that may come up from simulation participants. These are included with each 
simulation case. 
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Additional Resources 
 
AIM Website: https://safehealthcareforeverywoman.org/AIM/  
AIM Obstetric Hemorrhage: https://safehealthcareforeverywoman.org/aim/patient-safety-
bundles/maternal-safety-bundles/obstetric-hemorrhage-patient-safety-bundle/  
AIM Hypertension Resources: https://safehealthcareforeverywoman.org/aim/patient-safety-
bundles/maternal-safety-bundles/severe-hypertension-in-pregnancy-aim/  
 
California Maternal Quality Care collaborative (CMQCC)  
CMQCC Website: https://www.cmqcc.org/  
CMQCC Obstetric Hemorrhage: https://www.cmqcc.org/content/obstetric-hemorrhage  
CMQCC Hypertensive Disorders of Pregnancy: https://www.cmqcc.org/content/hypertensive-
disorders-pregnancy  
 
Association of Women’s Health, Obstetric and Neonatal Nurses (AWHONN): 
AWHONN website: https://www.awhonn.org/ 
AWHONN Simulation/Debriefing Resources: https://www.awhonn.org/nurse-
resources/simulation-debriefing-resources/  

 
  

https://safehealthcareforeverywoman.org/AIM/
https://safehealthcareforeverywoman.org/aim/patient-safety-bundles/maternal-safety-bundles/obstetric-hemorrhage-patient-safety-bundle/
https://safehealthcareforeverywoman.org/aim/patient-safety-bundles/maternal-safety-bundles/obstetric-hemorrhage-patient-safety-bundle/
https://safehealthcareforeverywoman.org/aim/patient-safety-bundles/maternal-safety-bundles/severe-hypertension-in-pregnancy-aim/
https://safehealthcareforeverywoman.org/aim/patient-safety-bundles/maternal-safety-bundles/severe-hypertension-in-pregnancy-aim/
https://www.cmqcc.org/
https://www.cmqcc.org/content/obstetric-hemorrhage
https://www.cmqcc.org/content/hypertensive-disorders-pregnancy
https://www.cmqcc.org/content/hypertensive-disorders-pregnancy
https://www.awhonn.org/
https://www.awhonn.org/nurse-resources/simulation-debriefing-resources/
https://www.awhonn.org/nurse-resources/simulation-debriefing-resources/
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