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Objectives

Aldentify expected team response when an emergensgation is
called

AUnderstand that an emergencysection is performed as rapidly as
possible

AUtilize Emergency-8ection Checklist to improve individual and team
performance

AUnders_tand the importance of teamwork and the use of Team STEPPS
strategies/tools to promote communication and prevent error

AUnderstand steps to initiate the Massive Transfusion Protocol and
ongoing communication needs with Blood Bank



Emergency Cesarean Delivery

AAN emergency-section is an obstetrical emergency that is stressful
and time sensitive.

AThis event requires the mobilization of a multidisciplinary obstetric
team.

AA well coordinated team response is critical to optimize patient
outcome

AResearch and practice has shown that maternal and newborn
outcomes will be improved by practicing emergency cesarean section
procedures (simulation training ) and improving communication
among members of the delivery team.



Meriter Stats: C-section Deliveries 2016-2018

Scheduled
Unscheduled 753 (66%) 721 (63%) 810 (61%)
Total 1138 1141 1330

A Cesarean births at Meriter: 60+% are unscheduled.
ACesarean births with general anesthesia:
2018 2.26% 2017-1.98% 2016 2.25%



How fast should we go? Decision-to-Delivery Interval

Per AAP/ACOG Guidelines of Perinatal Caredion, 2017, p267

A“Al'l hospitals offering |labor and del
emergency cesarean delivery. The required personnel including nurse,
anesthesia personnel, neonatal resuscitation team members, and obstetric

attendants should be in the hospital or readily available.

AAny hospital providing an obstetric service should have the capability of
responding to an obstetric emergency.

AHistorically the the consensus has been that hospitals need to have the capability
of beginning a cesarean delivery within 30 minutes of the decision to operate.
However, the scientific evidence to support this threshold is lacKitig:. decision
Gto-incision interval should be based on the timing that best mcorporates
YFOSNYyFE YR FSGlFf NAR&ala YR 0SYSTAIL:
delivery to local circumstances and logistics.



Team Response for Emergency C-section

AWhen an Emergency-$&ction is indicated, the expectation is that the
RN will mobilize the team VMOCERA All CalC4 page is made by
the 4N HUC and the attending OB Is paged

Alf the patient is managed by Family Medicine or a Midwife, the back
up OB surgeon for the specific practice must be notified immediately

AAl'l responders to the patient’ s
transfer the patient to the 4N OR

AANn Emergencyc-section is performed as rapidly as possible.
ATl A




Emergency C-section off of 3N

AThe primary nurse is expected t
section”™ and provide the | ocati

AThe HUC on 4N should page a C4 and page the attending OB

AThe primary nurse will help transport the patient to the OR.the
LI OASY (G Qa ydzZNBRS Aa | LJ2a&adLld NI dzy
the team and provide support to the patient in the OR until induction
2F IASYSNIf |ySaoKSaAlT akKS Ol y
AThe 4N charge nurse will delegate roles/tasks once in the OR using
the Emergency-Gection checklist




C-sections “huddles” to Improve Response

AAs a quality improvement measure theSction and Induction (CSI)
Workgroup has addressed how we can have an efficient and consistent

response forll c-sections, not just emergencysections

ACategories of-sections have been identified:
A Emergency
A Urgent
A Nonrurgent

AThe expectation is that -sactontouddl e
determine the urgency of team response and to provide a time frame
when the patient Is expected in the OR.

AWe will offi ci aII%/_start t he- pract
section simulations are completed, smfatively on September 1tay

tuned for further communications!



Unscheduled C/section OB Huddle-Includes L&D charge RN, NICU charge RN, OBT, OB resident, OB attending,
anesthesiologist — Urgent and Non-Urgent Huddles meet in 4N Communication room 5.21.19

Emergency/C4-Immediately

to OR - e.g. prolapsed cord, Cat 3
tracing, abruption, etc.

Urgent-within 30 minutes

Comm Room Huddle — e.g. cat 2
tracing, arrest of labor/progression, etc.

Non-urgent - Time TBD Comm

Room Huddle e.g. Sched c¢/s SROM
no labor, malpresentation no labor, etc.

O Decision made by OB-time
documented by RN in EMR

all call “Crash C/section and
room #”

O HUC pages C4 Delivery
O OB Tech to OR for set up

O Chg RN, residents, attending
and available staff to patient
room to assist moving pt to
OB OR

O Team meets in OR proceeds
with emergency case

O Initiates ‘Simplified Safe
Surgery Checklist’

O Bedside RN initiates a Vocera

0 Decision made by OB —time
documented by RN in EMR

aaaaaaaaaaaaaaaaaaaaaa

aaaaaaaaaaaa

O HUC pages ‘OB Urgent Huddle’
(Anesthesiologist, OB Sr. Res)

0 Huddle discussion:
- Reason for urgent c/s
- Determines time pt to be in OR
- Delegates who assists RN with pt
- Other logistics i.e. impending
deliveries, staff assignments

O RN/others move patient to
OR at identified time

OO0 Team in OR at identified time-
follows Safe Surgery Checklist

O Decision made by OB-time
documented by RN in EMR

O Bedside RN vocera charge RN

O Chg RN calls ‘OB Non-Urgent
Huddle’ on Vocera (NICU chg, OB
Hospitalist, OB Tech)

O HUC pages ‘OB Non-Urgent
Huddle’ (Anesthesiologist, OB Sr.
Res)

O Huddle discussion:

- Reason for urgent c/s

- Determines time pt to be in OR
(e.g. 1015) chg tells pt’'s RN

- Delegates who assists RN with pt

- Other logistics i.e. impending
deliveries, staff assignments

O RN/others move pt to OR at
identified time

O Team in OR at identified time -
follows Safe Surgery Checklist




Team Work

AGood teamwork is essential for the delivery of effective, efficient care
In any clinical setting. Failures in teamwork and communication are
among the most common reasons for adverse medical events.

Together
Everyone

AChiEVE S
More .Q



Roles and Responsibilities

AA large multidisciplinary team comes together for-section
ATeam success relies on individuals having a shared mental model

AThe following document provides an overviewedmroles so that
everyone is clear on responsibilities for amergencyzSection



ENVMERGENCY C-Section Roles and Responsibilities

Roles

Responsibilities

Charge RN

Checklist readerfassist staff prn
Assist anesthesiologist i.e., cricoid pressure prn

Primary/Patient’s RN—NM/B RN

Patient support until induction of anesthesia
SBAR to team

Computer REN_—Primary Circulator

T Stays in OR becomes primary circulator

Order entry: CBC, T&S (order or wverify results)
Mames of staff in OR

Case Info

Counts with OB tech

QBL

Secondary Circulators
*Assist with immediate maternal tasks as assigned
then can leave OR with charge nurse permission

FHR

Abd prep/fvaginal prep

Leg safety strap

SCDs

Lines

Meds - Antibiotics, Uterotonics
Foley

Positioning -wedge

Remowve FSE pm

Infant RN
* Can leave if infant transported to MICU or after
hand-off to M/B RM

FPanda warmer set-up

SBAR to Peds

Recorder for resuscitation

Hand-off to NM/B RN if infant not transported to
~NICU

MTP RN
“If MTF initiated — assign one RN to serve as
contact for Blood Bank (¥F-60641)

Blood products prm

IF C/S from 3N
Patient’s Primary RN

Assist with patient transfer to AN OR
FPatient support in OR. until induction of
anesthesia

SBAR to team

Informs charge nurse of assignments on 3N
OB Tech 1 Open OR - set up instruments

Initiate count if ime allows
OB Tech 2 Bovie -Suction

Pour saline -Warm blanket
HUC Open case in Epic —as “Emergent”

Page C4 delivery for peds
Fage OB resident and attending

PP Crash Pager
PP Charge Nurse

Significant Other support
Goes to unit to cover assignments of RN in OR

Anesthesiologist

Meet team in OR
Determine appropriate anesthesia
Verify Anesthesia checklist

OB Attending

Obtain verbal consent
Order labs
Initiate Simplified time-out
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AAN emergency-section summons a team that must work together
under conditions of stress and time pressures. Coordination Is
essential. A checklist anticipates the many tasks that need to be
accomplished and allows role/task assignments.

AAnEmergency Section Checklisias been developdd provide a
consistent and efficient response and improve reliability and
performance of individuals and the team. The checklist may be
amended after we use it in our simulations.

ATo be consistent in our process of using OB emergency checklists, the
OB charge nurse is expected to be the checklist reader and will
delegate roles/tasks.



Emergency C-Section Checklist

AThe checklist will be laminated and placed on a clipboard in each OR.

AThe charge nurse will assign tasks and roles to RN and OB tech team
members to help ensure they are being completed.

ARemember the importance of using Team STEPPS tools and strategie:
to improve communication during an emergencgection or any OB
emergency’ e

Tools to Support Teamwork
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ENVMERGENMNCY C-Section Checklist

Roles

Responsibilities

Charge RN

Checklist readerfassist staff prn
Assist anesthesia 1.e., cricoid pressure prn

Primary/Patient’s RN—M/B RN

FPatient support until induchon of anesthesia
SBAR to team

Computer RN—Primary Circulator

* Stays in OR becomes primary circulator

Order entry: CBC, T&S (order or verify results)
MNames of staff in OR

Case Info

Counts with OB tech

QBL

Secondary Circulators
*Assist with maternal tasks as assigned then can
leave OR with charge nurse permission

FHR

Abd prep/vaginal prep

Counts witech

Leg safety strap

SCDs

Lines

Meds - Antibiotics, Uterotonics
Foley

Positioning -wedge

Remove FSE prn

Infant RN
* Can leave if infant transported to NICU or after
hand-off to M/B RN

Panda warmer set-up

SBAR to Peds

Recorder for resuscitation

Hand-off to M/B RN if infant not transported to
MNICU

oo0O0oO00O0O0O0OO0OO0OOoDCoOOOopooo

MTP RN OO0 Blood producis prm
“If MTPF Initiated — assign one RM to serve as
contact for Blood Bank (7-6064)
OB Tech 1 O Open OR - set up instruments
O Initiate count if time allows
OB Tech 2 O Boyve
O Poursaline
O Suction
O Warm blanket

If C/S from 3N

3N Patient’s/Primary RN

Assist with patient transfer to 4N OR
Patient support in OR until induction of
anesthesia

O SBARtoteam

O Informs charge nurse of assignments on 3N




‘Simplified” Time- Out Checklist

AA Safe Surgery TimgOutis still requiredwhen there is an emergency
c-section.

AThe time-out is led by the OB Surgeon.

AA simplifiedversion is used for an Emergencéction. The
statements on the list ipurple letteringare the essential checks and
are noted on the top of the PrBrduction and Préncision list. While
the statements in white lettering are important, they do not need to
be addressed prior to incision.

ATheSafe Surgery Tim@ut Qiecklist is laminated on a clipboard in
each OR.




Simplified- ‘Time Out” Checklist

UnityPoint Health PARTMER OF
Meriter l—‘m

Pre-Induction Pre-Incision Post-Procedure
Surgeon led Nurse led while prep drying Nurse led after count

RETAINED ITEMS?

Antibiotics complete? Counts correct?

Foley placed?

Diagnosis

Lab
- specimens labeled

Safety strap on?

Bovie pad applied?
Wound class — see reverse

Prep dry? : :
Introductions Equipment issues

i ?

- PRSI e Post-op issues
Position - wedge .

Reminder: MD to announce

Labs completed inserted items

Syringes cleared

Meds wasted
Sterility verified

Antibiotics
SCD’s placed

Anesthesia checklist verified

Thermal risk — identified

Simplified time-out for Emergency Cesarean delivery ssoas



Massive Transfusion Protocol (MTP)

A Because of the natural hypercoagulable state of pregnancy, obstetrical patients in
general may be predisposed to disorders of coagulation ("coagulopathy™). For example,
several conditions, including placental abruption, prolonged fetal demise, and amniotic
fluid embolism can result in release of large amounts of placental "tissue factor" which
activates thrombin often initiating a cascade toward DIC. Other conditions such as sepsis,
severe preeclampsia, and massive hemorrhage, by other mechanisms can cause
coagulopathy as well.

AWomen who have a cesarean delivery are at increased risk of postpartum hemorrhage
compared to women who have a vaginal delivery.

A Because of an increased bleeding risk with pregnancy and wsiicton, the need to
obtain and transfuse blood products remains a distinct possibility. It is therefore critical
that providers and nurses become familiar with thilessive Transfusion Protocpolicy
and order set, so when the MTP is indicated you know how to respond.

AThe currentPoIica/ #563Massive Transfusion Protocol (Adugunder revision. It will be
posted, sent and discussed when it is final.



Revised MTP Policy Highlights

AThe MTP is a mulitep sequence of blood product preparation and distribution..
It is a complex process. Here is a high level overview of one section of the revised
policy, initiation of the MTP protocol, that will have a positive impact for patient
care. Thenew anticipated changes are highlightedadhe:

A The MTP is initiated by a physician, typically the anesthesiologist.

A Upon verbal authorization, the MTP is ordered in EPIC usinil#issive Blood Transfusion
(order set # 1234004 ). The order is entered by the RN

A When the MTP order is enterethe RN must also call Blood Bank
ABlood Bank will call Switchboard when the MTP has been initiated

AThe Switchboard will page Bassive Transfusion Protocol Resporeih
atient location to the Nursmg Administrative Coordinator ( ,
espiratory Therapy (RT) and Blood Bank

ABoth the NAC and RT will report to the location of the patient to provide
s%)gortlv_e assistance, i.e., get additional help, make calls, RT will perform
P testing




MTP and Nurse-Blood Bank Communication B S

| < >
AGood communication plays a vital role during the MTP process

A%neMn_ll_JFr)se IS designated to be in communication with Blood Bank during
e

ABlood Bank will call the nurse contact to notify them when additional
products are available

ABlood Bank has requested that when a MTP is in process the designated
nurse contact them with the following information:

A When additional products are needed that were not issued with the initial call
A When patient transfers (between rooms or floors),

A With significant improvement or deterioratiain the patient's blood product
needs,and

AWhen the event ends or is discontinued
AAMTP Tip Sheewill be provided in each OR to guide an efficient response




Massive Transfusion Protocol (MTP) Tip Sheet

The MTP is initiated by two actions:
1. Obtain Physician order for Massive Blood Transfusion

a. Enter order AMassive Blood Transfusion order sef # 1234004
The following orders are presslected:-

- Type and Screen
< There may be multiple Type and Screen orders — go ahead and leave all pre-selected
- Massive Transfusion Orders:

o RBG Massive Transfusion Panel STAT (Frepare and Transfuse Qty. 10)
o= Plasma Massive Transfusion FPanel STAT (Prepare and Transfuse CQty. 10)
o Platelet Massive Transfusion Panel STAT (Prepare and Transfuse Qty. 1)

2. Call Blood Bank at Ext. 7-6064.

a. Prowvide the following information requested by Blood Bank:

- FPatient’'s first and last name
- Medical Record #
- MName of requesting prowvider
- Patient location/room
- RN contact name and phone #
3. Confirm what blood products are currently needed.
Set 1 Set 2 Set 3 Set 4 Set 5
2 RBC and 2 FFP 2 RBC and 2 FFP 2 RBCP?JGFIZ': and 1 2 RBC and 2 FFP 2 RBC and 2 FFP
- Anticipate an approximate delay of 25 minutes for thawing of the first requested FFP.
- Blood product sets may be modified as needed.

4. Without further prompting, the NAC and RT will respond to bedside for support.

5. Contact Blood Bank at Ext. ¥-6064 when:
- *Additional products are needed. Products will not automatically be sent after the first set!
- Patient transfers between rooms or floors.
- Improvements or deterioration in patient blood product needs.
- The event ends or is discontinued.

6. For additional Transfuse orders, place a new MTFP order. Blood Bank will remind the RN contact upon issuing Set
4 {or equivalent).

* Nursing needs to call Blood Bank to request additional sets/products after the first set is issued; they will not be sent
automatically. Blood bank will call the OB RM when additional products are ready. Prior to sending additional products,
Blood Bank will confirm products ordered and ask if those products are still needed.

Consider asking the following questions to the surgical team:

Is a second anesthesiologist needed?

Is a hematologist needed?

Is a GY M -Oncologist needed?

Are any other consults, specialists, teams needed?

Is a PRM or critical care nurse needed to assist with ART-line set-up?

Is a Postpartum RN available to take infant and provide SO support?
KF 5-6-19
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Prevention of Retained Surgical [tems

A When an emergency-gection occurs, time may not allow for counts to be performed prior to incision.
This is a high anxiety, fast paced phase in time that could result in a retained surgical item (RSI)

A If an initial count was NOT performed, imaging is done at the end of the case to verify that nothing has
been left behind.

A ReviewHospital Policy #20Prevention of Retained Surgical ltems

https://my.meriter.com/PoliciesProcedures/PatientCare/ layouts/WordViewer.aspx?id=/PoliciesProcedures/PatientCare/Doc
uments/Prevention%200f%20Retained%20Surqgical%201tem&8a2PBPOL%20207.docx&DefaultitemOpen=1

A This policy provides guidance and a standardized approach to all team members to prevent retained
surgical items (RSI) in patients undergoing surgical and other invasive procedures. RSI are considered a

preventable occurrence and patient safety can be improved through adherence to standard practices
and through a multidisciplinary approach.



https://my.meriter.com/PoliciesProcedures/PatientCare/_layouts/WordViewer.aspx?id=/PoliciesProcedures/PatientCare/Documents/Prevention of Retained Surgical Items - POL 207.docx&DefaultItemOpen=1

Neonatal Readiness

AFor an emergency-section we also need to prepare for the infant

AFor allC4deliveries, the resuscitation of the infant will occur outside
the OR In thdResuscitation Bay

AA L&D RN will be assigned to setup the Panda Warmer, assist the
neonatal team and document the resuscitation

AThe next few slides are provided to review some NRP basics. This
might be especially helpful for those of you who do not regularly
participate in resuscitations. The embedded videos addiéasda
Warmer setup, suctioning, PPV rate, and MR SOPA.



Warmer Set-Up

View Video:

https://www.youtube.com/watch?v=ilPEkbuHfjO
(If video does not play, cut and paste using Google Chrome Browser)




Immediate Response

AStep 1: Warnt dry ¢ stimulate
A Suction mouth & nose (see video)
AOpen airway e
AAssess heart rate LN L -
APalpate umbilical cord, auscultate apical pulse at left lower sternal border
A>100 WNL

AView video: https://www.youtube.com/watch?v=_0%dDIEeY&t=4s

(If video does not play, cut and paste using Google Chrome Browser)



https://www.youtube.com/watch?v=_09-xdDIEeY&t=4s

Rapid Assessment & Interve

ntion

(Crying, respiratory effort)

Term? Tone? Breathing‘

Yes
Place pulse _
W;atirrrnmgg loximeter on right|Assess heart rafe Continued
wrist/hand monitoring

<100:

PPV X
(breathe-2-3)

>10Q continued

monitoring

View Video: hitps://www.youtube.com/watch?v=8-03EQgA09s

(If video does not play, cut and paste using Google Chrome Browser)


https://www.youtube.com/watch?v=8-g3EQgA09s

1t’s All About Ventilation
MR SOPAorrective Steps

M Adjust Mask in the face
R Reposition the head to open airway

Re-attempt to ventilate. If chest nof moving, then:

S Suction mouth then nose
o Open mouth and lift jaw forward
Re-attempt to ventilate. If chest nof moving, then:
P Increase Pressure
If chest sfill not moving, then:
A Alternative Airway(ETT or LMA)

A View video: https://www.youtube.com/watch?v=ZAFocc7I13h0&t=17s

(If video does not play, cut and paste using Google Chrome Browser)



https://www.youtube.com/watch?v=ZAFocc7I3h0&t=17s

Ssummary

AKnowing the expected response to an emergensgation along with
simulation training will improve obstetric team performance

AHaving a shared mental model on what needs to happen is critical to
oromote best outcomes.

AKnow your role, support your team.

AGood communication in any emergency is critical. Use TeamSTEPPS
strategies and tools to foster communication

AUse provided checklists to improve reliability of team and individual
performance




Emergency Cesarean Delivery CBL

Clickhereto complete quiz.

1-hour, multi-professional simulation trainings to manage a postpartum hemorrhage
are offered at Meriter Hospital between

July 11 ¢ Septembe 10,2019

Clickhereto sign up to participate
IN a simulation exercise.


https://www.signupgenius.com/index.cfm?go=s.signup&urlid=70a0a45a4ac2ca0fe3-obsimulation&view=standard
https://forms.office.com/Pages/ResponsePage.aspx?id=zUshq5ebu0GqnUbPENgi_Sqv1YhWPRdIj7RP2x8GgJNUMks4WUpVNk5JWVRUWTI0QlU5NlBVU1VHNC4u

