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Upcoming Obstetric Emergency 
Readiness  COL Events and 

Additional Resources



Supplemental Funding Opportunity 

AIM has dedicated supplemental funding available to support 
obstetric emergency readiness projects

Supplemental funding for obstetric emergency readiness projects 
can be submitted via a project narrative through AIM’s Supplemental 
Funding Form.

Only states and entities with an executed subaward agreement 
with ACOG are eligible for COL supplemental funding.

https://airtable.com/shrQhFcmIqNOlB52B
https://airtable.com/shrQhFcmIqNOlB52B
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non-OB settings + strategies for 
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April 26, 2023
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Standardized screening for current 
or recent pregnancy in the ED: 
Implementation strategies and 

lessons learned

Register at saferbirth.org under Resources > Events
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Learning Objectives

Identify key in person and/or remote members of a 
rapid response team 

Describe how to implement structures and 
processes for activating the rapid response team 

List at least 3 team communication best practices 
for rapid response teams 

Presenter
Presentation Notes
According to ACOG, establishing a rapid response team is a core component of obstetric readiness and is associated with improved patient outcomes in other disciplines. This educational offering will discuss practical approaches and considerations for rapid response team development in lower resourced settings and will explore effective team communication techniques. Participants will walk away with meaningful strategies on rapid response team building and how to foster effective team communication. By the end of the session, participants will be able to: 



Background

Worsening maternal morbidity and mortality: 

● In 2020, ~900 women died of causes related to pregnancy in the U.S.
● 14.2 percent increase in deaths from the previous year and a 30.9 percent increase since 2018. 
● The number of women who experience pregnancy-related complications, or severe maternal morbidity, is 

steadily increasing, affecting at least 50,000 women each year (March of Dimes)

CDC reported in 2022 that 4 out of 5 pregnancy related deaths in the U.S. are preventable
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Maternal deaths in the US 
related to pregnancy

Presenter
Presentation Notes
In 2020, ~900 women died of causes related to pregnancy in the U.S.14.2 percent increase in deaths from the previous year and a 30.9 percent increase since 2018. 



The March of Dimes 2022 report, 
Nowhere to Go: Maternity Care 

Deserts Across the U.S.: 

● 36% of counties across the 
U.S. are identified as 
maternity care deserts

● 6.9 million women of 
childbearing age live in 
counties with limited to no 
access to maternity care and 
give birth to 1 in 8 babies 
(500,000 babies) a year

Maternity Care Deserts

Presenter
Presentation Notes
About 36% of counties across the U.S. are identified as maternity care deserts counties with no hospital that is staffed appropriately to provide care for pregnant women and no obstetrician/gynecologist or certified nurse midwives to care for them



The American Hospital Association released a 
report in Sept 2022 highlighting the variety of 

causes that resulted in 136 rural hospital 
closures from 2010 to 2021, and a record 19 

closures in 2020 alone

Multifaceted Causes:
● Low reimbursement
● Staffing shortages
● Low patient volume and regulatory 

barriers
● Continued financial challenges 

associated with the COVID-19 pandemic
● Dramatic increase in expenses for labor, 

drugs, supplies and equipment

Rural Obstetric Hospital Closures

Presenter
Presentation Notes
In rural areas, hospitals that provide birthing services are closing at an alarming rate.These include many longstanding pressures, such as low reimbursement, staffing shortages, low patient volume and regulatory barriers, as well as the continued financial challenges associated with the COVID-19 pandemic. Recently, expenses for labor, drugs, supplies and equipment have also increased dramatically, ultimately causing difficulties in maintaining access to care for people in rural communities.



Result→ Increased Rates of Obstetric Patients 
Presenting to Rural Emergency Departments

Limited information is available about local preparedness and capacity to support emergency 
obstetric services in rural communities, and there are no federal guidelines surrounding the 
provision of emergency obstetric care in rural US hospitals 

A study published in 2020 by Kozhimannil identified information from ED administrators at rural 
hospitals throughout the US regarding births in their departments and what type of training would 

benefit the staff

● 65% of rural hospitals were located 30 or more miles away from a hospital with obstetric services
● 28% had births in their ED

○ 32% had unanticipated adverse birth outcomes
○ 22% experienced a delay in urgent transport

● 80% reported a need for additional training and/or resources for emergencies, which included neonatal 
resuscitation, precipitous childbirth, and management of serious complications such as postpartum 
hemorrhage

● Less than 1/5th of rural hospitals surveyed had capacity to perform surgery (16%), remove retained 
products of delivery (17%), or had a policy for emergency cesarean (18%)

Presenter
Presentation Notes
Consequently, patients are presenting to rural hospitals without obstetric services for routine care, precipitous deliveries, or other OB emergencies. (Foreman Hinkle)



Barriers to ED Management of Obstetric 
Emergencies

Maternal and fetal survival may depend on the ability to 
successfully identify and manage labor, preeclampsia, 

eclampsia, hemorrhage, shoulder dystocia, 
malpresentation, cord prolapse, breech delivery, or fetal 

distress, but these are 

low incidence, high acuity 
conditions

that ED staff may only manage once every few years

Presenter
Presentation Notes
Maternal and fetal survival may depend on ability to stabilize in the rural ED setting. Many rural hospitals do not have basic capacity to provide emergency obstetric services. Programs and policies to improve this may focus on surgical care, clinician and staff training, transportation, and coordination with nearby hospitals that provide obstetric services (Kozhimannil). It is imperative to understand the specific needs of rural EDs (foreman and hinkle). The care provided in a rural emergency department (ED) can differ in several ways compared to care provided in an urban ED. Here are some key differences:



Barriers to ED Management of Obstetric 
Emergencies

Lack of identification of obstetric emergencies

● CDC reported that from 2011-2015 that 33% of maternal deaths happened 1wk-1 yr 
postpartum and reports contributing factors to include access to care, missed or delayed 
diagnosis, and not recognizing warning signs

● One Toolkit from the California Maternal Quality Care Collaborative specifically identifies 
the importance of education for staff working in EDs and emphasis on identifying 
postpartum patients

● A study conducted by Dillard showed trends indicating that under-response to abnormal 
vital signs during maternal hemorrhage led practitioners to denial and delay of treatment 
within the ED setting

Presenter
Presentation Notes
Maternal and fetal survival may depend on ability to stabilize in the rural ED setting. Many rural hospitals do not have basic capacity to provide emergency obstetric services. Programs and policies to improve this may focus on surgical care, clinician and staff training, transportation, and coordination with nearby hospitals that provide obstetric services (Kozhimannil). It is imperative to understand the specific needs of rural EDs (foreman and hinkle). The care provided in a rural emergency department (ED) can differ in several ways compared to care provided in an urban ED. Here are some key differences:



Barriers to ED Management of Obstetric 
Emergencies

Lack of continuing education/comfort of non-obstetric providers

● Obstetric training of providers typically occurs at tertiary centers and doesn’t address how to translate 
skills to alternate settings

● In 2020, The Univ of Minnesota Rural Health Research Center surveyed rural ED staff throughout the US, 
who reported they required better resources and training/simulation

○ Skills training was the most requested method of training

The Emergency Nurses Association (ENA) and AWHONN released a consensus 
statement Nov 2020 regarding OB emergency simulations, noting that OB 
emergencies are rarely practiced in the ED and this leads to chaotic care 

Presenter
Presentation Notes
Their recommendation: practice as the solution to improve safety and coordinated care in the ED for pregnant and postpartum patients. So we’ve established from both providers and from nursing staff that increased training is needed and desiredENA Link: https://www.in.gov/health/ipqic/files/ENA-AWHONN-Consensus-Statement-Final-11.1.2020.pdf



The Rural ED Setting Poses a Unique Challenge to 
Managing Obstetric Emergencies

● Limited Staffing: Fewer 
physicians, nurses, and other 
medical staff available to provide 
care

● Limited Resources: Certain tests, 
equipment, medications, 
consultants, or imaging modalities 
not available

● Distance to larger hospitals: 
Requires longer transport times, 
which can result in delays in care 
and increased risk for 
complications

Tallahatchie General Hospital is a small level 5 hospital in Mississippi that 
is over 1 hour away to the nearest Level 4 hospital and 75-90 minutes 
away from the nearest Level 3 with OB services

It is well documented that patients seen 
at a rural hospital with limited or no 

obstetrical support increases the risk 
for poor maternal and fetal outcomes

Presenter
Presentation Notes
Maternal and fetal survival may depend on ability to stabilize in the rural ED setting. Many rural hospitals do not have basic capacity to provide emergency obstetric services. Programs and policies to improve this may focus on surgical care, clinician and staff training, transportation, and coordination with nearby hospitals that provide obstetric services (Kozhimannil). It is imperative to understand the specific needs of rural EDs (foreman and hinkle). The care provided in a rural emergency department (ED) can differ in several ways compared to care provided in an urban ED. Here are some key differences:



What is a Rural Emergency 
Department? 

Emergency Departments in the US can be categorized in various ways, including by their level of care, ownership, and 
patient population served

● Critical access hospitals (CAH) are smaller in size than other hospitals and provide limited inpatient and outpatient 
services

○ Designated by CMS as meeting certain criteria: being located in a rural area, having no more than 25 inpatient beds, and 
providing 24/7 emergency care

● Other Rural EDs: Typically Level IV Trauma Center Designation or Nontrauma Centers 
● Freestanding EDs: Are not located within a hospital, but offer emergency services similar to hospital-based EDs

Presenter
Presentation Notes
Baptist Yazoo Medical Center in Yazoo City, MS



Helipad at Greenwood 
Leflore Hospital in the 
Mississippi Delta. 
Although this rural 
hospital is large in size, it 
has recently lost most 
specialty services, 
including Obstetrics.



Winston Medical Center in Louisville, MS after tornado 
damage in 2013 (top left), temporary trailers during 
repair (bottom left), and today (below)



Presenter
Presentation Notes
In New Mexico, one of three people who die during pregnancy and the weeks after childbirth are killed in car accidents. While some may have been driving to the grocery store, others in this largely rural state were likely driving hundreds of miles over mountainous roads and in bad driving conditions to seek medical care. Driving long distances for care and other scenarios — like giving birth in ambulances or forgoing prenatal and postpartum services — are playing out across rural communities across the country as obstetric (OB) facilities or whole hospitals close and people travel farther for maternity care.https://www.commonwealthfund.org/publications/2021/sep/restoring-access-maternity-care-rural-America



Response to Increased Rural Obstetric Emergencies

Development of a rapid response 
team is a patient safety initiative 

promoted by the American College 
of Obstetricians and Gynecologists, 

the Institute for Healthcare 
Improvement, The Joint 

Commission, the Agency for 
Healthcare Research and Quality 

(AHRQ), and the Association of 
Women’s Health, Obstetric and 

Neonatal Nurses (AWHONN)

ACOG Committee Opinion No 590
Tools for Managing Clinical Emergencies 

● Availability of appropriate emergency 
supplies in a resuscitation cart or kit

● Development of a rapid response team

● Development of protocols that include 
clinical trigger

● Use of standardized communication tools 
for huddles and briefs (eg, SBAR)

● Implementation of emergency drills and 
simulations

Presenter
Presentation Notes
It is clear that rural EDs play an increasingly vital role in reducing maternal morbidity and mortality. The response to this problem is to prepare rural EDs and improve the quality of care delivered by non-OB providers.In recent years, there have been numerous approaches to improving the quality of care delivered by non-obstetric providersCMQCC was founded in 2006 at Stanford University School of Medicine together with the State of California in response to rising maternal mortality and morbidity rates. Since CMQCC’s inception, California has seen maternal mortality decline by 65 percent between 2006 to 2016, while the national maternal mortality rate continued to rise.Grant funded simulation training modelsIn 2022, the Iowa Statewide Obstetric Mobile Simulation Program was created to improve the care by non-obstetric providers for routine and emergent obstetrical care. The program includes monthly lectures, hands on skills training, and in-situ interdisciplinary simulations with debriefings to build a foundation of knowledge and skill for rural ED staff statewide (Forman and Hinkle)STORK, othersEmergency birth training has been integrated into rural emergency certification programs like CALS (comprehensive advanced life support), which now includes an obstetric care training module (Foreman and Hinkle)Advanced certifications such as the ALSO course



Appropriate 
Emergency 
Supplies

Neonatal Resuscitation Equipment
•ETT – Neonatal Sizes
•Miller blades 0 and 1 (disposable)
•Laryngoscope (disposable)
•Supraglottic airway
•Oxygen masks – Neonatal Size
•BVM – flow inflating/self inflating
•Plastic bag / Ziploc bag
•Disposable warming mattress
•IO kit (appropriate needle sizes)

Presenter
Presentation Notes
Emergency Rooms often have some equipment that might work for this task, however, they should be assembled into a kit so they can be grabbed all at once instead of a la carte.  There are commercial kits available but this could be assembled just as easily in a “OB Kit.”Neonatal Resuscitation kit and NRP algorithm should be available.  Highlight differences with PALS and 10 minutes to get to 95% O2 Sat.https://www.health.ny.gov/facilities/hospital/emergency_preparedness/guideline_for_hospitals/docs/emergency_preparedness_manual.pdf



What Are Rapid Response Teams

● Embrace the value of timely recruitment of expertise to critical 
situations based on the premise that earlier intervention would 
produce better patient outcomes 

● Have been in existence for more than 2 decades in response to 
medical emergencies within hospital systems (Dalby and Gosman)

● Familiar to Emergency Medicine providers and staff in the medical 
context

Obstetric crises require rapid, coordinated intervention of a 
multidisciplinary team to optimize outcome, and it seems only intuitive that 

hospitals have incorporated rapid response teams to address these 
unpredictable events. 

Obstetric RRTs have been increasingly described within tertiary medical 
centers with reported improved outcomes in maternal and fetal morbidity 

and mortality

Presenter
Presentation Notes
Rapid response systems for medical emergencies, especially to avoid full cardiopulmonary arrest and facilitate trauma care, and have become a common response throughout the world for emergency response There is currently no literature describing obstetric-specific emergency response systems outside of the tertiary care center



Breakout Rooms - 10 MINUTES

1. Assign a Scribe
2. Answer your Prompt
3. When you come back to the main 

room the scribe will enter group 
number and report out in chat.  (this 
should be short synopsis of your 
answer – even bullet points)

Breakout Rooms 1-12: Who do you want on the team?  Who is available?

Breakout Rooms 13-24: What skills does the team need to have?

Breakout Rooms 25-36: What other resources exist (or should exist) to help?

Imagine you work in the emergency department of a rural, Critical Access Hospital that does 
not have OB services.  You are part of a work group to plan for unexpected deliveries in your 
ED.  You are charged with answering one of the following questions:



Scribes, please place your room number and your report out in the chat.

Please don’t worry about reading or copying the reports as we are going to 
place them all in a document that will be available at the end of the session.

Welcome 
Back





Identify the Need

Comprise the Team

Create a Protocol of Care 
to be Delivered by the 

Team

Train Team Members

Monitor and Evaluate



We’ve already established a need and have a precedent for 
RRTs as a useful tool in handling emergencies

Identify the Need

Look at the number of obstetric emergencies that your department 
handles annually, and assess the risk factors associated with them

Presenter
Presentation Notes
We’ve already established a need and have a precedent for RRTs as a useful tool in handling emergencies



It is important to note that the exact makeup of the OB emergency rapid response 
team will vary depending on the specific resources and expertise available at the rural 

emergency dept.

Determine the scope of the team: 

● Number of team members 
● Their roles and responsibilities
● Skills required

Comprise the Team

Presenter
Presentation Notes
Comprising a team in the rural setting requires thinking outside the box. These institutions don’t have the manpower available at tertiary centers. the team should always include individuals with experience and training in managing obstetric emergencies, which means the core ED providers and nurses require continuing education on obstetric emergencies. 



Safety officer Resident(s)

Charge RN
Respiratory Therapy

Critical Care RN

Critical Care MD

Emergency MD

Emerg Dept RN

Critical Care Transport

Standard Medical RRT Members: 

Comprise the Team

Tertiary Center OB-RRT Members: 

Resident(s)
Safety officer

Charge RN
Respiratory Therapy

Anesthesia In-house obstetrician

MFM
Midwife

Newborn Resus Team
L&D Nurse Manager

Presenter
Presentation Notes
Comprising a team in the rural setting requires thinking outside the box. These institutions don’t have the manpower available at tertiary centers. the team should always include individuals with experience and training in managing obstetric emergencies, which means the core ED providers and nurses require continuing education on obstetric emergencies. 



Rural Emergency Department OB-RRT Members:

Comprise the Team

Presenter
Presentation Notes
Comprising a team in the rural setting requires thinking outside the box. These institutions don’t have the manpower available at tertiary centers. the team should always include individuals with experience and training in managing obstetric emergencies, which means the core ED providers and nurses require continuing education on obstetric emergencies. 



ED Provider: Responsible for assessing the patient, stabilizing her condition, and providing initial 
treatment

RN: Responsible for providing the necessary care to the patient. They will assist the provider with initial 
assessment and provide support during the delivery, including monitoring vital signs, administering 
medications, and assisting with emergency procedures

Other Nursing Staff: May include a nursing supervisor, an ICU charge nurse, or other nurse that can 
mobilize from another area of the hospital

Respiratory Therapist: Assist with administration of O2, airway management, respiratory support 

Comprise the Team

Presenter
Presentation Notes
In rural setting, provider may be a board certified emergency medicine physician, a physician without specialty training in emergency medicine, or an advanced practice provider such as a nurse practitioner or physician assistant. Mobilize a second provider if available- on call pediatrician, critical care MD, on call ED provider as necessary to take control of newborn careRN ideally with experience in obstetric emergencies. Need several RNs if possible to gather equipment, give medications, and assist with care of mother and newborn. If available, having an RN dedicated to documentation has proven to be ideal, similar to a code



ED Provider: Responsible for assessing the patient, stabilizing her condition, and providing initial 
treatment

RN: Responsible for providing the necessary care to the patient. They will assist the provider with initial 
assessment and provide support during the delivery, including monitoring vital signs, administering 
medications, and assisting with emergency procedures

Other Nursing Staff: May include a nursing supervisor, an ICU charge nurse, or other nurse that can 
mobilize from another area of the hospital

Respiratory Therapist: Assist with administration of O2, airway management, respiratory support 

Radiology Technician: Assist with imaging studies such as u/s, XR, CT to aid in the 
diagnosis/management 

Comprise the Team

Presenter
Presentation Notes
Rad Tech: many rural EDs do not have unlimited access to ultrasound or CT. ED provider may be able to use point of care ultrasound, depending on availability and training



ED Provider: Responsible for assessing the patient, stabilizing her condition, and providing initial 
treatment

RN: Responsible for providing the necessary care to the patient. They will assist the provider with initial 
assessment and provide support during the delivery, including monitoring vital signs, administering 
medications, and assisting with emergency procedures

Other Nursing Staff: May include a nursing supervisor, an ICU charge nurse, or other nurse that can 
mobilize from another area of the hospital

Respiratory Therapist: Assist with administration of O2, airway management, respiratory support 

Radiology Technician: Assist with imaging studies such as u/s, XR, CT to aid in the 
diagnosis/management 

Lab tech: Perform and interpret diagnostic tests such as blood tests to help with 
diagnosis/management

Comprise the Team



ED Provider: Responsible for assessing the patient, stabilizing her condition, and providing initial 
treatment

RN: Responsible for providing the necessary care to the patient. They will assist the provider with initial 
assessment and provide support during the delivery, including monitoring vital signs, administering 
medications, and assisting with emergency procedures

Other Nursing Staff: May include a nursing supervisor, an ICU charge nurse, or other nurse that can 
mobilize from another area of the hospital

Respiratory Therapist: Assist with administration of O2, airway management, respiratory support 

Radiology Technician: Assist with imaging studies such as u/s, XR, CT to aid in the 
diagnosis/management 

Lab tech: Perform and interpret diagnostic tests such as blood tests to help with 
diagnosis/management

Blood bank activation, if available

Comprise the Team

Presenter
Presentation Notes
Also – do you have an MTP protocol?  Does your rural hospital have emergency release blood or the ability to crossmatch?  Do you have platelets?



ED Provider: Responsible for assessing the patient, stabilizing her condition, and providing initial 
treatment

RN: Responsible for providing the necessary care to the patient. They will assist the provider with initial 
assessment and provide support during the delivery, including monitoring vital signs, administering 
medications, and assisting with emergency procedures

Other Nursing Staff: May include a nursing supervisor, an ICU charge nurse, or other nurse that can 
mobilize from another area of the hospital

Respiratory Therapist: Assist with administration of O2, airway management, respiratory support 

Radiology Technician: Assist with imaging studies such as u/s, XR, CT to aid in the 
diagnosis/management 

Lab tech: Perform and interpret diagnostic tests such as blood tests to help with 
diagnosis/management

Blood bank activation, if available

Pharmacy notification for rapid delivery of necessary medications

Comprise the Team



ED Provider: Responsible for assessing the patient, stabilizing her condition, and providing initial 
treatment

RN: Responsible for providing the necessary care to the patient. They will assist the provider with initial 
assessment and provide support during the delivery, including monitoring vital signs, administering 
medications, and assisting with emergency procedures

Other Nursing Staff: May include a nursing supervisor, an ICU charge nurse, or other nurse that can 
mobilize from another area of the hospital

Respiratory Therapist: Assist with administration of O2, airway management, respiratory support 

Radiology Technician: Assist with imaging studies such as u/s, XR, CT to aid in the 
diagnosis/management 

Lab tech: Perform and interpret diagnostic tests such as blood tests to help with 
diagnosis/management

Blood bank activation, if available

Pharmacy notification for rapid delivery of necessary medications

Clerical staff for registration/transfer processes
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ED Provider: Responsible for assessing the patient, stabilizing her condition, and providing initial 
treatment

RN: Responsible for providing the necessary care to the patient. They will assist the provider with initial 
assessment and provide support during the delivery, including monitoring vital signs, administering 
medications, and assisting with emergency procedures

Other Nursing Staff: May include a nursing supervisor, an ICU charge nurse, or other nurse that can 
mobilize from another area of the hospital

Respiratory Therapist: Assist with administration of O2, airway management, respiratory support 

Radiology Technician: Assist with imaging studies such as u/s, XR, CT to aid in the 
diagnosis/management 

Lab tech: Perform and interpret diagnostic tests such as blood tests to help with 
diagnosis/management

Blood bank activation, if available

Pharmacy notification for rapid delivery of necessary medications

Clerical staff for registration/transfer processes

Transfer center for arranging transport, mobilizing EMS

Telemedicine or Remote Consult for help with assessment and stabilization

Comprise the Team

Presenter
Presentation Notes
Incorporating other needed services for rapid diagnosis and stabilization streamlines the processes for patient care and transport to a higher level of care



Overall, a rural emergency response OB protocol should prioritize 

● Activation of the OB-RRT
● Assessment and stabilization of the patient(s)
● Efficient Activation of Emergency Services/Transportation
● Effective Communication of Team Members

Create a Protocol of 
Care to be Delivered

Presenter
Presentation Notes
The protocol should address these challenges and outline alternative strategies for managing the patient’s care and ensuring the best possible outcome. 



Activation of the OB-RRT

● Create a protocol outlining the criteria for activating the OB-RRT
○ Activation criteria
○ Who can activate the team
○ How the team is activated

Create a Protocol of 
Care to be Delivered

Presenter
Presentation Notes
Activation is a critical component of ensuring timely and effective management of obstetric emergencies.



Activation of the OB-RRT

● Create a protocol outlining the criteria for activating the OB-RRT

○ Activation criteria- designate criteria and describe the process for that define 
activation of the rapid response team

■ Defined emergent clinical events: existing activation criteria may include 
fetal distress, prolonged fetal bradycardia, umbilical cord prolapse, absent 
FHTs, vaginal bleeding, uterine rupture, emergent delivery, maternal resp 
distress, and maternal cardiac arrest

■ Triggers- may include agitation, pain, or changes in vital signs

● Example of this is MEOWS Modified Early Obstetric Warning System

■ Acute situations in which a caregiver believes immediate 
evaluation/intervention is needed to avoid fetal/maternal harm  

Create a Protocol of 
Care to be Delivered

Presenter
Presentation Notes
Some institutions have incorporated protocols that include recognition of events that can be considered triggers but not the actual onset of maternal-fetal emergenciesdeveloped in Great Britain-MEOWs establishes physiologic parameter thresholds to trigger a timely, in-person patient assessment (often interprofessional) to promote early detection of trends potentially leading toward a critical event



Activation of the OB-RRT

● Create a protocol outlining the criteria for activating the OB-RRT

○ Who can activate the team

■ ACOG encourages institutions to give all regular team members authority to 
activate the team with a critical event or criteria are noted

Create a Protocol of 
Care to be Delivered

Presenter
Presentation Notes
Activation is a critical component of ensuring timely and effective management of obstetric emergencies.



Activation of the OB-RRT

● Create a protocol outlining the criteria for activating the OB-RRT

○ How the team is activated

■ May utilize hospital operator or paging system

■ Clinical studies show that the single call system was the most rapid way to bring 
multidisciplinary providers to a patient who needed care urgently and resulted 
in decreased errors and improved outcomes. 

● This allows the bedside providers to focus on immediate crisis care of the 
patient rather than making multiple sequential phone calls 

■ Ramp down approach: activate all members and then call off unneeded 
members

■ Ramp up approach: activate a smaller responding team that rapidly assesses 
and has a process to summon additional personnel with skills below if needed

Create a Protocol of 
Care to be Delivered

Presenter
Presentation Notes
Have a process described for utilization in instances that the paging system may be down



● Assessment and stabilization

○ In the case of obstetric emergencies, this may involve assessing the mother’s vital signs, 
checking the fetal heart rate, and stabilizing any immediate complications such as bleeding 
or breathing difficulties

○ Develop protocols for the team to follow in specific obstetrical emergency situations:
■ Procedures for handling complicated deliveries
■ Pre-eclampsia/Eclampsia
■ Neonatal resuscitation
■ Postpartum hemorrhage

○ Ensure equipment and supplies are available
■ The OB-RRT should have access to all necessary equipment and supplies to manage 

obstetric emergencies and should know exactly where to find them

Create a Protocol of 
Care to be Delivered

Presenter
Presentation Notes
Once the situation has been assessed, emergency services should be activated as quickly as possible. 



● Collaborate with other healthcare providers:
○ Telemedicine resources
○ Rural obstetric referral networks and partnerships with hospitals that provide obstetric 

care

● Efficient Activation of Emergency Services
○ May involve collaborating with local transport services, including local ambulance service, 

helicopter rescue team, a specialized neonatal response team, or other emergency services

● Transportation 
○ Protocol should include clear guidelines for transport, including which vehicles or modes of 

transport are appropriate and how to manage the patient during transport

Have pre-existing agreements in place to delineate ongoing care and transfer 
processes

Create a Protocol of 
Care to be Delivered

Presenter
Presentation Notes
Once the situation has been assessed, emergency services should be activated as quickly as possible. In rural areas, transportation to a hospital or medical facility can be challenging. In rural areas, healthcare resources may be limited. Collaborate with other healthcare providers in the area, such as obstetricians, neonatologists, and transport teams, to ensure that the team has access to the resources they need in case of emergencies



Make sure all team members are familiar with protocols and comfortable following them

● Have protocols easily referenceable and facilitate team access to information

● Establishing order sets specific to your institution may help provide consistency and 
streamline ordering specific labs or imaging available and specific drugs on formulary 
with desired dosage

● The Iowa Statewide Obstetric Mobile Simulation Program (Forman and Henkle) 
encourages facilities to create an OB Resource Binder with content from their didactic 
sessions as well as add their own guidelines, protocols, and checklists

○ ACOG encourages unit checklists, as they have shown decreased morbidity and mortality with 
appropriate utilization and refinement

Create a Protocol of 
Care to be Delivered



● Effective Communication

Create a Protocol of 
Care to be Delivered

Poor communication between 
team responders was the number 

one root cause identified in the 
JCAHO Sentinel Event Alert, 
“Preventing Infant Death and 

Injury During Delivery.”



● Effective Communication

○ Ensure there are clear communication channels established for the team. Have a 
designated communication plan in place that outlines who needs to be notified, 
what communication channels will be used (eg, phone, pager, in-person), and what 
information needs to be communicated

○ As team responders arrive, ACOG recommends using communication tools such as 
SBAR to facilitate interdisciplinary communication by briefing members about the 
patient at nearly the same time

○ Role clarity- Ensure that all team members understand their roles and 
responsibilities during an obstetrics rapid response. This includes ensuring that each 
team member is aware of their specific tasks, who they report to, and how they will 
be working together to achieve their goals

○ Regular interdisciplinary training and simulation exercises to identify any 
communication gaps

Create a Protocol of 
Care to be Delivered



Team Communication Strategies



Team Introductions
Brief
Huddle
Speak Up for Safety
Debrief



According to Committee Opinion No. 590: Preparing for Clinical Emergencies in 
Obstetrics and Gynecology, “A protocol with standardized interventions and onsite 
drills will improve the care given in an emergency. The exact nature of the protocol 

will vary widely depending on the work environment and resources available. Prompt 
recognition of and response to critical clinical scenarios, teamwork, and training 

enhance patient safety and mitigate the severity of adverse outcomes.”

Create a Protocol of 
Care to be Delivered



Train Team Members

● Train staff to recognize triggers that warrant activation of the team and the steps 
that need to be taken

○ Triage decision aids may decrease under-triage rates of pregnant and postpartum 
patients, improve prioritization of care, and identify patients in need of OB rapid response 
team activation

○ Adding obstetric rapid response criteria and emergency preparedness resources info to 
the back of employee badge allows for quick access to information and processes for 
activation of the OB-RRT

○ California Maternal Quality Care Collaborative Toolkits include a poster for EDs to post in 
rooms as a visual reminder for both patients and staff to consider pregnancy status for all 
patients



Train Team Members

● Train team members in their respective roles and responsibilities
○ Simulation training

■ Considered the backbone of maintaining systemic responses and educating new 
providers about the rapid response system 

■ Training teams can develop a coordinated approach and communication skills 
required for the situations that an OB-RRT will encounter

○ Departmental drills
○ Skills competencies
○ Didactics
○ Routine continuing education courses including but not limited to ALSO, CALS

Conduct regular training/drills to ensure that the team remains prepared for 
emergencies

Presenter
Presentation Notes
This may include specialized training in obstetrics, neonatal resuscitation, and emergency procedures



Monitor the team’s performance and evaluate effectiveness of the protocols and 
procedures

● Establish debriefing with feedback and process improvement
● Review data on the number of activations, response times, and outcomes of the 

activations
○ Institutions initiating an obstetric-specific crisis response might consider collecting data on 

the following: event rate, event location, reason for the call, services provided by the team, 
time and duration of initial call, team arrival, and end of resuscitation, maternal and fetal 
clinical characteristics, maternal and fetal/neonatal outcomes, and patient events for which 
the team should have been called

● Reevaluate effectiveness
○ Outcome measures may help assess the impact of an OB-RRT

Monitor and Evaluate

Presenter
Presentation Notes
Use this information to make adjustments and improvements to the team’s training and protocols	



Barriers to Implementation of the OB-RRT
● Callers and responders express initial resistance at onset of initiation 

○ Concern from caller that responders may criticize the caller
○ Need broad all-party agreement and reinforcement of the concept that nurses and any other caregiver could 

initiate an activation, and responders must not criticize the caller for summoning the team to help a patient
○ Validation of the concept that any clinical deterioration should be grounds for activating the team

● Concern that activation diverts patient care resources from lower acuity to higher acuity patients, raising 
the concern that the crisis response abandons lower acuity patents
○ Feedback from prior studies suggests that total time of team member involvement after activation was less than 

20 minutes
○ Reinforces need to communicate clearly when ramp down is applicable
○ May consider Ramp Up approach in activation during specific circumstances

● Staff concern that activation would scare patients
○ Feedback from prior studies suggests that patients and their families perceive the crisis team response as 

evidence of high quality emergency care

“Successful implementation of an Obstetric Rapid Response Team may involve overcoming logistic, political, 
social, financial, or anthropogenic barriers. Leadership from senior medical and nursing personnel is crucial.” 

-ACOG Committee Opinion No 590



Innovations











Conclusion

There exists an unmet need for increased training of rural emergency clinicians and 
staff with continuing education, skills competencies, telemed resources, and rural 

obstetric referral networks

Creating an obstetric response team in rural emergency 
departments can be a challenging but essential task to 

improve maternal and fetal morbidity and mortality

Presenter
Presentation Notes
Maternal and fetal survival may depend on ability to stabilize in the rural ED setting. Preparation of and readiness for rural ED teams to care for pregnant and postpartum patients is a critically essential in today’s healthcare climate. Rural ED staff increasingly must be able to recognize the signs of obstetric emergencies to allow quick and accurate assessment, rapid intervention, and better patient outcomes. The closure of birthing units is causing maternity care deserts and longer distances to birthing facilities and rural EDs are the frontline safety net for rural families during obstetric emergencies. While most rural hospitals have a capacity for routine life-saving procedures, many do not have basic capacity to provide emergency obstetric care. This along with rising morbidity and mortality in the OB population means that ED teams must be ready to provide emergent, critical OB care despite the lack of delivery service in many rural hospitals.We know that ptimal outcomes are achieved when multidisciplinary teams can be rapidly assembled and prepared to take immediate action. Proper institution of rapid care often prevents major morbidity to both mother and fetus. ED nurses and physicians in rural hospitals with limited or no OB services are encouraged to organize a team approach, including written protocols, competency in performing necessary stabilizing interventions, availability of necessary medications and equipment, transfer processes, and support from a collaborating and/or receiving team to continue care.Successful implementation of an Obstetric Rapid Response Team may involve overcoming logistic, political, social, financial, or anthropogenic barriers. Leadership from senior medical and nursing personnel is crucial (ACOG no 590). Creating an obstetric response team in rural emergency depts can be a challenging task, but it is essential to ensure the safety of both mother and baby. 



Questions / Comments



Who do you want on the team?  Who is available?



What skills does the team need to have?



What other resources exist (or should exist) to help?
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