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Team Collaboration to

OB STAT!

Bring Patient Safety to



One very busy 

weekend, the 

OB manager 

received some 

disturbing 

news…



A variety of 

physicians were 

involved in the care of 

the women, including 

obstetricians, family 

practitioners, and 

anesthesiologists.

Several women 

experienced 

significant harm…

Six women suffered post 

partum hemorrhages 

between Friday and 

Sunday!

Most women received 

IV Pitocin pre and post 

delivery.  Premixed IV 

Pitocin had just been 

received from a new 

supplier.
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Rapid Patient Safety 
Response in Suspected 

Event Clusters



ALERT

Create 

Situational 

Awareness

 Situational awareness
 Initial local leadership 

notification
 Quality variance report
 Identify key contact(s)

RESPOND

Ensure Patient 

Safety

 Staff debrief/interviews
 Document environment
 Sequester medications 

& equipment
 Validate events
 Implement safeguards
 Support caregivers

ESCALATE

Inform & 

Engage Key 

Stakeholders

 Broad leadership 
communication: 
Critical event SBAR

 Quality & Patient 
Safety partnership

 Subject matter experts
 Literature/Standards 

review

ANALYZE

Conduct CCA &        

Develop Action 

Plans

 Prep for Common 
Cause Analysis

 Interviews & timeline 
confirmation

 Key findings
 Action Plan & timeline
 Accountability 
 Action item tracking

Four Key Steps

The Rapid Event 

Response process 

involves four key 

steps. Specific actions 

are associated with  

each step. The 

ultimate goal of the 

AREA process is to 

ensure current and 

future patient safety. 
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Immediate Measures To Ensure Patient Safety 
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In Partnership with Quality & Patient Safety Explore…
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ANALYZE
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~ Reduce provider labor & delivery 

practice variation

~ Modify blood administration 

processes: orders & blood release

~ Obtain rapid transfuser for OB Unit, 

validate caregiver competency  

~ Monitor for consistent use of pre-

labor screening checklist & iSTAT

~ Validate caregiver competency in 

PPH early warning signs & mgmt.

~ Re-educate on WSHA Safe Delivery 

Roadmap Tools and MEWSA
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OB Leadership continues to actively participate in AWHONN & 

the California Maternal Quality Care Collaborative. 
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Ensuring Patient Safety is job one!  Use PS principles & proceed with intentional urgency. 

Establish Point of Contact immediately, use defined methods of communication.

Pause to ensure information is factual.  Validate all potential events.  

Define roles & responsibilities of investigation support personnel.

Communicate with leadership & frontline caregivers.

Coordinate with Quality and/or Patient Safety Department. 

PPH Cluster Key Learnings



Edmonds strives for 

through safe deliveries,

for EVERY mom and baby!

“a happily ever after,”




