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Description
The California Quality Care Collaborative successfully decreased maternal morbidity secondary to hemorrhage by development of a
Quality Improvement Toolkit prepared by a statewide multidisciplinary task force targeting regional medical hospitals. In contrast,
urban medical centers present unique challenges in obstetric hemorrhage management. We report our customization and
implementation of the Obstetric Hemorrhage Toolkit at the University Of Cincinnati Medical Center. To guide this process, we
formed a multi collaborative steering committee to define current postpartum hemorrhage (PPH) incidence and assess rate of
severe maternal morbidity (SMM) from PPH. Our overall project goal is a 20% reduction in SMM.
Aim
.
Decrease hemorrhage associated severe maternal morbidity from 0.69% to 0.55% by July, 1 2019

Actions Taken
• Multi collaborative committee formed
• Formation of sub-committees for readiness, recognition,
response, and reporting measures assigned by areas of
expertise and authority
• Monthly steering committee meetings to review progress
and discuss future interventions
• Hemorrhage risk assessment tool developed
• Hemorrhage medications and equipment made available via
Hemorrhage Carts on L&D and postpartum

Early Lessons Learned:
• Involvement of multi collaborative committee representing
all impacted parties is crucial
• Early identification of team leader for each step of process
• Clearly delineated roles for providers in high stress situation
are required
• Obstacles to success vary from institution to institution
especially when learners are involved
Results
• Customized stage-based OB Hemorrhage Emergency
Management plan with checklist via multidisciplinary input
• Debrief form developed
• Obstetric hemorrhage TXA Protocol developed, approved,
and implemented
• Education provided on TXA Protocol to Anesthesia,
Obstetric, and Nursing staff
• TEG interpretation software made available on L&D
• Anesthesia hemorrhage drill development and successful
initial run
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