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Background
The CDC estimates that 60 percent of current maternal 
deaths in the United States are preventable. 
Obstetrical emergencies happen throughout the country in top hospitals, 

under the care of the best nurses, and to some of the seemingly 

healthiest patients. While not all emergencies can be prevented, 

healthcare professionals can ensure they are providing the safest, most 

efficient care by incorporating simulation into on-going education.

The most important component to starting a simulation program is 

understanding its effectiveness. Research demonstrates that simulation 

is effective in improving individual skills as well as maximizing 

interprofessional partnerships (Deutsch & Patterson, 2019). The 

effectiveness of previous programs and focus on interprofessional 

relationships necessary for simulation was a key driver in the 

implementation of an Insitu Simulation Program for Obstetrical 

emergencies.

Methods
Utilization of Kouzes and Posner’s Leadership Practices

Results
Latent Safety Threat Mitigation: An Interprofessional Approach
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Conclusion

Beneficiaries

Engage an 
Interprofessional 
Team to Implement 
In Situ Obstetrical 
Emergency Simulation 
Program in Maternity 
Services

■■ Identify key stakeholders to support the 
obstetrical simulation project to participate in 
the interdisciplinary team

■■ Utilize philosophy and framework of a 
successful, established neonatal emergency 
simulation program to develop and implement 
an obstetrical emergency simulation program

Improve Staff Comfort 
with Response 
to Obstetrical 
Emergencies thereby 
Fostering a Culture  
of Safety

■■ Empower the interprofessional team to 
address and remove identified obstacles to 
staff and patient safety in a timely manner

■■ Examine latent safety threats and utilize a 
change management process to mitigate 

■■ Support staff input with creative feedback 
mechanisms and formalized communication 
process

Illustrate how these 
Activities Fostered 
Personal Leadership 
Development

■■ Use of the Kouzes and Posner leadership 
practices: Model the Way, Inspire Shared vision, 
Challenge the Process, Enable Others to Act, 
and Encourage the Heart

Inspire a shared vision
■■ Comprehensive communication plan for staff including utilization of AHRQ 
Hospital Survey results to inform communication plan

■■ Simulation educator attended staff meetings to explain simulation, generate 
enthusiasm, and answer questions

Model the Way
■■ Developed an Interprofessional Education Committee of key stakeholders

■■ Utilized national guidelines for established obstetrical emergency algorithms to 
inform simulation debriefing checklists

Challenge the Process
■■ Committee members responsible for necessary change including policy review, 
staff training and education, and equipment improvements

Enable Others to Act
■■ Charge nurse expertise elicited to streamline process of identifying participants 
of simulation

■■ Engaged staff to determine best times for simulations with consideration for 
resident schedules and unit quiet hours

Encourage the Heart
■■ Thank you cards sent to early participants 

Residents ...... 15

Respiratory ....... 2

Fellows ............. 1

Nurses ..........46

Leadership Journey
■■ Developed, engaged, and mobilized an interprofessional committee to guide educational and  
improvement efforts

Increased Awareness of Latent Safety Threats
■■ Nursing Quality Principles of continuous improvement cycle validating increased threat identification

■■ Increased Nursing Comfort with exposure to simulations

■■ Overall, eight quality improvement were made after threats were identified in 6 month time period

Opportunities
■■ Increase attending physician participation

■■ Insitu simulations unannounced on the unit

■■ Research supporting the program’s impact on patient outcomes and staff comfort and empowerment when 
responding to obstetrical emergencies

Technical

Accounted for 52% of all LSTs

Resource

Accounted for 20% of all LSTs

Medication

Accounted for 12% of all LSTs

Equipment

Accounted for 8% of all LSTs

Personnel

Accounted for 8% of all LSTs

Team did not complete a hypertensive 
assessment on the patient

Delay in performing McRoberts maneuver

Did not obtain labs with IV start. Required 
additional patient stick to obtain labs.

Labetalol algorithm missing from  
resource binder

Nursing unaware of utilization of order set

Team did not indicate need for initiation/
administration of magnesium sulfate on 
symptomatic HTN crisis patient

Delay in administering anti-HTN medications

No stethoscope in room and none arrived 
with NICU team. As a result, infant was never 
assessed for breath sounds or heart rate

Team unaware if Mother Baby nurses can 
initiate Magnesium Sulfate

ACTION

Re-education program developed and 
implemented by Unit Educator

ACTION

Unit Educator assigned to maintain 
resource binder and ensure accuracy 
of resource binders

ACTION

Re-education of staff

ACTION

Re-education of staff

ACTION

Unit Leadership resolved

ACTION

Review and re-education of 
HTN Protocol as well as nursing 
competencies

Objectives


