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(1996) 112, 196-197
health literacy 117-119
Healthcare Effectiveness Data and
Information Set (HEDIS) 35t.
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missing 207-209
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electrosurgical burns 41-42
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macrosomia 177-178
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services 47, 48
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administration 158-159, 160-161,
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allergies 153-154, 165
antibiotics 165-166
case scenarios 29, 153-154, 157,
166-167
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dispensing 160, 166-167
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pregnancy 161-162
error rates in obstetrics 158-159
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standardization 159
high-alert medications 158
magnesium sulfate 157, 163, 166
methotrexate 164-165
monitoring 166, 167
order interpretation/transcription
160, 166, 167
outpatient settings 29-31
anesthesia 2, 26-27, 110-111
overdose 157
oxytocin 157, 162-163, 166-167
patients’ input 119
prescriptions 112, 159, 166, 167,
217t.24.3
prostaglandins 157, 163-164, 167
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metabolic acidemia, fetal 12-13, 14,
15,16
methotrexate 164-165
midwives 46
mindfulness in an HRO 74
minimally invasive surgery
electrosurgical burns 41-42
simulation training 92, 94, 95, 97
misoprostol 157, 163-164, 167
mistaken identity 29, 153-154

mock drills 3-4, 29, 46
see also simulation training
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41-42
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morbidity and mortality (M&M)
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multitasking problems 64

napping 147
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and Human Development
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National Patient Safety Foundation
(NPSF) 120-121
near-misses 184
case scenario 183-184,
186-187
reporting 6, 77
night shifts 144-146
NOELLE birthing simulator 92f. 10.2
nominal group technique 85-86
normalization of deviance 150,
153-154
“Not Invented Here” effect 85

obstetric rapid response teams
benefits 102-103
case scenarios 100-101
components of system 101-102,
103
eclampsia 103-104
maternal cardiac arrest 100,
106-107
postpartum hemorrhage 100-101,
102-103, 104-105
shoulder dystocia 105-106
training 103
obstetric safety programs (Sentara
Health System)
changing physicians’ behavior
123-125
discouragement of elective
induction of labor 123,
126-129
initiation in a multi-hospital
system 126
obstetrics is different 125-126
obstetric-gynecologic hospitalists
benefits of 24/7 cover 45-47
case scenario 44-45
cost issues 48-49
overview 49-50
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fatigued 145
Occupational Safety and Health Act
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checklists
opinion leaders and innovators 87,
125
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accreditation/certification 1, 25,
110-111
anesthesia 2, 26-27, 110-111
CLIA-waived tests 109-110
emergency response protocols 2-4
legal environment 109-111
medication safety 29-31
mistaken identity 29
procedural control 1-4, 25-29
quality assessment 35-36
systems failure analysis 4-6
tracking and follow-up 4-5, 31-35,
119
over-the-counter medications 162
oxytocin 104, 157, 162-163, 166-167

pain relief 162
Pap smears, missing 207-209
Pareto diagrams 84-85
Patient and Family Advisory
Councils 116
patient records see electronic medical
records; healthcare records
patients 120-121
communication with the physician
115,116, 117,120
about medications 119
disclosure of adverse events
53-59,119-120
poor command of English 117,
154-155
consent 5, 65-66, 117
cultural diversity 116-117, 154-155
first impressions 115
handoffs, see handoffs
health literacy 117-119
mistaken identity 29, 153-154
patient-centered care 116
response to adverse events 52-53,
59, 120
rights and responsibilities 119, 120
tracking and follow-up 4-5, 31-35,
119
PDCA/PDSA (Plan, Do, Check/Study,
Act) cycles 35, 79, 87-88
perfection, unobtainable 65, 77-78
pharmacists 160
physicians’ offices, see outpatient care
pilot programs 87
postpartum hemorrhage (PPH)
case scenarios 90, 100-101
management 104-105, 164t. 18.4b
and rapid response teams 102-103
and simulation training 90, 97
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preeclampsia
best-practice measures 137t. 15.2
checklists 179
magnesium sulfate 157, 166
prescriptions 112, 159, 166, 167,
217t.24.3
privileging 27
process improvement programs, see
quality improvement (QI)
programs
professional examinations 96
prostaglandins 157, 163-164, 167
ProvenCare® Perinatal model of
integrated healthcare delivery
139-140
best-practice measures 133t. 15.1,
136-137
model overview 132-133
outcomes 136-139
setting up the system 136
pulse oximetry, fetal 20-21

quality improvement (QI) programs
78-79, 81, 125
cause and effect (fishbone)
diagrams 83-84, 188f. 21.1
force field diagrams 86-87
introduction into the curriculum
211,212
metrics 82, 125, 136-137
monitoring and surveillance 88-89
nominal group technique 85-86
in outpatient settings 35-36
Pareto diagrams 84-85
PDCA/PDSA cycles 35, 79, 87-88
run charts/control charts 82, 88
SMART goals 82-83
“Voice of the Customer”
surveys 81-82
“Questions are the Answer”
campaign 115

rapid response teams, see obstetric
rapid response teams
recruitment and retention issues 47
Red Flags Rule 35
regulatory oversight and compliance
203-208
accreditation for outpatient
procedures 1, 25, 110-111
reinforcement of new behaviors 88
responsibility, for an adverse event 52,
56
resuscitation of a pregnant patient
106-107
root-cause analysis 5-6, 185-186
case scenario 183-184, 187
definition 184
run charts 82, 88

S-T segment analysis 21
SCOPE (Safety Certification
for Outpatient Practice
Excellence) program 1, 25
second victims 53, 55, 146, 184
sedation see anesthesia
seizures (in eclampsia)
103-104, 163
shared decision-making 119
shoulder dystocia 177-178
case scenario 177
management 105-106, 179
simulation training 92-93, 96,
179-181
sign-outs 192
see also handoffs
siloization 169
simulation training
benefits of 90-91, 179, 212
case scenario 90, 97
in credentialing and licensing 96
implementation and costs 94-96
laparoscopy 92, 94, 95, 97
mock drills 3-4, 29, 46
professional bodies’ commitment
to 90, 91, 96-97
shoulder dystocia 92-93, 96,
179-181
and team training 94-95, 103,
173-174
types of simulators 92, 95
umbilical cord prolapse 93-94
sleep deprivation
contribution to medical errors 64,
145
countermeasures 145, 147-148
effect on cognitive ability
144, 145
night shifts 144-146
working after a sleepless night
146-147
“slips” 185
SMART goals 82-83
smart infusion pumps 161
smear tests, missing 207-209
social media use 113-114
special cause variation 82
surgical checklists see checklists
surveys on safety 81-82, 174
Swiss cheese model (organizational
accidents) 149, 151

“teach-back” technique 117
teams
checklist development 66
necessity of 78
rapid response, see obstetric rapid
response teams
training 175
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173-174
transient nature of 185
TeamSTEPPS® program 171-172, 214
teratogenicity of drugs 161-162
termination of pregnancy 164t. 18.4b
tests
CLIA regulations 109-110
critical values 33-34
missing 207-209
telling the patient 31-35, 119
time-out checklists
failure of 64, 65-66
implementation of an interactive
process 69-70
tiredness see fatigue
To Err is Human (Institute of
Medicine) 170
tracking and follow-up 4-5, 32-35,
119
training
ACGME competencies and IOM
aims 201-203, 215t. 24.2

adding safety to the curriculum 211
assessment methods 214
by ob-gyn hospitalists 48, 49
discharge procedures 217t. 24.3
disclosure of error 217t. 24.3
ethics 91
handoffs 191-192, 197, 214, 217t.
24.3
healthcare matrix 202-203, 212
in just culture 152
M&M conferences 208-209, 212
office staff 1-2, 27
as part of an OB safety
program 129
prescribing 217t. 24.3
regulatory compliance 203-208
surgical/technical skills 217t. 24.3
teaching methods 211-214
see also simulation training; teams,
training
transfer (to the hospital) 3, 4, 28
transformational change 74-77
triage of obstetric patients 45-46, 48
two-challenge rule 172

umbilical cord prolapse 93-94
unassigned patients 46
uterine atony 104, 105

uterine contraction frequency 8-9
uterine rupture
after a cesarean 183-184,
186-187
in a Jehovah’s Witness 201-203

vaginal birth after cesarean
delivery 46
variation, identification of in QI
schemes 82
vasovagal episode (mock
drill) 30f. 3.2
violations of safe practice 150-151
case scenario 153-154
due to fatigue 146
virtual reality simulators 94
“Voice of the Customer”
surveys 81-82

WHO surgical safety checklist 61-62
work schedules
and fatigue 145, 146-147
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handoffs 190

Zavenelli maneuver 105-106
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