LaShea Wattie M.Ed,
MSN, APRN, AGCNS-
BC, RNC-OB, C-EFM

System Clinical Nurse
Specialist, Perinatal

Objectives

Improving Patient Outcomes

* Promote equal access of evidence —based care
ractices

* Discuss effective implementation strategies and
tactics to improve clinician practice through
Awhonn PPH project, OPS course.

. Reviqw best practice recommendations for TXA use

in the OB patient in response to Postpartum
He rhage (PPH)

“» Discuss how to access resources and implement
cﬁanges in your institution
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Magnitude of the Problem

* Each year approximately 125, 000 women in
the U.S. experience postpartum
hemorrhage, its leading cause of
PREVENTABLE death (Awhonn, 2014)

* Every year there are 14 million cases of
postpartum hemorrhage worldwide (USAID,
2010)

e Estimated that 90% of PPH occurs within 4
hours after delivery.

Countries with the Lowest Maternal Mortality Ratios

Ranked

L, 47th in the
{ar P world
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Maternal Deaths Per 100,000 Live Births
© 2014 Association of Women's Health, Obstetric and Neonatal Nurses
Data Source: Trends In Malemal Mortality. 1990-2010. WHO/UNICEF/UNFPA/WE




Standardization
= PATIENT SAFETY

= RISK REDUCTION
= SAFE CLINICAL

OUTCOMES

Processes

= ORDER SETS
= PROTOCOLS

= EDUCATION,

PATIENT TEACHING
= DISPARITIES

Ewery health system

COUNCIL ON PATIENT SAFETY
BN WOMEN'S HEALTH CARE

[ ] safa haalth cara

m Establish systems to accurately document self-identified race, ethnicity, and
primary language.
» Provide system-wide staff education and training on how to ask demographic

intake guestions.
« Ensure that patients understand why race, ethnicity, and language data are
being collected.
« Ensure that race, ethnicity, and language data are accessible in the electronic

PATIENT
SAFETY
BUNDLE

Detecting

Define health disparities |

J\
~/

Define vulnerable
populations

Measure disparities in
vulnerable populations

Consider selection effects
and confounding factors

Understanding

Identifying determinants
of health disparities at
the following levels:

Patient/individual

Provider

Clinical encounter
Health care system

Reducing

Intervene
Evaluate

Translate and
disseminate

Change policy

e ST T TR

and episodes of miscommunication or disrespect.

S i
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Disparities
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Health Care System Factors
+Health services organization,financing, and delivery
*Health care organizational cuture, quality improvement

Patient Factors

Provider Factors

“Belefsandpreferences | Clinical Encounter Knowledge and attitudes
Racelethnicty cultue Provider communication Competing demands
andfamialconent—\ Cylhal competence | B

*iducation and resources

'Biology

Cultural competent

communlcatlon
i Education
theracy

Fragmentahon

Institutional racism

Co-morbidity Environment

Inter-institutional -
. ICOUNCIL ON PATIENT SAFETY
differences wm WOMEN'S HEALTH CARE

1/21/2019
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Disparities

Co-morbidities

Fragmentation

'
o

Bias

Inner-Institutional

Cultural Competency: Consider the

Source

* Cultural diversity officer
* Text books : Are they

current? Who was their
source for obtaining the
information?

* |nternet searches: Are

you using a reproable
website?

* Breast pump rental

example

ynal-
Mate! Tacts

Neona"“\
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In Focus

Applying the
Generic Errors
Modeling System to
Obstetric
Hemorrhage Quality
Improvement Efforts

15

Risks

Maternal Risks (Physiologic and latrogenic)

2
o : Knowledge-
= Skill-Based Rule-Based Base?
1 r Errors E
Sirong but wrong routines. Sirong but wrong roufines rrors
8 Increased Rates of Preventable Maternal Injuries and Deaths l
-  *
£a
\/ \/ N/
= e LSS D RESPONSE- Debriefs
o QBL* Each ‘eulzfs"i':ernlh The plans (policies and
'§ 3 Accurste assessment of knows how to respond: :m’fg;m
= blood loss regardless of: 1. What to do and when
B G | cicens - “g’ iyl
4 ‘6,‘ 2. Perceptions of 2. Where supplies are 4) Inddam "T;r
C | |emertse 3. How to work together ).nﬁ." m’*”‘“
O ()| |3 Howblood oss data during a high-isk, high- mm';me“
E are linked and stress amergency ¥ mta\?alabhand
w communicated situation m

AWHONN PPH Project Goals

16

* Goal 1: Promote equal access
of evidence-based care
practices

* Goal 2: Support effective
implementation strategies

* Recognition - Readiness -
Response

* Goal 3: Identify facilitators and
barriers to making
improvements and
disseminate lessons learned

1/21/2019
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AWHONN PPH Project Regional

S Leaders

Disctrict of Columbia Georgia
e

n 1, MS, CNM
Director of Women's Health Programs |
AWHONN

Executive Director | Central Jersey
Family Health Consortium

Kennestone Hospital

-

The AWHONN Post,

Quantification of Blood Loss:
Blood loss should ba formally measurad or quantified after every birth.

Quantification of

Maternal Blood Loss

RECOGNITION

Simulation . . . PPH Risk Assessment:
Based Training: Slmulat!op PPH Risk PeToe postpactum
Conduct in sy, inter- Based Training Assessment

disciplinary simulation
based training Lo aliow
OB teams to practice
management of PPH.

hemorrhage risk as-
sessments at admission,
pre-birth and post-birth.

Team Debriefing: o MRerl)
Conduct a focused el ‘Warning Signs:
Gabriet 34 s00n o8

woman is stabilized for
ALL postpartum hemor-
thages that progress to
Stages 2and 3,

g
- an All women who meet

B i ANY of the Stages 1
to 3 blood loss and/or
vital sign criteria should
receive prompt bedside
evaluation

RESPONSE

PPH
Management

Oxytocin Administr: Active Management of the 3rd Stage of Labor: Transfusion Therapy:

Adirinister oxytecin and fundal massace for all births. With ongoing hemorrhage. initiate blood transfusion therapy as
« Cancentration of oxytocin 20 or 30 u in 500 o 1L LR/NS quickly &5 possible do not wail for labs or worsening maternal status.
« Initial oxytocin botus rate (SO0-1000 mU/hour) for 30 mintes

Aggrossively transfuse units in ratio of 2RBCKIFFP.
+ Maintenance rate ford hours or more based on bleeding.
Uterotonics should be readdy available.
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Examples of Data Collection

4 )
OUtcome ¢ |CU Admissions

MeaSu res e Blood transfusions

-~
N B

StrUCtu re |. Develop Policies and Procedures

Measu res e Education, Drills, Debriefs
\ J

"> A
Process * 3 Risk Assessments (Admission, Pre-
birth, Post-birth)

Measu FesS |- Quantification of Blood Loss

\_ J

Causes of pregnancy-related death in the
United States: 2006-2010

-
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* Georgia (GA) 20.5 per
100,000 Ranks 50th
* 88 Birthing Hospitals

Rate per 100,000 live hirths
204 18.3

15 133

104

5 -

. Tatal !

Geargia s

Footnotes available in notes section.

Source: National Center for Health Statistics, final mortality data; National Center
for Health Statistics, final natality data. Retrieved January 29, 2014, from
www.marchofdimes.com/peristats.
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Recognition

* Tracking PPH to discuss in OB
department meetings, Women’s
Safety & Quality Meeting
— Charge nurses fill out event reporting

record so that everyone in leadership
would receive notification of the event.

— Excel sheet with pertinent logistics
about our PPH.

* Trying to determine any identifying factors
such as: OB practice, time of event, time
of transfer, type of delivery

22



* MOH scoring tool- High Risk

23

Recognition

* Developed MOH scoring tool
— Scored on admission and every shift

for changes

Patients

— PINK banner bar for better

identification/recognition for all
team members taking care of the

patient.

— White boards — pink rose

MOH Risk Assessment Scoring Tool

B = 3 T mé B | [ a2
File Add Rows  Add LDA Add Col  InsertCal Show Device Data LastFiled | RegDoc  Graph GotoDate Values By Refresh  Legend
Postpartum/Recovery A Intake/Output | Daily Cares/Safety | v Assessment | Labor Time Out | OB YTE Screening | OB Fall Risk | OB MOH Risk Assessmr

MCH Charting Type =
Charting Type 7

Risk Faclors =
Risk Assmt & Interventions =

Check All | Uncheck All

Mods:| Accordion | Expanded (00

MOH Risk Factor Assessment
Previous Uterine Incision

H of Known Bleeding Disorder

Multiple Gestation

Greater than 4 previous vag. births

Chroioamnionitis

Hx of PostPartum Hemarthage

Large Uterine Fibroids

Estimated Fetal Wt. more than 4kg.

Motbid Obesity (BMI greater than 40)

Prior Uterine Surgery (eg. Myomectomy, ablation, D&C)
Gestational Thrombocytopenia

Hx Vag Bleading with current Preg after 20wk Gest
Magnesium Sulfate administration

Placenta Previa, Low-Lying Placenta

Suspected Placenta Acreta of Percreta

Hematocrit less than 30 AND other risk factors
Platelets less than 100,000

Active Bleeding (greater than show) on Admission
Known Coagulopathy

Partial Abruption

58 MOH Total (auto calculated)

MOH C Risk

58 MOH Low Risk Patient

I8 Verify Type and Antibody Screen from Prenatal Record

I58 Prenatal/Current Antibody Screen

B2 im Sm 10m 15m 30m 1h 2h 4n 8h 24n Based On: 0700 | Reset Now

Admission (Current)...

5TN4

5914
00

»
RS B T =
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Sticky Notes to Physicians.
Commen

Length of Stay
Epecina
nans

st 20w

ki o D 5072014
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Readiness

* Postpartum
hemorrhage cart

— Kept on labor & delivery

* OB rapid response
team

— L & D charge nurse or
who activates the team?

What is TXA?

Tranexamic Acid (TXA) —

— antifibrinolytic agent

Given IV to prevent or reduce bleedmg==
and reduce the need for transfusions

Has been used to treat hemorrhage in
trauma, Jehovah’s Witness patients,
burn patients and dental practices for
years

Now being used as an additional
treatment for PPH in OB patients (off-
label)

12
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What is TXA?

* Early use of TXA for PPH within 3 HOURS of
birth can reduce risk of death due to
bleeding in PPH

* For vaginal or C-section births

e (OTHER BENEFITS OF TXA:
— Relatively inexpensive

— Readily available

— Easy to administer |

29
WHO
(World Health Org)
* WHO RECOMMENDATIONS — for OB:
— Considered as part of the standard PPH
treatment package
— Administered as soon as possible after
onset of bleeding
— Should not be started > 3 hours after
birth
— Should be administered via IV route only
— Should be used regardless of whether the
bleeding is due to genital tract trauma or
other causes
30

13
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e TXA should NOT be given
to women with a clear
contraindication to anti-
fibrinolytic therapy,
including TXA:

— known thromboembolic
event during pregnancy

— history of coagulopathy
— active intravascular clotting

— known hypersensitivity to
TXA

* RARE - r/t thromboembolic events;
* Blurry vision or changes in vision
* Confusion
* Dizziness or lightheadedness
* Numbness of the hands

* Pain, redness, or swelling in the
arm or leg

* Sudden shortness of breath or
troubled breathing

* Convulsions or seizures
* Chest pain
* Increased heart rate

14



- Key OB Hemorrhage QI Toolkits:
| ' Full of Resources

The AWHONN Postpartum
Hemorrhage Project

www.CMQCC.org ACOG District Il Website www.pphproject.org
2.0 available soon (thru ACOG website

1/21/2019
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Obstetric Hemorrhage Key Elements

Mo Obstetric Hemorrhage Care Guidelines: Table Chart Format o .oee

Response - Every Hemorrhage

1. Unit-standard, stage-
based, obstetric
hemorrhage emergency
management plan with
checklists

2. Support program for
patients, families, and staff
for all sigr}ificant
hemorrhages

-

Stage 0 | Every woman in laborfgiving birth

| _Blood Bank |

e

woman | Active

* Fundst
vigorous, 15 seconda min, | Jevel st from
RroGem) T2C 2

3 Stage: .oy
* Oxylocia IV iduson o |+ ¥ Positive.
106

% cument, e

VS changes (by >15% or HR =110, BP =85/45, 02 sat
<95%)

[+ 1V Access: ai ieast 1803004 + TAC 2 Units PRBCs |
« increase Oxytocin rate. 0 not o
undal

reacy dore)

y tadder stragnt cam

of piace Bley wih urimeter

Stage 2 | Continued bleeding with total biood foss under 1500ml

y o8
*Extra help 208, » Misoprostol &30 e #4t
Sage the Rapid Response Team ™ IV Access (st east *Bring 2 Units PRBCs
S (por bospaal), sswign | 185au0e) w0
Adquantiety ‘ Benaoust per clinical signs - do |
S 598  5-10 min. *Move 10 OR valses
medicesons and -w.-:-mm *Repar any tears *Use bo0d wamer for
Locoroniers -08C. Tamatuson
modiizing help | of vagal wal, carvi
o FFP takes FSemin)
with volume and | Nove Dot
0 Postpartum:  Oypical orden) e avadabity
Evakate for special erus and retared other Coag products
pacerta
8-Lyncn Suture
Amn_Frsd Embotam
Stage 3 Total blood loss over 1500ml, or >2 units PRBCs given
| VS unstable of
5 Toam 5
30 -Advanced GYN Protocol  Masave Pach
e Momonhage! e HensiAmon
Wassive R restasi Provee: | "8 Lynch Sues S UPLT s pack
Transtewon OR saft ~Usecine Artery Ligation PREC
invasve surgosl | « Repeat labs ncudng | + Patent support
approachestor | cosge and ABG'S wacmer Ao 10 nes
control of + Cantra) hoe “Upper body wermiog device| 40d A coagulason
Seedng. ‘Sociel Workes! tasity factor replacement. may
Sonuder rFector Vils |

CMQCC OB Hemorrhage
Guidelines

CMOCC  OBSTETRIC HEMORRHAGE CARE GUIDELINES: FLOW CHARTFORMAT

CMQCC

CALIFORNIA MATERNAL
QUALITY CARE COLLABORATIVE

1/21/2019
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Resources for Guidelines

* Council on Patient Safety in Women's Health Care
and the Alliance for Innovation on Maternal Health
http://safehealthcareforeverywoman.org

. I‘%‘.{/hret-hen.org — Hospital Engagement Network
Obstetﬁg\al Harm Change Package (AHA)

* www.pphproject.org

* Safety Program for perinatal Care (AHRQ)
http://www.ahrg.gov/professionals/quality-patient-
safety/hais/tools/perinatal-care

- www;cchc.org
>

e

37

AWHONN

WOMEN AND NEWBORNS

Obstetric Patient Safety Education Program -

AWHONN Welcome to AWHONN's Obstetric Patient Safety Program

PATIENT
SAFETY

GETTING STARTED FIND A COURSE
View the Location
of an OPS Instructor

17


http://safehealthcareforeverywoman.org/
http://hret-hen.org/
http://www.pphproject.org/
http://www.ahrq.gov/professionals/quality-patient-safety/hais/tools/perinatal-care
http://www.cmqcc.org/
http://www.cmqcc.org/
http://www.pphproject.org/
http://www.safehealthcareforeverywoman.org/

AWHONN PPH Education Modules

—
ES

Maternal

PPH Risk

\.\, Assessment W;rning
igns
o On-line
o Fast Simulation
o Self-paced fleam Based
o Toal Debriefing Tainne
Trair_li_ng Transfusion
o Certificate of i Therapy
completion S
-
39
Response
e Quick review of events
¢ |dentify process errors :
individual, team &
system
* Management decisions
Root-Cause | work flow
Ana |y5i5 e Patient decisions/
Patient characteristics
40

1/21/2019
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Response
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Case Study

A 24-year-old woman, Gravida 2 Para 1 at 38 weeks gestation

was induced for “tired of being pregnant”:

After an'8-hour active phase and 2-hour second-stage, she gave birth
(spontaneous vaginal delivery) to an 8 pound, 6 ounce infant. After placental
delivery, she had an episode of uterine atony that fi rmed with massage.

A second episode of uterine atony responded to intramuscular methylergonovine
(Methergine) and the physician went home at 1 a.m. The nurses

called the physician 30 minutes later to report more bleeding and further
methylergonovine was ordered. Sixty minutes after the call, the physician
performed a dilatation and curettage (D&C) with minimal return of tissue.
The woman received more methylergonovine. Forty-fi ve minutes later a
second D&C was performed, again with minimal returns. EBL at this point
was >2,000 mL. Further delays in blood transfusion occurred because of
inability to fi nd proper blood administration tubing. Anesthesia was
delayed, but a second I.V. started for more crystalloid. Vital signs became
markedly abnormal: pulse = 144 beats/min, blood pressure 80/30 mmHg.
One further dose of methylergonovine was given and the woman was taken
for a third D&C. She had received 2 units of packed red blood cells by this
point. After the D&C she had a cardiac arrest from hypovolemia and
hypoxia, and was taken to the ICU, where she died 3 hours later despite
intensive supportive care and resuscitative efforts.

42

19
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Benefits of QBL

* QBL reduces the likelihood that
clinicians will underestimate the
volume of blood loss and delay
early recognition and treatment.

* Improves maternal outcomes:

— Improves prompt recognition
and response to hemorrhage
* Decreases denial of blood loss

and delay of live saving
interventions

43
But the hospital was down to its last unit of matching blood, according to court
records. “We didn’t even have enough blood to give her a hysterectomy,” De
Lorenzo said in a deposition.
Benefits of QBL
44

20
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Practice Brief Quantification
of Blood Loss (QBL)

* Suggested Equipment

* Calibrated under-buttocks drapes to
measure blood loss

* Dry weight card, laminated and attached to
all scales, for measurement of items that
may become blood-soaked when a woman
is in l[abor or after giving birth

* Scales to weigh blood-soaked items, ideally
in every labor and operating room and on
the postpartum unit; save costs by using
the scales used to weigh newborns

* Formulas inserted into the electronic
charting system that automatically deduct
dry weights from wet weights of standard
supplies such as chux and peri-pads

45

46

1/21/2019

Methods to
Estimate Blood
Loss

Quantifying blood
loss by measuring

e Use graduated
collection
containers (C/S and
vaginal deliveries)

e Account for other
fluids (amniotic
fluid, urine,
irrigation

21
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QBL Calculator

Cannister Volume (blood volume only)
Total Weight: Laps + Sleeves

Lap Sleeves Used

#of Laps Used

#of Chux Used

Adtional Source of Blood Loss Volume

Add "Total Blood Loss Calculated" below to "Total Delivery Blood Loss" section {for [&0)
TOTAL BLOOD LOSS CALCULATED

Hethod Of Quantiication EBL - Yisual estinete only OBL - Direct meaaure

EBL/QBL During Delivery (mL)

Vaginal and Ce

For Vaginal Births

* Begin right after the
infant’s birth:

— Note amniotic fluid, urine,
etc. in the under-buttocks bag
prior to birth. (applicable if
SROM occurs close to birth or
amnioinfusion performed.)

— RN looks at the bag as soon
as MD/CNM has completed
the delivery to communicate
the amount of blood in the
calibrated drape as QBL.

([ 2([3 (/4[5 (6[F[883]10

GBL - Weight of blood sosked temns:

sarean Births

For Cesarean Births

* Begin when the amniotic
membranes are ruptured (unless
woman is post AROM/SROM) or
after the infant is born:

» Start by using two suction
canisters:
— One for amniotic fluid and second for
QBL.
— Switch suction tubing to the QBL
canister prior to delivery of placenta
(not applicable if ROM prior to
surgery) and document the canister
volume as QBL prior to irrigation.
* Weigh bloody sponges, laps, record
QBL amount after fascia closed and
prior to skin closure .

1/21/2019
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Transfusion Therapy

INFORMED T
Addendum Blood Transfusion Refusal

DO NOT SIGN THIS FORM UNTIL YOU READ AND UNDERSTAND ITS CONTENTS
| PLACE THIS FORM IN THE MEDICAL CHART

PLEASE INITIAL AND CHECK WHICH ONE APPLIES:
INITIAL

ERACTIONS OF HUMAN BLOOD

[ Crycprecipitate
Advance Medical Directive O Albumin
O Interferons
mo Blood MEDICATIONS THAT CONTAIN A FRACTION OF HUMAN BLOOD
[ Rho(D) immune globulin
O Erythropoeitin
O Human immunoglobulin
O Antihemophilic factor kit (1000 unit) (Monaclate P)
o emophilic factor - VWF750 unite (Humate P)
o hrombin 11l (human) (500 unit) (Thrombate 11l)
[ Fibrin sealant component kit 10mL. 4 mL (T
(= A 28 (InfronA)
v/ G
[}
o
O Cardiopuimonary bypass
O Plasmapheresis
0 Hemodsalysis
O other

whether based on religious or personal
- That | can change my mind If 1 do, | mi

joctor or team before they start

ave been
other than the ones which | h:

TURE AND PRINTED NAME)

SIGNATURE of pallent / parson gving consent fegally authornzed 10 4o 50). | Witness 1o signalire (SIG

DATE SIGNED Time AN TPm | DATE SIGNED Tme EOYE

Relationship o paiant (f applicable)

Name of intarprster (1 applicatie)

Wollstar
O Cobb £ Douglas £ Kennestone
O Paulding O Windy Hill

Informed Consent

Addendum Blood Transfusion Refusal

s e e Foge T T 7770TT

=
HiM Approved 52013
“1WSGNT® Consent
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Oxytocin Administration for Management
of 3" Stage of Labor

Oxytocin Administration Guidelines
- ¢  Administration:
RN RS FNCTALION, — Oxytocin 20 units in 1 liter normal
saline (NS) or lactated Ringer’s (LR)
Oxytocin Administration for Management of Third Stage of Labor .
solution

e — Initial bolus rate (500-1000 ml/hour) for 30
minutes followed by a maintenance rate of 125
ml/hour for the next 3.5 hours

R T : *  Provide a minimum infusion time of 4 hours

R o . 200 Dot s, 33 o after delivery.

¢ Give oxytocin 10 units intramuscularly (Im) in
women without intravenous (IV) access.

Magaitude of the Problem

Oxytocin Doses and Ademi

ration

Orytocin Administration Guidetines

¢ For woman who are at high risk for a
postpartum hemorrhage or who have had
cesarean births, continuation beyond 4 hours
is recommended. Rate and duration should be

Active Management of the Third $1age of Labor (AMTSL)

e s Lt dp b titrated according to uterine tone and bleeding.

50
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Ways to prevent PPH in our high risk

51

Blood volume
loss

RIS ~

patients

* Fundal Massage
* Urinating frequently
* Active 3™ stage of labor

* Be aware of maternal

warning signs such as:
Vital Signs

Blood Estimation Table

BP (systolic)

Signs &
symptoms

Degree of shock

/| 500-1000 ml Normal Normal Palpitation, Compensated
(10-15%) dizziness
1000-1500 ml Slight fall > 100 Weakness, Mild
(15-25%) (80-100 mm Hg) tachycardia,

sweating

1500-2000 ml Moderate fall > 120 Restlessness, pallor, [ Moderate
(25-30%) (70-80 mm Hg) oliguria
2000-3000 ml Marked fall > 140 Collapse, air hunger, | Severe
(35-45%) (50-70 mm Hg)

52
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Maternal Deaths in the U.S.

Kassebaum, et al.,2014

M Antepartum
deaths

Intrapartum/Imm
ediate
postpartum
deaths

" Postpartum
deaths (up to 1
year)

A
L

-

4) AWHONN 53

WOMEN AND NEWBORNS

Save Your Life: Get Immediate Care

* Handout for ALL women
to reinforce teaching

S Av E Get Immediate Care for These

Post-Birth Warning Signs
YOUR ;

* Organized by call to LIFE; fmresins
action and specific wmor s oo~ 11l
warning signs of obstetric @ baby~this s vry important. e
hemorrhage, severe et ff‘mm“"“’” =
hypertension, and venous | mmmmmmoms
thromboembolism i

‘ AWHONN

PROMOTING THE HEALTH OF
WOMEN AND NEWBORNS

54
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POST-BIRTH WARNING SIGNS:
POSTPARTUM DISCHARGE EDUCATION CHECKLIST 4

teaching g\ o use when educating all women
al warning s v

Instructions:

2 Pain in chest
3 Obstructed breathing or shortness of breath
O Seizures

2 Thoughts of hurting yourself or your baby

3 Bleeding, soaking through one pad/hour, or blood
clots, the size of an egg or bigger

4 Incision that is not healing
3 Red or swollen leg that is paintul or warm to touch

2 Temperature of 100.4°F or higher

2 Headache that does not get better, even after taking
medicine, or bad headache with vision changes

Below is a suggested conversation-starter:

gYamonn

55

Maternal Mortality
Postpartum Discharge
.- - Education Checklist

A .
> CheCkI Ist Of ta I kl ng Maternal Mortality Postpartum Discharge Education Checklist

Here is an example of how to

points for nurses T | B

e Use with ALL
postpartum women

* Document, sign, and
place in each medical
record after completed

Date Taught

PROMOTING THE HEALTIH OF
WOMEN AND NEWBORNS

‘ AWHONN
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Deon't Rush Me. . .Go the Ful(40
Tips &Tools for Sharing

L Ad & Posters
40 reasons article

- Zone at Health4mom.o
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\
o the Full 40: a consumer camp:
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