	MAJOR HAEMORRHAGE SIMULATION

	PHASE 1: Information for Faculty

	Scenario Title

	Major Haemorrhage Simulation – Obstetric

	Target Group

	All healthcare professionals likely to encounter and manage major obstetric haemorrhage in a delivery suite and operating theatre setting:
· The multi-professional team 
· Portering staff
· Blood Bank/ Transfusion Laboratory staff

	Learning Outcomes

	Technical

	By the end of the training, the learner will manage an obstetric patient with significant haemorrhage in a simulated scenario, demonstrating correct prioritization of interventions, effective communication with the team, and adherence to safety protocols.

By the end of the training, the learner will identify clinical indicators for activating the local Major Obstetric Haemorrhage Protocol and initiate the protocol during a simulated obstetric emergency.

	Non-Technical

	Teamworking: Coordinating activities of the team in emergency, exchanging information at points of handover, using assertiveness if required, assessing capabilities of the team

Task management: Planning for subsequent steps in, prioritising management options. Following guidelines, identifying and utilising resources – personnel and technical.

Situational awareness: Gathering information on arrival, recognising critical incident, anticipating next steps.

Decision making: Identifying options at all stages, balancing risks and selecting options including step down and difficult decision making (person centred care) and continuous re-evaluation.

Communication: Ensuring appropriate clear, concise communication is undertaken in a timely manner, both within teams and between teams in the delivery suite, the operating theatre and with teams outside of the theatre (e.g. transfusion laboratory). Ensuring closed loop conversations is used to support situational awareness.

Documentation: Where possible assign a scribe to capture to capture/document all necessary clinical information, including traceability of blood units for their final fate. 



	Setting, Equipment, Personnel and Props

	Setting

	· In the delivery suite and potential transfer to the operating theatre.
· Ideally, run the simulation in a delivery suite / actual theatre so the real-world equipment is in situ.


	Equipment

	· This exercise does NOT require a high-fidelity mannequin but could be used with one and pelvic fluid bag for rub up procedures. 
· A method to communicate vital signs is required. Options include: 
· Whiteboard or paper-based technique.
· Tablet-based technique using app-based software (example obstetric simulation mannequin and iPad).
· Software from high-fidelity mannequin.
· Birthing bed / Operating theatre table – with the ability to set to the lithotomy position 
· Mannequin / role player
· Anaesthetic machine and standard monitoring equipment
· Surgical drapes (available)
· Surgical equipment
· Diathermy if required
· Cell salvage equipment
· Oxygen and suction (and consumables)
· Treatment for major haemorrhage incl. blood products and relevant drugs (Combined Oxytocin and Ergometrine, Oxytocin, Misoprostol, Carboprost, Carbotocin), IV fluids (e.g. 500ml bag NaCl), Tranexamic acid,
· Scales to weigh swabs
· Blood warmer and warming blanket / mattress


	Personnel

	Faculty
· Embedded personnel (Midwife / Theatre Nurse / support worker)
· Patient voice
· Senior support

Non-faculty
· Midwifery team (midwives, obstetricians, MCSWs)
· Theatre team routine for this surgical procedure
· Portering staff
· Blood Bank/Transfusion Laboratory representative



	Props

	· Patient ID band
· 2 x large bore 14/16g cannulas, IV fluids (Crystalloids) via standard IV giving set connected (running by gravity)
· Monitoring – BP cuff, 3 lead ECG, SaO2 probe
· Telephone
· Electronic clinical workstation
· Patient notes
· Electronic drug chart / paper-based drug chart/ blood authorisation chart
· Fluid balance charts
· MEOWS / MEWS chart 
· Incontinence sheets and sanitary pads – mimic bleeding
· G&S blood sample tubes (including 2nd group check if required), FBC, U&E’s Coagulation, U&E’s, blood gas (ABG), TEG / RoTEM 
· Blood bags (Red Blood Cells, Platelets, Fresh Frozen Plasma and Cryoprecipitate) emergency O RhD negative red cells
· Baseline observations and blood results
· Urinary catheter and catheter bag
If situation deteriorates and surgery is required prepare patient for transfer to theatre: -
· ET tube, filter and breathing circuit
· Anaesthetic drugs and chart
· Bakri balloon 


	Abbreviations

	BP      
	Blood pressure

	HR     
	Heart rate

	RR      
	Respiratory rate

	SpO2 
	Peripheral oxygen saturations

	IM      
	Intramuscular

	FBC  
	Full blood count

	U&Es
	Urea and Electrolytes

	TEG
	Thromboelastography

	ROTEM
	Rotational Thromboelastometry

	INR    
	International normalised ratio

	ABG  
	Arterial blood gas

	MDT  
	Multidisciplinary team

	MEOWS
	Modified Early Obstetric Warning Score

	MEWS
	Modified Early Warning Score

	ETT/ET tube
	Endotracheal Tube

	ID
	Identification 

	NVD 
	Normal Vaginal Delivery

	TXA



	Tranexamic Acid

	PHASE 2:  Scenario Script

	Brief
The information you will share with the participants at the start of the session

	34-year-old woman Gravida 2 Para 2 (G2P2). Spontaneous vaginal delivery, 30 minutes ago. Full term
Uncomplicated labour, duration 5 hours. Estimated Blood Loss (EBL) at birth 300mls.
Healthy male, 4.2kg, Apgar 9/9.
Complaining feeling wet between her legs, trickle of blood noticed, pad changed.

	Handover of the clinical scenario (synopsis) 
SBAR – situation background assessment recommendation

	Situation
	Patient has started bleeding heavily approximately 30 minutes after a spontaneous vaginal delivery.

	Background
	Patient is a 34-year-old G2P2 who delivered vaginally without complications. The third stage was managed actively with oxytocin IM. Placenta was delivered intact. No history of bleeding disorders, no previous PPH, Hb 101g/L at 34 weeks

	Assessment
	She's now tachycardic at 120 bpm, BP 100/60, RR 22/min, SaO2 98%, Temp 36.8°C, she’s soaking pads every few minutes. Uterus feels boggy and not well contracted. Estimated blood loss is about 800 mL and ongoing. She's becoming pale and anxious.

	Recommendation
	We need immediate medical review to assess and manage postpartum haemorrhage. I've initiated uterine massage and called for help.

	Background Information
This information is for the facilitator. Appropriate information should be provided to the participant on request

	Patient Demographics

	Location
	Delivery suite
	Gender
	Female

	First Name
	[Insert First Name]
	Surname
	[Insert Surname]

	DoB
	[DD/MM/YYYY]
	Hospital No
	[Insert Hospital #]

	Past Medical History 

	34-year-old woman G2P2. 
2 previous normal vaginal deliveries (NVD), Hb 101g/l at 34/40

There is/isn’t a valid group and screen for the patient 

The closest blood fridge with emergency blood is [Insert Location]

Your hospital transfusion laboratory:
-	does/does not stock-hold FFP [frozen/pre-thawed]
-	does/does not stock-hold platelets
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	Scenario Story Board

	Timing
	Clinical Condition
	Desired participant behaviours & actions

	Beginning

Learning outcome for this state:

Recognise the need for major obstetric haemorrhage protocol (MOHP) activation and demonstrate ability to activate the local MOHP.


Teamworking

Situational Awareness

Decision making

Communication (including birthing partner / family)
	Patient:
Birthing bed, semi-recumbent, 

Physiology:
Temp 36.8°C, HR 120bpm, BP 100/60, RR22, SaO2 98%.
CRT = 2s

Events:
NVD ongoing blood loss estimated at 800mls, 
0-5 mins midwife in the room has rubbed up a contraction with no improvement.

	Learner actions:
May or may not happen
Focus on what does happen

Early recognition of changes in patient’s physiology

Positioning – supine. Commence continuous monitoring

A-E assessment: -
A= O2 therapy 15litres NRB mask

B= monitor RR and SaO2

C= BP, Pulse cand CRT -IV access (2 wide bore cannulas). 

Bloods – FBC, U&Es, Coagulation (including fibrinogen) and G&S (2nd group check if unknown historic one not on system), blood gas
Warm IV Crystalloids 
Insert urinary catheter

D= Drugs (Uterotonics and TXA), 

E= check 4 Ts (Tone, Tissue, Trauma and Thrombin), recheck placenta and membranes 

Effective communication to MDT

Discussion about management of the patient, 

Learner asking for advice, including communicating with Haematologists and senior staff.

Activation of major obstetric haemorrhage protocol (MOHP) when reaches 1000mls

	Transition trigger:
The one learner action that must happen, aligned to LO: -

Recognition of deteriorating patient condition and onset of major obstetric haemorrhage - 
Activation of the MOHP

Prompts:
Physiology
HR 120bpm, BP 100/60, RR 22/min
SaO2 98%
Increase in PV bleeding, dizziness, nausea.

Patient response
Physiological changes noted 

Faculty response
Prompt learners to give feedback on patient’s status and plan of care.
	Teaching points:

Recognition of the deteriorating patient.

Effective communication

Management of obstetric emergency

MDT Working

Recognition of a major obstetric haemorrhage and early escalation 

Knowledge of local MOHP activation









	Scenario Story Board

	Timing
	Clinical Condition
	Desired participant behaviours & actions

	Middle

Learning outcome for this state:

Demonstrate safe and proficient management of woman with significant bleeding

Communication (including birthing partner/family)

Decision making

Team working

Task Management


	Patient

Ongoing bleeding 

Vital signs deteriorating

Physiology
HR 135bpm, BP 80/40, RR 28/min, Temp 36.3°C SaO2 94%, EBL 1500mls, CRT 4s.

Events
Uncontrolled bleeding continues



	Learner actions:
May or may not happen
Focus on what does happen

Management of the bleeding patient:

Clear and effective communication to MDT 

Ensure 2 IV access wide bore cannulas are insitu

Continue with Uterotonic drugs

Consider bimanual compression

Reassess 4Ts

Communicating with transfusion team

Authorise blood components and completion of appropriate documentation

-Requesting emergency units from the closest remote blood fridge

Monitor progress, POC testing including TEG and revaluation of EBL every 15 minutes

Consider transfer to theatre for mechanical / surgical measures i.e. Bakri balloon insertion / or other surgical intervention
	Transition trigger:
The one learner action that must happen, aligned to LO: -

Effective management of a major obstetric haemorrhage:
Sourcing blood components (group specific or emergency)
- use of cell salvage
- Tranexamic Acid
- Calcium chloride supplementation if part of local major obstetric haemorrhage protocol


Prompts:
Physiology
SaO2 94%, HR 140bpm, BP 80/40, RR 28/min CRT 4s
Continued uncontrolled PV bleeding

Faculty response
Prompting learners if required to give blood components


	Teaching points:
Management of the deteriorating patient

Effective MDT communication (including safe transfer to theatre and new teams)

Prioritisation of care

Recognition of the importance of clear communication with Blood Bank/Transfusion Laboratory

Cell salvage training if required

Awareness of hypothermia and effect on coagulopathy - patient warming equipment training

Awareness of emergency blood components and how to access them

Resources available within clinical area to interpret TEG/ROTEM














	Scenario Story Board

	Timing
	Clinical Condition
	Desired participant behaviours & actions

	End

Learning outcome for this state:

Documentation

Communication (including birthing partner/family)
	Patient
Stabilising post haemorrhage 

Physiology
Stabilising 
HR 108bpm, Temp 36.5 °C, BP 100/65, RR 22/min, SaO2 98%, CRT 2s


Events
Major obstetric haemorrhage managed by mechanical / surgical measures and patient has stabilised

	Learner actions:
May or may not happen
Focus on what does happen

Continual reassessment of patient’s condition

Communicating with MDT to continue to monitor patient’s vital signs

Continue with the authorisation and administration of blood components and blood products as required

Linking in with Blood Bank/ Transfusion Lab to communicate status of the patient and inform them of stand down once haemorrhage is fully under control.

	Transition trigger:
The one learner action that must happen, aligned to LO: -

Blood components being transfused and patient stabilised

Prompts:
Physiology 
HR 108bpm, Temp 36.5, BP100/65, RR 22/min, SaO2 98%, CRT 2s

Bleeding stopped and operation completed once stabilised

Faculty response - 
Encouragement towards learners for completing the MH sim

	Teaching points:

Ensuring that Local MOH policy/guidelines are followed

Debrief Skills

Feedback Skills

Documentation completion in real-time

Effective communication skills with MDT

Learning when to step down all departments post MH

Local incident/risk reporting where appropriate




