Optimizing Outcomes, Reducing Risk for the
Obstetric Patient
This issue of Forum addresses many opportunities for the improvement of
obstetrical care and the reduction of malpractice claims against obstetrical
clinicians. Below is a brief summary.
Patient Assessment

Although physicians need to respond to the circumstances as they present themselves, those faced with situations unfamiliar or worrisome need
to consult with others who are more experienced or knowledgeable, or
simply offer a fresh perspective. If you are experiencing uncertainty, do
not hesitate to request a consult.
2. This patient had a complicated obstetrical history and numerous health
issues. The attending OB/GYN met her for the first time on the day she
was admitted to Labor and Delivery.
Physicians covering for others need some process to gain an understanding
of the patient’s history, status, and any aspects that may place the patient
at increased risk of problems. Once any risks are identified, the care plan
can be appropriately personalized. Without that information on hand, the
covering physician is left to rely on standard procedure and the patient’s
ability and willingness to share crucial information.
3. Communication within the care team broke down and may have delayed
decisionmaking. The OB/GYN’s reluctance to seek a consult, and the nursing staff’s inability to resolve discordance, hindered a prompt and proper
response to the fetal distress.
Inadequate communication among providers regarding the plan of care for
a patient is a common path for substandard care. Teams in which providers
do not trust each other—and thus, do not communicate well—decrease
each individual provider’s ability to work effectively. In a well functioning
team, individuals are better able to anticipate the needs of the others,
including the patient.
4. The patient’s primary nurse expressed to her supervisor concern about
the course of events and the OB/GYN’s plan, but her discomfort was not
resolved after the supervisor spoke to the physician.
Obstetrical nurses have an independent responsibility to the patient and
the unborn child and need support and training that encourages and
enables them to activate the chain of command when:
■■
■■

■■

■■

■■ Preconception: promote
■■ Prenatal: obtain

smoking cessation and weight control.

full medical and obstetrical history.

■■ Patients with history of preterm births: maintain vigilance, e.g.,
■■ monitor cervical length with periodic transvaginal ultrasounds, and
■■ consider administering weekly 17 alpha-hydroxyprogesterone.

Consent

■■ Discuss proposed actions, risks, benefits, and alternatives with the patient

and her partner early on and throughout the patient’s pregnancy.

■■ Discuss

with the patient her plans and expectations for childbirth.

■■ Confirm

with the patient and her partner that the patient is the one
best able to make decisions during labor.

Stillbirth

■■ Initiate preconception counseling regarding weight, aiming to optimize

weight prior to pregnancy.

■■ Encourage
■■ Control
■■ Fetal

smoking cessation.

blood glucose levels.

ultrasound: evaluate for presence of congenital anomalies.

■■ Minimize

higher order multiple gestations (triplets or more).

■■ Monitor

fetal growth with periodic fetal ultrasounds for high risk
pregnancies.

■■ Assess

fetal activity using fetal kick counts.

■■ Have

a low threshold for fetal evaluation with reports of decreased
fetal activity.

Shoulder Dystocia

there is a significant change in the FHR baseline,

■■ Be familiar with the evidence-based risk factors for
■■ history of previous shoulder dystocia,
■■ macrosomia,
■■ gestational diabetes,
■■ small maternal stature, and
■■ operative vaginal delivery: forceps or vacuum.

the attending obstetrician fails to provide care in accordance with the
accepted standard of care,

■■ Select and monitor pertinent process and outcome indicators to identify

the nurse disagrees with the attending obstetrician’s interpretation of
the fetal heart monitor, or
the attending obstetrician prepares an inadequate treatment plan.

Once the chain of command is activated, failure to continue until the issue
of concern is appropriately resolved jeopardizes the patient’s safety and
the clinical team’s liability.

shoulder dystocia:

Quality Measures

opportunities for improving quality and safety of obstetric care in the
ambulatory and hospital setting.

■■ Provide

education and “practice” opportunities for providers (e.g.,
simulation, team training, effective communication, emergency response
drills, use of guidelines/algorithms).

■■ Perform

routine rounds in Labor and Deliver two or more times a day
to facilitate situation awareness, cross-monitoring, and collective appreciation for the plan of care.

Miscellaneous

Note
1		 The American College of Obstetrics and Gynecology defines an acute intrapartum hypoxic
event as one which meets the following criteria:
■■ pH of <7,
■■ early onset of severe or moderate encephalopathy,
■■ Apgar scores of 0–6 for longer than five minutes,
■■ early evidence of multisystem involvement, and
■■ early imaging evidence of acute cerebral abnormality.

CRICO/RMF

■■ Periodically evaluate staff cognitive skills, such as with written examina-

tions as specified by ACOG, AWHONN, ACNM, or AAFP.

■■ Convert

to computer-assisted medication prescribing and order entry
and electronic medical records.
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