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Saving Lives, Improving Mothers’ Care

Surveillance of maternal deaths in the UK 

2011-13 and lessons learned to inform maternity 

care from the UK and Ireland Confidential Enquiries 
into Maternal Deaths and Morbidity 2009-13

Saving Lives, Improving Mothers’ Care 2015 21

Quality of care received
This section includes information from women who 
died between 2009 and 2013 and are included in 
the confidential enquiry chapters of this report 
(including late deaths and women from the Republic 
of Ireland). Table 2.14 shows the classification of 
care as agreed by the assessors for 248 women 
whose case notes were available with sufficient 
information for an in-depth review. Among women 

who died during or within 42 days of the end of 
pregnancy, 41% were assessed to have received 
good care. Among the women who died between 
six weeks and one year after the end of pregnancy, 
for whom case notes were available, 43 (31%) 
women were considered to have received good 
care after detailed assessment.

Table 2.14: Classification of care received by women who died and for whom case notes were 
available for an in-depth review and are included in the confidential enquiry chapters (2009-13)

Classification of care received Deaths within 42 
days (n=108)*
Number (%)

Late deathsƗ 
(n=140)* 

Number (%)

Good care 44 (41) 43 (31)

Improvements to care which would have made no difference to   
outcome 23 (21) 36 (26)

Improvements to care which may have made a difference to   
outcome 41 (38) 61 (43)

Ɨ Deaths between 42 days and one year of end of pregnancy irrespective of cause of death; *includes women 
whose case notes were available with sufficient information for an in-depth review

Local clinicians reports
It was noted in the 2014 report that local clinicians’ 
reports had only been received for 18% of 
those requested for the confidential enquiry. It is 
encouraging that for women who died in 2013, 
this figure has increased overall to 60%. However, 

only with 100% can MBRRACE-UK assessors 
fully take account of any local factors impacting 
on care. Figures for different specialty groups are 
listed in table 2.15.

Table 2.15: Percentages of local clinicians’ reports received for women who died in 2013

Specialty group Percentage of reports requested 
that were received

Obstetricians 63

Anaesthetists 57

Midwives 58

Critical Care Clinicians 65

Emergency Medicine Specialists 41

GPs 69

Physicians 35

Psychiatrists 67

Total 60
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Most Frequently Identified Root Causes of Sentinel 
Events Reviewed by The Joint Commission by Year     

 

The majority of events have multiple root causes 
(Please refer to subcategories listed on slides 5-7)  

 
 

   

 

The reporting of most sentinel events to The Joint Commission is voluntary and 
represents only a small proportion of actual events.  Therefore, these root cause data 
are not an epidemiologic data set and no conclusions should be drawn about the actual 
relative frequency of root causes or trends in root causes over time. 

2010  
(N=802) 

2011 
(N=1243) 

2012 
(N=901) 

  Leadership                     710 Human Factors                           899 Human Factors                           614 
    

  Human Factors          699 Leadership                              815 Leadership                              557 
  

  Communication 661 Communication                           760 Communication                           532 
  

  Assessment 555 Assessment                              689 Assessment                              482 
  

  Physical Environment  284 Physical Environment                    309 Information Management                  203 
  

  Information Management 226 Information Management                  233 Physical Environment                    150 
  

  Operative Care 160 Operative Care                          207 Continuum of Care 95 
  

  Care Planning  135 Care Planning                           144 Operative Care                           93 
  

  Continuum of Care 112 Continuum of Care                       137 Medication Use                       91 
  

  Medication Use 86 Medication Use                          97 Care Planning                           81 
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Human Factors… Do they Matter? 
 
 None: 20.4% Workmanship 

Omissions 

Relationships 

Mentorship 

36.7% 

67.3% 30.6% 
10.2% 

46.9% 

Coroyannakis C, Chandraharan E. Role of the Human WORM on Serious Incidents.   
Int J Gynecol Obstet, 2012 

Human Factors …. Do they Matter?

 Mancanza di:
conoscenza 
esperienza pratica 
competenza

 Incapacità di:
riconoscere il problema 
inquadramento clinico 
programma terapeutico 
appropriato

 Carenza:
nella comunicazione 
nel lavoro di gruppo

 Mancanza:
supporto senior 
multidisciplinarietà

81,8%
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Transforming Communication and Safety
Culture in Intrapartum Care
A Multi-Organization Blueprint

Audrey Lyndon, PhD, RN, M. Christina Johnson, CNM, MS, Debra Bingham, DrPH, RN,
Peter G. Napolitano, MD, Gerald Joseph, MD, David G. Maxfield, BA, and Daniel F. O’Keeffe, MD

Effective, patient-centered communication facilitates
interception and correction of potentially harmful con-
ditions and errors. All team members, including women,
their families, physicians, midwives, nurses, and support
staff, have a role in identifying the potential for harm
during labor and birth. However, the results of collabo-
rative research studies conducted by organizations that
represent professionals who care for women during
labor and birth indicate that health care providers may
frequently witness, but may not always report, problems

with safety or clinical performance. Some of these health
care providers felt resigned to the continuation of such
problems and fearful of retribution if they tried to
address them. Speaking up to address safety and quality
concerns is a dynamic social process. Every team mem-
ber must feel empowered to speak up about concerns
without fear of put-downs, retribution, or receiving
poor-quality care. Patient safety requires mutual
accountability: individuals, teams, health care facilities,
and professional associations have a shared responsibility
for creating and sustaining environments of mutual
respect and engaging in highly reliable perinatal care.
Defects in human factors, communication, and leader-
ship have been the leading contributors to sentinel
events in perinatal care for more than a decade. Orga-
nizational commitment and executive leadership are
essential to creating an environment that proactively
supports safety and quality. The problem is well-known;
the time for action is now.
(Obstet Gynecol 2015;125:1049–55)

DOI: 10.1097/AOG.0000000000000793

Four organizations that represent professionals who
care for women during labor and birth (the

American College of Nurse-Midwives, the American
College of Obstetricians and Gynecologists, the Asso-
ciation of Women’s Health, Obstetric and Neonatal
Nurses, and the Society for Maternal–Fetal Medicine)
and industry behavior expert VitalSmarts recently
came together to study safety issues in labor and deliv-
ery teams. The results of this collaborative research
make clear that perinatal health care providers often
have concerns about patient safety and clinical perfor-
mance but are not always willing or able to speak up
and resolve these concerns.1,2 Effective communica-
tion among team members and with patients is a hall-
mark of safe and highly reliable patient care.
Reluctance or inability to proactively identify and

From the Department of Family Health Care Nursing, University of California
San Francisco School of Nursing, San Francisco, California; the American
College of Nurse-Midwives, Silver Spring, Maryland; the Association of
Women’s Health, Obstetric and Neonatal Nurses and the American College of
Obstetricians and Gynecologists, Washington, DC; the Department of Obstetrics
and Gynecology, Division of Maternal-Fetal Medicine, Madigan Army Medical
Center, Tacoma, Washington; VitalSmarts, LC, Provo, Utah; and the Society for
Maternal-Fetal Medicine, Scottsdale, Arizona.

This document was developed with the participation of the American College of
Nurse-Midwives, the American College of Obstetricians and Gynecologists, the
Association of Women’s Health, Obstetric and Neonatal Nurses, and the Society
for Maternal-Fetal Medicine. The information reflects emerging clinical and
scientific advances as of the date issued, is subject to change, and should not be
construed as dictating an exclusive course of treatment or procedure. Variations in
practice may be warranted based on the needs of the individual patient, resources,
and limitations unique to the institution or type of practice.

The views expressed in this presentation are those of the authors and do not reflect
the official policy of the Department of the Army, the Department of Defense, or
the US Government.

This article is being published concurrently in the May/June 2015 issue (Vol. 44,
No. 3) of Journal of Obstetric, Gynecologic, & Neonatal Nursing and the May/
June 2015 issue (Vol. 60, No. 3) of Journal of Midwifery & Women’s Health.

Corresponding author: Audrey Lyndon, PhD, RN, Department of Family Health
Care Nursing, University of California San Francisco, 2 Koret Way, San
Francisco, CA 94143-0606; e-mail: audrey.lyndon@ucsf.edu.

Financial Disclosure
Mr. Maxfield is employed by VitalSmarts, LC. Although VitalSmarts products
are not mentioned in this article, VitalSmarts, LC, does create training products
that are designed to address the kinds of problems identified in this commentary.

© 2015 by The American College of Obstetricians and Gynecologists. Published
by Wolters Kluwer Health, Inc. All rights reserved.
ISSN: 0029-7844/15

VOL. 125, NO. 5, MAY 2015 OBSTETRICS & GYNECOLOGY 1049

Copyright ª by The American College of Obstetricians
and Gynecologists. Published by Wolters Kluwer Health, Inc.

Unauthorized reproduction of this article is prohibited.

Current Commentary

Transforming Communication and Safety
Culture in Intrapartum Care
A Multi-Organization Blueprint

Audrey Lyndon, PhD, RN, M. Christina Johnson, CNM, MS, Debra Bingham, DrPH, RN,
Peter G. Napolitano, MD, Gerald Joseph, MD, David G. Maxfield, BA, and Daniel F. O’Keeffe, MD

Effective, patient-centered communication facilitates
interception and correction of potentially harmful con-
ditions and errors. All team members, including women,
their families, physicians, midwives, nurses, and support
staff, have a role in identifying the potential for harm
during labor and birth. However, the results of collabo-
rative research studies conducted by organizations that
represent professionals who care for women during
labor and birth indicate that health care providers may
frequently witness, but may not always report, problems

with safety or clinical performance. Some of these health
care providers felt resigned to the continuation of such
problems and fearful of retribution if they tried to
address them. Speaking up to address safety and quality
concerns is a dynamic social process. Every team mem-
ber must feel empowered to speak up about concerns
without fear of put-downs, retribution, or receiving
poor-quality care. Patient safety requires mutual
accountability: individuals, teams, health care facilities,
and professional associations have a shared responsibility
for creating and sustaining environments of mutual
respect and engaging in highly reliable perinatal care.
Defects in human factors, communication, and leader-
ship have been the leading contributors to sentinel
events in perinatal care for more than a decade. Orga-
nizational commitment and executive leadership are
essential to creating an environment that proactively
supports safety and quality. The problem is well-known;
the time for action is now.
(Obstet Gynecol 2015;125:1049–55)

DOI: 10.1097/AOG.0000000000000793

Four organizations that represent professionals who
care for women during labor and birth (the

American College of Nurse-Midwives, the American
College of Obstetricians and Gynecologists, the Asso-
ciation of Women’s Health, Obstetric and Neonatal
Nurses, and the Society for Maternal–Fetal Medicine)
and industry behavior expert VitalSmarts recently
came together to study safety issues in labor and deliv-
ery teams. The results of this collaborative research
make clear that perinatal health care providers often
have concerns about patient safety and clinical perfor-
mance but are not always willing or able to speak up
and resolve these concerns.1,2 Effective communica-
tion among team members and with patients is a hall-
mark of safe and highly reliable patient care.
Reluctance or inability to proactively identify and

From the Department of Family Health Care Nursing, University of California
San Francisco School of Nursing, San Francisco, California; the American
College of Nurse-Midwives, Silver Spring, Maryland; the Association of
Women’s Health, Obstetric and Neonatal Nurses and the American College of
Obstetricians and Gynecologists, Washington, DC; the Department of Obstetrics
and Gynecology, Division of Maternal-Fetal Medicine, Madigan Army Medical
Center, Tacoma, Washington; VitalSmarts, LC, Provo, Utah; and the Society for
Maternal-Fetal Medicine, Scottsdale, Arizona.

This document was developed with the participation of the American College of
Nurse-Midwives, the American College of Obstetricians and Gynecologists, the
Association of Women’s Health, Obstetric and Neonatal Nurses, and the Society
for Maternal-Fetal Medicine. The information reflects emerging clinical and
scientific advances as of the date issued, is subject to change, and should not be
construed as dictating an exclusive course of treatment or procedure. Variations in
practice may be warranted based on the needs of the individual patient, resources,
and limitations unique to the institution or type of practice.

The views expressed in this presentation are those of the authors and do not reflect
the official policy of the Department of the Army, the Department of Defense, or
the US Government.

This article is being published concurrently in the May/June 2015 issue (Vol. 44,
No. 3) of Journal of Obstetric, Gynecologic, & Neonatal Nursing and the May/
June 2015 issue (Vol. 60, No. 3) of Journal of Midwifery & Women’s Health.

Corresponding author: Audrey Lyndon, PhD, RN, Department of Family Health
Care Nursing, University of California San Francisco, 2 Koret Way, San
Francisco, CA 94143-0606; e-mail: audrey.lyndon@ucsf.edu.

Financial Disclosure
Mr. Maxfield is employed by VitalSmarts, LC. Although VitalSmarts products
are not mentioned in this article, VitalSmarts, LC, does create training products
that are designed to address the kinds of problems identified in this commentary.

© 2015 by The American College of Obstetricians and Gynecologists. Published
by Wolters Kluwer Health, Inc. All rights reserved.
ISSN: 0029-7844/15

VOL. 125, NO. 5, MAY 2015 OBSTETRICS & GYNECOLOGY 1049

Copyright ª by The American College of Obstetricians
and Gynecologists. Published by Wolters Kluwer Health, Inc.

Unauthorized reproduction of this article is prohibited.

Current Commentary

Transforming Communication and Safety
Culture in Intrapartum Care
A Multi-Organization Blueprint

Audrey Lyndon, PhD, RN, M. Christina Johnson, CNM, MS, Debra Bingham, DrPH, RN,
Peter G. Napolitano, MD, Gerald Joseph, MD, David G. Maxfield, BA, and Daniel F. O’Keeffe, MD

Effective, patient-centered communication facilitates
interception and correction of potentially harmful con-
ditions and errors. All team members, including women,
their families, physicians, midwives, nurses, and support
staff, have a role in identifying the potential for harm
during labor and birth. However, the results of collabo-
rative research studies conducted by organizations that
represent professionals who care for women during
labor and birth indicate that health care providers may
frequently witness, but may not always report, problems

with safety or clinical performance. Some of these health
care providers felt resigned to the continuation of such
problems and fearful of retribution if they tried to
address them. Speaking up to address safety and quality
concerns is a dynamic social process. Every team mem-
ber must feel empowered to speak up about concerns
without fear of put-downs, retribution, or receiving
poor-quality care. Patient safety requires mutual
accountability: individuals, teams, health care facilities,
and professional associations have a shared responsibility
for creating and sustaining environments of mutual
respect and engaging in highly reliable perinatal care.
Defects in human factors, communication, and leader-
ship have been the leading contributors to sentinel
events in perinatal care for more than a decade. Orga-
nizational commitment and executive leadership are
essential to creating an environment that proactively
supports safety and quality. The problem is well-known;
the time for action is now.
(Obstet Gynecol 2015;125:1049–55)

DOI: 10.1097/AOG.0000000000000793

Four organizations that represent professionals who
care for women during labor and birth (the

American College of Nurse-Midwives, the American
College of Obstetricians and Gynecologists, the Asso-
ciation of Women’s Health, Obstetric and Neonatal
Nurses, and the Society for Maternal–Fetal Medicine)
and industry behavior expert VitalSmarts recently
came together to study safety issues in labor and deliv-
ery teams. The results of this collaborative research
make clear that perinatal health care providers often
have concerns about patient safety and clinical perfor-
mance but are not always willing or able to speak up
and resolve these concerns.1,2 Effective communica-
tion among team members and with patients is a hall-
mark of safe and highly reliable patient care.
Reluctance or inability to proactively identify and

From the Department of Family Health Care Nursing, University of California
San Francisco School of Nursing, San Francisco, California; the American
College of Nurse-Midwives, Silver Spring, Maryland; the Association of
Women’s Health, Obstetric and Neonatal Nurses and the American College of
Obstetricians and Gynecologists, Washington, DC; the Department of Obstetrics
and Gynecology, Division of Maternal-Fetal Medicine, Madigan Army Medical
Center, Tacoma, Washington; VitalSmarts, LC, Provo, Utah; and the Society for
Maternal-Fetal Medicine, Scottsdale, Arizona.

This document was developed with the participation of the American College of
Nurse-Midwives, the American College of Obstetricians and Gynecologists, the
Association of Women’s Health, Obstetric and Neonatal Nurses, and the Society
for Maternal-Fetal Medicine. The information reflects emerging clinical and
scientific advances as of the date issued, is subject to change, and should not be
construed as dictating an exclusive course of treatment or procedure. Variations in
practice may be warranted based on the needs of the individual patient, resources,
and limitations unique to the institution or type of practice.

The views expressed in this presentation are those of the authors and do not reflect
the official policy of the Department of the Army, the Department of Defense, or
the US Government.

This article is being published concurrently in the May/June 2015 issue (Vol. 44,
No. 3) of Journal of Obstetric, Gynecologic, & Neonatal Nursing and the May/
June 2015 issue (Vol. 60, No. 3) of Journal of Midwifery & Women’s Health.

Corresponding author: Audrey Lyndon, PhD, RN, Department of Family Health
Care Nursing, University of California San Francisco, 2 Koret Way, San
Francisco, CA 94143-0606; e-mail: audrey.lyndon@ucsf.edu.

Financial Disclosure
Mr. Maxfield is employed by VitalSmarts, LC. Although VitalSmarts products
are not mentioned in this article, VitalSmarts, LC, does create training products
that are designed to address the kinds of problems identified in this commentary.

© 2015 by The American College of Obstetricians and Gynecologists. Published
by Wolters Kluwer Health, Inc. All rights reserved.
ISSN: 0029-7844/15

VOL. 125, NO. 5, MAY 2015 OBSTETRICS & GYNECOLOGY 1049

Copyright ª by The American College of Obstetricians
and Gynecologists. Published by Wolters Kluwer Health, Inc.

Unauthorized reproduction of this article is prohibited.

Ogni membro del team dovrebbe sentirsi autorizzato a 
parlare di eventuali problemi senza paura di essere 
screditato, punito, o di ricevere una assistenza di scarsa 
qualità

La sicurezza della paziente richiede una responsabilità 
reciproca 

ACCOUNTABILITY - OBBLIGO DI RISPONDERE

Comunicazione e 
Sicurezza



Comunicare nelle emergenze
Current Commentary

Transforming Communication and Safety
Culture in Intrapartum Care
A Multi-Organization Blueprint

Audrey Lyndon, PhD, RN, M. Christina Johnson, CNM, MS, Debra Bingham, DrPH, RN,
Peter G. Napolitano, MD, Gerald Joseph, MD, David G. Maxfield, BA, and Daniel F. O’Keeffe, MD

Effective, patient-centered communication facilitates
interception and correction of potentially harmful con-
ditions and errors. All team members, including women,
their families, physicians, midwives, nurses, and support
staff, have a role in identifying the potential for harm
during labor and birth. However, the results of collabo-
rative research studies conducted by organizations that
represent professionals who care for women during
labor and birth indicate that health care providers may
frequently witness, but may not always report, problems

with safety or clinical performance. Some of these health
care providers felt resigned to the continuation of such
problems and fearful of retribution if they tried to
address them. Speaking up to address safety and quality
concerns is a dynamic social process. Every team mem-
ber must feel empowered to speak up about concerns
without fear of put-downs, retribution, or receiving
poor-quality care. Patient safety requires mutual
accountability: individuals, teams, health care facilities,
and professional associations have a shared responsibility
for creating and sustaining environments of mutual
respect and engaging in highly reliable perinatal care.
Defects in human factors, communication, and leader-
ship have been the leading contributors to sentinel
events in perinatal care for more than a decade. Orga-
nizational commitment and executive leadership are
essential to creating an environment that proactively
supports safety and quality. The problem is well-known;
the time for action is now.
(Obstet Gynecol 2015;125:1049–55)

DOI: 10.1097/AOG.0000000000000793

Four organizations that represent professionals who
care for women during labor and birth (the

American College of Nurse-Midwives, the American
College of Obstetricians and Gynecologists, the Asso-
ciation of Women’s Health, Obstetric and Neonatal
Nurses, and the Society for Maternal–Fetal Medicine)
and industry behavior expert VitalSmarts recently
came together to study safety issues in labor and deliv-
ery teams. The results of this collaborative research
make clear that perinatal health care providers often
have concerns about patient safety and clinical perfor-
mance but are not always willing or able to speak up
and resolve these concerns.1,2 Effective communica-
tion among team members and with patients is a hall-
mark of safe and highly reliable patient care.
Reluctance or inability to proactively identify and

From the Department of Family Health Care Nursing, University of California
San Francisco School of Nursing, San Francisco, California; the American
College of Nurse-Midwives, Silver Spring, Maryland; the Association of
Women’s Health, Obstetric and Neonatal Nurses and the American College of
Obstetricians and Gynecologists, Washington, DC; the Department of Obstetrics
and Gynecology, Division of Maternal-Fetal Medicine, Madigan Army Medical
Center, Tacoma, Washington; VitalSmarts, LC, Provo, Utah; and the Society for
Maternal-Fetal Medicine, Scottsdale, Arizona.

This document was developed with the participation of the American College of
Nurse-Midwives, the American College of Obstetricians and Gynecologists, the
Association of Women’s Health, Obstetric and Neonatal Nurses, and the Society
for Maternal-Fetal Medicine. The information reflects emerging clinical and
scientific advances as of the date issued, is subject to change, and should not be
construed as dictating an exclusive course of treatment or procedure. Variations in
practice may be warranted based on the needs of the individual patient, resources,
and limitations unique to the institution or type of practice.

The views expressed in this presentation are those of the authors and do not reflect
the official policy of the Department of the Army, the Department of Defense, or
the US Government.

This article is being published concurrently in the May/June 2015 issue (Vol. 44,
No. 3) of Journal of Obstetric, Gynecologic, & Neonatal Nursing and the May/
June 2015 issue (Vol. 60, No. 3) of Journal of Midwifery & Women’s Health.

Corresponding author: Audrey Lyndon, PhD, RN, Department of Family Health
Care Nursing, University of California San Francisco, 2 Koret Way, San
Francisco, CA 94143-0606; e-mail: audrey.lyndon@ucsf.edu.

Financial Disclosure
Mr. Maxfield is employed by VitalSmarts, LC. Although VitalSmarts products
are not mentioned in this article, VitalSmarts, LC, does create training products
that are designed to address the kinds of problems identified in this commentary.

© 2015 by The American College of Obstetricians and Gynecologists. Published
by Wolters Kluwer Health, Inc. All rights reserved.
ISSN: 0029-7844/15

VOL. 125, NO. 5, MAY 2015 OBSTETRICS & GYNECOLOGY 1049

Copyright ª by The American College of Obstetricians
and Gynecologists. Published by Wolters Kluwer Health, Inc.

Unauthorized reproduction of this article is prohibited.

Current Commentary

Transforming Communication and Safety
Culture in Intrapartum Care
A Multi-Organization Blueprint

Audrey Lyndon, PhD, RN, M. Christina Johnson, CNM, MS, Debra Bingham, DrPH, RN,
Peter G. Napolitano, MD, Gerald Joseph, MD, David G. Maxfield, BA, and Daniel F. O’Keeffe, MD

Effective, patient-centered communication facilitates
interception and correction of potentially harmful con-
ditions and errors. All team members, including women,
their families, physicians, midwives, nurses, and support
staff, have a role in identifying the potential for harm
during labor and birth. However, the results of collabo-
rative research studies conducted by organizations that
represent professionals who care for women during
labor and birth indicate that health care providers may
frequently witness, but may not always report, problems

with safety or clinical performance. Some of these health
care providers felt resigned to the continuation of such
problems and fearful of retribution if they tried to
address them. Speaking up to address safety and quality
concerns is a dynamic social process. Every team mem-
ber must feel empowered to speak up about concerns
without fear of put-downs, retribution, or receiving
poor-quality care. Patient safety requires mutual
accountability: individuals, teams, health care facilities,
and professional associations have a shared responsibility
for creating and sustaining environments of mutual
respect and engaging in highly reliable perinatal care.
Defects in human factors, communication, and leader-
ship have been the leading contributors to sentinel
events in perinatal care for more than a decade. Orga-
nizational commitment and executive leadership are
essential to creating an environment that proactively
supports safety and quality. The problem is well-known;
the time for action is now.
(Obstet Gynecol 2015;125:1049–55)

DOI: 10.1097/AOG.0000000000000793

Four organizations that represent professionals who
care for women during labor and birth (the

American College of Nurse-Midwives, the American
College of Obstetricians and Gynecologists, the Asso-
ciation of Women’s Health, Obstetric and Neonatal
Nurses, and the Society for Maternal–Fetal Medicine)
and industry behavior expert VitalSmarts recently
came together to study safety issues in labor and deliv-
ery teams. The results of this collaborative research
make clear that perinatal health care providers often
have concerns about patient safety and clinical perfor-
mance but are not always willing or able to speak up
and resolve these concerns.1,2 Effective communica-
tion among team members and with patients is a hall-
mark of safe and highly reliable patient care.
Reluctance or inability to proactively identify and

From the Department of Family Health Care Nursing, University of California
San Francisco School of Nursing, San Francisco, California; the American
College of Nurse-Midwives, Silver Spring, Maryland; the Association of
Women’s Health, Obstetric and Neonatal Nurses and the American College of
Obstetricians and Gynecologists, Washington, DC; the Department of Obstetrics
and Gynecology, Division of Maternal-Fetal Medicine, Madigan Army Medical
Center, Tacoma, Washington; VitalSmarts, LC, Provo, Utah; and the Society for
Maternal-Fetal Medicine, Scottsdale, Arizona.

This document was developed with the participation of the American College of
Nurse-Midwives, the American College of Obstetricians and Gynecologists, the
Association of Women’s Health, Obstetric and Neonatal Nurses, and the Society
for Maternal-Fetal Medicine. The information reflects emerging clinical and
scientific advances as of the date issued, is subject to change, and should not be
construed as dictating an exclusive course of treatment or procedure. Variations in
practice may be warranted based on the needs of the individual patient, resources,
and limitations unique to the institution or type of practice.

The views expressed in this presentation are those of the authors and do not reflect
the official policy of the Department of the Army, the Department of Defense, or
the US Government.

This article is being published concurrently in the May/June 2015 issue (Vol. 44,
No. 3) of Journal of Obstetric, Gynecologic, & Neonatal Nursing and the May/
June 2015 issue (Vol. 60, No. 3) of Journal of Midwifery & Women’s Health.

Corresponding author: Audrey Lyndon, PhD, RN, Department of Family Health
Care Nursing, University of California San Francisco, 2 Koret Way, San
Francisco, CA 94143-0606; e-mail: audrey.lyndon@ucsf.edu.

Financial Disclosure
Mr. Maxfield is employed by VitalSmarts, LC. Although VitalSmarts products
are not mentioned in this article, VitalSmarts, LC, does create training products
that are designed to address the kinds of problems identified in this commentary.

© 2015 by The American College of Obstetricians and Gynecologists. Published
by Wolters Kluwer Health, Inc. All rights reserved.
ISSN: 0029-7844/15

VOL. 125, NO. 5, MAY 2015 OBSTETRICS & GYNECOLOGY 1049

Copyright ª by The American College of Obstetricians
and Gynecologists. Published by Wolters Kluwer Health, Inc.

Unauthorized reproduction of this article is prohibited.

Current Commentary

Transforming Communication and Safety
Culture in Intrapartum Care
A Multi-Organization Blueprint

Audrey Lyndon, PhD, RN, M. Christina Johnson, CNM, MS, Debra Bingham, DrPH, RN,
Peter G. Napolitano, MD, Gerald Joseph, MD, David G. Maxfield, BA, and Daniel F. O’Keeffe, MD

Effective, patient-centered communication facilitates
interception and correction of potentially harmful con-
ditions and errors. All team members, including women,
their families, physicians, midwives, nurses, and support
staff, have a role in identifying the potential for harm
during labor and birth. However, the results of collabo-
rative research studies conducted by organizations that
represent professionals who care for women during
labor and birth indicate that health care providers may
frequently witness, but may not always report, problems

with safety or clinical performance. Some of these health
care providers felt resigned to the continuation of such
problems and fearful of retribution if they tried to
address them. Speaking up to address safety and quality
concerns is a dynamic social process. Every team mem-
ber must feel empowered to speak up about concerns
without fear of put-downs, retribution, or receiving
poor-quality care. Patient safety requires mutual
accountability: individuals, teams, health care facilities,
and professional associations have a shared responsibility
for creating and sustaining environments of mutual
respect and engaging in highly reliable perinatal care.
Defects in human factors, communication, and leader-
ship have been the leading contributors to sentinel
events in perinatal care for more than a decade. Orga-
nizational commitment and executive leadership are
essential to creating an environment that proactively
supports safety and quality. The problem is well-known;
the time for action is now.
(Obstet Gynecol 2015;125:1049–55)

DOI: 10.1097/AOG.0000000000000793

Four organizations that represent professionals who
care for women during labor and birth (the

American College of Nurse-Midwives, the American
College of Obstetricians and Gynecologists, the Asso-
ciation of Women’s Health, Obstetric and Neonatal
Nurses, and the Society for Maternal–Fetal Medicine)
and industry behavior expert VitalSmarts recently
came together to study safety issues in labor and deliv-
ery teams. The results of this collaborative research
make clear that perinatal health care providers often
have concerns about patient safety and clinical perfor-
mance but are not always willing or able to speak up
and resolve these concerns.1,2 Effective communica-
tion among team members and with patients is a hall-
mark of safe and highly reliable patient care.
Reluctance or inability to proactively identify and

From the Department of Family Health Care Nursing, University of California
San Francisco School of Nursing, San Francisco, California; the American
College of Nurse-Midwives, Silver Spring, Maryland; the Association of
Women’s Health, Obstetric and Neonatal Nurses and the American College of
Obstetricians and Gynecologists, Washington, DC; the Department of Obstetrics
and Gynecology, Division of Maternal-Fetal Medicine, Madigan Army Medical
Center, Tacoma, Washington; VitalSmarts, LC, Provo, Utah; and the Society for
Maternal-Fetal Medicine, Scottsdale, Arizona.

This document was developed with the participation of the American College of
Nurse-Midwives, the American College of Obstetricians and Gynecologists, the
Association of Women’s Health, Obstetric and Neonatal Nurses, and the Society
for Maternal-Fetal Medicine. The information reflects emerging clinical and
scientific advances as of the date issued, is subject to change, and should not be
construed as dictating an exclusive course of treatment or procedure. Variations in
practice may be warranted based on the needs of the individual patient, resources,
and limitations unique to the institution or type of practice.

The views expressed in this presentation are those of the authors and do not reflect
the official policy of the Department of the Army, the Department of Defense, or
the US Government.

This article is being published concurrently in the May/June 2015 issue (Vol. 44,
No. 3) of Journal of Obstetric, Gynecologic, & Neonatal Nursing and the May/
June 2015 issue (Vol. 60, No. 3) of Journal of Midwifery & Women’s Health.

Corresponding author: Audrey Lyndon, PhD, RN, Department of Family Health
Care Nursing, University of California San Francisco, 2 Koret Way, San
Francisco, CA 94143-0606; e-mail: audrey.lyndon@ucsf.edu.

Financial Disclosure
Mr. Maxfield is employed by VitalSmarts, LC. Although VitalSmarts products
are not mentioned in this article, VitalSmarts, LC, does create training products
that are designed to address the kinds of problems identified in this commentary.

© 2015 by The American College of Obstetricians and Gynecologists. Published
by Wolters Kluwer Health, Inc. All rights reserved.
ISSN: 0029-7844/15

VOL. 125, NO. 5, MAY 2015 OBSTETRICS & GYNECOLOGY 1049

Copyright ª by The American College of Obstetricians
and Gynecologists. Published by Wolters Kluwer Health, Inc.

Unauthorized reproduction of this article is prohibited.

Riluttanza o inabilità nell’identificare e risolvere i problemi in 
maniera proattiva crea rischi per la sicurezza e indebolisce il 
lavoro di gruppo, con il risultato di una scarsa qualità 
dell’assistenza (nella migliore delle ipotesi) o un danno alla 
paziente (nella peggiore). 

Conflitti interpersonali e nell’ambito del team hanno una 
elevata probabilità di interferire con l’assistenza data alla 
paziente

Comunicazione e 
Sicurezza



Comunicare nelle emergenze

Gerarchie

Paura

Intimidazioni

Mancanza supporto amministrazione

January/February 2009 MCN 31

Clinical Disagreements 
During Labor and Birth:

Abstract
Purpose: To describe how nurses would respond in common
clinical situations involving disagreement with physician col-
leagues during labor and birth. 
Study Design and Methods: An electronic survey, consisting of
five clinical disagreement case scenarios along with two open-
ended questions regarding how to promote effective interdisci-
plinary communication and collaboration, was administered via
a secure Web site. Seven hundred four obstetric nurses in a
mid-size metropolitan area were invited to participate via mail.
One hundred thirty-three nurses responded. Data were ana-
lyzed using descriptive statistics and thematic analysis of open-
ended text responses.
Results: Respondents were primarily aged ≥40, experienced in
labor nursing, and held a BSN; 35% were members of the Asso-
ciation of Women’s Health, Obstetric and Neonatal Nurses, 35%
were certified in electronic fetal monitoring, and 33% were cer-

How Does Real Life Compare to Best Practice?

KATHLEEN RICE SIMPSON, PHD, RNC, FAAN, AND AUDREY LYNDON, PHD, RNC, CNS

tified in inpatient obstetrics. In all five scenarios, most nurses
were aware of current evidence and published standards of
care (range 52%-86%). However, there was a wide discrepancy
between current evidence/standards and what nurses indicat-
ed would occur in actual clinical practice. 
Clinical Implications: In this well-educated and knowledgeable
sample of experienced labor nurses, reports of what would oc-
cur in clinical practice did not match current evidence or stan-
dards of care. Adequate nursing knowledge may not be an ac-
curate predictor of appropriate clinical practice. Confidence in
administrative support appears to be one of the key factors in
empowering nurses to pursue resolution of disagreements in
patients’ best interests, whereas medical hierarchy, fear, and in-
timidation are significant barriers.
Key Words: Clinical disagreements; Perinatal patient safety; Stan-
dards of care; Reasonably prudent nurses; Disruptive behavior.
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and teamwork by providing teamwork training, creat-
ing shared expectations for performance, and providing
a structure for ongoing feedback on unit perfor-
mance.28,29 We expect that such programs, bolstered

by enhanced training in communication and conflict
resolution, are the most likely to produce sustained
improvement in individual and collective behavior.
Programs that have demonstrated significant safety

Table 1. Approaches for Improving Communication

Sources of Potential Miscommunication or Conflict Approach

Differing expectations for information needs, communication
content and style

Team training
Structured communication tools (eg, SBAR; structured handoffs)
Board rounds
Huddles
Explicit elicitation of patient concerns and preferences
Attentive listening

Failure to communicate rationale Routinely ask for plan and reasoning

Inattention to concern Persistently restate concerns until resolved
Consider instituting continuous in-house physician or midwifery
coverage if health care provider fatigue is a frequent concern or
if service is large with many primary care providers

Concerns remain unresolved Ensure adequate staffing and break relief
Ratify plan before concluding conversation

Differing opinions and perspectives on treatment; eg,
differing views on use and dosing of oxytocin

Standardize oxytocin protocol to include shared decision-making
with patients and clear delineation of interprofessional
autonomy and responsibilities

Fetal monitoring methods, interpretation, and management
of complex tracings

Standardize fetal monitoring language and application
Provide regular interprofessional case reviews to discuss
management; role model expression of concern and positive
resolution of differences

Standardize expectations for notification of complications
Articulate and plan for potential problems early in care
Individuals take responsibility for collaboratively discussing
differing views

Avoid professional stereotyping as an explanation for behavior
Consider instituting continuous in-house physician or midwifery
coverage (especially at night)

Disruptive behavior Establish and consistently enforce a code of conduct
Individuals and peers stand up to unprofessional behaviors
Administrative commitment to addressing and resolving issues
such that individuals are held accountable for their actions and
repeat offences are not tolerated

Availability of anonymous incident reporting system
Implementation of tiered disruptive behavior response program

Lack of shared understanding of how communication
affects team performance during an emergency

Develop agreed-on emergency management plans and establish
regular drills that include time to practice how to communicate
concerns and insights

Establish regular debriefings immediately following emergencies
to learn from successes and identify areas for improvement

Elicit insights and concerns from all team members
Record issues identified during drills and debriefings;
communicate these issues effectively to encourage replication of
what went well and work on fixing what needs improvement

SBAR, situation, background, assessment, recommendation.
Modified from Lyndon A, Zlatnik MG, Wachter RM. Effective physician-nurse communication: a patient safety essential for labor and

delivery. Am J Obstet Gynecol 2011;205:91–6.
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and teamwork by providing teamwork training, creat-
ing shared expectations for performance, and providing
a structure for ongoing feedback on unit perfor-
mance.28,29 We expect that such programs, bolstered

by enhanced training in communication and conflict
resolution, are the most likely to produce sustained
improvement in individual and collective behavior.
Programs that have demonstrated significant safety

Table 1. Approaches for Improving Communication

Sources of Potential Miscommunication or Conflict Approach

Differing expectations for information needs, communication
content and style

Team training
Structured communication tools (eg, SBAR; structured handoffs)
Board rounds
Huddles
Explicit elicitation of patient concerns and preferences
Attentive listening

Failure to communicate rationale Routinely ask for plan and reasoning

Inattention to concern Persistently restate concerns until resolved
Consider instituting continuous in-house physician or midwifery
coverage if health care provider fatigue is a frequent concern or
if service is large with many primary care providers

Concerns remain unresolved Ensure adequate staffing and break relief
Ratify plan before concluding conversation

Differing opinions and perspectives on treatment; eg,
differing views on use and dosing of oxytocin

Standardize oxytocin protocol to include shared decision-making
with patients and clear delineation of interprofessional
autonomy and responsibilities

Fetal monitoring methods, interpretation, and management
of complex tracings

Standardize fetal monitoring language and application
Provide regular interprofessional case reviews to discuss
management; role model expression of concern and positive
resolution of differences

Standardize expectations for notification of complications
Articulate and plan for potential problems early in care
Individuals take responsibility for collaboratively discussing
differing views

Avoid professional stereotyping as an explanation for behavior
Consider instituting continuous in-house physician or midwifery
coverage (especially at night)

Disruptive behavior Establish and consistently enforce a code of conduct
Individuals and peers stand up to unprofessional behaviors
Administrative commitment to addressing and resolving issues
such that individuals are held accountable for their actions and
repeat offences are not tolerated

Availability of anonymous incident reporting system
Implementation of tiered disruptive behavior response program

Lack of shared understanding of how communication
affects team performance during an emergency

Develop agreed-on emergency management plans and establish
regular drills that include time to practice how to communicate
concerns and insights

Establish regular debriefings immediately following emergencies
to learn from successes and identify areas for improvement

Elicit insights and concerns from all team members
Record issues identified during drills and debriefings;
communicate these issues effectively to encourage replication of
what went well and work on fixing what needs improvement

SBAR, situation, background, assessment, recommendation.
Modified from Lyndon A, Zlatnik MG, Wachter RM. Effective physician-nurse communication: a patient safety essential for labor and

delivery. Am J Obstet Gynecol 2011;205:91–6.
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and teamwork by providing teamwork training, creat-
ing shared expectations for performance, and providing
a structure for ongoing feedback on unit perfor-
mance.28,29 We expect that such programs, bolstered

by enhanced training in communication and conflict
resolution, are the most likely to produce sustained
improvement in individual and collective behavior.
Programs that have demonstrated significant safety

Table 1. Approaches for Improving Communication

Sources of Potential Miscommunication or Conflict Approach

Differing expectations for information needs, communication
content and style

Team training
Structured communication tools (eg, SBAR; structured handoffs)
Board rounds
Huddles
Explicit elicitation of patient concerns and preferences
Attentive listening

Failure to communicate rationale Routinely ask for plan and reasoning

Inattention to concern Persistently restate concerns until resolved
Consider instituting continuous in-house physician or midwifery
coverage if health care provider fatigue is a frequent concern or
if service is large with many primary care providers

Concerns remain unresolved Ensure adequate staffing and break relief
Ratify plan before concluding conversation

Differing opinions and perspectives on treatment; eg,
differing views on use and dosing of oxytocin

Standardize oxytocin protocol to include shared decision-making
with patients and clear delineation of interprofessional
autonomy and responsibilities

Fetal monitoring methods, interpretation, and management
of complex tracings

Standardize fetal monitoring language and application
Provide regular interprofessional case reviews to discuss
management; role model expression of concern and positive
resolution of differences

Standardize expectations for notification of complications
Articulate and plan for potential problems early in care
Individuals take responsibility for collaboratively discussing
differing views

Avoid professional stereotyping as an explanation for behavior
Consider instituting continuous in-house physician or midwifery
coverage (especially at night)

Disruptive behavior Establish and consistently enforce a code of conduct
Individuals and peers stand up to unprofessional behaviors
Administrative commitment to addressing and resolving issues
such that individuals are held accountable for their actions and
repeat offences are not tolerated
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Clinical Disagreements 
During Labor and Birth:

Abstract
Purpose: To describe how nurses would respond in common
clinical situations involving disagreement with physician col-
leagues during labor and birth. 
Study Design and Methods: An electronic survey, consisting of
five clinical disagreement case scenarios along with two open-
ended questions regarding how to promote effective interdisci-
plinary communication and collaboration, was administered via
a secure Web site. Seven hundred four obstetric nurses in a
mid-size metropolitan area were invited to participate via mail.
One hundred thirty-three nurses responded. Data were ana-
lyzed using descriptive statistics and thematic analysis of open-
ended text responses.
Results: Respondents were primarily aged ≥40, experienced in
labor nursing, and held a BSN; 35% were members of the Asso-
ciation of Women’s Health, Obstetric and Neonatal Nurses, 35%
were certified in electronic fetal monitoring, and 33% were cer-

How Does Real Life Compare to Best Practice?

KATHLEEN RICE SIMPSON, PHD, RNC, FAAN, AND AUDREY LYNDON, PHD, RNC, CNS

tified in inpatient obstetrics. In all five scenarios, most nurses
were aware of current evidence and published standards of
care (range 52%-86%). However, there was a wide discrepancy
between current evidence/standards and what nurses indicat-
ed would occur in actual clinical practice. 
Clinical Implications: In this well-educated and knowledgeable
sample of experienced labor nurses, reports of what would oc-
cur in clinical practice did not match current evidence or stan-
dards of care. Adequate nursing knowledge may not be an ac-
curate predictor of appropriate clinical practice. Confidence in
administrative support appears to be one of the key factors in
empowering nurses to pursue resolution of disagreements in
patients’ best interests, whereas medical hierarchy, fear, and in-
timidation are significant barriers.
Key Words: Clinical disagreements; Perinatal patient safety; Stan-
dards of care; Reasonably prudent nurses; Disruptive behavior.
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ABSTRACT: Background: In the context of rising rates of postpartum hemorrhage and
little data about its effect on women, this study aimed to describe the experiences of care, and
the concerns and needs of women after a significant postpartum hemorrhage. Methods: A
cohort of 206 women with a primary postpartum hemorrhage of 1,500 mL or more and ⁄ or a
peripartum fall in hemoglobin concentration to 7 g ⁄ dL or less and ⁄ or of 4 g ⁄ dL or more was
recruited from 17 major hospitals in Australasia. Women rated their satisfaction with care and
provided written responses to questions in postpartum questionnaires completed in the first
week and at 2 and 4 months postpartum. Results: In relation to care in hospital, consistently
over 20 percent women responded that their needs for information, acknowledgment, and reas-
surance were only met sometimes, rarely, or never. Sixty-two percent reported that they were
given adequate information about their likely physical recovery, and 48 percent about their
likely emotional recovery. Four major themes were identified in response to the open-ended
questions: adequacy of care, emotional responses to the experience, implications for the future,
and concerns for their baby. Conclusions: This study is an important step in identifying the
negative impact of experiencing a significant postpartum hemorrhage during childbirth for
women who survive. Our results suggest that health professionals should pay greater attention
to these women’s informational and emotional needs. (BIRTH 38:4 December 2011)

Key words: birth experience, cohort study, postpartum hemorrhage, qualitative data,
satisfaction with care

Postpartum hemorrhage is a common complication of
childbirth worldwide and a significant contributor to
maternal mortality and morbidity. Data from Australia,
Canada, and the United Kingdom indicate that rates of
postpartum hemorrhage and adverse maternal outcomes

(including death) attributable to postpartum hemorrhage
are increasing (1–4). However, little information has
been published on the short- to medium- or long-term
maternal consequences of a postpartum hemorrhage, and
no studies have specifically explored the experiences of
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adequate information about physical recovery (Fig. 2;
chi-square for trend p = 0.02). A similar trend was
observed in relation to emotional recovery, but it was
not statistically significant.

Open-ended responses

In total, 71 (34.5%) women wrote comments in the first
questionnaire that reflected some degree of concern
about their labor and birth, 65 (38%) at 2 months post-
partum, and 51 (31.9%) at 4 months postpartum.
Eighty-four (49%) participants responded to the oppor-
tunity at 2 months postpartum to write additional com-
ments about their care in hospital and since discharge,
and 68 (40%) made suggestions about additional infor-
mation that would have been helpful. Four major
themes were identified in the responses to the open-
ended questions: adequacy of care, emotional responses
to the experience; implications for the future; and
concerns for their baby.

Adequacy of care

Women expressed concerns over the adequacy of care
both during their hospital stay and subsequently. Of par-
ticular note were concerns that what had occurred could
have been avoided, and also, that information provided
at the time of the hemorrhage was inadequate.

The most common concern, reported by 63 women,
was that the postpartum hemorrhage could have been
avoided if only their labor, birth, and ⁄ or postdelivery
care had been managed differently. In total, 17 women
reiterated the same concern in one or more of the ques-
tionnaires, including 5 women at all three time points.

I believe that if appropriate care was given, I would not have
lost the amount of blood that I did lose. (PID 15, multipara,

4 mo postpartum)

Thirty-three women wrote comments indicating that
they were bothered because they had not been given ade-
quate information to help understand what had happened
to them during their labor and birth. Nine of these
women expressed the same concern in more than one
questionnaire. Of particular need was more information
on the train of events and on what potentially caused the
postpartum hemorrhage. Information that was given at
the time of delivery was not necessarily understood or
absorbed.

A lot of the upsetting feelings that I had when thinking about

the experience of the post-partum bleed come from the fact that

I didn’t understand what was happening at the time. I heard
someone say I had lost about 2 L of blood, which I understood

to be life threatening, and nobody spoke directly to me to say

whether it was or it wasn’t. I was incredibly frightened and

didn’t get any reassurance. I couldn’t ask as I was in a lot of
pain and had the gas nozzle in my mouth. (PID 86, primipara,

2 mo postpartum)

I have been given no details as to why I haemorrhaged or what

they did to stop the bleeding. (PID 118, multipara, 4 mo post-

partum)

The effect of lack of confidence in caregivers was
expressed by one woman as follows:

I did not know the midwife before the delivery, and I found her

to be very unsupportive and impatient towards me. When

I began haemorrhaging shortly after delivery, she made a great
effort not to acknowledge me as she tried to stop the bleeding.

Table 1. Responses at 2 Months Postpartum to the Question: ‘‘How Did You Feel about the Care You Received in Hospital
When You had Your Baby?’’

Questions
Always
No. (%)

Mostly
No. (%)

Sometimes
No. (%)

Rarely ⁄ Never
No. (%)

Did you feel fully informed about what was happening? 55 (32.2) 79 (46.2) 32 (18.7) 5 (2.9)
Were you given adequate explanations about the
procedures involved in your treatment?

71 (41.5) 58 (33.9) 38 (22.2) 4 (2.3)

Were you given adequate explanations about what
to expect?*

59 (34.9) 63 (37.3) 39 (23.1) 8 (4.7)

Did you have the opportunity to ask the questions you
wanted to ask?

84 (49) 51 (30) 31 (18) 5 (3)

Were you encouraged to ask questions?* 61 (35.9) 51 (30) 36 (21.2) 22 (12.9)
Did you feel as though what was happening to you was
acknowledged by the nurses ⁄ midwives and doctors?*

66 (38.2) 64 (37.7) 30 (17.7) 10 (5.9)

Did you think the doctors and nurses ⁄ midwives were
mindful of how you were feeling?

58 (33.9) 66 (38.6) 37 (21.6) 10 (5.9)

Did the doctors and nurses ⁄ midwives reassure you about
what was happening?

59 (34.5) 67 (39.2) 32 (18.7) 13 (7.6)

*There were one or two missing responses for these questions; all other questions had 171 responses.
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But as she failed to hide her panic and she had never once
assured me that I could trust her, I was terrified!! (PID 326,

multipara, 1 wk postpartum)

Some women related a perception of staff shortages:

Midwives were too busy to explain things or offer reassurance.
(PID 55, primipara, 2 mo postpartum)

Feeling that they had been discharged too soon was
also an issue:

Because the hospital was full, they pushed me to go home when

I didn’t feel I was ready – was still fainting some of the time.

(PID 203, primipara, 2 mo postpartum)

Some women described perceived deficiencies in
postnatal care or follow-up:

I do sometimes wonder how it is possible that I was allowed to

go home two days after the birth and postpartum hemorrhage.
(PID 157, multipara, 4 mo postpartum)

I haven’t received more than one check-up (I had one from the

midwife in the first week at home). (PID 390, primipara, 2 mo

postpartum)

Women suggested that additional information about
what to expect in terms of physical recovery after the
postpartum hemorrhage would have been helpful. They
were keen to know how long their recovery might take
and whether or not they would need additional support.

I was not given information regarding the extra time recovery

would take after losing a lot of blood. I felt I was not coping as
I compared myself to women who had more ‘‘normal’’ births

without blood loss. (PID 339, primipara, 2 mo postpartum)

Women also wanted more information about how to
restore their hemoglobin levels after a postpartum
hemorrhage.

Perhaps information on what supplements ⁄ diet ⁄ exercise could

be done to help quicken the recovery from the exhausting

effects of (physically and emotionally) suffering from a haem-
orrhage. (PID 3, primipara, 2 mo postpartum)

Emotional responses to the experience

Commonly expressed emotional responses to women’s
labor and birth experiences included disappointment,
distress over memories, and ongoing distress. Several
women indicated that they would have liked more infor-
mation on what to expect after a postpartum hemorrhage
and what support services might be available. Some
women talked about slowly coming to terms with what
had happened to them.

Twenty-five women said that they were disappointed
with their labor and birth experiences, and five women
reiterated their feelings at more than one time point.
One woman described her resultant grief:

I am still ‘grieving’ the loss of my vaginal birth. To get so close

after one c-section, only to have another one is very depressing

and upsetting. In saying that … the staff and my care that my
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Fig. 1. Overall satisfaction with health care received,
assessed at 2 months postpartum, by estimated blood
loss (EBL).
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Fig. 2. Responses to question asked at 2 months post-
partum: ‘‘Were you given adequate information in
hospital about what to expect about your PHYSI-
CAL ⁄ EMOTIONAL recovery after you were discharged
from hospital?’’ by estimated blood loss (EBL).
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But as she failed to hide her panic and she had never once
assured me that I could trust her, I was terrified!! (PID 326,

multipara, 1 wk postpartum)

Some women related a perception of staff shortages:

Midwives were too busy to explain things or offer reassurance.
(PID 55, primipara, 2 mo postpartum)

Feeling that they had been discharged too soon was
also an issue:

Because the hospital was full, they pushed me to go home when

I didn’t feel I was ready – was still fainting some of the time.

(PID 203, primipara, 2 mo postpartum)

Some women described perceived deficiencies in
postnatal care or follow-up:

I do sometimes wonder how it is possible that I was allowed to

go home two days after the birth and postpartum hemorrhage.
(PID 157, multipara, 4 mo postpartum)

I haven’t received more than one check-up (I had one from the

midwife in the first week at home). (PID 390, primipara, 2 mo

postpartum)

Women suggested that additional information about
what to expect in terms of physical recovery after the
postpartum hemorrhage would have been helpful. They
were keen to know how long their recovery might take
and whether or not they would need additional support.

I was not given information regarding the extra time recovery

would take after losing a lot of blood. I felt I was not coping as
I compared myself to women who had more ‘‘normal’’ births

without blood loss. (PID 339, primipara, 2 mo postpartum)

Women also wanted more information about how to
restore their hemoglobin levels after a postpartum
hemorrhage.

Perhaps information on what supplements ⁄ diet ⁄ exercise could

be done to help quicken the recovery from the exhausting

effects of (physically and emotionally) suffering from a haem-
orrhage. (PID 3, primipara, 2 mo postpartum)

Emotional responses to the experience

Commonly expressed emotional responses to women’s
labor and birth experiences included disappointment,
distress over memories, and ongoing distress. Several
women indicated that they would have liked more infor-
mation on what to expect after a postpartum hemorrhage
and what support services might be available. Some
women talked about slowly coming to terms with what
had happened to them.

Twenty-five women said that they were disappointed
with their labor and birth experiences, and five women
reiterated their feelings at more than one time point.
One woman described her resultant grief:

I am still ‘grieving’ the loss of my vaginal birth. To get so close

after one c-section, only to have another one is very depressing

and upsetting. In saying that … the staff and my care that my
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Informazioni su cosa è successo

Informazioni in merito alle implicazioni per le gravidanze 
future, soprattutto in termini di rischio di ricorrenza

Maggiore considerazione delle possibili conseguenze sul 
piano emotivo

Strategie di assistenza nel periodo di recupero fisico nel 
post partum

Comunicare nelle emergenze: con la paziente….
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