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This packet contains esseml information for orientation, please review prior to
your first day.

Welcome to the OB deck at Skyidgye!

1 Facility
Communication
Labor deck
OR
PACU
Med room
Supply rooms
Post-partum unit
Pharmacy
Main OR
Interventional Radiology
Call room
Locker room
MD Lounge

1 Emergency Carts
Crash
Code White
Lipid Resuscitation
MH
Difficult Intubation

Anesthesia Machine /Cart
Epidural Carts

Epidural Pumps

OB Log

Documentation

Patient Care
Post-Partum Rounds
Epidural Blood Patch
Attachments
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Facility
Badge access is reqred on the labor deck and posfpartum unit. Codes to locked
doors and secure cartswill be provided at orientation. The L&D nursing staff and CRNAs
utilize Spectralink phones; SDA fpysicians use their cell phones. A dedicated Spectralink
phone is assigned to the CRNA daily.

Emergency Carts
Familiarize yourselfwith the carts contents. Stock for emergency carts is
maintained by the OR tech and they should be notified if you use the cafthe GlideScope
is located between OR rooms.

Anesthesia Machine/Cart

You will receive an orientation to the OB OR bye SDA physicianThere is
assistance maintaininganesthesiastock by the OR techBut the supply for anesthesia is
primarily the responsibility of the CRNA.It is imperative that the OR is readied at the
beginning of each shift, again after a case, aatlend of shift.

Medicationsmay not be left unattended in the OR; please use the lock boxes (key
access).Open, unlabeled, emty patient syringes are allowed. Spinal block kits are allowed
to be opened and unattended in the OR prior to the cass long as any medications are
secured. All open unused medication must belisposed ofat the end of the caseNarcotic
wasting can be performed at the Pyxis machine with an RN (physician) witnessing the
waste.

Please resolve any equipment issues immedigly. Please resolve pharmacy/pyis
issuesASAR Do not let ORequipment, supply, or medicationissues go forward to the next
shift.

Epidural Cart

Epidural cart supply is maintained by the OB anesthesia team and should be
checkeddaily. In order to maintain consistent organization and user friendly access fease
do not overstock the carts or add additional supplies to the par thatre not in general use
by the entire team.

Medication syringes that are labeled appropriately may be k# in the locked cart.
Discard unused medtation at end of shift.

Pharmacy is responsible for restockingll cart medications.

Epidural Pumps

A tutorial on the pumps will bedone at orientation. Pumps and suppliesare located
in the med room. Epidural pumps on the L&D unit are purchased by the L&Bepartment
and are unit specific in programming.Therefore, epidural pumps are not allowed to leatre
unit or be loaned to othedepartments. Some pumps have power corsland all must have
batteries. Pleasenotify Biomed by phone to retrievea nonfunctioning pump and begin
repair ASAR Notify the unit secretaryas wellso that she carsubmit a work order. Ranove
the pump from the case andtore the case/cords inthe pump cabinet. Please place a red
tag on the pump. Do not put a norfunctioning pump in the general supply room Biomed



bin, asit will not be retrieved. Leave a note in the pump cupboard indicating that a pump
has gone to Biomed with the dateAny broken PCEAords, power cords, or dck boxes are
to be discarded in thetrash; they cannotbe repaired. Extra supgies for pumps are
available on the deck.

OB Log

A tutorial will be provided at orientation. The OB log is used fabilling, post-
partum rounds, patientsurveys, and general communication regarding specific cases. Itis
essentialthat information be accurate and loggedt point of service. Once all sections are
completed a checkmark will occur on the case log. Any comments to the billing department
such as additionalface-to-face time, ASA qualifiers, or directeghysician unit designations
are made in the billing section. Any comments to staff members regarding case care are
made in the comment section.The patient satisfaction surveyis located in he lower
section and is completed at time of service tfacilitate post-partum rounding.

Documentation

A tutorial on typical chart documentation will occur at orientation. The OB
anesthesia recordfor labor epidurals and Gsectionsis a paper chart. Patient health
history, vital signs, labs, and labor progress are located via ti&PN chart and Meditech.

All orders are done through CPOE and the SDA physician msgn orders within
24 hours. CPOE order sets for pr@p, pacu, and Duramorplspinals are available. Please
notify the physician of any orders that need to be signedripr to the end of their shift.

The epidural chart and Gsection chart are the sameHowever, a new anesthesia
record is started if a laboring @tient goes to Gsection.

The epidural placement stampis located in the epidural cart. An additional stamp
for pump setting confirmation is also required andocated in the cart For medical record
compliance all blanks must be filled in or crossed througtand all signatures must le
accompanied by printed name. Scamnesthesiarecords to pharmacy at theend of the case
and place recordin the patient chart.

Patient Care
The morning shift starts at 7am. Report is communicated by theut-going physician
to the oncoming anesthesia staff and is to include censust@nt health concerns running
epidurals, scheluled Gsections, and atient follow-up needs. At that time, the SDA
physician will determine the plan of care for the day and assign responsibilities tthe
members of the anesthesia team
Typically the flow of the day is as follows:
1 Receive report
1 Chedk epidural carts and OR for readiness and stock supply
1 Meetpatients with running CLES confirm satisfactory paincontrol, reinforce pain
management plan
9 Start pre-procedure process with unblocked @tients including obtaining patient
history, labs, consentand education regarding epidural pain management plan of
care.



1 Assist w/epidural placement.This includes obtaining meds, pump set up, gtient

positioning, charting, patient education,and OB logThe anesthesia provider

initiates time outs.

Place epiduals if directed by SDA anesthesiologist

Monitor patients: document all aspects ofatient care including vital signs,

interventions and patient response to painmanagement. Treat as needed

hypotension, n/v, itching and inadequate pain relief

1 At delivery/conclusion of CLE caseswaste epidural medications and complete
documentation.

1 Assist w/ pre-op process forscheduledGsections including obtaining @tient

history, labs, consent, and @tient education

Provide anesthesia fo C-sectionsif directed by SIA anesthesiologist

Assist w/ the laboring to Gsectionpatient as needed includingepidural bolus to

raise level, preop meds,and patient transfer. Administer anesthesiaasdirected by

SDAphysician

1 Complete postpartum rounds. The SDA RN will do this MF; it is the responsibility
of the CRNA orthe weekend

= =

= =

Patient Satisfaction/HCAHPS survey awareness
1 There are two types of patient feedback mechanisms, OB log survey and HCAHPS
1 Inthe HCAHPSurvey, there are three categories of questions in which the oa
provided by the SDA team may be evaluated
#1 Questions regarding patients perception of how they were treated:
1. Did the nurses/doctors treat you with courtesy and respec?
2. How often did the nurses/doctorslisten carefully to you?
3. How often did the nurses/doctors explain things in a way that you
understood?
#2 Questions about pain control:
1. How often was your pain weltcontrolled?
2. How often did the hospital staff do everything they could to help you with
your pain?
#3 Questions about givingnedications andproviding information to the patient:
1. Before giving you new medication, did hospital staff tell you what it was for?
2. Before giving you new medication, did hospital staff describe possible side
effects in a way you could understand?

Preference Cards

Spedfic preferences for each SB physician are printed on the carcand amended as
needed.These are located at thanesthesia hubon L&D. Pre-op medication preferences
for SDA physiciansare also listed in the med room.



Epidural Placement

The L&D staf nurse for each @tient pulls the tray, tubing, and tegadermthese
items will already be in theroom.

The majority of SDA physicians do not require &L LR bolus if the atient is
euvolemic. The majority of SDA physicians do not requir@platelet count for the healthy,
pregnant patient that is not on anticoagulant therapy and is without pregnancy
complications.

CLE and CShre acceptable; catheters are preferred to beno more than 5cmin the
space.Prolonged time for placement attenpts is not acceptable. If unable to placeCLEin 3
attempts or 15 minutes call the SDA physician.

Epidural Medication s

Epidural infusions: premixed 0.1% Bupivacaine w/ Fentanyl 2mcg/ml in a 250ml
bag. Pump rates are typically 10ml lourly rate, 8-10ml PCEAbolus, 15min lock out.

Top off gptions: 5ml of 1.5% Lidocaine w/Epi or 5-10ml of 0.125% Bupivacaine.
Top offs are often given w/ 100mcg Fentanyl.

CLEplacement load dose:3-5 ml test dose w/ 100 mcg Fentanyl, pusiPCEAbutton
for load (optional).

CSE placemet load dose: 12.5-25 mcg Fentanyl intrathecal andBupivacaine
1.25mgintrathecal (optional).

CLE Troubleshooting

Bolus dosing, pulling catheter back, change oapent position, and pump rate
changes areaccefable. Replacement of the CEis necessay if these interventions are
ineffective. Keep the SDA anesthesiologist updated regarding troublesome epidurals and
interventions.

C-section classification

The current nomenclature for Gsection classification is as follows:
EMERGENT: Immediate thredb the health or life of the woman or fetusNO AVOIDABLE
DELAY from decision to incision.
URGENT: Concerfor maternal or fetal status thatis not immediately life threatening.
Time from decision to incision is less than 30 min.
INDICATED: No significat concern for maternal or fetal status. Unscheduled and
unplanned but indicated. No specific time interval from decision to incision.
SCHEDULED: A plannedg@ction performed prior to labor.

C-section Medication s
Regardless of technique, the block stuld be at a minimum T4-5 dermatome.
Preferred pre op medications are listed orthe physician preference card and
in the med room.
Ketamine is available in the OR Pyxis. It is preferable to replace or repeat a block if
time permits, rather than attempting to augment a partial block with IV medication.
SAB
Usel0.5-12.5mg hyperbaric Bupivacaine w/ 25mcg Fentanyl and
100-150mcgof Duramorph. Epinephrine 56100mcgis optional.



Labor epidural to C -section
Urgent or Indicated cas: Use 2% Lidocaine, 1:18icarb, 1:200K Epinephrine
and 100mcg Fentanyl. Administeup to 15-20ml in 5ml aliquots. Duramorph
3.5-4mg is given atend of case.
Crash caseUse 3% 2Chloroprocaine, 1:10 Bicarbadministered in 5ml aliquots. Re-
dose as neededDuramorph 3.54mgis given at end of case.

Code White

The policy for severe obstetrical hemorrhage iattached The OB anesthesia team
responds to every Code WhiteAny physician, 1&D nurse, or advanced practice provider
can call a Code WhiteBecome familiar with therole of the anesthesia provider as outlined
in the policy. Should Interventional Radiology be utilized the anesthesia provider will
accompany the @tient and continue care in IR.

Post-Partum Rounds

Post-partum rounds are donedaily on all patients who have delivered by midnight
the previous day. M-F the rounds are done by the SDA RNhe CRNA will do rounds on the
weekend.

Confirm that the block is completely resolved, askl@out headache, and explain
presence of milddiscomfort at site. Ask if patient was satisfied with her care and answer
any questions regarding anesthesia servicedNote w/ initials on OB log that rounds were
done. The patient survey regarding pain score is intended to be done at the time of service;
if it has not been completd it is to be done at rounds visit.

A note is documented inMeditech after rounding; a tutorial will be provided on
orientation day.

Patient complaints and concernsamust be communicated tahe SDA anesthesiologist
for intervention and follow up.

PDPH ard Epidural Blood Patch

The SDA OB anes#siologist will manage the postpartum patient that develops a
post-dural puncture headache

Epidural blood paches (EBP) are performed on the pogpartum unit or if the
patient has been discharged, in the labor andelivery triage. If a patient has been
discharged she must check in through the admissieepartment and receive apatient
armband before being treated. The OB anesthesiologist is the admittipgysician for the
outpatient procedure visit. An admissim/dx note, procedure note, and discharge order
must be done.

Packets containing pertinent forms includingconsent, postprocedure patient
instructions, time out forms, and unit supply charge sheets are located at the anesthesia
hub on labor and delivery. Supplies for the EBP are found in the genera&iD supply room.

The CRNA or SDA RN will assist tlamesthesiologist with the EBRncluding supply
set up,patient position, blood draw, and post procedurgatient instruction. Give the
supply charge sheet tahe L&D unit secretary. The procedure mustalwaysbe entered into
the OB log If the physiciandoes not want thepatient billed it can be noted in the billing
comment section.



SDA Registered Nurse

SDA employs aegistered nurse onthe OB team The nurses have workeddaily with
the OBanesthesiologists forl3+ years and are highly skilled in epidural pain management
for the obstetrical patient. They currently perform all the duties listed here regarding
epidural managementand patient care excet for the epidural placementor administration
of anesthetics they arean excellent resource.

SDAnurses will continue to work on the unitto help the anesthesia team start
things off every morning. With the integration of CRNA®nN LD, the RNs will be tasled with
post-anesthesia rounding. They may also be utilized by the Quality team or the OR
anesthesia team. The OB anesthesiologist may call the RN back to the deck after other
resources (CRNA, OB baakp) have been exhausted.



SKY RIDGE MEDICAL CENTER POLICY & PROCEDURE | NO: FAC.PC.299.1

TITLE: “CODE WHITE” ISSUED: | REVIEWED: REVISED:

(severe obstetrical hemorrhage) 8/05 03/10; 04/11; 03/07, 11/08; 0212
02/12

FUNCTION: COMMITTEE APPROVAL:

Provision of Care, Treatment, & Services

ADMINISTRATIVE APPROVAL: MEDICAL STAFF APPROVAL:

Marian Savitsky, RN Rodney Lamb, MD

TITLE: Chief Nursing Officer TITLE: Department Chairman - Obstetrics

PURPOSE:

To provide guidelines for interdepartmental response to a severe obstetrical hemorrhage that requires
rapid and coordinated actions from many departments and various personnel.

SCOPE:
Registered Nurses, Physicians, Advanced Practice Nurses, Anesthesia Department, Emergency
Department, Laboratory, Blood Bank, Interventional Radiology

POLICY:
In the event of a severe obstetrical hemorrhage, a multidisciplinary team will be notified by dialing
5555 and requesting a “CODE WHITE” overhead page.

PROCEDURE:

1) An L&D nurse, physician, or advanced practice nurse may call a “CODE WHITE” when an
obstetrical patient is having severe, uncontrolled hemorrhage not responsive to initial measures (i.c.
IV fluids and medications), and assistance from multiple departments is required.

2) A “CODE WHITE” will be activated by dialing x5555 and requesting an overhead page to the
correct location.

3) If the patient’s physician is not readily available, the L&D nurse will locate an obstetrician to
attend to the patient, in the following order:

A) Deck doctor and OB Anesthesiologist.
B) Overhead page for “any obstetrician in the house.”
C) Patient’s on-call physician or a partner in the group.

4) All designated personnel will report to the unit immediately and will perform the duties on the job
list appropriate for their role.

5) All personnel involved in the “CODE WHITE” will check with the charge nurse/designee at the
main L&D desk and assist as instructed. The designee will be a member of the L&D team who can
assist with directing “CODE WHITE” responders.

6) RESPONSIBILITIES/CODE WHITE DUTY LIST:

A) L&D Patient Care RN:

If continued hemorrhaging noted, notify L&D Charge RN to call “CODE WHITE”.
Hang a premixed bag of 30 units Pitocin in 500 ml normal saline and run wide open.
Bring the hemorrhage kit to the patient’s room or the operating room.

Insert foley catheter if not already in place.

Facilitate transfer to the OR if needed. L&D Patient Care RN may become the operating
room circulator. Consider whether the Main OR staff is needed to assist.

Sl o
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6.

Collect and weigh pads and chux, record.

With orders from Physician/CNM/PNNP:

(2
8.

9.

10.

1.
12
13.

14.

Consider giving methergine 0.2 mg IM (relative contraindication: hypertension).

Consider giving Cytotec 1000 meg (5 tabs of 200 micrograms or 10 tabs of 100
micrograms).

Consider giving Hemabate 1 amp (250 micrograms) IM every 10-15 minutes, maximum of
3 doses (relative contraindication: asthma).

Consider adding 1 amp (13.6 meg/amp) of calcium gluconate per liter, maximum of 2
grams (EKG monitoring is required).

Check blood with anesthesia if asked.

. All documentation once the code white is called should be on the Code White Record.

Use phone in OR, at the desk outside of OR or Spectralink to communicate with L&D front
desk — DO NOT leave the room.
Participate in debriefing after “CODE WHITE”.

B) L&D Charge RN:

o

Avk W

7.
8

9,

10.
11.
12.
13.

14.
15.

16.
17

Call “CODE WHITE” by dialing 5555 and say, “Page CODE WHITE” and give the
location. Ensure that CODE WHITE is sent to the pager group as well as paged
overhead.

. Call OB attending to come to L&D Room for “CODE WHITE”. If the patient’s physician

is not readily available, the L&D Charge RN will locate an obstetrician to attend to the
patient as described on page 1, Procedure #3.

Call Anesthesiologist and Anesthesia RN (if available) to come to your location for “CODI:
WHITE”.

Reassign any patients who were being cared for by the L&D Patient Care RN.

Designate a second RN to assist the L&D Patient Care RN.

Notify Blood Bank at x1220 of patient’s name and medical record number.

Order, or have Unit Secretary order the CODE WHITE panel in Meditech. Assign the labs
to be “Collected by Nurse” so that the specimen labels will print on the L&D unit.

Submit ALL laboratory test requests as “STAT™.

. Anticipate STAT lab results back within 20 to 30 minutes; they will be called directly to the

L&D Charge RN at ext. 2141.

Facilitate tubing the signed blood bank un-crossmatched blood release form to blood bank.
Give report to the Nursing Supervisor.

Instruct Chaplain on what help is needed.

Be responsible for communicating all messages to the appropriate person.

Direct appropriate personnel responding to “CODE WHITE”. Keep out non-essential
personnel.

Assign a runner / transporter.

Determine who escorts the patient to Interventional Radiology (L&D RN and / or ICU RN,
Anesthesiologist, and OB Attending) if indicated.

If additional clerical assistance needed, ask the Nursing Supervisor to facilitate.

Participate in debriefing after “CODE WHITE”.

C) L&D RN #3 or Designee (Recorder)
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ACTIVATION:

1

SR LN

Bring CODE WHITE Cart and COR Cart (contains inotropic drugs for anesthesia) from
front desk to the location of the CODE WHITE.

Assist L&D Patient Care RN as directed,

Assist with transfer to L&D OR if indicated.

Have L&D Charge RN reassign patients who had been assigned if RN #3 is an L&D RN.
Become event recorder for the CODE WHITE using the CODE WHITE RECORD. Record
the following information on the CODE WHITE record:

Name and time of personnel arriving to assist with CODE WHITE

Arrival of blood products

Blood products and amount transfused

Time specific laboratory tests drawn

Results of all laboratory tests.

V/S, EBL, interventions, assessments, etc.

i Make certain NOT to document interventions performed by the Anesthesiologists.

meee oe

6. Ensure that physicians are aware of the results of the laboratory tests.
7. Assist with Anesthesia until released.

8.
9.
1

Assist with transfer to IR if needed.
Assist with transfer to ICU if needed.

0. Participate in debriefing after “CODE WHITE”.

D) Responding Physician (Attending OB or OB Deck Doctor):
ACTIVATION:

1.
2,

bl

N W

Assess patient status.

Alert Interventional Radiologist (or have Nursing Supervisor alert) by calling Interventional
Radiology at x1656 and give to the tech the contact number where the Attending physician
can be reached. If the Attending physician is in the L&D OR with the patient, have IR call
the L&D Charge RN at ext. 2141.

Determine need for the Trauma Surgeon.

Call the Trauma Surgeon if needed, or enlist the assistance of the Nursing Supervisor to
obtain contact information for the Trauma Surgeon.

Call in second OB Attending or Surgeon if patient is hemodynamically unstable. .

Sign un-crossmatched blood release form and give to L&D Charge RN.

Talk with family members regarding interventions performed and patient prognosis.
Dictate brief attending summary of events.

{f Interventional Radiology needed:

9.

Give Radiology Attending information about the patient and events.

10. OB Attending should consider going to Interventional Radiology with patient.
Debriefing after “CODE WHITE”
11. Debrief with Patient Care RN, L&D Charge RN, and other clinical staff present for accurate

event recording.

12. Complete “CODE WHITE"” Quality Form and return to L&D Nurse Manager.
13. Participate in debriefing after “CODE WHITE”.

E) Nursing Supervisor:
ACTIVATION: Go to L&D to assess situation with L&D Charge RN
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1. Alert Interventional Radiology, ext. 1656 (IR tech will contact IR physician) if OB
Attending unable to call.
(a) Does not need to come in until specifically requested by OB Attending.
(b) Team will be 30 minutes from intervention once activated
(c) If Interventional Radiology assistance is not needed, Nursing Supervisor will notify

team.
2. Contact Trauma Surgeon or Hospitalist if needed to assist with management of the CODE
WHITE.
3. Assure that the Level I Rapid Infuser is in L&D. If not, facilitate transport of Level I Rapid
Infuser to L&D.

4. Call for additional clerical staff if needed.

5. Contact PBX to call chaplain on-call after hours or weekends. Instruct the chaplain to call
720-225-2300 for further information.

Call Main OR if needed for backup. Main OR personnel will respond if not involved with

direct patient care. If additional personnel are needed, Nursing Supervisor will activate OR

call team.

If Interventional Radiology needed:

6. Call Interventional Radiologist or have OB Attending talk with IR physician.

7. Assist with move to Interventional Radiology.

8. Assist with move to ICU.

Debriefing after “CODE WHITE”

9. Call PBX operator to issue “All Clear” to Interventional Radiology, ICU, Blood Bank and
Laboratory.

10. Assist “CODE WHITE” Team with paperwork and returning equipment.

11. Participate in debriefing after “CODE WHITE".

F) Anesthesia Physician/Anesthesia RN:

ACTIVATION: Go to L&D to assess situation with L&D Charge RN.

1. Call OB back-up Anesthesiologist.

2. Manage fluid, blood, and pain control.

3. Anticipate receiving requested 2 units of un-crossmatched packed red blood cells (PRBCs)
as soon as possible.
Anesthesiologist should sign un-crossmatched blood release form that comes from blood
bank. Return form to the blood bank when completed.
Assist with transfer to L&D OR as needed.
Record Intake/Output (I/0): blood products, drugs, fluids, EBL, and urine output.
Continue to alert physicians of significant blood loss.
If inotropic agents required, the COR cart will be just outside the location of the CODE
WHITE.
Debriefing afier “CODE WHITE”
9. Debrief with clinical staff for event recording.
10. Participate in debriefing after “CODE WHITE”.

o

0. ON LA

G) Laboratory/Blood Bank Technologist:
1. Pack 2 units O Negative un-crossmatched packed red blood cells (PRBC’s) in cooler.
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