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ntroduction of an obstetric-specific medical emergency team
or obstetric crises: implementation and experience
abriella G. Gosman, MD; Marie R. Baldisseri, MD; Karen L. Stein, RN, MSED; Trish A. Nelson, RN, MHRM;
usan H. Pedaline, MS, BSN; Jonathan H. Waters, MD; Hyagriv N. Simhan, MD, MSCR
BJECTIVE: We describe the implementation and experience with add-
ng an obstetric-specific medical emergency team (called Condition O
or obstetric crisis) to an existing rapid response system at Magee-

omens Hospital.

TUDY DESIGN: In response to deficits identified during patient safety
eview of adverse obstetric events in 2004 and 2005, the hospital ad-
inistration decided to add a crisis team with expertise specifically

esigned for maternal and/or fetal crises.

ESULTS: During the first 6 months, staff rarely called Condition O (14
treat patients in crisis a
oi: 10.1016/j.ajog.2007.06.072
ondition O increased to 62 per 10,000 obstetric admissions during
006.

ONCLUSION: We outline our hospital’s experience with implementa-
ion, efforts to address low utilization, and 1.5 years of Condition O
vent data. Condition O is a work in progress. In light of this, we
iscuss the challenges of measuring its patient safety outcome, con-
iderations for team size and composition, and our efforts to determine
n optimal Condition O rate.

ey words: Condition O, fetal crises, maternal crises, medical

er 10,000 obstetric admissions). After reeducation efforts, use of emergency team, obstetrics, patient safety, rapid response system

ite this article as: Gosman GG, Baldisseri MR, Stein KL, et al. Introduction of an obstetric-specific medical emergency team for obstetric crises:
mplementation and experience. Am J Obstet Gynecol 2008;198:367.e1-367.e7.

apid response systems have been in-
troduced by many hospitals to im-

rove the care of in-hospital patients.
mong hospitalized patients who expe-

ience medical crises, 66-84% have signs
f clinical deterioration within 6-8 hours
receding the crisis or cardiopulmonary
rrest event.1-3 A rapid response system
s designed to encourage recognition of
atient clinical deterioration and
romptly mobilize personnel and re-
ources to optimize patient outcome.

The American College of Obstetricians
and Gynecologists, the Institute for
Healthcare Improvement, and the
American Medical Association have en-
dorsed the rapid response system
approach.4-6

The premise underlying rapid response
systems is that in crises, patient outcomes
can be optimized with a timely response
that matches resources (appropriate crisis
team personnel and equipment) to new
patient needs.7-10 The team is summoned
with a single call, saving time for the front-
line caregiver (who might otherwise issue
sequential stat pages) and eliminating per-
sonnel and equipment delay.11 The rapid-
response system concept has applicability
to inpatient obstetric care. This report is a
description of the obstetric-specific medi-
cal emergency team response, implemen-
tation process, and utilization at Magee-
Womens Hospital (referred to as the
hospital) of the University of Pittsburgh
Medical Center (referred to as the health
system).

We use definitions described by the First
Consensus Conference on Medical Emer-
gency Teams.6 A rapid-response system
describes an entire system to detect and

consequences. A rapid response system has
several components: (1) case detection
that triggers a medical crisis team response;
(2) a medical crisis team response available
at all times; (3) an evaluation and process
improvement system; and (4) an adminis-
trative structure to support items 1-3. The
term medical emergency team (MET) de-
scribes a particular type of medical crisis
team. A MET is a crisis team with full crit-
ical care capabilities. Specifically, the team
has members who can prescribe therapy,
perform advanced airway management,
establish central vascular lines, and begin
an intensive care unit level of care at the
bedside. The term rapid-response team re-
fers to a crisis response team that does not
have all of the MET capabilities and gener-
ally requires fewer personnel. The rapid re-
sponse team model consists of lower-level
caregivers who can ramp up the response
to include additional responders if indi-
cated. At our hospital, we opted for a MET
team for our obstetric crisis response team.
We describe our rationale below.

RATIONALE FOR AN OBSTETRIC
MET
The hospital’s obstetric adverse event re-
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hat adding an obstetric-specific MET
ould potentially improve care. Based on
his and the success of the medical crisis

ET (Condition C) in the health system,
he hospital’s Patient Safety Committee
nd Quality Management Department
ecommended that obstetrical services
mplement an obstetric-specific MET,
alled Condition O for obstetric crisis.

ETTING AND PATIENT
OPULATION
agee-Womens Hospital is the women’s

ospital of the University of Pittsburgh
edical Center health system and the
niversity of Pittsburgh School of Med-

cine. The hospital is a 267-registered-
ed hospital. The hospital has 63 neona-
al intensive care unit beds and 82
bstetric beds. Labor and delivery has 20

abor and delivery rooms; the triage unit
as 10 rooms. In 2006 the hospital per-

TABLE 1
Team composition of medical eme
teams at Magee-Womens Hospital

Responder

Condit
(cardio
arrest

Critical care medicine MD X
...................................................................................................................

Anesthesiology MD or nurse-
anesthetist

X

...................................................................................................................

Emergency medicine MD
...................................................................................................................

Resident on service
...................................................................................................................

In-house obstetrician
...................................................................................................................

Obstetrician/gynecologist
resident (fourth year)
...................................................................................................................

Respiratory X
...................................................................................................................

Patient’s nurse X
...................................................................................................................

Administrative clinician (nurse) X
...................................................................................................................

Intensive care unit nurse X
...................................................................................................................

Emergency department nurse X
...................................................................................................................

Telemetry unit nurse
...................................................................................................................

L&D clinician or manager (nurse)
...................................................................................................................

L&D charge nurse
...................................................................................................................

Lab personnel X
...................................................................................................................

Pharmacist X
...................................................................................................................

Safety/security officer X
...................................................................................................................

L&D, labor and delivery; MD, medical doctor.

Gosman. Obstetric-specific medical emergency team for ob
ormed 8782 deliveries.

67.e2 American Journal of Obstetrics & Gynecol
MPLEMENTATION OF AN

BSTETRIC MET: INITIAL

FFORTS

he Obstetrical Services Committee des-
gnated a task force of crisis response and
bstetric care experts at the hospital to
esign and implement Condition O. The
ask force evaluated existing policies for
risis response at the institution, includ-
ng Condition A for cardiopulmonary
rrest and Condition C for medical cri-
is. Obstetric staff is not part of the Con-
ition A or C teams (Table 1). Based on
he rapid response system literature, the
ealth system’s Condition A and C expe-
ience, the obstetric crisis literature, and
ospital-specific obstetric crisis data, the
ask force defined criteria for calling
ondition O as follows:

An obstetric emergent condition

ncy

A
lmonary

Condition C
(medical
crisis)

Condition O
(obstetric
crisis)

X X
..................................................................................................................

X

..................................................................................................................

X
..................................................................................................................

X
..................................................................................................................

X
..................................................................................................................

X

..................................................................................................................

X X
..................................................................................................................

X X
..................................................................................................................

X X
..................................................................................................................

..................................................................................................................

X
..................................................................................................................

X
..................................................................................................................

X
..................................................................................................................

X
..................................................................................................................

..................................................................................................................

..................................................................................................................

X
..................................................................................................................

ric crises. Am J Obstet Gynecol 2008.
or potentially emergent condition. t

ogy APRIL 2008
Acute situations that the physician
or nurse believes immediate eval-
uation is needed to avoid fetal or
maternal harm (examples: acute
vaginal bleeding, severe abdomi-
nal pain, difficulty documenting
fetal heart rate, fetal bradycardia,
fetal distress, inability to complete
delivery, severe intrapartum
bleeding, eclampsia).

The group then defined the team of
esponders and described their roles
Table 2). The Condition O policy was
pproved by the appropriate institu-
ional committees in May 2005.

Condition O is initiated by a call to the
mergency operator. The operator issues
Condition O alert via the radio pager

ystem to all potential responders. The
perator also announces the Condition

and location overhead through the
ospital public announcement system.
his announcement is preceded by a

one alert that signifies a condition is
bout to be called. Any staff member can
all Condition O. Based on Condition A
nd C calling patterns, we anticipated
hat nursing staff would make most calls.
ondition O does not replace Condition
and C if they are needed for an obstet-

ic patient.
The monitoring and reporting proce-

ure for Condition O parallels the process
sed for Condition A and C. A quality
anagement coordinator and a physician

eview every Condition O. They collect
ata on the characteristics of the event, the
atient, the fetus, and the neonate (if appli-
able). They also evaluate the records for
vidence of adherence to medical care, su-
ervision, and documentation standards,
ppropriate communication between
embers of the health care team, and pro-

ess improvement ideas. Reviewers
resent their findings to the hospital’s
ode Response Committee and Patient
afety Committee.
The hospital conducted education

rior to implementation of Condition O
Table 3). This included education of all
f the potential Condition O responders
bout team goals, potential scenarios,
heir role on the team, and core aspects
f team function. In situ drills of Condi-
rge

ion
pu
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ion O scenarios were performed to al-
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ow teams to practice and troubleshoot
rior to full-scale implementation. Ob-
tetrical services staff, attending obstetri-
ians, anesthesiology personnel, obstet-
ics and gynecology residents, and

TABLE 2
Condition O (obstetric crisis) respo
Responder

Critical care medicine MD

...................................................................................................................

In-house obstetrician (MFM or hospitalist)

...................................................................................................................

Obstetrician/gynecologist resident (fourth yea
...................................................................................................................

Anesthesiology MD/nurse-anesthetist

...................................................................................................................

Respiratory
...................................................................................................................

Patient’s nurse
...................................................................................................................

Labor and delivery clinician/manager (nurse)
...................................................................................................................

Labor and delivery charge nurse
...................................................................................................................

Administrative clinician (nurse)

...................................................................................................................

MD, medical doctor; MFM, maternal fetal medicine.

Gosman. Obstetric-specific medical emergency team for ob

TABLE 3
Educational measures for Conditio
Measure

Initial Condition O education (staff meetings,
department meetings, resident education
sessions)

...................................................................................................................

Hospital newsletter
...................................................................................................................

Physician newsletter
...................................................................................................................

Postings on patient care units
...................................................................................................................

Condition O added to back of employee
identification badges
...................................................................................................................

Repeated postings on patient care units
...................................................................................................................

Follow up Condition O case-based education
(staff meetings, department meetings,
resident education sessions)

...................................................................................................................

Teamwork and patient safety conference
...................................................................................................................

Simulation-based team training
...................................................................................................................

NICU, neonatal intensive care unit.
Gosman. Obstetric-specific medical emergency team for obstet
eonatal intensive care unit staff and
hysicians were educated about the
ondition O process.
We focused on several core objectives

or these groups that included the fol-

ers and their roles
Role

Team leader (if appropriate): assess team
treatment, set priorities, triage, debrief t

.........................................................................................................................

Team leader (if appropriate): assess team
treatment, set priorities, triage, debrief t

.........................................................................................................................

Perform procedures, examine patient
.........................................................................................................................

Assess and provide analgesia, perform r
volume status and resuscitate as needed

.........................................................................................................................

Assist with airway
.........................................................................................................................

Stay by patient, assess venous access,
.........................................................................................................................

Documenter or runner
.........................................................................................................................

Documenter or runner
.........................................................................................................................

Nursing leader: help assess team, make
invite personnel), brief personnel who ar
acquisition, ensure documentation is com

.........................................................................................................................

ric crises. Am J Obstet Gynecol 2008.

(obstetric crisis)
Audience

Condition O potential responders

Obstetrical services staff and attend
Obstetrician/gynecologist residents
Anesthesiology providers
NICU physicians and staff

.........................................................................................................................

Hospital employees
.........................................................................................................................

Staff physicians
.........................................................................................................................

Hospital employees
.........................................................................................................................

Employees receiving new badges

.........................................................................................................................

Hospital employees
.........................................................................................................................

Condition O potential responders;
obstetrical services staff and attend
obstetrician/gynecologist residents;
anesthesiology providers; NICU phy
and staff

.........................................................................................................................

Hospital employees
.........................................................................................................................

Condition O potential responders
.........................................................................................................................
ric crises. Am J Obstet Gynecol 2008.

APRIL 2008 America
owing: (1) Health care providers of any
evel are encouraged to call Condition O
f they perceive an obstetric crisis; (2)
hose who call Condition O must not ex-
erience negative feedback for doing so;

rganization/composition, assess data, direct
after event

..................................................................................................................

rganization/composition, assess data, direct
after event

..................................................................................................................

..................................................................................................................

iratory and airway management, assess

..................................................................................................................

..................................................................................................................

inister medications
..................................................................................................................

..................................................................................................................

..................................................................................................................

uired team personnel changes (excuse/
later, get results, facilitate equipment
te after event

..................................................................................................................

Time frame

May 2005

s
June 2005

May 2005
..................................................................................................................

May 2005
..................................................................................................................

May 2005
..................................................................................................................

May 2005
..................................................................................................................

October 2005

..................................................................................................................

November 2005
..................................................................................................................

s;

ns

December 2005 through
January 2006

..................................................................................................................

February 2006
..................................................................................................................

November 2005-present
..................................................................................................................
nd

o
eam

......... .........

o
eam

......... .........

r)
......... .........

esp

......... .........

......... .........

adm
......... .........

......... .........

......... .........

req
rive
ple

......... .........
n O

ing

......... .........

......... .........

......... .........

......... .........

......... .........

......... .........

ing

sicia

......... .........

......... .........

......... .........
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3) Condition A, C, and O have different
urposes and team composition; and (4)

f 1 type of condition (for example, Con-
ition O) is called, those present can al-
ays request an upgrade to a different
ondition (Condition C or A) and/or re-
uest that additional personnel and/or
quipment be obtained.

easures to address low
tilization and improve
eam function
uring the first 6 months, staff rarely

alled Condition O (event rates reported
n the following text). Furthermore, case
eview revealed suboptimal team dy-
amics. The hospital implemented fur-

her educational efforts to address these
roblems (Table 3). Early Condition O
xperience showed that staff initiating a
ondition O experienced negative feed-
ack and that responders needed addi-
ional training to function optimally as a
eam. Case-based discussions of actual
ondition O events were used to empha-

ize the learning objectives listed previ-

FIGURE
Number of Condition O (obstetric c
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5002

umber of Condition O (obstetric crisis) and C
y month, January 2005 through December 200
ars represent Condition C events.
osman. Obstetric-specific medical emergency team for obste
usly. In February 2006 the hospital 1

67.e4 American Journal of Obstetrics & Gynecol
ponsored a day-long teamwork and pa-
ient safety conference for nurses, physi-
ians, administrators, and other staff.
his is now an annual event. Simulation-
ased team training was initiated at the
eter M. Winter Institute for Simula-

ion, Education and Research for poten-
ial Condition O team members.12

apid response system utilization
or obstetric care
rior to the introduction of Condition
, obstetric staff rarely utilized the

apid-response system (Condition C)
or maternal medical crises. Condition

was implemented at the hospital in
arch 2004. From that time until June

005, Condition C was called 10 times
9 per 10,000 obstetric admissions) for
bstetric patients, compared with 60
imes (119 per 10,000 nonobstetric ad-

issions) for nonobstetric patients.
ince implementation of Condition O
n June 2005 through Dec. 31, 2006,
taff members have called Condition O
7 times (44 Condition O alerts per

is) and C (medical crisis) events

D J F M A M J J A S O N D

nth, year

 C Condition O

6002

dical crisis) events at Magee-Womens Hospital
Black bars represent Condition O events; white

rises. Am J Obstet Gynecol 2008.
0,000 obstetric admissions). During a

ogy APRIL 2008
his time period, Condition C was
alled 33 times for obstetric patients
21 per 10,000 obstetric admissions).
he Figure shows the number of Con-
ition O alerts and C alerts by month
ince implementation.

As described in the previous section,
rom June through December 2005, staff
alled 8 only Condition O alerts (14 per
0,000 obstetric admissions) and 9 Con-
ition C alerts on obstetric patients (16
er 10,000 obstetric admissions). By
ontrast, 32 nonobstetric Condition C

TABLE 4
Indications for Condition O
(obstetric crisis), June 1, 2005,
through Dec. 31, 2006

Indication

Number
of
events

Nonreassuring fetal heart rate
(bradycardia, decelerations,
nonreassuring pattern)

17

...........................................................................................................

Shoulder dystocia 10
...........................................................................................................

Seizure 8
...........................................................................................................

Imminent or precipitous delivery 8
...........................................................................................................

Imminent delivery of fetus with
malpresentation (footling breech,
face)

2

...........................................................................................................

Difficult delivery during cesarean
section

1

...........................................................................................................

Syncope 4
...........................................................................................................

Cord prolapse 3
...........................................................................................................

Preterm labor 3
...........................................................................................................

Abruption 2
...........................................................................................................

Rupture of membranes in
ultrasound department

1

...........................................................................................................

Hemorrhaging placenta previa 1
...........................................................................................................

Postpartum hemorrhage 2
...........................................................................................................

Wound separation with
hemorrhage

1

...........................................................................................................

Patient unresponsive 1
...........................................................................................................

Maternal respiratory distress 1
...........................................................................................................

Possible intravenous injection of
epidural medications

1

...........................................................................................................

Hypotension and chest pressure
after epidural

1

...........................................................................................................

Total 67
Gosman. Obstetric-specific medical emergency team
for obstetric crises. Am J Obstet Gynecol 2008.
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er 10,000 nonobstetric admissions). Af-
er reeducation efforts, staff called Con-
ition O 59 times (62 per 10,000 obstet-
ic admissions) and Condition C 24
imes (25 per 10,000 obstetric admis-
ions) during 2006.

The following results report on Con-
ition O events from June 1, 2005, un-
il Dec. 31, 2006. The majority of Con-

TABLE 5
Indications for Condition C
(medical crisis in obstetric
patients), June 1, 2005,
through Dec. 31, 2006

Indication

Number
of
events

Syncope or lightheadedness 12
...........................................................................................................

Seizure 9
...........................................................................................................

Postpartum hemorrhage 3
...........................................................................................................

Incomplete abortion with
hemorrhage

3

...........................................................................................................

Respiratory distress 2
...........................................................................................................

Trauma or fall 2
...........................................................................................................

Anaphylaxis 1
...........................................................................................................

Patient found unresponsive 1
...........................................................................................................

Total 33
Gosman. Obstetric-specific medical emergency team
for obstetric crises. Am J Obstet Gynecol 2008.

TABLE 6
Quality improvement as a result o
of Condition O (obstetric crisis) ev
Issue identified Quali

Incomplete Condition O documentation
by nurses and physicians

Staff

...................................................................................................................

Attempts to retract Condition O once
called

Educ
cond

...................................................................................................................

Incorrect Condition O location stated
to operator

Staff

...................................................................................................................

Condition O used for precipitous
deliveries on labor and delivery

Staff
stand

...................................................................................................................

Task overload of obstetric nursing
during preparation for emergent
cesarean section

Task
roles

...................................................................................................................

Cesarean section delay resulted in
fetal bradycardia and Condition O

Task
cesar

...................................................................................................................

Portable ultrasound unavailable Purch
desig

Gosman. Obstetric-specific medical emergency team for ob
ition O events have been called for
hreats to fetal well-being, particularly
uring labor and/or delivery, 47
70%). However, a substantial minor-
ty has been called for maternal indica-
ions, 20 (30%). Table 4 lists the indi-
ations and frequency for Condition O
vents. Table 5 lists the indications and
requency for Condition C events on
bstetric patients.
The majority of Condition O alerts

ave been called from labor and delivery,
4 (51%). The next most common unit
or Condition O is the triage unit, 21
31%). Condition O calls came from the
mergency department 4 times (6%),
ostpartum unit 4 times (6%), antepar-
um unit 3 times (4%), and ultrasound
epartment 1 time (2%). The median
estational age of patients with a Condi-
ion O event was 37 weeks (range 19-41).
n women who experienced a Condition
, 62 (93%) were delivered during the

ame hospital admission. Of these
omen, Condition O was called 6 times

10%) for a postpartum problem. Of the
emaining 56, 53 (95%) had a live-born
iable infant, 3 (5%) had a previable in-
ant, and no women delivered a dead fe-
us or a fetus that died before discharge.
mong women who had live-born, via-
le infants, 23 (43%) had infants who re-

ase review
ts
mprovement response

cation about crisis documentation

..................................................................................................................

n of condition operators and staff that
s cannot be retracted

..................................................................................................................

cation about calling a condition

..................................................................................................................

ouraged to call the designated attending to
for precipitous deliveries

..................................................................................................................

e convened to create algorithm for team
emergent cesarean section

..................................................................................................................

e convened to improve process of
section

..................................................................................................................

of additional portable ultrasound with
ed storage site
ric crises. Am J Obstet Gynecol 2008.
o

APRIL 2008 America
uired neonatal intensive care unit
dmission.

The following results report on Con-
ition O events from Jan. 1, 2006, until
ec. 31, 2006. The median time from

nitiation to the completion of Condi-
ion O was 6 minutes (range, 1-41). The
eam leader was not identifiable on
ecord review in 3 of the events (5%).
ondition O frequency did not differ by
ursing shift, night vs day, or weekdays
s weekends.
Several obstetric crisis situations war-

ant a crisis team response in a substan-
ial proportion of instances: severe
houlder dystocia, maternal seizure, and
bstetric hemorrhage. From June 1,
005, through Dec. 31, 2006, there were
71 deliveries complicated by shoulder
ystocia and 10 Condition O events.
here were 109 maternal seizures with 8
ondition O alerts and 9 Condition C
lerts. There were 114 patients who re-
eived blood transfusions with 6 Condi-
ion O alerts and 6 Condition C alerts for

TABLE 7
Obstetric events used in the
Adverse Outcome Index

Index measures
Weighted
score

Maternal death 750
...........................................................................................................

Intrapartum and neonatal
death 2500 g or more

400

...........................................................................................................

Uterine rupture 100
...........................................................................................................

Maternal admission to
intensive care unit

65

...........................................................................................................

Birth trauma 60
...........................................................................................................

Return to operating room/
labor and delivery

40

...........................................................................................................

Admission to NICU 2500 g or
more and for more than 24 h

35

...........................................................................................................

Apgar less than 7 at 5 min 25
...........................................................................................................

Blood transfusion 20
...........................................................................................................

Third- or fourth-degree
perineal laceration

5

...........................................................................................................

NICU, neonatal intensive care unit.
From Joint Commission Resources: Mann S, Pratt S,
Gluck P, et al. Assessing quality in obstetrical care:
development of standardized measures. Joint Com-
mission Journal on Quality and Patient Safety 2006;
32:497-505. Reprinted with permission.

Gosman. Obstetric-specific medical emergency team
for obstetric crises. Am J Obstet Gynecol 2008.
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Quality improvements as a result of
ondition O case review are presented in
able 6.

OES CONDITION O MAKE A
IFFERENCE IN PATIENT
UTCOME?
e do not currently have patient out-

ome statistics to make this determina-
ion. With Condition C (medical crisis),
his was a much easier question to an-
wer. Usage of Condition C resulted in a
ecrease in cardiopulmonary arrest.8

ptimal patient safety performance
easures for obstetric care have not been

eveloped, agreed on, and validated. The
ospital submits data to the National
erinatal Information Center/Quality
nalytic Services. This organization cal-
ulates a weighted composite obstetric
utcome score for participating institu-
ions, called the Adverse Outcome In-
ex.13 This score’s algorithm calculates
he frequency of 10 adverse obstetric
vents and weights them according to se-
erity (Table 7).
This composite scoring methodology

s at the cutting edge of patient safety
onitoring in obstetrics; however, it is

ot optimal for detecting the specific im-
act of an obstetric MET. The composite
easures include events that a MET
ould not impact, such as severe obstet-

ic lacerations, uterine rupture, and
irth trauma. The neonatal death cate-
ory does not include unexpected still-
irths. The low Apgar category does not
xclude anomalous newborns. The ad-
erse outcome index scoring system as-
umes that fewer events in all categories
s better. However, in the categories of
lood transfusion and maternal transfer
o intensive care, for example, fewer
vents may not represent better care.

Methodologies that are precise
nough to distinguish poor obstetric
are from good obstetric care, and thus
ichly inform the continuous quality im-
rovement process, must be developed.
e are currently developing a more de-

ailed approach to monitor the effective-
ess of Condition O. We plan to identify
atients with selected diagnoses appro-
riate for summoning a MET (Condi-

ion O or C). For patients with these t
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vents, such as maternal seizure or stat
esarean section, we plan to compare
utcomes, documentation, and quality
arameters of the events for which a
ondition was called to those for which
ne was not called.
There are multiple potential benefits

f implementing a MET for obstetric
are. Condition O and the simulation-
ased team training course provide op-
ortunities for close interdisciplinary
ooperation. Staff may use communica-
ion, organization, and teamwork skills
eveloped in these intense teamwork ex-
eriences during the course of less emer-
ent patient care. As discussed above,
ondition O review has resulted in pro-

ess improvement in patient care (Ta-
le 6).

AMP DOWN VS RAMP UP:
PPROPRIATE RESPONSE TEAM

IZE AND COMPOSITION
he hospital opted to use the MET

larger team) model for Condition O,
reating a team with full medical and ob-
tetric critical care capabilities (Tables 1
nd 2). The hospital modeled this re-
ponse on the Condition C team in wide-
pread use in our health system. Optimal
eam size and composition is likely insti-
ution specific, based on such parame-
ers as the proximity of caregivers, pa-
ient volume, and complexity of case

ix.
Our large team response is considered

ramp-down response. A large team re-
ponds, and if manpower and/or exper-
ise are not needed for the task at hand,
he team dismisses unnecessary re-
ponders. This was most appropriate on
he basis of our hospital’s characteristics
nd our health system’s crisis team phi-
osophy. This also best addressed the
ommunication and manpower prob-
ems identified in the hospital’s adverse
vent analyses that led to Condition O.
he large team ensures that key person-
el resources are immediately available

o address both fetal and maternal ob-
tetric crisis scenarios. The large team
lso includes an obstetrics/gynecology
esident, enhancing his or her training in
risis response and team skills. For 17 of

he Condition O events (Table 4), the w

ogy APRIL 2008
ritical care physician was a valuable
ember of the team. The task force still

onsiders this a worthwhile individual to
nclude. However, if Condition patterns
volve and this individual is needed less
requently, the task force will change the
eam composition.

The large size of the response team has
everal disadvantages. Condition O takes
large number of providers away from

outine patient care duties. The actual
uration of Condition O is quite brief.
fter this, the entire team stays to do a

eam debriefing. Participants estimate
hat team debriefing takes approxi-

ately 10-30 minutes. The majority of
he team then disbands. Several team

embers take additional time to docu-
ent the event and the findings of the

ebriefing. Participants estimate that
his requires several minutes for the phy-
ician team leader and 5-30 minutes for
he nursing administrator. With the cur-
ent frequency of Condition O, this has
ot had a detectable impact on the care
f other patients. Another disadvantage
f the large MET team is that team lead-
rs often must dismiss unnecessary per-
onnel to function effectively. Staff

embers have questioned whether the
arge Condition O team frightens pa-
ients and their visitors. We plan to sys-
ematically collect data on this issue.

HE OPTIMAL RATE AND
NDICATIONS FOR MET USE IN

BSTETRIC PATIENTS
e have demonstrated that Condition O

s producing a culture change at our hos-
ital in the way personnel respond to the
edical care needs of many patients with

bstetric crises. After the initial 6 month
eriod, obstetric staff called both Condi-
ion O and Condition C for maternal
nd/or fetal crises at a substantial rate. It
s important to note that initial imple-

entation of Condition O did not im-
ediately result in widespread use.8,14

ubstantial follow-up education was re-
uired to achieve more frequent use of
his patient crisis resource. General hos-
ital data indicate that rapid-response
ystems tend to be underutilized.15

In obstetrical services at our hospital,

e are not sure what the optimum rate of
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ondition O is. For obvious Condition
-type scenarios such as severe shoulder
ystocia, maternal seizure, and obstetric
emorrhage, Conditions (O and C) are
urrently being called at a relatively low
ate. Quality management performs sur-
eillance for adverse events in which a
ondition should have been called and
as not. Since the introduction of Con-
ition O, 3 such obstetric events with ad-
erse outcomes or near misses have been
dentified.

The Condition O task force defined
ague criteria for calling this crisis re-
ponse. Because of the novelty of the ob-
tetric-specific response team, the task
orce hesitated in the face of few data to
ssign specific vital sign and/or fetal
onitoring parameters that must trigger
call. The task force opted instead to

valuate the usage data for Condition O
nd then reconsider the best way to
odify calling criteria. For example,

ased on Condition O usage data and
edical records data, we will likely

hange the policy to reflect that maternal
eizure is a criterion for Condition O and
ot just a suggestion.
Table 4 demonstrates an indication for
hich Condition O was not the optimal
atient care resource. Staff called Condi-
ion O 8 times for imminent or precipi-
ous delivery. Several of these cases had
o complicating factors meriting the re-
ources of Condition O. Staff received
eeducation on the existing, more

treamlined procedure for ensuring that i
n attending obstetrician attends un-
omplicated precipitous deliveries. This
eedback and staff education was given in

manner that still encouraged staff to
all Condition O for precipitous deliver-
es with complicating factors related to
he patient, fetus, and/or location of the
atient at the time of delivery (eg, loca-
ions other than the labor and delivery or
riage units). f
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