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 Case Study simulation 

Introduction 
to case 
study 

simulation - 
facilitator 

information 

The purpose of this activity is for the participant to demonstrate  their 
knowledge of core COMPASS  priniciples.  This will be demonstrated in the  
case study simulation  by the group:   

• Recognising  that the patient is deteriorating  
• Being able to explain why the patients vital signs have 

changed 
• Escalating appropriately  
• Using ISBAR  
• Demonstrating  knowledge of  the correct interventions  

 
Explain to the participants that this is a  low fidelity case study simulation.  
The particpants should try as much as possible to simulate (verbally)  what 
they would really  do in the given situation.    

Each simulation should take approximately 20 minutes.  

Allocation of  roles.   

• Start by allocating the  the midwife  and patient roles.  Both  roles have  
an information sheet  that will help the participant to assume their role 
and answer questions. 

• Other roles are available and depending on how the simulation unfolds 
can be allocated to the other participants in the group. 

• Allocate a time keeper.  The time keeper needs to alert the participants  
when simulation has been running for: 

 15 minutes (5 minutes left)  

 20 minutes (simulation complete)  

The group should be encouraged to  work together to understand what is 
happening to the patient and what needs to happen next.   

The group should use any materials or role players available to respond to 
the situation. 

You may pause the simulation and discuss information presented in the 
shaded boxes  
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Case study 
overview 

 

 

Wendy is a 24-year-old female 
G1 P 0,   39 4 gestation 
Antenatally well 
Wendy gave birth to a LFI at 0900 this morning. 

 
 

It is now 3 hours post birth and delivery of placenta. 
 
Wendy just tried to get up and felt really dizzy, she can feel blood trickling 
between her legs and has pressed the buzzer for the midwife. 

 

 COMPASS 
principles 

demonstrated 
Participant actions 

Prompts/ further 
information 

Timing 

Step 1  

Assess patient   

Recognise the 
signs of 

deterioration 

 

 

 

 

 

 

 

 

 

 

 

 

 

Assess patient: 
 

Vital signs → 
 
 

Fundal tone → 
Perineal suture → 

 
Blood loss → 

 
 

How does patient 
look? → 

 
Urine output→ 

 

Review patient 
materials e.g. 
observation chart and 
medical notes.    

Ask relevant questions 
of the facilitator and 
“patient” 

 
 
Look at observation 
chart.  What do vital 
signs indicate?  
Boggy 
No obvious bleeding 
from site 
Heavy, with clots.  
Weighs 700g when 
weighed. 
Pale, sweaty, anxious, 
feels lightheaded 
 
Not recorded, no  Fluid 
Balance Chart  
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Step 2  

Interventions 
for a 

deteriorating 
patient  

Call for help → 
Apply oxygen → 

 
Commence PPH pathway  

→ 
Cannulation trolley → 

 
Ask if coagulation 

disorders → 

Why? Who?  
Flow rate?  Mask or 
nasal prongs? 
 
Where do you find this? 
What gauge cannula? 
How many?  
 
Why?  
 

 

Step 3  

Notify 
appropriate 

clinicians using 
ISBAR  

Demonstrate the use 
ISBAR to communicate 
to :  

Team leader  

CMC 

Registrar 

 

How long does the 
Registrar have to review 
the patient? (15 
minutes)  

 

 

Step 4  
Ongoing care of 

deteriorating 
patient  

Continue above 
observation 

assessments → 
 
 
 
 
 
 
 

Ensure oxytocin 
infusion available  

 
Maintain ABC as 

clinically indicated → 
 

Reassurance → 
 
 
 

Abdominal uterine 
massage → 

How often would you 
do observations on this 
patient? Every 15-30 
minutes until stable. 
 
If MET activated 
observations recorded 
every 5 minutes until 
medical management 
plan established 
 
        
 
 
 
 
Explanation of what is 
happening to Wendy 
and her support people 
 
Until woman’s uterus 
empty and well 
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Insert two wide bore 
(16G) cannula → 

 
Take blood → 

 
 
 
 

Fluid replacement → 
 
 
 
 

Commence fluid 
balance chart → 

 
 
 

 
Consider activation of 

Critical Bleeding 
Massive Transfusion 

procedure 

contracted 
 
Enables rapid fluid 
resuscitation  
 
(FBC, Group and X-
match and coagulation 
profile including 
fibrinogen) 
 
Volume at least three 
times the measured 
volume lost (room 
temperature fluid) 
 
Accurate recording of 
blood loss essential, 
weighing linen, drapes 
and pads will aid 
estimate of blood loss   
 

Step 5  
Appropriate 

management 
plan  

• Continue Fundal Massage/Bimanual 
compression 

• Oxygen 
• Observation 
• IV access x 2- 16 gauge  
• IV fluids & bolus 
• Oxytocin 40 units infusion  @ 10units/hr as 

sideline with mainline infusion of Hartmanns 
• Insert IDC – hourly measure  
• Administer syntometrine 

(oxytocin5units/ergometrine 500 mcg 
combined) or ergometrine 250-500mcg IM (if 
diastolic BP < 90 mmHg) 

• Consider Misoprostol (800mcg PR) after 
bleeding controlled 

• Blood products/ warm fluids 
• Measure and weigh all blood loss until 

bleeding stable 
• Record fluid balance 
• NBM 
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• Contact Consultant 
• ? OT (if bleeding continues)  
• ? ICU 

END OF SCENARIO 

 

All  participants 
discussion  

• Can you explain the changes in vital signs 
using the oxygen delivery chain? 

• What do you think went well in this 
scenario? 

• What might you do differently if you were 
to do this scenario again? 

 

 The important things to get across in this case 

• This woman is bleeding 3 hours postpartum.  
 

Physiological changes reflected in the vital sign readings: 

• The preload has decreased due to bleeding, which in turn 
reduces the Stroke Volume, leading to decreased Cardiac 
Output (SV x HR).  

• To compensate for the decrease in Stroke Volume, and in an 
attempt to maintain Cardiac Output, the heart rate 
increases.  

• Once the increase in Heart Rate can no longer compensate 
for the  Stroke Volume, Cardiac Output falls.  This in turn 
will reduce Oxygen Delivery.  

• The  cardiac output can lead to a subsequent decrease in 
BP (BP = CO x PVR) if there is an inadequate  in Peripheral 
Vascular Resistance.  

• An  Resp Rate can be seen if there is inadequate Oxygen 
Delivery and formation of Lactate 

Information noted from patient charts and results: 

• Maternity MEWS is increasing 
• “seagull sign” 
• Increased RR  
• Bloods- Hb ↓, HCT  ↓ 

Key messages: 

• Postpartum haemorrhage is defined as blood loss of >  
500ml during or after childbirth 

• Primary PPH occurs within the first 24 hours following birth 
• Consider other sources of bleeding( 4 T’s) 
• Early recognition of deterioration is essential  
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• Recognise that the reduced preload is the predominate 
issue 

• Frequent monitoring of vital signs is required  
• Communication using ISBAR 
• Escalate concerns if no response to communication or to 

treatment 
• Maintain maternal thermoregulation, hypothermia 

increases risk of DIC  
• Visual estimation of blood loss unreliable – blood loss to be 

estimated by weighing linen, pads, drapes etc 
• Haemodynamic changes in pregnancy may sustain a 

woman’s circulatory status at near normal levels despite a 
large blood loss, when a critical level is reached there is a 
sudden and profound change in BP and HR to indicate shock 

• A fit healthy woman pregnant woman can lose up to 1500 
mls blood before showing signs of clinical deterioration 

• In pregnancy blood flows through uterus at a rate of  1200 
mL/min  

 Management should include: 

 Airway, Breathing, Circulation 

First line medication management: 

• Oxytocin 10 units IM if not previously given 
• Oxytocin infusion 40units/1litre Hartmann’s solution at 

250mls/hour (ensure IV fluid at room temperature) as a 
sideline with a mainline of Hartmann’s solution 
 

Second line medication management: 

• Oxytocin with ergometrine (5mg/500mcg) IM 
(syntometrine) or  

ergometrine 250- 500 mcg  IM (if diastolic BP < 90mmHg 
and no history of hypertension during pregnancy)  

• Consider Misoprostol 800mcg PR after bleeding controlled 
 

Third line medication management 

• Carboprost 250mcg  in  1 ml  up to a maximum of 8 does, 
deep IM injection 

• Consider Misoprostol 800mcg PR 
 

(WY & C Maternity (2015) Canberra Hospital and Health Services clinical 
Guideline – Obstetric Emergencies, retrieved from CHHS intranet Policy and 
Clinical Guidance Register) 
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Role Player Card – Midwife 

 

You are a midwife in Birthing. 

 

Wendy in Room 5 has pressed the buzzer.  You are the only midwife 
available to answer Wendy’s bell.  

 

All you know about Wendy is that she gave birth to a LFI at 0900 this 
morning. 

It is now 3 hours post birth. 

 

 

 

Use any materials or role players available to you to respond to 
this situation. 
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Remember to use ISBAR when communicating! 

 

ISBAR: 
 

• Identify- self, Dr, patient, ward 
•  
• Situation-Why are you calling?  Briefly state problem 
•  
• Background-What is the relevant background- history, 

recent procedure, medications…  
•  
• Assessment-what do you think is the problem?   
•  
• Recommendation-what would you like the doctor 

to do?  
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Role Player Card –Wendy  

 

You are a 24 year old female; you have just had your first baby.  You have noticed 
increased PV bleeding and are feeling dizzy.  This is why you pressed the buzzer.  

 

If asked:   
• Why did you press the buzzer?  I feel really unwell 

 
• How are you feeling?  My heart feels like it is racing and I am feeling 

lightheaded and dizzy. I also feel thirsty.   
 

• What do you look like? I am pale and sweaty 
 

• Can you describe your PV loss?  I got up to change my pad and noticed blood 
all over the sheets.  My loss is bright blood with clots. Heavier than any 
period I have ever had.  

• What does your fundus feel like?   It feels boggy 

• Do you have an IV cannula?   No  
 

• Have you passed urine since birth? Yes  
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Progress notes  
29/2  
2000 hours, Birthing 
Wendy is 24 years old.  
G1 P0 
394 weeks gestation 
PMHx-  
Asthma  
NKA 
Antenatally well 
Labour spontaneous and well established (4cm) on 
arrival to Birthing.    (Florence N, RM) 
 

30/2, 0800hrs 
 
Delayed 2nd stage of labour  
Requiring N2O2 for pain. (F Nightingale, RM) 
 
30/2 

1000hrs 

Wendy gave birth to a LFI at 0900 this morning. – Instrumental birth, 
requiring forceps. 

Apgars 9 and 9. 

She had a second degree tear that has been sutured.  

EBL 400mls.  

Placenta and membranes appear ragged. (FN, RM) 

 

1045hrs 

Wendy has passed urine. 

Bleeding has settled and uterus is well contracted and firm.  (FN, RM) 
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Team Leader 

Resident /Registrar  

/Consultant 

Medical Emergency Team Registrar 

Patient 
Read your role playing card and answer questions as best you can with the 

information given.  Feel free to ad lib!! 

Midwife 
Imagine yourself in the situation and think about what you normally do when you are 
interacting with a patient.  You can start by introducing yourself and go from there.  

The patient should have an answer to any questions that are relevant to the case 
study.   

Time keeper   
Alert participants at  15 minutes  (5 minutes left) and 20 minutes 

(end of simulation) 
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