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adverse event evaluation, monitoring of patients at risk using guidance 
from your chosen clinical practice guideline, and procedures to obtain 
expert medical consultation. This column is really useful this month < 
because you see the language of each of the thirteen new elements 
of performance, followed by guidance/interpretation that helps add 
deta ii to the types of things thatTJC surveyors wil I be looking for when 
they evaluate compliance with the new requirements. 

PC.06.01 .01 

The first new element of performance is PC.06.01 .01, EP 1 which 
requires the hospital to identify an evidence-based tool for 
determining maternal hemorrhage risk on admission to labor 
and delivery and the postpartum unit. TJC makes it clear that this 
is two unique assessments, one upon admission to labor and 
delivery and a second upon admission to the postpartum unit. 

TJC suggests three different tools for these assessments from 
The Association of Women's Health, Obstetric, and Neonatal 
Nurses (AWHONN,) the American College of Obstetricians and 
Gynecologists (ACOG), or the National Association for 
Healthcare Ouality(NAHO). 

ACOG also has a phone application called the "Safe 
Motherhood Initiative," or SMI, that is available through your 
phone's App Store. 

EP 2 calls for the use of evidence-based procedures for stage 
management of pregnant and postpartum patients who 
experience maternal hemorrhage with eight very specific 
details, plus a nineth implementation requirement embedded 
in a note on who to include from your hospital in the planning 
effort. One of these detailed requirements is for the blood 
bank to have a plan and response for emergency release of 
blood products and how to initiate the hospitals massive 
transfusion procedures. An interesting feature in the 
guidance/interpretation section is that staff must also be able to 
describe the plan. Th is implies successfu I competency validation 
following teaching staff about the plan. 

EP 3 requires each OB unit to have a standardized, secured, and 
dedicated hemorrhage supply kit that must be stocked per the 
hospitals defined process, which must include the emergency 
supplies selected by the hospital as well as the hospitals 
approved procedures for severe hemorrhage response. In the 
guidance section TJC points out that there must be an established 
restocking process for these hemorrhage supply kits, including 
medications. 

EP 4 requires education of all staff and providers who treat 
pregnant and postpartum patients about the hospitals 
hemorrhage procedures. TJC also states this training must 
be done at orientation, whenever changes occur, and at least 
every two years. In the guidance section, TJC notes that this 
education must be role specific so that everyone receives only the 
information they need about their role in the hemorrhage event. 
The good news here is thatTJC also provides guidance stating this 
new education requirement does not have to be completed until 
January 2022. 

EP 5 establishes a requirement for annual drills and the drill must 
include a team debriefing. The guidance section then clarifies 
that the first d ril I must have been completed by 12/31 /21, within 
that first year of implementation. The drill must also include 
representation from each department listed in the hemorrhage 
response procedures. They further explain that this means 100% 
of the departments must participate, but th is does not mean 100% 
of the staff have to participate. However, TJC adds that hospitals 
must present lessons learned from drills to the entire team. 

EP 6 requires each hemorrhage case to be reviewed to evaluate 
the effectiveness of the care provided by the hemorrhage 
response team during the event. The guidance then describes the 
need to establish criteria that automatically generates a quality 
improvement review. In addition, the hospital must disseminate 
key findings and improvement opportunities to pertinent staff 
and providers. 

EP 7 discusses patient and family education and the guidance 
here is somewhat confusing. It first says that documentation of 
education need not be in the medical record, however surveyors 
may interview patients to determine if the hospital provided 
education specific to the signs and symptoms of hemorrhage 
during hospitalization and post discharge. So, while the education 
may not have to be documented, it does have to be effective and 
the patient must have acquired some knowledge to be able to 
describe the signs and symptoms of hemorrhage. Developing 
competence in patient education is a difficult step. Our advice 
may be that you want to provide written materials in languages 
matching your patient populations that the patient may be able 
to refer to during any inquiry with a surveyor. 
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