Faculty instructions: Overall timeline:
The simulation starts at 0830, after the morning handover has taken place on labour ward. 
First 10 mins of the simulation: 
The team should have gathered, looked over the labour ward board, assigned members of the team for labour ward round, assessment of the woman in room 1, antenatal ward round and Maternity Assessment Unit (MAU) reviews. If no one has been assigned to perform antenatal ward round by 10 mins, there will be an emergency buzzer on the antenatal ward that should prompt one member of staff to go there.

10 min – 25 mins:
Antenatal ward round should be completed in this time. 
In the main room: 
1. Assessment of room 1 and decision for trial of instrumental delivery in theatre, including transfer of patient to the operating theatre and performing the procedure. 
2. Labour ward round, including checking the patient investigations 
3. MAU patient being assessed
25 mins- 35 mins:
1. Trial of instrumental delivery in theatre should be ending
2. MAU patient should have a management plan in place after identifying the correct diagnosis. If this has not happened at 25 mins, there should be an emergency buzzer in MAU to draw the attention of the team
3. Team should re-group including checking labour ward board as it has changed.
35- 40 mins:
1. Review list of new patients on labour ward to prioritise. 























1st Labour ward board: 08:30am 

	Room No
	Patient details

	1
	Primigravida, term pregnancy, fully dilated with passive second stage for 2 hours followed by active second stage for 1 hour. She has an epidural for analgesia  

	2
	Para 3, term pregnancy, with spontaneous onset of labour, Vaginal examination (VE) findings at 07:30: 5 cm dilated. Foetal heart monitered by Intermittent Auscultation (IA)

	3
	Primigravida, Gestational Diabetes Mellitus (GDM) on diet control, term pregnancy, for Induction of Labour (IOL), the baby has macrosomia. VE: 02:30: Artificial Rupture of Membranes (ARM) at 2 cm dilated, 04:30: oxytocin infusion started. 

	4
	Para 1, 35 weeks pregnant , positive foetal Fibronectin (fFN), has started to contract. Last speculum 04:00: cervical os closed

	5
	Empty room

	6
	Empty room

	7
	Empty room

	8
	Para 3 had a category 1 Lower Segment Caesarean Section (LSCS) overnight. Major Obstetric Haemorrhage (MOH) of 2.4 litres

	9
	Postnatal readmission. Admitted with temperature of 38 degrees Celsius, Maternity Early Warning Score (MEOWS) 4. Sepsis screening tests have been completed and she is on iv antibiotics. Diagnosis: Possible Endometritis

	10
	Para 4 now. Had Neville Barnes Forceps Delivery (NBFD) at midnight. Estimated Blood Loss (EBL) is 600 ml. 

	Maternity Assessment Unit (MAU)
	Exam room 1: Postcoital spotting, 35 weeks of pregnancy, Primigravida 
Exam room 2: Para 2, 38 weeks of pregnancy, has come into hospital contracting

Waiting room:
1. Primigravida, 36 weeks pregnant, complains of  epigastric discomfort, possible gastritis. Also has reduced foetal movements
2. Patient is waiting for review of pre-eclampsia blood test results. She may be ready for discharge afterwards. 
3. Para 1, GDM, 37 weeks pregnant, 3rd episode of reduced foetal movements











2nd Labour ward board: 10:00 am 

	Room No
	Patient details

	1
	The patient is in the operating theatre 

	2
	Para 3, term pregnancy, spontaneous onset of labour, VE at 07:30: 5 cm dilated, at 08:40: Spontaneous Rupture of Membranes with meconium-stained liquor

	3
	Primigravida, GDM on diet control, term pregnancy, for IOL, baby has macrosomia.VE 02:30: ARM 2 cm dilated, at 04:30 oxytocin was started. Next vaginal examination due at 10:30

	4
	Para 1, 35 weeks pregnant, positive fFN, contracting. Last speculum at 04:00: cervical os closed was closed

	5
	Para 3, 26+3 weeks pregnant, came to hospital by ambulance , feels pressure vaginally. Needs an urgent doctor’s review. 

	6
	Empty room 

	7
	Empty room

	8
	Empty room

	9
	Postnatal readmission. Admitted with temperature of 38 degree Celsius, MEOWS 4. Sepsis screen done, on iv antibiotics. Diagnosis: Possible Endometritis. At 08:45: Venous blood gas showed a Lactate of 2, Ultrasound pelvis showed retained pregnancy tissue.  

	10
	Empty room

	MAU 
	Exam room 1: postcoital spotting, 35 weeks pregnant, Primigravida
Exam room 2: Para 2 at 38 weeks of pregnancy is contracting 

Waiting room:
1. Primigravida at 36 weeks of pregnancy with epigastric discomfort and reduced movements. 
2. Waiting for blood test reports to be reviewed and can go home after if normal
3. Para 1, GDM, 37 weeks pregnant with 3rd episode reduced movements














Ward round on labour ward at start of the shift (estimated time at around 08:30 ): Clinical details 

ROOM 1 (examination to be performed on mannequin): 
Primigravida, 41+5 weeks pregnant, IOL: Prolonged latent phase for 48 hours
VE: 
21:30 3 cm
02:45 6cm ARM 
05:30 fully dilated
Reduced urine output in labour. No urine seen in catheter for the last 5 hours
Renal function tests at the start of labour was normal. A repeat renal function test was performed half an hour ago and the results are awaited.
Contracting 4 in every 10 minutes 
Cardiotocograph (CTG) was normal throughout labour 
Epidural insitu for pain relief in labour 

No medical or surgical past history of note
No allergies
Observations : normal
36 weeks foetal growth scan: normal growth. All other scans in pregnancy were normal 

Expected action: Recognise prolonged second stage and vaginally assess patient to decide on trial of instrumental delivery in theatre. 

On examination:
Per abdomen: Cephalic 0/5th palpable 
Vaginal examination: Fully dilated, LOT at +1, minimal descent with pushing, small caput, moulding +

Expected action: Decision for trial of instrumental delivery in theatre, inform consultant on call, discuss options with patient and consent patient appropriately. 

Instructions for faculty in theatre
1. World Health Organisation (WHO) check: Postpartum Haemorrhage risk and plan for management of third stage
2. ST5 not signed off as competent for performing rotational delivery independently- so if ST5 is performing the procedure, must request  consultant presence.
3. Assess steps of rotational delivery and technique for forceps. Facilitate a straightforward manual rotation and NBFD with episiotomy
4. EBL 800 ml. Was Tranexamic acid considered as part of management of blood loss?
5. WHO Sign out and patient debrief. 
ROOM 2: 
Para 3- 3 previous normal vaginal deliveries  
40 weeks pregnant 
Midwifery led care in pregnancy 
Spontaneous onset of labour
VE:
07:30 5 cm, intact membranes  
On IA: normal 
No medical or surgical past history of note

Expected action: Next VE at 11:30. If no progress, offer ARM. 

ROOM 3:
Primigravida
39+2 weeks pregnant 
GDM on diet control- diagnosed 2 weeks ago 
Ultrasound of foetal growth at 37 weeks: Abdominal circumference  was over the 95th centile, estimated foetal weight was on the 90th centile and was 4.0 kg, normal umbilical artery doppler

Progress: 
IOL- 2 prostaglandin gels were used 
02:30: ARM 2 cm, clear liquor
04:30: oxytocin started.
CTG normal 
No medical or surgical past history of note
Last blood sugar at 08:00 was 8.0

Expected action: Next VE at 1030. Hourly fresh eyes  review of CTG. Continue blood sugar monitoring as per GDM guideline. Counsel regarding risk of shoulder dystocia at delivery. 

ROOM 4: 
Para 1 (Previous delivery was by LSCS for failure to progress at 10 cm)
35 weeks pregnant 
Came to hospital at 22:30 last night contracting. Speculum on admission: cervical os was closed, no evidence of ruptured membranes, fFN was positive. CTG was normal on admission. CTG was repeated at 0400: normal. Recorded contractions were 3-4 every 10 minutes
Last speculum 04:00: os closed
Ultrasound by the night team confirmed cephalic presentation
Admission blood tests: White blood cell count (WBC) 12.6/ microlitre, C Reactive Protein (CRP) 50 mg/dL

Expected action: Since the patient has continued to contract regularly, offer repeat of speculum on the ward round to check for cervical changes since the last speculum. Repeat CTG as she is regularly contracting and has had a previous LSCS.  

ROOM 8:
Para 3
Delivered by category 1 LSCS overnight at 0100 for abruption where 500 gm of retroplacental clots were found. Baby was normal and doing well. 
MOH of 2.4 L from bilateral extensions of the uterine incision and atonicity of the uterus after delivery. Bleeding was managed using Oxytocin, Ergometrine, Tranexamic acid, Haemabate 1 dose and  Misoprostol 800 mcg.1 unit transfused in theatre. Post operative blood tests are awaited. MEOWS now 2- HR 120/min. Lochia is normal. 

Expected action: Chase the awaited blood tests to decide if further blood transfusion or oral iron is required. Debrief the patient regarding the blood loss. 

ROOM 9:
Postnatal readmission. Para 1, delivered by NBFD 3 days ago. EBL at delivery 700 ml. Some difficulty with delivering the placenta was reported but it was delivered by registrar in the room. Ultrasound of the uterus after delivery of the placenta by the registrar did not show any retained pregnancy tissue. Afebrile at discharge a day later. 
Readmitted with temperature of 38 deg C, MEOWS 4 (temp 38 deg C, HR 120, RR 22). Sepsis screen done and started on broad spectrum iv antibiotics with a working diagnosis of endometritis. Night team was very busy and could not see patient but prescribed antibiotics and asked for sepsis screen to be completed. FBC- WBC 18/ microlitre CRP 280 mg/dL. Lactate 2.0 mmol/L, lochia is normal. 

Expected action: Review of patient and head to toe evaluation for source of sepsis. Review of fluid balance and ordering an ultrasound pelvis to rule out retained pregnancy tissue. 

ROOM 10: 
Para 4 now. Had NBFD at midnight. EBL 600 ml. MEOWS 0, lochia normal 
Expected action: Review, debrief and move to the ward from labour ward.

2nd ward round on labour ward: 10:00 am 
ROOM 2: 
Same patient as in the previous ward round
Progress: 
VE:
07:30: 5 cm dilated, intact membranes  
08:40:Spontaneous rupture of membranes (SROM), Significant Meconium staining of liquor, 6 cm dilated 
Contracting 2 every 10 minutes
CTG connected –normal 
Expected action: Counsel the patient regarding the issues with meconium staining of liquor. Discuss option of starting oxytocin to increase contractions either straightaway (as contractions are 2 every 10 minutes) or waiting another two hours, checking progress with a VE and if slow progress to consider oxytocin. 

ROOM 3: (no change)
Same patient as in the previous ward round
Progress: 
02:30: ARM 2 cm, clear liquor
04:30: oxytocin started.

Expected action: Next VE at 10:30. Check blood sugars are in the normal range. If not, consider starting a sliding scale. Check frequency of contractions and titration of oxytocin. Check CTG.

ROOM 4 (no change)
Same patient as in the previous ward round
Recorded contractions 3-4 every 10 minutes 
Speculum examination 04:00: os closed
08:30: 3 cm dilated
Expected action: Inform neonatal team, start iv antibiotics for preterm labour, offer pain relief, await events. No steroids or Magnesium Sulphate required as beyond the gestational age when it is indicated.

ROOM 5
Para 3- 3 previous normal deliveries 
26+3 (normal 20-week scan, placenta not low)
Came by ambulance and feels pressure in the vagina. 

Foetal heart is normal and CTG connected
On examination:  contracting  3 every 10 minutes
Cephalic presentation on ultrasound
Speculum examination: 4 cm dilated, intact membranes 

Expected action: Inform neonatal team and senior members of obstetric team, administer steroid 1st dose and magnesium sulphate, commence antibiotics.

ROOM 9: 
Same patient as in the previous ward round
Ultrasound pelvis: Retained pregnancy tissue measuring 2.5 X 3X 2 cm 
Lochia normal 
Expected action: Continue iv antibiotics for 24 hours, observe lochia. If no improvement in observations, consider evaluation of retained tissue in theatre. Counsel patient regarding ultrasound report and plan.














MAU
Patient information for the faculty acting as midwife in charge
	Location
	History
	Expected action 

	Exam room 1
	Primigravida, 35 weeks pregnant, presented with postcoital spotting. No abdominal pain. 20-week ultrasound scan did not show a low-lying placenta. CTG met Dawes Redman criteria. Blood group is Rhesus negative 
	Doctor to review symptoms including pain, previous smear test history, foetal movements. CTG to be performed. Abdominal examination to check resting tone of uterus. Speculum examination to check cervix, dilatation, and quantity of bleeding. To admit if bleeding is seen on speculum. To decide on administration of Anti D antibodies. 

	Exam room 2
	Para 2, 38 weeks pregnant, midwifery led care (MLC),  presented with contractions
	Midwife to examine patient to diagnose labour and move to labour ward.

	Chair 1
	Primigravida, 36 weeks pregnant, presented with epigastric discomfort and reduced foetal movements. BP is 133/88. Blood tests for pre-eclampsia (full blood count, renal and liver function tests) and urine for Protein Creatinine Ratio (PCR) taken at 07:30
The patient starts to feel unwell, dizzy, and nearly faints after 10 minutes of the simulation starting. Her observations at that time: BP 130/90, Pulse Rate (PR) 90, Temperature 37.4 deg C, Respiratory Rate (RR) 20/min. 
Her blood test results: (normal values) 
Haemoglobin 116 g/dL (110-140 g/dL)
White blood cell count 22 X 109/L (6-16 X 109/L)
 Platelets 238 X 109/L (150-400 X 109/L) 
Sodium 135 mmol/L (130-140 mmol/L)
Potassium 3.5 mmol/L (3.3-4.1 mmol/L)
Urea  4.0 mmol/L (<4.5 mmol/L)
Creatinine 70 micromol/L (<75 micro mol/L)
Bilirubin  20 micro mol/L (<16 micro mol/L)
Aspartate Aminotransferase (AST) 250 IU/L (10-30 IU/L)
Alanine transaminase T  400 IU/L (6-32 IU/L)
If the doctor asks for a blood sugar, it is 2.0 mmol/L (low). 
No proteinuria
	Patient requires a CTG, review blood tests  and a blood sugar assessment as soon as possible. The diagnosis of Acute Fatty Liver of Pregnancy should be made and escalated to the consultant and coordinator midwife. Stabilising the patient and urgent transfer of patient to labour ward with involvement with ITU and rapid response are the next steps. 


	Chair 2
	Para 1 30 weeks pregnant presented with a headache, which settled after receiving paracetamol. The junior doctor on the night team had reviewed and requested for blood tests to rule out pre-eclampsia, which were sent.  Urine dipstick showed protein 1+. BP is 128/80
	If blood test results are normal, she could be discharged home with plan for MAU midwives to follow up on the PCR test result. 

	Chair 3
	Para 1, GDM, 37 weeks pregnant, 3rd episode of reduced foetal movements
	CTG. Discuss with consultant regarding Ultrasound for growth or IOL as patient has GDM.




Antenatal ward round
	Patient
	Age
	 History
	Expected action

	1. 
	23
	Primigravida, 29 weeks, Small for gestational age (SGA) 8th centile, admitted overnight with reduced foetal movements, CTG met Dawes Redman criteria
	If feeling movements now can be discharged with foetal medicine follow-up. 

	2. 
	41
	Primigravida, 39 weeks, CTG not met Dawes Redman criteria. She has started contracting spontaneously 6 times every 10 minutes and had a prolonged deceleration on the CTG that recovers spontaneously. 
	Recognise CTG concerns are due to hyperstimulation (contracting 5 or more times in a 10-minute period). Request midwife to administer Terbutaline to reduce contractions and vaginally assess the patient for progress. 

	3. 
	33
	Para 1, 35 weeks, placenta praevia major, spotting vaginally, Hb 112 g/dL
	Ensure patient has iv access and a valid group and save. Keep in hospital for observation until 24 hours without bleeding. 

	4. 
	24
	Primigravida, 32 weeks, severe preeclampsia on 3 oral medication to control blood pressure. The creatinine was elevated (100 mg/dL) on the blood tests taken at 0700 before the ward round. The estimated foetal weight (EFW) 7th centile
	Escalate to consultant to consider urgent delivery by induction of labour, monitoring of urine output, administering magnesium sulphate and corticosteroids. Discussion with the coordinator midwife on labour ward to move patient from antenatal ward to labour ward. 

	5. 
	22
	Para 1, 29 weeks, pyelonephritis, on IV antibiotics 
	Plan ultrasound of renal tract. Continue iv antibiotics. Plan discharge if pain is better and afebrile for 24 hours. Chase urine culture results. 

	6. 
	39
	Para 2, 32 weeks, confirmed preterm premature rupture of membranes (PPROM)
	Check WBC and CRP.  Check if patient has received 2 doses of corticosteroids. Discharge after 72 hours of PPROM 

	7. 
	35
	Para 4, 29 weeks, possible pulmonary embolism, awaiting CTPA
	Ensure patient is on treatment dose of low molecular weight heparin 

	8. 
	19
	Primigravida, 32+2 weeks, Antepartum Haemorrhage of 100mls 
	Review CTG and bleeding, consider corticosteroids if ongoing, check if patient is in pain, review previous ultrasound to check placental location. Patient to stay in till bleed free for at least 24 hours. 

	
	
	Induction of labour (IOL)
	

	9. 
	42
	Para 2, 39/40, IOL mat age
	Can have prostaglandin for IOL. Priority 4

	10. 
	32
	Para 0, 37+1, SGA, raised dopplers
	Can have prostaglandin for IOL. Priority 1

	11. 
	37
	Para 1, 42, IOL for postdates 
	Can have prostaglandin for IOL. Priority 3

	12. 
	28
	Para 1, 40+1, GDM metformin
	Can have prostaglandin for IOL. Priority 2





Instructions to the participants 
The scenario takes place on the delivery suite of a busy tertiary centre, with 7000 deliveries/year. There are 10 labour rooms. The situation begins, after handover, at 08:30. You have access to delivery suite, theatre, MAU, and antenatal ward 

Consultant
You are the Consultant covering delivery suite today. You have not worked with the ST1 before. You have worked with the ST5 many times over the last few months, they were in an academic placement for 2 years, but you would be happy for them to run labour ward with remote supervision. The ST3 is a trainee who you are familiar with (they worked as ST2 in the unit the year before). You feel they can be a little overconfident and not call for help appropriately sometimes but so far they have not had any bad outcomes. 

You covered the on-call shift last night and were in the hospital until 01:00. You returned to take handover at 08:00. You are glad to have 3 trainees working on delivery suite today. You are looking forward to going home this evening.

The Consultant for the levels ward round is sick and the Antenatal ward round has to be completed now by the on-call team as well as cover the delivery suite. 

The unit was very busy overnight, and you are aware that a number of the inductions are backed up. You need to prioritise the inductions to avoid undue delay and coordinate with the midwife in charge to bring these patients down. 

ST5 Registrar
You are an experienced ST5 who has returned to delivery suite after an academic 2-year out of programme experience, 4 months ago. The fellowship was linked to a London hospital providing 3000 deliveries/year and you covered a few on calls as a locum but feel a little anxious about your operative deliveries.

You have an ARCP in 3 weeks, this is a waypoint for moving into ST6. You have returned to work LTFT, working clinically part time, and completing a PHD in your academic time. You have only had delivery suite sessions every other week as part of your working pattern, next session in 2 weeks. You have to complete an OSAT for rotational delivery prior to your ARCP otherwise you will not have completed your matrix requirements for ST5.


ST3
You are an ST3, who has worked as an ST2 in this unit. You have always been an overachiever and have always been commended in your ARCP for an excellent e-portfolio. You are a few months into your ST3 and would like to be more independent on labour ward, especially with decision making. You are usually with a senior registrar who you feel is very controlling and expects every decision to be run by them. You were looking forward to this shift as it’s with a registrar you have not worked with before. You plan on speaking to them to tell them you would like to run labour ward this morning. You do not have any e-portfolio requirements to complete per-se but want to use this time for a Non-technical skills for surgeons (NOTSS) form to assess how you are managing labour ward. 

SHO
You are an ST1. Although this is your first year as in Obstetrics and Gynaecology trainee you have had a lot of experience previously. You took a sabbatical after medical school and travelled to Uganda where they let you assist with lots of caesarean sections. You also spent 12 months in as a staff grade SHO and have completed 20 caesarean sections independently and have also done a few kiwi deliveries.

The previous unit you worked in was even busier, delivering 10,000 women each year. You have seen women with a full range of obstetric complications: obstetric cholestasis, PIH/PET, HELLP etc. You have been coupled with an ST3 for you on calls and you have watched them do a number of forceps deliveries. You are 6 months into your training year and have discussed with your educational supervisor that your training goal should be to get a formative OSAT for forceps delivery within the next month.

SHO
You are an ST1.This is your first year as in Obstetrics and Gynaecology trainee and you have only had a 4-month stint as an FY2 in a much smaller unit. You are nervous about this job and want to make a good impression. 

Patient
You are the patient in room 1. You are in your first pregnancy, a week and a half past your due date and you are fed up with being pregnant. You have been contracting on and off for days and are finally in labour. The midwife from the night shift examined you and said you were fully dilated 3 hours ago, and you expected to have had your baby by now. You have had a straightforward pregnancy so far and cannot understand what the delay is with having your baby. You have been pushing for an hour and you are exhausted. 

Observer 
There is the delivery suite handover room, delivery room, theatre, MAU, and antenatal ward in this simulation. As the observer/s, you are free to walk around to the various locations without interfering in the simulation itself. Please make a note of your observations in the domains of communication with staff, communication with patients, staff allocation/situational awareness and team working. You can share your observations during the debrief at the end of the simulation. 

From the RCOG NOTSS guidance-
Situation Awareness:
1. Gathering information (seeking information on the labour ward from the hospital notes, CTG, Partogram, observation charts and multidisciplinary team)
2. Understanding information (updating one’s mental picture by interpreting the information gathered, and comparing it with existing knowledge to identify the match or mismatch between the situation and the expected state)
3. Projecting and anticipating future state (predicting what may happen in the near future as a result of possible actions, interventions, or non-intervention)
Communication and Teamwork:
1. Exchanging information (giving and receiving knowledge and information in a timely manner to aid establishment of a shared understanding among team members)
2.  Establishing a shared understanding (ensuring that the team not only has the necessary relevant information to carry out the plan, but that they understand it and that an acceptable shared ‘big picture’ of the case is held by team members)
3. Co-ordinating team activities (working together with other team members to carry out cognitive and physical activities in a simultaneous, collaborative manner)




