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PREPAREDNESS CONSIDERATIONS FOR SMALL AND RURAL
HOSPITALS

Brenda Chagolla, MSN, RN, CNS University of California Davis Medical Center
EXECUTIVE SUMMARY

* Considerations for birth at a tertiary hospital should be discussed for women with
prenatal conditions that put them at high risk for hemorrhage.

e Communication and collaboration between departments and between disciplines
are essential to providing optimal hemorrhage care.

* Smaller and more rural hospitals may face special challenges in preparing for and
responding to obstetric hemorrhage.

* Deliberate processes need to be in place for communicating with the entire team
when emergencies occur during labor and birth.

* All staff need a clear picture of response times, and teams should be mobilized
early for high risk situations.

* Blood product availability and time to obtain blood products should be clearly
communicated to all members of the birth team.

Multidisciplinary and multi-departmental collaboration are critical to facilitating the highest
quality of care for women undergoing a postpartum hemorrhage. During a hemorrhage,
availability of resources such as personnel, equipment, and blood products may pose
unique challenges for smaller hospitals." These hospitals should proactively identify
challenges and modify processes to optimize outcomes for their patients. A massive
hemorrhage should be considered an emergency similar to a respiratory or cardiac arrest
and elicit the same hospital emergency response and resources.

Women with high-risk conditions such as a placenta previa with a prior cesarean section,
multiple prior cesarean sections, or a history of postpartum hemorrhage should be
considered for delivery at a tertiary hospital where the appropriate resources are
immediately available. The hospital should identify transfer resources and options
including a possible transfer agreement with a tertiary hospital.

Many smaller and critical access hospitals are located in rural areas and may be prone to
severe weather conditions. Adjustments to processes should be made to account for
delays related to distance and weather, and these facilities may wish to consider including
non-pneumatic anti-shock garments? in their emergency supplies and training for
postpartum hemorrhage. Small hospitals planning to deliver women with known high-risk
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conditions or have women present with high-risk conditions should develop a
multidisciplinary plan of care.

Planned delivery of women at high risk for a postpartum hemorrhage at tertiary hospitals
will not prevent all postpartum hemorrhages from occurring at small hospitals. Women will
present with active bleeding to the closest hospital and some women with no identified
risk factors, will develop a postpartum hemorrhage. Emergency scenarios should be
discussed and a plan developed in order to facilitate an optimal response.

Communication

Early and frequent communication throughout the birth process is essential to facilitate
the best care for a woman during a postpartum hemorrhage emergency. Risk factors
should be identified early in the pregnancy and hospital admission. Risk assessments
should be performed on admission and at patient handoffs, and communicated to the
entire birth team even if they are not physically present in the hospital. Offsite providers
will need to be notified of evolving high-risk situations in order to actively participate in the
development of a plan of care.

The entire birth team should have a shared mental model of the emergency resources
available within the hospital. Dialogue regarding time frames needed for mobilization of
equipment and personnel should occur prior to an emergency situation. Communication
related to available resources can be accomplished by developing unit specific plans,
performing multidisciplinary drills, and huddles.

Personnel

There may be limited nursing resources available in the labor and delivery suite,
operating room, and general hospital emergency personnel. Operating room personnel
may not be in house at all times especially during nights, weekends and holidays. There
should be an expectation that operating room personnel and staff home on call will be
called in early in the event of a hemorrhage and for high risk situations, not just when an
emergency is well in progress.

Consider all hospital staff when mobilizing resources during a hemorrhage emergency. A

~nursing supervisor or administrator may be able to assist with mobilizing personnel from

other areas of the hospital or from home. A nursing supervisor may facilitate space in the
operating room, post anesthesia care unit or a bed in the intensive care unit. Nurses from
the emergency room and intensive care unit have critical care skills that are helpful during
a hemorrhage emergency. Medical surgical nurses may be able to care for postpartum
patients during an emergency or be a scribe during a hemorrhage emergency.
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Anesthesia providers may be available in the operating room or at home but not to labor
and delivery without a time delay. Surgical specialties such as gynecologic oncologists or
vascular surgeons that may provide benefit to complicated emergent surgical situations
but may be limited or not available. Available provider resources and pathways for
activating emergency response from them should be identified prior to an emergency
hemorrhage situation. A clear and simple process to contact providers should be
developed and practiced during hemorrhage drills.

Equipment and Supplies

A significant hemorrhage is rare. Developing and maintaining hemorrhage supplies in an
easily moveable container expedites care during hemorrhage emergencies. Since a
hemorrhage may occur in multiple locations throughout the hospital it is optimal to have a
designated hemorrhage cart that can be easily transported to the woman.

Emergency equipment may need to be brought from other areas of the hospital. A plan
should be in place to mobilize emergency equipment that is not located in labor and
delivery. Personnel with the responsibility to mobilize emergency equipment should be
identified prior to an emergency hemorrhage. Mobilization of equipment should be
practiced during postpartum hemorrhage drills to identify barriers within the process.

Blood Products

All types of blood products may not be stored at a facility, for example platelets may need
to be brought in from a central regional location outside of the hospital. The hospital
should identify the availability of each type of blood product, the processing time frames
for each and communicate this information to the birth team. This information should be
posted in an easily accessible location on the birth unit. Plans and criteria should be
developed to guide pre-transfusion preparation for high-risk patients and for obtaining
blood products in massive transfusion situations. Any changes to the availability of blood
products should be immediately communicated to key participants of the birth team.

RECOMMENDATIONS

1. A multidisciplinary, multi-department team should be convened to evaluate
readiness for managing obstetric hemorrhage.

2. ldentify high-risk antenatal conditions that would be appropriate for planned birth at
tertiary facility and review periodically.

3. Consider all potential personnel resources within the facility and include
departments such as the operating room in planning response strategy.

142



04 e
CMQCC J‘“’“’ CMQCC OBSTETRIC HEMORRHAGE TOOLKIT

CALIFORNIA MATERNAL California Deparement of .
GUALITY CARE COLLABORATIVE @ D PublicHealth Version 2.0

3/24/15

4. Small hospitals should carefully map the response process for obstetric

hemorrhage to identify availability of equipment, personnel, and blood products.

. Risk assessment pre-transfusion testing (hold clot vs. type and screen vs. type and

cross-match) strategies should be modified to account for potentially longer time to
conduct tests and obtain blood products.

. Conducting routine inter-departmental obstetric hemorrhage drills may assist the

team in developing a shared mental model of response times and in identifying
opportunities for system improvement.

EVIDENCE GRADE

Level of Evidence Ill C: Opinions of respected authorities, based on clinical experience,
descriptive studies, or reports of expert committees. Recommendations based primarily
on consensus and expert opinion.
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ANTI-SHOCK GARMENTS: NON-PNEUMATIC ANTI-SHOCK GARMENT
(NASG) AND PNEUMATIC ANTI-SHOCK GARMENT (PASG)

Suellen Miller, PhD, CNM, MHA, University of California, San Francisco
EXECUTIVE SUMMARY

* The non-pneumatic anti-shock garment (NASG) is a non-pneumatic compression
device that can reduce bleeding and reverse shock secondary to obstetric
hemorrhage.

e Although it is mainly used in low-resource settings it has applications in developed
countries as well, anytime there is intractable hemorrhage or delays in accessing
blood and/or surgery.

e The NASG can be used for obstetric hemorrhage occurring in rural areas where
women have to be transported by ambulance or by air.

e The NASG can be used for out-of-hospital birth centers or home births.

e NASGs can reduce blood loss and reverse shock for women with intractable
hemorrhage while awaiting arterial embolization.

* The NASG has been used as a “last-ditch” technology for women with intractable
hemorrhage where hysterectomy is to be avoided.

BACKGROUND

In 2006, the Joint Statement of the International Confederation of Midwives (ICM) and the
International Federation of Gynecology and Obstetrics (FIGO) recommended research on
anti-shock garments to reduce mortality among women suffering postpartum
hemorrhage."? Currently, there are two types of anti-shock garments in use. The
pneumatic anti-shock garment, or PASG, was developed in the 1970s and used to
transport wounded soldiers during the Vietnam War, hence its other name, Medical Anti-
Shock Trousers, or MAST. The other type of anti-shock garment is a non-pneumatic
version. While the PASG is not often used for obstetric hemorrhage, the non-pneumatic
anti-shock garment (NASG) has been used for obstetric hemorrhage in low-resource
settings for the past ten years. The NASG is a first-aid device that reverses hypovolemic
shock and decreases obstetric hemorrhage. It consists of articulated segments of
neoprene that close tightly with Velcro, increasing blood flow from the lower body to the
core organs, elevating blood pressure and increasing preload and cardiac output.
Following ten years of research and evaluation, the World Health Organization (WHO)
added the NASG to their “Recommendations for Prevention and Treatment of PPH™*;
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FIGO likewise included the NASG in their 2012 “FIGO Guidelines: Prevention and
Treatment of PPH in Low-Resource Settings”.”

NASG

The NASG was developed in 1971 by teams associated with the National Aeronautics
and Space Administration/Ames Research Center (NASA/Ames) in order to overcome
some of the deficiencies of the PASG, such as over-inflation, compartment syndrome,
and ischemia.® In 1991, the NASG (Zoex Corporation, Ashland, OR, USA) was granted a
United States Food and Drug Administration (US FDA) 510(k) medical device regulations
number. Based on the same principle as the PASG, circumferential counter-pressure, but
without air bladders, manometers, stopcocks, foot pumps and tubing, and without the
associated risks of over-inflation and excessive pressures, the NASG is a promising first-
aid treatment for hypovolemic shock resulting from obstetric hemorrhage.”®

NASG MECHANISMS OF ACTION AND NASG BLOOD FLOW STUDIES

Theoretically, all anti-shock garments work on the same principle: a compression suit
which restricts blood flow to the lower body while increasing the blood pressure and
cardiac output in the non-compressed area, where the oxygen-dependent core organs
(heart, lungs, brain) benefit from increased blood flow. Doppler flow studies of the NASG
in twelve healthy adult volunteers showed a mean decrease in blood flow in the distal
aorta of 33% or 0.65 I/min (p = 0.04).° Lester et al studied blood flow in healthy
postpartum volunteers and found an increased Resistive Index (RI) in the internal iliac
vessels with full application of the NASG, indicating reduced flow, from 0.83 to > 1.05,
Wilcoxon matched pairs signed rank test (p = 0.02).'® A more complete description of the
mechanisms of action can be found elsewhere."

QUASI-EXPERIMENTAL NASG STUDIES FOR OBSTETRIC HEMORRHAGE

The first comparative NASG study was a pre-post pilot of severe obstetric hemorrhage in
four Egyptian tertiary-level hospitals. All 364 women (158 pre-intervention phase, 206
post-intervention/NASG phase) had = 750 mL EBL with signs of shock (pulse > 100 BPM,
SBP < 100 mmHg) at study entry. All were treated with a standardized protocol; during
the post-intervention phase, women also received the NASG. The NASG-treated women
had better outcomes, with a statistically significant lower median measured blood loss
(500 mL pre-intervention vs. 250 mL post-intervention, median difference -200, 95% CI -
250 to -120, p < 0.001) and a non-statistically significant 69% decrease in extreme
adverse outcomes (mortality and severe morbidity combined).'®

Further analysis of this data found that NASG-treated women experienced decreased
shock recovery times, indicated by return to normal Shock Index (Sl). Median Sl recovery
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time in 249 obstetric hemorrhage cases was significantly shorter in the NASG group (75
vs. 120 minutes, p = 0.003), independent of standard treatments, such as volume of IV
fluids and/or waiting time for blood transfusions.'*

Miller and colleagues have conducted a larger pre-intervention phase/NASG intervention
phase study set in two tertiary facilities in Egypt and four tertiary facilities in Nigeria, n =
1442." In both phases of the trial, women with obstetric hemorrhage and hypovolemic
shock (see criteria above) were treated with a standardized hemorrhage/shock protocol.
Women in the NASG phase also received the NASG. Despite being in worse condition at
the study start, negative maternal health outcomes were significantly reduced among
women treated with the NASG. Mean measured blood loss after study entry was reduced
50% (median mL 400 vs. 200, p < 0.0001), maternal mortality decreased from 6.3% in the
pre-intervention phase to 3.5% in the NASG phase (RR 0.56, 95% Cl = 0.35 — 0.89), and
emergency hysterectomy decreased from 8.9% in the pre-intervention phase to 4.0% in
the NASG phase (RR 0.44, 95% CIl = 0.23 — 0.86). In multiple logistic regression, there
was a 55% reduced odds of mortality during the NASG (aOR 0.45, 95% Cl = 0.27 — 0.77).
A number of sub-analyses were conducted, based on hemorrhage etiologies or study
country, with similar findings of reduced mortality.'®'°

Using data from the pre-intervention phase/ NASG intervention phase study in Nigeria
and Egypt‘s, Sutherland, et al. combined the data with costs from the study sites to
conduct a cost-effectiveness analysis.?® Results showed that providing NASGs to women
in severe shock resulted in decreased mortality and morbidity, averting 357 DALYs in
Egypt and 2,063 DALYs in Nigeria, with a net savings of $9,489 in Egypt and a net cost of
$3.13/DALY averted in Nigeria.

El Ayadi and colleagues combined data from studies set in Nigeria/Egypt'®, Zambia?',
Zimbabwe®, and India®®, and used meta-analytic techniques to describe outcomes of
NASG use on 3,561 women across a variety of tertiary care facilities.?* They evaluated
pooled odds ratios (POR). The POR for mortality for women treated with the NASG was
38% lower (POR 0.62, 95% CI = 0.44—-0.86). For women in more severe shock, the
NASG was associated with a 59% reduced odds of mortality (POR 0.41, 95% Cl = 0.20—
0.83).

RANDOMIZED CLUSTER TRIAL (RCT) OF NASG AT PRIMARY HEALTH CARE
LEVEL

A cluster RCT was conducted in Zimbabwe and Zambia to determine if early application
of the NASG by midwives at the Primary Health Care (PHC) level, prior to transfer to a
referral hospital, decreased extreme adverse outcomes (EAQO), mortality or severe-end
organ failure morbidity, ClinicalTrials.gov number NCT00488462.% The study also
analyzed potential side effects of the NASG. Entry criteria were estimated vaginal blood
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loss = 500 mL and at least one other sign of hemodynamic instability (pulse > 100 or SBP
< 100 mmHg). Thirty-eight PHCs were randomly assigned to providing women in
hypovolemic shock to either standard obstetric hemorrhage/shock protocols or to the
same protocols plus NASG prior to transport to the referral hospital (RH) for definitive
treatment. All women received the NASG at the RH, n=5 RHs. In an intent-to-treat
analysis, the intervention was associated with a non-significant 46% reduced odds of
mortality (OR 0.54, 95% CI = 0.14—2.05, p = 0.37) and 54% reduction in composite EAO
(OR 0.46, 95% CIl 0.13-1.62, p = 0.22). Women with NASGs recovered from shock
significantly faster (HR 1.25, 95% Cl = 1.02-1.52, p = 0.03). No differences were
observed in negative effects.?®

Despite a lack of statistical significance, the 54% reduced odds of EAQ, the significantly
faster shock recovery, and the similarity in decreased mortality rates of approximately
50% across a variety of settings, facility levels, and OH etiologies, suggest there might be
treatment benefits from early application of NASGs for delays obtaining definitive
treatment for hypovolemic shock. A pragmatic study with rigorous evaluation is suggested
for further research. A presentation by the authors of the above study examined the per-
protocol analysis; while still not statistically significant due to small sample size, women
who actually received the NASG experienced a 64% reduced odds of mortality (OR =
0.36, 95% Cl 0.08-1.57, p = 0.17).%°

CASE REPORT OF NASG FOR PPH IN HIGH-RESOURCE SETTINGS

While the NASG is being studied for efficacy in reducing maternal mortality and morbidity
in low-resource settings, it can also be used in high-resource settings. El Sayed, et al.
reported on an 18-year-old woman with intractable PPH at the Lucile Packard Children’s
Hospital, Stanford University, California, USA.?” The woman, bleeding profusely after
vaginal twin delivery, received multiple interventions, including Ringer’s Lactate infusions,
each with 35 units of oxytocin per liter; two doses of 0.2 mg methergine IM; three doses of
250 mcg hemabate IM; 800 mcg misoprostol per rectum; and transfusions of packed
RBCs, recombinant factor VI, uterine massage, and uterine curettage. Having exhausted
standard treatment measures, the surgeons packed the uterus and applied the NASG.
Within minutes of NASG placement, bleeding subsided, pulse decreased, and blood
pressure rose. The patient remained hemodynamically stable with normal vaginal
bleeding. The NASG was removed on postpartum day 1, without complications or
recurrent bleeding. Indications for use in high-resource settings include transport from
rural areas to areas capable of treating severe PPH; use while awaiting arterial
embolization team, operating room, or anesthesiology; anytime there is a delay in
achieving definitive treatment; and/or as in the El Sayed case report, when all else has
failed, as a “last-ditch” effort to stabilize and resuscitate.
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RECOMMENDATIONS

Given that WHO and FIGO have now added the NASG to their guidelines for PPH 282°,
and WHO is adding the NASG to their list of Essential Devices for 2014 (personal
communication, Velazquez Burumen, 2013), it is no longer necessary to conduct
expensive and lengthy efficacy trials. Implementation science and pragmatic operations
research are needed to answer a number of remaining questions:

* Hemodynamics

o The mechanism of action in pregnancy/postpartum is not clear. How much
blood flow is decreased to the uterus? Is blood only decreased in the lower
body or is there actually blood shunted to upper body? If blood is shunted,
what volume of blood is shunted?

o What is the effect on cardiac output? SPR? Stroke Volume?
* Practical Applications

o Would equipping ambulances serving rural populations with NASGs have
any effect on maternal health outcomes? What about air transports for
extremely remote areas?

o Should the NASG, if introduced into California hospital protocols, be used
on women with placenta previa and a viable fetus?

o Is there a role for NASG in management of women with heavy bleeding
from second trimester abortion? Post-caesarean hemorrhage?

EDUCATIONAL TOOLS AND SAMPLE DOCUMENTS

Note that the NASG is not FDA-approved, but does have FDA 510(k) certification, and is
substantially similar to an FDA-approved device, the Pneumatic Anti-Shock Garment
(PASG), so that it can be marketed in the US and internationally.

NASGs can be obtained from BlueFuzion Group: NASG @bfgroup.asia

A training video and other training materials, links to research publications, and other
information about the NASG can be found at www.lifewraps.org.
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EVIDENCE GRADING

Level of Evidence: II-3 A. Evidence obtained from multiple time series with or without
intervention. Well-done QI studies with statistical process control analyses (or the like) falll
into this category. Dramatic results in uncontrolled experiments also could be regarded as
this type of evidence. Recommendations based on high quality and consistent evidence
Level of Evidence: 1I-3 B. Evidence obtained from multiple time series with or without
intervention. Well-done QI studies with statistical process control analyses (or the like) fall
into this category. Dramatic results in uncontrolled experiments also could be regarded as
this type of evidence. Recommendations based on limited or inconsistent evidence

REFERENCES

1.

2.

10.

11.

ICM/FIGO. Joint Statement: Management of the Third Stage of Labour to Prevent
Post-partum Haemorrhage. 2003.

ICM/FIGO. International Confederation of Midwives and International Federation of
Gynaecologists and Obstetricians Joint Statement: Management of the Third Stage
of Labour to Prevent Post-partum Haemorrhage. 2003.

World Health Organization. WHO Recommendations for the Prevention and
Treatment of Postpartum Haemorrhage. Geneva 2012.

WHO, USAID, MCHIP. WHO Recommendations on Prevention and Treatment of
Postpartum Hemorrhage: Highlights and key messages from New 2012 Global
Recommendations. 2013.

Lalonde A. Prevention and treatment of postpartum hemorrhage in low-resource
settings. IJGO. 2012;117(2):108-118.

Haggerty J. Anti Shock Garment: National Aeronautical Space Administration,
Office of Space Access and Technology, Commercial Development and
Technology Transfer Division. 1996.

Miller S, Ojengbede L, et al. Anti-Shock Garments for Obstetric Hemorrhage.
Current Women's Health Reviews. 2007;3(1):3-11.

Miller S, Morris J, Fathalla M, Ojengbede O, Mourad-Youssif M, Hensleigh P.
Chapter 38: Non-pneumatic Anti-Shock Garments: Clinical Trials and Results. In:
Karoshi M, LG K, Lalonde A, B-Lynch C, eds. A Comprehensive Textbook of
Postpartum Hemorrhage: An Essential Clinical Reference for Effective
Management, 2nd ed.2012:318-330.

Hauswald M, Williamson M, Baty G, Kerr N, Edgar-Mied V. Use of an improvised
pneumatic anti-shock garment and a non-pneumatic anti-shock garment to control
pelvic blood flow. Int J Emerg Med. 2010;3(3):173-175.

Lester F, Stenson A, Meyer C, Morris J, Vargas J, Miller S. Impact of the Non-
pneumatic Anti-shock Garment on pelvic blood flow in healthy postpartum women.
Am J Obstet Gynecol. 2011;204(5).

Stenson A, Miller S, Lester F. Chapter 39: The Mechanisms of Action of the Non-
pneumatic Anti-Shock Garment (NASG). In: Arulkumaran S, Karoshi M, Keigh L,

149



CMQCC /s
MQC \\Jh CMQCC OBSTETRIC HEMORRHAGE TOOLKIT

CALIFORNIA MATERNAL California Deparement of .
QUALITY CARE COLLABORATIVE @ B PublicHealt Version 2.0

~ 3/24/15

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

Lalonde A, B-Lynch C, eds. A Comprehensive Textbook of Postpartum
Hemorrhage: An Essential Clinical Reference for Effective Management, 2nd ed.
UK: Sapiens Publications; 2012.

Miller S, Hamza S, Bray EH, et al. First aid for obstetric haemorrhage: The pilot
study of the non-pneumatic anti-shock garment in Egypt. BJOG. Apr
2006;113(4):424-429.

Miller S, Martin H, Morris J. Anti-shock garment in postpartum haemorrhage. Best
Pract Res Clin Obstet Gynaecol. 2008;22(6):1057-1074.

Miller S, Turan J, Dau K, et al. Use of the non-pneumataic anti-shock garment
(NSAG) to reduce blood loss and time to recovery from shock from women with
obstetric haemorrhage in Egypt. Global Public Health Journal. 2007;2(2):110-124.
Miller S, Fathalla M, Ogengbede O, et al. Obstetric hemorrhage and shock
management: Using the low technology Non-pneumatic Anti-Shock Garment in
Nigerian and Egyption tertiary care facilities. BMC Preg Childbirth. 2010;10(64).
Miller S, Ojengbede O, Turan J, Morhason-Bello I, Martin H, Nsima D. A
comparative study of the non-pneumatic anti-shock garment for the treatment of
obstetric hemorrhage in Nigeria. IJGO. 2009;107(2):121-125.

Berdichevsky K, Tucker C, Martinez A, Miller S. Acceptance of a new technology
for management of obstetric hemorrhage: A qualitative study from rural Mexico.
Health care for women international. May 2010;31(5):444-457.

Mourad-Youssif M, Ojengbede O, Meyer C, et al. Can the Non-pneumatic Anti-
shock Garment (NASG) reduce adverse maternal outcomes from postpartum
hemorrhage? Evidence from Egypt and Ningeria. Reprod Health. 2010;Sep
7(1):24.

Ojengbede OA, Morhason-Bello 10, Galadanci H, et al. Assessing the role of the
non-pneumatic anti-shock garment in reducing mortality from postpartum
hemorrhage in Nigeria. Gynecologic and obstetric investigation. 2011;71(1):66-72.
Sutherland T, Downing J, Miller S, et al. Use of non-pneumatic anti-shock garment
(NASG) for life-threatening obstetric hemorrhage: a cost effectiveness analysis in
Egypt and Nigeria. PLoS One. 2013;8(4).

Mkumba G, Butrick E, Amafumba R, et al. Non-pneumatic Anti-shock Garment
(NASG) decreases maternal detahs in Lusaka, Zambia. Abstract #0461 presented
at XX FIGO World Congress of Obstetrics and Gynecology. IJGO.
2012(119):8424.

Magwali T, Butrick E, Mambo V, et al. Non-pneumatic Anti-Shock Garment (NASG)
for obstetric hemorrhage, Abstract #0421 presented at XX FIGO World Congress
of Obstetrics and Gynecology. In: IJGO, ed. Harare, Zimbabwe2012:119:S410.
Maknikar SN R, Miller S. NASG reduces mortality in Indian women with postpartum
hemorrhage. Abstract #0429 presented at XX FIGO World Congress of Obstetrics
and Gynecology. IJGO. 2012(119):S413.

150



CMQCC &/
W CMQCC OBSTETRIC HEMORRHAGE TOOLKIT

CALIFORNIA MATERNAL California Department of .
QUALITY CARE COLLABORATIVE @ P PublicHealt Version 2.0

~ 3/24/15

24.

25,

28.

27.

28.

29,

30.

El Ayadi A, Butrick E, Geissler J, Miller S. Combined analysis of the non-pneumatic
anti-shock garment on mortality from hypovolemic shock secendary to obstetric
hemorrhage. BMC Pregnancy Childbirth. 2013;Nov 15(13(1)):208.

Miller S, Bergel EF, El Ayadi AM, et al. Non-pneumatic anti-shock garment
(NASG), a first-aid device to decrease maternal mortality from obstetric
hemorrhage: a cluster randomized trial. PLoS One. 2013;8(10):e76477.

Miller S, El Ayadi A, Bergel E, et al. Use of the Non-pneumatic Anti-shock Garment
for obstetric hemorrhage: Summary of the evidence; 2nd Annual WHO Gobal
Forum on Medical Devices. Geneva 2013.

El-Sayed Y, Brodzinsky L, Collins J, Munro |, Helmer A, Miller S. Incorporation of
the Non-pneumatic Anti-shock Garment (NASG) in the management of postpartum
haemorrhage and shock at a tertiary level hospital. XVIIl FIGO World Congress of
Gynecoogy and Obstetrics. Kuala Lumpur November 5-10. 2006.

WHO. WHO Recommendations for the Prevention and Treatment of Postpartum
Haemorrhage. Geneva: World Health Organization;2012.

WHO, USAID, MCHIP. WHO Recommendations on Prevention and Treatment of
Postpartum Hemorrhage: Highlights and Key Messages from New 2012 Global
Recommendations. Geneva2013.

Lalonde AB. Prevention and treatment of postpartum hemorrhage in low-resource
settings. IJGO. May 2012;117(2):108-118.

151



