
 
AIM Hemorrhage Bundle Adherence Self-Assessment (2026 Reassessment) 

Purpose: 
This self-assessment is intended to help teams evaluate current adherence to the AIM Obstetric 
Hemorrhage Bundle practices and identify areas for continued improvement and support in 2026. 

Instructions: 
For each practice, select the level that best reflects your hospital’s current state. 

Adherence Scale 

1. Not Started – Practice not in place 

2. Planning – Work underway, not yet implemented 

3. Partially Implemented – Implemented in some areas or inconsistently 

4. Mostly Implemented – Practice is in place but reliability varies 

5. Fully Implemented & Sustained – Practice is routine, reliable, and monitored 

 

READINESS — Every Unit/Team 

1. Hemorrhage Management Infrastructure 

1. A designated obstetric rapid response team exists, co-led by nursing, obstetrics, and 
anesthesia, with membership appropriate to the facility’s Level of Maternal Care. 
� 1 � 2 � 3 � 4 � 5 

2. A standardized, facility-wide, stage-based hemorrhage emergency management plan is in 
place, including checklists and escalation policies. 
� 1 � 2 � 3 � 4 � 5 

3. Emergency release and Massive Transfusion Protocols (MTP) ensure immediate access to 
blood products. 
� 1 � 2 � 3 � 4 � 5 

4. A protocol exists (including education and consent practices) to collaborate with patients 
who decline blood products but may accept alternatives. 
� 1 � 2 � 3 � 4 � 5 

5. Policies are reviewed to identify and address organizational root causes of racial and 
ethnic disparities in hemorrhage outcomes. 
� 1 � 2 � 3 � 4 � 5 



 
 

2. Supplies, Medications, and Tools 

6. A hemorrhage cart or equivalent is maintained with supplies, checklists, and instruction 
cards in all relevant care areas (antepartum, L&D, postpartum). 
� 1 � 2 � 3 � 4 � 5 

7. Immediate access to first- and second-line hemorrhage medications is ensured through a 
kit or equivalent per the emergency management plan. 
� 1 � 2 � 3 � 4 � 5 

 

3. Team Preparedness 

8. Interprofessional, interdepartmental team-based drills are conducted with timely debriefs, 
including use of simulated patients. 
� 1 � 2 � 3 � 4 � 5 

 

RECOGNITION & PREVENTION — Every Patient 

9. Hemorrhage risk is assessed and communicated to all team members as conditions 
change, at minimum: 

• Admission to L&D 

• Peripartum period 

• Transition to postpartum care 
� 1 � 2 � 3 � 4 � 5 

10. Cumulative blood loss is measured and communicated using quantitative approaches 
(QBL). 
� 1 � 2 � 3 � 4 � 5 

11. The third stage of labor is actively managed per department-wide protocols. 
� 1 � 2 � 3 � 4 � 5 

12. Patients receive ongoing education on: 

• Hemorrhage risk and causes 

• Early warning signs 



 
• Risk for postpartum complications 

� 1 � 2 � 3 � 4 � 5 

 

RESPONSE — Every Event 

13. The facility consistently utilizes a stage-based hemorrhage emergency management plan, 
including: 

Advance preparations based on hemorrhage risk 

(e.g., cell saver, blood bank notification) 
� 1 � 2 � 3 � 4 � 5 

Evaluation for etiology of hemorrhage 

� 1 � 2 � 3 � 4 � 5 

Use of the obstetric rapid response team 

� 1 � 2 � 3 � 4 � 5 

Evidence-based medication administration and/or nonpharmacologic interventions 

� 1 � 2 � 3 � 4 � 5 

Activation of expanded care team and clinical resources as needed 

� 1 � 2 � 3 � 4 � 5 

 

14. Trauma-informed support is provided for patients, their identified support network, and 
staff following obstetric hemorrhage events, including: 

• Discussion of birth events 

• Follow-up care 

• Resources and appointments 
� 1 � 2 � 3 � 4 � 5 

 

REPORTING & SYSTEMS LEARNING — Every Unit 



 
15. A culture of multidisciplinary planning, huddles, and post-event debriefs exists for every 

hemorrhage, identifying successes, opportunities, and action planning. 
� 1 � 2 � 3 � 4 � 5 

16. Multidisciplinary reviews of serious complications occur per facility criteria to identify 
system issues. 
� 1 � 2 � 3 � 4 � 5 

17. Outcomes and process measures are monitored, with disaggregation by race and ethnicity 
due to known disparities in hemorrhage outcomes. 
� 1 � 2 � 3 � 4 � 5 

18. Processes exist for data reporting and sharing with: 

• Rapid response team 

• Care providers 

• Facility stakeholders to inform care and system change. 
� 1 � 2 � 3 � 4 � 5 

 

RESPECTFUL, EQUITABLE, AND SUPPORTIVE CARE — Every Unit/Provider/Team 
Member 

19. Patients who experience hemorrhage and their support network are included as respected 
contributors in patient-centered huddles and debriefs. 
� 1 � 2 � 3 � 4 � 5 

20. Teams engage in open, transparent, empathetic communication to ensure understanding 
of diagnoses, treatment options, and consent regarding blood products and alternatives. 
� 1 � 2 � 3 � 4 � 5 

21. Cultural and language support services (e.g., interpreters, translated materials) are 
available and integrated into care. 
� 1 � 2 � 3 � 4 � 5 

 

Overall Reflection (2026 Focus) 

22. What are your top 1–2 bundle elements that still need improvement this year? 

 



 
23. What support would be most helpful from the DCPQC? 

� Simulation resources 
� Protocol refinement 
� Data feedback 
� Peer sharing 
� Other: ___________ 


