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Condensation: The Society for Maternal-Fetal Medicine presents a briefing form and checklist to assist 

health care teams in the safe preparation for maternal transport and to ensure a consistent framework 

for patient handoff to the receiving facility.  

 

Introduction 

Pregnant and postpartum patients sometimes require transfer to a hospital with a higher level of care. 

A common reason for transfer is the threat of preterm birth due to preterm labor (PTL), preterm 

premature rupture of membranes (PPROM), hypertensive disorders, or bleeding. In such cases, the 

goal of maternal transport is to assure that delivery occurs at a center with appropriate resources to 

care for a preterm newborn. Since the 1970s, regionalized perinatal care systems have been adopted in 

the United States1, with each birthing facility having a designated Neonatal Level of Care as defined 

by the American Academy of Pediatrics2,3 and often formalized by state licensing regulations. Another 

reason for maternal transport is that a patient requires a higher level of care because of serious illness, 

cardiac disease, surgical issues, or other problems. The American College of Obstetricians and 

Gynecologists (ACOG) and the Society for Maternal-Fetal Medicine (SMFM) have developed a 

classification system for Levels of Maternal Care4: basic care (level I), specialty care (level II), 

subspecialty care (level III), and regional perinatal health care centers (level IV). Some states have 
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adopted regulations that all maternity hospitals must have a designated level of maternal care as 

defined by this system. 

In addition to establishing levels of maternal and neonatal care, guidance must also be provided to 

clinicians faced with a patient whose maternal or fetal status necessitates a transfer. The Emergency 

Medical Treatment and Labor Act (EMTALA)5 regulates the transfer of patients between hospitals 

that accept federal and state health care payments to ensure that patients with emergency and obstetric 

conditions are not turned away due to inability to pay. Under the statute, a pregnant individual with an 

emergency obstetric condition cannot be transferred unless stabilized (which may require delivery) 

and unless a trained medical professional judges that the benefits of transfer outweigh the risks. 

Currently, although institutions have implemented policies and procedures pertaining to levels of care, 

there are no national recommendations to guide the transfer of critically ill pregnant individuals. 

Transfer of a patient between facilities is a highly specialized type of patient handoff. A patient 

handoff from one health care professional to another carries a risk of medical error due to inadequate 

communication. Communication errors are a leading cause of preventable serious patient harm.6 Many 

factors must be communicated when performing a maternal transport, including the health status of 

two patients (mother and fetus), availability of bed space and personnel in two units at the receiving 

facility (labor and delivery unit and neonatal intensive care unit [NICU]), arrangements for 

transportation, and gathering and collating records. Communication is needed between various types 

of health care professionals, including physicians, nurses, and transport personnel. Lapses in any one 

of these areas can lead to patient harm. 

In such situations, in which many details must be collected and verified in a short time and often 

with an ill patient in need of urgent care, a cognitive aid such as a standardized form can help the team 

prepare for a transfer7 and can provide a consistent framework for a handoff briefing between health 

care professionals. A structured handoff briefing can improve communication and reduce medical 
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errors and adverse events.8 A sample briefing form designed to ensure that key elements are 

communicated for every maternal transport is presented in Box 1. In addition, practical advice to help 

facilities customize the form and implement it on their units is also included. 

 
Maternal Transport Briefing Form and Checklist 
 
The briefing form is intended to be used as a tool to facilitate communication when transferring 

pregnant patients to a higher level of maternal or neonatal care. The goal is to improve the safety of 

patients requiring transfer by ensuring that appropriate treatment is initiated and all critical information 

is readily available. Its use should lead to improved documentation, communication, and continuity of 

care before, during, and after a maternal transfer. 

The form includes the most relevant information that should be considered before transfer and that 

will be needed at the receiving institution. The design of the form follows the guidelines published in 

A Checklist for Checklists by Ariadne Labs.9 For example, the form uses a nonserif font, avoids the 

use of color, and includes a version date. The form has a simple, uncluttered format and fits on one 

page. Efforts were made to include only essential items that are likely to be overlooked or forgotten.  

The form is intended to be completed at the sending facility. If most of the elements are 

completed before the initial phone call to initiate a maternal transfer, it will greatly facilitate 

communication. Some elements will need to be updated as final preparations are made for transport. 

Suggestions for Implementation  
 
The form shown in Box 1 should be considered a sample because each receiving hospital will need to 

customize it. For example, contact phone numbers should be inserted at the top of the form to make it 

easy for the referring hospital to call and to fax information. The receiving hospital should decide 

whether they prefer documents to be sent with the patient or to be faxed so that they will arrive before 

the patient. The form should be revised to reflect this preference. Each hospital should decide whether 

to include a space at the bottom for a signature and date of completion. For the initial customization of 
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the form, it will likely be sufficient to have a small team of relevant stakeholders at the receiving 

hospital, including maternal-fetal medicine subspecialist(s), nurse(s), and the nursing transport 

coordinator to review the form and make any needed changes.  

After the form has been customized, receiving hospitals may want to print and bind copies as 

“tear-sheets” to distribute to the referring hospitals in their region. Paper forms will likely be faster and 

easier to implement than digital forms integrated into electronic health records. An important 

limitation of digital forms is that many hospitals within a region do not typically share a common 

platform for electronic health records. Even if a hospital adapts this form to its electronic record 

system, other hospitals may not be able to use it. 

Follow-Up and Quality Indicators 

Once the form has been adopted, it is essential to monitor its use so that any needed revisions can be 

made. After each transport, the transport coordinator or other relevant leader at the receiving facility 

should obtain feedback from involved physicians and nurses at both sending and receiving hospitals 

and elicit suggestions for improving the transport process or for improving the form itself. If the form 

is revised, the version date should be updated, and sending facilities should be instructed to discard 

any older versions. 

 Although not directly related to this form, an effective regional maternal transport program must 

have quality assurance processes in place to evaluate outcomes and to look for areas for future 

improvement. The following lists examples of quality indicators that both sending and receiving 

facilities might want to use: 

• A detailed review of any case involving delivery en route, delivery within 15 minutes after 

arrival, or significant deterioration of maternal condition requiring diversion to another facility 

(sentinel events) 
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• A formal periodic review of maternal transports for each referring institution, including 

frequency of any requested transfers that were declined and reasons for declining 

• Standard clinical management guidelines for the most common indications for maternal 

transport (eg, PTL, PPROM, hypertensive disorders) developed by the receiving hospital and 

shared with all the referring hospitals in the region 

• Tracking of measures of the efficiency of transport (eg, time from initial transport request to 

arrival at receiving hospital, time from initial request to formal acceptance of transfer) and 

appropriateness of transport  

• A specified process to update referring physicians and prenatal care professionals on the 

outcome or condition of the patient who was transported  
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<Next Page:> 

Box. Sample maternal transport briefing form and checklist. 

 

<Footnotes to Box: Comp—please put on facing page> 

EBL – estimated blood loss 

EDD – estimated “due date” 

EFM – electronic fetal monitoring 

EFW – estimated fetal weight 

FFP – fresh/frozen plasma 

G – gravidity 

H&P – history & physical 

ICU – intensive care unit 

NICU – neonatal intensive care unit 

P - parity 

PMH – past medical history 

PRBC – packed red blood cells 

PSH – past surgical history Jo
urn
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[ Patient Sticker Here] or enter:  Receiving Hospital (Name, Logo)  Date:___________________ 

        Transport Center (phone #)  Initial Call (time):__________ 

Name: _____________________     Labor & Deliver (phone #)  Transport Accepted:_______ 

DOB:  _____________________     Fax Documents to (phone #)  Pt Left Sending Hosp:______ 

Maternal Transport Briefing Form & Checklist 
This form is a sample and should be modified to fit each receiving facility’s unique requirements 

G__ P__ __ __ __  EDD_________ Gest Age____wk ___d  {or Date Delivered:________}  Pt Weight___________ 

Indication(s) for transfer: □ Maternal______________________   □ Fetal_____________________________ 

Primary Diagnosis:___________________________________________________________________________ 

Secondary Diagnoses:_________________________________________________________________________ 

Pertinent PMH, PSH: __________________________________________________________________________ 

Other services needed on transfer: □ NICU    □ ICU   □ Cardiac   □ Other____________________ 

Referring Hospital:______________________________________  Level of Care: Maternal______ Neo______ 

  Referring Physician:___________________________________  Phone:_____________________________ 
 

  Primary Obstetrician:__________________________________  Phone:_____________________________ 
 

Receiving Hospital:______________________________________  Level of Care: Maternal______ Neo______ 

  Accepting Physician:___________________________________  Phone: ___________________________ 
  

Vitals: Current   Time:_________ BP______/_______ P_______ R_______ O2 sat:______ T______ 

On transfer  Time:_________ BP______/_______ P_______ R_______ O2 sat:______ T______ 

Vaginal exam: ______ / ______ / ______ Date/time ______________________________ 

Vaginal exam: ______ / ______ / ______ Date/time ______________________________ 

Membranes:   □ Intact  □ Ruptured □ Bulging 

Bleeding:    □ Yes (EBL: ____________ml) □ No  

Ultrasound:  Presentation □ Cephalic □ Breech □ Transverse   □ Unknown 

  Previa  □ Yes  □ No □ Unknown 

  EFW: _____________g      Amniotic fluid volume_________________ 

  Other findings_________________________________________________________________ 

Pertinent Labs: ____________________________________________________________________________  

EFM:  Baseline: ________ Variability: ________ Accels: ________ Decels: __________ 

Category  □ I (normal)  □ II (indeterminate)  □ III (abnormal) 

Contractions >4/hr?    □ Yes   □ No 

Medications:  □ Antenatal steroids (1
st

 dose date and time__________________________________)  

□ Magnesium Sulfate: Bolus (Gme)________, then Drip at_________gm/hr 

□ Terbutaline (Gme ______________) □ AnGbioGcs: _______________________ 

 □ Other: _______________________________________________________________ 

Blood Products: Units Given (___PRBC  ___ Cryoprecipitate  ____FFP  ____Platelets) 
 

Transportation: □ Ambulance □ Air □ Private car  Responsible for arranging:________________ 

Monitoring on transport □ ConGnuous EFM □ Tele  □ MedicaGons __________________ 

□ Physician-to-physician communication done □ Nurse-to-nurse communication done 

 

Document Checklist:     Documents sent how: □ with paGent    □ fax to receiving hospital   

□ Prenatal record  □ Prenatal labs  □ Ultrasound reports  □ Current labs  □ H&P □Discharge Summary  

□ Current admission other relevant notes  □ EFM strips if relevant findings  

□ Admission face sheet  □ PaGent consent for transfer  □ Copy of this completed form 

 

Notes______________________________________________________________________________________ 

___________________________________________________________________________________________ 

 

Version 8-17-2020 
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