Maternal Hypertension
Initiative

Action Period Call: Hospital Team Share & Severe Maternal Mortality Review
December 16, 2022

12:00 PM - 1:00 PM CST
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Welcome ATRe

* Please type your name and organization you represent in the chat box and send to
“Everyone.”

* Please click on the three dots in the upper right corner of your Zoom image, click
“Rename” and put your name and organization.

* Please also do for all those in the room with you viewing the webinar.
* Attendees are automatically muted to reduce background noise.

* You may enter questions/comments in the “chat” box during the presentation. We
will have a Q&A session at the end.

 Slides will be available via email and at http://www.alpgc.org/initiatives/htn

* We will be recording this call to share, along with any slides.
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Unmute Start Video ite Manage Participants Polls Share Screen Chat Record Breakout Rooms


Presenter Notes
Presentation Notes
Thank you for joining us for today’s action period call. Please put your name and organization into the chat box. Please click on the three dots in the upper corner of your picture, click Rename, and include your name and put your name and organization.  Below you can see buttons to mute, use the chat box, Please put questions in the chat box, we will address them at the end of the presentation. 

http://www.alpqc.org/initiatives/htn

Agenda

Welcome & Updates 12:00—-12:05

Team Hospital Share 12:05-12:45

Questions & Next Steps D 12:45-1:00
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Madison Hospital

Renee Colquitt, CRNP, NNP-BC
Director of Perinatal Services
Amanda Eaker, RN
Clinical Nurse Educator



Successes

»
»

CW/hat to watch [oh wen vou oo mj

CALL 911 if you have:

* Work with system

* Order Sets and Protocols

* Training staff- Clinical Ladder Program
* Working with IT to create reports

e Discharge Teaching magnet




Challenges & Barriers

e Staff turnover
* Qutreach to other departments
* Follow up with OB Provider



Opportunities

* Upcoming training opportunities
* Data Review



Next Steps AI R
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* Task force meeting
e Cont. roll out education to ED staff

 Await TJC visit



Needs

We would be happy to share Policy, Orders, Discharge information, etc.
Renee.colquitt@hhsys.org
256-817-5187



mailto:Renee.colquitt@hhsys.org

Brookwood Baptist
Health.

ALPQC
Maternal
Hypertension
Initiative
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Our Leaders
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* Brookwood Baptist Medical Center — Shelly Addison, Jen Piazza,
Shannon Lambert

* Princeton Baptist Medical Center — Julie Lee

e Shelby Baptist Medical Center — Shawn Yarbrough

e Walker Baptist Medical Center — Rachael Winston

* BBH Perinatal Quality Improvement - Greta Simmons



Successes

* Obtaining patient list from IT monthly

* Standardized checklists and order sets

* Completion of training for RN’s

* Main ED compliance with treatment and/or consulting OB



OB
Checklist

Severe Hypertension in Pregnancy

(7% Masckowound Raptisn Waieal Caviss

(AL .y

Severe HTN/Preeclampsia Checklist

If pregnant or < & Weeks Postpartum:
L] fEF 2 150/110 repeat measurement q 15 min
] riotify MD after two severe BP's within 1 hour
Severs BP doss not have to be consecutive.
<% Gool is tregtment within 2 hr of 1% severe BP
wihen there are TIWO severe BP's within the
same howr.

O] Trensfer to & hizher level of care as applicable,
but DO NOT delzy treatment

O request MD place the OB Hypertension in
Pregnancy order set

[ continuous fetsl monitoring as applicable for
gestationzl age

[ seizure precautions for patients considered pre-
eclamptic
[ place prv, draw labs
o CMP
o CBCw/ diff
o LDH
o Uric acid
[0 ensure mads are sppropriate given patiznt
history
[ administer seizure prophylass 2s ordered
[ administer antihypertensive therapy

[ razintzin strict 180 {3t risk for pulmaonary
edema)
o Obtain Urinalysis
o Obtain Urine random protein and wines
randam creatinine

Consider: PT, PTT,
Fibrinagen

O &rain imaging if unremitting headache or
neurclogical symptoms
] once controlled {SBP<160 and DEP<110)
Obtain BP q 10 minx 1 hr=gq15minx 1 hr
=g 30 min x4 hr= hourly % 4 hrs

"= pctive asthma® iz cefined as:
Esymnmrs at least once a week, or
Blu=e of an inhaler, corticosteralds forasthma during the
pregnancy, o
@ any histary of intubation ar hospitalization for asthma.

Contraindications: Myasthenis gravis; avoid wit
pwWmanary edema, use caution wiih renai failre

IV aceess:

B Load 4-8 grams 10% magnesiom sulfats in
100 mil salubian owar 3] min

0 Magnesium sulfate maintenance 1-2
gramahour
Mo IV access:

O 10 grams of 50% salusian IM (5q in each
Bistnek)

For 5B# = 160 ar DEF = 110

O Labetalol - ComtraimDcations: Avald with octhe
asthmo ¥, heant dNseese, or congestive heart failure; use
with coution with iWstory of asthma

o Labetalod 20 mg IV owver 2 min = If no result in
10 il > give 40 mig AV over £ min > [ no result
In 10 i 3= givre: BO mig W over 8 ming f no
result, notify physician.

[m] Hydralazing - Moy increwse sk of hypateasian
@ Hydralazine 5 mg 1V over 2mine 1f no resclt in
20 min > give 10 mg A = If na result in 20 min
= pive Labetadal 20 mg IV, I na result, nokify
physician,

O oval mifadiping - Admimister arafly, Aot puncrured
or etfrrrvelse administensd sublingually

g  Nifedipine10 mg PO = If no result in 20 min =
pive 20 mg PO > If o result in 20 min > give
ancther 20 mg PO i no result in 20 minutes
pive Labetalal 20 mg IV, W no result, natify
physician.

For recurrent selzures or when magnesium sulfate
contraingicated

o Lorazapasm [Ativan]: 2 mg IV« 1, may repeat ance
after 10 min

n Diazapam {Valluml: 5 mg IV q 5 min (Max dose
0mg)

EMERGEMCY DEPARTMENT
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Severe HTN/Preeclampsia Checklist

If pregnant or < & Weeks Postpartum:
Ll iFEBP z 160/110 repeat measurement q 15 min
] wmotify physician after two severe B values are
obtzinad in any 60-minuts window.

# Tredat within one hour of 1°* severe ronge

pressure
# ER MD will call 08 MD to arrange transfer as
needad. Do not delay treatment.

[CJ motify 0B department for assessments and
transfer as applicable

[CJrequest MD place the OB Hypertension in
Pregnancy ER Quick orders
[ seizure precautions for patients considersd pre-
eclamptic
[ Place Prv, draw labs
o CMP
o CBCw diff
o LOH
o Mric acid
[CJenzure meds sre appropriste per patient history

O administer ssizure prophylaxis as needed
[Magnesium Sulfate)

[ Administer anticonvulzant as nesded

[ 2dminister antinypertansive therzpy

[ mzintain strict 180 (3t risk for pulmonary edama)
o Obtain Urinalysis
o Obtain Urine random protein and urine

random creatining

[ Brain imzging if unremitting headache or
neurzlogical symptoms

] onc= controlizd (SBP<150 and DEP<110]

Obtain BP g 1dminx 1 hr=glsSminx 1 hr
=30 minx L hr= hourly x 4 hrs

I'".ﬁ.c'tiw_- asthma® is defined as:
e symiptoms at least once a week, or
ﬁ' use af an inhaler, corticesteroids for asthma during
the pregnancy, or
1 any histary of intubation or hospitalization for
asthma.

Cantraingications: Myssthenis gravis; avmd wih
DUIMORary edema, Use CALon with fenal faiure

IV access:

O Load 4-8 grams 10°% magnesivm sulfate in
100 mi salution over 30 min

O Label magnesiom sulfate; Connect ba
I berled infusion pump

O Magnesium sulfate maintenance 1-2
gramshour

No IV access:

[ 10 graens of 50% salusion IM (Sg in each
Bustock)

For 5B 2 160 ar DBP 2 110

O Labetalol - Contrainaications: Avald with cetive
asthm ¥, heart diseese, or cangestive beart failure; use
wAth coutian with bictory af asthmae
o labetalol 20mg W ower 2 min > i no result in
10 miln > give A0 mg W over£ min > 1f no result
in 10 miln = giwe BD mig IV ovwer 8 min. o no
result, notify physician.

O Hydralazing - May increse risk of hypotensian

o Hydralazine 5 mg IV over 2min 1f no result in

20'min > give 10 mg WV = If no result in 20 min

= ghoe Labetalal 20 mg I¥. If nao reult, notify
physician.

O ol Mifediping - Admimster arally, nat punciured
iy

ar ol hi

o Hifedipine10 mg PO > If no result in 20 min >
ghve 20mg PO = If no result in 20 min = gyve
ancther 30 mg PO M no result in 20 minutes
giwe Labetalal 20 mg I¥. If no result, natify
physician,

For recurrent selzures ar when magnesium sulfate
contraindicated

n Lorazepam [Athean): 2 mg IV« 1, may repeat once
after 10min

o Dlazepam {Vallum: 5 mg ¥ 5 min (Max dese
3amg)

Emergency
Department
Checklist



Emergency Department Training

41 yr old female presents to ER with headache, edema and
EP of 186/94. Are you concerned?

She answers “*Yes"” when asked “Have you had a baby in the
last six weeks?”
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Now are you concerned?

Scan here to find out why you should be.

YouTube: Voices of Impact: Irving Family's Story

“remember miscarriages and abortions couwnat

0B Hypertension in Pregnancy ER Quick orders
ED SEVERE HTN/PREECLAMPSIA CHECKELIST

[ Available for Use
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Severe HTN/Preeclampsia Checklist
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Perinatal Staff Training
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HYPERTENSION

Scan here to watch
the video!




Received Education on discharge

Remember to add Postpartum
14 [ March, April and May Data ]

Hypertension to the patient education
section on discharge.

12
Patient Education
Discharge Planning
10 e ~ Quick Suggestions
+ Follow Up
) All This Visit Problems Suggestions based on all This Visit Problems
* Discharge
Documentation (7) Preeclampsia, severe Postpartum Hypertension * H
8 -
HonEichion=le) Ceszrean Delivery, Care After (STACY.BODIFORD) 7 H
Order Profile (0) ‘ "
Outstanding Orders (4) Cesarean Delivery, Care After ok a
6 Duzlsyiieaan==li0) Cesarean Delivery, Care After MARIA & M
Documents (0) (MARIAG2.GUTIERREZ)
v Patient Education Early Elective Birth % p
4 Create Note P
HELLP Syndrome ok @
Patient Depart Summary
Spanish Patient Depart Hypertension During Pregnancy % | P
2 ZUIRET) Hypertension During Pregnancy (CUSTOM) ¥r
0

O



“I have not failed. I've just found 10,000 ways
that won’t work.” — Thomas A. Edison

You
NEVER FAIL
UNTIL YOU

STOP

TRYING.

ALBERT EINSTEIN




The Challenges in our Successes

 Standardized checklists — Nurses don’t follow the checklist
e don’t take the time to obtain the checklist
e don’t do the follow up g 15min BP, making “sustained” hard to determine
* don’t notify the MD, stating they never want to follow the order set anyway

e Standardized order sets — Inconsistent physician use
* | don’t want to cause fetal distress

e She has chronic hypertension, she is used to high BP’s
* Who says we need to do this? What is ALPQC? What is AIM?

* Completion of training for RN’s — Understanding the education
* Present for the training, but don’t really get it

e Staff turnover — new hires, travelers
e Drift!



Our Biggest Challenge!
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70%
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40%
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20%

10%
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2021 Severe HTN in Pregnancy Data
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100%

90%

80%

70%

2022 Severe HTN in Pregnancy Data

== compliant w/ tx w/in 60 min
I —e—%compliant w/ F/U in 7-14 days

—e—%compliant w/ DC Instructions



Alabama Perinatal Quality Collaborative (ALPQC)

Maternal Hypertension Initiative

Timely Treatment of Persistent Severe HTN

Within 60 minutes 49%

No meds given 34%

Greater than 120 minutes 19
61 -120 minutes 3
et j

12

17

Follow-Up Appointment WITHIN

Unknown [l 2
N 4
scheduled

More than 7 days
after DC __P:

7 days after DC 25
71%

3 days after DC [ 2

Mo appointment

Discharge Education

20

Yes




Appendix L: FAQs for Timely Treatment for
Acute-Onset Severe Hypertension during
Pregnancy and the Postpartum Period

ACOG Fractice Bulletin 222 (June 2020) and the AlIM Hypertension Bundle are the sources of
these guidelines

Severe hypertension that is accurately measured using standard technigues and is persistent for 15
minutes or mare is considered a hypertensive emergency.,

¥ It can ocour during pregnancy or postpartum

b Either systolic = 160 mm Hg o diastolic = 110%mm Hg

¢ Can present as new acute-onset, or in women with chronic hypertension who are developing
superimposed preeclampsia with acutely worsening, difficult to control, severe hypertension

If severe BP elevations persist for 15 minutes or more, administer antihypertensive medication,

¥ The 15 minutes is the definition of a hypertensive emergency that needs immediate treatment,

NOT the definition of preeclampsia which in other guidelines calls for elevated BPs measured 4
hours apart.

b The second confirmatory blood pressure measurement should be done within 15 minutes,
The 15-minute window provides a sufficient gap to formally confirm persistent elevated blood
pressure that is independent of other causes, and that the patient requires treatment. More
frequent readings (every 5 minute) are acceptable for chservation purposes,

¢ Repeat BF measurement to ensure accuracy. Initial first line management can be with
labetalol, hydralazine, or immediate-release PO nifediping — the maost important thing is that
antifwypertensive medications need to be initiated in a hypertensive EMEergency.

¥ Treatment of acute-onset severe hypertension is an emergency and should take precedence
over starting magnesium sulfate,

b Two thirds of the preeclampsia deaths in the most recent UK Confidential Enguiries resulted
from stroke. Identical findings were noted in the recent California review of maternal deaths. It
should be noted that very few women die from seizures

¢ Strokes can occur inowomen with acute-onset hypertension with systolic pressures in the 160s
and diastolic pressures in the 110s.*

b Treatment of acute-onset severe hypertension is an emergency and demands an immediate
response. dm for initiation of antihypertensive medications “as soon as possible”, ideally by
30 minutes and not more than 60 minutes after the confirmation, Ultimately, the goal is to not
delay care. Hospitals that address the systems issues around immediate treatment have been

Improving Health Care Responge fo Hypertensive Disorders al Pregnancy
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Alabama Perinatal Cluality Collaborative (ALPQC)
Maternal Hypertension Initiative FAQ's

WHAT |E THE MATERHNAL HYFERTEM EIOH MITWATIVET

This indHatree froms the ALPOC alns fo achieve a 20% reducilan inthe rabe of severm mate ma
meartidity among preqnant and postparium pateenls with preeclampsialecien psia by
Impdemeeriing thie &llanoe for Innovation oo Matemal Heatth (AIM ] Bevere Hyperension in
Pra gniancy Bunsdiz.

WHAT |E AT

Al & & natkonal dala=driven matemal safety and quaity improssment Infdve based on
Interdiscipinary consensus-based pracices io improving maternal salety and ouicomes. The
program proyides imnpemeniabion and dets suspon for e adootkon of evidence-based padient
safely bundies. [AC0G]

WHAT DATA ELEMENT ¥ ARE EEING EVALUATEDT

1. Iimev Treafmenf gf Oergisfasd Sapare HTMN: Pregnant and posiparium palbenis wiih aoube.
ansel persisient severe hyperiension (2160 sysbaie or 2110 dasiclic BF thal perssls for 156
mibraies or mone) who wene reabsd stihin B0 mdmudes with 1% Laseialal, Y Hydralazine, ar
FO Nidedipine. [Chranko Hypss fension in Fregnancy. Practioe Bulelin Mo, 203, 201 5]
|Geslational Hypedension and Preccdampsia. Fracice Bulelin Mo, 222 20320

B m-d PrESSUre uualuallun Is rm:nm"nund:d for wamen wiih h'.upurlunsh': dtmrdnr: =]
aregnancy na laler than 7-10 days posiparum. and women WEn senene hypedension
should be seen wiinin 72 howrs; other gaperls have reoomnmended follrs-up alb 3-5 days
{Optimizing Postoarsn Care. Commitize Sponicn Mo, 7346, 2008]

L 0 (il gatiant and ther Tamily.,
mcluding e desiynaled Ssupossh Derson whune'.'ﬂ' posskie an Ihe zigns and sympdams of
sewers hyperiensionipreeclampsia durng hosphalzalion and afler discharge?
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Alabama Perinatal Quality Collaborative (ALPQC)
Maternal Hypertension Initiative FAQ’ S O

WHAT IS THE MATERNAL HYPERTENSION INITIATIVE? This initiative from the ALPQC aims to achieve a 20% reduction in tche

rate of severe maternal morbidity among pregnant and postpartum patients with preeclampsia/eclampsia by implementing the

*
LL Pﬁ”o‘}

Alliance for Innovation on Maternal Health (AIM) Severe Hypertension in Pregnancy Bundle.

WHAT IS AIM? AIM is a national data-driven maternal safety and quality improvement initiative based on interdisciplinary
consensus-based practices to improving maternal safety and outcomes. The program provides implementation and data support for
the adoption of evidence-based patient safety bundles.

WHAT DATA ELEMENTS ARE BEING EVALUATED?

* Timely Treatment of Persistent Severe HTN: Pregnant and postpartum patients with acute-onset persistent severe hypertension
(2160 systolic or 2110 diastolic BP that persists for 15 minutes or more) who were treated within 60 minutes with IV Labetalol, IV
Hydralazine, or PO Nifedipine. (Chronic Hypertension in Pregnancy. Practice Bulletin No. 203, 2019) (Gestational Hypertension and
Preeclampsia. Practice Bulletin No. 222, 2020)

* Patient discharged with a postpartum BP and symptoms check scheduled to occur within: Blood pressure evaluation is
recommended for women with hypertensive disorders of pregnancy no later than 7-10 days postpartum, and women with severe
hypertension should be seen within 72 hours; other experts have recommended follow-up at 3-5 days (Optimizing Postpartum
Care. Committee Opinion No. 736, 2018)

» Did your hospital provide education (including in written form) to the patient and their family, including the designated support
person whenever possible, on the signs and symptoms of severe hypertension/preeclampsia during hospitalization and after
discharge?
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e Simulation for 2023 yearly competency

* Improve physician buy-in
* OB Process Improvement physician support

* Implicit bias and stigma education
* Intentional rounding by HTN champions/leadership
* Ongoing data sharing and discussion for physicians and nurses
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Create a Compelling Scoreboard %

People Play Differently When Keeping Score

PC‘OLLP&O

1. Is it simple?

2. Can | see it easily?

3. Does it show lead and lag measures?
4. Can | tell at a glance if I'm winning?

If you can’ tell within five seconds whether you’re winning or
losing, you haven’t passed this test.

https://www.franklincovey.com.au/discipline-3-keep-a-compelling-scoreboard




Q&A

v

Please feel free to unmute and ask questions.

You may also enter comments or questions in the “chat” box.
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Severe Maternal Mortality
Review
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ALLIANCE FOR INNOVATION
ON MATERNAL HEALTH

Changes Made since the June 2021 Version

|ICD-9 & 10 SMM Mumerator Codes
Changes to 2021 version dated 06/22/2021
All changes are highlighted in green.

‘p
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SMM Indicator D/P Code? |ICD-9 or ICD-10|Code Notes

D!agnos!s IcD10 088.112 Changed from shorthand O88.1x to align with FAD Resource Document's sample SAS code for
5. Amniotic fluid embolism D!agnos!s IcD10 088.113 SMM. Shorthand includes 1 erroneous code - 088.111 was removed from v2 of the AIM 2021

Diagnosis ICD10 088.119 .

SMM Code List.

Diagnosis ICD10 088.12

Diagnosis 1CD10 088.13
14. Sepsis Diagnosis ICD10 176 2021 code addition was not reflected in original AIM 2021 SMM codes list. These codes were

Diagnosis ICD10 T231.12XA added to v2 of the AIM 2021 SMM Code List.

Diagnosis 1CD10 126.01

Diagnosis ICD10 126.02

Diagnosis ICD10 126.09 Changed from shorthand 126.x to align with FAD Resource Document's sample SAS code for SMM.
17. Air and thombotic embolism Diagnosis 1ICD10 126.90 Shorthand includes 2 erroneous codes - 126.0 and 126.9 were removed from v2 of the AIM

Diagnosis ICD10 126.92 SMM Code List.

Diagnosis ICD10 126.93

Diagnosis ICD10 126.94

Diagnosis ICD10 126.95

Additions from 2020 Version



SMM Indicators

 Amniotic fluid embolism
* Sepsis
* Air and thrombotic embolism
e Adult respiratory distress syndrome
e Disseminated intravascular coagulation
* Puerperal cerebrovascular disorders
* Pulmonary edema/acute heart failure
* Severe anesthesia complications
e Shock
 Sickle cell disease with crisis
* Hysterectomy
* Ventilation
 Temporary tracheostomy

v




. . . 5
Inclusion Criteria | P‘ C

Include patients that meet the following criteria:

* Pregnant (during delivery admission) / postpartum (up to 6 weeks
after delivery) with sustained elevated systolic 2160 and/or diastolic

BP >110 (105) (2 reading 15 mins apart)

* Any inpatient location (L&D, triage, ED, antepartum, postpartum)
Include patients with chronic / gestational HTN

wh PER

& o

AT3EQC

% ng .

”(,?.?' . oqgf* https://www.alpqc.org/files/2022/06/ALPQC-HTN-FAQs-2022.pdf
COLLA®

MATERNAL HYPERTENSION INITIATIVE
FREQUENTLY ASKED QUESTIONS

IDENTIFICATION AND TREATMENT PROTOCOL



https://www.alpqc.org/files/2022/06/ALPQC-HTN-FAQs-2022.pdf

Calculating Mont

»

hly Outcome Measures

Hover mouse over cells with red triangles for additional information

*Denotes required field

O1. Severe Maternal Morbidity (SMM)
(excluding transfusion codes)

02. Severe Maternal Morbidity (SMM) among patients with Preeclampsia
(excluding transfusion codes)

Denominator:

All pregnant and postpartum
patients during their birth
admission

=

Numerator:

A thed inator, patients
who experienced severe maternal
morbidity, excluding those who
experience transfusion alone.

Denominator:

All pregnant and postpartum
patients during their bith
admission with Preeclampsia

=

Numerator:

A g the de inator, patients
who experienced severe maternal
morbidity, excluding those who
experienced transfusion alone

*All patients

Asian

*Black/African American
*Hispanic/Latino

Multi Racial

Native American

Native Hawaiian/ Pacific Islander
*White

Other race/ethnicity

Race Not Reported
Unknown race/ethnicity

o|lolo|jo|o|o|lo|o|o|ao|o

o|lolo|jo|o|o|lo|o|o|ao|o

*All patients

Asian

*Black/African American
*Hispanic/Latino

Multi Racial

Native American

MNative Hawaiian/ Pacific Islander
*White

Other race/ethnicity

Race Not Reported
Unknown race/ethnicity

o|lolo|o|o|o|o|o|o|ao|o

o|lolo|jo|jo|o|lo|o|o|ao|o
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Next Steps




Data Submission Reminders
MONTHLY Measures

Measure Measurement

ino Due*
Type Measures Period Reporting Due

Outcome | 1.SMM (excluding transfusion codes)

All Measures

Outcome |2.SMM among people with preeclampsia (excluding transfusion codes) “Iv Reported by Race/
Ethnicity
b
For pregnant and postpartum patients with persistent severe HTN during hospitalization:
<>
Process 1. Timely treatment of persistent severe HTN
Patient-level
Nov 2022  <«p» Dec31, 2022
Process , . .
bationt lovel 2. Patient discharged with a postpartum BP and symptoms check scheduled Dec2022 <> Jan31,2022
atient-leve

Process | 3. Patient and family education on preeclampsia signs & symptoms prior to
Patient-level discharge

Find data forms, including ICD-10 codes, on our website at http://www.alpgc.org/initiatives/htn, under the “Data Resources” menu



Presenter Notes
Presentation Notes
Can you:
Add the measure number in front of each measures
Add baseline data due date: march 31, 2021
Add the measurement period:
Dec2020-Feb2021 if this captures 10 neonates 
b) Sept2020-Feb2021 otherwise 



http://www.alpqc.org/initiatives/htn

Data Submission Reminders
QUARTERLY Measures

Measure

Measure

Measurement

]
e &
)
£ &
2y o
COLLA®

Reporting

Type

4. Provider education: Severe HTN/preeclampsia & Respectful and Equitable Care

Process 5. Nursing education: Severe HTN/preeclampsia & Respectful and Equitable Care

Facility-level 6. ED: Provider and Nursing Education: signs & symptoms severe HTN/preeclampsia in pregnant
and postpartum patients
7. Unit drills
1. Severe HTN/Preeclampsia policy and procedure
2. Established system to perform regular formal debriefs with the clinical team after cases with
major complications
3. Established standardized process for debriefs with patients after a severe event

f:;ll_ljtsjle‘:j 4. Established process for multidisciplinary systems-level reviews on SMM cases

5. Developed/curated patient education materials on urgent postpartum warning signs that
align with culturally and linguistically appropriate standards

6. ED established or continued standardized verbal screening for current pregnancy and
pregnancy in the past year as part of its triage process

Period

Oct — Dec 2022
Jan —Mar 2023
Apr—Jun 2023

July — Sep 2023

4.

4.

4.

<

.>

.>

.>

.>

Due*

Dec 31, 2022
Mar 31, 2022
Jun 30, 2022

Sep 30, 2023

Find data forms, including ICD-10 codes, on our website at www.alpqc.org/initiatives/htn, under the “Data Resources” menu



http://www.alpqc.org/initiatives/htn
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Next Meeting:
Friday, January 27t, 2023

12:00 PM —-1:00 PM CT

Guest Speaker:
Bekah Bischoff
Preeclampsia Foundation & Momma’s Voices
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