Webinar Logistics
• All attendees are muted automatically upon entry; please remain muted for the webinar.
• When you enter the Zoom meeting, please find your name in the “Participants” list and
rename yourself to include your name and organization by moving the mouse over your
name and the clicking the “Rename” button.
• This webinar is being recorded and will be posted to our website.
• With your registration to this webinar, your email has been added to our distribution list.
Please add info@minnesotaperinatal.org to your “safe senders” list.

• To ask a question about a presentation or request technical assistance, please submit a
message via the chat feature.
• Zoom features:
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Hypertension in Pregnancy &
the Postpartum Period Treatment Initiative
Learning Session I
9/30/2020
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Agenda
Welcome & Faculty Introductions
History and Goal of Hypertension in Pregnancy Treatment Initiative,
Case Studies & Current Stats, MHA Roadmap
MNPQC’s Hypertension in Pregnancy Care Process Model

Patient Education Resources, BP Management, Blue Band Project

Including anti-racism in every initiative

Next Steps and Timeline
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Objectives
•

Discuss the importance of timely identification and treatment of hypertension in
pregnancy and the postpartum period.

•

Review current case studies and statistics to increase awareness of treatment
disparities for Black and Native American women.

•

Identify ways to incorporate anti-racism into practice both personally and on an
organizational level.

•

Review available educational resources for professionals and patients/caregivers and
incorporate into daily practice.

9/30/2020
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History and Goal of Hypertension in Pregnancy Treatment
Initiative, Case Studies & Current Stats, MHA Roadmap
Phillip Rauk, MD
Chair, Minnesota Perinatal Quality Collaborative
Co-Chair, MNPQC Hypertension Committee
MFM, MHealth Fairview
Professor, Department of Obstetrics, Gynecology
and Women's Health, UMN Medical School
raukx004@umn.edu
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Causes of US Maternal Mortality
•

CDC Review of 14 years of coded data: 1979-1992

•

4024 maternal deaths

•

790 (19.6%) from preeclampsia

MacKay AP, Berg CJ, Atrash HK. Obstetrics and Gynecology 2001;97:533-538

How does the United States Rank in Maternal Mortality?

Can a state improvement collaborative reduce
maternal mortality?

Criteria for Preeclampsia Diagnosis
•

Systolic BP ≥ 140 mmHg or Diastolic BP ≥ 90 mmHg on 2 occasions at least four hours apart after 20 weeks gestation in a previously
normotensive patient AND the new onset of one of more of the following:
•

Protein/creatinine ratio ≥ 0.3 mg/mmol in random urine specimen (cath specimen if postpartum with lochia)

•

Platelet count < 100,000

•

Serum creatinine > 1.1 mg/dL or doubling of the creatinine concentration in absence of other renal disease

•

Liver transaminases at least twice the upper limit of normal

•

Pulmonary edema

•

Cerebral of visual symptoms (new-onset and persistent headaches not responding to usual doses of analgesics; blurred vision, fashing
lights or sparks, scotomata)

•

In a women with chronic/preexisting hypertension, criteria for superimposed preeclampsia are new onset/worsening proteinuria, significant
end-organ dysfunction or both after 20 weeks gestation

•

IF SYSTOLIC BP ≥ 160 mmHg or DIASTOLIC BP is ≥ 110 mmHg, confirmation within 15 minutes is sufficient and may start anti-hypertensive
therapy

9/30/2020
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Why is Management of Hypertension a Maternal Public Health Concern?

9% of maternal
deaths in the
United States

Severe
Maternal
Hypertension
Preeclampsia:
4-10% US pregnancies

IUGR,
oligohydramnios, placental
abruption, NICU admission,
stillbirth, neonatal death

1/3 of severe
obstetric
complications

6% of preterm births, and
19% of medicallyindicated induced
preterm births

Importance of Severe Hypertension Treatment
• In the United States preeclampsia/eclampsia is one of the four leading causes of
maternal death
• Approximately 1 maternal death due to preeclampsia/eclampsia per 100,000 live
births, case-fatality rate of 6.4 deaths per 10,000 cases
• Incidence of Postpartum preeclampsia hard to determine as many women are
managed in ED
• In 2010 a large population-based study reported that 0.3% of all postpartum visits to
the ED were for hypertension and preeclampsia
• Several retrospective studies have showed women who present with eclampsia and
stroke had symptoms for hours and days before presentation and many times
symptoms were not considered important by the patient and/or medical providers

Why Treat Severe Hypertension within 60 minutes?
• Primary cause of maternal death is hemorrhagic stroke caused by
untreated severe hypertension
• National guidelines recommend timely treatment of severe hypertension < 60
min to reduce maternal stroke and severe maternal morbidity, endorsed by
ACOG
• The critical initial step in decreasing maternal morbidity and mortality is
to administer anti-hypertensive medications as soon as possible (<
60 minutes) of documentation of persistent (retested within 15
minutes) BP ≥160 systolic and/or >105-110 diastolic
Clark SL, Hankins GD. Preventing maternal death: 10 clinical diamonds. Obstet Gynecol 2012;119:360–4.
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Why do women die from severe hypertension?

Contributing Factors to Maternal Death
Preeclampsia
HEALTHCARE PROFESSIONALS

96%

TOTAL
79%

Delay in Diagnosis

92% 1.7x

54%

Use of Ineffective Treatment

79% 1.6x

42%

Misdiagnosis

54% 1.7x

31%

HEALTHCARE FACILITY

12 (48%)

72 (50%)

CA-PAMR 2002-2004

Why don’t we treat severe hypertension?
Common Mistakes:
Treating only if diastolic pressure >110
Treating BP with magnesium
Not treating if there is no proteinuria
Waiting for 6 hours
Making excuses for why BP is high
Not following ACOG guidelines
Source: Illinois Perinatal Quality Collaborative

JCAHO R3Report – Perinatal Safety
• Effective July 1, 2020 (Moved to January 1, 2021), 13 new elements of
performance (EPs) will be applicable to Joint Commission-accredited hospitals.
These new requirements are within the Provision of Care, Treatment, and
Services (PC) chapter at PC.06.01.01 and PC.06.01.03 and are designed to
improve the quality and safety of care provided to women during all stages of
pregnancy and postpartum. The United States ranks 65th among industrialized
nations in terms of maternal death. Because of worsening maternal morbidity
and mortality, The Joint Commission evaluated expert literature to determine
what areas held the most potential impact.
• The literature review revealed that prevention, early recognition, and timely
treatment for maternal hemorrhage and severe hypertension/preeclampsia had
the highest impact in states working on decreasing maternal complications.

MHA Perinatal Roadmap – Hypertension
FUNDAMENTAL
1) The facility has a protocol for early detection and treatment of hypertensive emergency based on
ACOG guidelines.
2) The facility has written education and competencies for measuring and remeasuring blood pressure.
3) The facility has a process that provides immediate access to medications required for hypertensive
emergency and eclampsia.
4) The unit has an algorithm and procedures for eclampsia readily available, which may include the
following:
•The use of an evidence-based set of emergency response
•medications that are stocked and immediately available on the unit.
•The use of seizure prophylaxis.
•Guidance on when to consult additional experts and consider
•transfer to a higher level of care, when to use continuous fetal
•monitoring and when to consider emergent delivery.
•Criteria for when a team debrief is required.
5) The facility has a protocol for safe administration of magnesium sulfate for seizure prophylaxis and
seizure management.

MHA Perinatal Roadmap – Hypertension
ADVANCED
1) Provide role-specific education to all staff and providers who treat pregnant/postpartum patients about the hospital’s
severe hypertension/ preeclampsia procedure. This includes emergency department personnel regardless of the hospital’s
ability to provide labor and delivery services. At a minimum, education occurs at orientation, whenever changes to the
procedure occur, or every two years.
2) The facility conducts multidisciplinary drills with a team debrief focused on severe hypertension/preeclampsia, at least
annually. Recommended drills may include:
○ Severe hypertension
○ Hypertensive emergency ○ Preeclampsia
○ Eclampsia
3)The facility has a process to support collaboration between the Emergency Department and OB in identification,
evaluation and treatment of preeclampsia/eclampsia.
4)The facility uses an early recognition toolkit.
5) After a significant maternal hemorrhage event, the facility will evaluate the effectiveness of care, treatment and services
provided.
Event type may vary by hospital setting and may include but
not limited to: eclamptic seizure(s), continuous infusion of an antihypertensive medication, preeclampsia that
requires multiple intravenous doses persistent > 48 hours after delivery, non- responsiveness or loss of vision,
stroke, coma, intracranial hemorrhage, liver or subcapsular hematoma, HELLP syndrome, etc.

Perinatal Roadmap Adherence

Timely Treatment of Severe Hypertension

Data provided by the Minnesota Hospital Association

Severe Maternal Morbidity (SMM)
• Acute myocardial infarction

• Puerperal cerebrovascular events

• Aneurysm

• Pulmonary edema

• Acute renal failure

• Severe anesthesia complications

• ARDS

• Sepsis

• Amniotic fluid embolism

• Shock

• Cardiac arrest/ventricular fibrillation

• Sickle cell crisis

• DIC

• Air embolism

• Eclampsia

• Blood transfusion

• Heart failure

• Hysterectomy

• Temporary tracheostomy

• Ventilation

Severe Maternal Morbidity
1.8

1.6

1.4

1.2

1.0

All conditions

Rate
(per 100)

Excluding transfusion
0.8

Transfusion
Eclampsia

0.6

0.4

0.2

0.0

Year 1 (10/20159/2016)

Year 2 (10/20169/2017)

Year 3 (10/20179/2018)

Data provided by the Minnesota Hospital Association

Year 4 (10/20189/2019)

Year 5 (10/20193/2020)

Severe Maternal Morbidity by Race (Excluding Transfusion)
1.6

1.4

1.2

1.0
NONWHITE
WHITE

Rate
0.8
(per 100)

UNKNOWN
Linear (NONWHITE)
Linear (WHITE)

0.6

0.4

0.2

0.0

Year 1 (10/2015-9/2016)

Year 2 (10/2016-9/2017)

Year 3 (10/2017-9/2018)

Data provided by the Minnesota Hospital Association

Year 4 (10/2018-9/2019)

Year 5 (10/2019-3/2020)

Preeclampsia/Eclampsia by Race (Rate per 100)
Oct 2015 –
Dec 2016

Jan 2017 –
Dec 2018

Jan 2019 –
Mar 2020

TOTAL

11.23

14.73

18.10

14.82

Asian

6.06

7.11

9.41

7.62

Black

9.25

11.74

15.34

12.51

12.50

13.90

11.11

12.76

6.87

10.29

12.52

10.51

10.38

12.28

15.52

12.82

Hispanic

7.95

9.47

11.69

9.92

Non-Hispanic

9.94

11.89

15.09

12.48

5.75

6.79

7.93

6.90

English

10.55

12.41

15.26

12.78

TOTAL

10.50

12.01

14.81

12.33

Group
RACE
American Indian/ Alaska Native

Native Hawaiian/ Pacific Islander
Other/Multiple
White
ETHNICITY

LANGUAGE
Non-English

*** All claims with ICD-10-CM code: O10x, O11x, O13x, O14x, O15x

Data provided by the Minnesota Hospital Association

Case Study – Emergency Room Patient
•

This is J.D.She is a 20 y.o. G1P1 at 4 days postpartum. She had chronic hypertension with
superimposed preeclampsia with severe features during her pregnancy and had received IV
antihypertensive medications for severe range pressures and magnesium sulfate for seizure
prophylaxis during her labor and postpartum stay. She was discharged home on day 3 postpartum
on PO medications. She was seen by the home care nurse and exhibited elevated BPs. The nurse
called the provider who sent the patient to the hospital. Her blood pressures at home were
150s/90s.

•

In the Emergency Department her DTRs brisk, 1 beat clonus bilaterally, B/P rises to 168/110, Pt c/o
feeling nauseated, HA, some upper right sided pain.

•

You are the patient OB/GYN and the ED Physician calls you emergently? What will you tell him/her to
do? What instructions will you give the ED Nurse?

9/30/2020
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Case Study – The Postpartum Patient
•

This is J.D. She is a 20 y.o. G1P1 delivered at 38 weeks. Baby was born 12 hours ago weighing 8lbs 4 oz .
She had a NSVD . She experienced increasing blood pressures the past week and borderline severe
range blood pressures during labor. Her last two pressures were 156/92 and 158/96. Her fundal and
lochia assessments are within normal limits. Other vitals have been stable. Reflexes 2+ and no clonus
noted. Saline lock is in place. Baby has been doing well. His vitals are normal and he just finished
breastfeeding. Patient doesn’t understand the concern about her blood pressures since she feels ok.
ALT/AST, BUN, creatinine, CBC with diff and platelets, etc., were sent while she was in recovery on L & D.
Results are not back yet but should be ready shortly.

•

Two hours later her B/P rises to 174/112, and she c/o my head really hurts. “I see two of you and two
clocks?”

•

You are the Nurse. What would you do next?

9/30/2020
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MNPQC’s Hypertension in Pregnancy
Care Process Model

Todd Stanhope, MD
Co-Chair, MNPQC Hypertension Committee
President-Elect, Minnesota Perinatal Organization
OB Hospitalist, North Memorial Health Hospital
todd.stanhope@northmemorial.com

9/30/2020
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MNPQC Hypertension in Pregnancy:
Tools for Success
• MN PQC OB Hypertension Key Driver Diagram
• MN PQC Hypertension in Pregnancy Care Process Model
• Example acute hypertension order set
• Hypertension metrics
• MHA roadmap
• MN PQC case review form

9/30/2020
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MNPQC Hypertension in Pregnancy:
Tools for Success

9/30/2020
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Joint Commission Standard PC.06.01.03:
Reduce harm related to hypertension/preeclampsia
Related Performance Elements

• EP 1: Develop written evidence-based procedures for measuring and remeasuring blood pressure. These
procedures include criteria that identify patients with severely elevated blood pressure.
• EP 2: Develop written evidence-based procedures for managing pregnant and postpartum patients with severe
hypertension/preeclampsia that includes the following:
•
•
•
•
•
•

The use of an evidence-based set of emergency response medications that are stocked and immediately available on the
obstetric unit
The use of seizure prophylaxis
Guidance on when to consult additional experts and consider transfer to a higher level of care
Guidance on when to use continuous fetal monitoring
Guidance on when to consider emergent delivery
Criteria for when a team debrief is required

• EP 3: Provide role-specific education to all staff and providers who treat pregnant/ postpartum patients about
the hospital’s evidence-based severe hypertension/preeclampsia procedure. At a minimum, education occurs at
orientation, whenever changes to the procedure occur, or every two years
• EP 6: Provide printed education to patients (and their families including the designated support person
whenever possible).
•

Source: https://www.jointcommission.org/-/media/tjc/documents/standards/r3-reports/r3_24_maternal_safety_hap_9_6_19_final1.pdf; Accessed 9/10/2020
9/30/2020
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MNPQC Hypertension in Pregnancy
Care Process Model

9/30/2020
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MNPQC Hypertension in Pregnancy
Care Process Model
https://minnesotaperinatal.org
/hypertension_in_pregnancy

9/30/2020
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MNPQC Hypertension in Pregnancy
Care Process Model for Staff Education
EP3: Provide role-specific education to all staff and providers who treat pregnant/postpartum patients about the hospital’s
evidence-based severe hypertension/preeclampsia procedure. LDR nursing example:

9/30/2020
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MNPQC Hypertension in Pregnancy
Care Process Model for Staff Education
EP3: Provide role-specific education to all staff and providers who treat pregnant/postpartum patients about the hospital’s
evidence-based severe hypertension/preeclampsia procedure. ED education example:

9/30/2020
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MNPQC Hypertension in Pregnancy
Care Process Model  other good info

• Timing of indicated delivery for hypertensive disease of pregnancy
• Detailed considerations for acute hypertension meds
• Patient resources
• Reference to more detailed HTN resources

9/30/2020
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MNPQC Hypertension in Pregnancy
Example order set built from the Care Process Model

• Standing orders vs. discrete HTN order set
• Consider standing orders in antepartum, intrapartum, postpartum, preop/
postop Cesarean and labor assessment/triage order sets
9/30/2020
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MNPQC Hypertension in Pregnancy
Example order set

9/30/2020
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MNPQC Hypertension in Pregnancy
Example order set

9/30/2020
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MNPQC Hypertension in Pregnancy
Measuring Improvements
• MHA perinatal roadmap definitions.

• MN PQC data
collection tool

9/30/2020
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MNPQC Hypertension in Pregnancy
Measuring Improvements
Category: Perinatal
Obstetric Hypertensive Emergency Timely Treatment

Description
Measure Type
Numerator
Denominator

Rate, per 1,000 hypertensivewomen pregnant >20 weeks gestation, birthing, and post-partum, of the delivery of treatment within 60-minutes of the
second hypertensive reported reading
Process
Total number of women pregnant > 20 weeks gestation, birthing and post-partum women with qualifiying hypertensive reading receivings*
receieving treatment** within or equal to 60 minutes of second hypertensive reading
Total number of women pregnant >20 weeks gestation, birthing and post-partum who have:
1.

A. a delivery visit or
B. a visit witiin 12 weeks of delivery (postpartum) or
C. a visit meeting obstetric hypertension disorder diagnosis criteria (ICD-10 Codes: O10.x, O11.x, 013.x, O14.x, O15.x, O16.x) or
D. a visit with the pregnancy flowsheet indicating the patient is pregnant
AND

1.

Inclusions
Exclusions

9/30/2020

Qualifying hypertensive readings*

*Second confirmed hypertensive readings is captured >15 and <30 minutes initial elevated reading. Blood pressure readings between initial
elevated reading and the following 14 minutes are omitted.
1. Visit types including inpatient, observation, and ED status
1.

Pregnant women <20 weeks gestation
a. Within the delivery encounters, encounters with gestation <20 weeks are excluded. Gestational age of pregnant women is not
discretely documented outside of the delivery visit (ex. ED) therefore we are using a proxy with the codes below to exclude first
trimester pregnant women.
b. Proxy: Pregnant or birthing with any hypertensive disorders of the first trimester (ICD-10 codes: )10.011, O10.111,O10.211, O10.311,
O10.411, O10.911, O11.1, O13.1, O16.1)

https://www.mnhospitals.org/Portals/0/Documents/patientsafety/EOM.pdf
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Patient Education Resources, BP Management,
Blue Band Project
Melissa C. Bray-Erickson MSN Ed., BSN, RNCMNN, PHN
MNPQC Hypertension Committee Member
Nurse Clinician, CentraCare/St. Cloud Hospital
Chair, AWHONN MN Section
ericksonme@centracare.com

9/30/2020
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Response
 Standard protocol & checklist
 Protocol with minimum requirements
 Support to patients, families & staff when complications occur

National Partnership
for Maternal Safety:
Consensus Bundle
on Severe
Hypertension During
Pregnancy and the
Postpartum Period

Reporting & System Learning
 Huddles
 Review all maternal ICU admissions
 Monitor outcome and processes
Readiness
 Standard Early Warning signs
 Education & drills with debrief (interdisciplinary
communication)
 ER, Outpatient and Inpatient timely triage & evaluation
 Medication rapid access
 Plan: Escalation & Transfer
Recognition & Prevention
 Standard measurement
 Standard response
 Standard patient education

Blood Pressure measurement – A
Standardized Approach
• Take the BP as the patient is in their daily life. If they are sitting up
in an Antepartum bed most of the time, then take it that way.
•

Ask yourself: What is the benefit of knowing how low you can get the
patient to go when placed into the ideal position and circumstance if
that is not where /how they are 80% of the time in their normal daily
life?

• Always Take BP with the:
•

(Let’s compare Apples to Apples)
•

Same position

•

Same arm

•

Same size cuff

•

Same cuff position or location on the extremity

• Consistency is key to measurement comparisons and trending
* See pages 4-6 in the MNPQC Hypertension in Pregnancy Care Process
Model

Patient Involvement
and Self Advocacy:
• Teach the patient about how their
BP should be taken
• Position: Sitting, legs
uncrossed, Semi-fowlers etc.
Use a position where they
spend 80% of their day.
• Location: upper arm, lower
arm etc.
• Cuff Size: teach about the cuff
that fits them best

Case Review
◦ Care delays in the Emergency
room setting…
◦ Our Why

September 29, 2020

Problems Identified…
Need to ensure
◦ Patient Awareness
◦ Patient Education
◦ Community Awareness
◦ All possible entry points to healthcare can quickly and
easily identify patients who are at risk
◦ EMS
◦ Emergency Room
◦ Clinics
◦ Urgent Care

THE BLUE BAND INITIATIVE

2. Improve health care response to potential
1. Level the field for all women. Not just improve
problems through awareness and
outcomes for a specific demographic, but to
understanding.
decrease morbidity and mortality so that all
ethnicities and demographics have a relatively
3. Improve each woman's own knowledge of her risk, signs and symptoms
similar rate of disease, severity of disease and
and provide knowledge to help her and her family/friends speak up when
outcomes.
they are concerned.

GOALS:

How it works:
Patient is diagnosed with hypertension during pregnancy OR within 6 weeks postpartum at
the Clinic or Hospital

• The patient is provided verbal and written patient education
• The band is given to the patient to wear until 6 weeks postpartum or her provider tells her she can
stop wearing it

• A Blue banner will appear in the EMR header when:
 Provider adds any type of hypertensive diagnosis to problem list
 Clinic staff document the blue band and patient education info given
 Hospital staff document the blue band and patient education info given

EMR DOCUMENTATION

EMR Documentation

THE WEBSITE:
WWW.CENTRACARE
.COM/BLUEBANDS

GETTING
THE WORD
OUT…

Results

(go-live 7-21-2020)
• No data to share at this point
• Priority is to ensure:
• Patients know and understand their condition and illness
• Patients know when and how to advocate for themselves if they feel like something is wrong
• The First responders/EMS in the community know about this condition
• Know about the Bands
• Know about symptom identification
• Know what to do if/when this occurs

• Overall Community awareness (comparable to Stroke awareness)

• Ensure our Emergency Care Providers are quickly identifying pregnant women who have potential
high-risk pregnancy conditions
• Ensure outpatient clinic management aligns with current recommendations and practices

How to get your own
Custom Blue Band like
ours:

• andi@imagebuild.com
• 320-281-2325 · 800-324-8190

Blue Band Project Poll
• After hearing about the Blue Band Project, do you feel your
organization will implement it in your facility?
•
•
•

Yes
No
Unknown / Unable to answer

• If yes, would you be interested in purchasing bands with the
MNPQC logo from a bulk order?
•
•
•
9/30/2020
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No
Unknown / Unable to answer
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Including anti-racism in every initiative

Jennifer Almanza, DNP, APRN, CNM
Certified Nurse-Midwife, Women's Health
Specialists, UMP
Adjunct Clinical Instructor, UMN Medical School
and UMN School of Nursing
alman054@umn.edu

9/30/2020
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MMRIA Findings
from the first 14
states (2019)
Race: MMM 3x more likely to occur
in Black, Indigenous and people of
color (BIPOC).

Place: MMM 4x more likely to occur
in rural communities.

The problem is racism NOT race.
• WEATHERING
• -Understood through the study of
social genomics, allostatic load,
epigenetics, telomere shortening
and ACEs.
• -In U.S. born BIPOC - inflammatory
genes tend to have increased activity
and genes responsible for innate
immunity tend to have decreased
activity (COVID MM)

-In foreign born migrants and
immigrants the effect of racism is
cumulative over time (exposure to
racism/time). The more generations
living in the U.S. the more chronic
health issues.
-Across the U.S. this means more HTN,
PTB, LBW, and MM among Black and
Native Women and BP.

Story Time

• - G1P0 receiving care at a community birth
center presents for her 36w visit with c/o
unrelenting HA, “sparkles” in field of vision, BP
165/98.
• - Sent to local hospital for pre-e evaluation.
Considered “non-clinic” despite bringing records
with today’s visit documented. BP is 149/99 only
lab done is UDS. Discharged to home & told to
follow-up with her midwife.
• - Pt instructed to present to a second hospital
with midwife-midwife communication prior to
arrival. BP is 171/96. Pt is kept and delivered for
pre-e with severe features.

What do we do about all this?
 1. Listen to Black Mothers
 2. Understand structural
racism
 3. Offer tools and support to
ALL frontline providers to
examine bias

 5. Be creative and be brave
Assume good intent when
discussing race – no one is
perfect, keep the conversation
going.
 6. Understand risk from
multiple perspectives

 4. Collect REaL data
“Most experiences of racism are born out of the blind spot of privilege and NOT malice”
-Dr. Rachel Hardeman

More you can do…
 Center reproductive health as a
human right, learn about
reproductive justice.
 Refer!
 Amplify models that enhance
relationship-centered care

 Offer evidence-based
recommendations AND support the
individual's beliefs and: people make
decisions with their whole selves,
and they are the ones most invested
in a health baby!
 VOTE!

Increased contact with racist institutions is not a solution to health disparities! -Rebecca Polston, CPM

Big Picture
 The reimbursement/model of care system
is a part of the structural issue preventing
good care. Be a policy advocate!
 Have a racism reporting system for
employees and clients.
 Get feedback (some qualitative) from
clients on their experience and create a
system of continuous QI.

 Understand that unnecessary and
unwanted medical interventions are part
of why clients don’t trust their care
providers, offer best-practice but don’t be
punitive if the patient declines your
recommendations. It might lead them to
being uncared for.
 INCLUDE MEASUREMENT OF REaL &SOGI
DATA!!!

Copyright 2020 NAABB. All Rights Reserved. | thenaabb.org, Instagram: @the_naabb,
Twitter: @thenaabb

Next Steps
Susan Boehm RN, MS
MPO Executive Director
MNPQC Co-Lead
Susan.Boehm@minnesotaperinatal.org

9/30/2020
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Next Steps
• Inpatient Initiative Timeline
• ECHO Data Collection Tool Pilot Project
• Measuring outcomes for the Blue Band Project
• Low Dose Aspirin Community-focused Project
• Racial Inequities

9/30/2020
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Timeline/Next Steps

October, 2020 November, 2020 December, 2020 January, 2021
ECHO Project Monthly
Call

ECHO Project Monthly
Call

ECHO Project Monthly
Call

Data Collection Tool Pilot

Data Collection Tool Pilot

Data Collection Tool Pilot

5-10 hospitals

5-10 hospitals

5-10 hospitals

Hypertension in
Pregnancy &
the Postpartum Period
Treatment Initiative
Learning Session 2
Begin data collection

9/30/2020
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Data Collection Tool

9/30/2020
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Project ECHO

• Collaborative
• All teach-All learn
• Community of practice,
mentorship and support
• Case presentations

9/30/2020

70

ECHO Poll Question
What is your day of week / time of day preference?
•

Tuesdays 5:00-6:00pm

•

Wednesdays 7:00-8:00am

•

Wednesdays 12:00-1:00pm

•

Wednesdays 5:00-6:00pm

•

Thursdays 8:00-9:00am

•

Thursdays 12:00-1:00pm

•

Thursdays 5:00-6:00pm

9/30/2020
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Next Steps
• Inpatient Initiative Timeline
• ECHO Data Collection Tool Pilot Project

• Develop outcome measures for the Blue Band
Project
• Develop a Low Dose Aspirin Community-focused
Project
• http://www.bumc.bu.edu/obgyn/special-programs/prenatalaspirin/

• Racial Inequities
9/30/2020
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Check the Box…
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Baby steps…

9/30/2020
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The Brave Place
Together we will create brave space Because We have the right to start somewhere and
there is no such thing as a “safe space” —
continue to grow.
We exist in the real world
We all carry scars and we have all caused
wounds.
In this space We seek to turn down the
volume of the outside world,
We amplify voices that fight to be heard
elsewhere,
We call each other to more truth and love

We have the responsibility to examine what
we think we know.
We will not be perfect. This space will not be
perfect. It will not always be what we wish it
to be
But It will be our brave space together, and
We will work on it side by side.
by Micky ScottBey Jones
www.thepeoplessupper.org

Evaluation & Certificate of Attendance
Upon completion of this course, go to
https://minnesotaperinatal.org/hypertension_in_pregnancy

to complete the online evaluation.
Once you’ve submitted your evaluation, you will
receive your attendance certificate via email.
Please double-check that your email address is entered correctly on your evaluation.

9/30/2020
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Hypertension Workgroup Members

9/30/2020

77

Thank you!
Contact information:
Phillip Rauk, MD | MNPQC Chair, HTN Co-Chair | raukx004@umn.edu
Todd Stanhope, MD | MNPQC HTN Co-Chair | todd.stanhope@northmemorial.com
Susan Boehm, RN, MS | 612.201.0708 | susan.boehm@minnesotaperinatal.org
Anne Walaszek, MPH | 651.201.3625 | anne.walaszek@state.mn.us
Bonnie Hansen | info@minnesotaperinatal.org
https://minnesotaperinatal.org/hypertension_in_pregnancy
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