Driver 1: Readiness
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PREGNANCY-RELATED

OPTIMAL MANAGEMENT OF
HYPERTENSION

Global Aim: Improve maternal health through hospital-facilitated timely recognition and
treatment of hypertensive disorders of pregnancy during pregnancy and the postpartum period.

Primary Key Driver Secondary Drivers

Develop standard protocols/processes for
identification, management, and treatment of

Readiness: Implementation severe HTN
of standard
protocols/processes Ensure rapid access to severe HTN medication
*Respectful care is a universal Integrate a patient advisor in your Ql team*

component of every driver and
activity




Develop standard protocols/processes for identification,
management, and treatment of severe HTN

Potentially Better Practices:

1. Standardized Protocol: Implement protocols for early warning signs, diagnosis, and
treatment of severe preeclampsia/eclampsia, including BP, lab, and fetal assessments.

2. Timely Triage Process: Ensure swift evaluation of pregnant/postpartum patients with
severe hypertension.

3. Escalation System: Establish a plan for consultation, escalation, and maternal transfer.

4. Reference Algorithms: Provide easy access to treatment algorithms for
hypertension/preeclampsia across units.

5. Align with ED/EMS: Coordinate protocols with local emergency and EMS services.
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"Active asthmgz" is defined as:
Symptoms at least once a week, or

use of an inhaler, corticosteroids for asthma
during the Pregnancy, or

any history of intubation or hospitalization
for asthma,
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Antihypertensive Medications
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Ensure rapid access to severe HTN medication

Potentially Better Practices:

1. Key Medications Access: Ensure rapid access to essential medications by
clearly identifying their locations in all units (consider creating workflows).

2. Dosage Instructions & Availability: Provide easy access to
dosage/administration instructions and regularly check medication
availability.

3. Standardize Order Sets: Create or update standard order sets for
hypertension/preeclampsia medications.



Resource Examples

LabetaIOI. .A.lgor ithm ExampLE

Trigger: If severe elevations (SBP =160 or DBP = 110) persist* for 15 min or more OR If two severe elevations are obtained within 15 min and tx is clinically indicated

Labetalol 20 mg" IV over 2 minutes Repeat BP in If SBP = 160 or DBP = 110, ad- Repeat BP in
10 minutes minister labetalol 40 mg IV over 10 minutes
9 9 2 minutes; If BP below threshold, 9 9

continue to monitor BP closely

If SBP = 160 or DBP = 110, ad- Repeat BP in If SBP = 160 or DBP > 110, adminis- Repeat BP in
é minister labetalol 8o mg IV over 9 10 minutes 9 ter hydralazine® 10 mg IV over 2 min- é 20 minutes é
2 minutes; If BP below threshold, utes; If below threshold, continue
continue to monitor BP closely to monitor BP closely
If SBP = 160 or DBP = 110 at 20 minutes, Give additional antihypertensive Once BP
9 obtain emergency consultation from specialist in MFM, internal 9 medication per specific order as 9 thresholds 9
medicine, anesthesiology, or critical care recommended by specialist are achieved,
repeat BP:

- Every 10 minutes for 1 hour Institute
9 - Then every 15 minutes for 1 hour 9 additional BP
- Then every 30 minutes for 1 hour monitoring per

- Then every hour for 4 hours specific order * Two severe readings more than 15 minutes and less than 6o minutes apart

' Avoid parenteral labetalol with active* asthma, heart disease, or

congestive heart failure; use with caution with history of asthma.
May cause neonatal bradycardia.

Notify provider after one severe BP value is obtained

Institute fetal surveillance if viable

Hold IV labetalol for maternal pulse under 60

Maximum cumulative IV-administered dose of labetalol should not
exceed 300 mg in 24 hours

There may be adverse effects and contraindications. Clinical
judgement should prevail. 5 Hydralazine may increase risk of maternal hypotension.

Safe Motherhood Initiative 5__.5::96

Revised February 2020

#"Active asthma” is defined as:

(® symptoms at least once a week, or

(B) use of an inhaler, corticosteroids for asthma during the pregnancy, or
(© any history of intubation or hospitalization for asthma.

ACOG Algorithms
o Labetalol

o Hydralazine

o Nifedipine

FPQC Sample

Medication Kit

o Antihypertensive
medications

o Seizure prophylaxis




Integrate a patient advisor in your Ql team

Potentially Better Practices:

1. Community Collaboration: Partner
with local Healthy Start Coalition and
community organizations to engage
patients and families as hospital
advisors.

2. Patient Engagement Plan: Develop a
plan that includes recruitment,
communication, orientation, and
advisor expectations.

Involving Patients in QI

Why should we

involve patients
in our QI efforts?

What are wayst

involve patients?

We want to,

how do we find|

them?

-

-

-

-

-

Discover what matters to your patients

Improve patient satisfaction

Improve patient care and outcomes

Possibly reduce the risk of malpractice (Building the Business Case
article)

Increase employee satisfaction and retention rates (Building the
Business Case article)

Increase the implementation of trauma-informed care (Best
Practices for Trauma-Informed Approaches article)

Find gaps in care/services (e.g. |s the signage in the facility effective
or confusing? Is the menu for patients inclusive of dietary
preferences, religions, allergies, etc.? Are there effective
translation services available? Do patients feel heard?)

Follow Joint Commission recommendations for patient
engagement

-

-

Interactions while on rounds

Document and procedure reviews (e.g. Is the language used
understandable? Are the directions easy to follow?)

Interviews and focus groups

Add Patient Advisors to Ql initiative teams

Form a Patient Advisory Council (For more information see AHRQ
Handbook, page 38 - while Patient Advisory Councils may have
more initial start-up time and cost, the long-term effects are vast)

Email surveys or mail postcards after hospital discharge asking
about interest in initiatives

Hand out brochures in the hospital

Contact your local Healthy Start Coalition

Request through an intermediary that trains "patient partners" (e.g.
MoMMA's Voices)

Contact societies that support specific conditions (e.g.
Preeclampsia Foundation, AFE Foundation)

Post requests on local parent group sites

Ask physicians and nurses to invite patients




