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Presenter
Presentation Notes
Hello everyone, thanks for joining us for today’s webinar! I’m Susan Dimitrijevic and I’m the Senior Nurse Manger for the Texas Collaborative for Healthy Mothers and Babies. We are funded by the Department of State Health Services and housed within the UTHealth Houston School of Public Health in Austin. Our mission is to advance health care quality and patient safety for all Texas mothers and babies through the collaboration of all health and community stakeholders. 

Dr. Catherine Eppes is a maternal fetal medicine physician at Baylor College of Medicine where she is the Division Director of Maternal Fetal Medicine. She received dual degrees in molecular biology and psychology from the University of Texas, Austin. She received her MD from The University of Texas Health Science Center, San Antonio and completed residency at Johns Hopkins. Her fellowship, and masters of public health, were received from Northwestern University. Her primary areas of focus are quality and safety and infectious diseases in pregnancy. She is the past chair of TCHMB and Faculty Medical Director of the TexasAIM initiative.


Todays’ webinar is hosted by the TCHMB, Texas College of Emergency Physicians and Texas Emergency Nurses Association. CME and CNEs are sponsored by University Health in San Antonio. 
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Objectives ) tchmb

lllustrate the outcomes of postpartum women in Texas with preeclampsia

Discuss the gaps in identification of postpartum women with
preeclampsia

What Emergency Departments can do to prevent Postpartum
Preeclampsia Mortality and Morbidity

Outline best practice for timely treatment of postpartum preeclampsia

Coordinate transfers utilizing the maternal levels of care structure and
regionalization existing within Texas

Q &A
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Today we’re going to discuss the outcomes of postpartum women in Texas with preeclampsia.
What the gaps are in identifying, diagnosing, treating, and transferring postpartum preeclampsia in the Emergency Department.

The slides and a webinar recording will be archived on our website, and if you have any questions during the presentation, please enter them into your questions chat box. There will be a Q&A at the end of the presentation.




Death rates for new Texas moms leap over

last two decades
HOUSTONACHRONICLE

Texas’ maternal mortality rates have more than
doubled since 1999, new report says

’ ERursdd Sidmay b per
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As you may have seen in the news about the rates of maternal mortality and morbidity in the US and Texas and stories shared by families of their loved one dying just after having their baby. We’re going to look at some of the statistics in Texas of who and why mothers are dying.





 


WHAT IS HAPPENING?

Texas 2019 data revealed

140 CASES OF PREGNANCY
ASSOCIATED DEATHS RESULTED IN

7,034 YEARS OF POTENTIAL 291 LIVING CHILDREN
LIFE LOST BY THE WOMEN WHO HAVE LOST THEIR

11 L1 L] ] ] i WHO DIED MOTHER

12 WOMEN DIED PER MONTH ON AVERAGE
WHILE PREGMNANT OR WITHIN ONE YEAR

OF PREGMANCY.

Source: https://www.dshs.texas.gov/sites/default/files/legislative/2022-Reports/Letter-to-Governor-Abbott_Infographic-Attachments.pdf
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What is Happening?

Our latest data from 2019 showed 140 pregnancy related deaths in Texas averaging 12 women per month dying while pregnant or within one year of pregnancy, that left 291 living children without a mother in Texas.
 






 


WHEN AND HOW ARE MOTHERS DYING IN TEXAS?

Leading Pregnancy-Related Death Underlying Causes by Timing of Death in
Relation to Pregnancy, Texas, 2013
(N=51 of 70 Pregnancy-Related Deaths)

Embolism 33%

Cardiovascular and Coronary Conditions

Hemormrhage

Mental Health Conditions
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Preeclampsia and Eclampsia

Infectaon

Cardiomyopathy

o3 20% 40% 605

B While Pregnant B Within 42 Days B 43 Days to 1 Year

Source: From the Texas Maternal Mortality and Morbidity Review Committee and Department of State Health Services: 2022 Joint Biennial Report
Prepared by: Maternal and Child Health Unit (MCHU), Healthy Texas Mothers and Babies (HTMB) Branch, Community Health Improvement (CHI) Division, the Department of State
Health Services (DSHS). Data Source: 2013 Death Files, DSHS Notes: The MMMRC classified deaths as pregnancy-related through the MMMRC review process. For 2013, the MMMRC
reviewed 70 pregnancy-related deaths. Amniotic fluid embolism is not included in the embolism grouping due to differences in etiology and opportunities for prevention.
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When and How are mothers dying in Texas?

Based on our most recent report in 2013, we discovered that Preeclampsia and Eclampsia emerged as a prominent underlying cause of pregnancy-associated deaths. In fact, they accounted for 10% of the overall deaths studied. What's even more concerning is that 57% of these deaths occurred within the critical window of the first 6 weeks after childbirth.

Preeclampsia and Eclampsia pose substantial risks to maternal health, and it is crucial that we address them effectively. By recognizing the prevalence of these conditions as leading causes of pregnancy-associated deaths, we can emphasize the importance of early detection, appropriate management, and enhanced postpartum care.







“ WHO IS MOST AT RISK FOR SEVERE MORBIDITY FROM
PREECLAMPSIA?

Figure G-8. Rate of Delivery Hospitalizations Involving SMM in Texas Associated
with Preeclampsia, by Race and Ethnicity, per 10,000 Delivery Hospitalizations,
2016-2020

In 2020, Black women were 2x more likely to experience
critical health issues —
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1 = zx hemorrhage-related health issues.

3 2 mare likely to have
aX preeclampsia-related health issue:

w
E
=

=
]

&

=
B
o
=1

=
E‘
g

2

=
@

a

=2

=
a2
=
ot
g
w
&
il
=
L&)

2 3 3x more likely to have sepsis-related health issues.

Lo
Year

— Mon-Hispanic White Non-Hispanic Black Hispanic

Source: Texas Maternal Mortality and Morbidity Review Committee and Department of State Health Services: 2022 Joint Biennial Report
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Who is most at risk for SMM from Preeclampsia?
 Severe Maternal Morbidity from Preeclampsia rates rose over 35% from 2017 to 2020.

Non hispanic black women with preeclampsia, represented by the red line, having 3x the rate of  Severe maternal morbidity events due to preeclampsia, than the rate of all other race and ethnicity categories.

When it comes to pre-eclampsia, Information also shows: Non-Hispanic Black patients have a significantly higher rate of delivery hospitalizations involving hypertensive disorders. 

In 2019, Texas PRAMS found that around 15% of Black and Hispanic patients have no postpartum checkup compared to only 5.67% of white patients, suggesting that when complications arise, these patients may appear in the Emergency Department since PRAMS does not include information that would support a more definitive assertion.




IS MATERNAL MORTALITY PREVENTABLE?

Figure 50: Degree of Preventability for Top Underlying Causes of Reviewed
Pregnancy-Related Deaths by Rating of Chance to Alter Outcome, Texas, 2013
(Partial Review of Cohort)

Infection
* 100% of
preeclampsia and
Preeclampsia and Eclampsia eclampsia cases had
at least some
chance of
Mental Disorders preventability in
Pulmonary Conditions (Excluding Adult Respitory partial rEView Of
Disease Syndrome) 2013 and 2019
Cardiomyopathy cohorts.

Obstetric Hemorrhage
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<=
e
o
1)
(]
—
o
Q
w
=
M
O

Embolism 67%

= No Chance m Some Chance m Good Chance

n= 44

Source: Texas Maternal Mortality and Morbidity Review Committee and Department of State Health
Services Joint Biennlal Report, 2020, revised February 2022,

Prepared by: Maternal & Child Health Epidemiology

May 2021
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 Is Maternal Mortality preventable? 

The MMMRC determines a pregnancy-related death was preventable if they find there was at least some chance of preventing the death by a change in the one or more circumstance.
It was determined that there was at least some chance for preventability in 100% of preeclampsia and eclampsia cases in partial review of the 2013 and 2019 cohorts.


2022 Texas MMMRC and DSHS Recommendations

Emergency services have been

noted in MMMRC reviews to be

significant in the circumstances
that preceded death.

ED providers knowledge about
maternal health, as well as
communication and coordination
with OB are critical factors in
preventing pregnancy related
deaths.

Optimize coordination between
emergency and maternal health
services

Incorporate emergency
department representation in
existing maternal health and

safety programs
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So, what are the recommendations of the MMMRC and DSHS for Maternal Outcome improvement in relation to the Emergency Department?

 Support emergency and maternal health service coordination and implementation of evidence-based, standardized  protocols to prevent, identify, and manage obstetric and postpartum emergencies.

1. Know that pregnant and post partum women seek care in the ED when issues arise and Emergency services were significant in the circumstances that preceded morbidity and mortality events reviewed by the committee.
2. Coordination and communication between OB and ED are critical factors in preventing pregnancy related deaths.
3. Optimize coordination between emergency and maternal health services
4. Incorporate emergency department representation in existing maternal health and safety programs


@) tchmb
IDENTIFYING

POSTPARTUM PATIENTS
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We know that patients who are postpartum or have recently been pregnant present to the Emergency Department for care.

The first step we need to take in providing postpartum patients with safe care is to identify them. 


- @ @ @ @ @ @ @ @ @ @ @ @
@) tchmb

IDENTIFYING POSTPARTUM PATIENTS

Ask all women ages 15-45 years, “Are you

pregnant, or have you been in the past
year?

This questions should be integrated into your EHR and asked on initial
contact with the patient.

Source: Florida PQC
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Many are asking women if they are pregnant but not if they’ve BEEN pregnant in the past year with a focus on the past 6 weeks when it comes to postpartum preeclampsia.

This should be done upon triage or when they first enter the ED.


- @ @ @ @ @ @ @ @ @ @ @ @
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IDENTIFYING POSTPARTUM PATIENTS

IT a woman has been pregnant in the past
year, postpartum complications such as

preeclampsia should be added to your
differential.




DIAGNOSIS
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We’ll now delve into the diagnosis of preeclampsia. 

Introduce Dr. Eppes:



DIAGNOSIS

Blood Pressure Criteria Other Criteria

- AND proteinuria (>300mg in 24
Preeclampsia without severe  gp SBP >140 or DBP >90 on two hours) OR urine p/c > 0.3
features occasional >4 hours apart

greater than 20 weeks
Gestational HTN n/a

Platelets <100K, Cr>1.1 or
doubling, LFTs >2x ULN,
pulmonary edema, new onset
headache not accounted by
alternate diagnosis or
responsive to medications

BP SBP >160 or DBP >110 on two
occasional. Can be confirmed in
a shorter interval to facilitate
timely treatment

Preeclampsia with Severe
Features

Severe Gestational HTN n/a



DIAGNOSIS

uria (>
Preeclampsia without BP SBP >140 or DBP >90 on  AND proteinuria (>300mg

two occasional >4 hours in 24 hours) or urine p/c >
severe features . .

apart greater than 20 0.3 Delivery by 37 weeks
Gestational HTN weeks n/a

Platelets <100K, Cr>1.1 or

doubling, LFTs >2x ULN,
BP SBP >160 or DBP >110

. pulmonary edema, new . i
Preeclampsia with Severe  on two occasional. Can be t headache not DeI|very. by 34 weeks
e . . onset headache no * Magnesium sulfate
eatu confirmed in a shorter gl : .

int | to facilitate timel accounted by alternate during delivery and for
Interval to faciiitate timely  gijagnosis or responsive to A el S R
SR T medications

Severe Gestational HTN n/a

* 50% with gestational HTN develop preeclampsia
* Most likely when diagnosis is <32 weeks
* Long term cardiovascular risks are the same



POSTPARTUM PREECLAMPSIA

Unknown incidence

Development or worsening of preeclampsia in the

postpartum period

Can occur up to 42 days from delivery




Box 4. Conditions Precluding Expectant
Management

Maternal

« Uncontrolled severe-range blood pressures (per-
sistent systolic blood pressure 160 mm Hg or

CONDITIONS o °;$ﬂ22;mpmﬁ"fﬂaxia;n;gi:
medicanon
PRECLUDING :g_;;:‘;?g ,,“:f:“gm:;";a“::w
repea dana [

EX P ECTANT « Visual disturbances, motor deficit or altered
sensornum

MANAGEMENT f"t‘!f;fmhi.f

« New or worsening renal dysfunction (serum cre-
atinine greater than 1.1 mg/dL or twice baseline)

+ Pulmonary edema
« Ecdampsia

+ Suspected acute placental abruption or vaginal
bleeding in the absence of placenta previa

Fetal

+ Abnomal fetal testing
» Fetal death

+ Fetus without ex tion for survival at the time
of maternal diagnosis (eg lethal anomaly,
extreme prematurity)

« Persistent reversed end-diastolic flow in the
umbilical artery




S
/ : @ tchmb

WHY IS THIS PERIOD SO
IMPORTANT?




@ 31% During pregnancy

S HTN
@ 17% Day of delivery — e\E/si:wedle

R 19% mm\

vs postpartum

J

@ 21% 7 to 42 days postpartum

Between 43 and 365
12% days postpartum

Pregnancy-related deaths by time of death relative to the end of pregnancy — Pregnancy
Mortality Surveillance System, U.S., 2011-2015
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Up to 50% of maternal deaths occur in the postpartum period. 
15% of severe maternal morbidity develops de novo within 6 weeks of delivery discharge
More than half of pregnancy-related deaths occur postpartum, with the periods from 1-7 days and 7-42 days comprising the highest risk
Majority of postpartum strokes occur within the first 10 days postpartum, with HPD and CHTN augmenting the risk 



WHY IS DOCUMENTATION OF CURRENT OR RECENT
PREGNANCY SO IMPORTANT?

Depression

Hypertension
Bipolar Disorder

*Preeclampsia
*Placenta accreta
=)\ *Placenta previa
/& *Placenta abruption
=" *Choriocarcinoma

£,
Loy

FGR
. "Diabetes
Genetic

disorders

disorder

Cervial

2 Neurological

I g 5
I'tCDI"I'IFI'EtEI'ICE impairment

Bacterial

vaginosis Preterm birth

*Ectopic , . :
pregnancy Nelson et al, Diseases and conditions that impact

9 months Day of Postpartum deaths
(prenatal’) delivery (days 1—42)

Autism spectrum

Failure to thrive

maternal health, 2021. Mortality Report 68, 2019

Pregnancy involves many physiologic changes that may not
be fully recognized or appreciated by non-OB providers
Interpretation of signs and symptoms requires recognition
and knowledge of pregnancy/postpartum pathophysiology
Pregnant and recently pregnant women are at risk for
morbidity and mortality, with half of deaths in the PP period

Delivery/ After birth

Pregnancy Birth (postpartum)

“Late” maternal deaths
(days 43—365 postpartum)

21%
175 192
- - -

During pregnancy Day of delivery Days 1—6 Days 7—42 Days 43-365
postpartum postpartum postpartum
CDC Morbidity and Y

522 postpartum (after birth) deaths
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Morbidity and Mortality Weekly Report 68


WHY ARE CLOSE FOLLOW-UP AFTER DELIVERY AND
POSTPARTUM PREECLAMPSIA EDUCATION SO CRITICAL?

 BP decreasesin 1st48 hours after
delivery, then increases 3-6 days
postpartum

* Most patients have been discharged
by this time

* 55% of women diagnosed with
postpartum preeclampsia had not
been previously diagnhosed

*Sunnery conduscied amang visiors 1o the
qualified respondants dofined s female U5, residents, 18 years or older, who are pregnant or hawe at least one child thees yoors of oge of younger

Survey by BabyCenter®

PREECLAMPSIA
. feundarion

Yet despite high overall awareness,
there is less knowledge of the symptoms

Preeclampsia Awareness
2014 Survey Results Show:

High overall awareness of preeclampsia
among expectant and new mothers®

83% had hears of preeclampsia

thedtiee HHHHHHHH * X2

$444444 t“"" TN More than half
teeepetee ITII 1T R AR not assacioe many
AL AR AR A2 A RRARE) i
Most are also aware that this serious condition Other important aspects of preeclampsia

are also less known

" -

elated to high blood pressure requires
immediate medical evaluation

99% knew 44% didn't know  46% didn’'t know

+ preeclampsia s serous, even ife-threatening, that préeclampsia can occur  that women with g
for mother and baby up 1o six weeks after defivery pfw:lnmpfm
@ al graater
' 88% knew risk for hature
high blood pressure is a sign of preaciampsia - haa.h.h problems
96% would call o | e
D Eedr gochor of midwite if they expenenced symploms

16t websste fnom January 17 to January 20, 2014, Tolal of 1,501 respondents complebed the survey,

Design by rEVO Biclogics Inc.
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The historic impression that the risk of preeclampsia/eclampsia ends with delivery is inaccurate. Additionally, while many women have heard of preeclampsia, they are not necessarily familiar with the symptoms of preeclampsia nor are they aware of the fact that it can occur for the first time postpartum.

Physiologically, in patients with preeclampsia, the blood pressure may decrease over the first 48 hours after delivery, and then increase again between 3 and 6 days when it is likely that she is already at home. In fact, 75% of deaths due to severe hypertensive disorders of pregnancy occur after delivery; and 41% of all deaths due to preeclampsia/eclampsia occur after 2 days. Of patients diagnosed with postpartum preeclampsia 55% had not been diagnosed with preeclampsia in the antepartum or peripartum period. F
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FACT: Severe range blood pressures should be treated with antihypertensives. An epidural may
address pain, but assuming that severe range blood pressures are caused by pain is an example
of normalcy bias.

TO P Myth: Preeclampsia is “cured™ by delivery.

P R E E C LA M PS IA FACT: Preeclampsia often resolves postpartum, but it can take a number of weeks for it to complete-
Iy resolve. Some women develop preeclampsia for the first time postpartum. A substantial number of
deaths related to preeclampsia occur in the first 5 days postpartum. Inaccurately telling women that
MYTH S preeclampsia is cured with delivery has led to delays in recognition and may be a contributor to post-
partum mortality and morbidity.

Myth: Magnesium ks a treatment for severe range blood pressures in preeclampsia.

FACT: Magnesium is used for prophylaxiz eclampsia. It is NOT an antihypertensive agent. Women with
severe range blood pressures and preeclampsia should receive BOTH an antihypertensive agent and
magnesium.

Myth: First ine treatment in eclampsia is a benzodiazepine.

FACT: Magnesium should be the first line treatment of eclampsia and has been shown to reduce
recurrence of repeat seziures compared to other agents.

Myth: The main souce of morbiditg'mortality from preeclampsia is seizure.
FACT: The main source of morbidity and mortality is related to stroke. Numerous studies have found
that women who die and had preeclampsia often have delayed treatment of hypertension. This empha-

gizes the importance of timely treatment with an antihypertensive agent for all women with preeclamp-
sia/gestational hypertension/severe hypertension.

The Tems il S =il e Tk Err e B | L e ek T E T e el EPF THEP T S S Y







Ask Your Doctor or Midwife Pregiintele a su doctor o a la partera

EXAMPLE OF
PREECLAMPSIA EDUCATION

Preeclampsia Foundation Educational Brochures

You are STILL AT RISK after your baby is born!

Postpartum -6 G|

What is it?
Pastpartum preeclampsia i a serioans disease
refated to high biood pressore. It can happen

o Ay wman whi s just Bed & haby up o
i weeks after the baby is born.

Risks to You
= Seizures * (irgan damage
& Strole « Death

What can you do?

= ASK il you shduld fallow up with your
doctor within one week of discharge.
= Keep all fodlowap appoimtments

Warning Signs

f Sromach parin a Severe haidackes
3 o Riing Apot
Feeling .{'
m TEUSEGUY oF . % forother

threwing up whilin chargis)

T = :-\.' Shastniss
t—" ol g £ of breath

= Wateh forwarnieg signe. [ you motice any, call yoar
diacton [ wod can't reach your deoss call 511 e ga directly
o an amergercy roans and repert yos have been pragroi.|
= ‘Trust your instincts.
PREFCLAMPSLY

For more information, go to www.stillatriskoong framaainn

CopyTight € I01E Freecmpsla Foundation. All ights Reserved.

Preeclampsia

What Is It?

Preeclampsia is a serious disease related to high blood pressore.
It can happen to any pregnant woman during the secand half of
keer pregrancy, or up to § weelks after delivery

Risks fo You Risks to Your Baby

Srizures «  Premature hirth
Strake «  Dipath

Organ damage
«  Death

Signs of Preeclampsia

2 &
Stoenach pain r
s

-
Fealing nawseous; = Spelng spots
throswwing up ®

{iariving more than

_*,. Swelling in your =W 5 pounés (2.3 kg
‘_-_* Bands and face in a wesk

What Should You Do?

Call your doctor ar midwife right away. Finding preedampsia
early is important for you and your baby.

For more information go to www.preeclampsia.org

Ceprright & D10 Frescismpeia Foursdstion. Al Rghva Femryed.

Preeclampsia

{Qué es?

La preeclampsia es una enfermedad grave que estd relacicnada
con la presitio alta. Es algo que puede pasarle a cualgquier mujer
embarazada durante [a segunda mitad de su embarazo o hasta &
semanas después de su parta,

Riesgos para usted Riesgos para su bebé
* Comulsiones = Macimlento prematars

» Derrame o ataquee cepebral  » Muerte

# Dafko & algim drgana

* Muserte

Sintomas de la preeclampsia

1
Dualor de estdma- ﬂ Dolores de cabera
- Bo
L
aﬂmaeaa.vﬁmmg { Ver manchas
[

_w, : Hinchazdn en las = Subirmdsde 5 libras
*' manos ¥ &n la carm [2,3 kg] de peso en
L

una semana

{0ué se debe hacer?

Liame de lemsdiacn & su doctor o partera. Detectar atempe |
prescampeia &5 Inportante para usted ¥ para su behi,

Para més informacibn, vaya a www.presclampsia.org

Capprighe & 301 0 Freec binipais Fdawbrion il Sights Eremesd
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These preeclampsia educational brochures and pamphlets are available from the preeclampsia foundation. They are really great examples because they are simple, easy to read and understand regardless of literacy level and are also available in multiple languages. 


INSTRUCTIONS FOR USE

Tipa- W's best io measure your Blood preseure in Ehe maming and sspeds
recomrenend measursmenl af the same time evary day

Step 1,Put the display screen on the
inner sides of your wrist, and wrap
the wrist-band well

Step 3, The device should be 10-15mm
distence from your palm
(about 1 finger width)

A

Step 2, Check the wrist-band, ensure
that the wrist-band is not too tight
or too loose

Step 4, Make sure keep the device

at the level of your heart when
you start to measure

-




TOOLS AND EXAMPLES

CMQCC

Guidelines for Management of HDP

5 Key Elements

N~

Recognize symptoms and diagnose HDP
Blood pressure control
Seizure prevention

Delivery
» 34 weeks — preeclampsia with severe features

» 37 weeks — preeclampsia without severe features
or gestational hypertension

Postpartum surveillance

Download:

Improving Health Care Response to Hypertensiye Disorders of

Pregnancy Toolkit (2021)
Slide Set for Professional Education

Informational Webinar Recording® and Webinar Slide Set

EMERGENCY DEPARTMENT

Postpartum Preeclampsia Checklist

Ir Pament € & Weeks PosTranTum wims:

* BP = 1fofi1o ar
* BF = 140fgo with unremitting headache,
visual disturbances, spigastnc pain
_] Call For Assistance
_| Designate:
(1 Team leader
[} Check®st readerfreconder
[} Primany BB
] Ensure side rails up
"] Call phstetric consault; Document call

"] Face I¥: Draw preeclampsia labs

[} CRC ) Chemistry Panel
BT ) Uric Acid

1 FTT {7} Hepatic Function
1 Farinogen ] Type and Soreen

"] Ensure medications appropriate given
pati=nt hiStory

_] Sdminister Seize prophylasis
_| Administer antihypertersie thempy

i} Contact MFM or Critical Care for refractory

blood pressure

| Consider indwelling urinary catheter

} Mairtain strict 1&0 —
patiert at risk for pulmorary ede=ma

"] Brin imaging if unremitting headache or
re=urological Symptoms

' “hActive asthma” is defined as:

(i) =ymploms at kast once a weak, o

{B) u=s of an inhalar, coticostercids. for 2sthma
guring e pragnancy, of

{€) anry history of inbubalion or hospilalization
fior asthma.

Magnesium Sulfate

Contraindications: Myasthenia gravis; avoid with

pulmonary adema, usa caution with renal failwee

IV aCC=55:

71 Load 4& grams 10% magresiom sulfate in 100 mL
zolution ower za min

_| Labal magnasium sulfate; Connec bo bbeled infesion
pumg

71 Wagnesium sulfste maintenance 1.2 gramsfhour

Mo [V a0lesS:

1 =0 grams of 5o% solution IM (5 g in sach buttock]

Antihypertensive Medications

For 58P z 160 or DEP = 110

iSer SMI oigorithms for compefe monegement wiren

necessvy e mowe fo anoffer agent affer 2 doses.)

] Labatalol (imtial doss: zomgl; Aveid perenisnl
labetalod with active asthma, beart disease, or
mngesive haart failure; use with cestion with
history of msthma

| Hydralazing {510 mg V" over 2 min); May increese
risk of metemal hypatansica

] Dwnl Nifedipina (10 mp rapsues); Capsules should
ba administered orlly, not punchwed or otherwise
administared sublingually

= paximum ooty fcodminisfered doses should
not exceed 770 my kebetalol or 25 my fydiolonime
245 hours

Motes i firet Ko ogents ewsurcessful, emenpenoy
corsult with specialicr (4850, inferma! medicing,

O0F anesthesiology, crithon! oome) & ecommeTond

Anticonvulsant Medications

FOr necurmant seizures orwhan magnasium suate
conirindicated

_| Lormzapam (Ativan): 2-¢ mg IV x 1, may rep=at onca
after 10-15 min

_| iazepam (Yalimm): £-10 mg [V g 5-10 min


Presenter
Presentation Notes
On the left, you can see some freely available CMQCC educational resources for professional education with an example of the slide set that is available. There are also webinars and webinar recordings that can be readily accessed.

On the right is a postpartum preeclampsia checklist for the emergency department. This is a great example of a tailored resource that will help providers, in this case specifically ED providers, ensure they follow critical treatment steps for a women who presents with postpartum preeclampsia


@) tchmb

GOALS WITH TREATMENT

« BP>160/110 in pre-eclampsia results in loss of auto-regulation and an increase in
maternal stroke/hemorrhage
* Therefore goal is treatment with out delay, ideally <60 min from onset of severe range BP

* Allforms of preeclampsia have a risk of eclampsia, with neurologic signhs indicating a
higher risk
* |nitiation of magnesium sulfate: 6g bolus and 2g/hr infusion

* Transitionto OB unit or with OB involvement for admission/monitoring
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WHAT ARE YOUR OB UNITS
REQUIRED TO HAVE FOR
PREECLAMPSIA?
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STANDARD PROTOCOLS WITH CHECKLISTS AND
ESCALATION POLICIES

* Facility-wide standard protocols (including
checklists, escalation protocols, treatment
algorithms, etc.) addressing management of:

1.

GIEITEN

Preeclampsia, including use of
magnesium for seizure prophylaxis

Magnesium overdose
Severe hypertension
Eclampsia

Postpartum preeclampsia/severe
hypertension


Presenter
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Development and implementation of standard protocols addressing management of preeclampsia, severe hypertension and eclampsia in both pregnant and postpartum women is really foundational to the work of reducing hypertension related morbidity and mortality. For these protocols to be effective, they need to include checklists, escalation protocols and treatment algorithms in addition to written policies. 


MINIMUM REQUIREMENTS FOR PROTOCOLS

Notification of
physician or
PCP if Systolic
BP =160 or
Diastolic BP
=110 for 2
measurements
within 15
minutes

After the
second
elevated
BP reading,
treatment
should be
initiated ASAP
(within 60
minutes of

verification)

Protocol
includes
onset and
duration of
magnesium
sulfate
therapy

Protocol
includes
escalation
measures
for those
unresponsive
to standard
treatment

Protocol
describes

Protocol
describes
manner and
verification
of follow-
up within
7-14 days
postpartum

postpartum
education for
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We’ll start by discussing these first two elements in the protocol requirements, particularly since these requirements are really the basis of the severe hypertension.  


1. Stroke is the major cause of maternal mortality

2.

WHY IS PROMPT NOTIFICATION AND
TREATMENT OF SEVERE HTN SO CRITICAL?

Untreated hypertension leads to
preventable maternal death
associated with preeclampsia or eclampsia

Antihypertensive treatment was not
implemented in the majority of stroke cases

. Opportunities for care improvement around

severe hypertension treatment may significant
affect maternal morbidity and mortality

Percent of cases

100

T0%

[l Preeclampsia/eclampsia - all (n=54)
76% [] Preeclampsia/eclampsia — stroke (n=33)

Fig. 2. Contributing factors among
preeclampsia deaths: health care
provider factors, California 2002-
2007,

Judy. Preeclampsia-Related Mortality in
43%, California. Obstet Gynecol 2079,
33%

24%

F 1?%15%

Delayed Ineffective care  Misdiagnosis Failure to Lack of
response o consult continuity of
clinical care

warning signs

Judy et al. Systolic hypertension, preeclampsia-related
mortality and stroke in California. Obstet Gynecol 2019


Presenter
Presentation Notes
Accumulating data indicates that severe hypertension unquestionably increases maternal morbidity and mortality. The California Pregnancy-Associated Mortality Review published their findings related to maternal mortality reviews between 2002-2007 specifically related to severe hypertension, preeclampsia and eclampsia. The committee found that of the 54 preeclampsia related deaths in the time period under review, the large majority (33 or 61%) were attributed to stroke. In cases of stroke related mortality, blood pressure exceeded 160 mmHg in 96% of cases. Less than half of the women received any antihypertensive treatment before the occurrence of the stroke and even in those that did, treatment was often not in accordance with current recommendations. Review of potential contributors revealed that delayed response was contributory in more than 90% of cases. All this data provides clear evidence that severe hypertension leads to maternal mortality, which is potentially preventable with timely therapy. 
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Essential components of an early warning system include: 
maternal early warning criteria that prompt reporting to a clinician; and 
an effective notification and escalation process that prompts bedside evaluation by a clinician. 
We’ll talk about MEWS again in the 2nd “R”, Recognition.




https://www.tchmb.org/mews

FURTHER JUSTIFICATION

FIGURE
Rate of eclampsia and severe maternal morbidity

2.5 Implementation of early protocol-driven

severe hypertension/preeclampsia
treatment results in:

1. Lower rates of
eclampsia

2. Significant reductionin
severe maternal
morbidity

p<0.01

1.5

p=0.02

Rate of Eclampsia /1000 Births
Rate of SMM /100 Blrhts

2013-2014 Baseline Monitoring Phase Monitoring Phase
I

M Eclampsia = CDC-defined SMM

Rate of eclampsia per 1000 births and rate of Centers for Disease Control and Prevention (CDC)-
defined severe maternal morbidity (SMM) per 100 births.
Shields et al. Standardized treatment of critical blood pressure. Am J Obstet Gynecol 2017,
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Presentation Notes
While untreated hypertension leads to substantial maternal morbidity and mortality, early protocolized treatment of hypertensive disorders can quickly reduce these risks. Dr. Shields and his colleagues implemented standard treatment algorithm for severe hypertension and preeclampsia across multiple hospitals within a hospital system. After implementation, they monitored severe hypertension and preeclampsia protocol compliance over time. The graph on the left shows the reduction in eclampsia and severe maternal morbidity that occurred after preeclampsia and severe hypertension protocol implementation occurred. This reductions was further strengthened with protocol compliance monitoring


TOOL: HYPERTENSIVE
EMERGENCY
CHECKLIST

Hypertensive Emergency Checklist

HyperTENSIVE EMERGENCY:

¢ Two severe BP values (=160/110) taken 15-60 minutes

apart. Values do not need to be consecutive.

¢ May treat within 15 minutes if clnically indicated

[ call for Assistance

[] Designate:
(O Team leader
(O Checklist reader/recorder
O Primary RN

[] Ensure side rails up

[] Ensure medications appropriate given
patient history

[] Administer seizure prophylaxis (magnesium
sulfate first line agent, unless contraindi-
cated)

[] Antihypertensive therapy within 1 hour
for persistent severe range BP

[] Place IV; Draw preeclampsia labs

[] Antenatal corticosteroids
(if 134 weeks of gestation)

[] Re-address VTE prophylaxis requirement
[] Place indwelling urinary catheter

[] Brain imaging if unremitting headache or
neurological symptoms

[] Debrief patient, family, and obstetric team

Magnesium Sulfate

Contraindications: Myasthenia gravis; avoid with
pulmonary edema, use caution with renal failure

IV access:

[] Load 4-6 grams 10% magnesium sulfate in 100 mL
solution over 2o min

[] Label magnesium sulfate; Connect to labeled
infusion pump

[] Magnesium sulfate maintenance 1-z gramsfhour

No IV access:
(] 10 grams of 50% solution IM (5 g in each buttock)

Antihypertensive Medications

For SBP = 160 or DBP = 110
(See SM! algorithms for complete management when
necessary to move to another agent after 2 doses.)

[] Labetalol (initial dose: 2omg); Avoid parenteral
labetalol with active asthma, heart disease, or
congestive heart failure; use with caution with
history of asthma

M| Hydralazine (5-10 mg IV* over 2 min); May increase
risk of maternal hypotension

[] oral Nifedipine (10 mg capsules); Capsules should
be administered orally, not punctured or otherwise
administered sublingually

* Moximum cumulative IV-administered doses should
nat exceed 220 mg labetalol or 25 mg hydralazine in
24 hours

Note: If first line agents unsuccessful, emergency
consult with specialist (MFM, internal medicine, OB
anesthesiology, critical care) is recommended

ACOG District Il, 2019. Hypertensive emergency checklist
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Presentation Notes
This checklist which was developed by ACOG District II’s Safe Motherhood Initiative can be easily adapted for almost any unit to use. It is clear and straightforward and covers not only hypertension treatment, but additional important aspects of care that shouldn’t be overlooked such as steroid administration, Foley placement and reminder to debrief. �
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The next two protocol requirements we’ll review are guidance of mag therapy and escalation protocols


WHY IS APPROPRIATE AND

CONSISTENT USE OF MAG SULFATE SO

IMPORTANT?

Severe pre-eclampsia
Mot severe pre-eclampsia
Randomised before delivary
<34 weaks
=34 weeks
Randomised after delivery
Anticonvulsant before trial®
Mo anticonvulsant bafore trial®

Imminent eclampsia

Mo imminent eclampsia
High PMR country
Middle PMR country
Low PMR country

Al wamen

o1

02

0-5

T 1
10 1.5 20
Relative risk

Relative risk (95% Cl)

0-42 (0-23-0-76)
0-42 (0-26-0-67)
0-40 (0-27-0-59)
0-54 (0-28-1-06)
0-35 (0-22-0-57)
0-54 (0-16-1-80)
1-24 (0-49-3-11)
0-34 (0-23-0-51)
0-26 (0-12-0-57)
0-49 (0-32-0-75)
0-34 (0-21-0-56)
0-54 (0-28-1-03)
0-67 (0-19-2.37)

0-42 (0-29-0-60)

Mumber of events
Magnesium Placebo

sulphate
1571297 3771345
25,3758 59/3710
36/4416 BE/4359
13,1206 2471206
2373210 64/3153

4/639 B/696
10,439 8/435
30,4530 BE/4583

B/810 317829
32;4245 65/ 4226
22,2814 B4/2812
1471463 26,1461

4/7TE G/ 782
40,5055 Q65055

Duley et al. Do women with pre-eclampsia, and their babies, benefit from magnesium

sulphate? The Magpie Trial: a randomised placebo controlled trial. The Lancet 2002

Magnesium sulfate therapy in women with
severe preeclampsia:

1. Lowers the risk of
eclampsia by >50%

2. Likely decreases
maternal mortality
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Presentation Notes
There are many studies that have consistently demonstrated the benefit of mag sulfate in reducing maternal morbidity and mortality. The figure on the left is from the Magpie trial, which compared outcomes in women with preeclampsia who received magnesium sulfate compared to those that were treated with placebo. The study found a significant reduction in the relative risk of eclampsia by more than 50% in women treated with magnesium sulfate. Furthermore, there was a trend toward decreased maternal mortality in treated women. This study and other available data support consistent treatment of severe preeclampsia with magnesium sulfate to prevent seizures. 
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And finally, we are going to discuss the last two hypertension protocol requirements, which are focused on postpartum preeclampsia follow up and education.


EXAMPLE OF POSTPARTUM HTN
READMISSION ALGORITHM

ELEVATED BP AT HOME, OFFICE, TRIAGE

Postpartum triggers:
* SBP=160o0r DBP 2110 or
* SBP = 140-159 or DBP = 90-109 with unremitting headaches, visual disturbances, or epigastric/RUQ pain

4

Emergency Department treatment (OB /MICU consult as needed)
AntiHTN therapy suggested if persistent SBP > 150 or DBP > 100 on at least two occasions at least 4 hours apart

Persistent SBP > 160 or DBP > 110 should be treated within 1 hour

4 4

Good response to antiHTN treatment and Signs and symptoms of eclampsia, abnormal neurological
asymptomatic evaluation, congestive heart failure, renal failure,
J coagulopathy, poor response to antihypertensive treatment

Admit for further observation and - :
management € Recommend emergency consultation for further evaluation

(L&D, ICU, unit with telemetry) (MFM, internal medicine, OB anesthesiology, critical care)

ACOG District Il, Maternal Safety Bundle for Severe Hypertension in Pregnancy slide set
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Presentation Notes
It is really important to have strict criteria for when postpartum women being monitored in an outpatient setting require readmission to the hospital for postpartum preeclampsia or severe hypertension management. This basic algorithm provides a nice example of what that might look like and would be easily modifiable to fit specific institutional differences or nuances.


TOOL:
POSTPARTUM
PREECLAMPSIA
CHECKLIST

EMERGENCY DEPARTMENT

Postpartum Preeclampsia Checklist

Ir Patient ¢ 6 Weeks PoSTPARTUM WITH:®

= BP = 160/110 or

= BP = 140/90 with unremitting headache,
visual disturbances, epigastric pain

[ call for Assistance

[] Designate:
O Team leader
() Checklist reader/recorder
(O Primary RN

[] Ensure side rails up
[] Call obstetric consult; Document call

[] Place IV; Draw preeclampsia labs

) CBC O Chemistry Panel
O PT O Uric Acid
O PTT O Hepatic Function

O Fibrinogen O Type and Screen

[[] Ensure medications appropriate given
patient history

[] Administer seizure prophylaxis

[] Administer antihypertensive therapy
(O Contact MFM or Critical Care for refractory
blood pressure

[[] Consider indwelling urinary catheter

() Maintain strict 1&0 —
patient at risk for pulmonary edema

[] Brain imaging if unremitting headache or

Magnesium Sulfate

Contraindications: Myasthenia gravis; avoid with
pulmonary edema, use caution with renal failure

IV access:

[J Load 4-6 grams 10% magnesium sulfate in 100 mL
solution owver 2o min

[] Label magnesium sulfate; Connect to labeled infusion
pump
[[] Magnesium sulfate maintenance 1-2 grams/hour

No IV access:
[] 10 grams of 50% solution IM (5 g in each buttock)

Antihypertensive Medications

For SBP = 160 or DBEP = 110
(See SMI algorithms for complete management when
necessary to move to another agent after 2 doses.)

[] Labetalol (initial dose: 2omg); Avoid parenteral
labetalol with active asthma, heart disease, or
congestive heart failure; use with caution with
history of asthma

[ Hydralazine (5-10 mg IV* over 2 min); May increase
risk of maternal hypotension

[] Oral Nifedipine (10 mg capsules); Capsules should

be administered orally, not punctured or otherwise
administered sublingually

* Maximum cumulative IV-administered doses should
not exceed 220 mg labetalol or 25 mg hydralazine in

24 hours

ACOG District Il, 2019. Postpartum preeclampsia checklist
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Presentation Notes
This tool was developed by ACOG District II’s safe motherhood initiative and provides an easily adaptable template for postpartum preeclampsia management that is very straightforward and easy to follow.�
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Consults, Transfers, and Follow Up

The key to these steps is to plan ahead. What are you going to do if a pregnant or postpartum woman comes through your ED doors with hypertension or preeclampsia.





TRAINING AND TRANSFERS

* Texas Maternal Designation Rules (Level Ill/Level 1V):

“Provide outreach education related to trends identified through
the QAPI Plan, specific requests, and system needs to lower level
designated facilities, and as appropriate and applicable, to non-

designated facilities, birthing centers, independent midwife
practices, and prehospital providers”

Texas Administrative Code: Effective January 8, 2023
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In Texas, the maternal and neonatal facilities are designated similar to your trauma designation, just in reverse order. 

The Texas Maternal Designation Rules for (Level III/Level IV): are to provide outreach to lower level designated facilities and those without a maternal center.

 Reach out to them if you are not already in contact with one of them. Many of them have outreach teams who are able to provide education to staff as well as the ability to set up a transfer plan in the event a pregnant or postpartum patient comes through your ED doors with an emergency.

How do you know who to reach out to?





MAP OF TEXAS WITH MATERNAL CARE CENTERS

AND TRANSFER CENTER NUMBERS
Insert Web Page

This app allows you to insert secure web pages starting with https:// into the slide deck. Non-secure web pages are not supported for security reasons.

Please enter the URL below.

https:// public.flourish.studio/visualisation/15961566/

Note: Many popular websites allow secure access. Please click on the preview button to ensure the web page is accessible.

Web Viewer Terms | Privacy & Cookies

Preview




TRANSFER RESPONSIBILITIES

While awaiting transfer -

All levels of care need to have the capability to stabilize and
provide care to obstetric emergencies, including hypertensive
disorders

During transfer —

The referring physician and hospital are responsible for the
patient during transport unless being transported by the
receiving hospitals maternal transport team.
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AIM - Regardless of your level of care –
ALL levels regardless of where you are need to have the resources to manage the most common obstetric emergencies. Including hypertensive disorders

Need to have the capability to stabilize and provide initial care for any patient while being able to accomplish transfer.

*Reminder – The referring physician and hospital are responsible for the patient during transport unless transported by the receiving hospitals maternal transport team. 
*Medical direction during transport may be provided by the accepting physician.




POSTPARTUM
PREECLAMPSIA IN THE
EMERGENCY DEPARTMENT




GOALS FOR CURRENT CARE

Identifying
postpartum
patients

Timely
Treatment —
Antihypertensive
for Severe
Range BP within
1T hour

OB Consult and
Joint Case
Reviews

between OB and
ED
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A major issue many hospitals still face is changing their EHR to assess postpartum status upon arrival to the ED so they can be identified early. (Have implemented posters for patients to identify themselves) - Need to be asked

Nurses/Techs unaware BP >160/110 is an emergency for a postpartum patient. 
Timely OB consults
Joint Case Reviews





Postpartum Preeclampsia Care in the ED

ED care can prevent some postpartum deaths based on Texas
Maternal Mortality and Morbidity Review Committee Findings

1

Check for early
postpartum warning
signs and their medical
problem list

Ask women ages 15-45
years if they have been

pregnant in the past 6
weeks

If qualifies, initiate
Seek OB consult early

postpartum
preeclampsia checklist

Source: Florida PQC
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It looks like we’ve covered all of our questions. OR
It looks like we’re running out of time! 
 
Thank you all for attending today’s webinar. The recording and slides will be posted on our website linked in the chat within 2 weeks. We appreciate you being here, 


	Preventing Maternal Mortality and Morbidity�Postpartum Preeclampsia Care in the ED
	Disclosures
	 Objectives
	Slide Number 4
	What is happening?
	When and how are mothers  dying in texas?
	Slide Number 7
	Slide Number 8
	Slide Number 9
	Identifying postpartum patients
	Identifying Postpartum patients
	Identifying Postpartum patients
	Diagnosis
	Diagnosis
	Diagnosis
	Postpartum preeclampsia
	Conditions precluding expectant management
	Why is this period so important?
	Slide Number 19
	Why is documentation of current or recent pregnancy so important?
	Why Are Close Follow-up After Delivery and Postpartum Preeclampsia Education So Critical?
	Top Preeclampsia Myths
	Management
	Example of Preeclampsia Education
	Slide Number 25
	Tools and Examples
	Goals with Treatment
	What are your OB units required to have for preeclampsia?
	Standard Protocols with Checklists and Escalation Policies
	Minimum Requirements for Protocols
	Why is Prompt Notification and Treatment of Severe HTN So Critical?
	Examples and Tools: MEWS
	Further Justification
	Tool: Hypertensive Emergency Checklist
	Minimum Requirements for Protocols
	Why Is Appropriate and Consistent Use of Mag Sulfate So Important?
	Minimum Requirements for Protocols
	Example of Postpartum HTN Readmission Algorithm
	Tool: �Postpartum Preeclampsia Checklist
	transfers and follow up
	Training and Transfers
	MAP of Texas with Maternal Care Centers and Transfer center numbers
	Transfer responsibilities
	Postpartum preeclampsia in the emergency department
	Slide Number 45
	Slide Number 46
	Q&A

