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Georgia Perinatal Quality Collaborative

@&

Better perinatal outcomes and
health equity for every Georgia
mother and baby.

Vision

equity
To engage stakeholders in implementing
equitable, evidence-based perinatal care
through a robust data-driven quality
improvement collaborative.

Mission



Presenter
Presentation Notes
The Georgia Perinatal Quality Collaborative (GaPQC) launched in 2012 with a vision for better perinatal outcomes and health equity for every Georgia mother and baby. This was in repose to the fact that for years, being born in Georgia has been a risk factor for overall health, with Georgia ranked at the bottom nationally for maternal mortality and for many infant health indicators.

The GaPQC’s mission is to engage stakeholders in implementing equitable, evidence-based perinatal care through a robust data-driven quality improvement collaborative. 

All GaPQC initiatives focus on addressing the social drivers of health and improving health equity in maternal and neonatal care. 




Updates ( =
- Next Maternal Webinar Tuesday, March 5th at 2:00 PM EST

- Q4 2023 HTN and Cardiac Data Submission — Due January 315t with extension
through February 8th

Q1 Jan — March — submission due by April 30th
Q2 April — June — submission due by July 31st
Q3 July —-Sept. — submission due by October 31t
Q4 Oct. — Dec. — submission due by January 31st

- Implementation Survey went out in December
https://www.surveymonkey.com/r/GaPQCImplementationChecker

AIM February TAP Webinar

Title: TeamBirth: Strategies to Improve Your Communication, Teamwork, and Shared-Decision Making for Patient-
Centered Care

Faculty: Barbara O’Brien MS, RN and Amber Weiseth DNP, MSN, RN
Time & Date: February 15, 2024 -3 PM ET

Registration: https://us02web.zoom.us/meeting/register/tZwsd-qvqz8vHdQmMWKCiINLLT7ThrfdDr34kg



Presenter
Presentation Notes
Many of you have undergone staff changes.  If you received information for this webinar from a friend and would like to be added to our list serve, please email me and I will be happy to add you. 

If you or someone within your organization need access for data submission please let me or Kristina Lam, DPH Epidemiology know.

If your facility is interested in joining the Cardiac Conditions in Obstetric Care initiative please reach out to me.  I will set up a call with you and your team to walk through any questions you may have and provide some additional resources.



https://www.surveymonkey.com/r/GaPQCImplementationChecker
https://us02web.zoom.us/meeting/register/tZwsd-qvqz8vHdQmWkCiNLLT7ThrfdDr34kg
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American Heart Month

my
heart

Listen to your heart.
Raise your voice:
Protect your health.

February is American Heart Month, a time when all peaple—espemally women—are
encouraged to focus on their cardlcwas-:u!ar health.

As public health professionals, we are community health workers and employees from
federal, state, and local health organizations. We are in a unique position to help raise
awareness about women's heart health. The data, statistics, and strategies found in the
CDC Public Health Professionals Toolkit can support our important efforts to improve
cardiovascular disease (CVD) rates in our communities. A health equity lens can also help
us address the needs of all populations and help improve cardiovascular health for all.

https://www.cdc.gov/heartdisease/american heart month public health.htm?utm medium=email&utm source=govdelivery




Talking Postpartum Depression
A Campaign to Decrease Postpartum Depression
Stigma and Encourage Women to Seek Help

Danielle Augustin, MS, CHWC,CHESe

Office on Women’s Health
Office of the Assistant Secretary for Health

Department of Health and Human Services




OASH

Questions

Contact Information

Danielle Augustin, MS, CHWC, CHES®

Health Education Specialist Th an k you '

Office onWomen’s Health (OWH)
Office of theAssistantSecretary for Health (OASH)

Department of Health and Human Services (DHHS)

Email: danielle.augustin@hhs.qgov

Web: ww.womenshealth.qgov




WEBSITE

Georgia Perinatal Quality Collaborative

"... engaging stakeholders in evidence-based practices to
improve health outcomes for mothers and babies throughout
Georgia."


Presenter
Presentation Notes
Our website is listed here.  Please go and visit the site for helpful resources, trainings, education, and prior webinars.


GOAL:

To reduce

severe morbidity

& mortality
related to

maternal cardiac

conditions in
Georgia.

Key Drivers

Readiness: EVERY UNIT -
Implementation of standard
processes for optimal care of
cardiac conditions in
pregnancy and post-partum.

SMART AIM:

By 02/6/2026,
National Wear
Red Day, to
reduce harm
related to
existing and
pregnancy
related cardiac
conditions
through the 4™
trimester by
20%.

Recognition & Prevention:
EVERY PATIENT - Screening
and early diagnosis of
cardiac conditions in
pregnancy and post-partum.

Response: EVERY UNIT -
Care management for every
pregnant or postpartum
woman with cardiac
conditions in pregnancy and
post-partum.

Reporting/System Learning:
EVERY UNIT - Foster a
culture of safety and
improvement for care of
women with cardiac
conditions in pregnancy and
post-partum.

!

Respectful, Equitable, and
Supportive Care — EVERY
UNIT/PROVIDER/TEAM
MEMBER - Inclusion of the
patient as part of the
multidisciplinary care team.
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INTERVENTIONS

Train all obstetric care providers to perform a basic Cardiac Conditions Screen.

Establish a protocol for rapid identification of potential pregnancy-related cardiac conditions in all practice settings to
which pregnant and postpartum people may present.

Develop a patient education plan based on the pregnant and postpartum person’s risk of cardiac conditions.

Establish a multidisciplinary “Pregnancy Heart Team” or consultants appropriate to their facility’s designated
Maternal Level of Care to design coordinated clinical pathways for people experiencing cardiac conditions in
pregnancy and the postpartum period. 51

Establish coordination of appropriate consultation, co-management and/or transfer to appropriate level of maternal or
newborn care.

Develop trauma-informed protocols and training to address health care team member biases to enhance quality of care
Develop and maintain a set of referral resources and communication pathways between obstetric providers,
community-based organizations, and state and public health agencies to enhance quality of care. *

Obtain a focused pregnancy and cardiac history in all care settings, including emergency department, urgent care, and
primary care.

In all care environments assess and document if a patient presenting is pregnant or has been pregnant within the
past year. 52

Assess if escalating warning signs for an imminent cardiac event are present.

Utilize standardized cardiac risk assessment tools to identify and stratify risk.

Conduct a risk-appropriate work-up for cardiac conditions to establish diagnosis and implement the initial management
plan.

Facility-wide standard protocols with checklists and escalation policies for management of cardiac symptoms.
Facility-wide standard protocols with checklists and escalation policies for management of people with known or
suspected cardiac conditions.

Coordinate transitions of care including the discharge from the birthing facility to home and transition from postpartum
care to ongoing primary and specialty care.

Offer reproductive life planning discussions and resources, including access to a full range of contraceptive options in
accordance with safe therapeutic regimens. *

Provide patient education focused on general life-threatening postpartum complications and early warning signs,
including instructions of who to notify if they have concerns, and time and date of a scheduled postpartum visit. 53

For pregnant and postpartum people at high risk for a cardiac event, establish a culture of multidisciplinary planning,
admission huddles and post-event debriefs.

Perform multidisciplinary reviews of serious complications (e.g., ICU admissions for other than observation) to
identify systems issues. 54

Monitor outcomes and process data related to cardiac conditions, with disaggregation by race and ethnicity due to
known disparities in rates of cardiac conditions experienced by Black and Indigenous pregnant and postpartum people.
Process Measures — 1-5

Screen for structural and social drivers of health that might impact clinical recommendations or treatment plans and
provide linkage to resources that align with the pregnant or postpartum person’s health literacy, cultural needs, and
language proficiency.

Engage in open, transparent, and empathetic communication with pregnant and postpartum people and their identified
support network to understand diagnoses, options, and treatment plans.

Include each pregnant or postpartum person and their identified support network as respected members of and
contributors to the multidisciplinary care team. *5S5



CCOC Process Measures:
Reporting and Systems Learning

@%r

P3: OB Provider and
Nursing Education —
Cardiac Conditions

P1: Standardized P2: Multidisciplinary
Pregnancy Risk Care Plan for Pregnant
Assessments for People People with Cardiac
with Cardiac Conditions Conditions

OP1: Cardiovascular
Disease (CVD)
Assessment Among
Pregnant and
Postpartum Women

P4: OB Provider &
Nursing Education—
Respectful and
Equitable Care



Presenter
Presentation Notes
Here are the CCOC Process Measures: that are linked to the Reporting and Systems Learning Key Driver. Process Measures are evidenced based best practices and are considered key to improving health care delivery and outcomes. 

Now, I will turn it over to our speaker today. I am honor to introduce our two speakers today:  Dr. Connie Graves and Bridgette Schulman




( —

Where to download the GaPQC Cardiac Education Resources?

E2E
3
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www.georgiapgc.org/cardiac-education

Where to submit print order?
Steve McCart
Standard Press

Steve@stpress.com
6/8-557-6801


Presenter
Presentation Notes
GaPQC will be disseminating a first round of materials to our 12 actively engaged cardiac hospitals.

Hospitals can download and print materials for free or use the GaPQC print vendor to order.

http://www.georgiapqc.org/cardiac-education

Connie Graves, MD

Medical Director,

Tennessee Maternal Fetal Medicine
Director of Perinatal Services
Ascension Saint Thomas Hospital



Quality Improvement
Not for the Faint of Heart

Cornelia R. Graves MD

Medical Director, Tennessee Maternal Fetal Medicine
Director of Perinatal Services, Ascension St. Thomas
TIPQC Co-Leader, Cardiac Conditions of Obstetric Care







Objectives

» At the end of this presentation, the participant will be able to
« Understand the importance of cardiovascular screening
« Address the issues of the implementation of the tool in the EMR

» Develop strategies to assist in moving forward in implementation at sites
that provide obstetrical care



WHY SCREENING IS IMPORTANT

* CVD is the leading cause of maternal mortality in the USA primarily
due to lack of suspicion and delays in diagnosis. Approximately one
third of the CVD related maternal deaths are preventable provided
the diagnosis of CVD is made earlier.

« CVD is also responsible for maternal morbidity including longer length of
h.oipital stay, intensive care unit (ICU) admissions, and future pregnancy
risks.

 California mortality review indicate that 92% of these symptomatic
women would have ‘screened positive’, i.e. high risk of CVD, if this
CMQCC CVD toolkit algorithm was applied, would have received
appropriate timely care and may have saved mother’s life.




WHY SCREENING IS IMPORTANT (CONT.)

« Even though timely diagnosis of CVD is critical, potential
challenges include:

* Pregnancy being a state of hemodynamic stress, may lead to signs and
symptoms that are very similar to those of CVD such as shortness of
breath, fatigue and swelling.

« CVD is often not suspected by the obstetric providers when evaluating
pregnant or postpartum women with symptoms suggestive of CVD.

* Not surprisingly, these women were either misdiagnosed or their symptoms
dismissed, leading to delays in the recognition and treatment of CVD that
led to serious short- and long-term morbidity



« African-American and Indigenous women exhibit three-to-four-fold
higher pregnancy related mortality rate, higher prevalence of pre-
existing CVD; hypertensive disorders of pregnancy; and peripartum
cardiomyopathy (PPCM) compared to other racial/ethnic groups.
There is a need for a standardized screening tool to guide
clinicians in identifying women at risk of CVD who require
additional testing and follow up.

* This could potentially reduce the CVD-related morbidity,
particularly among African-American women.



Why is CVD so difficult to recognize in
pregnancy?




Signs and symptoms of normal pregnancy

versus heart failure

Present in normal pregnancy

Suggest cardiac pathology

Fatigue

Chest pain

Exertional dyspnea

Severe breathlessness, orthopnea, PND, cough

Palpitations

Atrial flutter or fibrillation, SVT

Elevated jugular venous pressure

Systemic hypotension

Sinus tachycardia(10-15%) above normal heart rate

Sinus tachycardia, >15% above normal heart rate

Full volume pulse

Third heart sound

Fourth heart sound

Systolic flow murmur

Pulmonary edema

Pedal edema

Pleural effusion
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https://journals.lww.com/greenjournal/Fulltext/2019/05000/ACOG_Practice_Bulletin_No__212__Pregnancy_and.40.aspx

HOW DID WE GET STARTED-Moore Grant

* CVD is defined as abnormal cardiac structure or function demonstrated
gy echocardiogram or other imaging studies (systolic dysfunction,
1astolic dysfunction, ventricular/septal hypertrophy or dilation,
pulmonary hypertension, valve disease), or an arrhythmia.

We propose to screen all pregnant women either during
pregnancy or in the postpartum period for CVD, and focus on
two measures:

 The proportion of pregnant/postpartum women that receive screening

« The proportion of women with a positive screen who receive follow-up
care




Cardiovascular Screening

SYMPTOMS
MNYHA class >0 *
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Cerner Build

* Engaged stakeholders

» Education of the stakeholders

» Developed a process for retrieving data
 Test the screen with stakeholders

* Education for staff

 Final implementation
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Your patient has screened positive for
possible CVD

We suggest the following studies
BNP--ECHO--ECG

or Referral to TNMFM for further
evaluation

Thank you for helping us with quality improvement




CENTRAL ILLUSTRATION Early Recognition of CVD Using Risk Assessmeant Measures

Problem: Undetected CVD risk or CVD disease during pregnancy or the postpartum period
leads to maternal morbidity and mortality.

=y ) Implementation of a standardized CVD risk assessment algorithhm for all
pregnant and postpartum patients at 3 hospital networks (N=14,958)

Measuring performance at group practice (N=23) and clinician level (N=250)
l
Positive clinician Percent of patients with risk assessmeant Percent of patients with positive risk
assessment who have follow-up procedures

feadback

T 100

20
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Improved identification of previously unlknown CVD

Hamead AB, et al. LACC Adv. 2023201 :10001TF6.




CENTRAL ILLUSTRATION Early Recognition of CVD Using Risk Assessmeant Measures

Problem: Undetected CVD risk or CVD disease during pregnancy or the postpartum period
leads to maternal morbidity and mortality.

=y ) Implementation of a standardized CVD risk assessment algorithhm for all
pregnant and postpartum patients at 3 hospital networks (N=14,958)

Measuring performance at group practice (N=23) and clinician level (N=250)
I
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Positive clinician Percent of patients with risk assessmeant Percent of patients with positive risk
feadback assessment who have follow-up procedures
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Improved identification of previously unlknown CVD

Hamead AB, et al. LACC Adv. 2023201 :10001TF6.




What to do
with a
“positive”
screen

o Baseline assessment

o  CMP, BNP, consider TSH especially in patients
with arrythmias, CBC

o ECG, ECHO, event monitoring, if applicable
o Don’t forget to screen for substance use



Further evaluation

o  Referral to cardiology for abnormal initial testing
Consider stress testing

o  Event monitoring for arrythmias

o Consider treatment of anemia

Some data suggest ECG changes and tachycardia in 90% of patients with anemia

Tangeda PR et al. Maternal Myocardial Performance in Second Trimester
of Pregnancy With Iron Deficiency Anaemia. J Clin Diagn Res. 2016 Mar;10(3):



HELP, IT IS GOING TO TAKE 9 MONTHS FOR
THE EMR BUILD

Cardiovascular Screening Tool

Completing Provider:
STEP 1: Enter a 1 for each of the following that are positive:

Symptoms Risk Factors

s HR =110 - Shortness of Breath Age = 40

SpO2 < 96%

a ation Chronic HTN -
] i f Chemotherapy
Substance use
Asthma unresponsive to Cigarettes,/Vaping
therapy THC
EtOH

Witals Total Score: Symptoms Total Score: Risk Factors Total score: -

: Is each category’s total score = 17 (Circle one)
: Add scores: Witals + Symptoms + Risk Factors =____ -2 Total > 47 (Circle one) Mo
Heart and Lung Exam. Loud Murmur or Basilar Crackles? (Circle one) Mo Yes
** If YES to Step 4, Order STAT MFM Consult [ (MFM willl handle ECHO, ECG, Cardiology referral)
: If YES to Step 2 OR 3, Order: BNP O EcG O EcHO O
If patient endorses palpitations, order: TSH O ceC ECG O (if not planned)
In the chart sticky note, write “CWvS Tool completed <date>" [

Return form to MA scanning box 1




Things we have done well

 Screening tool in a hard stop

« Education of providers so that work up is performed prior to being
referred to cardiology

 Increased awareness of CVD disease in this patient population

. Il)evelloped tools in all of our obstetrical hospitals regardless of
eve



Things | wish | would have done

* Made the screen positive fire to the chart as a notification

« Relying on human communication can mean that a positive screen is not
conveyed

 Built an order set that automatically triggered with a positive
screen

* Included the ED in the screening process
» Hazard of a larger center



Continuous

Improvement




Case Discussion

« Emphasizing importance of CVD screening






Bridgette Schulman, PhD, RNDC-OB, C-EFM, CPPS

Clinical Outreach, HOPE for Georgia Moms
State Maternal Health Innovation Program
Northeast Georgia Health System




EHR Integration of the Maternal Cardiac
Conditions Risk Assessment:
Hospital Approaches to Support Buy-in
for Builds

Bridgette Schulman, PhD, RNC-OB, C-EFM, CPPS
Clinical Outreach, HOPE for Georgia Moms
State Maternal Health Innovation Program

Northeast Georgia Health System

February 6, 2024



for Georgia Moms
Healthy Outcomes and Positive Experiences

EQUITABLE EXPERIENCES | ACCESSIBLE CARE | THRIVING MOMS

e Grant from Health Resources and Services Administration (HRSA) and
administered by NGHS

* One of 9 states in U.S. to receive grant, only health system
* Grant award period: 2022-2027 for S5 million

* Addressing gaps and needs in

Direct clinical care

Workforce training

Maternal health data enhancements
Community engagement

* Focus on Innovation and Equity in all strategies

39



m{ﬁ Health Resources & Services Administration

csHRSA

Maternal & Child Health

Cohort 2 (2022-2027):

e (AL) University of Alabama at Birmingham

* (AR) University of Arkansas System

 (CO) Colorado Dept. of Public Health and Environment
* (GA) Northeast Georgia Health System

¢ (IN) Indiana State Department of Health

¢ (ME) Maine Department of Health & Human Services
¢ (MA) Massachusetts Department of Public Health

¢ (MN) Minnesota Department of Health

* (TN) Tennessee Department of Health

NGHS Awarded Grant in 2022

[l Cohort 1 (20n4)

B Cohort 3 {initially
Cohort 1)

[l Cohort 2 (2022)
[ Cohort 3 (2023)

9 States in 2022 Cohort in Green

40
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As of October 2023, there are a total of 35 HRSA-funded MHI teams



2024 Maternal Mortality Rate in Georgia in Bottom 10

Maternal Mortality Rate
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Tennessee
Alabama
Louisiana
Kentucky

Georgia

South Carolina
Arizona

Indiana
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Wisconsin
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Georgia’s maternal mortality rate is 7t" worst in nation at 33.9 per 100,00 live births; as compared to California at 10.1

Sources: CDC 2018-2020; KFF 2018-2021 Maternal deaths and mortality rates per 100,000 live births

41
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Presentation Notes
Around one-third of U.S. pregnancy-related deaths, counted up to one year post birth, occur during pregnancy
17 percent of deaths occur on the day of delivery.
52 percent occur after delivery, or postpartum



Georgia Maternal Mortality Review
Committee (MMRC) 2018-2020

*The leading causes of death were
hemorrhage, mental health
conditions, cardiomyopathy,
cardiovascular and coronary
conditions, embolism, and
preeclampsia and eclampsia

* Cardiovascular Disease is a major
contributor of Maternal Death

* Of the pregnancy-related deaths,
89% had at least some chance of
being prevented

*|Inadequate screening and follow-
up care of cardiovascular
symptoms in pregnant and
postpartum women contributed
to mortality

LEADING CAUSES OF DEATH

FOR PREGMNAMCY-RELATED MATERNAL DEATHS

MUMBER OF DEATHS

Hemorrhage Mertal Health §| Cardiomyopathy  Cardiovascular
Conditions and Coronary
Conditions

Embalism Preclampsia
and Eclampsia

Source: 2018 — 2020 Maternal Mortality Report, Georgia Department of Public Health
42


Presenter
Presentation Notes
Cardiovascular disease (CVD) continues to emerge as the leading cause of maternal mortality in the United States. In Georgia, cardiac conditions accounted for 31% of maternal death. 




Contributing Factors to CVD
Morbidity/Mortality:

Delayed/
inadequate

Ineffective or
inappropriate Misdiagnosis
treatment (37%)
(39%)

Failure to
refer or
consult (30%)

response to
clinical signs
(61%)

43



Key Drivers

Goal: Readiness

Reduce
Severe
Morbidity/
Mortality

Train all OB providers and nurses on sign/symptoms of
Cardiac Conditions in Obstetrics P3

Train all ED providers and nurses on sign/symptoms of
Cardiac Conditions P5

OB Provider and Nursing Education — Respectful and
Equitable Care P4

Interventions

Develop and disseminate education on Signs/Symptoms of Cardiac
Conditions and the use of CVD Risk Assessment to OB providers and
nurses: report completion rate

Develop and disseminate education on Signs/Symptoms of Cardiac
Conditions : report completion rate

related to
maternal
cardiac

conditions in
Georgia

GaPQC

SMART AlIM:
By 02/6/2026, Response
, to
reduce harm
related to
existing and
pregnancy
related cardiac
conditions
through the 4th
trimester by

Reporting

Screen all woman who are pregnant and up to 365-day PP
with CVD Risk Assessment P1

In all care environments (ED, urgent care, and primary
care) assess and document if a patient presenting is
pregnant or has been in last year S2

Establish Multidisciplinary Care Plan Team for pregnant
people with Cardiac Conditions P2

Multidisciplinary team to respond to known or potential
cardio-obstetric emergencies S1 (Heart Team)

Provide patient education focused on postpartum
complications, warning signs, and instructions on when to
notify provider S3

Patient Event Debriefs S5

Perform multidisciplinary review of serious complications
to identify system issues S4

Monitor Outcomes related to cardiac conditions and
stratify by race/ethnicity

Report AIM CCOC outcomes data through GaPQC: Death
r/t CC; SMM r/t CC; NTSV w/CC; PTB w/CC

Determine which screening tool will be used and train providers to use it

Build in screening tool in EPIC and complete at points of entry in the
healthcare system and construct a pathway to referral and embed in EHR

ED department has standardized screening for current pregnancy and
pregnancy in the last year S2

Establish coordination of appropriate consultation, co-management and/or
transfer to appropriate level of maternal/newborn care

Utilize mWHO Cardiac Risk to communicate risk with those that have Cardiac
Conditions and have treatment plans accessible in EPIC P1

Develop protocol and escalation policy in accordance with maternal level of
care with defined roles, triggers, treatment algorithms, and referral/follow-
up plans

AWHONN Post Birth Warning and PEACH Cards

Coordinate transitions of care including the discharge from the birthing
facility to home and transition from postpartum care to ongoing primary
and specialty care

Have established standard process to conduct debrief with patients that
experience severe events S5

Have formal review following care of those at highest risk and those who
experienced complications to assess alighment with standard policies and
procedures and to identify opportunities for improvement

Have a process in place to respond and implement recommended changes

brought from review team
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It Takes a Village

@, Vilia
* Labor/Delivery %%y& * Paramedics/EMT

e Antepartum * |[CU/Critical Care

The Obvious e The Not So Obvious
* OB/GYN offices f"" ;@ * Emergency Department
» Cardiology offices €& ' i  °UrgentCare
A



Identify Your Team

Laura Divoky, MD

Director of Women'’s Heart Center, Georgia Heart Institute
Savannah Sanders, PA-C

Women's Heart Center Coordinator, Georgia Heart Institute
Maya Watford, PharmD

Women's Heart Center Parmacist, Georgia Heart Institute
Tina Johnson, RN-MSN, CEN, CPEN, CFRN, SCRN, CMTE

Emergency Services Pl Coordinator
Kathryn West, MD

Assoc. Program Director Emergency Medicine Residency, GA Emergency Department Services
Parker Long, DO

Physician for Obstetrics and Gynecology
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Focus on Recognition: CVD Screening

Interventions

Key Drivers

Determine which screening tool will be used and train
providers to use it

Screen all woman who are pregnant and up to 365-

day PP with CVD Risk Assessment P1 Build in screening tool in EPIC and complete at points of

entry in the healthcare system and construct a pathwa
to referral and embed in EHR

In all care environments (ED, urgent care, and

ED department has standa ed screening for current

primary care) assess and document if a patient )
pregnancy and pregnancy in the last year S2

presenting is pregnant or has been in last year S2

Establish coordination of appropriate consultation, co-
Establish Multidisciplinary Care Plan Team for management and/or transfer to appropriate level of

pregnant people with Cardiac Conditions P2 maternal/newborn care
Utilize mWHO Cardiac Risk to communicate risk with

those that have Cardiac Conditions and have treatment
plans accessible in EPIC P1
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Key Points for a CVD Risk Assessment

e Using a standardized, validated tool to help identify birthing people
at increased risk of CVD during pregnancy and 365 days postpartum

e Recognize those that screen “at risk” for CVD and have a
standardized process for follow up

Recognize

e Refer those that screen “at risk” to Cardiology so they get the
treatment and support to prevent further complications
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Paper CVD Risk Assessment

DATE Screen Completed? Positive Saeen? __YES ___NO
SYMPTOMS ves [ no |  [EEEINNRedriagsvapronss I [Ies NG| T -
Doesthe patient feel short of breath with activity? Does the fieel short of breath at rest? Svrnptﬂm, Vital Slgns, and Risk Factor
Does the patient feel short of breath when ying down? m“‘m‘m“’““m?‘“’“ o Categories:
Does the patient have palpations? . E P - S . h .
(fee fike their heart races or is pounding?) Isthe necting Heert Rate 120 more? - ositive Screen Is when:
Doesthe patient have dizziness or feel lightheaded? Isthe Systolic Blood Pressure 160 or more? E . D YES 1 EACH CATEGORY
Does the patient have rapid respirations? = ﬁ ne In
(breathe faster than normal?) S ey S S U B o {S t Vital Si Risk Fact )
If the patient has asthma, is it unresponsive to therapy? Isthe Oxygen Saturation 94% or LESS? ‘f’mp oms, vita Igl'IS, IS dCLors
Doesthe patient haue o persident cough? *ANY Red Flag = POSITIVE CVD RISK OR
Does the patient have chest pain? 1 . ) .
TOTAL * YES to 4 or more in any combination
VITAL SIGNS ves | No  Posit —
Isthe resting Heart Rate 110 or more? ;_T:ﬁmf;?;::wiﬂ; Df CATEGORY
Isthe Systolic Blood Pressure 140 or more? 2, Provider tlu Consider: o
.:’l.rtl-'l:h‘_' Respirations 24 or more? - : ?:E:’m::;z??hﬂ;dmmdl S .
AR CHRRREN Sl B ON D& WL eSS «  Enter “Maternal Cardiac High Risk Nursing Protocol” ysical EXam.
TOTAL 3. After acute management, complete risk assessment and Consult
RISK FACTOR I Women's Heart Centes Positive Screen is when:
Is the patient 40 years or older? . .
Does the patiest identify s Arican American? * One YES in Physical Exam

Is your pre-pregnancy BMI more than 352
Does the patient have Diabetes? (before pregnancy)
Does the patient have hypertension?

(high blood pressure before pregnancy)

| Basilar Cracklesin Lungs Present?
[_Loud Heart Murmur Present?

Does the nt have a hist f having Chemother, =

py? ¢ patie L e - *ANY Physical Exam Finding = POSITIVE CVD RISK o .

Does the patient have a history of Use/ Abse of Nico- "' Positive Screen is when:

tine, Alcohol, Methamphetamines, or Cocaine?

TOTAL * YES to ANY RED FLAGS
If Positive CVD Risk Assessment:
TOTAL Numberof YES _______ 1. Enter “Maternal Cardiac High Risk Nursing Protocol”
*If there is at least 1 YES in EACH of the 3 category + This will order: Women's Heart Center Consult, NT
OR proBNP, and EKG 49

A total of 4 or more YES in ANY COMBINATION = POSITIVE CVD RISK




The Who, When and Where: Paper Version

Complete paper CVD risk assessment during morning

assessment the morning after delivery

If the screen scores “At Risk”:

e Enter the “Maternal Cardiac High Risk Nursing Protocol”

Place the paper CVD risk assessment on the chart

When the chart is ready to be sent down to medical

record:

e Send the original down with the chart and uploaded to medical record
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Have a Standard Process for “At Risk”

Matemnal Cardiac High Risk Patient Orders

@ Inpatient Consult to Maternal Cardiac

N-Terminal proBNP

Routine, Once, today at 1352, For 1 occurrence
Release to patient: Immediate

® @ EKG 12 lead

Routine, Once, today at 1352, For 1 occurrence
Release to patient: Immediate

Provider Care Team: GHI WOMEN'S HEART ..

Screens

1. If the patient’s screen

calculates “At Risk” then
the provider will enter
the “Maternal Cardiac

High Risk Order Panel”
2. The NURSING PROTOCOL
order panel includes:

d.

Consult to Women’s
Heart Center Cardiology
NT proBNP

EKG
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Statistics for Paper CVD
As of 12/5/2023

Paper Risk Assessment went Live
8/8/2023

= Total screened 444

= 20 screened positive

= Positive Screen =4.4 %

* 3 additional consults placed w/out
“at risk” screen for clinical
history/condition

* Highest positive factors
= BMI>/+ 35 (23%)
= African American (11%)
= SUD (11%)

* Increased provider awareness led to
additional 56 ambulatory referrals

Indication for Positive CVD Risk Assessment

Red Flags

I ]
H

3 in each category

4 positive total
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CVD Risk Assessment in EPIC

1. Open the patient’s chart.
2. Open the Flowsheet activity.
3. Select the Maternal CVD Screening template.

< Summary Chart R.. Results @MAR | Flowsheets| Notes Education Care Plan Orders Charges Immun.. Avatar QDEIiverySU...

Flowsheets

H File | g Cosion F.AddRows - LDA Avatar ~ 3 Add Col pijlnsertCol « Device Data < Hide De ast Filed $¥ RegDoc [ Graph ~ [% Go to Datg

Labor Pain Physical Assessment Pre-op Checklist I/O Antepartum Recovery Mag Sulfate QBL Calculator 1V Assessment | Maternal CVD Screening § =

() Accordion () Expanded [(e) View All | PN im 5Sm 10m 15m 30m 1h 2h 4h Bh 24h Interval Start 0700 | Reset MNow

Admission (Current) from 12142021 in NGMC Gain. ..
10112023 1072712023

09800
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CVD Risk Assessment in EPIC

1. Answer all questions on the
screening template.
2. You MUST select FILE for the CVD
risk assessment to calculate.
3. The screening result will auto
populate “Not at Risk” or “At Risk
* |f a screening result does not
auto populate make sure all
qguestions are answered.

4. If patient is “At risk”, enter the
name of the provider notified.

“

Flo wshe
I-. O Roes 4 LDA swatar
Pail Fhysice

sk _Score
Screening Result

summary Chart R | Resuhs @g

nl agdcol pfyinsertcol & Dovica Dt Hica Devica

im Sm Hm {5%m MWm Wh X 4h Bh b Icieral Slogy 0700 | Resel How

Admiszion [Cer..
11732023

Joes the patient have shoriness of breath wigh activity 7
Doas the palient have shoriness of breath ak re=t?
Boaas the patient have mild Shiculty braathing when lying a7
oas tha patient sleap on 4 ar mare pllows?

095 tha patiant hava rapid respirations?

patiant has asthma, is it unraspansiva to therapy?

fas the patfient have palpitstions?

as the palient have dizziness of ayneope?
as ha palient hawe chest pain®

ar tha patient hava a cough?

sl Signe

e patient's resfing HR: greader than or =qual io 110 1o 11% bpm?

e patien’s HR greated than or equal te 120bpm?

= patient’s resting systalic BF grester than er equal o 140 mmHg?
£ patient’s resting systobc BP graater than o agisal 1o 160 mmHg?
= patlant's raspirations greater than or equal fo 24%

= patiant's raspirations graater than or equal ta 307

actors

patient 20 yaars of age ar older?

dinatiant african american?

efati=nt's pre-pregnancy EMI greater than or equal ko 357

asis palient have pre-gxisting diabeles?

2 patlant have HTN?

= patiant have substancs use (nicating, cocaing, alcohel methamphatami...
petient hawe a b of chematherapy?

il axam dows He patiant have basilar cracklas?

10 .

Hame of Frovider Hotied it At Rizk

IZ Flowsheets | wetes  Education Cars Plan Orders | Chargas  Immun.. | Auskar gDelherySU_.

Post-ap  Mavigatars

Responsiie & Robucs  More =

= ta of Tai § Last Filed i Rog Doc a * MGomDem J
=sment  Posiparbam Pre-op Checkist WO Ant=pardum  Hecovery  Postpartue DG G g S0talz | Matamal CVD Scraenng | -

Maternal CVD Scre...
RRIEIFER] Y

»

Does the patient have sho... T 1

1=Yas=

=ha
Trauma ¥
Flowsheet Information
[ Colanse by Defaut ¥

CVD Total Risk Score

Screening Result

Mot at risk

MName of Provider Motified if At Risk




Nursing Protocol Order for
Positive CVD Risk Assessments

¥ Orders

Maternal Cardiac High Risk Patient Nursing Protocol Orders 2

RN to place the “Maternal Cardiac High

« General

() () [ ”
R|S k Pat|e nt N ursi ng P I’OtOCO| + Maternal Cardiac High Risk Patient Orders
Inpatient Consult to Women's Heart
. . Reason for Consult? Positive CVD nisk assessment
> Th IS WI I I O rd e r: Will you contact the consultant? No
Provider Care Team: GHI WOMEN'S HEART
V4
e Consult to Women’s Heart Center N-Terminal proBNP
Routine, Once, today at 1619, For 1 occurrence
° p ro B N P |a b Release to patient: Immediate
EKG 12 lead
® E KG Routine, Once, today at 1619, For 1 occurrence

Reason for exam: Other (specify)
Explanatory Comment: Positive CVD Risk Assessment
Release to patient: Immediate
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Maternal CVD Risk Assessment BPA in EPIC:

Nurses

High Priority (1)

@ Patient scored positive on the maternal CVD risk assessment. Place orders for the nursing protocol and notify appropriate

providers.

Open Order Set Do Not Open Maternal Cardiac High Risk Patient Nursing Protocol Orders Preview

o Acknowledge Reason

1. If the patient’s screen calculates “At Risk”- a
BPA will open.
2. When the BPA opens, the RN will select an

acknowledge reason and Open Order Set
* The Nursing protocol will open right from BPA

3. Click Accept.

Maternal Cardiac High Risk Patient Orders

@ Inpatient Consult to Maternal Cardiac

Provider Care Team: GHIWOMEN'SHEART

N-Terminal proBNP
Routine, Once, today at 1352, For 1 occurrence
Release to patient: Immediate

@ EKG 12 lead
Routine, Once, today at 1352, For 1 occurrence
Release to patient: Immediate
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Maternal CVD Risk Assessment BPA in
EPIC: Providers

* |f a patient’s screen calculates
“At Risk” on the Maternal CVD
Screening tool- a BPA will open
when the provider opens the
patient’s chart

* Provider will select an
acknowledge reason and click
“Accept”

Note: The positive answer from
the screening tool will show in
red.

High Priority (1)
¢ ALERTI POSITIVE CVD RISK ASSESSMENT!

Does the patient have shortness of breath with activity?: No

Does the patient have shortness of braath at rest?: No

Does the patient have mild difficulty breathing when lying flat?: No

Does the patient sleep on 4 or more pillows?: No

If patient has asthma, is it unresponsive to therapy?: Mo or N/A

Does the patient have rapid respirations?: No

Does the patient have palpitations? : No

Does the patient have dizziness or syncope?: Mo

Does the patient have chast pain?: No

Does the patient have a cough?: No

Is the patient's resting HR greater than or equal to 110 to 119 bpm?: (!) Yes
Is the patient's HR. greater than or equal to 120bpm?: (!} Yes

Is the patient's resting systolic BP greater than or equal to 140 mmHg?: No
Is the patient's resting systolic BP greater than or equal to 160 mmHg?: No
Are the patient’s respirations greater than or equal to 247: No

Are the patient’s respirations greater than or equal to 307: No

Is the patient's 02 sat 95-96%7 : No

I the patient's O2 sat less than 95% with or without personal hx of CVD?: No
Is the patient 40 years of age or older?: No

Is the patient african american?: No

Is the patient's pre-pregnancy BMI greater than or equal to 357: No

Does the patient have pre-existing diabetes?: No

Does the patient have HTN?: No

Does the patient have substance use (nicotine, cocaine, alcohol, methamphetamines)?: No
Does the patient have a hx of chemotherapy?: No

On physical exam does the patient have a murmur?: No

On physical exam does the patient have basilar crackles?: (!) Yes

&

Acknowledge Reason

| am not the attending physician.  Murse Initialized Maternal CVD Protocol Mot Clinically Applicable
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Maternal CVD Risk Assessment FYI Flag

If the patient triggers “At risk” an FYI flag will
be added in the top right-hand corner of the v | Patient FYIs
storyboa rd. Positive Maternal CVD Risk Assessment: Remove 365 days

after delivery

* The flag indicates that the patient has a
Positive CVD Risk Assessment and will
increase awareness throughout other
applications in EPIC Date and Time ___Contact User Type Summary Status

[ Positive Maternal CVD... Active

* Once the patient has delivered, the
patient’s delivery date needs to be added to

Positive Maternal CVD Risk Assessment: Remove 365 days after delivery

flag.
Follow the steps below to update the flag. x Desctuss [ £ © Show i
1. Select the flag in the patient’s storyboard
2. Click on the flag and select EDIT Edt“g
3. Enter Delivery Date: Month/Date/Year and et TR —t——
click Accept. £l B+ &2 8w

I Delivery Date: MM/DDAYYYY

V4 Accept & New || % Cance
oTe)




The Who, When and Where: EPIC Version

Complete CVD risk assessment in EPIC during morning

assessment the morning after delivery

e FILE the CVD Risk Assessment and review the results
e The nurse and provider will receive a BPA

If the screen scores “At Risk”:

e Enter the “Maternal Cardiac High Risk Nursing Protocol”

Notify the OB Provider and WHC PA of “At Risk” Score

An FYI flag will be created for all patients that score “At

Risk”

e Enter date of delivery under the FYI flag prior to discharge home
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EPIC Integrated CVD Risk Assessment

CVD Risk Assessment in EPIC

H Not at Risk At Risk ® No Value

As of 2/4/2024

Gainesville

 Total Screened: 631
* Total Positive: 17

* Positive Rate = 2.7 %

Braselton

 Total Screened: 254
* Total Positive: 8

* Positive Rate = 3.1 %

614

85

GSV

Women screened after delivery for CVD risk
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Key Drivers

Famd OB/MGaYM

Fregnant’Hecently Fregnant
Last 365 Mo  Unknown &8

+1 Create Mabe

¥ Cancal

Focus on Recognition

Screen all woman who are pregnant and
up to 365-day PP with CVD Risk

all care environments (ED, urgent cat
and primary care) assess and document if
a patient presenting is pregnant or has
been in last year S2

Establish Multidisciplinary Care Plan Team
for pregnant people with Cardiac
Conditions P2

Additional Question Added in
ED triage Navigator

Interventions

Determine which screening tool will be used
and train providers to use it

Build in screening tool in EPIC and complete at
points of entry in the healthcare system and
construct a pathway to referral and embed in

D department has standardized screening
for current pregnancy and pregnancy in the
last year S2

Establish coordination of appropriate
consultation, co-management and/or transfer
to appropriate level of maternal/newborn care

Utilize mWHO Cardiac Risk to communicate
risk with those that have Cardiac Conditions
and have treatment plans accessible in EPIC P1
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Focus on Readiness: Education on
Sign/Symptoms of Cardiac Condition in OB

Key Drivers Interventions

Train all OB providers and nurses on
sign/symptoms of Cardiac
Conditions in Obstetrics P3

Develop and disseminate educatiot
on Signs/Symptoms of Cardiac
Conditions and the use of CVD Risk
Assessment to OB providers and
nurses: report completion rate

Train all ED providers and nurses on
sign/symptoms of Cardiac Conditions
P5

Readiness

Develop aftdissenmimateeducation
on Signs/Symptoms of Cardiac
Conditions : report completion rate

OB Provider and Nursing Education —
Respectful and Equitable Care P4
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Education Before Go-Live

Created a Cardiac Conditions Learning Module

* Reviewed Sign/Symptoms of Cardiac
Conditions

* Background on the CVD Risk Assessment and
how to complete it

* Assigned through organizations Learning
system to all
* OB providers
* OB nurses

e Other Education Modules available:
e AWHONN CCOE: Cardiac Conditions

Cardiovascular Disease in
Obstetrics

63



ools for CVD Screening from Georgia Perinatal
Quality Collaborative (Ga PQC)

For patients with MILD symptoms, no red flags,
no hx of CVD, and hemodynamically stable

Maternal Cardiac Maternal Cardiac

For patients with SEVERE symptoms
and/or personal hx of CVD

Red Flags

s N ~ 3
MYHA class = II + Resting HR = 110 + Age = 40 years
+ Shortness of breath at r?St Suggestive of Heart Failure: +  Systolic BF = 140 +  African American
S e Personal Hisory of CVD : Drpres DR o || fpregne sy
- esting = pm without Red Flags * Tachypnea * xygen sat =
. i i »  Mild orthopnea —————————— | + Pre-existing diabetes
. Eeszl_ng ;}F'{Stfh;OBP > 160 mm Hg __—I » Asthma unresponsive to therapy + Hypertension
esung == . Suggestive of Arrhythmia: m Exam + Substance use (nicotine,
+ Oxygen saturations < 94% with or + Palpitations cocaine, alcohol,
without personal history of CWVD +  Dizziness/syncope Abnormal Findings methamphetamines)
Suggestive of Coronary Artery Disease: | | Heart: Loud murmur or + History of chemaotherapy
» Chest pain Lung: Basilar crackles
\ Dyspnea JL ) )
o — @
Prompt Evaluation and/or \ 2 ]
Hospitalization for acute 2 1 Symptom +2 Vital Signs Abnormal £z 1 Risk Consultation
Factor or Any Combination Adding to = 4 indicated:
sysmptoms /
i MFM and
(" Obtain: EKG and BNP Primary
« Echocardiogram +/-CXR if HF or valve disease is Care/Cardiology
. . | suspected, or if the BNP levels are elevated
Consultations with MFM and - + 24 hour Holter monitor, if arrhythmia suspected
Pr[mary Care/CardioIogy « Referral to cardiologist for possible treadmill echo vs.
- CTA vs. alternative testing is postpartum Results abnormal
~ Consider: CXR, CBC, Comprehensive metabolic profile,
Arterial blood gas, Drug screen, TSH, etc. CVD highly

kFullow-up withing one week

Y

For more information,

scan the QR code. Signs and symptoms resolved
Reassurance and routine follow-up

Ga@ P§QC

GEORGIA PERINATAL QUALITY COLLABORATIVE
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Tools for CVD Screening from Georgia Perinatal
Quality Collaborative (GaPQC)

PEACH

- -
Pregnant and Postpartum Gae PQC

mmmmmmmmmmmmmm QUALITY COLLABORATIVE

Heart Disease Warning Signs

o

a | p Itat | ons Georgia cares about the heart health of

: s pregnant and postpartum people. Look out
Heart beating too fast or skipping beats for the PEACH heart warning signs that

something might be seriously wrong.

dema

Pregnancy can impact your heart health for
Swelling in your hands or feet up to a year after the pregnancy ends. Not all

doctors will know that you were pregnant.
i Remember to say “/ was pregnant this past
‘ A bnormal Breathing i i P

year and now | am having..."”
Hard time catching your breath

‘ C hest Pains

D H igh Blood Pressure

Use this QR code to

(¥4 get more information
L~ about heart health

o Y)Y  warning signs.
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rtic Steno

Pregnancy-Associated M1 (PAMI)/SCAD

Cardiomyopathy/Heart Failure Cardiomyopathy/Heart Failure

RECOMMEND L g N = teg intai Joad - Maintai lemia Will
AVOIDANCE OF Severe systemic left ventricular dysfunction (LVEF = 30%, FLUID MANAGEMENT ill worsen

NYHA Il or IV)
PREGNANCY

PAMI: H-gbrrmmdmmofﬂi‘ ma.hgmnl an}ﬂ.mmmd RECOMMEND

shock. Main AVOIDANCE OF
dz. higher incidence of LM m\'oh'memuldmu!uvesnel SCAD, PREGNANCY
higher incidence of instability. Higher rate of CABG, higher

condition, judicious use anly. Severe Symptomatic

Impaired Systolic Function or Systolic Dysfunction (left

disease (esp Aortic Stenosis). Ischemic heart disease

*Non-dihydropyridine calcium channel blockers,

Failure? Some research suggests that nifedipine and

rate of mortality.

dissection and compressing the true lumen, leading to

Increase in cardiac output leads to worsening of left-sided
stenotic lesions. Cardiac output increases>» left ventricular

2 : 5 *diltiazem, *verapamil, *carboprost (Hemabate). SCAD: Most common cause of Ml in pregnancy pressure increases=> symptomatic heart failure, arrythmia,
ventricle) caused by Left Ventricular Hypertrophy creates OBSTETRIC 4 = s
reduced elasticity and compliance of LV, leading to MEDICATIONS TO *Ibuprofen *Azithromycin *Celexa (doses greater than 40 ) ) "m“ﬂ:]ud‘m in estrogen and progesterone lead to :I)nmzdﬂss\fﬂ decre;:sres lde;-‘criase:ddemgrl(r;
filling and ing and t! AVOID OR mg) "Does Magnesium Sulfate decrease SVR in a way that PATHOPHYSIOLOGY Son of i i PATHOPHYSIOLOGY I;j-ltt Mm“’"’ﬁﬂ') perfusion “'"I\:;d;'lln myoca Il“\:'n >
ptying . e :
PATHOPHYSIOLOGY (e hiacoutpas Comtnonly tqsed by Rnfestec HETL VA USE CAUTION could Peripartumm O yor Heaxt the outer third of the tunica media and IMH occupying the function and decreased cardiac output>>> more ISCHEMIA

leading to DEATH!

(CAD/MI). Arrythmias ( A Fib or tachycardia). Can have magnesium together could worsen heart failure. Use with coronary insufficiency and MI. - = = - o
“Preserved EF” (compensated) or "Decreased caution. lhsk m FMD. mulupirity erfm ‘s, Ehlers Danlos, OCPs, 10% risk cardiac event with severe AS. Fixed and Limited
EF(decompensated). Can be genehc caused by alcholism, *Sﬂ* cardiac output, through restricted valve area. Avoid

drug use, previ 3 ichasi e E hypotension and decrease preload Red flags: previous valve

Any history ul'ﬂrryulmm. val\ e dlsease or CAD/ML. Elevated

BP readings or di Most normal

prPgnnnc'y symploms mimic lhuse ol‘cardlom_mpad\y/H B
or

decrmed exercise tolerance, swelling, fatigue, dyspnea.

orthopnea, palpitations, dizzines, syncope. Greatest risk

BLOOD PRESSURE
AND HEART RATE
PARAMETERS

TIMING OF DELIVERY

Between 110/70 to <140/90 mmHg. HR 60-110 AVOID:
vasodilation, blood loss, hypotension, Valsalva, excess
catecholamines, exercise, hypervolemia

37-39 weeks not after 40 weeks

CLINICAL
PRESENTATION

retching. lifting heavy objects.

Fibromuscular dysplasia (FMD) or other arteriopathies in
up to 50%: coronary artery tortuosity can be a clue

SCAD highest risk during first month postpartum (w/in 12 w
of delivery

intervention, ventricular d; ing NYHA,
NYHA HI/IV, hx arrhythmia, hx nnn.vagal syncope, elevated
BNP, new cardiac sy icular function,
increasing pulmonary pressures, new severe valve

regu mlauon more than expected increase in valve gradient,

g BNP, i dilated ing aorta

echo to evaluate size of aortic valve opening, gradient across

during delivery and PP to develop acute HF or PE (16-35% . . i P . 3 o o) . valve and EF (Severe= valve area <lcm2, peak gradient >75
chance). EF <40% associated with 30-60% adverse events. MODE Msf’:'d B ’“":“! el “"l;: regional "'"T'.J'(”'a;: ) IMAGING AT Aol s sl SOl ok BC mmHg, or EF <55%
Severe ventricular systolic dysfunction: Prior PPCM OF DELIVERY e b — SCAD: i i i
w/residual reduced LVEF systolic dysfunction; Fontan w/ Indications 1 Clinically stable. no high-risk Complete TTE with full anstomicand bemodynamic
reduced systemic ventricular systolic dysfunction and/or Ll SO S Sl mﬂr‘m‘ of the valves. Diuresis with activity restriction
heart failure. PREGNANCY SPECIFIC RISK FACTORS: BTG Monitoring for Pulmonary Edema, AVOID VALSAVA, use ) et Fosinits 1 patient i |l = g .
Advanced Maternal Age, Multifetal Gestation, African 4 of telemetry can be helpful, ANTEPARTUM w/left main or severe proximal 2-vessel dissection>> RO BELI g
American, poor nutrition, Smoking, u\nG ive rx may be 3. Anesthesia consult )
ANESTHESIA Slow dose epidural (Avoid CSE/Spinal). Avoid rapid drop /¢ e ia/h icinstability >> ﬂ?ﬂﬂ'&"ﬁ;ﬂmu "[?] S&ns Surgery for severe AS
TTE.EKG, Chest X-Ray. s & in blood and ic ansld:r PC! ll‘ feasible, or urgent CABG
- Maintain afterload - Normal HR (avoid tachycardia) -
Baseline EKG and TTE, consider HOLTER. Baseline Pro Monitor urine output. lasix if needed. Pulse oximetry MAINSTAY OF Early invasive strategy for ACS vs. conversative medical Diureti rload reduction) & B-blockade. exercise
BNP (>450 pg/mlL abnormal) and BNP (abnormal > 100 POSTPARTUM monitoring. Can wear an external defibrillator. Consider ‘ ‘ mgmt. Most resolved within 1 month. Risk of cardiac arrest Prevent & Inun.il:ur fori: = intai
pg/mL). Monitor BNP levels each trimester . anticoagulation. Early follow up 3-5 days. TREATMENT present lemia -PP i for hypotei n/isch
Anticoagulation with valve disease and arrhymias. If —_= i inzﬁgﬁly:;émﬁm :s';sh risk, :;“';:m;ﬂ
tomatic and valve disease, use BB, lasix, CCB and 3 % Sl =
P — BYmplom iy 5 Aty Gelive 1 A::S’;‘?{TQIIA - - 'OBSTETRIC rate reported. It should be reserved only for patients with
symptomatic and no valve disease with EF<50% DO NOT " Aol A BRI MEDICATIONS TO G i 5 th Iehetetiss
USE BB, use hydralazine, Lasix and nitrates. I symptomatic EPIDURAL AVOID OR : maximally tolerated medical therapy.
and no valve disease with EF >50% USE BB. verapamil, and USE CAUTION Use. Mainitain preload. Maintain nor
lasix REGIONAL - . : AVOID hypotension. Pulse Pressure , wide PP = high preload.
| ANESTHESIA- he: avoxk e dron in b svolc cxpictsym BLOOD PRESSURE FLUID STV variation, does a pressure need fluids or pressor. Pulse
Normal HR (avoid bradycardia- tx w/ ephedrine and CSE/SPINAL R AND HEART RATE BP goals <120/50. B-blocker use for HR control MANAGEMENT OXwaveform e
glycop: prn) - (avoid PARAMETERS Degree of § strivt IVF. inthe
h /h ion) - Maintai ility -Beta labor process to maintain fluid balance.
MAINSTAY OF Blockers (Metoprolol Succinate and Carvedilol) Digoxin B = % : g
TREATMENT (need fetal surveillance) and hydralazine - Prevent. TIMING nined by age. OBSTETRIC
monitor and manage pulmonary edema - Mumwrfor OF DELIVERY and clinical status of mother MEDICATIONS TO (
ja/arrythmia - Mini PVR. AVOID OR
therapy M " Assisted vaginal delivery with regional anesthesia to avoid USE CAUTION
ODE SR Y kit ;
OF DELIVERY RS & gubas :
i VA indications :L(I}ID hypotension, MAP <65
= = BLOOD PRESSURE mm.-mlmes,m.,c
J J AVOID: excessive blood loss, Valsalva,
POSTPARTUM BP/HR control AND HEART !?ATE izt iaftachy ! leraia
- PARAMETERS T e T nt e
REGIONAL Ilypol‘ensmn with ;)henylephnne Maintain normal HR
ANESTHESIA- Planned vaginal delivery and neuraxial anesthesia MODE =
EPIDURAL . S labor or C/S in Main OR w/ CV surg on standby, arterial
OF DELIVERY line: avoid exertion/Valsalva > assisted second stage

intra-arterial bp monitoring in labor/CD and 5-lead ECG

INTRAPARTUM

ANESTHESIA ﬁ}m‘:‘“"”“"iw"“ S L R

POSTPARTUM close mmnlnrulg I:Davuni postpartum pulmenary edema
itor for pp h ion and
sikemi
RE.GIONAL YES- MANDATORY- carefully titrate neuraxial th
ANESTHESIA- anset; avoid pain
EPIDURAL
REGIONAL
/ ANESTHESIA- NO
B CSE/SPINAL
E#2E
Disclaimer: “This document serves only as a general guide in cases where appropriate subspecialists are not acutely available. This guide should NOT be used in place of consultation with subspecialists or k
transfer to tertiary care facilities. Please individualize the care of each patient.” L
= Visit https://georgi Jcardiac-ed for ordering details



Lessons Learned: What is a LOUD Heart
Murmur and Basilar Crackles?

‘ Basilar Crackles in Lungs Present?

[ Loud Heart Murmur Present?

*ANY Physical Exam Finding = POSITIVE CVD RISK

:

Basilar Crackles Loud Murmur

Abnormal sounds in the base of the

|Ung5 Grade |: Barely faint murmur
Audible
Cause: Basilar *  Heart Failure Grade Il soft murmur
Crackles are usually * Pneumonia
associated withthe *  Pulmonary Edema Grade llI: Easily easily audible but without a palpable thrill
heart and lungs audible
Grade IV: Easily easily audible murmur with a palpable thrill
Symptoms that may * Trouble breathing audible
EISBD bﬁ prESE"EIW'th : gﬂ”ﬁhmg £ di | Grade V: Loud audible with stethoscope lightly touching
dslidr Lrackles WE‘ Ing o eet and lower egs Murmur thE Chest
* Fatigue
= % : Grade VI: Loudest audible with stethoscope not touching the
Additional Note More common to hear during A TOLiE it

inhalation
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Lessons Learned: Red Flags

Differentiating actions of an “At Risk” result based on RED FLAGS

* |f the CVD Risk triggers “At Risk” with no RED FLAGS:
* Enter “Maternal Cardiac High Risk Patient Nursing Protocol”
* Send a secure chat to Cardiology PA-C and the OB provider caring for the patient

* If the CVD Risk Assessment triggers “At Risk” with RED FLAGS:
* Notify OB provider of RED FLAG
* Enter “Maternal Cardiac High Risk Patient Nursing Protocol
* Notify Cardiology PA-C

Doesthe patient feel short of breath at rest?
Doesthe patient sleep with 4 or more pillows/in a

recliner due to SOB/difficulky breathing?

Isthe resting Heart Rate 120 more?
Isthe Systolic Blood Pressure 160 or more?

Are the Respirations 30 or more?
Isthe Oxygen Saturation 94% or LESS? 69

*ANY Red Hag = POSITIVE CVD RISK



Next Steps

* Look to Phase Il of CVD Risk Assessment

* Phase II-OB and Primary Care offices
* Phase lll- Urgent Care
* Phase IV- Emergency Department

* Implementation of Remote Patient
Monitoring

* Operationalize the use of Telehealth
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