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5-7% of all 
pregnancies = 10 
million pregnancies

70,000 maternal 
deaths

50,000 fetal deaths
In

ci
de

nc
e HDP during delivery 

hospitalizations 
increased from 13.3% 
to 15.9%
Pregnancy-associated 
HTN increased from 
10.8% to 13%
Chronic HTN 
increased from 2.0% 
to 2.3%
Delivery 
hospitalization 
deaths = 31.6% HDP

Ru
ra

l HDP higher among 
those residing in rural 
counties (15.5%) and 
in zip codes in the 
lowest median 
household-level 
income quartile 
(16.4%)

Rural counties = 
higher risk for 
pregnancy-related 
mortality

SM
M HDP accounts for 

7.8% maternal 
deaths 
60% of deaths from 
HDP occur in the 
postpartum period
2/3 of preeclampsia 
deaths occur from 
Stroke
2nd leading cause of 
severe morbidity

The
WHY...



Topics 
• Criteria for Implementation

• Quality Improvement (QI) Integration & Framework:

• Literature Review & Evidence Synthesis

• Needs Assessment

• Design Considerations

• Sustainability Planning

• Failure Mode and Effects Analysis (FMEA)

• Medication Management

• Education and Simulation

• Regulatory Considerations

• Reporting and Compliance

• Wrap-Up and Q&A



Criteria For Implementation
Identify Core Objectives – What does success 
look like?

What are we trying to accomplish?  - BE SPECIFIC

What changes can we make that will result in improvement?

How will we know that a change is an improvement?

Identify Necessary Stakeholders:

Develop a plan for engagement



Quality Improvement (QI) Integration & Framework:

QI Tools

•  IHI HTN QI Workbook
• CDC Change Package
• NHS Sustainability Model
• John Hopkins Evidence Based 

Practice Model and 
Guidelines 

• IHI QI Essentials Toolkit

EBP vs. QI vs. Implementation 
Science

• EBP: uses external evidence, (with clinician 
expertise and pt values), translates evidence 
into practice

• Teach about the evidence and they will implement 
the approach

• QI: uses internal data to improve processes
• Audits, create checklists, measure compliance

• IS: The scientific study of methods and 
strategies that facilitate the uptake of EBP and 
research into regular use by clinicians

• Audit and feedback, educational outreach, 
reminders, educational meetings, etc.

• Evidence and education alone won’t change 
behaviors or systems

• Design with sustainability from the beginning – 
continuously monitor and adapt

The best projects use components of all 3!
What we need to do               How do we do it



Literature Review & Evidence Synthesis

Supporting evidence examples 
include:

• Literature references
• Professional organization practice 
   standards 
• Professional conference session
• Benchmark (Best Practice) 
   Data:  (Is internal or external practice  
   data available for a benchmark 
   (target)? If yes, list it with source





Stakeholder Needs Assessment:
Identify needs from those who will be implementing the 
completed work (e.g. Bedside nurses, providers, etc.)

Needs Assessment



year?



year?





Policy Design 
Considerations

• Nurse-Driven vs. Provider-Driven vs. Both

• Determine scope

• Design the policy to reflect prioritization

• Create algorithms for easy to follow in 
emergent events



Sustainability Planning

• up to 70% of organizational change is not sustained and 33% of QI 
projects are not sustained at 1 year after the initial implementation 
efforts, enthusiasm, and support have dissipated

• Promote a Culture of Safety for Continued Process Evaluation and 
Improvement

• NHS Sustainability Model

• Debrief after every event – provide sample debrief tool



Provide the healthcare team with the why for 
adopting the protocol

CELEBRATE EARLY WINS!

Identify key influencers to act as champions

Identify mentors to provide consultation on 
implementation

Use a registry to identify patients with high blood 
pressure and allows tracking over time

Provide regular and timely feedback on 
performance to the entire healthcare team

Make performance data transparent and learn 
from those who are reaching the goal

Train the healthcare team how to use the protocol

Learn about community resources and recommend 
them to patients

Fully use the expertise and scope of 
practice of every member of the 
healthcare team

Use the EHR to collate and analyze clinical 
information



A risk management tool that identifies the 
influence of potential failures in a process to 

prevent them or create contingency plans

How could it go 
wrong?

Failure Mode

How often could it 
happen?

Probability

What can we do to 
prevent it?

Control Measure

What could cause 
it?

Failure Cause

What would the 
effect be?

Failure Effect

How bad would 
that be?

Severity

How big of a risk is 
this?

Hazard Score

VHA National Center for 
Patient Safety



Step in 
Process Failure Mode Failure Causes Failure Effects Probability 

(1-4)
Severity 

(1-4)
Hazard 
Score

Actions to Reduce Occurrence 
of Failure

Patient meets 
severe range 
BP criteria

Severe range BP not 
identified

Knowledge deficit; clinician 
not paying attention to 
monitor; clinician doesn’t 
think value is real; no high BP 
alert system in place

Severe BP will not be 
treated in a timely manner; 
seizure; stroke

4 3 12 Provide initial and ongoing 
education; simulations; posters in 
highly visible areas

Implement an audio/visual alert 
system (MEWS, monitor settings, 
etc)

Follow staffing standards

Provider 
Notification

Severe BP identified 
and provider notified. 
Incorrect 
medication/dose/route  
ordered

Knowledge deficit; ordering 
provider distracted; incorrect 
information given/heard 
during SBAR

Patient will receive wrong 
medication, wrong dose or 
by wrong route; continued 
severe range BP; Pt harm

3 3 9 Standardized medication orders

Closed loop communication

Initial and ongoing education; 
simulations

Pulling 
medication

Med not available in 
machine (or correct 
dose/route)

Not stocked by pharmacy; 
knowledge deficit (pharmacy 
not pulled in to ensure 
correct machines have 
correct meds/doses/route)

Delay in timely treatment; 
Pt harm

2 2 4 Ensure pharmacy is engaged in 
implementation

Identify all med machines that will 
need appropriate meds (prior to 
rollout)



Medication 
Management 

Medication Machines

• Are the appropriate 
meds available in 
the appropriate 
machines?

• Determine what 
areas are 
“appropriate” 

• Individual meds vs. a 
“kit”?

• Are the meds 
overridable?

Medication Orders

• Order set vs. 
individual orders?

• Advocate for pre-
developed, 
standardized orders

• Who can place the 
orders?



Education & Simulation
Education 

• TJC Requirements:
• Role-specific education (at 

minimum) on orientation, when 
changes occur, OR every two years

• Including ED staff and providers

• Provide printed education to 
patients

• Signs/symptoms of severe 
hypertension/preeclampsia to report 
(both during hospitalization and 
post-discharge)

• When to schedule a post D/C follow 
up

• How to properly take a BP!

Simulation

• TJC Requirements:
• Conduct drills at least annually 

including members from as many 
disciplines as possible

• Includes debrief with team

• Plan practical simulations to 
ensure understanding and 
preparedness

• Tailor to specific environments



Additional Regulatory Considerations

NEW CMS Health and Safety Standards 
for Obstetrical Services in Hospitals and 
Critical Access Hospitals

Effective July 1, 2025

Effective January 1, 2026

Effective January 1, 2027

IDAPA 16.03.14
“Written policies and procedures involving 
maternity and newborn service shall be 
reviewed and revised at least once yearly”

TJC PC.06.03.01

“Review severe hypertension/preeclampsia 
cases that meet criteria established by the 
hospital to evaluate the effectiveness of the 
care, treatment, and services provided to 
the patient during the event”



Reporting & Compliance
Develop Reporting 
Mechanisms:
• Ensure compliance 

through 
standardized 
reporting

Implementation 
Evaluation

Performance 
Metrics: 
• Define key 

performance 
indicators to 
measure 
success

Continuous 
Feedback Loops:
• Implement 

mechanisms for 
ongoing 
feedback and 
improvements

This Photo by Unknown Author is licensed under CC BY-NC

https://bmjopenquality.bmj.com/content/6/2/e000153
https://creativecommons.org/licenses/by-nc/3.0/
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Thank You!
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