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Why Improve?

Pregnant persons high risk for death
US ranks 55™ globally for maternal mortality
Nearly 2 pregnancy-related deaths occur every
day in the US

OB RN, physicians, and APPs high risk for burnout
35-45% RN burnout rates pre-pandemic (2019)
2 in 5 CNM burnout post-pandemic (2022)

Burnout impacts safety and quality of care




Why Toolkits?

*

Evidence-Based Practice

*

Improved Patient Care

*

Enhanced Safety

*

Proactive Risk Management

*

Streamlined Processes
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*

Improved Communication and Collaboration
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*

Empowered Healthcare Team Members &
Patients
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The Bot o1
final tips &

takeaway

*  Outcomes and pr&s matl

* Toolkits and checklists supj
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