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Type Blood Pressure Lab Abnormalities Clinical
Diagnostic Criteria Symptoms

ngh BIOOd e Of Pregnancy _
TABLE 1

and
. - Blood pressure, mm Hg
Chronic * Preexisting 3 Usually Guideline <120/80 120-129/<80___130-139/80-89 SARNIA0
2019 American College of
. <20 w'eeks of none Cheiiricing e
gestation Gynecologists Nommal
2003 Seventh Report of
the Joint National
Gestational * >20 weeks « SBP>140and/or  none None mq"‘;“;:"g‘;‘a :’;:’:’:‘:z R Pre- Pre-
* Previously DBP >90 mmHg x2 Treatment of High Blood
normotensive >4 hr apart Pressure
- 2017 American College of
* If severe range Cardiology and American Elevated blood Stage 1
SBP >160 and/or Heart Association i pressure hypertension®
DBP>110 mmHg‘ e P —
then preeclampsia
with severe Hamashee. Chronc bypertension in preguancy. Am | Olsser Gynecal 2020
features
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High Blood Pressure of Pregnancy

Percentage of women ages 18-44 who reported being told by a health professional that
Type Blood Pressure Lab Abnormalities ical they have high blood pressure
Criteria Symptoms

Preeclampsia * Typically>20  SBP>140and/or  + 300 mg protein (P/C
o< |
a
K
.o
-

weeks DBP >90 mmHg x2 0.3 or +2 protein dip)
+ Frequentlynear >4 hr apart Platelets <100K
term Cr>1.1 or doubling

LFTs 2x normal
Pulmonary edema

* New HA unresponsive
to treatment; no
alternative diagnosis

Preeclampsia + Typically >20 + SBP>140 300 mg protein (P/C + Headaches

with Severe weeks and/orDBP >90 0.3 or+2 proteindip)  * Vision )

Features +  Frequently near mmHgx2>4hr « Platelets <100K Changes -

term apart + Cr>1.10r doubling - Epigastric/
« Severerange- * LFTs2xnormal RUQ pain SoR i

SBP >160 * Pulmonary edema * SOB/cough
and/or * New HAunresponsive * Chest pain
DBP>110 to treatment; no * COG: Behoviorl Rk Fackos
mmHg alternative diagnosis

2021 Data

Disparity Maternal Mortalty

Why we care

by b |
Ethnicity 5/
About 1 in 6 maternal 1in 4 maternal deaths
deaths in developed in Latin America and the Wik
. . . . 73
countries is attributable Caribbean are m/m
to hypertensive attributable to o
disorders hypertensive disorders 2006 o0
Maternal mortality rates
oy : i d be
. Morbidity and Mortality sl Y
Rates of preeclampsia : i
e as it related to Gaps between subpopulation groups
and preeclampsia with R persist. While Black mothers
severe features are = experienced the highest rate of maternal
Opportunltles for ::;rt;lllt:,c:v;l;z ;v;;l%hfrs faced the largest

increasing prevention

‘Source: National Vital Statstis System
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J . The Joint Commission

R}: RepOI't | Requirement, Rationale, Reference

Provision of Care, Treatment, and Services standards for maternal safety

Effective July 1, 2020, 13 new elements of performance (EPs) will be applicable to Joint Commission-accredited
hospitals. These new requirements are within the Provision of Care, Treatment, and Services (PC) chapter at
PC.06.01.01 and PC.06.03.01 and are designed to improve the quality and safety of care provided to women during
all stages of pregnancy and postpartum. The United States ranks 65t among industrialized nations in terms of
maternal death. Because of worsening maternal morbidity and mortality, The Joint Commission evaluated expert
literature to determine what areas held the most potential impact. The literature review revealed that prevention
early recognition, and timely treatment for maternal hemorrhage and severe hypertension/preeclampsia had the
highest impact in states working on decreasing maternal complications. This approach was supported by a technical
advisory panel assembled by The Joint Commission, resulting in the development of EPs that focus on these
complications.

JV''. The Joint Commission

« Standard PC.06.03.01 Reduce the likelihood of harm related to
maternal severe hypertension/preeclampsia
* Requirement: EP 1: Develop written evidenced based procedures for
measuring and remeasuring blood pressure. These procedures
include criteria that identify patients with severely elevated blood
pressure.
* Appropriate assessment
* Cuff size
* Patient position
* Frequency of assessment
« Criteria for interventions

13
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JV . The Joint Commission

* EP 2: Develop written evidenced based procedures for managing
pregnant and postpartum patients with severe
hypertension/preeclampsia that includes the following:

* The use of an evidenced based set of emerﬁency response medications that
are stocked and immediately available on the obstetric unit

* The use of seizure prophylaxis

* Guidance on when to consult additional experts and consider transfer to a
higher level of care

« Guidance on when to use continuous fetal monitoring
« Guidance on when to consider emergent delivery
« Criteria for when a team debrief is required

* Written procedures recommended to be developed with

multidisciplinary team that includes obstetrics, emergency
department, anesthesiology, pharmacy, nursing, and laboratory

15

J''. The Joint Commission

* EP 4: Conduct drills at least annually to determine system issues as a
part of ongoing quality improvement efforts. Severe
hypertension/preeclampsia drills include a team debrief.
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JV . The Joint Commission

* EP 3: Provide role-specific education to all staff and providers who
treat pregnant/postpartum patients about the hospital’s evidence
based severe hypertension/preeclampsia procedure. At a minimum,
education occurs at orientation, whenever changes to the procedure
occur or every 2 years

16

J. The Joint Commission

* EP 5: 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

18
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J'. The Joint Commission

* EP 6: Provide printed education to patients (and their families
including the designated support person whenever possible). Ata
minimum education includes:

« Signs and symptoms of severe hypertension/preeclampsia during
hospitalization that alert the patient to seek immediate care

« Signs and symptoms of severe hypertension/preeclampsia after discharge
that alert the patient to seek immediate care

* When to schedule a post-discharge follow up appointment

OUNCIL ON PATIENT SAFETY
NOMEN'S HEALTH CARE

[T —— T ]

Organizational Impact

Readiness | —————————
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SMEM Papers jog.org

Factors i with appropi of
acute-onset severe obstetrical hypertension

Uma.s. Deshmukh, MD, MUP; Lisbet S. Lundsborg, MPH, PhD; Jenrifer F. Culhano, MPH, PHO; Caltin Partidge, BA;
Uma M. Reddy, MD, MPH; Aurey A. Merriam, MD, MS; Moeun Son, MD, MSCI
‘SEPTEMBER 2021 American Journal of Obstetrics & Gynecology

[ ko]

Aim: Identify factors associated with receiving guideline

concordant treatment for an obstetrical emergency

« Case control study of all pregnant & postpartum patients
2013-2020 who had persistent severe hypertension

Electronic record review

Treatment goal met if first line antihypertensive agent

delivered <60 minutes

Delayed treatment >60 minutes

Opportunities
for

Improvement

Untreated-never received medication management
* Results
* ~40K in cohort-5% met definition of severe hypertension

27% received treatment at goal, 18% received delayed
treatment at 55% received no treatment

Factors associated with those who received appropriate
treatment: Black or Hispanic race, <37 weeks

Factors associated with delay/treatment failure: severe BP
overnight or postpartum

20

FIGURE 1
Percent treated vs untreated for SHTN by year of delivery

3

<o % Untreated

et 56 Treated

Percent of Deliveries
8 8 8 8 8

B8

2013° 2014 20152016 2017% 2018° 2019 2020
Year

The superscript letter a represents the year in which the ACOG task force on hypertension was
published (2013); the superscript letter b represents the year in which a monthly SMM review
committee was established at our institution lzms; The committee reviews all cases Of seveie
‘maternal morbidity, including cases of
SMM recommends system-wide changes to improve care delivery acr0ss our obstetrical units. The
superscript letter
policy entitled: Managemert of Hypertensive Disorders of Pregrancy, with recommendations and
protocols in strct accordance with ACOG guidelines. The superscript letter d represents the year
(2017) ACOG published Committee Opinion #692, recommending tat severe obstetrical hyper-
tension be treated within 30 to 60 minutes. The superscript ltter e represents the year (2018) in
which our institutional policy was revised in accordance with ACOG's updated guidelines. The su-
perscript letter f represents the year (2019) in which our institutional policy was again revised in
‘accordance with ACOG's updated guidelines.
008 s, A
Dt eta, 1.
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Original Research og0m

(OBSTETRICS
Identification of factors associated with delayed R checkiorupasies
treatment of obstetric hypertensive emergencies

Bs;

Heiselman, DO; Tara A, Halpem, PA-C; Aler
Jolene C. Muscat, MD; Genevieve B. Sicuranza, MD; Anthony M. Vintzleas, MD: Hye J. Heo, MD.

Americn Joumal ofOstekics & Gynecology AUGUST 2020
Aim: Identify barriers that lead to the delayed treatment of severe
hypertension
* Retrospective cohort comparing women who received
appropriate treatment versus those who did not

iti * Results
OppOrtU nities * 52% did not receive timely treatment
for + 3.2 X as likely as those who received appropriate
trea nt to have a non-severe range blood pressure for
their initial BP measurement

Imp vement * 2.7 X as likely as those who received appropriate
treatment to have NO symptoms worrisome for
preeclampsia with severe features

+ 2.7 x more likely have had the BP taken between the
hours of 10 pm-6 am
+ White patients were 1.8 more likely to have delayed
treatment
+ Concurrent symptoms of labor pains
* 48% received timely treatment
+ More likely to be preterm at presentation

« For every 1 week incremental increase in gestational
age 9% increase risk of delaying treatment of HTN

ot discharge until BP stable x 24 hours

* Has there been an escalation of therapy?

* Have symptoms re-presented that were resolved? Or new
onset?

* Is the regimen selected as simplified as possible?

Postpartum
Hypertension
Management

Goals

Treatment indicated for SBP >150 and/or DBP
>100 mmHg on at least 2 occasions >4 hour apart

Verbal and written instructions for recognition of
signs/symptoms worrisome for worsening
hypertension, development of preeclampsia

Outpatient follow up

* 48-72 hrs postpartum
* 7-10 days postpartum
 Individualized thereafter

Goal: Perfect Care

) i v

Continued Continued Regularity of
of of and
idisciy 1 ive case

team review

_e
0\.

On-boarding of Prioritization of

new team Key Programs
members

29

Postpartum
Hypertension

Innovation
Text

&
Telehealth

* Persistent from intrapartum or antepartum
« Exacerbated by chronic condition state
* New Onset

* Nearly 1/3 of eclampsia occurs postpartum
with % of those occurring more than 48
hours after delivery (Chames, et al. AJOG

2002; Kayem, et al 2011 Acta Obstet Gynecol
Scand; Watson 1983 SoutE Me§ ]

* Half of women who suffer a stroke in
association with the diagnosis of
preeclampsia do so postpartum (Martin, et al

2005 Obstet Gynecol

3/9/22

Medical Complications of Pregnancy: Clinical Practice and Quality
A Postpartum Remote Hypertension
Monitoring Protocol Implemented at the
Hospital Level

Alise Hauspurg, s, Lara S, Lenon, pam, 1o, Beth A. Quinn, &y, Anna Binstock, o,
Jacob Larkin, ¥D, Richard H. Beigi, sm, Andvewo R. Watson, wn, and Hyagrio N.

(Obstet Gynecol 2019;134635-91)

N \ I / Reducing Disparities
Using Telehealth

N Approaches for

¥ Postdeliver

i) Preeclampsia Care

i s s,

Hypercasion
2 gt P

L

PREECLAMPSIA, PREGNANCY, AND HYPERTENSION

Self- of Postnatal
The SNAP-HT Trial
Seo Editorial Commentary, pp 296-267

Noxandra €. Caims, Katherine L. Tucker, Paul Loason, Lucy H. Mackilop, Mauro Satos,
Carmolo Velardo, Dario Savi, Sam Mort il Molison, Lionel Tarassenko, Richard J.
McManus, and on behal of the SNAP-HT Investigators™




ASCVD: Atherosclerotic Cardiovascular

Disease

4 major areas

* Coronary Heart Disease: Myocardial infarction, angina
pectoris, heart failure and coronary death

« Cerebral Vascular Disease: Stroke and TIA

« Peripheral Artery Disease including intermittent
claudication

* Aortic Atherosclerosis and thoracic or abdominal aortic
aneurysm

Leading cause of death WORLD WIDE
22% of deaths in US attributed to ASCVD

31

Risk Enhancing Factors

* Family history of premature atherosclerotic disease
* Men <55 y.o, Female <65 y.o
* Primary Hypercholesterolemia
* Metabolic Syndrome
* Chronic Kidney Disease: GFR 15-59 ml/min/1.73m2
« Chronic Inflammatory conditions
* History of premature menopause or_
* High risk race/ethnicity (Southeast Asians)
« Other lipid abnormalities: elevated lipoprotein (a) or apoB levels

* Other biomarkers: elevated CRP (>2 mg/L) or ankle brachial index
<0.9

33

Risk of post-pregnancy hypertension in women with a history of
hypertensive disorders of pregnancy: nationwide cohort study

Ida Behrens,' Saima Basit,' Mads Melbye, Jacob A Lykke,? Jan Wohlfahrt,! Henning Bundgaard,3
Baskaran Thilaganathan,* Heather A Boyd*

* Nationwide registry based cohort study in Denmark

*More than 1 million women included from 1978-2012
*Women with and without hypertension in pregnancy

*Study examined the timing and trajectory of post
pregnancy hypertension risk

35

Traditional Risk Factors

Diabetes Obesity

Hypertension

Family history of
CVD (premature)
or high cholesterol

Smoking Dyslipidemia

Chronic kidney

disease

32

34

2
dfetu Q‘ﬁ‘m Y
o Mt >l

b

Hypertensive No hypertensive
disorder disorder
of pregnancy  of pregnancy
40-49years =~ —— —_—

30-39 years —_—— -—-
20-29 years —— ———
95% CI

EAO
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Time since first birth (years)

Fig 1| Ten year cumulative incidences of hypertension by
years since first pregnancy in women with and without

a hypertensive disorder of pregnancy, by age at first
delivery, Denmark, 1995-2012. Follow-up began in 1995
or three months post partum, whichever came later
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Risk of post-pregnancy hypertension in women with a history of
hypertensive disorders of pregnancy: nationwide cohort study

|da Behrens,! Saima Basit,' Mads Melbye, ! Jacob A Lykke,? Jan Wohlfahrt,' Henning Bundgaard,’
Baskaran Thilaganathan,* Heather A Boyd*

* Findings

* 14-32% of women who had hypertensive disease in first
pregnancy went on to have hypertension within a decade
(compared to 4-11% of nonhypertensive women)

« Rates of post pregnancy hypertension in women with a
hypertensive disorder in pregnancy were 12-25 x higher in
the first year postpartum than normotensive women

* Rates were persistently more elevated and remained
doubled for up to 20 years post delivery in women with
hypertensive disease in pregnancy compared to women who
did not have hypertension

37

Table 1. Ag ized C istics of NHS I ipants, by ive Disorders in First Pregnancy”
Characteristic Hypertensive Disorder Status
motension Gestational reaclampsia
(n=53285(90.8%]) Hypertension (n= 3687 [6.3%])
(n = 1699 [2.9%])
Mean age atfirst birth (SD),yT 268(45) 279(a7) 268(4.6)
Mesn age in 1989 (SD), yt 35.2(46) 345(47) 346(4.6)
White, % e o4 9
Maternal education >12y, % 2 » 2
Patermal education >12, % an % Y
Strenuous physical actviy at age 18-22y, %
29 2 27
10-12 moly 1 1 1
Mean physical activity in 1989 (SD), MET/wkt 267(66.) 245(56.9) 259(59.8)
Mean prepregnancy body mass index (SD), kg/m” 217@35) 231(43) 228(4.1)
Quintile of prepregnancy AH
Lowest (unhaalthy) 20 2 21
Highest (heslthy) 20 20 19
Prepregnancy smoking status, %
& & o8
Former 10 9 10
2 2 2
Preprognancy alcohol intake, %
2 27 28
<1 drinkiwk 3 3 3%
2.6 drinksiwk 2 2 28
1 deinkid 8 [ 8
Prepregnancy oral contraceptive use, %
2 2 2
2y 2 2 25
23y 2 2 21
29 30 30
Farmly history of chronic hypertansion, % 51 & 59
Farmily history of iabetes, % 2 % 4
Final pariy, %
T 15 2 21
2 9 i 9
3 2 2 2
4 10 [ 7

'AHEI = Alternative Healthy Eating Index; MET = metabolic equivalent for task; NHS Il = Nurses' Health Study Il
}ghtomous percentages may ot sum o 100 due t rounding

1Values are not age-

} Calculatod by fréquency and duration of participation in several aerobic actites

ORIGINAL RESEARCH Annals of Intenal Medicine

Hypertensive Disorders of Pregnancy and Matemal Cardiovascular

Disease Risk Factor Development
An Observational Cohort Study

Jennifer J. Stuart, SCD; Lauren J. Tanz, ScD; Stacey A. Missmer, ScD; Eric B. Rimm, ScD; Donna Spiegeiman, ScD;
Tamarra M. James-Todd, PhD; and Janet W. Rich-Edwards, ScD

* Nurses Health Study (NHS Il)-prospective cohort study of
116K nurses age 25-42 in 1989
* 2009 Questionnaire self reporting pregnancy related
hypertension (gestational and preeclampsia)
* Excluded women with preexisting hypertension, stroke,
MI, Type 1 & 2 diabetes or high cholesterol prior to

pregnancy
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Table 2. HRs and 95% Cis for Hypertensive Disorders in First Pregnancy and Cardiovascular Disease Risk Factors®

VD Risk Factor Hypertensive Disorder Status
Normotension Gestational Prooctampsia
Hypertension
Chronic hyportension
Cases/person years, N 1661071 459370 979735 568 1922184 317
Cacess cases par 10000 person-years, n *
Median age at development (I0R) 1 s065.50) 4540.50) 468051
HR(95% C1
Noall 100k 2 4523025
Type 2 diabetes mellitus
‘Casas/person.years, N 313771 691 624 187749 948 435112248
Excoss casas per 10 000 person years, n
Madian age at development (I0R),yt s3ue57) s247.56) 51086:56)
HR (95% CI)
ol 2 PRy !
[ voser .00 reference) 165 (142.191) 175(158:193]
Hypercholesterolemia
Caseslperson years, VN 292531 350512 1074128 045 227905 378
Excess casos par 10 000 person-years, n = & 5
Madian age a development (R) yt 470053) %052) 45 G8-52)
HR(95% C
Vodel2 1100 refrence) 1360128145 121125126

CaraIovasCular qisease; TR = hezard re Snerauarte fnce
“Viodel 1 was adjused for 3ge at st b, 2g6 in 1989, rz(e/@lhmmy( frican American, Latina, Asian, whita [referencel, or other), and years of
parental education <9, 919 11,12, 130 15, or 216 [eforanco]). Model 2 was also auste ted for strenuous physical a activiyatages 1810 22y (nover
1t0 3 moly [referencal, 4 to'6 mol) oly). prepregnancy smoking status (never reference]. former, or current]
preprognanty body mass indax (<164, 185 to 24?[:909!@«9] B B oo B e prepregnancy dcohol consumption (nona efarncel
=1 cink/ok. 2 to § drinks/wk,or 1 drik/d), quintleof prepregnancy Aenative Heathy Eti g\ index score (fifth quintile [reference] represented
the heathiest diet category). prepregnancy oral tomr.csphvs use (never [reference] <2 y, 2 t0 3 y, or 24 y), and family history of chronic
hypertension (yes or no; chronic hypertension model only) and type 2 diabetes ma\l\(us(yes or no; type 2 diabetes mellitus model only).

5001 from 5 global tes of the diferance n the st of sge 3t CVD ik factor development betwean roups based on HOP status in
the fst pregnancy.
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Figure. Multvariable-adjusted cumulative incidence of chronic hypertension, type 2 diabetes mellitus, and hypercholesterolemia

Chroni Hypertension Type 2 Dibetes Melitus Hyporcholestaroemia
o | ottt ron 200330 W%, o pimion 20243 o | Cotora pnson 282420
P’ 2052 Frescampns’ Soasam J Soasa0
Nomotemion D Nometersion Hace —— S1aese

Cumulative Indderce, %

Cumative Indderce, %
Cumulative Incidence, %

/ .
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Atrskn 10y 20y .y 4oy 10y 20y w0y 4oy 10y 20y 0y 40y
Gestational e w3 s W w7 14 ug 07 w4
hypertension
Puochmpss 261 245 87 13 w7 hm e 3 25 213 s 0
Nomotension 51414 42108 19343 339 53050 49948 30395 63 49099 E0 1653 2502
— Gostatonal hypertonsion Procctampsta Nomotansion

s ware Bt he moan and oo e o o olou contnuous i Ctegorcl ot
PRt s (123 o physclzcy e 10
king status (nvary ropregnincy b s ndec emal wedh 165 £ /e h preprecn
Woak), rapragnancy Altomata Hoathy Exting Inder score (ird quintie. propragnarty orsl contraco

son modl only), and family history o ype 2 cisbetes melitus (31

spocively: age =t frst b (27,)
T3 ey
coholcoron =1 i per

5 iy of hionic
Sope S iabetos mekes mode

P< 0,001 from 3 timeto tisk factors for cardiovascular diseasa batween groups
basad on hypartansive disordar status n the first pregnancy
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ORIGINAL RESEARCH Annals of Intemal Medicine

Hypertensive Disorders of Pregnancy and Maternal Cardiovascular

Disease Risk Factor Development
An Observational Cohort Study

Jennifer J. Stuart, SCO; Lauren J. Tanz, ScD; Stacey A. Missmer, ScD; Eric B. Rimm, ScD; Donna Spiegelman, ScD;
‘Tamarra M. James-Todd, PhD; and Janet W. scD

* Compared to normotensive women, women with hypertensive
disease of pregnancy:
* 2-3 Xincreased risk of CHTN
¢ 70% increase in risk Type || DM
* 30% increase in risk of developing high cholesterol
* *rates persisted even when accounting for confounding
factors-BMI, family history, smoking
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ko iation 2018; 7
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disease; CVD, cardiovascular disease; HF, heart failure; HTN, hypertension.
* Suspected underlying endothelial Recom mendat|ons Closer long term
dysfunction follow up
* Occurs during pregnancy and Lifestyle
ersists S
p modifications to
« Stress incurred to the cardiovascular better manage risk
Proposed system during pregnancy “triggers” & s
Mechanisms biologic response cardiovascular
* In susceptible women during their " Colleseof disease
. . e American College of i
pregnancy is thsre a genetls 0 Obstetricians and Gynecologists Healthy weight
environmental “phenotype” that £ women's HEALTH CaRe PHYSICIANS Exercise
predisposes to preeclampsia and Diet
cardiovascular disease later in life? , .
Smoking
/ cessation
-
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Physicians' Knowledge of Future Vascular Disease
in Women with Preeclampsia

Physicians' Knowledge of Future Vascular Disease
in Women with Preeclampsia

Brett Young, Michele R. Hacker & Sarosh Rana

Brett Young, Michele R. Hacker & Sarosh Rana

To it this artce: BrttYoung, Michelo R. Hacker & Sarosh Rana (2012) Physicians knowledge
of Futue Vaseula Disoase n Women with Proscampeia. yperionson n regnancy, 311, 5055
D01 10 31081105¢1855 2010544653

link to this article: https://doi.ore/10.3109/ 20105249

To cite this article: Brett Young, Michele R. Hacker & Sarosh Rana (2012) Physicians' Knowledge
of Future Vascular Disease in Women with Preeclampsia, Hypertension in Pregnancy, 31:1, 50-58,
DOI: 10.3109/10641955.2010.544955

* 95% of internists routinely
counsel of CVD risk reduction
compared to 70% of ObGyns

* Only 5% of internists and 42% of
ObGyns included preeclampsia as
a part of the medical history

* 9% of the internists counseled
women about their increased
CVD risk related to
preeclampsia and 38% of
ObGyns

To link to this article: https://doi.org/10.3109/10641955.2010.544955

* Web based survey at Beth Israel Deaconess Medical Center
« 295 resident and attending internists
« 108 resident and attending Ob-Gyns

« Surveys were identical except for type of practice and on the Ob-Gyn survey a question
that referred to ACOG

* 40% response rate for Internists
* 49% response rate for Ob-Gyns
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OPEN PEER-REVIEWED
ACCESS ~ SUMMARY SLIDE

Cardiology and Therapy

Why carry out this study?

* Adverse pregnancy outcomes (APOs) are associated with risk of long-term
cardiovascular disease (CVD). However, how awareness of such association varies
by specialties is unknown.

What did the study ask? / What was the hypothesis of the study?

*  We assessed awareness of APO and CVD risk in varying specialties via a voluntary
survey with the hypothesis that awareness would vary by specialty type.

What were the study outcomes/conclusions?

« Providers from all specialties reported varying degrees of routinely screening
their female patients for CVD risk factors, with cardiologists screening most
frequently (56% every women and 31% often).

« Only half of the IM and FM providers acknowledged awareness of the association
between APOs and CVD risk in women compared with the vast majority of
providers in the fields of Ob-Gyn and cardiology.

* The majority of providers amongst IM, FM and cardiology did not ask about APOs
and lacked the knowledge of how often to appropriately screen for CVD risk
factors associated with APOs.

‘the auth rafull list of il
see the fulltextonline. © The authors, CC-BY-NC2021.
Variations i ness of Association Between Risk by Speci
Gogineni

Structured and consistent guidelines
for management of high blood
pressure

Final Thoughts:
Management
of
Hypertensive
Disease of
Pregnancy

Structured and consistent guidelines to
aid in accurate diagnosis

Recommendations for fetal evaluation
and monitoring

Recommendations for delivery timing,
immediate postpartum management
and ongoing follow up

Final Tho

Hypertensive disease of
pregnancy, and other adverse
pregnancy outcomes are
important risk factors for long
term maternal cardiovascular

disease and mortality
* Hypertension
* Stroke
* Coronary Artery Disease
* Stroke
* Heart Failure
* Mortality

Final Thoughts: Preventative Care

Educate women about
future risk of CVD
related to hypertensive
disease of pregnancy
(and adverse pregnancy
outcomes)

Change intake forms to
include questions
about hypertension in
pregnancy as a
"trigger” to recognizing
this as a CVD risk factor
or future pregnancy
risk factor

Share notes with
PCPs/Internists that
have advice for
continued preventative
health care strategies
for women who have
had hypertensive
disease of pregnancy

Do the best you can until
you know better.

do better.

-Maya Angelou

Thank You!




