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PA AIM Bundle


Improving Severe Hypertension Treatment and 
Reducing Racial/Ethnic Disparities



The PA AIM Planning Task Force integrated the AIM Severe Hypertension in Pregnancy Bundle and the AIM Racial/Ethnic Disparities Bundle to create this combined bundle for use in the 
PA AIM Initiative. 
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Every Health System and Unit

· Systems to accurately document self-identified race, ethnicity, and primary language
· Provide system-wide staff education and training on how to ask demographic intake questions
· Ensure that patients understand why race, ethnicity, and language data are being collected
· Ensure that race, ethnicity, and language data are being collected and accessible in the electronic medical record
· Evaluate non-English language proficiency (e.g. Spanish proficiency) for providers who communicate with patients in language other than English
· Educate all staff (e.g. inpatient, outpatient, community-based) on Culturally and Linguistically Appropriate Services (CLAS) that are grounded in the linguistic and cultural characteristics of communities being served.

· Standards for early warning signs, diagnostic criteria, monitoring and treatment of severe preeclampsia/eclampsia (include order sets and algorithms).

· Unit education on protocols, unit-based drills (with post-drill debriefs).

· Process for timely triage and evaluation of pregnant and postpartum women with hypertension including ED and outpatient areas.

· Rapid access to medications used for severe hypertension/eclampsia: Medications should be stocked and immediately available on L&D and in other areas where patients may be treated. Include brief guide for administration and dosage.

· System plan for escalation, obtaining appropriate consultation, and maternal transport, as needed.

· Staff-wide education on:
· Peripartum racial and ethnic disparities and their root causes.
· Implicit bias
· Cultural humility model
· Anti-racism strategies
· Best practices for shared decision making.

· Engage diverse patient, family, and community advocates who can represent important community partnerships on quality and safety leadership teams, including the team that is continuously improving the severe hypertension processes.

· Seek expertise from diverse community groups that have built trust with individuals in the community in sharing information about hypertension warning signs and response.

· Foster a diverse workforce that is representative of the communities you serve by implementing hiring practices, mentorships, or in-serve learning components.
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RECOGNITION & PREVENTION

Every Patient, Family and Staff Member

· Standard protocol for measurement and assessment of BP and urine protein for all pregnant and postpartum women.

· Standard response to maternal early warning signs including listening to and investigating patient symptoms and assessment of labs (e.g. CBC with platelets, AST and ALT).

· Facility-wide standards for educating prenatal and postpartum women on signs and symptoms of hypertension and preeclampsia.

· Convenient access to health records without delay (paper or electronic), at minimal to no fee to the maternal patient, in a clear and simple format that summarizes information most pertinent to perinatal care and wellness.

· Establish a mechanism for patients, families, and staff to report inequitable care and episodes of miscommunication or disrespect.
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Every case of severe hypertension/preeclampsia

· Facility-wide standard protocols with checklists and escalation policies for management and treatment of:
· Severe hypertension
· Eclampsia, seizure prophylaxis, and magnesium over-dosage
· postpartum presentation of severe hypertension/preeclampsia

· Minimum requirements for protocol:
· Notification of physician or primary care provider if systolic BP =/> 160 or diastolic BP =/> 110 for two measurements within 15 minutes
· After the second elevated reading, treatment should be initiated ASAP (preferably within 60 minutes of verification)
· Includes onset and duration of magnesium sulfate therapy
· Includes escalation measures for those unresponsive to standard treatment
· Describes manner and verification of follow-up within 7 to 14 days postpartum
· Describe postpartum patient education for women with preeclampsia

· Support plan for patients, families, and staff for ICU admissions and serious complications of severe hypertension.

Every clinical encounter

· Engage in best practices for shared decision making.

· Ensure a timely and tailored response to each report of inequity or disrespect.

· Address reproductive life plan and contraceptive options not only during or immediately after pregnancy, but at regular intervals throughout a woman’s reproductive life.

· Establish discharge navigation and coordination systems post childbirth to ensure that women have appropriate follow-up care and understand when it is necessary to return to their health care provider.
· Provide discharge instructions that include information about what danger or warning signs to look out for, whom to call, and where to go if they have a question or concern
· Design discharge materials that meet patients’ health literacy, language and cultural needs

· Offer expansive birthing choices by collaborating and building trust with community resources that have perinatal CHWs, Doulas, and other supportive services.
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Every unit

· Establish a culture of huddles for high risk patients and post-event debriefs to identify successes and opportunities. 

· Build a culture of equity, including systems for reporting, response, and learning similar to ongoing efforts in safety culture, where patients, families, and staff feel comfortable reporting inequitable care and episodes of miscommunication or disrespect.

· Analyze how institutional policies are facilitating or alleviating racial disparities, and the impact of new institutional policies on people of color, with a racial equity impact assessment tool (e.g. Race Forward’s impact assessment tool). Possibly specify policies that relate to hypertension.

· Multidisciplinary review of all severe hypertension/eclampsia cases admitted to ICU for systems issues. 

· Monitor outcomes and process metrics.
· Develop a disparities dashboard that monitors process and outcome metrics (including the SMM outcome measured and the time to severe hypertension treatment process measure) stratified by race and ethnicity, with regular dissemination of the stratified performance data to staff and leadership. 

· Involve Black communities in meaningful conversations about the emotional, mental, and physical harm, including but not limited to severe hypertension, and how it is being corrected at the institution.

· Gather feedback from patients using self-reported tools, such as:
· Mother’s Autonomy in Decision Making (MADM) instrument to assess the women’s autonomy and role in decision making during maternity care 
· Mothers on Respect index (MORi) to assess the women's experiences of respect and self-determination when interacting with their maternity care.

· Implement quality improvement projects that target disparities in healthcare access, treatment, and outcomes in severe hypertension in pregnancy.

· Consider the role of race, ethnicity, language, poverty, literacy, and other social determinants of health, including racism at the interpersonal and system-level when conducting multidisciplinary reviews of severe maternal morbidity, mortality, and other clinically important metrics.
· Add as a checkbox on the review sheet: Did race/ethnicity (i.e. implicit bias), language barrier, or specific social determinants of health contribute to the morbidity (yes/no/maybe)? And if so, are there system changes that could be implemented that could alter the outcome?
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View a list of resources here for the racial/ethnic disparities components of the PA AIM Integrated Bundle (https://www.whamglobal.org/resources#Health-Equity).  

View a list of resources here for the severe hypertension components of the PA AIM Integrated Bundle (https://www.whamglobal.org/resources#Severe-Hypertension).  
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PA AIM Survey
Structure and Process Measures



Improving Severe Hypertension Treatment and 
Reducing Racial/Ethnic Disparities

























If your hospital is participating in the PA AIM initiative, please complete this survey by the due date for the designated quarter. 

1. Which site/hospital within your health system are you submitting data for? (dropdown list of sites)

2. Please enter your name and title.  

3. In this quarter, how many OB drills (In Situ and/or Sim Lab) were performed on your unit for any maternal safety topic? Please respond with whole numbers (e.g., 7)  (text box)

4. In this quarter, what topics were covered in the OB drills? (text box)

5. At the end of this reporting period, what cumulative proportion of delivering physicians and midwives have completed (within the last 2 years) an education program on Severe Hypertension/Preeclampsia that includes the unit-standard protocol and measures? (Estimate in 10% increments, rounding up.)
· Multiple choice 
· 0%, 10%, 20%, 30%, 40%, 50%, 60%, 70%, 80%, 90%, 100%, Other (please specify)

6. At the end of this reporting period, what cumulative proportion of OB nurses (including L&D and postpartum) have completed (within the last 2 years) an education program on Severe HTN/Preeclampsia that includes the unit-standard protocols and measures? (Estimate in 10% increments, rounding up.)
· Multiple choice 
· 0%, 10%, 20%, 30%, 40%, 50%, 60%, 70%, 80%, 90%, 100%, Other (please specify)

7. At the end of this reporting period, what cumulative proportion of staff have completed (within the last 2 years) an education program on racial disparities and their causes, implicit bias, anti-racism strategies, or cultural humility? (Estimate in 10% increments, rounding up.)
· Multiple choice 
· 0%, 10%, 20%, 30%, 40%, 50%, 60%, 70%, 80%, 90%, 100%, Other (please specify)

8. At the end of this reporting period, what educational program topics were covered related to racial disparities within the last 2 years? (Select all that apply)
· Checkbox (multi-select)
· Racial Disparities and their Causes
· Implicit Bias
· Anti-Racism Strategies
· Cultural Humility
· Other (please specify below)
· None
· Please provide information on the types of trainers and modalities used (comment box)

9. Has your hospital developed OB specific resources and protocols to support patients, family, and staff through major OB complications?
· Multiple choice 
· Yes, in place; In-Progress; Not in place
· If yes, report completion date (comment box)

10. Has your hospital established a system in your hospital to perform regular formal debriefs after cases with major complications? (Major complications will be defined by each facility based on volume, with a minimum being The Joint Commission Severe Maternal Morbidity Criteria.)
· Multiple choice
· Yes, in place; In-Progress; Not in place
· If yes, report start date (comment box)

11. Has your hospital established a process to perform multidisciplinary systems-level review on cases of severe maternal morbidity (including at a minimum, birthing patients admitted to the ICU or receiving ≥ 4 units RBC transfusions)?
· Multiple choice
· Yes, in place; In-Progress; Not in place
· If yes, report start date (comment box)

12. Does your hospital have a Severe HTN/Preeclampsia policy and procedure (reviewed and updated in the last 2-3 years) that provides a unit-standard approach to measuring blood pressure, treatment of Severe HTN/Preeclampsia, administration of Magnesium Sulfate, and treatment of Magnesium Sulfate overdose?
· Multiple choice
· Yes, in place for all four actions; In-Progress; Not in place
· If yes, report completion date (comment box)

13. Does your hospital engage diverse patient, family, and community advocates who can represent important community partnerships on quality and safety leadership teams?
· Multiple choice
· Yes, in place; In-Progress; Not in place
· If yes, report start date (comment box)

14. Has your hospital implemented quality improvement projects that target racial and ethnic disparities in healthcare access, treatment, and outcomes related to severe maternal morbidity or hypertension?
· Multiple choice
· Yes, in place; In-Progress; Not in place
· If yes, report start date (comment box)

15. Have some of the recommended Severe HTN/Preeclampsia bundle processes (i.e., order sets, tracking tools) been integrated into your hospital’s Electronic Health Record system?
· Single Choice (Yes/No)
· If yes, report completion date (comment box)

16. Has your hospital established a process to collect patient-reported feedback on respect or equitable care?
· Multiple choice
· Yes, in place; In-Progress; Not in place
· If yes, report start date (comment box)

17. If you answered yes to question 16, what is your process for collecting patient-reported feedback on respect or equitable care and what tool is used to collect this feedback? (text box)

18. If you answered yes to question 16, how frequently is patient-reported feedback on respect or equitable care collected?
· Multiple choice
· Monthly, Quarterly, Annually, and Other (please specify)
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PA AIM Initiative 
Process and Outcome Measures



Improving Severe Hypertension Treatment and 
Reducing Racial/Ethnic Disparities

[bookmark: _Toc12426696]This document includes the measurement specifications for the process and outcome measures for the PA PQC provider teams that are participating in the PA AIM initiative to adopt the PA AIM Bundle. For the PA AIM structure measures, please see the PA AIM Survey. 

The PA PQC updated the “Guidance and FAQs” for the Treatment of Severe HTN measure on 
July 23, 2021 based on a presentation by AIM on July 21, 2021. 


	Measure
	Numerator (among the denominator)
	Denominator
	Data Source
	Guidance and FAQs
	Reference

	Treatment of Severe HTN


(Required for PA AIM provider teams)

	Birthing patients who were treated within 1 hour with IV Labetalol, IV Hydralazine, or PO Nifedipine. 

	Birthing patients with acute-onset severe hypertension (SBP ≥ 160 or DBP ≥ 110) that persists for 15 minutes or more, including those with preeclampsia, gestational, or chronic hypertension


	Hospital logbooks, EHR, and pharmacy records
	Report quarterly, starting with January through March 2021 and January through March 2022 as the baseline periods.

Report annually by race/ethnicity (Non-Hispanic White, Non-Hispanic Black, Hispanic, and Non-Hispanic Other), starting with January through December 2021. When reporting by race/ethnicity, limit denominator (and thus the numerator) to that race/ethnicity category.

The 1 hour is measured from the first severe range BP reading, assuming confirmation of persistent elevation through a second reading.

In the denominator:
· Include all patients on OB with persistent severe hypertension, regardless of gestational age, and those up to 6 weeks postpartum. 
· Include patients with live births and still births.
· Record number of patients with at least 1 persistent severe hypertension episode, not total number of persistent severe hypertension episodes
· For patients with more than 1 severe hypertension episode, determine numerator based on time to treat for first episode.

(Please note that an older version of this measure prior to the end of 2020 excluded 
women with an exacerbation of chronic hypertension. This group is no longer excluded from this measure.)

It is best to use at least two systems (i.e. logbooks, EHR, pharmacy records) for identification of denominator cases. Measurement strategies include:
· Manually record data as you work with Health IT and/or others at your facility to modify your EMR for streamlined data collection (see examples of paper logbooks from ILPQC).   
· Identify potential cases for denominator by searching for ICD-10 discharge diagnosis codes (e.g., O14.10, O14.12, O14.13, O14.14, O14.15, I16.0, I16.1, I16.2, O14.20, O14.22, O14.23, O14.24, O14.25, O15.00, O15.02, O15.1, O15.2, O15.9, O11.1, O11.2, O11.3, O11.4, O11.5, O11.9); then perform chart reviews to determine whether they experienced persistent severe hypertension and whether they were treated within 1 hour
· Conduct an EMR query or develop an algorithm to identify denominator cases of persistent SHTN based on BP readings and persistent SHTN definitions; then merge data with pharmacy records to preliminary identify a numerator. (If possible, measure timely treatment from first SHTN range BP reading to bar code medication administration scan time.)

See “AIM Data FAQs from the July 21, 2021 Presentation” in the Appendix for additional guidance.

In LifeQI, please enter the quarterly data in the last month of the quarter. For example, if you are entering data for the first quarter of 2021 (January through March), enter the quarterly data by selecting March 2021 in the drop down menu that is labeled as “date.” 

In LifeQI, please enter the annual data in the last month of the year. For example, if you are entering data for 2021 (January through December), enter the annual data by selecting December 2021 in the drop down menu that is labeled as “date.” 



	AIM P4 Process Measure: Treatment of Severe HTN

See ACOG Practice Bulletins 203 and 222



	Severe Maternal Morbidity

(Optional since PA DOH will be reporting PHC4 data for this measure. However, PA PQC AIM provider teams are encouraged to continue to collect and report this measure for more real-time feedback)

	Number of cases with any severe maternal morbidity (SMM) code        
	All mothers during their birth admission, excluding ectopics and miscarriages
	Hospital Discharge Data File (ICD-10)
	Report quarterly, starting with January through March 2021 and January through March 2022 as the baseline periods.

Report annually by race/ethnicity (Non-Hispanic White, Non-Hispanic Black, Hispanic, and Non-Hispanic Other), starting with January through December 2020.  When reporting by race/ethnicity, limit denominator (and thus the numerator) to that race/ethnicity category.

Using the AIM SMM Codes List, use the tabs called “ICD-9 and 10 SMM Numerator Codes” and “Denominator | Birth Admit Codes” for the numerator and denominator codes, respectively. 

Please see https://safehealthcareforeverywoman.org/aim/resources/aim-data-resources/ for an FAQ about Blood Transfusion Coding. The PA PQC recommends to include blood transfusion revenue codes for this measure: 0380       BLOOD
0381       BLOOD/PKD RED
0382       BLOOD/WHOLE
0383       BLOOD/PLASMA
0384       BLOOD/PLATELETS
0385       BLOOD/LEUCOCYTES
0386       BLOOD/COMPONENTS
0387       BLOOD/DERIVATIVES
0389       BLOOD/OTHER
0390       BLOOD/ADMIN/STOR
0391       BLOOD/ADMIN
0392       BLOOD/STORAGE
0399       BLOOD/ADMIN/STOR/OTHER

The extracted data should be based on discharge date, representing
inpatient discharges during the reporting period.

In LifeQI, please enter the quarterly data in the last month of the quarter. For example, if you are entering data for the first quarter of 2021 (January through March), enter the quarterly data by selecting March 2021 in the drop down menu that is labeled as “date.” 

In LifeQI, please enter the annual data in the last month of the year. For example, if you are entering data for 2020 (January through December), enter the annual data by selecting December 2020 in the drop down menu that is labeled as “date.” 











	AIM O1 Severe Maternal Morbidity Measure

https://safehealthcareforeverywoman.org/aim/resources/aim-data-resources/ 

	Severe Maternal Morbidity (excluding cases with only a transfusion code)

(Optional since PA DOH will be reporting PHC4 data for this measure. However, PA PQC AIM provider teams are encouraged to continue to collect and report this measure for more real-time feedback)

	Number of cases with any non-transfusion SMM code
	All mothers during their birth admission, excluding ectopics and miscarriages
	Hospital Discharge Data File (ICD-10)
	Report quarterly, starting with January through March 2021 and January through March 2022 as the baseline periods.

Report annually by race/ethnicity (Non-Hispanic White, Non-Hispanic Black, Hispanic, and Non-Hispanic Other), starting with January through December 2020.  When reporting by race/ethnicity, limit denominator (and thus the numerator) to that race/ethnicity category.

Using the AIM SMM Codes List, use the tabs called “ICD-9 and 10 SMM Numerator Codes” and “Denominator | Birth Admit Codes” for the numerator and denominator codes, respectively. However, in the case of this measure that excludes cases with only a transfusion code from the numerator, remember to exclude cases with only a blood transfusion code. 

The extracted data should be based on discharge date, representing
inpatient discharges during the reporting period. 

In LifeQI, please enter the annual data in the last month of the year. For example, if you are entering data for 2020 (January through December), enter the annual data by selecting December 2020 in the drop down menu that is labeled as “date.” 

In LifeQI, please enter the quarterly data in the last month of the quarter. For example, if you are entering data for the first quarter of 2021 (January through March), enter the quarterly data by selecting March 2021 in the drop down menu that is labeled as “date.” 
	AIM O2 Severe Maternal Morbidity Measure

https://safehealthcareforeverywoman.org/aim/resources/aim-data-resources/ 

















[bookmark: _Appendix:_AIM_Data]Appendix: AIM Data FAQs from the July 21, 2021 Presentation

What is a persistent severe hypertension (SHTN) episode?

Hypertension: Includes chronic and gestational hypertension, preeclampsia. 
SHTN: Systolic BP greater than or equal to 160, diastolic BP greater than or equal to 110. 
Persistent SHTN episode: 
· SHTN that has not been documented to have ended within 15 minutes
and/or 
· One or more SHTN readings are documented 15-60 minutes after initial reading, even if interspersed with non-SHTN readings.

I took a second, non-SHTN range BP reading 16 minutes after my patient’s first SHTN range BP reading. Does this still count as a persistent SHTN episode?
· Yes.
· This is a conservative inclusion criteria – the burden is on the provider to take a timely (within 15 minutes) follow-up BP reading to determine persistence of SHTN.
· Delay in follow-up BP readings is a quality gap and patient safety concern.

A patient has both SHTN range BP readings and non-SHTN BP readings interspersed 15-60 minutes after their initial SHTN range BP reading. Does this still count as one persistent SHTN episode?
· SHTN readings do not necessarily need to be sequential to be considered a persistent SHTN episode.
· If 1 or more SHTN range BP readings are taken within 15-60 minutes of the first SHTN reading, count as a persistent SHTN episode.

Why not count pregnant and postpartum patients with SHTN who receive care outside of OB?
· Difficult to identify OB patients in other departments.
· Some facilities may not use the same EMR between departments, which makes monitoring timely treatment of SHTN across departments difficult.
· Other facility-specific QI considerations:
· Ensure screening for and documentation of current pregnancy or pregnancy in the last year on ED triage. 
· Educate ED providers on SHTN in pregnant and postpartum people.
· Internally monitor timely treatment of SHTN in ED.



Why does the denominator measure number of patients with SHTN, not number of instances of SHTN?
· 5 patients with untimely treatment of persistent SHTN versus one patient with 5 persistent SHTN episodes untimely treated.
· First is a broader systems issue, second requires careful case review.
· Metric seeks to assess overall trends in processes of care, not outliers in care.
· Other facility-specific QI considerations:
· Internally monitor timely treatment of all instances of SHTN, but still report timely treatment to AIM based on first persistent SHTN episode.

The same patient has been admitted twice with persistent SHTN episodes in each admission. How should they be counted in the denominator?
· In this case, count the patient twice in the denominator.
· Unique patient identifiers may not be readily accessible, if available at all, to determine timely treatment. 
· Assume each admission is a unique patient and measure persistent SHTN episodes and timely treatment from the first SHTN range BP reading.

Why measure timely treatment from the first SHTN BP reading on OB?
· Possible delays in follow-up BP measurement may mean that patients do not receive treatment within an hour if measuring timely treatment from a follow-up BP reading.
· Delay in follow-up BP reading a gap in patient safety.
· Measure based on first SHTN BP reading on OB due to potential lack of EMR interoperability for assessing vital signs taken on other departments.

Why measure timely treatment and not whether patient’s BP returned to normal or non-SHTN range?
· Providers can control their response – the process of timely treatment – but cannot necessarily control patient BP in response to treatment – the patient health outcome. 
· This is why AIM designed timely treatment of SHTN as a process measure, not an outcome measure.

How do you account for transfers in and out of a facility?
· Identify the first SHTN episode at your facility and whether it was treated within 60 minutes.
· As a patient is transferred in, identify the first SHTN episode on OB – not any prior SHTN range BP readings at a different department or facility – to track timely treatment.
· As a patient is transferred out, the receiving facility is responsible for identifying any additional or new SHTN episodes and tracking timely treatment.
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