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Agenda

9:00-9:30 Welcome and Introductions
(KPQC Team)

9:30-11:00 Session 1: OB Emergencies & Transport
(Heather Scruton, RNC-OB and Heather Morgan, MD)

11:00-11:30 Session 2: Hot Topics in OB: 2025
(Tara Chettiar, MD, FACOG)

11:30-12:00 Session 3: Preterm Babies in 2025, what’s the big deal?
(Jenny Espy, ARNP, NNP-BC)
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Rapid Response 2025

.



APPENDICES & OTHER RESOURCES

Rapid Response

AIM: OB Emergency Readiness Resource Kit

https://saferbirth.org/aim-obstetric-emergency-readiness-resource-kit/

Appendix A -"r‘i

Section highlights:
P Condition- and event-specific
equipment and medications

for care of obstetric patients in
the Emergency Department

Resource 42) )/

Section highlights:

P Printable facility example
hemorrhage cart supply list

i~

Resource 7

—

Section highlights:

P Eclampsia Algorithm

P Acute Hypertension in
Pregnancy & Postpartum
Algorithm

Appendix B 1 @j

Section highlights:

P Example supplies list for an
obstetric hemorrhage cart,
bag, or box

Resource

>

Section highlights:

p ACOG Obstetric Emergency
Algorithms for Emergency
Departments

P Pregnancy Status Sign

Resource: Obstetric "r'
Simulation Scenarios for the
Emergency Department

Section highlights:
P Sixscenarios

P Can be used in any level of
fidelity simulation

Resource

Section highlights:

P Example obstetric hemorrhage
documentation flowsheet for
inclusion in @ hemorrhage
cart, bag, or box

o~
Resource th
o

Section highlights:

P Cardiac Disease in Pregnancy
and Postpartum Algorithm for
Care in Emergency
Departments

Resource: Obstetric K

E Readi o
mergency Keadiness

Measurement Strategy

Section highlights:

P Measures to support data-
driven quality improvement in
non-obstetric settings.



https://saferbirth.org/aim-obstetric-emergency-readiness-resource-kit/

WEBSITE Updated!
www.kansaspgc.org



http://www.kansaspqc.org/

SHTN Bundle Update: Resources

KPQC Website:

https://kansaspqc.kdhe.ks.gov/resources/severe-
hypertension-initiative-resources/#toggle-id-4

KDHE Website:

https://www.kdhe.ks.gov/2350/Perinatal-Hypertension-
Toolkit

Provider resources and articles (sent!):

https://www.acog.org/community/districts-and-
sections/district-1i/programs-and-resources/safe-
motherhood-initiative/severe-hypertension



https://kansaspqc.kdhe.ks.gov/resources/severe-hypertension-initiative-resources/#toggle-id-4
https://kansaspqc.kdhe.ks.gov/resources/severe-hypertension-initiative-resources/#toggle-id-4
https://www.kdhe.ks.gov/2350/Perinatal-Hypertension-Toolkit
https://www.kdhe.ks.gov/2350/Perinatal-Hypertension-Toolkit
https://www.acog.org/community/districts-and-sections/district-ii/programs-and-resources/safe-motherhood-initiative/severe-hypertension
https://www.acog.org/community/districts-and-sections/district-ii/programs-and-resources/safe-motherhood-initiative/severe-hypertension
https://www.acog.org/community/districts-and-sections/district-ii/programs-and-resources/safe-motherhood-initiative/severe-hypertension

AAP-Immunization-Schedule.pdf

Rapid Response
AAP Vaccine Update: 2025



https://downloads.aap.org/AAP/PDF/AAP-Immunization-Schedule.pdf?_gl=1*1r0qbyn*_ga*MjczMjM1MTYyLjE3NTU2MjMwOTI.*_ga_FD9D3XZVQQ*czE3NTU2MjMwOTIkbzEkZzEkdDE3NTU2MjMxMTAkajQyJGwwJGgw

Rapid Response: SSRIs in Pregnancy

Statements from leading maternal mental health organizations:

ACOG Statement on the Benefit of Access to SSRIs During Pregnancy | ACOG

SMFEM Statement on SSRIs and Pregnancy - Society for Maternal-Fetal Medicine

PSI Response: FDA Panel Discussion Regarding SSRI in Pregnancy | Postpartum Support International

(PSI)

Our Response to the FDA SSRI Roundtable - Policy Center for Maternal Mental Health

“Once again, the mother’s wellbeinq is sidelined.” MMHLA Executive Director Responds to FDA Panel on
SSRIs and Pregnancy — Maternal Mental Health Leadership Alliance: MMHLA



https://urldefense.com/v3/__https:/www.acog.org/news/news-releases/2025/07/statement-on-benefit-of-access-to-ssris-during-pregnancy*:*:text=Unfortunately*2C*20the*20many*20outlandish*20and,getting*20the*20treatment*20they*20need.__;I34lJSUlJSUlJSU!!NKQdatwUU9k7lA!RGxeAiCfG72F3KbgA1xHli2y1K__OBSeVl_M5xIPiP-2h29ztj85XtkcjEcZehjddagu8NIBauqjB4QMaL2NHW3npEG2lI_fmw$
https://urldefense.com/v3/__https:/www.smfm.org/news/smfm-statement-on-ssris-and-pregnancy__;!!NKQdatwUU9k7lA!RGxeAiCfG72F3KbgA1xHli2y1K__OBSeVl_M5xIPiP-2h29ztj85XtkcjEcZehjddagu8NIBauqjB4QMaL2NHW3npEEvZn3ebA$
https://urldefense.com/v3/__https:/postpartum.net/fda-panel-discussion-regarding-ssri-in-pregnancy/__;!!NKQdatwUU9k7lA!RGxeAiCfG72F3KbgA1xHli2y1K__OBSeVl_M5xIPiP-2h29ztj85XtkcjEcZehjddagu8NIBauqjB4QMaL2NHW3npEE7aEfAHQ$
https://urldefense.com/v3/__https:/postpartum.net/fda-panel-discussion-regarding-ssri-in-pregnancy/__;!!NKQdatwUU9k7lA!RGxeAiCfG72F3KbgA1xHli2y1K__OBSeVl_M5xIPiP-2h29ztj85XtkcjEcZehjddagu8NIBauqjB4QMaL2NHW3npEE7aEfAHQ$
https://urldefense.com/v3/__https:/policycentermmh.org/a-response-to-the-fda-ssri-roundtable/__;!!NKQdatwUU9k7lA!RGxeAiCfG72F3KbgA1xHli2y1K__OBSeVl_M5xIPiP-2h29ztj85XtkcjEcZehjddagu8NIBauqjB4QMaL2NHW3npEFgIdktNA$
https://urldefense.com/v3/__https:/www.mmhla.org/articles/mmhla-executive-director-responds-to-fda-panel-on-ssris-and-pregnancy__;!!NKQdatwUU9k7lA!RGxeAiCfG72F3KbgA1xHli2y1K__OBSeVl_M5xIPiP-2h29ztj85XtkcjEcZehjddagu8NIBauqjB4QMaL2NHW3npEHiy2pGXw$
https://urldefense.com/v3/__https:/www.mmhla.org/articles/mmhla-executive-director-responds-to-fda-panel-on-ssris-and-pregnancy__;!!NKQdatwUU9k7lA!RGxeAiCfG72F3KbgA1xHli2y1K__OBSeVl_M5xIPiP-2h29ztj85XtkcjEcZehjddagu8NIBauqjB4QMaL2NHW3npEHiy2pGXw$




KPQC: What’s on the “MENU"?

Birthing & Non-birthing hospitals: SHTN Protocols sharing
KPQC options for shared resources and education: more than just HTN!

SHTN Birthing & Non-birthing Facilities

Resource Menu

Project Project Lead Resource Available

Maternal Warning Signs Kansas Perinatal Quality Collaborative (KPQC) POSTBIRTH training, KDHE MWS Toolkit

Hypertensive Disease in Pregnancy & Postpartum KPQC Training on inpatient & outpatient identification, treatment, and follow up of hypertensive dised
Maternal Mental Health Kansas Connecting Communities (KCC) Maternal Mental Health & Substance Abuse Disorder: Inpatient/outpatient screening and local refer
Intimate Partner Violence Maternal Anti-Violance Innovation and Sharing (MAVIS) & KCC|Intimate Partner Violence: screening and local referrals

Breastfeeding: training & education Kansas Breastfeeding Coalition The Kansas Breastfeeding Coalition provides staff education, support, and resources to help hospital
Breastfeeding: Hospital Designation A High 5 for Mom & Baby, KS High 5 designation including Premier; update or new designation

Breastfeeding: Hospital Designation B Baby Friendly, KS Baby Friendly designation; update or new designation

Birth Equity K3 Birth Equity Network Birth Equity work: state or local level

Fetal monitoring Fetal monitoring Education and resources for inpatient and outpatient fetal monitoring

SSDOH needs: Inpatient to Outpatient referral options (local) Kansas Perinatal Community Collaborative Connecting inpatient care to outpatient public health partners (Home visiting, OB Mavigation, WIC, B
OB Navigation, Community Health Workers, Doula, Home Visiting options [loegKansas Dept of Health & Environment: Maternal Child Health |Inpatient and outpatient connections via navigation, social work, home visiting

OB Simulations Kpac Inpatient OB, ED, Nursery Simulations (ie. PP Hemorrhage, NRP, HTN Emergency)

OB Emergency Readiness Kit Kpac AIM OB Readiness Bundle for Non-birthing facilities, Birthing Facilities with lower volume OB units, ¢

Family Planning Kpac Family planning education, resources. Includes LARC toolkit.

EMS Transfers (local) KPQC Collaboration with and protocols for EMS transfer into and between hospitals
Neonatal Abstinence Syndrome KPac Continuation or connection to resources related to KPQC NAS Initiative (prior to 2020)




Update on SHTN AIM Bundle

.



Kansas: SHTN Model




SHTN AIM Safely Bundle Enroliment

¥ 39 Birthing
Facilities

Y1 Non-birthing
Facilities




Kansas: SHTN Model




SHTN AIM Safety Bundle Update




Policy and Procedure for SHTN

SHTN S1: Does your hospital have a Severe HTN/Preeclampsia policy and procedure
(reviewed and updated in the last two years)?




Unit Drills

All P3A: During this reporting period, how many total OB drills (in Situ and or Sim Lab) were
performed on your unit for any maternal safety topic?




POSTBIRTH — Birthing facilities enrolled in SHTN AIM bundle

ALL S4: Has your department developed/curated patient education materials on urgent
postpartum warning signs that align with culturally and linguistically appropriate standard?




POSTBIRTH — Al enrolled in the SHTN AIM bundle

ALL S4: Has your department developed/curated patient education materials on urgent
postpartum warning signs that align with culturally and linguistically appropriate standard?




Collaborations




SHTN Bundle Update: Collaborations

POST BIRTH TRAINING: 7/17 request additional training

HTN in Pregnancy Education: 11/17 request and includes ED staff as well as provider buy in and
how to incorporate into policies

Maternal Mental Health (PSI): 6/17 requested direct TA from KCC

IPV (CUES): 11/17 stated they needed IPV education including CUES training
Breastfeeding: 4/17 needed

Fetal Monitoring: 3/17 need

Inpatient to outpatient referral: 5/17 request this

Sims: 3/17 requested this (coming in 2026 for all)

Family Planning: 8/17 request this

EMS Transfer Collab: 7/17 request this




Best practice models




Univ of KS KC- July 2025 policy!




Univ of KS KC- July 2025 policy!




Mitchell County Hospital Health Systems
Champion: Nicki Cleveland




Kansas Cuff Project

Resources statewide
for provider and
patient education on
hypertensive disease
in pregnancy.

Statewide
Resource
Launch

BP Cuff
Pilot
Project

POSTBIRTH
Education

Educate every
provider and pregnant
or postpartum

patient in KS on
POSTBIRTH warning
signs.

Pilot project in high-
risk counties with free
BP-cuffs for SMBP
surveillance and
support.




SHTN: Bundle Timeline




Community Support for Positive Clinical Outcomes

Clinical

Perinatal
Care
: Providers
Birth and Prenatal
Postpartum Education
Doulas

Mental/ P ' |
Beh%r\]/ti%ral e rl n ata Social
Health Services

Providers Person

Community
AlSE Health
Hisiting Workers
Birth
Centers




Let's talk about Transport




Today’s Presentations

.



Heather Scruton
MBA, MSN, RNC-OB

Heather Scruton graduated from the University of Kansas School of
Nursing in 1997 and in 2014 received her master’s degrees in nursing
administration and business administration from the University of
Mary. She currently works at Children’s Mercy Hospital in Kansas City
as the Director of Outreach for the Critical Care Transport Team. One
of the busiest specialty transport services in the country, Children’s
Mercy Transport completes approximately 6,000 neonatal, pediatric,
and maternal transports each year, having added the obstetric
service in 2017. Previously, she helped design and open the CMH
Fetal Health Center, which provides high-level fetal intervention and
maternal/fetal medicine within a free-standing pediatric hospital;
only the second of its kind.

Heather has presented nationally on the topics of nursing advances
in fetal medicine, innovative program design and implementation,
communication in healthcare, and maternal-fetal transport. In 2017,
she received the Nurse in Washington Internship scholarship and
attended legislative days on Capitol Hill in 2018, 2019, and 2021
where she educated federal lawmakers on issues including family
medical leave, the opioid epidemic response and rising national
maternal mortality rates. She serves on the Kansas Maternal
Mortality Review Board and was the Kansas AWHONN Legislative
Coordinator from 2015-2020. In 2018, she was awarded the March of
Dimes Women’s Health Nurse of the Year for Kansas City. She has
worked in high-risk Obstetrics for 25 years.



Forgotten Partners: Integration
of EMS in Maternal Mortality
Reduction

Heather Scruton, MBA, MSN, RNC-OB
Children’s Mercy Kansas City
Assistant Director, Critical Care Transport



Objectives:

Demonstrate how Recognize common Articulate 3

to utilize emerging historical and differences in
MMRC data to resistance barriers maternal
provide the “why” inherent in multi- compensatory
to non-obstetric specialty response to

specialties. collaboration. injury/illness



Leading the
World...in a

bad way.




Source: March of Dimes, 2019




CDC(C's Strategies for Preventing Pregnancy-
Related Deaths

e Step 1: Use data to understand
the scope of the problem

e Step 2: Understand the context
of the solution

e Step 3: Identify potential goals
and strategies

e Step 4: Act on strategies

Source: Division of Reproductive Health, Centers for Disease Control, 2022



California Maternal

uallty Ca re Collaboratlve Maternal Mortality Ratio in U.S. and California,

1999-2016
Multi-stakeholder collaborative

founded in 2006, Celebrating 15 years!

Launched with funding from California
Department of Public Health to
address rise in maternal mortality

Maternal Mortality Reviews to Action:
Quality Improvement Toolkits
Large-scale Ql Change Collaboratives
Partner with everyone
Maternal Data Center

CA-PMSS Surveillance Report: Pregnancy-Related Deaths in California, 2008-2016.
CMOCC Mission: E nd preve nta ble morbid |ty’ morta | |ty Sacramento: California Department of Public Health, Maternal, Child and

. . . . . . Adolescent Health Division.2021.
and racial disparities in maternity care



Most important 1st
step is to identify
whether the patient is
or has been pregnant
in the last 6 weeks

If YES @ assess
immediately

ED and OB clinicians
should be notified of
the patient’s arrival
immediately to
expedite evaluation
and treatment



Hypertensive Emergency in Pregnancy/Postpartum

Applies to all forms of HDP: chronic, gestational, and preeclampsia with or without severe
features

Repeat BP within 15 minutes.
> 160 > 110 If BP remains within severe-range -
treat within 30-60 minutes (ideally ASAP).

DO NOT WAIT TO TREAT THE
HYPERTENSIVE EMERGENCY

ACOG Practice Bulletin #222, June 2020



CMQCC/Joint
Commission/ACOG/
SMEM:

Timely Treatment of
Hypertension — strongly
recommended

Most important action to
reduce severe maternal
mortality and morbidity
from hypertensive
disorders of pregnancy is
the rapid timely
treatment of severe
hypertension.






Who am | forgetting?



MMRC data: up to 80% of
cases reviewed had at |least
one encounter with EMS



History of Time
Critical Response
In EMS

e Missouri was the first state in the
nation to comprehensively integrate
the common processes involved in the

medical treatment of time-critical

conditions.

* Encompasses stroke, trauma, STEMI.

e Dr. John Jermyn, a Barnes-Jewish ED
physician and Missouri EMS medical
director

e Started with simple identification of a
TCD by EMS and transport to nearest
hospital.

e “Right care. Right place. Right time.”



Time Critical
Response Goals:

 Timely EMS triage
* Informed diagnosis

e Definitive multi-disciplinary
treatment

Outcomes improve dramatically
with rapid response and
appropriate destination






EMS
Integration:

Find your partners and make new friends.

Discover what they know...and what they don’t.

Discover what they can do...and what they can’t.

Make education free, because your friends are broke.
Real stories make real impact.

Local/State EMS conferences need speakers!

Invite your hospital friends to the party: OB, ED, Transport.



This is not enough.




Physiologic Adaptations of
Pregnancy



Hemodynamics of Pregnancy

CARDIOVASCULAR CHANGES DURING PREGNANCY

Heart Rate Increases 12%-20%

Blood Volume Increases 30%-50%

Plasma Volume Increases 40%-60%

Red Cell Mass Increases 20%-30%

Cardiac Output Increases 30%-50% (40%-45% average)
Stroke Volume Increases 25%-30%

Systemic Vascular Resistance Decreases 20%-30%

Colloid Oncotic Pressure Decreases 20%

Diastolic Blood Pressure Decreases 10-15 mm Hg by 24-32 weeks



Gestational Hypertension
Eclampsia/Preeclampsia

Hypertensive

Preeclampsia with Severe Features

Disorders of _ _
regnancy
HELLP Svndrome
AKA :

Pregnancy Induced Hypertension (PIH)

“Toxemia”




Pulmonary
Considerations

Metabolic rate increases
Increased oxygen requirements
Shunting to uterus and placenta
10x risk of failed intubation

High risk of aspiration

Cricoid pressure



Hypercoagulable state

Protective at delivery —
hemostasis

Risk of VTE quadruples
following delivery




/ MgSO4: so easy to
Sscrew up.

» Used differently in obstetrics!
» Generally misunderstood by EMS
» Neuroprotection?

» Maternal Side Effects
at infusion site, flushing
» Decreased LOC
» Loss of DTRs
» Respiratory depression

» Safety measures
» On a pump, every time
» Calcium gluconate, locked and loaded




When “normal” sometimes isn'’t...

Fatigue

Exertional dyspnea

Mild tachycardia
LE edema
Pain
Headache




Maternal Code Blue

e Displace uterus manually
earge bore IV(s)

e Delivery optimizes outcomes.
Transport to facility with surgical
capabilities






Challenges:

* Fear

* No fear

* The wrong fear

* Arrogance

* Connections

e Habits

 Exposure

* It’s not always who you expect.



e Champions
e OB nurses and providers

SO‘ UtionS: e ED nurses and providers

N()t ad one- e EMS frontline, medical directors, leadership
. e Hospital/EMS Administration
SpeCIalty e State MMRC
task_ * State h(?spltal asso.uat.lon
e Professional organizations '

* Even social media?

/

—




L]
.........

L
® 50 *

Create

But one

person can

create big Volunteer
. e Gettok

Changes' y:ur?ocgfg)vB

experts

e Critical access
hospitals




Here’s what | did...

e Assistant Director, Critical Care Transport and
EMS Relations

e Maternal transport program
e QOutreach education

* Kansas MMRC

» State EMS meetings

* Relationship-building/sharing the why
e Joseph House, Deputy Director, Kansas
Board of EMS

 Mandatory statewide EMS documentation
addition: “Are you now or have you been
pregnant in the past 12 months?”

* National Association of State EMS Officials






« 35yo African American G1P0
* 24 hours post-op C/S for NRFHTs

» Excellent physical condition, though
h/o “blood clots” 7 years prior

 Pt. ¢/o cough, SOB, anxiety, post-
surgical pain. “l think I'm dying!”




 Pt. requests CT/heparin, as she
believes she is experiencing a blood
clot.

* Nurse concludes patient is "not
thinking clearly” due to pain
medicine.

 Pt. continues to experience
symptoms, vehemently insists her
physician be paged.



* Physician to bedside, performs bilat
eg u/s, which was “normal’.

» Patient persists in insisting on
CT/heparin.

« CT performed: pulmonary embolus
identified.

* Percutaneous embolectomy
successful. Patient eventually d/c to
home on heightened surveillance,
heparin, and bedrest.










https://www.cdc.gov/reproductivehealth/maternal-mortality/index.html

https://www.cmaqcc.org/

I o
.

Dol, Justine et al. “Timing of maternal mortality and severe morbidity during the postpartum period: a systematic
review.” JBl evidence synthesis vol. 20,9 2119-2194. 1 Sep. 2022, doi:10.11124/JBIES-20-00578

Horak, Teresa S. MS, RN, RNC-OB, C-EFM; Sanborn, Amy N. DNP, RN. "The need for reliable robust maternal transport
program to improve maternal outcomes in rural America. Clinical Obstetrics and Gynecology 65(4):p 839-847,
December 2022. | DOI: 10.1097/GRF.0000000000000722

Mitchell, Kellie A et al. “Care of the postpartum patient in the emergency department: A systematic review with
implications for maternal mortality” American Journal of Perinatology vol. 40,5 (2023): 489-507. d0i:10.1055/s-
0041-1732455

Oben, Ayamo G et al. “A systematic review of biomarkers associated with maternal infection in pregnant and
postpartum women.” International journal of gynaecology and obstetrics: the official organ of the International
Federation of Gynaecology and Obstetrics vol. 157,1 (2022): 42-50. doi:10.1002/ijgo.13747

https://pubmed.ncbi.nlm.nih.gov/34327686/



https://www.cmqcc.org/
https://www.cmqcc.org/
https://pubmed.ncbi.nlm.nih.gov/34327686/

Heather Scruton, MBA, MSN, RNC-OB
Assistant Director, Critical Care Transport
Children’s Mercy Kansas City
hkscruton@cmh.edu
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Outside the Delivery Room:
What Now?

Dr. Heather Morgan, Neonatologist



Conflicts of Interest

| do not have any conflicts of interest



CHE-

Objectives

ldentify patients that need to be transferred out of your facility.

Know how to contact facilities in the State that can help.

Know in general what resources are available in the different facilities.
What can you do until Transport arrives?

What information can you gather for transport.



Background

18 years of experience working with Transport Teams (Ground and Air)
UMKC: Medical Doctor
KU in Kansas City: Pediatric Residency
Saint Louis University: SSM Cardinal Glennon: NICU Fellowship
Stormont-Vail: 15 Years in the Level 3 NICU
Ascension Via Christi Manhattan: Nursery Medical Director



Higher level of care

Level 4: They can handle anything: Heart Surgery, All subspecialists, ECMO, Nitric Oxide and Jet

ventilator available on transport.
e Children’s Mercy: 1-800-GO-MERCY
e May need to transfer mom to Truman Medical Center (University Hospital): 816-

404-1000

Level 3+: They have a surgeon and can do abdominal surgery but not Cardiac Surgery or ECMO,
Many specialists available. Therapeutic Hypothermia, Transport team available. Nitric Oxide

and Multiple ventilation strategies.
e Overland Park Regional: 913-541-5000

Level 3: May not have a surgeon, No ECMO, Some specialists, Therapeutic Hypothermia,
Transport Team available. Nitric Oxide, Multiple Ventilation Strategies.

e Stormont Vail Medical Center: 877-354-5600

e Wesley Medical Center: 316-962-2000

e Ascension Via Christi Wichita: 316-268-5000



CLRE R

Decision to transfer:
What now?

What resources does your patient need?

Who has the resources needed?

What does the transfer process look like at your facility?
S.T.A.B.L.E.

Contact outside facility

Accepting facility and physician
How will the patient be transported?
How long will it take for transport to get to you?



What to gather: Next steps

S LI L

T = e
H W NN = O

Mom’s facesheet

Infant’s facesheet

Maternal prenatal records and labs

Maternal History and Physical

Delivery Room Record (Apgars and birth story)

Infant’s History and Physical

Pertinent labs: Maternal and Infant

Cloud images or Burn to a disk

Obtain Newborn State Screen prior to transfer

Obtain pictures of newborn for family (Follow your hospital policy)
Get mom started pumping if she is going to breastfeed (If safe)
Emtala paperwork to sign (This is a medically necessary transfer)
Gather parents cell phone numbers for transport team
Summary sheet (Stormont and CMH)



Case Studies

Where do we send the patient?

What information do you need prior to calling transfer line?
What resources are needed?

Family’s preference?




Case Study: No PNC

33 yo G3 P2002 non-english speaking mom from Guatemala
(Speaks K’iche); presents to Labor and Delivery with abdominal
pain. She has only been in the US for ~ 6 weeks and has not
had any prenatal care in the US. She is having contractions.

FHTs are reassuring (Category 1). Cervical exam 2-3 cm 60%
effaced -2 station. Membranes are intact. Mom states she is ™
38 weeks pregnant. Fundal height 38 cm.



Case Study: No PNC

1. What is needed?
e Prenatal Panel
(Blood Type/Screen, HIV, RPR, Hep B panel, Rubella)
e Interpreter
e US: For dates/position/# of babies



Case Study: No PNC

Blood Type O+

Rapid HIV 1 and 2: Positive
Hepatitis B: Negative

RPR: Send Out

Rubella: Send Out

US: 1 Intrauterine fetus: Vertex BPP 8/8
Category 1 fetal heart rate tracing
After fluids contractions are now not as strong but continue every 4-5

minutes

What now?



Case Study: No PNC

Transfer Mom!

Where?
What resources need to be available?

Do you know if your hospital carries AZT IV for mom? Meds
for baby? (Zidovudine, Lamivudine, Nevirapine)



Case #2 Surgical Abdomen

39 3/7 week AGA infant born by uncomplicated vaginal
delivery to a 25 yo G2 now P2002 mom. No prenatal
complications. Normal prenatal labs. Infant has been
breastfeeding. At 12 hours of age infant has had 2 meconium
stools and voided once. At 15 hours of age infant is noted to
have bilious emesis and a tender abdomen.

What now?



Case #2 Surgical Abdomen

Physician is notified and orders a KUB:
O Infantis noted to have distended intestinal loops in the upper abdomen.

Infant now has decreased tone and distended abdomen on exam.

What are you concerned about?
O Malrotation or intestinal atresia.

What resources do you need?
Infant needs evaluation by a surgeon.

o Children’s Mercy or
o Overland Park Regional.



Preterm Labor or Infant

27 yo G1 mom at 32 4/7 weeks gestation presents with abdominal
pain that is coming and going ~every 5 mins for the past 2 hours.

e Early and regular prenatal care.

e Normal prenatal labs.

e Blood type is B+.

e She had a GBS UTI at 8 weeks.

e Membranes are intact.

e Cervical exam 4 cm 70% effaced -2 station.

What now?



Preterm Labor or Infant

Betamethasone (Dexamethasone if Beta unavailable.)

Start GBS antibiotics.
Call for transfer: Any of the Level 3-4 facilities would be

appropriate.



Preterm Labor or Infant

27 yo G1 mom at 32 4/7 weeks gestation presents with abdominal
pain that is coming and going ~every 5 mins for the past 2 hours.

e Early and regular prenatal care.

e Normal prenatal labs.

e Blood type is B+.

e She had GBS UTI at 8 weeks.

e Membranes are ruptured

e Cervical exam 6 cm 70% effaced -2 station.

What now?



Preterm Labor or Infant

e Betamethasone (Dexamethasone if Beta unavailable.)
e Start GBS antibiotics.
e Call for transfer:
o Stormont Vail will come for delivery
m <32 weeks Neonatologist will come
m >32 weeks ARNP will come with team
o CMH or Wichita will come after delivery



HIE due to prolapsed cord

31 yo G2 P1001 mom at 40 3/7 weeks presents in active labor.

Cervix is 6cm 90% effaced and -2 station.
Normal prenatal labs. GBS negative.
OB performs AROM.

2 hours later Fetal heart tones suddenly drop to the 70s and are

not recovering. Drop is between contractions. On cervical exam
the umbilical cord is palpated in front of the head.

What now?



HIE due to prolapsed cord

Do not move your hand.
Call for help!

lift the fetal head off of the cord.
Prepare for an emergency c-section.

At delivery infant is limp and floppy with only occasional gasping
respirations. Heart rate is in the 50s. Infant does not respond to drying
and stimulation. 1 min apgar is 2, 5 min apgar is 3, at 7 minutes infant is
intubated. 10 min apgar: 7 with intubation and PPV.

What now?



HIE due to prolapsed cord

Consider HIE: Turn the warmer off and monitor infant’s temp rectally every 15
minutes.

Obtain Cord gasses

Place a PIV (Avoid antecubitals if possible)

Transfer to any of the Level 3 or 4 hospitals is appropriate.
Do not attempt active cooling.

You have to have active cooling started by 6 hours of life.

Please remember to call early and often!



THE END!
Questions?



Dr. Chettiar is a board-certified obstetrician and gynecologist.
After attending medical school at Creighton University and
completing her OB/GYN residency at the University of Missouri,
Kansas City, she practiced in the metro for 7 years before
returning to academic medicine. She is now working at the
University of Kansas in KC and is the Assistant Program Director
for the OB/GYN residency.

In addition to her work as a general OB/GYN, she has a Perinatal
Mental Health Certification and leads a Maternal Mental Health
Clinic within the clinic at KUMC. Dr. Chettiar is the current chair
of Kansas Maternal Mortality Review Committee as well as the
chair of the Kansas Section of the American College of Obstetrics
and Gynecology and is a passionate advocate for women’s
health.




WHAT'S NEXT?

OR: HOW I LEARNED TO STOP WORRYING AND LOVE SCIENGE







DISCLOSURES

® | LOVE WEST WING

® OH YOU MEAN FINANCIALLY? NONE.

There's literally no one in the
world that | den’t hate right now.




LEARNING OBJECTIVES

® ADDRESS THE CURRENT ISSUES WITH ® REVIEW UPDATED GUIDANCE ON
MISINFORMATION ® MECHANICAL POSTPARTUM
® TYLENOL HEMORRHAGE MANAGEMENT
® VACCINES ® CORD CLAMPING
® SSRIS ® RHOGAM GUIDANCE

® THE INFECTION FORMERLY KNOWN AS
CHORIO
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Combating Misinformation |
ACOG



https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.acog.org%2Fcontact%2Fmedia-center%2Fcombating-misinformation&data=05%7C02%7CJillElizabeth.Nelson%40ks.gov%7C86cd3340bacd4d81655a08de170dce8c%7Cdcae8101c92d480cbc43c6761ccccc5a%7C0%7C0%7C638973545222136568%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=4h2SsHYKeO1Ea3cC3o518YUlzTagu%2B17Dw56Pv%2Bce1k%3D&reserved=0
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.acog.org%2Fcontact%2Fmedia-center%2Fcombating-misinformation&data=05%7C02%7CJillElizabeth.Nelson%40ks.gov%7C86cd3340bacd4d81655a08de170dce8c%7Cdcae8101c92d480cbc43c6761ccccc5a%7C0%7C0%7C638973545222136568%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=4h2SsHYKeO1Ea3cC3o518YUlzTagu%2B17Dw56Pv%2Bce1k%3D&reserved=0
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Resource Links Below:
ACOG Ex lains: Vaccines During Pregnanc

ACOG

Facts Are Important: COVID-19 Vaccines | T“E nEBATE T“AT w0“T SEEM Tn I“E

ACOG

e


https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.acog.org%2Fwomens-health%2Fvideos%2Fvaccines-during-pregnancy&data=05%7C02%7CJillElizabeth.Nelson%40ks.gov%7C86cd3340bacd4d81655a08de170dce8c%7Cdcae8101c92d480cbc43c6761ccccc5a%7C0%7C0%7C638973545222107767%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=9aq154kKt%2BD5akhmya1CtbvENdpfGJamLz6DtiSvlDY%3D&reserved=0
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.acog.org%2Fwomens-health%2Fvideos%2Fvaccines-during-pregnancy&data=05%7C02%7CJillElizabeth.Nelson%40ks.gov%7C86cd3340bacd4d81655a08de170dce8c%7Cdcae8101c92d480cbc43c6761ccccc5a%7C0%7C0%7C638973545222107767%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=9aq154kKt%2BD5akhmya1CtbvENdpfGJamLz6DtiSvlDY%3D&reserved=0
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.acog.org%2Fadvocacy%2Ffacts-are-important%2Fcovid-19-vaccines&data=05%7C02%7CJillElizabeth.Nelson%40ks.gov%7C86cd3340bacd4d81655a08de170dce8c%7Cdcae8101c92d480cbc43c6761ccccc5a%7C0%7C0%7C638973545222122676%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=yt8mQiC0q0lIomFAatx8ocGSEDN%2FRUu4G5rcfeIj%2FDQ%3D&reserved=0
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.acog.org%2Fadvocacy%2Ffacts-are-important%2Fcovid-19-vaccines&data=05%7C02%7CJillElizabeth.Nelson%40ks.gov%7C86cd3340bacd4d81655a08de170dce8c%7Cdcae8101c92d480cbc43c6761ccccc5a%7C0%7C0%7C638973545222122676%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=yt8mQiC0q0lIomFAatx8ocGSEDN%2FRUu4G5rcfeIj%2FDQ%3D&reserved=0
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FDA PANEL ON SSRI USE
" INPREGNANCY

ACOG Statementon the Benefit of Access to
SSRIs During Pregnancy | ACOG ME“TAI. “EAI.T“ |S Al.l. l“ Yﬂ“ﬂ “El\ll
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https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.acog.org%2Fnews%2Fnews-releases%2F2025%2F07%2Fstatement-on-benefit-of-access-to-ssris-during-pregnancy&data=05%7C02%7CJillElizabeth.Nelson%40ks.gov%7C86cd3340bacd4d81655a08de170dce8c%7Cdcae8101c92d480cbc43c6761ccccc5a%7C0%7C0%7C638973545222091496%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=NdM17aALmwYtG8%2BYxM8RaWW%2F68BDXiBH7DlLAOi2xto%3D&reserved=0
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THE GREAT TYLENOL
EVENT OF 2023

Resource Link Below:
Outcomes NOTHING IS SAFE

Acetaminophen Use in Pregnanc and Neurodevelo mental
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https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.acog.org%2Fclinical%2Fclinical-guidance%2Fpractice-advisory%2Farticles%2F2025%2F09%2Facetaminophen-use-in-pregnancy-and-neurodevelopmental-outcomes&data=05%7C02%7CJillElizabeth.Nelson%40ks.gov%7C86cd3340bacd4d81655a08de170dce8c%7Cdcae8101c92d480cbc43c6761ccccc5a%7C0%7C0%7C638973545222061786%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=e5Zdvz1sPHO8wRTKq2Q2mbm%2BZMho%2FfpgOsDmmWDo94w%3D&reserved=0
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.acog.org%2Fclinical%2Fclinical-guidance%2Fpractice-advisory%2Farticles%2F2025%2F09%2Facetaminophen-use-in-pregnancy-and-neurodevelopmental-outcomes&data=05%7C02%7CJillElizabeth.Nelson%40ks.gov%7C86cd3340bacd4d81655a08de170dce8c%7Cdcae8101c92d480cbc43c6761ccccc5a%7C0%7C0%7C638973545222061786%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=e5Zdvz1sPHO8wRTKq2Q2mbm%2BZMho%2FfpgOsDmmWDo94w%3D&reserved=0

CORD CLAMPING

DEFER UMBILICAL CORD CLAMPING FOR AT
LEAST 60 SECONDS IN PRETERM NEONATES
BORN AT LESS THAN 37 WEEKS OF GESTATION
WHO ARE DEEMED NOT TO REQUIRE
IMMEDIATE RESUSCITATION AT BIRTH.

IN PRETERM NEONATES BORN AT 28 0/7-36 6/7
WEEKS OF GESTATION WHO DO NOT RECEIVE
DEFERRED CORD CLAMPING, UMBILICAL CORD
MILKING IS A REASONABLE ALTERNATIVE TO
IMMEDIATE CORD CLAMPING TO IMPROVE
NEONATAL HEMATOLOGIC OUTCOMES.




MEGHANICAL CONTROL OF
HEMORRHAGE

® GIVEN THE AVAILABLE EVIDENCE, THERE IS NOT
ENOUGH INFORMATION TO PREFERENTIALLY
RECOMMEND ONE INTRAUTERINE HEMORRHAGE-
CONTROL DEVICE OVER ANOTHER.

re JADA system

‘ » e _ ® EVERY HOSPITAL AND FACILITY THAT CARES FOR OR

T | TRANSPORTS OBSTETRIC PATIENTS SHOULD PROVIDE b
ACCESS TO EITHER TYPE OF DEVICE AS PART OF A 5.

[erus; vacuum seal rests outside uterus causing uterine contraction | C O M P R E H E N S IV E M A N AG E M E N T A LG O R IT H M FO R P P H .

rce: https://thejadasystem.com




® NIPS APPROVED FOR FETAL BLOOD TYPE AND IF RH NEGATIVE FOREGO RHOGAM

® FOR PATIENTS AT LESS THAN 12 0/7 WEEKS OF GESTATION WHO ARE
UNDERGOING ABORTION OR EXPERIENCING PREGNANCY LOSS:

® FOREGO ROUTINE RH TESTING AND RHIG PROPHYLAXIS.

® ALTHOUGH NOT ROUTINELY INDICATED, RH TESTING AND RHIG
ADMINISTRATION CAN BE CONSIDERED ON AN INDIVIDUAL BASIS IN THE
CONTEXT OF A SHARED DECISION-MAKING DISCUSSION ABOUT THE
POTENTIAL BENEFITS AND RISKS.




INTRARMNIOTIC INFECTION

® FORMERLY KNOWN AS CHORIOAMNIONITIS

® THE DIAGNOSIS OF SUSPECTED INTRAAMNIOTIC
INFECTION IS MADE WHEN

® THE MATERNAL TEMPERATURE IS GREATER THAN OR
EQUAL TO 39.0°C OR

® WHEN THE MATERNAL TEMPERATURE IS 38.0-38.9°C AND

ONE ADDITIONAL CLINICAL RISK FACTOR IS PRESENT.

ust’sald'three things
all'meanithe samefthing




® AMERICAN COLLEGE OF OBSTETRICIANS AND GYNECOLOGISTS
® SOCIETY FOR MATERNAL FETAL MEDICINE

® KANSAS CONNECTING COMMUNITIES
800-332-6267
A Mental Health ,;
Are you kidding me? @@ Consultation
& Resource
Network

Empowering clinicians. Elevating patient care.




Jennifer B. Espy
MSN, APRN, NNP-BC

With over 30 years of experience in neonatal care, Jennifer B. Espy is a
seasoned Neonatal Nurse Practitioner (NNP-BC) specializing in the care
of critically ill neonates. Currently serving as the Lead NNP at Menorah
Medical Center in their Level Il NICU, and working with Sunflower
Neonatology, Jennifer has built a reputation for her deep clinical
expertise and compassionate approach to both neonates and their
families.

Throughout her career, Jennifer has been dedicated to improving
neonatal outcomes, and most recently has been focused on the
intersection of maternal health and neonatal care. Her passion for
educating and mentoring others is reflected in her active involvement in
teaching essential neonatal resuscitation skills, including Neonatal
Resuscitation Program (NRP) and S.T.A.B.L.E. courses, which are critical in
supporting healthcare professionals who care for neonates in high-risk
situations.

A passionate advocate for both neonatal and maternal health, Jennifer
remains at the forefront of trends and practices in neonatal care. Her
hope is that her leadership and mentorship continue to inspire the next
generation of neonatal care providers to treat not only our tiniest of
patients, but also their families, in the most compassionate of ways.



Presented by Jennifer B. Espy MSN, APRN, NNP-BC




OBJECTIVES

* Discuss why we are delivering more preterm/late preterm
babies

* Discuss risk factors babies of mothers with hypertension
face

* Discuss effective ways of supporting families with preterm,
late preterm, and term babies in the NICU



Preterm Deliveries-

There are a number of maternal, fetal, and placental complications In
which elther a late-preterm or early-term delivery is warranted. The
timing of delivery in such cases must balance the maternal and
newbom risks of later-preterm and early-term delivery with the risks
associated with further continuation of pregnancy (ACOG, 2021).

Today, we are going to be looking specifically at maternal
hypertension in relation to preterm deliveries.



As we know, matemal hypertension (HTN) is a contributing factor in the need for preterm
Inductions (<37 weeks), and delivenes.

-Mother's with well controlled CHTN may not need to deliver until 39 6/7 weeks, whereas
mothers with difficult to control CHTN may need to deliver at 36 weeks (ACOG, 2021).

-Those with GHTN without BP’s in the severe range may be delivered at 37 weeks, vs
those with BP’s In the severe range delivered at 34 weeks (ACOG, 2021).

-Those with Pre-E without severe features may be delivered at 37 weeks, with those who
are stable with severe features, needing to be delivered at 34 weeks, while those that are
unstable with severe features would need to be delivered as soon as mom is stabilized,
regardless of gestation, and sometimes viability (ACOG, 2021).



Increased risks of babies born
to mothers with HTN-these risks stem from
Impaired placental blood flow, which can deprive
the fetus of oxygen and nutrients. (ACOG, 2013)

* Increased risk of preterm deliveries
* Growth Restriction

*| ong Term Health Issues



Preterm deliveries < 37 weeks
Late Preterm babies (34-36 6/7 weeks)

* Risk of Respiratory Distress Syndrome (RDS)/Transient Tachypnea of the
Newborn (TTNB)/Persistant Pulmonary Hypertension of the Newborn (PPHN)-
need for respiratory support such as HFNC, CPAP, PPV, surfactant
administration (Wu et al., 2009).

* Difficulty breast/bottle feeding- may require NG feedings, mom’s milk supply
may be delayed due to medications, illness. Use of Donor EBM, high caloric
preterm formulas, BM fortifications (Wu et al., 2009).

* Babies affected by maternal magnesium sulfate administration- babies may
need respiratory support due to poor respiratory drive, may initially need IV
fluids due to need for NPO status, and poor gut motility



Growth Restriction
Weight < 10 percentile for gestational age (Wu et al., 2009)

* Feeding Difficulties-may require feeding specialists, such as OT, Speech
Pathologist. Follow unit’s feeding plans for weight and gestational age.

* Glucose Instability-use of gastric feedings of EBM/DEBM, fortifying with high
calorie, high protein formulas and breast milk fortifiers. May require TPN and
other 1V fluids to support glucose levels.

* Temperature Instability-may need support of radiant warmers, and isolette’s.

* Will need long term follow up of growth, adjusting caloric and protein intake as
needed.



Long Term Health Issues

Exist even for those babies born at term, yet exposed to maternal HTN, Pre-Eclampsia
(Korzeniewski et al., 2022).

* Developmental Delays

* |earning Disorders

* Autism Spectrum Disorders
* ADD/ADHD

e Cardiovascular Diseases-especially increased risk of developing high blood
pressure later in life (Doran, 2023)

* Metabolic Diseases



Supporting Families in the NICU

Family Centered Care (Lee, 2024)

* Presence of parents in the NICU and participation In
their babies’ daily care and decision making

* Skin-to-skin contact
* | actation and breastfeeding support
* Single Family Rooms

* Teaching families appropriate neonatal developmental
support



Educating Families Prior to Delivery

What may contribute to need for NICU stay, or extended hospital stay

* Maternal use of SSRI's- baby’s may have withdrawal
syndrome requiring NICU stay due to respiratory
difficulties, poor feeding, Gl issues (Mamillapalli, 2025).

* [f Mom’s have used opiates, or have been on Methadone,
Subutex, or Suboxone during pregnancy- baby will require
a minimum of 5 day stay in the hospital, not necessarily In
the NICU, for Eat, Sleep, Console (Joint Commission,
2022).



Our Goal Is Healthy Mothers and
Babies, and Well Supported Families!
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Reminder:
NO November or December KQPC Learning Forum

Next up: On-site champion workdays!




Important Dates and Events

In-person CHAMPION Workdays (9 a.m. -1 p.m.)
“West” November 18 at Hays Medical Center

“East” December 2 at Lawrence Memorial Hospital

*Registration information emailed!




Contact Information

Kari Smith, RNC Terrah Stroda, CNM

Maternal QI Coordinator Maternal QI Coordinator

KS Perinatal Quality Collaborative (KPQC) KS Perinatal Quality Collaborative(KPQC)

Kari.Smith@kansaspgc.org tstroda@gmail.com

Michelle Black Jill Nelson

KDHE AIM Coordinator KPQC/KMMRC Coordinator

Michelle.Black@ks.gov KDHE Maternal & Perinatal Initiatives
Consultant

JillElizabeth.Nelson@ks.gov
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