Immediate Postpartum Discharge Appointments and Workflow

HDP Diagnosis
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Consult Management
PCWC of HDP:
MFM as PP HTN
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Eligible
for
PCWC?

No:
Counseling and
referral to PCP

No HDP Diagnosis:
@ risk for HDP*

3 - 7d TC appointment with LVN
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SBP >=140
DBP >=90

Emergent:
SBP >=160

DBP >=110

Caution:
SBP >=130
DBP >=85

Yes:
Referral to PP
Cardiometabolic
Wellness Clinic
(PCWC)

Refer to NP:
Evaluation and
Management
for HDP

Present to
OBED

Voalte:
Triage RN
and
OB Triage
Provider

OB NP Consult

Counseling and
precautions
reviewed

Schedule LVN
TC f/u in 1 week

Normal BP:
SBP <130

DBP < 85

Counseling and
precautions
reviewed

RTO for routine
PP visit

*cHTN; elevated BP during intrapartum course, but did not meet criteria for HDP; other per PP discharge provider



New Onset Postpartum HTN: Outpatient Evaluation and Management

New onset elevated BP:
SBP>=140
OR
DBP >=90

Repeat
BP

ALERT SYMPTOMS:
Persistent headache despite
treatment
Severe abdominal / RUQ pain
Epigastric pain
Shortness of breath
Chest Pain
Visual disturbances
Facial swelling
Severe low extremity swelling

* Voalte Triage RN and OB Triage Provider for warm hand-off
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PerS|stentIy Continue to San Francisco
Elevated > No Monitor
BP?
ves Diagnosis: Postpartum HTN
% \nitiate anti-HTN medication
(%4 Order preeclampsia labs:
AST, ALT, Creatinine, CBC
Are ALERT w/PLT
symptoms Yes OB ED* f%4Schedule short-term follow up in
present? 1-2d
(% Increase home monitoring of BP
%4 Counseling on diagnosis and
Severe Range warning symptoms
Pressures? (%4 Confirm has PCP; recommend
No SBP>=160 Yes scheduling PCP follow up
OR
DBP>= 110
SBP >= 140 and < 160
OR
No DBP >=90 and < 110
and
NO ALERT SX




Self Assessment of Home Blood Pressure

Ensure accurate technique for measurement of BP @ home:

Using upper arm BP cuff

Upper arm bare without restrictive clothing

Cuff is the appropriate size:

bladder 40% circumference and encircles 80% of arm
Seated or semi-reclined

Back supported

Arm rested, raised to heart level of heart

Feet flat on floor (not dangling or legs crossed)
Measurement preceded by a minimum of 10 min rest
period

Within 30 min prior to measurement:

Do not eat, use caffeine, exercise, smoke

Empty bladder

Breathe normally; do not talk during measurement
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Ensure validated and accurate home BP cuff:

° Using a validated BP cuff

° Confirm home BP cuff calibrated @ UCSF medical

office.

Resources to share with patients on how to take BP:
https://www.preeclampsia.org/blood-pressure

Resources on validated home BP cuffs to use:
https://www.validatebp.org/

https://www.stridebp.org/bp-monitors/

https://www.stridebp.org/pregnancy-pdf/




Algorithm for Outpatient New Onset Postpartum Preeclampsia Diagnosis

New Onset Postpartum Hypertension
SBP >=140 mm hg
and/or

HTN Only

DBP >= 90 mm hg
On 2 occasions >=4h apart

.

BP < 160/110

PP Gestational HTN
PEC w/o SF

[Provider preference
to collect spot urine P:C]
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HTN PLUS:
[
I I I I I |
Persistent * Pulmonary Thrombocytopenia CNS Symptoms Impaired Kidney Hepatic Abnormality
Severe Range Edema Function
BPs Platelet e New-onset cerebral e Impaired liver
count <100 or visual disturbance: e Serum creatinine function: serum
SBP >= 160 eg, blurred vision, >1.1 mg/dL [97.2 transaminase
and/or flashing lights, micromol/L] concentration >2x the

DBP >= 110 sparks, scotomata and/or upper limit of normal

* Short interval
(e.g., 15 min)

and/or
Severe headache; or,
headache that
persists and
progresses despite
analgesic therapy
(and not accounted for
by alternative
diagnoses)

e Doubling of the
serum creatinine
concentration in the
absence of other
kidney disease

4

A

range
and/or
e Severe persistent
RUQ or epigastric
pain unresponsive to
medication
(and not accounted for
by an alternative
diagnosis)

New Onset Postpartum Preeclampsia with Severe Features

|::> Refer to OB ED* for evaluation and monitoring

* Voalte Triage RN and OB Triage Provider for warm hand-off



New Onset Postpartum HTN in the Outpatient Setting: Medication Initiation and Titration U%F
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Considerations for

Initiation and Titration of First Line Agents

Anti-HTN Medication
: Initiation:
: @ Lactation status?
: @ Prior anti-HTN
f medication history?
. @ Hemodynamic status?
: o Resting heart rate?

Consult PCWC MFM as
indicated

Schedule follow up visit in
. 1-2 days

Consider OB ED triage
. evaluation if BP difficult to
© control outpatient

Nifedipine XR

Start 30mg XR

Increase to
30mg XR BID
if BP remains elevated

TARGET BP:

SBP >= 110 and < 140
DBP >= 60 and < 90

Labetalol

Start 200 mg BID

:

Increase by
30mg XR on all doses until
maximum dose achieved

Total daily MAX:

If at maximum
dose and BP
remains elevated,

120 mg XR

Increase to 200 mg TID
or increase by 100 mg BID
if BP remains elevated

:

Increase by 100-200 mg
on all doses until maximum
dose achieved

Total daily MAX:

ADD other
medication to
regimen

2400mg




Medication Management for gHTN, PP HTN, Preeclampsia, and SIPE in the Outpatient Setting U%F

TARGET BP:
SBP >= 110 and < 140
DBP >= 60 and < 90

Maintain
current dose
regimen

Is BP NOT in target range?
Confirm repeat BP is NOT in target range

[For MRBPs or below target BP: reassess in 4h. For SRBPs - reassess in 15min]

University of California
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SBP <110
DBP <60

If normotensive after
2-4wPP, consider titration

down of medications
[Consider if BP within target x 3-5
days consistently]

A

Titrate down

on medication
[If <2wPP, titrate with
caution]

SBP >= 160
and/or
DBP >= 110

If Anti-HTN medication
still indicated to maintain
target BP by
12 weeks PP:
— New persistent HTN
— Transition care to PCP
— Place Cardiology referral
to PCWC

Titrate down a
single agent at
atimein
reverse order of
up-titration, or
decrease by
30-50%

Symptomatic
with Alert
Symptoms?

—T

YES

NO

SBP >= 140 SBP >= 140
DBP >= 90 and/or
DBP >=90
AND
Symptomatic
Titrate up until SWIth ,?Iert
maintained in ymploms
target range
Consider OB ED
addition of 2nd Triage*
agent as
indicated by
clinical course
to maintain
target BP

Continued on
next slide




Outpatient HTN Medication Management for gHTN, PP HTN, Preeclampsia, and SIPE: Continued U%F

Sustained gg;v?:rrﬂrtqyoic;fcocmiforma
Severealiznge BP OB ED Triage*
Asymptomatic: > Prior diagnosis NO L
SBP >= 160 of PEC with SF? Schedule in-clinic
“Acute” visit in 1-2d
and/or
DBP >= 110
Titrate Anti-HTN VES : Echedule in-clinic “Acute” visit in 1-2d
medication dosage or after-hours/weekend follqw—up on
home BP checks for medication titration or
lab results:
If short interval follow-up needs Voalte for warm hand-off:
to occur after clinic hours™* OB MD triage provider, Triage
RNs, and OB Chief Resident
Short interval e To schedule triage visit for lab draw or
BP follow up BP Improved: in-person BP checks:
after dose adjustment SBP < 160 and DBP < 110 Call HUSC (6-7670) to schedule and
(ideally 4-6h~) No Alert Symptoms add to Snap Board
e Escalate to MFM of the day PRN
OB ED Sustained Severe Range BP:
precautions SBP >= 160 and/or
reviewed DBP >= 110 OB ED Triage*
* Voalte Triage RN and
Schedule in-clinic OB Triage Provider for
New onset alert symptoms “Acute” visit in 1-2d warm hand-off




