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Intervention Tools

Hypertensive disorders of pregnancy, including preeclampsia, are a significant driver of maternal and perinatal morbidity
and mortality. In a study evaluating 2017 state-based variability in hypertensive disorders of pregnancy, Louisiana had the
highest adjusted prevalence at 9.3 percent® In Louisiana, from 2011-2016, 3 of the 36 confirmed pregnancy related
deaths were due to preeclampsia or eclampsia and 15 were due to hypertension induced cardiovascular disease.’ In
2014, the United State Preventative Services Task Force (USPSTF) issued a grade B recommendation for the initiation of
aspirin 81mg in persons with any high risk factor for preeclampsia beginning at 12 weeks gestational age for preeclampsia
risk reduction. It also supports the use of 81mg aspirin in persons with multiple moderate risk factors.

In the Ochsner University Hospital and Clinics Louisiana State University Family Medicine (OUHC LSU FM) Obstetrics
Clinic, there has been a significant variation in the implementation of this USPSTF recommendation. The Society for
Maternal-Fetal Medicine (SMFM) has proposed standardized checklists to improve the identification of persons who fit the
criteria for aspirin (ASA) initiation for preeclampsia risk reduction.® We believe introducing a screening checklist in our
clinic may improve resident, faculty and staff awareness of the USPSTF guideline, the identification of women who are at
increased risk for preeclampsia, the recommendation and/or prescription of ASA 81 mg to these women, and patient
education regarding preeclampsia.

Project Description and Methodology

We used the Plan, Do, Study, Act (PDSA) quality improvement (Ql) model. Surveys were sent to OUHC LSU FM clinic
physicians, nurses, and medical assistants to assess baseline knowledge of the USPSTF recommendation regarding ASA
81 mg for preeclampsia risk reduction and the high and moderate risk factors for preeclampsia per the
USPSTF. Education was given at the end of the survey to provide information on the evidenced based guidelines for
screening and identifying preeclampsia risk factors, and the prescription of ASA 81mg for preeclampsia risk reduction.

A standardized screening checklist was then implemented in the OUHC LSU FM initial obstetrics clinic. A protocol was
established to have our clinical team verbally complete the checklist with each patient and determine if the patient meets
criteria for aspirin use. The checklist results are reviewed and then scanned into the electronic medical record (EMR). Sub
interventions were also used to support the utilization of the screening checklists, including:

« A flyer in the FMOB clinic rooms encouraging residents to recommend and prescribe ASA 81 mg to patient’'s who meet
USPSTF criteria

* A card attached to physical charts signifying the patients who met criteria for ASA 81 mg per the risk factor screening
tool

« An auto text tool to aid in the documentation of the recommendation and/or prescription of ASA 81 mg and
preeclampsia related patient education

Both retrospective and prospective chart review took place to collect data from charts completed 3 months prior to the
above intervention. We also reviewed data approximately 1 month and 4 months post the intervention. In addition to the
scanned in screening checklists, we collected available demographic data from the chart. We determined the number of
patients who met USPSTF ASA 81 mg recommendation or consideration criteria, the number of patients with documented
recommendation and/or prescription of ASA 81 mg by the 12 to 16 weeks gestation age time frame or soonest
surrounding appointment, and the number of patients with documented preeclampsia education provided.

This data will be presented to the OUHC LSU FMC clinic physicians, nurses, medical assistants and administrative
leaders to improve the identification of pregnant persons at increased risk for preeclampsia, the recommendation or
consideration of ASA 81 mg at 12 to 16 weeks gestational age for preeclampsia risk reduction, and patient education
regarding preeclampsia in pregnant persons at increased risk for preeclampsia.
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Results/Evaluation

We reviewed 178 total charts, 45 of which were excluded during the data analysis process due to patients not meeting risk
factor criteria for ASA 81 mg (22 patients), being 28 WGA or greater (27 patients) and/or having a contraindication to ASA
81 mg at time of initial OB visit (2 patients). 73 charts were analyzed in the pre-intervention stage and 60 in the intervention
stage. In the pre-intervention phase, 11/73 (15.1%) of patients had at least 1 high risk factor and 62/73 (84.9%) had only at
least 2 moderate risk factors. In the post-intervention phase, 13/60 (21.7%) of patients had at least 1 high risk factor and
47/60 (78.33%) had only at least 2 moderate risk factors. In both groups, history of preeclampsia and chronic hypertension
were the most common high-risk factors and low socioeconomic status, Black/African descent and obesity were the most
common moderate risk factors.

15/73 (20.5%) of patients were recommended ASA in the pre-intervention phase versus 15/60 (25%) of post-intervention
patients (p-value .677). In the pre-intervention phase 8/73 (10.96%) patients were prescribed ASA vs. 11/60 (18.33%) of
the post-intervention phase patients (p-value .32). 2 of the patients of the post-intervention phase were prescribed ASA, but
documentation of recommendation wasn’t included in the charts while all the pre-intervention patients who were prescribed
ASA had additional documentation of recommendation. Patients who received prescriptions and/or recommended ASA
were more likely to have at least 1 high risk factor for pre-eclampsia ( p-value <.001) and/or a history of preeclampsia (p-
value <.001). However, in the post intervention phase, there was a decrease in the recommendation and/or prescription of
ASA from 72.7% to 53.8% (p-value .4225) in those with at least 1 high risk factor. Conversely, there was an increase of the
recommendation and/or prescription of ASA from 11.29% to 17.24% in those with only at least 2 moderate risk factors.

Faculty/Staff and Resident Knowledge Assessment Results

Pre-Intervention: 16 residents and 8 faculty completed the survey. 8/16 (50%) and 7/8 (87.5%))
residents and faculty respectively were aware of the USPSTF preeclampsia guidelines.

Post-Intervention: 18 residents and 7 faculty completed the survey. 18/18 (100%) and 7/7
(100%) residents and faculty respectively were aware of the USPSTF preeclampsia guidelines.

Knowledge Assessment Tool
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Results/Evaluation
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Conclusions and Future Plans

Hypertension and cardiovascular adverse outcomes in pregnant persons are partially modifiable through
programming that improves identification of those at risk, routine screening for disease, timely medical
management, and patient education. We have shown that the use of a standardized screening tool is beneficial in
identifying patients with risk factors for preeclampsia. We were also able to aid our clinic in initiating discussions
with patients about preeclampsia, the associated risks, and the signs/symptoms to be aware of through clinic
posters placed in obstetric exam rooms.

Even so, improving provider knowledge and patient screening only modestly improved the number of patients
prescribed ASA for pre-eclampsia risk reduction. However, the number of patients with only moderate risk factors
who were prescribed ASA increased. This is reassuring, as we believe these patients are more likely to be
unidentified secondary to the more innocuous perception of moderate risk factors for preeclampsia.

We were able to identify some barriers to implementing the USPSTF recommendation to initiate ASA 81 mg at 12
to 16 WGA for preeclampsia prevention, which included:

1 Resident Comfort. some residents were not comfortable with recommending ASA secondary to concern for
adverse effects, poor understanding of evidence behind certain risk factors, fear of challenging patient
conversations, and lack of faculty/attending support.

[ Patient Concern: we found that some patients were more inclined to initiate the aspirin if it were prescribed.
Some patients also did not understand why they were at increased risk.

1 EMR Integration: though we created an EMR auto-text, it was separate from the standard Initial OB clinic
template, and this limited resident uptake.

1 Barriers to prenatal care: if patients have less visits, there are not as many opportunities to initiate ASA.

In future initiatives, we would like to provide more educational sessions with the residents and faculty to discuss the
barriers preventing the implementation of this recommendation. We hope that increasing adherence to
this guideline can reduce preeclampsia in our patient population and in turn improve adverse maternal and
perinatal morbidity and mortality in our region. The impact of increased adherence of this recommendation in our
clinic can be studied in the future.
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