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OBJECTIVES

• Overview of Pregnancy Medical Home Model
• Review diagnostic criteria of hypertensive spectrum in pregnancy
• Discuss collaborative management of patients
• Review 4th trimester management of hypertensive patients



WHAT IS A MEDICAL HOME?

A model of primary care that is patient – 
centered, comprehensive, team – 
based, coordinated, accessible, and 
focused on quality and safety. Hallmarks 
of the medical home are:
• Increased access to care
• Multiple locations
• Team based approach
• Multiple service lines under one roof



• Physicians
• Certified Nurse 

Midwives
• Psychologists
• Pharmacists
• Registered Nurses
• Medical Assistants
• Clinical Therapists
• Social Workers
• Nutritionists
• Health Educators
• Others

Team 
Members

• Obstetrics/Gynecology
• Pediatrics
• Behavioral Health
• Optometry
• Dentistry 
• Radiology
• Pathology
• Pharmacy
• Speech Therapy

Services



MEDICAL HOME





IMPACT OF THE MEDICAL HOME

✓ ED visits
✓ Hospitalizations
✓ Per member per month costs
✓ Readmissions following 

discharge
✓ Length of stay



MATERNAL MORTALITY IN THE US

• The United States has the 
highest maternal mortality 
among developed nations

• Maternal mortality in Texas and 
specifically in Harris County in 
unacceptably high
• 14.6 -18.6 deaths/ 100,000



CAUSES OF MATERNAL MORTALITY 



INFANT MORTALITY IN US





MATERNAL MORTALITY DOESN’T 
JUST HAPPEN

Obesity 
Hypertension 

Diabetes 
Postpartum hemorrhage

Heart Failure 
Acute Myocardial Infarction 

Transfusion > 4 units 
OR take back 
Hysterectomy 

Eclampsia



THE PROBLEM

• Leading cause of maternal and perinatal morbidity 
• In the U.S. 12% of maternal deaths are attributable to preeclampsia and 

eclampsia
• Occurs in 5-10% pregnancies worldwide
• Accounts for 15% of preterm births in the U.S.
• Infants born to mothers with pre-eclampsia are at increased risk of growth 

restriction, NICU admission and neonatal death
• In 2012, the cost of preeclampsia within the first 12 months of delivery was 

$2.18 billion in the United States



WHAT NOW?

• Previous c - section
• Depression
• GDM in previous pregnancy
• Elevated Blood pressure
• Twins
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MAKE THE DIAGNOSIS

CHTN (+) 
SI Pre E

Pre E (+) 
Severe 
features

CHTN

GHTN

Pre E (-) 
Severe 
features

Eclampsia

Elevated

Blood Pressure ??



RESOURCES



GESTATIONAL HYPERTENSION

• SBP > or = 140   OR  DBP > or = 90  on two occasions at least 4 hours apart
• Greater than 20 weeks gestation
• Previously normal blood pressure

AND

• No proteinuria
• No symptoms
• No laboratory abnormalities



MILD 
PRE -ECLAMPSIA

+
SEVERE

PRE - ECLAMPSIA



PRE – ECLAMPSIA W/O SEVERE 
FEATURES

• SBP > or = 140  OR  DBP > or = 90  on two occasions at least 4 hours apart
• Greater than 20 weeks gestation
• Previously normal blood pressure

AND

• Positive proteinuria
• No symptoms
• No laboratory abnormalities



PRE – ECLAMPSIA WITH SEVERE 
FEATURES

• SBP > or = 160  OR  DBP > or = 110  on two occasions at least 4 hours apart
• Greater than 20 weeks gestation
• Previously normal blood pressure

AND
• Positive proteinuria

OR
• New Onset

- Thrombocytopenia  - Renal insufficiency        - Cerebral or visual disturbances

- Elevated LFTS                     - RUQ pain                       - Pulmonary Edema



CHRONIC HYPERTENSION

• Hypertension diagnosed:
• Before pregnancy
• Before 20 weeks gestation
• During pregnancy for the first time that doesn’t resolve during 

the postpartum period (12 weeks )



SUPERIMPOSED PRE-ECLAMPSIA

• Sudden increase in BP that was initially well controlled
• Frequent medication titration to control blood pressure that was 

previously well controlled
• Sudden onset or increase in proteinuria

* SI Pre E with and without severe features  (similar diagnostic criteria as 
Pre E)



CASE #1- DIAGNOSIS?

38 yo G2P1001 hispanic female presents for prenatal care at 13 weeks 
gestation. Her OB history is significant for one previous c-section. Her PMH 
is significant for TIA in October 2019, maternal obesity and Factor V Leiden 
mutation.
Ultrasound evaluation reveals mono-di twin gestation. Prenatal vitals for the 
first 4 visits are:
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CASE#1

38 yo G2P1001 hispanic female presents for prenatal care at 13 weeks gestation. Her OB 
history is significant for one previous c-section. Her PMH is significant for TIA in October 
2019, maternal obesity (BMI 33) and Factor V Leiden mutation.
Ultrasound evaluation reveals mono-di twin gestation. Prenatal vitals for the first 4 visits are:



CASE #1

• Diagnosis – CHTN
• Initial PIH panel including P/C ratio (< 0.30) are normal

At 31 weeks gestation her blood pressures are noted to be 174/101, 
165/97, 170/100.  Her P/C ratio is 0.65. What is her new diagnosis?



23 yo G2P0010 presents to prenatal 
care at 11 weeks gestation. 
PMH: Crohn’s disease
PSH: partial bowel resection in 2018
PNC: IUGR, normal testing 
She is scheduled for IOL at 39 weeks. Pt 
delivers via pLTCS 2/2 arrest of labor. 
On POD 1 the pt reports persistent HA. 
Vitals are:

CASE #2 - DIAGNOSIS



INPATIENT MANAGEMENT



PREGNANCY IS A STRESS TEST

2x more 
likely to 

experience 
CV disease

5x more likely 
to have long 

standing HTN

Delivery is 
NOT the 

finish line!



TIMING OF MATERNAL DEATHS



DELIVERY IS NOT THE 
FINISH LINE!

• The patient and your team need to 
understand the diagnosis
• Elevated BP is not a diagnosis
• Specific discharge instructions
• Customized postpartum follow – 

up 
• BP check in one week
• Clinic team should know the 

questions to ask



Generalist 
Ob/Gyn or 

CNM

Care 
Coordinator

(RN)

PharmacistRegistered 
Nurse

Medical 
Assistant

CARE COORDINATION



TEAM COMMUNICATION





Obstetrics Primary 
Care 



CONTINUITY OF CARE - HTW

60 days

• Medicaid patients should auto-
enroll

• Patients can contact TMHP



PHARMACY

May get 
pregnant 

again

• Calcium Channel Blocker 
(CCB)

• Thiazide diuretic

Not 
likely to 

get 
pregnant 

again

• Angiotensin-converting enzyme 
inhibitor (ACEI)/ Angiotensin 
receptor blocker (ARB)

• CCB
• Thiazide diuretic

IS THE PATIENT LIKELY TO BECOME PREGNANT 
AGAIN?

*Beta-blockers are NOT first line!
?

? ?
?

WHY?  
• Both JNC8 and AHA recommend CCBs, thiazides, or ACEI/ARBs first 

line.  
• If patient may get pregnant again, ACOG recommends against ACEI/

ARBs due to fetotoxicity risk.



PHARMACY

Not Likely to Get Pregnant Again

WHAT’S COVERED UNDER HTW?

ACEI
Lisinopril

Benazepril

Enalapril

Quinapril

Fosinopril 40 
mg, Ramipril 10 
mg (PA for other 

strengths)*

ARB
s

requires 
Prior 

Authorizatio
n

CCBs
Nifedipine ER

Diltiazem ER

Verapamil IR and 
ER

Amlodipine 10 
mg, Felodipine ER 

10 mg  (PA for 
other strengths)*

Thiazid
es

Hydrochlorothiazi
de (HCTZ)

May Become Pregnant Again

*No beta-blockers!



Delivery at 31 weeks gestation via stat c - section 
Weight: 2lb 13oz 
Maternal Hospital Stay: 10 days with ICU admission 
Infant NICU stay: 52 days



QUESTIONS?


