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Sepsis in Obstetric Care Urgent Maternal Warning Signs Sprint Check-In #2

Topics Covered:

e Peer-to-peer discussion on progress, early wins, and barriers encountered in
implementing Urgent Maternal Warning Signs (UMWS) patient education
e Studying the “Plan” and “Do” of your PDSA
o Did you achieve the results you hoped to achieve?
o Do you need to revise any part of your workflow?
o Studying workflow of the healthcare team
=  Who provides education? How often? When? What is their
comfort level in providing and explaining educational
materials?
o Studying experience of the patient and family unit
= Consider how you will gather patient feedback on:
e Comprehension of educational materials
e Timing of patient education
e What to do if a patient experiences UMWS
e Comfort level in advocating for themselves or the
patient

e Discussed how to conduct staff pulse checks (huddle integration, survey, etc.)

Next Steps:

[ Engage in staff pulse checks to evaluate progress of UMWS patient education
implementation

[ Address barriers identified via “Study” part of PDSA

All resources pertaining to this session can be found in the Urgent Maternal Warning Signs
Sprint Materials folder on the PA PQC website.



https://www.papqc.org/initiatives/maternal-sepsis/urgent-maternal-warning-signs-sprint-materials
https://www.papqc.org/initiatives/maternal-sepsis/urgent-maternal-warning-signs-sprint-materials

