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OBJECTIVES

Why does continuity of care (COC) 

matter? 

Study overview and outcomes

What next?



NURSING OUTCOMES IN AMBULATORY CARE





CONTINUITY OF 

CARE

An often-overlooked but arguably 

the most important component of 

coordination of care. 

Definition – Health care that remains 

consistent and uninterrupted 

throughout the care process (AAACN, 

2010, p. 41).



COC STUDIES AND MEASURES 

 Well studied in primary care.

 Measures of COC are mostly primary care specific. 

 Studies of COC in pediatric specialties are lacking.

 Outcomes of COC interventions: improved patient satisfaction, lower healthcare costs, better utility of the 

healthcare system, fewer hospitalizations and emergency room visits, better medication adherence, and lower 

mortality rates.
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High Reliability Team 

Goals: 

To continuously improve and 

eliminate harm with a focus on 

the five key principles of a high 

reliability team: 

1. Preoccupation with failure

2. Reluctance to simplify

3. Sensitivity to operations

4. Deference to expertise

5. Commitment to resilience 



HF/CM TEAM



PURPOSE

 To examine the COC of pediatric HF/CM patients prior to and 

after the formation of a HF/CM team with a nurse coordinator 

in the ambulatory care setting. 

 We also examined HF/CM related emergency room visits 

and hospitalizations.



METHODS

Nurse Coordinator role: 

 Tracked intended follow-up appointments

 If not scheduled two-weeks prior: the nurse coordinator reached out 

to the scheduling team to iteratively contact the patient/family to 

attempt to schedule. 

 Reviewed difficult scheduling cases with the physician to see if cardiac 

testing could be performed locally and the patient be seen by virtual 

visits



STUDY DESIGN

Retrospective: 

Patients enrolled between fall of 2021 and October 2023. 

Observed COC from program start to April 2024 (33 months).

COC measure: 

An office visit within three months of the date the patient was due for follow-up care

 1) Those who were seen by a pediatric 

cardiologist from our institution prior to joining 

the pediatric HF/CM program 

 2) Those who received no prior pediatric 

cardiology care or were seen by pediatric 

cardiologists outside of our institution prior to 

entering the program. 



DATA COLLECTION 

 Demographics

 Dates: 

 First visit with preceding pediatric cardiologist 

 Last planned follow-up with preceding pediatric cardiologist OR date of failure of COC with previous 

pediatric cardiologist 

 Start date with the tertiary care centers pediatric HF/CM program 

 Date of last planned follow-up with the tertiary care centers pediatric HF/CM program OR date of failure of 

COC criteria 

 HF/CM related emergency room visits/hospitalizations. 



DATA ANALYSIS

 Standard descriptive statistics 

 Sub-analysis: Kaplan-Meier graph 
and the log-rank Mantel-cox test

 McNemer test

 Mann-Whitney U test 

 Rank-biserial correlation 
coefficient



DESCRIPTION 



TOTAL 

PROGRAM 

COC

ED visits/Hospitalizations: None 



SUBGROUP ANALYSIS: PRECEDING PEDIATRIC CARDIOLOGY CARE 

n=38
Maintenance of COC 

n=19

ED 
Visits/Hospitalizations 

n=4





DISCUSSION

 Almost all patients cared for by the HF/CM team maintained COC during the study period

 These patients also had significantly fewer HF/CM related emergency room visits/hospitalizations than 

when under prior pediatric cardiology care.  

 Those managed by the HF/CM nurse coordinator had significantly higher levels of COC than during the 

preceding period they received prior pediatric cardiology care. 



STRENGTHS AND LIMITATIONS 

Strengths

To our knowledge, this is the first study to examine COC in pediatric HF/CM patients in an ambulatory care 

setting and the extent to which this can be modified by the institution of a nurse coordinator role.

Limitations

These findings should be interpreted with caution as they are limited by a short study period and some 

patients were enrolled in the program for a short period of time.



CONCLUSION 

The high functioning HF/CM team 

had high rates of COC in pediatric 

patients in the ambulatory care 

setting.





CALL TO ACTION



Project Lead: Leah Holmes, BSN, RN, SNM

Chair: Holly Houston, PhD, MSN, CNM

Content Expert: Kristin Giroux, DNP, CNM

Standardizing 
Antepartum Screening 
for Intimate Partner Violence
A QUALITY IMPROVEMENT PROJECT

April 14, 2025
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CLINICAL PROBLEM

 Up to 20% of pregnant people have experienced IPV

 Perinatal experience of IPV is harmful to pregnant people and 

neonates

 Racial and ethnic disparities are significant

(Alhusen et al., 2014; CDC, 2022; Chaves et al., 2019; Chen et al., 2017; Chisholm et al., 2017a; Drexler et al., 2022; Kozhimannil et al., 2023)
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PROFESSIONAL RECOMMENDATIONS

 USPSTF: Routine, universal screening

 ACNM: Regular screening for current or past experience of 

IPV using best practices and validated instruments

 ACOG: Screen during first prenatal visit, at least once per 

trimester, and postpartum

(ACNM, 2021; ACOG, 2022; USPSTF et al., 2018)
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REVIEW OF THE LITERATURE

 Prenatal care is an opportunity for screening patients for IPV

 Most patients interact with the healthcare system more during pregnancy than at 

any other time in their lives

 Pregnant people are more likely than nonpregnant people to disclose IPV

 Any form of screening is preferable to no screening

 No established standard screening tool

 Screening without intervention does not reduce the incidence of IPV or improve 

survivors’ quality of life

(ACOG, 2022; Chang et al., 2005; Decker et al., 2017; Dichter et al., 2021; Dienemann et al., 2005; Drexler et al., 2022; Greely et al., 2022; Kapaya et al., 2019; 
Kozhimannil et al., 2023; Lee et al., 2019; LoGiudice, 2015; Lu et al., 2023; Miller et al., 2017; O’Doherty et al., 2015; Tarzia et al., 2020)
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REVIEW OF THE LITERATURE

 Studies have investigated barriers and facilitators to IPV screening in 

pregnancy

 Healthcare providers need additional training, tools and systemic support

 Patients want their providers to ask about IPV

 Screening can be therapeutic 

 “Planting the seed”

 Universal education about the connection between relationship 

safety and health is essential

 IPV education interventions benefit both patients and providers

(ACOG, 2022; Chang et al., 2005; Decker et al., 2017; Dichter et al., 2021; Dienemann et al., 2005; Drexler et al., 2022; Greely et al., 2022; Kapaya et al., 2019; 
Kozhimannil et al., 2023; Lee et al., 2019; LoGiudice, 2015; Lu et al., 2023; Miller et al., 2017; O’Doherty et al., 2015; Tarzia et al., 2020)
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SPECIFIC AIMS

Establish a standardized, evidence-based, 

trauma-informed process for universal 

IPV screening and education within 

prenatal care to reduce preventable morbidity 

and mortality associated with IPV

 Baseline data collection: July 1 – Aug. 25, 2024

 PDSA Cycle 1: Sept. 30 – Oct. 27, 2024

 PDSA Cycle 2: Nov. 4 – Dec. 1, 2024

By Sept. 16, 2024, 100% of staff, students 

and providers will receive access to an 

educational PowerPoint presentation 

describing the project

By Sept. 30, 2024, 80% of staff, students and 

providers who received access to the 

PowerPoint will have viewed the 

presentation

By Oct. 28, 2024, 50% of patients attending 

New OB visits will have documentation of 

confidential IPV screening and education in 

their chart

By Dec. 2, 2024, 80% of patients attending 

New OB visits will have documentation of 

confidential IPV screening and education in 

their chart
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PRACTICE SETTING
 Clinic setting: Collaborative practice with midwives and obstetricians at a 

community hospital in the Pacific Northwest

 Patient demographics (2021-2023): 

 51% Hispanic, Mexican, Mexican American, Latinx, Puerto Rican, or Spanish origin; 39% non-

Hispanic white; remaining 10% identified as non-Hispanic Black, African American, Asian or 

Pacific Islander

 25% reported Spanish as their preferred language; 2% reported a language other than Spanish 

or English as their preferred language. 

 Majority received Medicaid health insurance coverage

 Birth statistics (2023): 

 469 deliveries

 326 (69.5%) vaginal births

 143 (30.5%) cesarean births

Pregnancy dating 
appointment with OB

Intake appointment 
with RN

New OB 
appointment with 

CNM
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PROJECT CONTEXT

 Lack of clear workflow for IPV screening in pregnancy

 Inconsistent screening 

 Frequent deferral

 Missed or delayed identification of IPV

 Baseline chart review

 13.8% of charts documented IPV screening at the New OB visit

 25% screened positive for IPV
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Intervention Framework
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Project Workflow
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Handout: Safety Cards



36

EHR: New OB Note Template
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RESULTS

By Sept. 16, 2024, 100% of staff, students and 

providers will receive access to an educational 

PowerPoint presentation describing the 

project

100% received the 

PowerPoint

By Sept. 30, 2024, 80% of staff, students and 

providers who received access to the 

PowerPoint will have viewed the presentation

28.6% responded to a poll 

confirming they viewed the 

PowerPoint

By Oct. 28, 2024, 50% of patients attending 

New OB visits will have documentation of 

confidential IPV screening and education in 

their chart

Screened: 80.7%

Confidential: 80.7%

Universal education: 61.3%

By Dec. 2, 2024, 80% of patients attending 

New OB visits will have documentation of 

confidential IPV screening and education in 

their chart

Screened: 91.2%

Confidential: 82.4%

Universal education: 76.5%
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IPV Screening: 86.2% of New OB charts included documentation of IPV screening

• PDSA Cycle 1: 80.7% of charts

• PDSA Cycle 2: 91.2% of charts

Positive for IPV: 14.6% screened positive for past or current IPV

Results: Screening

% of New OB Charts Documenting IPV Screening by PDSA Cycle % of New OB Charts Documenting IPV Screening by Week
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Seen Confidentially: 81.5% of New OB charts included documentation that the 

patient was seen confidentially

• PDSA Cycle 1: 80.7% of charts 

• PDSA Cycle 2: 82.4% of charts

Results: Seen Confidentially

% of New OB Charts Documenting Patient Was Seen Confidentially
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Universal Education: 69.2% of charts included documentation of universal education

• PDSA Cycle 1: 61.3% of charts

• PDSA Cycle 2: 76.5% of charts

Results: Universal Education

% of New OB Charts Documenting Universal Education
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INTERPRETATION

Statistically significant 
increase in IPV screening

Falls short of 
recommendations for 
universal screening in 

pregnancy

High rate of perinatal IPV 
experience among this 

patient population

Challenges with universal 
education

Identification of provider- 
and systems-level barriers
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LIMITATIONS

 Lack of robust data related to clinic workflow burden

 Limitations of EHR templates

 Generalizability is limited to specific project environment
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NEXT STEPS

 Providers at the clinic have voted to continue the 

intervention!

 Incorporate screening at additional time points in pregnancy



Thank You
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