
Learning Forum
March 2024



Name and 
Agency/Hospital in the 

CHAT



Fourth Trimester Champion HUDDLE
Mandatory in-person workday

When: Tuesday, April 23, 2024

Time: 9:00-1:00 (includes lunch with KPQC Advisory Board)

Where: Sunflower Foundation Topeka, KS

Register: https://kansaspqc.org/apr-2024-fti-champions/
*every FTI Champion MUST attend

https://kansaspqc.org/apr-2024-fti-champions/


Few reminders…



Updated FTI “Final Planning” PPT

*Contact us if you did NOT receive



New Postpartum Model for Kansas
(aka Fourth Trimester Initiative)



Patient Debriefs after Adverse Outcome
& Birth Equity Training

 Kansas Data
 KBEN

 MoMMA’s Voices presentation
 Creating an Action Plan

March 19th at noon
April 16th at noon
May 1st at noon



AIM Bundle Birth Equity & Pt Debriefs

• Expand on required Birth Equity & hits the mark for “Pt Debriefs”

• March 19th at noon: 3.19.24 MoMMA's Voices
• April 16th at noon: 4.16.24 MoMMA's Voices
• May 1st at noon: 5.1.24 MoMMA's Voices

Links will be sent out to FTI Champions, then should be shared out to 
your staff members. 

Do NOT have to register, but 100% should attend one session.

https://urldefense.com/v3/__https:/us02web.zoom.us/j/85125330814?pwd=MmFyazdVOVIyK2J1SmRsWVJFcEdYQT09__;!!NKQdatwUU9k7lA!TWplj_-aFgR8GBjexUZZKpQnUM2BDNpJN9F4LwU245oXdrbJ3Ce9rlEkAq1EZLc1YM4A_xSvTQOCBEKqaEARnhQ$
https://urldefense.com/v3/__https:/us02web.zoom.us/j/81494301985?pwd=V3Z1YU1ESndERVY3bzRMSm1DVmpidz09__;!!NKQdatwUU9k7lA!TWplj_-aFgR8GBjexUZZKpQnUM2BDNpJN9F4LwU245oXdrbJ3Ce9rlEkAq1EZLc1YM4A_xSvTQOCBEKq6R7bQc4$
https://urldefense.com/v3/__https:/us02web.zoom.us/j/87078399377?pwd=RUlrNWQ4UGtPZXNqNU9NTm5mREcxZz09__;!!NKQdatwUU9k7lA!TWplj_-aFgR8GBjexUZZKpQnUM2BDNpJN9F4LwU245oXdrbJ3Ce9rlEkAq1EZLc1YM4A_xSvTQOCBEKqPI2-cfQ$


What happens next?

Staff/Provider Education (KBEN, MaMMA’s voices)

Action items:

Self-evaluation prior to Action Plan

How do we hear AND listen

How do we Brief and Debrief (turbulence)

Action plan:

How do we take what we’ve heard and make them into actionable steps

Teaching hard communication

What do WE do NOW? Posters, Protocols, & Proposals



Champions: How to mark this “DONE” in QHi

% of 
staff 
trained

Date 
Process 
started



TeamBirth
Kim Dick

Dr. Kimberly Brey

S tormont Va i l Topeka

A “Best Practice” model for Birth Equity which includes Patient Briefs/Debriefs



Answering the Call:
Example of  Best  Pract ice 
Model Embedding  Birth  
Equity  & Pat ient  Br ief/
Debrief  as  the CenterPoint

Dr.  K imberly  Brey,  OBGYN
Kim Dick,  RN
March  26 ,  2024



Introductions

Dr. Kimberly Brey, OBGYN Kim Dick, RN-OBC



























TeamBirth at Stormont Vail



TeamBirth at Stormont Vail



TeamBirth at Stormont Vail



Questions?



FTI Benchmarks: Next Steps

Comprehensive PP Visit Template (Discharge Summary)
Community Resource List
PP Appointment



FTI Projects FTI Completion



Comprehensive PP Visit 
Template

**To include the “Standardized Discharge Summary”

32



FTI Goal
Every FTI Site shares out with all 

clinics/agencies seeing Postpartum patients
Example of wording:

As part of our continued work with the state and national maternal health initiative (Fourth 
Trimester Initiative), we were asked to share information with all postpartum care providers in our 

community. Please find attached new updates to the Postpartum Standardized Discharge 
Summary, as well as the criteria now recommended for the Comprehensive Postpartum Visit. 

Please reach out with further questions, and our hospital will continue to work towards improving 
the communication, documentation, and referral portions of this criteria prior to discharge.
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Envisioned Referral Workflow

The NEW 
Postpartum Model

Postpartum Care Team * This may be a Home Visitor, CHW, Case Manager, Care Coordinator, etc.

Birthing Facility Discharge

Screening for:
• Medical conditions 
• Mental health 
• Substance use 
• Breastfeeding
• Family planning
• Structural and social 

drivers of health

 Provide standardized 
discharge summary
 Make PP visit(s) 

appointments

Outpatient Care

Refer to Navigator* 
and/or directly to 
needed services

Connect patient to 
outpatient 

postpartum visits

Comprehensive 
PP VisitDirect referral

Breastfeeding 
Support

WIC

Home 
Visiting

Behavioral Health

Housing, 
Transportation, 
Insurance, etc.

Primary 
OB/Peds/Medical 

Specialty Care

Patient Support 
Network

Other

Loop Closure



ACOG:
Standardized 
Discharge
Summary

Should include:
 Patient Name and age
 Support person contact information 
 Gravida/para status
 Birth information:

 Date and type of birth
 Gestational age at birth
 Relevant maternal conditions and complications

 Name, contact information and appointments for relevant 
providers, including OB/GYN specialists, mental health 
provider, etc.

 Positive screening for medical risk factors, mental health, and 
substance use 

 Medications and supplements at time of discharge
 Unmet actual and potential SSDOH needs 
 Suggested community services and supports
 Need for specific postpartum testing such as glucose testing or 

CBC

AIM PPDT “Postpartum Discharge Element 
Implementation Details” (2021)



Comprehensive Postpartum Visit (template)
Should include:
Screening for social and structural drivers of health and postpartum risk factors 
including mental health and substance use disorders
Provide linkage to needed referrals and services and/or provision of treatment as 
needed

Assessment of physical recovery from birth and pregnancy-associated conditions
Assessment of chronic diseases (pre-pregnancy onset or enduring from pregnancy-
onset conditions) 
Provide management or referral to primary or specialist care
Establish care congruent with the patient’s reproductive life plan
Provide access to highly effective methods of contraception, if desired
Transition to ongoing well-person care including provision of or scheduling of indicated 
health maintenance services with transition to appropriate provider as needed

AIM Bundle PPDT: Postpartum Discharge Element 
Implementation Details (2021)



Comprehensive PP Visit (template, cont’d)



Community Resource 
List
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FTI Goal: Date of Implementation



FTI Goal:
Create a Community Resource List

Create and maintain the following list, which should be specific to your community:

OB Practices
Pediatric Practices
Breastfeeding
Care Coordinator Services (OB Navigator, CHWs, Home Visitors, etc)

 Housing, Transportation, Insurance, Navigation Services
WIC
Health Department (MCH)
Federally Qualified Health Center
Home Visitor Programs
Behavioral Health Agencies 
Patient Support Networks (Doulas, CHWs, Churches, etc)



New Postpartum Care Model

Birthing Facility Discharge

Screening for:
• Medical conditions 
• Mental health 
• Substance use 
• Breastfeeding
• Family planning
• Structural and social 

drivers of health

 Provide standardized 
discharge summary
 Make PP visit(s) 

appointments

Outpatient Care

Refer to 
Navigator* and/or 
directly to needed 

services

Connect patient to 
outpatient 

postpartum visits

Comprehensive 
PP VisitDirect referral

Breastfeeding 
Support

WIC

Home 
Visiting

Behavioral 
Health

Housing, 
Transportation, 
Insurance, etc.

Primary 
OB/Peds/Medical 

Specialty Care

Patient Support 
Network

Other

Loop 
Closure



Breastfeeding 
Support

Community Resource Mapping

WIC

Home 
VisitingBehavioral Health

Housing, 
Transportation, 
Insurance, etc.

Primary 
OB/Peds/Medical 

Specialty Care

Patient Support 
Network

Perinatal/
Parenting 
Education

Lincoln Center
Topeka OBGYN
SC Health Dept
GraceMed Topeka

Topeka Pediatrics
Pediatric Assoc of Topeka
Cotton O’Neil Peds

Stormont Vail MFM
Internal Med
Cardiology

SVH Breastfeeding 
Clinic

Peds offices

SC Health Dept
GraceMed Topeka
Topeka Doula Project

Topeka Doula Project

Churches
School District (ECC)

Family & Friend Networks

SC Health Dept
*Community Health Workers
*Home Visiting Program

Topeka Doula Project
GraceMed Topeka

Primary Care
GraceMed
OB Clinics

Valeo Behavioral Health
Stormont Vail Behavioral Health

Shawnee County 
Health Dept

SVH Social Work

SC Health Dept
*Community Health Workers
*Home Visiting Program

Topeka Doula Project

GraceMed Topeka

Lincoln Center
Topeka OBGYN

Stormont Vail Hospital

SC Health Dept
GraceMed Topeka



Postpartum Visit Scheduling

42



FTI Goal:
Make the PP Appointment

PRIOR to discharge
NOTE: 

Primary OB Provider appt may be made for patient at any of the 
following, based on patient indication:
2 weeks, 3 weeks, 6 weeks, 12 weeks



Envisioned Referral Workflow

The NEW 
Postpartum Model

Postpartum Care Team * This may be a Home Visitor, CHW, Case Manager, Care Coordinator, etc.

Birthing Facility Discharge

Screening for:
• Medical conditions 
• Mental health 
• Substance use 
• Breastfeeding
• Family planning
• Structural and social 

drivers of health

 Provide standardized 
discharge summary
 Make PP visit(s) 

appointments

Outpatient Care

Refer to Navigator* 
and/or directly to 
needed services

Connect patient to 
outpatient 

postpartum visits

Comprehensive 
PP VisitDirect referral

Breastfeeding 
Support

WIC

Home 
Visiting

Behavioral Health

Housing, 
Transportation, 
Insurance, etc.

Primary 
OB/Peds/Medical 

Specialty Care

Patient Support 
Network

Other

Loop Closure



FTI: Best practice model



ACOG Committee Opinion
“Optimizing Postpartum Care” (2018)



Fourth Trimester Champion HUDDLE
Mandatory in-person workday

When: Tuesday, April 23, 2024

Time: 9:00-1:00 (includes lunch with KPQC Advisory Board)

Where: Sunflower Foundation Topeka, KS

Register: https://kansaspqc.org/apr-2024-fti-champions/
*every FTI Champion MUST attend

https://kansaspqc.org/apr-2024-fti-champions/


MAY 28th Learning Forum

 SSDOH Screening (soooo many questions!)
 Intimate Partner Violence
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