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Utilize the chat box when 
requested for discussion. 
Send other questions
directly to LeeAnne Mullen

Please mute your 
microphone or 

phone



Goal: Enrollment & PP Care Teams



“Intentional Effort”

Eight Keys to FTI Success

➢Guideline-Driven, Best Practice Healthcare 
➢Mechanisms to assure timely referral and follow up
➢Postpartum Care Team
➢Standardized Screening (Medical, social needs, etc)
➢Personalized Patient Plan of Care/Mom Plan
➢Reproductive Health Planning
➢Address racial disparities and health equity
➢Ongoing insurance coverage



Enrollment is OPEN!!!!

✓Enrollment Packet

✓Next Steps

✓Birth Facilities, then Birth Centers, then PCCs

✓Common Questions

✓Open Mic
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Shout out to #1 FTI Enrolled 
Facility

Hiawatha Community Hospital
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Enrollment! Why? When? How?
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April Learning Forum:
Black Maternal Health Lunch & Learn



Rapid Response: KCC Packet
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Rapid Response: Survey Results!
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We were right….darn



We have to decideD
TOGETHER…

NOT on my watch



Postpartum Care Team: 
Member #1 is MOM!

Remember to see the faces in the numbers



There is no “I” in Team

The Postpartum Care Team



“New” Model:
The Postpartum Care Team



How does this connect to 
improved maternal outcomes 
postpartum?



ACOG: Committee Opinion 736
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The Postpartum Care Plan



The Postpartum Care Team 411



“New” Model:
The Postpartum Care Team



Sizing up your PP Care Team
QI: Assess baseline at Enrollment

Complete prior to AIM Bundle start 

❑Patient
❑Primary Maternal Care 
Provider

Subsequently PCP

❑Birth Facility nursing staff
❑Infant Provider
❑Lactation Support

❑Care coordinator 
(inpatient to outpatient)
➢Social Worker, Maternal 

Navigator

❑Home Visitor
❑Specialty provider, PRN

➢MFM, Behavioral Health, 
Internal Med



Let’s Huddle!

How many of you have an 
established PP Care Team? 



Collective Impact:
The Postpartum Care Team and how it 
relates to the Screen & Refer “Circle”

Inpatient
• Hospitals
• Birth Centers
• Home Births
• Providers
• Nurses
• Navigators
• Social Workers

Outpatient
• Navigators
• MCH partners
• FQHCs
• Free-standing Clinics
• Private Practice Clinics
• WIC
• KanCare
• MCOs
• Home Visitors
• PAT (School Districts)
• MORE!



Immediate 
Postpartum

Medical Referrals, 
Navigation, 

Breastfeeding, 
Home Visiting,  

Mom Plan,

Peds, Behavioral 
Health, 

Transportation, 
Insurance

OB F/U  
Appointments

(1, 3weeks, 
up to 12) 

Medical Referrals, 
Navigation, 

Behavioral Health, 
Breastfeeding, 
Home Visiting, 

Insurance, 
Transportation, 
Family Planning, 

Peds

Primary Care,

Well Child 
Appts

Comprehensive Well 
Woman Exam

(12 Weeks-1 year)

Circle of Care



Case Studies

oIntroduce patient scenario
oWalk through what happens 
(include screens, referrals)

oTalk through what’s missing in their 
PP Care Team 

oLook for: agency connections, 
information, adequate resources, 
etc)



Checklist for Case studies

• Who is needed from PP 
Care Team?

• Who is navigating her/the 
team?

• Who is paying for 
services?

• Who is captain of her 
ship?

• What social determinants 
are occurring?

• Does race play a part?
• Family involvement 
matters?

• What is timeline for “next 
step”

• How do you know referral 
happened?

• How do you ID “success” 
in this case?



Case Study #1

Breastfeeding G1 P1 

Day of discharge



❑Patient
❑Primary Maternal Care 
Provider

Subsequently PCP

❑Birth Facility nursing staff
❑Infant Provider
❑Lactation Support

❑Care coordinator 
➢Social Worker, Navigator

❑Home Visitor
❑Specialty provider, PRN

➢MFM, Behavioral Health, 
Internal Med

Who do you need? 
Who do you have?



Case Study #2

Maternal Mental Health

G3P3

Medical Hx: PPD last two 
pregnancies

PPD #1



❑Patient
❑Primary Maternal Care 
Provider

Subsequently PCP

❑Birth Facility nursing staff
❑Infant Provider
❑Lactation Support

❑Care coordinator 
➢Social Worker, Navigator

❑Home Visitor
❑Specialty provider, PRN

➢MFM, Behavioral Health, 
Internal Med

Who do you need? 
Who do you have?



Case study #3

Preeclampsia, requiring 28 week 
transfer & delivery at Tertiary Care 
Center

POD #3 s/p Primary C-Section

Med hx:

Chronic HTN, Obesity & Smoking



❑Patient
❑Primary Maternal Care 
Provider

Subsequently PCP

❑Birth Facility nursing staff
❑Infant Provider
❑Lactation Support

❑Care coordinator 
➢Social Worker, Navigator

❑Home Visitor
❑Specialty provider, PRN

➢MFM, Behavioral Health, 
Internal Med

Who do you need? 
Who do you have?



Stay Tuned
PP Care Team +Discharge Planning Protocols
Best Practice Models

ACOG Committee Opinion 2018
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Dates to remember

NO Learning Forum April, May, June

• April
7,14,21,29: ECHO series, Perinatal Mood Disorder
15th: BMHW webinar (12-1pm)
16th: Enrollment for FTI due

• May 11th: General Meeting (1-4pm)

• June & July: Regional Trainings
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