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Goals

• A really quick overview of some of our neonatal projects in 
Massachusetts

• Highlights of what was good and not-so-good with each 
project



Projects

• CLABSIs (Alan Picarillo)



CLABSI Prevention in Level III NICUs

• Sharing practices, local QI efforts

• Very multidisciplinary (RNs, APPs)

• Easy data:  VON any infection, NHSN CLABSI

• NCABSI project (NC) – CUSP, checklists

• Strong collaboration with DPH

• Some interest in antibiotic stewardship

• Minimal (no?) funding other than NCABSI

• Sustainment?  Some, but not much

• Maintaining direct attention seems key







Projects

• CLABSIs (Alan Picarillo)

• Safe sleep (Susan Hwang)



Safe Sleep in High Risk Newborns

• Education, sharing interventions and ideas

• Largely nursing led

• Level II and level III units! (and some level I)

• Weekly audits, regular hospital progress reports

• Some funding – guest speakers, summits

• High priority for DPH – part of state CoIIN work

• Selection for national NAPPSS-IIN

• Difficult to link to outcome measures!

• Improvements in practice seemed ‘hard-wired’  



Hwang et al, J Perinatology, 2018 

N= 8,167 (NICU)



HOSPITAL



Hwang et al, J Perinatology, 2018 



Projects

• CLABSIs (Alan Picarillo)

• Safe sleep (Susan Hwang)

• Mother’s milk (Meg Parker)



Mother’s Milk in VLBW Infants

• Level III NICUs -- lactation, nutrition!

• Funding from Kellogg foundation

• Strong partnership with DPH (WIC)

• Patient-level data (DUA), numerous measures

• PDSA form, run charts, control charts

• Explicit focus on equity

• Educational resources in multiple languages

• Process improvement yes – outcomes, less so



Prenatal education Early milk expression Skin-to-skin care

Any mother’s milk at discharge     Exclusive mother’s milk at discharge

Parker et al, Pediatrics, 2019 



Parker et al, J. Pediatrics, 2019 



https://www.neoqicma.org/human-milk-educational-videoshttps://www.neoqicma.org/human-milk-educational-materials

https://www.neoqicma.org/human-milk-educational-videos
https://www.neoqicma.org/human-milk-educational-materials


Projects

• CLABSIs (Alan Picarillo)

• Safe sleep (Susan Hwang)

• Mother’s milk (Meg Parker)

• NAS (Alan Picarillo)



Neonatal Abstinence Syndrome

• Longest MA project – started in 2013!

• NAS (NeoQIC) to perinatal opioids (PNQIN)

• Numerous data streams, including core REDCap

• First true statewide project?  Level I, II, and III

• REALLY strong partnerships – state, community

• REALLY strong involvement of families

• Explicit focus on equity

• Real improvements in hospital-based care

• Improving upstream and downstream difficult!

• Sustainment plan unclear at present





Figure 1:  Pharmacotherapy among OENs, pre- and post- ESC implementation

Wachman et al, J Perinatology, 2020

Massachusetts:  ESC & Pharm Therapy





Early Intervention referral and enrollment among NAS/SEN infants 
born at participating hospitals, 2016—2019, n=1,935



Adjusted odds ratios of maternal and infant outcomes 
by maternal race and ethnicity

Peeler et al, AJPH, 2020



Other Neonatal Projects

• Family engagement (Meg Parker)
– Level II and III units

– Family-reported measures

– Family advisors!

• Respiratory care (Helen Healy)
– Level III units

– Respiratory therapists!



Some Lessons?

• Not just a level III NICU collaborative

• Data is a must -- patient-level ideal, but others ok

• Rigorous QI is hard – some QI better than no QI

• Common toolkits can help, but a lot is local

• Tough to end projects!

• Multidisciplinary QI (with families) is awesome

• Hard to overstate the value of collaboration



November 16, 2021

New York State Perinatal Quality 

Collaborative Overview
Marilyn Kacica, MD, MPH

Executive Director, New York State Perinatal Quality Collaborative

Medical Director, Division of Family Health

New York State Department of Health
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NYSPQC Mission & Strategy

The NYSPQC empowers NYS birthing hospitals to provide 

the best, safest and most equitable care for pregnant, 

birthing and postpartum people and their infants.  

This is achieved through: the translation of evidence-based 

guidelines to clinical practice; collaboration amongst 

participants and stakeholders; and the utilization of quality 

improvement science.   
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Engagement with Stakeholders

• Clinical and QI advisors: Multidisciplinary clinical and QI advisors  

engaged to assist with planning, implementation and evaluation for 

every NYSPQC project.

• Professional organizations: NYSPQC has longstanding 

collaborative relationships with ACOG District II, hospital 

associations (HANYS and GNYHA) and AWHONN.

• Birthing Facility Teams: Hospital and birthing center teams are 

recruited and provided with: educational opportunities; networking 

time; data collection system and ongoing analysis and support; 

clinical and quality improvement advisement, including hospital-level 

coaching.
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NYSPQC Focus Areas
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NYS Obstetric Hemorrhage Project

• Between March 2018 and June 2021, birthing hospitals 

across NYS worked to translate evidence-based 

guidelines to clinical practice to improve the assessment, 

identification and management of obstetric hemorrhage.

• 78 out of 120 (65%) NYS birthing hospitals participated in 

the initiative.

– This represents 76% of births in NYS.



34
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• Educational focus areas:
– Risk assessment for obstetric hemorrhage

– Establishing a response team

– Quantification of blood loss 
• Included one-on-one training with NYS AWHONN 

leadership and hospital teams

– Drills and simulation

– Engaging patients, families and community

– Massive transfusion protocol

– Maternal stability: the role of vital signs in 
blood loss

– Case reviews

– Maternal mental health

NYS Obstetric Hemorrhage Project
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Percent of Patients Receiving a Hemorrhage Risk 

Assessment on Admission and Postpartum
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On admission Post-partum Goal - 85%

- 21% improvement in the on admission measure from baseline; and
- 97% improvement in the post-partum measure from baseline

GOAL MET!

COVID-19 TJC standards



37

76%
80% 80%

85% 87%
91% 92% 95% 95%

8%

14% 15%

14% 12%
8% 6% 4% 4%

17%

6% 5%
1% 1% 1% 1% 1% 1%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Q1 2019 Q2 2019 Q3 2019 Q4 2019 Q1 2020 Q2 2020 Q3 2020 Q4 2020 Q1 2021

P
e

rc
e
n

t 
%

Hemorrhage Response Team Established

In Place Working On It Haven't Started
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Quantitative measurement of cumulative blood loss (QBL)

In Place Working On It Haven't Started
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Obstetric Hemorrhage Drills

• 78% (61/78) of hospitals reported completing at 

least one drill in the past year

• 78% (61/78) of hospitals reported completing at 

least one drill debrief in the past year

Aggregate Data Collection Tool
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Structure Measures

• Policies and Protocols

– 99% of hospitals have a unit policy and procedure(s) on obstetric 

hemorrhage (updated in the last 2-3 years)

– 99% established a massive transfusion protocol

– 100% established an emergency release protocol

• Supplies and Medication

– 100% of hospitals have OB hemorrhage supplies readily 

available, typically in a cart or mobile box

– 100% have STAT (immediate) access to hemorrhage 

medications (kit or equivalent)
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Percent of Patients with an Intervention, among Patients 

Experiencing an OB Hemorrhage

Q2 2018 Q3 Q4 Q1 2019 Q2 Q3 Q4 Q1 2020 Q2 Q3 Q4 Q1 2021

Transfer to higher care* 2.2 2.2 1.9 1.7 1.7 1.7 1.4 1.6 1.1 1.3 1.2 0.8
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*Transfer to higher care includes to the hospital’s ICU or to a higher-level 

hospital (e.g., the Regional Perinatal Center).
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• The project seeks to identify and manage the care of 

people with OUD during pregnancy, and improve the 

identification, standardization of therapy and coordination 

of aftercare of infants with NAS.

• The project began in September 2018 as a pilot with 17 

birthing hospitals and expanded in October 2020 to 

include an additional 26 hospitals.

NYS OUD in Pregnancy & NAS Project
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Universal screening protocol for OUD with a standardized questionnaire on admission to labor and 
delivery

In Place Working On It Haven't Started
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In Place Working On It Haven't Started
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Neonatal Measures

• 100% of pilot hospitals have:

– Standardized non-pharmacologic guidelines 

for opioid-exposed newborns (as of Q4 2020)

– Standardized pharmacologic guidelines for 

opioid-exposed newborns (as of Q1 2020)
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NYSPQC Resources
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NYSPQC Resources
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Community Resource 

Mapping Tools

Together with NYS Office of 

Addiction Services and 

Supports (OASAS), the 

NYSQPC developed county-

level community mapping 

tools for each participating 

hospital.
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NYSPQC Safe Sleep Project

• Between September 2015 and July 2017, 72 hospitals participated in 

improvement practices related to infant safe sleep and focused on:

– Collaborating across hospital teams to share and learn; 

– Implementing policies to support/facilitate safe sleep practices; 

– Educating health care professionals so they understand, actively endorse 

and model safe sleep practices; and

– Providing infant caregivers education and opportunities so they have the 

knowledge, skills and self-efficacy to practice safe sleep for every sleep.
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• Increased understanding by hospital staff members regarding safe 

sleep practices

• Increased modeling of safe sleep practices in hospital (flat crib, no 

objects, safe sleep clothing/blankets)

• Increased safe sleep practices by caregivers/parents (flat crib, no 

objects, safe sleep clothing/blankets)

System Change: Improving 

Safe Sleep Practices
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Percent of Medical Records with Documentation of Safe 

Sleep Education
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Percent of Infants, Sleeping or Awake-and-unattended, in a Safe 

Sleep Environment
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Safe Sleep Envir* Supine Safe Clothing Head Flat No Objects

*A safe sleep environment is defined as infants who were positioned supine, in 

safe clothing, with head of crib flat and no objects in the crib
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Percent of Primary Caregivers Indicating They Understand Safe 

Sleep Practices*
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Understand safe sleep* Alone Back Crib No Objects

*Understanding safe sleep practices is defined as reporting that infants should sleep 

alone, on their back, in a crib, with the crib free of objects 
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NYSPQC Safe Sleep Project: 

Lessons Learned
– Providing staff education:

• Nurses – small groups

• Residents – grand rounds

• Promoting NICHD nurse training

– Educating all staff members who encounter babies (i.e., 

audiologists)

– Heightened awareness in hospital units using signage, crib 

cards, etc.

– Participation in Cribs 4 Kids hospital safe sleep program
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NYSPQC Safe Sleep Project: 

Lessons Learned

– Distribution of wearable blankets

– Cultural considerations:

• Utilization of translators

• Materials available in multiple languages

• Various tools for different population – video, brochure, 

poster, low literacy tool, etc.

– Modeling!!!  Crib audits

– Safe sleep champion on rounds

• Champion may be an RN, PT, etc.
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Contact Us!

New York State Perinatal Quality Collaborative

Empire State Plaza

Corning Tower, Room 984

Albany, NY 12237

Ph: (518) 473-9883

F: (518) 474-1420

NYSPQC@health.ny.gov

www.nyspqc.org

mailto:NYSPQC@health.ny.gov
http://www.nyspqc.org/




Creating a culture of 
excellence, safety and equity 

in perinatal care



 Oklahoma = 46 birthing hospitals, 49,000 annual births

 Collaborative of hospital teams, physicians, nurses, patients, public 

health and community stakeholders. Established 2014

 5 paid staff – 4.25 FTE

 opqic.org launched in 2015

 Primary areas of focus:

o Reduce early elective deliveries (sustainment)

o Improve outcomes of OB Hemorrhage & Severe Hypertension (sustainment)

o Amplify AWHONN’s Post-birth Warning Signs education (sustainment)

o Improve reliability & timeliness of newborn screening

o Improve outcomes in Maternal OUD & NAS

o Increase Patient and Family Engagement

OPQIC …Creating a culture of excellence, safety and equity in perinatal care

http://www.opqic.org/


https://opqic.org

info@opqic.org

Facebook | Twitter | YouTube | Instagram

Need more information?

https://opqic.org/
mailto:info@opqic.org
https://www.facebook.com/opqic
https://twitter.com/opqic_
https://www.youtube.com/channel/UCU6gzh4go3lW1SR4OUs8pZw
https://www.instagram.com/opqic_/


CURRENT PRIORITIES



Oklahoma Mothers and 
Newborns Affected by 
Opioids

Launched with 17 pilot hospitals 
on March 3, 2020

Reboot September 2020





1. Reduce opioid use in pregnancy and fetal exposure to opioids

2. Prevent opioid overdose and death

3. Increase percentage of pregnant women with OUD who receive 
MAT and Behavioral Health Counseling

4. Reduce LOS for newborns with NAS

5. Improve post-discharge social and developmental outcomes for 
families affected by opioid use disorder

OMNO Goals



opqic.org
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Our Partnership

Digital health company focused on 
the lifecycle of substance use 

disorder (SUD), from prevention to 
intervention to treatment to 

recovery



Data Collection



OMNO Paper Data Collection Forms
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Proposed Solution: Family Care Plans

SBIRT at prenatal visits 
and other points of 

contact with pregnant 
individuals

Referral to SUD 
treatment agency for 

assessment/treatment

Treatment agency or 
other provider develops 
the Family Care Plan; 
parent is the holder of 

the plan.

Parent shares plan with 
additional providers

Family Care Plan 
informs discharge 

planning and evolves to 
a postpartum Family 
Care Plan for up to a 

year

Family Care Plan is 
shared with hospital prior 

to birth event



TEAMBIRTH IN OKLAHOMA



Oklahoma First Statewide Initiative

3-year Collaborative Agreement

This project is Supported by the State Maternal Health Innovation Program Grant, 
Maternal and Child Health Bureau, Health Resources and Services Administration, 
Department of Health and Human Services.

TeamBirth: Process Innovation for Clinical Safety, 
Effective Communication, and Dignity in Childbirth



Our vision is a world in which every person can choose to grow their family with dignity. 

Delivery Decisions Initiative



TeamBirth Components





Voices from Oklahoma

“Including me and my family in communication during labor 

would have eliminated so many questions that I still have 

about what the team did or didn't do to help me."

"I would have had confidence to ask for more testing, and 

maybe the multiple doctors working on my case would have 

worked more collaboratively with me and together to get an 

effective plan in place." 

-Members of Oklahoma Patient Partner Network



Prepare (Jul - Aug 2021)

- Build Implementation team

- IRB

Engage & coach ( Sep - Jan 2022)

- Monthly webinars 

- Coaching calls

Launch (Feb/Mar - Jun 2022)

- Monthly webinars 

- Coaching calls

Sustain (Jul 2022 ->)

- Coaching calls 

- Add Cohort 2 hospitals

Timeline and Components 



OPQIC UPDATE:

EMPOWERING PREGNANT AND 

POSTPARTUM PATIENTS

Sarah Johnson
OPQIC Maternal Peer 

Navigator







https://safehealthcareforeverywoman.org/

https://opqic.org/patienthandouts/

https://safehealthcareforeverywoman.org/
https://opqic.org/patienthandouts/


https://safehealthcareforeverywoman.org/

https://www.cdc.gov/hearher/index.html
https://opqic.org/patienthandouts/

Council on Patient Safety in Women’s Health Care

https://safehealthcareforeverywoman.org/
https://www.cdc.gov/hearher/index.html
https://opqic.org/patienthandouts/




AWHONN Post-Birth Warning Signs Education Program

https://awhonn.org/education/hospital-products/post-birth-warning-signs-education-program/

https://opqic.org/patienthandouts/

https://awhonn.org/education/hospital-products/post-birth-warning-signs-education-program/
https://opqic.org/patienthandouts/




https://opqic.org/wp-
content/uploads/2021/04/Post
-Birth-Support-Resources-
OPQIC-V2-FINAL.pdf

https://opqic.org/wp-content/uploads/2021/04/Post-Birth-Support-Resources-OPQIC-V2-FINAL.pdf


https://opqic.org/forpatients/patient-resources/

https://opqic.org/forpatients/patient-resources/








https://opqic.org/

https://opqic.org/


THANK YOU!

https://opqic.org

info@opqic.org

Facebook | Twitter | YouTube | Instagram

barbara-obrien@ouhsc.edu

https://opqic.org/
mailto:info@opqic.org
https://www.facebook.com/opqic
https://twitter.com/opqic_
https://www.youtube.com/channel/UCU6gzh4go3lW1SR4OUs8pZw
https://www.instagram.com/opqic_/

