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~ & CMQCC

(\/ California Maternal Quality Care
Collaborative (CMQCC)

Multi-stakeholder organization established in 2006: providers,
state agencies, public groups with focus on Maternal Care

Hosts California Maternal Mortality Review Committee
Sister organization with CPQCC (neonatal care)

Developer of QI toolkits: Early Elective Delivery, OB
Hemorrhage, Preeclampsia, CVD in Pregnancy, and First
Cesarean Prevention

Leads multiple QI Collaboratives (Hemorrhage, HTN)
Established Maternal Data Center in 2011
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Presenter
Presentation Notes

CMQCC and CPQCC are operated as research and quality improvement programs under the umbrella of Stanford University.  Our mission is improving care for moms and newborns.

CMQCC started off as a partner to the California Department of Public Health (looking at maternal quality of care issues), and has used that expertise to develop QI toolkits, including partnering with the March of Dimes and CDPH to develop the Early Elective Delivery Toolkit used nationally by the MoD. 

Our sister organization, CPQCC may be more familiar to hospitals, as they have operated a perinatal data center for over 15 years. Virtually all hospitals with NICUs participate in the Perinatal Data Center, which is focused on babies < 1500 grams. The CMQCC Maternal Data Center is modeled on the CPQCC data center, but its scope will include ALL births in California.  
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Today’s Discussion

Discuss the wide variation in risk adjusted CS
rates

ldentify multiple reasons as to why should we care
about CS rates

Summarize key parts of The Toolkit: Readiness,
Recognition, Response, Reporting—Dbarriers,
strategies and tools

Recall pilot hospital success stories

|dentify areas to prioritize: What do we do first?
(Implementation guide)
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Let’'s Begin with a Test:

You are about to give birth. Pregnancy has gone smoothly.
The birth seems as if it will, too. It's one baby, in the right
position, full term, and you’ve never had a cesarean section
— in other words, you’re at low risk for complications.

What's likely to be the biggest influence on whether you will
have a C-section?

(A) Your personal wishes.

(B) Your choice of hospital.

(C) Your baby’s weight.

(D) Your baby’s heart rate in labor.
(E)

E) The progress of your labor.

Rosenberg T, NYT, Jan 19 2016
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Answer: Your choice of hospital. This slides gets to the heart of why CMQCC and hospitals around the state (and nation) are prioritizing an in-depth look at the cesarean practices at their institution in order to address the issue of unwarranted variation.  


" Cesarean Delivery Rates Vary
Tenfold Among US Hospitals;
Reducing Variation May Address
Quality And Cost Issues

ABSTRACT Cesarean delivery is the most commonly performed surgical
procedure in the United States, and cesarean rates are increasing.
Working with 2009 data from 593 US hospitals nationwide, we found
that cesarean rates varied tenfold across hospitals, from 7.1 percent to
69.9 percent. Even for women with lower-risk pregnancies, in which
more limited variation might be expected, cesarean rates varied
fifteenfold, from 2.4 percent to 36.5 percent. Thus, vast differences in
practice patterns are likely to be driving the costly overuse of cesarean
delivery in many US hospitals. Because Medicaid pays for nearly half of
US births, government efforts to decrease variation are warranted. We
focus on four promising directions for reducing these variations,
including better coordinating maternity care, collecting and measuring
more data, tying Medicaid payment to quality improvement, and
enhancing patient-centered decision making through public reporting.

Dol: 101377 /hlthaff.2012.1030
HEALTH AFFAIRS 32,

NO. 3 (2013): 527-535
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Presentation Notes
As this screen shot of a 2013 study shows, when almost 600 hospitals across the nation were evaluated, cesarean rates varied tenfold between hospitals. Furthermore, rates varied FIFTEENFOLD when comparing low risk pregnancies, where one would expect more limited variation. 
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Y/ Thereis a Large Variation in Cesarean Rates
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Presentation Notes
California hospitals mirror what is happening nationally. In fact, there is roughly a fivefold difference between the best and worst performing hospitals when comparing Total Cesarean Rate between facilities.

The most commonly heard concern when looking at this data is that different hospitals obviously see patients of different risk status e.g. “I see mostly ‘high risk’ patients who no one else will see.” Even providers in the same institution may have widely different case mixes. For this reason, when comparing cesarean rates, the appropriate risk adjustment must be made. Therefore, the NTSV Cesarean Rate is the metric that should always be used for cesarean quality improvement (not the Primary Cesarean Rate or the Total Cesarean Rate), and is the focus of the CMQCC Toolkit and Collaborative to Support Vaginal Birth and Reduce Primary Cesareans. This is also the metric used for reporting by Joint Commission, Medicaid, NQF, LeapFrog Group, etc. 
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Why focus on Nulliparous Term Singleton
Vertex Cesarean Birth?

Transforming Maternity Care
A Toolkit to Support Vaginal Birth and Reduce Primary Cesareans 8
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(\/ Why does the Toolkit Focus on NTSV
Cesarean Rate?

Nulliparity is a critical risk adjuster because it creates a
standardized population that can be compared between
providers, hospitals, states, etc

NTSV CS measure is already risk stratified

NTSV is special in that it technically represents the most
favorable conditions for vaginal birth, but also the most difficult
labor management

The NTSV population is the largest contributor to the recent rise
in cesarean rates

The NTSV population exhibits the greatest variation for all sub-
populations of cesarean births for both hospitals and providers

A
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Nulliparity is the critical risk adjuster because it creates a standardized population that can be compared (between providers, hospitals, states, etc). Hospitals have widely varying rates of nulliparous versus multiparous birth rates. You can understand, then, how a hospital with a high multiparous population would appear to have a much lower primary cesarean rate than a hospital with a higher rate of nulliparous births. Multiparous patients must be removed from the equation. 

NTSV CS measure is already risk stratified in that term, singleton, vertex removes many common high risk conditions that vary among hospitals. 


- Additionally, while TSV represents the most favorable conditions for vaginal birth, nulliparous labors are the longer and more difficult labors to manage, creating a need for increased focus on labor management and labor support. 

- Recent studies have shown the NTSV population to be the largest contributor to the recent rise in cesarean rates AND a population that exhibits the greatest variation (greater variation than women with medical risk factors!), even after controlling for medical, social, and demographic factors. Additionally, while NTSV technically denotes a “low risk” population, it has been referenced as a “low risk but vulnerable population” or, in other words, “a low risk group at highest risk for unnecessary cesarean.” 

Refs: Jolles DR. Unwarranted Variation in Utilization of Cesarean Birth Among Low-Risk Childbearing Women. Journal of Midwifery & Women's Health. 2017;62(1):49-57;
MacDorman MF, Menacker F, Declercq E. Cesarean birth in the United States: epidemiology, trends, and outcomes. Clin Perinatol. 2008;35(2):293-307; Pacific Business Group on Health. Report: variation in NTSV c-section rates among California hospitals. 2015. http://www.pbgh.org/storage/documents/PBGH_C-Section_NTSV_Variation_Report_Oct_2015.pdf. Accessed February 7, 2016

Calculation of Nulliparious Term Singleton Vertex Rate (NTSV CS Rate)  – TJC PC-02, ACOG, LeapFrog, CMS, Healthy People 2020 
D: all first-birth moms who are Term, with Singleton baby, Vertex presentation; N: Denom. Cases with a cesarean



“Still..

NTSV CS

CMQCC
. My NTSV Patients are Higher
Risk...”

measure is already risk stratified

However, African-American women continue to
have higher NTSV cesarean rates than white

women

Age and BMI clearly impact an individual's CS risk

Formal ris
and BMI s
than 2% ¢

K-adjustment analysis using both age
nows that over 2/3 hospitals realize less

nange

Age and BMI effects may be provider dependent
(more patience for obese women's labor)
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As previously stated, NTSV CS measure is already risk stratified in that term, singleton, vertex removes many common high risk conditions that vary among hospitals. However, the only population that the NTSV measures does not adequately adjust for risk is for African-American women, who continue to have higher NTSV cesarean rates. But, keep in mind that these higher rates persist even after controlling for certain medical and social factors, pointing again to provider attributes playing a role in the variation of rates; also remember that until 20 years ago, African American women always had lower CS rates than whites. Furthermore, rates for African American vary greatly from hospital to hospital, again pointing to an opportunity for improvement.

It is important to understand the difference between risks for an individual patient and the accumulated risk for a hospital. Age and BMI clearly impact an individual’s CS risk
Hospital populations of nulliparous women tend to be either older and thinner  OR younger and heavier.  Adjusting with logistic analysis for both together leads to minimal change in the 
Adjusted NTSV CS rate at the hospital level.  +/-<2% points in most.  Only 6/251 hospitals moved form higher than 23.9% to below, and they were all <26% to start.

The CMQCC Maternal Data Center now shows both unadjusted and adjusted rates for those who are interested.

In addition, both age and BMI effects vary greatly from hospital to hospital (and even physician to physician) suggesting that there is an important part of the risk that is provider driven rather
than inherent in the patient factor.
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~
@Eﬁects of Maternal Age and BMI on Hospital NTSV CS Rates:

Green = Hospitals with NTSV CS Rate <25%
RED = Hospitals with NTSV CS Rate >35%
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Lets explain this graphically.

This slide shows the relationship seen among hospitals for their proportion of obesity (BMI>30) on the x-axis and the proportion of older moms (Maternal Age >35) on the Y axis.
Note that there are no hospitals with both high rates of high maternal age and high rates of high BMI. Conversely, there is only one hospital that has low BMI and low rates of high maternal age.  We would all love to practice there!!

Hospitals with high NTSV rates (>35%) are shown in red dots and hospitals with lower rates (<25%) are shown with green dots. Note that there are red dots among all ratios of High Age and High BMI. But also note that for every red dot there are several adjacent green dots that have the same ratio of high Age and High BMI, strongly indicating that it is NOT the age and BMI that is driving the high CS rate.
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Presentation Notes
Getting back comparing NTSV cesarean rates between facilities, on this graph each column represents a single California maternity hospital. As you can see, even after adjusting for NTSV, large variation still exists between hospitals, with a range of 12-70%

Variation in rates exists between regions, hospitals, and providers. It also exists between “like” facilities with a similar mix of patients and between providers at the same facility with the same case mix. This unexplained, within-group variation tells us that patient risk level is not driving cesarean rates. Rather, practice style, the overall culture of the labor and delivery environment, and clinical training and decision making are likely at play.  Such a large variation means improvement is possible. 
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ntsvcesareansectioncmqcc_2015-0

				Hospital		Rate		Numerator		Denominator		Population

		Sutter Davis Hospital		1		12.00%		72		598		1,503

		Emanuel Hospital		2		13.00%		51		391		1,318

		Mammoth Hospital		3		14.00%		6		43		96

		Sonoma Valley Hospital		4		14.30%		7		49		162

		Bakersfield Memorial Hospital		5		15.00%		175		1,170		3,137

		Kaiser-Redwood City		6		16.00%		115		718		1,539

		Sutter Maternity & Surgery Center		7		16.20%		74		457		1,029

		El Camino Hospital-Los Gatos		8		16.30%		59		362		782

		Sierra Nevada Memorial Hospital		9		16.40%		25		152		437

		Kaiser-Roseville		10		16.90%		304		1,794		5,319

		San Joaquin Community Hospital		11		16.90%		177		1,045		3,468

		Mad River Community Hospital		12		17.00%		39		230		589

		Santa Paula Hospital		13		17.10%		19		111		374

		San Francisco General Hospital		14		17.30%		67		387		1,176

		John Muir Medical Center		15		17.40%		169		971		2,791

		La Palma Intercommunity Hospita		16		17.50%		24		137		454

		Woodland Memorial Hospital		17		17.70%		36		203		687

		Loma Linda University Medical Center - Murrieta		18		18.10%		76		421		1,168

		Plumas District Hospital		19		18.50%		5		27		65

		UC San Francisco Medical Center		20		18.50%		198		1,069		2,213

		Corona Regional Medical Center		21		18.70%		61		326		1,046

		Sutter Solano Medical Center		22		18.90%		38		201		592

		Lompoc Valley Medical Center		23		19.10%		22		115		432

		St. Helena Hospital - Napa Valley		24		19.20%		20		104		254

		Kaiser-Woodland Hills		25		19.30%		122		633		1,571

		Redwood Memorial Hospital		26		19.30%		17		88		351

		Marin General Hospital		27		19.50%		101		518		1,408

		Ukiah Valley Medical Center		28		19.60%		49		250		815

		Rancho Springs Medical Center		29		19.70%		201		1,018		3,216

		St. Helena Hospital - Clear Lake		30		19.70%		13		66		177

		Tahoe Forest Hospital		31		19.90%		32		161		362

		Barstow Community Hospital		32		20.00%		20		100		371

		Kaiser-San Jose		33		20.20%		157		776		2,168

		St. Rose Hospital		34		20.20%		52		257		788

		Redlands Community Hospital		35		20.30%		170		838		2,615

		Alameda County Medical Center - Highland		36		20.40%		69		338		1,121

		Pomona Valley Hospital Medical Center		37		20.40%		447		2,195		7,032

		Twin Cities Community Hospital		38		20.40%		45		221		666

		Henry Mayo Newhall		39		20.50%		94		459		1,280

		Kaiser-Modesto		40		20.50%		180		878		2,615

		Simi Valley Hospital		41		20.50%		53		259		687

		Ventura County Medical Center		42		20.50%		86		420		1,477

		Kaiser-Panorama City		43		20.60%		159		772		2,156

		Arrowhead Regional Medical Center		44		20.70%		152		734		2,656

		Fairchild Medical Center		45		20.80%		11		53		184

		Kaiser-South Sacramento		46		20.90%		180		861		2,469

		San Joaquin General Hospital		47		21.00%		86		409		1,799

		Dominican Santa Cruz Hospital		48		21.10%		62		294		876

		Kaiser-Fresno		49		21.20%		99		468		1,193

		St. Jude Medical Center		50		21.20%		173		816		2,242

		George L. Mee Memorial Hospital		51		21.40%		21		98		447

		Sutter Santa Rosa		52		21.50%		122		568		1,658

		Lodi Memorial Hospital		53		21.60%		63		291		1,045

		Petaluma Valley Hospital		54		21.60%		33		153		450

		Riverside County Regional MC		55		21.60%		91		422		1,751

		CPMC-California		56		21.70%		468		2,153		4,905

		CPMC-Saint Luke's		57		21.70%		97		448		941

		Mercy Medical Center Mt. Shasta		58		21.70%		10		46		133

		Santa Clara Valley Medical Center		59		21.70%		208		959		3,352

		Sutter Delta Medical Center		60		21.70%		70		322		988

		Kaiser-Vallejo		61		21.80%		110		504		1,538

		Kaiser-Oakland		62		21.90%		208		949		2,329

		Sutter Roseville Medical Center		63		22.10%		212		961		2,931

		Anaheim Regional		64		22.30%		120		537		1,707

		Kaiser-San Francisco		65		22.30%		276		1,235		2,841

		Desert Valley Hospital		66		22.40%		69		308		923

		Kaiser-Riverside		67		22.40%		237		1,056		2,959

		Kaiser-Santa Rosa		68		22.40%		177		789		1,985

		Kaiser-Hayward		69		22.50%		84		374		1,068

		Downey Community Hospital		70		22.60%		74		328		1,097

		Kaiser-Antioch		71		22.70%		126		556		1,563

		Kaiser-Walnut Creek		72		22.70%		289		1,275		3,435

		Los Alamitos Medical Center		73		22.70%		105		463		1,364

		Mendocino Coast Hospital		74		22.70%		10		44		132

		Methodist Hospital of Southern Californi		75		22.70%		194		856		2,001

		Feather River Hospital		76		22.90%		72		314		901

		Providence Holy Cross		77		22.90%		257		1,123		3,282

		Providence Little Co Mary-San Pedro		78		22.90%		44		192		602

		UC Irvine Medical Center		79		22.90%		102		446		1,531

		Salinas Valley Memorial Healthcare Syste		80		23.00%		115		501		1,794

		St. Louise Regional Hospital		81		23.00%		38		165		560

		Mercy Hospital of Folsom		82		23.10%		81		350		932

		UC San Diego Medical Center		83		23.20%		201		868		2,426

		Citrus Valley Medical Center		84		23.30%		290		1,242		4,068

		Kaiser-Baldwin Park		85		23.30%		243		1,043		2,791

		Santa Rosa Memorial Hospital		86		23.40%		56		239		739

		Alta Bates Hospital		87		23.50%		547		2,330		6,426

		California Hospital		88		23.50%		281		1,194		4,022

		Fremont Medical Center		89		23.50%		143		609		2,002

		Mayers Memorial Hospital		90		23.50%		4		17		56

		Sierra View District Hospital		91		23.50%		89		378		1,555

		Kaiser-Downey		92		23.60%		300		1,272		3,664

		Kaiser-West Los Angeles		93		23.60%		170		719		1,742

		Queen of the Valley-Napa		94		23.60%		59		250		826

		Scripps Mercy Hospital		95		23.60%		180		764		1,963

		Community Memorial Hospital		96		23.70%		226		955		2,855

		St. Joseph-Stockton		97		23.70%		168		709		2,538

		Anaheim Global Medical Center		98		23.80%		74		311		1,148

		Doctors Hospital of Manteca		99		23.80%		51		214		695

		Adventist Medical Center-Reedley		100		23.90%		84		352		1,418

		O'Connor Hospital		101		23.90%		241		1,009		2,990

		Desert Regional Medical Center		102		24.00%		241		1,006		3,252

		Natividad Medical Center		103		24.00%		129		538		2,509

		St. Bernadine Medical Center		104		24.00%		134		559		1,977

		Community Regional		105		24.10%		312		1,293		5,967

		Loma Linda University Medical Center		106		24.10%		197		816		3,030

		Eden Medical Center		107		24.20%		125		517		1,373

		Enloe Medical Center		108		24.20%		134		554		1,553

		Kern Medical Center		109		24.20%		139		574		2,707

		Lucile Salter Packard-Stanford Hospital		110		24.20%		365		1,511		4,134

		Adventist Medical Center-Selma		111		24.40%		19		78		305

		Scripps Mercy Hospital, Chula Vista		112		24.50%		164		670		1,751

		Kaiser-Anaheim		113		24.60%		306		1,242		3,303

		Nothern Inyo Hospital		114		24.60%		16		65		219

		White Memorial Medical Center		115		24.70%		272		1,101		3,747

		John F. Kennedy Memorial Center		116		24.80%		141		569		2,207

		Mercy Medical Center Redding		117		24.80%		150		604		1,955

		Northbay Medical Center		118		24.80%		108		436		1,333

		St. Mary Medical Center-Apple Valley		119		24.80%		175		707		2,424

		Pomerado Hospital		120		25.10%		117		467		1,439

		Marian Medical Center		121		25.20%		219		869		3,017

		Kaiser-South Bay		122		25.30%		226		893		2,265

		Mercy Hospital of Bakersfield- Southwest		123		25.30%		248		979		2,747

		Presbyterian Intercommunity Hospital		124		25.30%		361		1,427		3,966

		Santa Monica UCLA Medical Center		125		25.50%		171		670		1,556

		Palo Verde Hospital		126		25.60%		11		43		154

		Kaiser-Irvine		127		25.70%		253		985		2,443

		Hoag Hospital-Newport Beach		128		25.90%		655		2,529		6,124

		French Hospital Medical Center		129		26.00%		60		231		550

		Doctors Medical Center-Modesto		130		26.20%		260		991		3,723

		Good Samaritan-Los Angeles		131		26.20%		299		1,142		3,727

		Kaiser-Moreno Valley		132		26.20%		99		378		1,154

		Seton Medical Center		133		26.20%		56		214		542

		St. Elizabeth Community Hospital		134		26.20%		55		210		664

		Mercy San Juan Medical Center		135		26.30%		149		566		2,109

		Fallbrook Hospital District		136		26.50%		13		49		162

		Kaiser-Fontana		137		26.50%		321		1,210		3,748

		Olive View UCLA Medical Center		138		26.50%		41		155		575

		UCLA Medical Center		139		26.60%		201		757		1,740

		El Camino-Mountain View		140		26.70%		495		1,851		4,451

		San Gabriel Valley		141		26.80%		336		1,252		3,085

		Sharp Grossmont Hospital		142		26.80%		346		1,292		3,835

		Valley Care Medical Center		143		26.90%		152		565		1,422

		Valley Presbyterian Hospital		144		26.90%		252		936		3,576

		Kaiser-Ontario		145		27.00%		203		752		2,064

		Saddleback Memorial Medical Center		146		27.00%		289		1,071		2,754

		Kaiser-Los Angeles		147		27.10%		277		1,022		2,443

		Kaweah Delta Medical Center		148		27.10%		344		1,268		4,304

		Sutter Sacramento		149		27.10%		416		1,535		5,277

		Centinela Hospital Medical Center		150		27.20%		43		158		787

		Methodist Hospital of Sacramento		151		27.30%		143		524		1,911

		St. Joseph Hospital, Eureka		152		27.30%		39		143		488

		Los Angeles County USC Medical Center		153		27.40%		78		285		1,058

		Pacific Alliance Medical Center		154		27.40%		187		683		2,445

		Pioneers Memorial Hospital		155		27.40%		172		628		1,874

		Miller Children's Hospital-Long Beach		156		27.60%		558		2,024		5,949

		Community Hospital of the Monterey Peninsula		157		27.70%		120		433		1,164

		Kaiser-Santa Clara		158		27.80%		479		1,725		4,347

		Madera Community Hospital		159		27.80%		89		320		1,388

		UC Davis Medical Center		160		27.80%		117		421		1,305

		Garden Grove Hospital & Medical Center		161		27.90%		139		498		1,776

		Mills Peninsula		162		27.90%		240		861		2,059

		Hemet Valley Medical Center		163		28.00%		101		361		1,314

		Garfield		164		28.10%		450		1,601		4,480

		Marshall Hospital		165		28.10%		52		185		512

		Mercy General Hospital		166		28.10%		173		615		2,016

		Huntington Memorial Hospital		167		28.20%		380		1,346		3,264

		Tulare District Hospital		168		28.20%		75		266		1,094

		Barton Memorial Hospital		169		28.40%		38		134		344

		Contra Costa Regional		170		28.40%		202		712		2,250

		Fountain Valley Regional Hospital & Medi		171		28.40%		372		1,309		3,669

		Paradise Valley Hospital		172		28.40%		126		444		1,012

		Sharp Chula Vista Medical Center		173		28.50%		228		801		2,675

		Montclair Hospital Medical Center		174		28.60%		88		308		996

		Providence St John's		175		28.60%		297		1,037		2,107

		College Medical Center		176		28.70%		23		80		358

		Mission Hospital		177		28.70%		257		894		2,650

		Cedars Sinai Medical Center		178		28.80%		828		2,873		6,498

		San Antonio Regional		179		28.90%		226		783		2,200

		Providence Little Co Mary-Torrance		180		29.10%		311		1,068		2,639

		Sutter Coast Hospital		181		29.10%		25		86		306

		Clovis Community Hospital		182		29.20%		469		1,605		4,854

		Palomar Health-Downtown		183		29.60%		295		998		3,192

		St. John's Regional Medical Center		184		29.70%		194		654		2,103

		Torrance Memorial Medical Center		185		29.70%		360		1,213		3,127

		Kaiser-San Diego		186		30.00%		486		1,618		4,271

		Saint Francis Medical Center		187		30.10%		413		1,372		5,107

		Washington Hospital		188		30.10%		227		753		1,825

		Scripps Memorial Hospital-Encinitas		189		30.20%		234		775		2,065

		Saint Agnes Hospital		190		30.30%		257		847		3,121

		Hollywood Presbyterian		191		30.70%		377		1,228		3,588

		Good Samaritan Hospital of Santa Clara V		192		31.10%		401		1,288		3,528

		Orange County Global Medical Center		193		31.10%		156		502		2,026

		Memorial Medical Center		194		31.20%		208		667		2,017

		Tri-City Medical Center		195		31.20%		243		780		2,617

		West Hills Regional Medical Center		196		31.30%		105		336		851

		Parkview Community Hospital		197		31.40%		224		714		2,347

		Santa Barbara Cottage Hospital		198		31.40%		281		894		2,365

		Victor Valley Hospital		199		31.40%		92		293		1,226

		Central Valley General Hospital		200		31.50%		190		604		2,108

		Delano Regional Medical Center		201		31.50%		68		216		827

		Sequoia Hospital		202		31.50%		203		645		1,643

		South Coast Global Med Ctr		203		31.50%		63		200		932

		St. Mary Long Beach		204		31.50%		272		864		2,682

		Whittier		205		31.50%		370		1,173		3,413

		Los Robles Regional Medical Center		206		31.70%		207		652		1,953

		St. Joseph Hospital, Orange		207		31.70%		558		1,759		4,916

		Oroville Hospital		208		31.80%		35		110		441

		Providence Saint Joseph		209		32.10%		331		1,032		2,559

		Orange Coast Memorial Medical Center		210		32.30%		182		563		1,554

		Community Hospital of San Bernardino		211		32.40%		174		537		2,098

		Harbor UCLA Medical Center		212		32.40%		83		256		760

		Hazel Hawkins Memorial Hospital		213		32.50%		41		126		423

		Dameron Hospital		214		32.60%		85		261		1,154

		Sierra Vista Regional Medical Center		215		32.60%		137		420		1,214

		Watsonville Community Hospital		216		32.60%		107		328		1,308

		San Gorgonio Memorial Hospital		217		32.70%		35		107		401

		Northridge Hospital		218		32.90%		126		383		1,248

		Merced Medical Center		219		33.00%		188		569		2,082

		Glendale Adventist Medical Center		220		33.10%		276		834		2,385

		Scripps Memorial Hospital, La Jolla		221		33.20%		521		1,569		3,712

		Banner Lassen Medical Center		222		33.30%		25		75		270

		Regional Medical Center of San Jose		223		33.30%		49		147		522

		Antelope Valley Hospital		224		33.70%		497		1,475		5,129

		San Ramon Regional Medical Center		225		33.70%		95		282		749

		Sharp Mary Birch Hospital for Women		226		33.80%		1,179		3,484		9,421

		Glendale Memorial		227		34.00%		224		658		1,898

		Providence Tarzana		228		34.90%		348		998		2,608

		Beverly Hospital		229		35.10%		81		231		804

		Riverside Community Hospital		230		35.10%		385		1,096		3,459

		Greater El Monte		231		35.80%		43		120		443

		San Dimas Community Hospital		232		36.50%		72		197		550

		Hi Desert Medical Center		233		36.80%		53		144		454

		Ridgecrest Community Hospital		234		36.90%		52		141		455

		Sutter Lakeside Hospital		235		37.90%		36		95		271

		Verdugo Hills Hospital		236		38.00%		93		245		562

		Foothill Presbyterian Hospital		237		38.90%		100		257		778

		Sutter Tracy Community Hospital		238		38.90%		77		198		691

		El Centro Regional Medical Center		239		39.10%		119		304		1,088

		Memorial Hospital Los Banos		240		40.80%		78		191		699

		Sutter Amador Hospital		241		41.20%		42		102		318

		Monterey Park		242		41.60%		206		495		1,752

		Sonora Regional Medical Center		243		42.40%		84		198		526

		Colusa Regional		244		48.00%		24		50		159

		Huntington East Valley Hospital		245		52.00%		26		50		184

		East Los Angeles Doctors Hospital		246		52.60%		61		116		484

		Memorial Hospital of Gardena		247		55.40%		124		224		972

		Pacifica Hospital of the Valley		248		55.70%		44		79		340

		Los Angeles Community Hospital		249		70.00%		14		20		95
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Y, What Indications Have Driven the RISE in
CS?

Percent of the Increase in Primary
Cesarean Rate Attributable to this
Indication
Cesarean Indication Yale (2003 v. 2009) Kaiser SoCal (1991 v. 2008)
(Total: 26% to 36.5%) (Primary: 12.5% to 20%)
/ \ Focus: all primary Focus: all primary
N Cesareans singleton Cesareans
< Labor progress ) o 60%! o
complications R 28% ~38%
T {CPBIFTR)
Fetal Intolerance of Labor 32% ~24%
Breech/Malpresentation <1% <1%
Multiple Gestation 16% Not available
Various Obstetric and Medical 6% - 20%
Conditions (Placenta Abnormalities, (Did not separate
Hypertension, Herpes, etc.) preeclamp§|a f_rom other
Preeclampsia 10% complications)
“Elective” (variously defined) 8% 18%
(Scheduled without (Those “without a charted |13
e - - - . A HIRE L N [ A Y 1
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Presentation Notes
So where can we focus our improvement efforts? 

The indications that have driven the rise in cesarean are an increase in the diagnosis of labor complications such as failure to progress, and fetal intolerance of labor. 60% of the increase in primary cesarean are due to these two indications! It is not more breeches or more previas.  Even elective deliveries make a small contribution.


These indications highlight: 
The leading indicators are provider-dependent diagnoses (meaning highly dependent upon provider discretion). Further solidifies that variation in cesarean rates is due in part to clinical decision making and culture of the unit.
Also shows the need to improve labor support in order to improve labor progress and prevent dysfunctional labor. 

A main focus of educational efforts within your hospital should involve a variety of topics around labor management and labor support. These should include areas for both nursing and physician/providers. 


N ~
~ C M E;,.,.éf CC
Y, What Indications Drive the VARIATION in
CS?
Proportion of | Proportion of | CS Rate for this
CS Indication Overall CS | Primary CS Indication
Rate Rate
Repeat (prior) 30-35% --- 90+%
“Abnormal Labor” 25-30% 35-45% Highly
(CPD/FTP) 60%! |variable
Fetal Intolerance of | 10-15% 15-20% Highly
labor variable
Breech/Transverse 10% 15-20% 98%
Multiple Gestation 5-9% 10-15% 60-80%
Other: Placenta Previa, ~5% ~10% 90%
Herpes, etc
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Likewise, the most common indicators for cesarean (abnormal labor and fetal intolerance) account for the greatest variation in rates between hospitals. Again, these diagnoses leave a lot to provider and nurse discretion, which means improvement in possible. 


CMQCC

Importance of the First Birth

If a woman has a Cesarean birth in the first labor, over
90% of ALL subsequent births will be Cesarean births

3 -
v
il = e

2T

" /A classic example of
: path dependen cy

If a woman has a vaglnal blrth In the flrst Iabor
over 90% of ALL subsequent births will be vaginal births

Transforming Maternity Care
A Toolkit to Support Vaginal Birth and Reduce Primary Cesareans 15


Presenter
Presentation Notes
Finally, the importance of focusing on the first birth cannot be understated. A woman who has a first birth cesarean has a 90% or greater chance of having subsequent cesareans. Similarly, a first birth vaginal delivery pretty much guarantees subsequent vaginal births. Protect the first birth! 


> CMQCC
S

Why should we care about CS rates?
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Why Should We Care?

CMQCC

Rise in total CS rate without maternal or

neonatal benefit
6% in early 70’s
20% in mid 80’s
33% in 2010

Cerebral Palsy rates,
neonatal seizure rates
unchanged since 1980

A Toolkit to Support Vaginal Birth and Red

uce Primary Cesareans
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Presentation Notes
Until recently, there has been a relentless rise in cesareans without baby or mother benefit. CP rates, neonatal seizures unchanged since 1980. Overall, no benefit for long-term urinary continence, and increased maternal and neonatal morbidity.
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@ 25 NTSV & Overall Cesarean Delivery
50% rise in CS

Rates in the
United States

rates over a 10
year period 0fF

l

In CA and the
US, cesareans

account for 1/3 of
all births

l 15|
Cesarean is the ’ | | | | o
rT]()ESt (:()rT]rT]()r] U199ﬂ 1995 2000 2005 2010 |

25

Percent

20 - Low risk (NTSV)

2013
. Year
hospital surgery
. MOTE: Low risk is defined as nulliparous, term, singleton births in a vertex (head first)
I n th e U S ' presentation.
] SOURCE: CDC/MCHS, National Vital Statistics System.

Osterman M etal, N\VSRvol 63, T Figure 1. Overall cesarean delivery and low-risk cesarean
num 6, Nov 2014 A Teoiitr  d€livery: United States, final 1990-2012 and preliminary 2013
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There was a sharp increase in overall and NTSV cesareans starting in the late 90s until about 2010 (approximately a 50% increase in CS rates in roughly a 10 year period). California, being the state with the most annual births, tends to mirror what is happening nationally, with cesareans making up a third of all births. Cesarean is now the most common hospital surgery in the US!
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@ Cesarean: Maternal Risks

Acute Long Term &
Common: Subsequent Births
Longer hospital stay
Increased pain and fatigue

Postpartum hemorrhage
(transfusions ~2%)

Slower return to normal

Abnormal placentation
(previas and accretas)

Uterine rupture

activity and productivity

Delayed or difficult
breastfeeding

Anesthesia complications
Wound infection
Deep vein thrombosis

Surgical adhesions
Bladder surgical injury
Bowel surgical injury
Bowel obstruction

We perform over 160,000
Cesareans every year in California

A Toolkit to Support Vaginal Birth and Reduce Primary Cesareans 19
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Many of us are familiar with the acute risks of surgery, such as increased pain and fatigue, hemorrhage, and clotting risks. Since the first cesarean is fairly commonplace, relatively quick to perform, and since these acute risks are rare, we don’t often think about the risk to later births. In fact it is the long term risks and risks for subsequent births that are worrisome. The risk of uterine rupture, uterine atony, placenta previa, placenta accreta, and surgical adhesions all increase with each cesarean. By the third cesarean, the risk of placenta previa nearly triples, and roughly 40% of these women with placenta previa will also have placenta accreta. Abnormal placentation results in  a step-wise increase in life-threating hemorrhage with every cesarean, and increased risk of hysterectomy. 

Many of these serious complications are uncommon, <1%, but since there are over 160,000 cesarean births EVERY year in California, they do add up quickly. 

This is particularly true now that we are seeing women with multiple prior CS where the risks do increase significantly.


P CMQCC
\

Maternal Psychological Risks

Transforming Maternity Care
A Toolkit to Support Vaginal Birth and Reduce Primary Cesareans 20
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Additionally, psychological stress, anxiety, and post-traumatic stress disorder (PTSD) have been identified as potential risks of cesarean. This is a good tme to mention shared decision making during prenatal, intrapartum care (covered in Part I, or the “Readiness” section, of the Toolkit). We can decrease the loss of control and anxiety women may associate with the cesarean through effective communication.


7
\-\6 Cesarean: Neonatal Risks

= |[ncreased neonatal
morbidity

o Impaired neonatal
respiratory function

o Increased NICU admissions

o Affects maternal-newborn
interactions including
breastfeeding

o No reduction in cerebral
palsy rates

Transforming Maternity Care
A Toolkit to Support Vaginal Birth and Reduce Primary Cesareans

CMQCC
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Neonates have not faired much better. With the exception of fetuses in breech presentation, neonates have reaped few benefits with the rising rate of cesarean birth. Cerebral palsy rates have remained unchanged in the past 15 years, and recent evidence indicates that significant health consequences, including higher rates of serious respiratory complications, higher admission to the NICU. A recent study by Black et al, published in December 2015, showed a significantly increased risk in childhood asthma requiring inhaler use and hospitalization. Furthermore, cesarean birth remains a barrier to early breastfeeding support, delays the first feeding, and delays or completely interferes with early skin-to-skin contact, all of which adversely affect the ability to exclusively breastfeed



P CMQCC
@The Cost... Another Important Reason to Reduce
Unnecessary CS

California could save an
estimated S80 to 441 million

each year by reducing unnecessary Cesarean births.!

A Toolkit to Support Vaginal Birth and Reduce Primary Cesareans
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Finally, there is the monetary cost to the health system. Studies of actual payments to hospitals and providers indicate that vaginal births cost about 5,000 to 10,000 less than cesarean births. Value in health care = outcomes / cost. The cost of unnecessary cesareans (both economic and human) far outweigh the benefits gained. Achieving high-value maternity care on a statewide or national level (where patient outcomes are prioritized above all else) will prove unachievable if the environment of care remains status quo. 

Refs: Pacific Business Group on Health. Report: variation in NTSV c-section rates among California hospitals. 2015. http://www.pbgh.org/storage/documents/PBGH_C-Section_NTSV_Variation_Report_Oct_2015.pdf. Accessed February 7, 2016
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9
Summary of Issues

= Extreme variation among hospitals

= Rapid rise of rates without neonatal or maternal benefits
(indeed can have complications)

= Significant consequences for future pregnancies

= Monetary cost, combined with the human cost of
unnecessary cesarean, undermines the ongoing nationwide
effort to provide high value maternity care for all women

But, cesarean births are also life-saving and they
have an absolute role in Obstetrics—
making the message to patients:

“They shouldn't be taken lightly”
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> Why has Cesarean Birth Reduction

been so Hard?

= Direct challenge to MD
autonomy

= Complex issue with many
contributing factors

= Timing just hasn’t been right

= Need for professional societies
to lead the way

= Fear of liability is a big reason!

Transforming Maternity Care
A Toolkit to Support Vaginal Birth and Reduce Primary Cesareans 24
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Direct challenge to MD autonomy

Complex issue with many contributing factors (including but not limited to culture of the birth unit, provider and nurse education/training, consumer involvement, poor quality of labor support, payment reform, etc.). The toolkit identifies over 20 drivers of unnecessary cesareans!

Timing just hasn’t been right. There is now a consumer and provider driven movement statewide and nationally to reduce rates. 

Need for professional societies to lead the way, which they are now doing in collaboration with one another (AIM, ACOG, ACNM, AWHONN, etc)

Liability – see next slide 
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'!@ CMQCC

(\/ OB Quality Improvement and Safety
Efforts Help to Decrease Liability

Communication Reducing
Utilize evidence- Utilize expert- techniques primary
based best vetted which engage cesareans,
practice standardized the patient in protects against
protocols that approaches “shared decision  post-cesarean
follow national for labor and making” creates complications
consensus fetal heart rate a strong and poor
(e.g. oxytocin) abnormalities deterrence to outcomes during

lawsuits future care
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While we acknowledge that the fear of liability is a real fear, CMQCC has been working with the major liability carriers who stress that the principles of OB quality and safety actually help to decrease liability. These principles should serve as a your guide for a safe cesarean reduction program. Additionally, the release of the ACOG guidelines for safe reduction of primary cesareans is very helpful in this matter.


CMQCC

It takes a Village to Reduce Unnecessary
Cesareans
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Presentation Notes
It truly does take a village to reduce cesareans. A collective impact approach is needed, and CMQCC has been working hard to engage all stakeholders. [click mouse for animation] Today we are focusing only on clinical efforts in the hospital setting but it is important to note that this is only one part of a bigger picture. Nonetheless, your role as providers and nurses is the most important of all of these things because the buck stops with you. Change starts with you. 
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The CMQCC Toolkit

Comprehensive, evidence-based
“How-to Guide” to reduce primary
cesarean delivery in the NTSV
population

Will be the resource foundation for
the CA QI collaborative project
The principles are generalizable to
all women giving birth

Released on the CMQCC website
April 28, 2016

Has a companion Implementation
Guide

CM:_.CC

;‘.%::.ol.l;_-t 0 Support
vaginal Birth and Reqd

Juce

Icl'y wESareans

_ .

A Toolkit to Support Vaginal Birth and Reduce Primary Cesareans
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Important to note: although geared towards first birth cesarean, the principles are generalizable to most women giving birth.
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CMQCC Supporting Vaginal Birth Taskforce

Writing Group Review Group
Obstetricians ACOG leaders
MFMs AWHONN leaders
Certified Nurse Midwives ACNM leaders
Registered Nurses SOAP (Society of Obstetric
Educators Anesthesia Providers)
leaders

Doulas California H o

. alifornia Hospita
Hospital Leaders Association
Public Health

Medical Liability providers
Several Hospital Systems

Over 50 Contributors 28
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Over 50 expert writers and advisors.
Multidisciplinary group for writing and reviewing.
We wanted all who are caring for laboring women to participate!
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% The American College of

: Obstetricians and Gynecologists
" WOMEN'S HEALTH CARE PHYSICIANS

May 24, 2016

John Wachtel, MD
Chair: District IX
American Congress of Obstetricians and Gynecologists

Dear Dr. Wachtel:

In representing the American College of Obstetricians and Gynecologists (ACOG), we would like to
congratulate e | ] .
vaginal 8ith \We have had the honor to review this comprehensive toolkit and ACOG

E,T:;:;’Eﬂ: strongly supports its dissemination and use to address the efforts at

sndtheplan radycing the primary Cesarean delivery rate.

implementat

Clearly, the rising Cesarean delivery rate, and particularly the primary Cesarean rate, is concerning to all
involved in the provision of women’s healthcare. and although here have been a number of efforts

nationwide t £ a
S thepian 1 NIS €Xcellent resource, and the plan for encouraging awareness and

programto 2 implementation is unquestionably a commendable program to address

Cesarean del

successes.  this issue and should set a benchmark for achieving success in reducing
again, weex the primary Cesarean delivery rate.

this toolkit, Congrewnauuns, anu vesy wisnes moving rorwara:

Sincerely,
WL € Lo w0 "
Hal. C. Lawrence Ill, MD Christopher M. Zahn, MD

Executive Vice President and CEQ Vice President, Practice Activities 29
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Pleased to have support from our professional organizations. Letter of support from ACOG National is shown here. This is truly exceptional as they almost never support materials not internally created.
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When using a toolkit, you don’t need to use every tool,
you just need to pick the right ones for the job

Transforming Maternity Care
A Toolkit to Support Vaginal Birth and Reduce Primary Cesareans
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Presentation Notes
So let’s get into the toolkit.  First, a couple caveats.

First… understandably, QI programs for cesarean reduction will differ between facilities. The expectation is not that each facility will implement every tool or concept introduced in the toolkit. Rather, each facility should implement and/or adapt the tools and concepts that will best improve NTSV cesarean rates according to the unique needs of the organization.
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Presentation Notes
Secondly, a safe cesarean reduction should not aim to reduce cesareans at all costs!  Well-chosen cesareans are necessary to prevent avoidable fetal and maternal harm. 
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The Toolkit is Aligned with the ACOG/SMFM
Consensus Statement and the AIM Patient Safety

Readiness

ecognition an
revention

esponse to
very Labor
hallenge

eporting

Bundle

PATIENT
WCOUNCIL ON F'ATIEN_TPAFEW SAFETY
a BUNDLE

T——T ]

SAFE REDUCTION OF PRIMARY CESAREAN BIRTHS
SUPPORTING INTENDED VAGINAL BIRTHS

Every Patient, Provider and Fadlity

= Build a provider and matemity unit culture that values, promotes, and supports
spontaneous onset and progress of labor and vaginal birth and understands
the risks for current and future pregnancies of cesarean birth without medical
indication.

m Optimize patient and family engagement in education, infermed consent, and
shared dacision making about normal healthy labor and birth thraughaut the
maternity care cycle

» Adopt provider education and training technigues that develop knowledge and
skills on approaches which maximize the likelihood of vaginal birth, including
assessment of labor, methods to promote labor progress, labor support, pain
management (both pharmacelogic and non-pharmacologic), and shared
decision making

Every patient

= Implement standardized admission criteria, triage management, education, and
support for women presenting in spontaneous labor.

w Offer standardized techniques of pain management and comfort measures that
promote labor progress and prevent dysfunctional labor.

= Use standardized methods in the assessment of the fetal heart rate status,
including interpretation, documentation using NICHD terminology, and
encourage methods that promote freedom of movement.

= Adopt protocols for timely identification of specific problems, such as
herpes and breech presentation, for patients who can benefit frem proactive
intervention befere labor to reduce the risk for cesarean birth.

Transforming Maternity Care

A Toolkit to Support Vaginal Birth and Reduce Primary Cesareans

BSTETRICS &
GYNECOLOGY


Presenter
Presentation Notes
AIM, the Alliance for Innovation on Maternal Health, is a multi-stakeholder collaboration between many organizations, including ACOG, ACNM, AWHONN, American Academy of Family Physicians, and many others. Over the years, they’ve created various maternity safety bundles. The AIM bundle is basically a roadmap, or a small set of evidence-based practices that, when performed all together, improve patient outcomes.

The Toolkit translates the AIM Safety Bundle into an easy-to-use “menu” of tools and practical approaches. Each section of the toolkit mirrors the 4 domains of the AIM Bundle: Readiness, Recognition and Prevention, Response, and Reporting. 
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READINESS

Developing a maternity culture that values,
and supports intended vaginal birth

Transforming Maternity Care
A Toolkit to Support Vaginal Birth and Reduce Primary Cesareans 3 3
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Strategies to Improve Readiness

Create a unit culture to support intended vaginal
birth

Improve access and quality to modern childbirth
education

Improved shared decision making at critical
points

Bridge provider knowledge and skills gap

Payment reform: Transition from paying for
volume to paying for value

A Toolkit to Support Vaginal Birth and Reduce Primary Cesareans 34
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The toolkit identifies these four strategies to improve Readiness.

What is the culture of your unit?
CMQCC is creating a survey to measure attitudes/beliefs of the nursing physician staff. This will be used in two fold manner – to help hospitals determine what areas of their culture need attention to support intended vaginal birth as well as an overall assessment of the relationship between unit personnel attitudes and beliefs in relation to their NTSV rate.
Since a decreasing number of hospitals are directly involved with their childbirth education classes, it is important to meet often with community led classes to ensure information is current in relation to your facility and evidence.
Because a first cesarean is quite safe by today’s standards, the future risks of multiple repeat cesareans, such as the considerable step-wise increase in life threatening hemorrhage, may not be fully appreciated or considered by some providers


CMQCC
Examples of Readiness Tools
included in Toolkit

Sources of best childbirth education tools

Tools/policies/concepts of “mother
friendly” hospital

Approaches to shared decision making
and training aspects

A Toolkit to Support Vaginal Birth and Reduce Primary Cesareans 35
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The toolkit outlines several critical times for communication with the woman and creates the opportunity for shared decision making. Some of these key points include:
Choice of provider and/or facility for prenatal care and care at time of birth
Timing of admission to hospital (admission to labor and delivery while still in the latent/early phase is associated with an increased risk of cesarean)
 Choice of fetal monitoring method (continuous monitoring is associated with an increased risk of cesarean)
 Whether to have continuous labor support by a trained caregiver like a doula (continuous labor support improves chances of having a vaginal birth)
Induction of labor without medical indication (depending on the provider and facility)
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Sharing in decision making:
The SHARE Model

Seek the patient’s participation

Help her explore each option and
the corresponding risks and benefits

Assess what matters most to her most

Reach a decision together and arrange
for a follow up conversation

Evaluate her decision (revisit the decision and
assess whether it has been implemented as

nlannand)

The SHARE approach. Agency for Healthcare Research and Quality Website.
http://www.ahrg.gov/professionals/education/curriculum-tools/shareddecisionmaking/index.html.
Accessed December 1, 2015.

36
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Presentation Notes
Shared decision making is a collaborative process between the provider and patient that “takes into account the best available scientific evidence, as well as the individual’s values and preferences, to determine the right course of care.” Shared Decision Making requires a cultural change in how care is delivered and includes specific communication techniques. 

At a minimum, providers and nurses should understand that there are FIVE critical decision points that occur during the prenatal and intrapartum period that impact the risk of cesarean and that each woman should be prepared to decide in a shared fashion with her provider and nurse. Obviously, prenatal preparation for this is very important. 

By identifying the major decision points that most impact the risk for cesarean birth, providers can markedly improve the patient’s knowledge deficit and decision making.




http://www.ahrq.gov/professionals/education/curriculum-tools/shareddecisionmaking/index.html

P CMQCC

\

N\, Shared Decision Making (continued)

PATIENT DECISION POINTS THAT IMPACT RISK OF CESAREAN

Choice of provider and/or facility for prenatal care and care at time of birth

Timing of admission to hospital (admission to labor and delivery while still in the
latent/early phase is associated with an increased risk of cesarean)

Choice of fetal monitoring method (continuous monitoring is associated with an
increased risk of cesarean)

Whether to have continuous labor support by a trained caregiver like a doula
(continuous labor support improves chances of having a vaginal birth)

Induction of labor without medical indication


Presenter
Presentation Notes
Various patient/consumer decision points may impact risk of cesarean. “Shared decision making at critical points in care” means targeting various prenatal discussions (well before the onset of labor!), or honing in on opportunities for patient engagement that promote discussion on these major decision points, which include: timing of admission to labor and delivery, choice of fetal monitoring for low-risk patients, the choice to have/bring continuous labor support, and induction of labor without medical indication.  Every woman should be made aware that these choices impact the risk of cesarean.
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Birth Preferences Worksheet

= Collaborate with healthcare provider to determine birth
preferences

= Tailor choices to what is available at each facility

CMQCC

California Matarna
Ouality Care Colaborative

My Preferences for Labor and Birth: A Plan to Guide Decision Making and Inform My Care Team

Your Mame and Date of Birth: While low-risk women will need very little intervention,
women with certain medical conditions may need procedures, Example
Your Due date: sich a5 contimuous monitoring or induction of labor, to
improve safety and ensure a healthy delivery. Your provider available
can tell you about the benefits, risks and alternatives of the
Phyuician/Midwife decisions you may face duringlsbor and birth, Thisis an in the
opportunity to share yourvalues and preferences and make
Pediatrician/Family Doctor: informed decisions together, based on your specific needs. toolkit

This form should go with you to the hospital to be shared with
Your Labor Support Team (please inchide partner, doula, your care team and reviewed as labor progresses.
friends, relatives, or childrenwho will be present):

Environment:
Transforming Maternity Care
A Toolkit to Support Vaginal Birth and Reduce Primary Cesareans 38
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Presentation Notes
To that end, one of the tools included in the toolkit is a “Birth Preferences Worksheet” (or birthplan). Included in this plan are questions that specifically ask about the critical decision points. 
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CMQCC

Many More Tools in this Section... Over 20

TOOLS FOR PART | OF TOOLKIT ~ FOR PROVIDERS AND HOSPITALS

Lamaze International Policy Brief - Evidence-Based
Childbirth Education: A Key Strategy to Improve
U.S. Childbirth Outcomes

The Centering Healthcare Institute - Centering
Pregnancy® Model

AHRQ SHARE Approach for Shared Decision
Making

AHRQ SHARE Approach Quick Reference Poster

Maternity Neighborhood White Paper -Activation,
Engagement, and Shared Decision Making

CMQCC Birth Preferences Guide (Birth Plan)

Informed Consent for Elective Cesarean (adapted
with permission from Hoag Hospital)

Health Care Incentives Improvement Institute —
Prometheus Payment Implementation Toolkit

Health Care Incentives Improvement Institute -
Prometheus Payment Fact Sheet

Center for Healthcare Quality and Payment Reform
- Guide to Physician-focused Alternative Payment
Methods

Center for Healthcare Quality and Payment Reform
- A Better Way to Pay for Maternity Care Fact Sheet

Center for Healthcare Quality and Payment Reform
Slide Deck - How Payment Reform Can Lower
Costs and Improve Quality (slide deck)

Center for Healthcare Quality and Payment Reform
Slide Deck - How Payment Reform Can Lower
Costs and Improve Quality (slide deck)

Center for Healthcare Quality and Payment Reform
- Win —Win —Win Approaches to Maternity Care

Tool Tool

http://www.lamazeinternational.org/d/do/1787

https://www.centeringhealthcare.org/what-we-do/centering-preg-
nancy

http://www.ahrq.gov/professionals/education/curriculum-tools/
shareddecisionmaking/index.html

http://www.ahrq.gov/sites/default/files/wysiwyg/professionals/
education/curriculum-tools/shareddecisionmaking/tools/share-
poster/shareposter.pdf

http://maternityneighborhood.com/whitepapers/activation-en-
gagement-shared-decision-making

Appendix E
Appendix |

http://www.hci3.org/prometheus_implementation_toolkit

http://www.rwjf.org/content/dam/farm/reports/issue_briefs/2009/
rwjf41603

http://www.chgpr.org/downloads/
Physician-FocusedAlternativePaymentModels.pdf

http://www.nationalpartnership.org/research-library/mater-
nal-health/nac/nac_resource_miller_2015.pdf

http://www_chqgpr.org/downloads/
MaternityCarePaymentReform2012 pdf

http://www.chgpr.org/downloads/
MaternityCarePaymentReform2012 pdf

http://www.chgpr.org/
downloads/HaroldMiller_MaternityCarePayment_03-25-15.pdf

(slide deck)

A Toolkit to Support Vaginal Birth and Reduce Primary Cesareans
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It is important to
communicate early
and often during
the prenatal period
to alleviate any
fears related to
incomplete
information

CMQCC

What about women who request a

Primary Cesarean Birth?

Fear of painis a
common concern.
Work with her to
identify good labor
support personnel

Incidence is less than

19
(0] . .
ransforming Maternity Care
A Toolkit to Support Vaginal Birth and Reduce Primary Cesareans

Provider guidance
is critical. Different

approaches and
attitudes reflect
different rates


Presenter
Presentation Notes
While a very small portion of women may desire a pre-labor cesarean, data from this Listening to Mother’s survey do not support the suggestion that maternal requests for cesareans contribute significantly to the high cesarean rate. To the contrary, the evidence indicates that women prefer vaginal birth — less than 1% of women reported choosing a non-medically indicated cesarean for their first birth. In Appendix I of the toolkit is a very detailed informed consent for women desiring elective cesarean. It outlines, in detail, the risk of the 1st surgery and the subsequent risks with each cesarean. 


RECOGNITION AND
PREVENTION

Key Strategies for Supporting
Intended Vaginal Birth

CMQCC

41
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Strategies to Support Intended
Vaginal Birth

* Implement policies that reduce routine intervention
and support normal processes

* Implement early labor management and supportive
care policies for the early labor period

« Utilize other labor support personnel (e.g. doulas)

* Improve supportive care overall (RN labor support,
infrastructure/equipment)

« Utilize best practices for regional anesthesia
* Implement protocols for intermittent monitoring

* Implement protocols for modifiable conditions like
HSV and breech position

A Toolkit to Support Vaginal Birth and Reduce Primary Cesareans 42
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Examples of Recognition/Prevention
Tools included in Toolkit

Model policies for intermittent
monitoring, freedom of movement, early
labor support, etc.

Recommendations and guidelines for
supporting normal progress in labor

Coping with labor algorithm
Guidelines for working with doulas
Patient education and decision guides

Over 30 tools/guides in this section alone

)CC


Presenter
Presentation Notes
Previous educational webinars through CMQCC collaborative also complement these tools including webinars in:  
	Intermittent Auscultation and Intermittent Monitoring
	Implementing the Coping with Labor Algorithm
	The Benefits of Doula support during Labor 
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\MERICAN ACADEM}) American Academy

FAMILY PHYSICIANS averican couirGe  of Pediatrics A“HONN})
Il
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STRONG MEDICINE FOR AMERICA  wjh women, for a lifetime™ DEDICATED TO THE HEALTH OF ALL CHILDREN*  Qbstefric and Neonatal Nu

Quality Patient Care in Labor and Delivery: A Call to Action

“Pregnancy and birth are physiologic
processes, unigue for each woman,
that usually proceed normally. Most
women have normal conception, fetal
growth, labor, and birth and require
minimal-to-no intervention in the
process.”

A Toolkit to Support Vaginal Birth and Reduce Primary Cesareans
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Presentation Notes
Despite the fact that most women are at low-risk for complications, the vast majority of women who deliver in hospitals are faced with liberal use of common obstetric interventions and procedures, including:
routine use of pitocin
continuous fetal monitoring
induction of labor. 

This suggests that many providers may not fully appreciate their role in preventing cesarean through a more judicious use of interventions. Early labor tends to be where many providers routinely intervene. 
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Why Support of Early Labor is Important

Physiologic onset of labor is critical to the
success in labor, and introduces moms and
babies to protective hormonal pathways

Women admitted in early labor are more likely to
have a cesarean and more likely to have routine
interventions e.g. oxytocin even if not clinically
necessary

Translation: Early labor at home. Let labor start
on its own!

A Toolkit to Support Vaginal Birth and Reduce Primary Cesareans
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(\/ Tools and Recommendations for Early
Labor Support included in the Toolkit

 Checklist/algorithm for spontaneous labor and
recommendations for active labor admission
policies

 Recommendations for latent labor support if

admitted, and therapeutic rest as alternative to
admission

 Patient education materials and specific
guidance for partners and family members as
to how to best support the woman in early labor

A Toolkit to Support Vaginal Birth and Reduce Primary Cesareans
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@ Toolkit contains weblinks to resources that support

early labor and establish criteria for active labor
admission

Safe Deliveries Roadmap

Advancing Safety for Mothers and Babies
A Roadmap from Pre-pregnancy to Postpartum

Topic 3b: Labor- First Stage: Consider Discharge Home or Further Observation

Note: For spontaneous labor only.

Recommendations

Cervix 4-5 cm without change x 2 - 4 hours

Less than 80% effacement

Membranes intact

Reactive NST/FHR category | (if uterine contractions present)
Contractions less than 3/10 minutes


Presenter
Presentation Notes
The toolkit contains MANY weblinks to open-source, vetted clinician and patient information that will assist with policy creation, such as the Safe Deliveries Roadmap from Washington State Hospital Assocation, and more. 


Know what 1o expect in Whg laor

| ]
M a n y patl e nt Oh baby! You just had your first contraction.

Is this it? Should you grab your birthing bag and head out?
You may be in early labor — the phase that comes before active labor.

reSO u rces a n d WHAT HAPPENS IN EARLY LABOR?'

= Hormonal changes continuea to prepars mom and baby for birth and braasteeding
« Pre-labor (maguiar on and off confractions that cocur during the last weeks of pregnancy)
racually gives way to 8arty labor DID YOU KNOW?
e L Ak The average length of aarly labor Is 6-12 hours

u u u « Contractions may start and stop saveral times bafore daveloping a mythm
Contractions genarally start off mikd, may last 30-45 seconds and occur every 20 minutes for first-tima moms (eerly labor I8 usualy
or 50 apart, than become longer, stronger and closer togsther shortar for experiancad moms).
Cervix dlates to 6 cm to prapara for childbirth as the baby moves down Into your pahs* # may even lest 24 hours o more, which
Earty labor Is most often the longast phase, more than half of the total labor time can be perfectly normal.
THERE ARE BENEFITS TO STAYING HOME HOW CAN YOUR PARTNER OR DOULA SUPPORT YOU?
y DURING LABOR AS LONG AS POSSIBLE:

Gives you more to move
freely—which can the risk of
medical interventions®

the labor hormone,

msevinein—which tha rarvix tn

Labor? What do | do now?

— - - D
Are you having: ’ﬁes\ | Goto the hospital now.
1 Painful contractions that have been J;———’———
less than 5 minutes apart for one
hour or more?
or
2 Green fluid leaking from your vagina?
or
3 Heavy bleeding (blood that runs down
your legs or soaks your panties)?

'

. . Ve (o
Are you leaking clear fluid from your Yes Call your health care
N

vagina? provider for instructions.

1

|

—_——e
(Are you having contractions that are o You may be in an early labor. \;
|

more than 5 minutes apart?
N

Walk
’ﬁ* T Rest
Eat lightly
| * Drinklots of water
Breathe!

Transforming Maternity Care
A Toolkit to Support Vaginal Birth and Reduce Primary Cesareans
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Presentation Notes
Right: Lamaze infographic that can be distributed to patients in clinic or on the unit. Bottom: ACNM’s algorithm for early labor, to be used by patients as a decision aid.
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Provide Continuous Labor Support

Less likely to have a cesarean birth

Slightly shorter labor

Improved patient satisfaction

Less likely to need vac/forceps
Less likely to use pain medication

Better Apgar scores

A Toolkit to Support Vaginal Birth and Reduce Primary Cesareans
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Presentation Notes
Improved labor support is key to reducing cesarean birth. Many studies have outlined the benefit of continuous labor support. Specifically as it relates to cesarean reduction, the ability to improve comfort and decrease anxiety according to each woman’s unique needs and preferences is fundamental to promoting progress and reducing dysfunctional labor. 

Refs: Hodnett ED, Gates S, Hofmeyr GJ, Sakala C, Weston J. Continuous support for women during childbirth. Cochrane Database Syst Rev. 2011(2):CD003766)
Photo used with permission from Jennifer Winfrey photography http://jenniferwinfrey.com]
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Q\fj Key Components of Labor Support

 Freedom of movement

» Techniques and tools to facilitate fetal

rotation, flexion, and descent [
« Know what your labor beds can do :

» Birthing balls / peanut balls
« Upright and ambulatory positioning
« Nonpharmacologic comfort measures %"

* Intermittent monitoring, or telemetry if
continuous monitoring Is necessary

A Toolkit to Support Vaginal Birth and Reduce Primary Cesareans
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Presentation Notes
The toolkit outlines the key components of labor support. 

Important talking point: Nonpharmacologic comfort measures are beneficial to every woman. These concepts apply to women with and without epidural anesthesia. In many cases, nonpharmacologic measures like positioning to prevent or treat malposition are even more important in the epiduralized woman who has a  2-4x higher likelihood of a malpositioned fetus than a woman without epidural anesthesia. 
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\,
(/ Key Components of a Supportive Physical
Environment

* Low lighting and privacy
« Comfortable space with adequate room for
movement and walking

* Adequate availability of non-pharmacologic
coping tools such as tubs or showers,
rocking chairs, birthing balls, squat bars,
and peanut balls

* Freely available snacks with high nutritional
value


Presenter
Presentation Notes
Labor support is important, and the physical environment is just as important. 


2:59)

e
-
O
>
O
e
al
S~
@)
O
O
O
0

=Decreased
length of
labor

=Decreased
CS rate in
patients
with
epidurals

Tussey, C. M., Botsios, E., Gerkin, R. D., Kelly, L. A., Gamez, J., & Mensik, J. (2015). Reducing length of labor and cesarean surgery rate using
a peanut ball for women laboring with an epidural. The Journal of Perinatal Education, 24(1), 16-24. http://dx.doi.org/10.1891/1058-
1243.24.L16

Transforming Maternity Care
A Toolkit to Support Vaginal Birth and Reduce Primary Cesareans 5 2
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Presentation Notes
Peanut Balls  are particularly useful among women with epidurals to help prevent/treat OP presentations. Just one of the tools discussed in the toolkit.  
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Coping with Labor Algorithm >, ©

CMQCC

Coping with Labor Algorithm

Observe for cues on admission and throughout labor.
Assessment per protocol:
Ask: “How are you coping with yvour labor?"

+Every shift #+ PRM # At signs of change.

Legend
[5] = Sufficient Evidence
[L] = Limited Evidence
[1] = Insufficient Evidence
[*] = Mo Evidence & Mo Harm

Cues you might see if woman is coping:

- States she is Ccoping

Clues you might see if woman is NOT coping

(May be seen in transition)

_ . . - States she is not coping

- Rh\rthml_c activity _durlng . - Crying [May see with self-hypnosis)
cummctl_nn [Rocking, swaying) - Sweaty

- Focused imward - Tremulous voice

- Rhythmic breathing - Thrashing, wincing, writhing

- Able to relax beoween - Inability to foous or concentrate
contractions - Clawing, biting

- “ocalization (moaning, counting, - Panicked activity during contractions
chanting) - Tense

Y L d
Physiologic. Natural Physical Environment
process of labor

L J

Appropriate changes to
environment PRN [S]

Mood r1
Lighting [*1
s el

Transforming Maternity Care

A Toolkit to Support Vaginal Birth and Reduce Primary Cesareans
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Presentation Notes
The Coping with Labor Algorithm is meant to take the place of the standard numeric pain scale. Rather than telling a pain score, it allows the nurse to asses whether a patient is coping or not coping. If not coping, the algorithm gives suggestions for what to try next. In some cases, this might be epidural or narcotic. In many cases it includes nonpharmacologic methods. A webinar recording for the implementation of the Coping with Labor Algorithm, presented by the algorithm’s creator, is located on the CMQCC website. 
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Published data indicate that one of the
most effective tools to improve labor
and delivery outcomes is the continuous
presence of support personnel, such

as a doula...Given that there are no
associated measurable harms, this
resource Is probably underutilized.”

— ACOG/SMFM Obstetric Care Consensus on Safe Prevention of the

Primary Cesarean Delivery (2014).3

Transforming Maternity Care
A Toolkit to Support Vaginal Birth and Reduce Primary Cesareans
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Nurses in this day and age cannot provide continuous labor support. And in some cases, nurses are underprepared to provide effective labor support. Regardless of the reason, doulas offer an effective tool for reducing cesareans and are significantly underutilized. 

Check out the Doula webinar recording on the CMQCC website. More doula webinars will be coming soon, with a focus on how to better utilize community based doula services and how to implement hospital based volunteer programs. 
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Implement Intermittent Monitoring for
Low-risk Patients

Continuous monitoring:

* Increases the likelihood of
cesarean

* Has not been shown to
Improve neonatal outcomes
e.g. reduce rates of CP

 Restricts movement (and
normal physiologic processes
and coping)

* Potentially reduces nursing
interaction/ labor support

A Toolkit to Support Vaginal Birth and Reduce Primary Cesareans
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Presentation Notes
The toolkit aims to create intermittent monitoring as the default method of monitoring for all patients who do not meet certain exclusion criteria/risk factors. This would in essence make it necessary for providers to write an order for continuous monitoring, the opposite of what is currently required at most facilities. The toolkit includes model polices, how to implement a program of intermittent monitoring for low-risk patients, and exclusion criteria for intermittent monitoring.
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Components of Successful Implementatlon of Intermittent Fetal
Monltoring

Policies should include a risk assessment tool or checklist with ex-
clusion criteria to assist in identifying women for which intermittent
auscultation or intermittent EFM is appropriate®®

Provide patient education for the use of intermittent methods of
monitoring, including the risks and benefits of intermittent versus
continuous methods, and engage in shared decision making in
order to determine most appropriate method for each woman

Provide on-going assessments of women to determine appropri-

CMQCC

Maternal Conditions

Chronic Disorders TO O | k I t

1 Active drug use that may affect neonatal 1

2 Chronic HIN 1

3 SLE or antiphospholipid syndrome I n CI u d e S

4 Thyroid disease, if uncontrolled | . . d
Diabetes requiring insulin or uncontrolled ges

1 History of IUFD po ICIeS an

guidelines for
Current pregnancy .
No preaatel care Intermittent

2 Previous cesarean birth
Cholestasis

ateness of continued intermittent methods versus conversion to Diabetes that requires insulin or uncontrollc
Gestational hypertension

1
2
3
4
5 Increased maternal serum AFP or HCG
6
7
8
9

Monitoring

continuous EFM®®

Engage in initial and ongoing training and education of all nurses Malpresentation
and providers on intermittent auscultation or intermittent EFM Twins
procedures Oligohyramnios
Prolonged pregnancy >41weeks
Provide appropriate staffing, e.g. 1:1 nursing care as recommended 10 Pre-eclampsia

11 Prematurity (less than 36 weeks)

by AWHONN for intermittent auscultation in low-risk women'%®
Preterm premature ROM (<36 weeks)

Work with necessary committees and Information Technology (IT)
to modify admission orders to reflect the use of intermittent EFM or

auscultation as the default mode of monitoring for women who do
not meet the exclusion criteria

1 Chorioamnionitis
2 Epidural anesthesia
3 Meconium
. . . 4 Pitocin administration
Ensure that the appropriate equipment, such as Dopplers, are readi- 5
6

Vaginal bleeding greater than bloody show
ly available in sufficient numbers

Misoprostol administration within two hours

Fetal Conditions
1 IUGR

2 Known congenital anomaly

3 Polyhydramnios

4 Red cell alloimmunization in the presence of erythroblastosis

APPENDIX C: The Procedure of Fetal Monitoring

Intermittent Auscultation

a. Auscultation: When using auscultation as a mode of intermittent monitoring, a
Doppler is used. FHR baseline should be established between contractions.
Auscultation should be performed before, during and continued for one minute after
the completion of a contraction. Maternal pulse to be determined immediately prior to
and during auscultation. If maternal pulse and FHR cannot be distinguished from one
another consider electronic monitoring and/or use of maternal pulse oxymetry.

b. Utilizing abdominal palpation, contraction frequency, duration and intensity will be

assessed and documented with the same frequency as FHR.



Presenter
Presentation Notes
Screenshot of the various policies, exclusion criteria, and other guidance included in the toolkit for intermittent monitoring.
Also, the webinar recording on the CMQCC website for implementation of intermittent monitoring is a valuable tool.
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RESPONSE

Management of Labor Abnormalities

Transforming Maternity Care
A Toolkit to Support Vaginal Birth and Reduce Primary Cesareans 57
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Strategies for the Appropriate
Management of Labor Abnormalities

Create highly reliable teams and improve
interdisciplinary communication

Adopt standard definitions and approaches for labor and
FHR abnormalities

Utilize operative vaginal deliveries in appropriate cases
|dentify malposition and perform manual rotation

Develop alternative coverage patterns such as
hospitalist/midwives

Develop systems that facilitate the safe transfer of care
from the out-of-hospital environment

Avoid defensive medicine: focus on quality and safety!

A Toolkit to Support Vaginal Birth and Reduce Primary Cesareans 58
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Labor Management Tools included in
the Toolkit

Spontaneous labor algorithms/dystocia
checklists

Induction algorithms/checklists/policies for
timing, scheduling, and proper selection

Algorithms for standard intervention for FHR
changes

Model policies for oxytocin
Tools for effective communication

Approximately 30 tools available in this section
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Toolkit outlines Four Specific Areas of
Standardization

Diagnosis of labor dystocia

Safe use of oxytocin
Response to abnormal heart rate patterns

Induction of labor
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Presentation Notes
The toolkit recognizes four specific areas where standardization could significantly improve safety and quality, guide decision making for appropriate use of cesarean birth, and promote patience and vigilance when indications for cesarean are not present. [click mouse for animation] Since time is limited, we will discuss only the tools and recommendations for labor dystocia. 
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“Slow but progressive labor” in the first stage
IS not an indication for cesarean

*"Prolonged latent phase” as defined by

previously by Friedman is not an indication
for cesarean

*6 is the new 4 (Zhang/Consortium on Safe
Labor)

* Longer pushing times may be necessary
(epidural; malposition)
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Presentation Notes
It is easy to over-diagnose labor dystocia if the incorrect parameters are used. New guidelines regarding contemporary labor patterns make it clear that greater clinical patience is needed, and this is reflected in the ACOG/SMFM Consensus Statement for cesarean reduction. Despite the findings by Zhang et al  and the Consortium on Safe Labor, general institutional acceptance of this new labor curve has been slow. Various maternal factors should also be considered before making the diagnosis of labor dystocia. For example, longer labors are more likely in older women, obese women (BMI equal to or greater than 30), and those with epidural anesthesia. Bottom line: have more patience! How do we reinforce this on the unit? [see next slide..]
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Example of ACOG/SMFM Labor
Dystocia Checklist in toolkit

CMQCC Labor Dystocla Checklist {(ACOG/SMFM Criteria)

1. Diagnosis of Dystocia/Arrest Disorder (all 3 should be present)

[] Cervix 6 cm or greater
[[]Membranes ruptured, then

[[1No cervical change after at least 4 hours of adequate uterine activity (e.g. strong to
9 q yileqg g
palpation or MVUs > 200), or at least 6 hours of oxytocin administration with inade-
quate uterine activity

2. Diagnosis of Second Stage Arrest (only one needed)
No descent or rotation for:

[] At least 4 hours of pushing in nulliparous woman with epidural

[] At least 3 hours of pushing in nulliparous woman without epidural
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Presentation Notes
To help guide the provider and nurse in deciding whether a patient’s labor is truly prolonged or stalled, various dystocia checklists and pre-cesarean checklists are included in the toolkit, which are basically the ACOG guidelines reduced to a case review checklist.

[Another possible talking point: this checklist would also be a good way to begin to evaluate your NTSV cases prior to any QI implementation efforts. A form to assist your hospital in this audit is available on the CMQCC website under “Collaborative Resources” and additional support is built into the CMQCC Maternal Data center. Instructions for completion are in the Implementation Guide which is also available on the CMQCC website.]
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Pre-Cesarean Checklist for Labor
Dystocia available in Toolkit

Pre-cesarean Checklist for Labor Dystocia or Failed Induction

Patient Name: MR#:

GestationalAge: ~ DateofC-section: 3

Time:

Obstetrician: ; Initial:

Bedside Nurse; ; Initial;

Failed Induction (must have both criteria if cervix
unfavorable, Bishop Score < 8 for nullips and <6 for
multips)

Cervical Ripening used (when starting with unfavorable
Bishop scores as noted above). Ripening agent used:

Reason ripening not used if cervix
unfavorable:

AND

Unable to generate regular contractions (every 3 minutes) and
cervical change after oxytocin administered for at least 12-18
hours after membrane rupture” *Note: at least 24 hours of
oxytocin administration after membrane rupture is preferable
if maternal and fetal statuses permit

Latent Phase Arrest <6 cm dilation (must fulfill one of
the two criteria)

Active Phase Arrest > 6 cm Dilation (must fulfill one
of the two criteria)

Membranes ruptured (if possible), then:

Adequate uterine contractions (e.g. moderate or strong to
palpation, or > 200 MVU, for > 4 hours) without improvement
in dilation, effacement, station or position

OR

____ Inadequate uterine contractions (e.g. < 200 MVU) for > 6

hours of oxytocin administration without improvement in
dilation, effacement, station or position

Second Stage Arrest (must fulfill any one of four
criteria)

Nullipara with epidural pushing for at least 4 hours

OR

__ Nullipara without epidural pushing for at least 3 hours

OR
Multipara with epidural pushing for at least 3 hours
OR

Multipara without epidural pushing for at least 2 hours

Although not fulfilling contemporary criteria for labor
dystocia as described above, my clinical judgment
deems this cesarean delivery indicated

Failed Induction: Duration in hours:
|atent-Phase Arrest: Duration in hours:
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Presentation Notes
Pre-cesarean checklist can easily be used as a decision-making and communication tool before surgery and later as an audit tool when cases are reviewed. 
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Active Labor Partogram
Avallable in Toolkit

ACTIVE LABOR PARTOGRAM

Term = 37 Weeks Gestation

NORMAL LABOR PROGRESS = 95TH PERCENTILE

9em Med Hypothesis. 2012;

10 em

Refs: ZhangJ. et al. Obs
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Presentation Notes
Easy-to-use partogram is in the toolkit. Most partograms are underutilized because of perceived difficulty for use. This is one is easy to understand!  
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Appendix R C]MQMCC
California Maternal

Induction of Labor Algorithm Quality Care Collaborative

Mechanical or
Pharmacological
Cervical Ripening

Cervical Mo
b Cervical
Change

If successful, follow
right side of algorithm partogram and/
(favorable cervix) or labor duration

Failed
Induction
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Presentation Notes
Other very useful tools in Response section of the toolkit…

Induction of Labor Algorithm to help determine if an induction is truly a failed induction.
There is also a Spontaneous Labor Algorithm in the toolkit. 


CMQCC

Prevention and Management of
Malposition

Avoid routine early amniotomy

Employ preventive measures for women with
epidural anesthesia

Intrapartum maternal/fetal positioning
Consider pushing positions

Support maternal psyche and body
Manual rotation

Patience, patience, patience!
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Presentation Notes
There is an entire appendix (Appendix G) dedicated to prevention and treatment of malposition. 
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Appendix Q CMQCC

Example Algorithm for the Management of ColfornzMeternal e
Intrapartum Fetal Heart Rate Tracings

Category 1 Category 2 Category 3

Non-clinically Minimal

. . variability w/
SIQPI:LI%?QL;I:g:Ig; 4 clinically Absent variability

marked or mod sig;liﬁcant de‘;els w/decels or w/
Moderate variability or accels cg;i:&;‘(’)ﬁs Prolonged bradycardia (baseline
variability w/o late Minimal variability w. for 30 min/ decel =60 BPM rate < 110 BPM); or
or variable decels clinically significant (or < 80 BPM if sinusoidal pattern

decels* for
< 50% of contractions; regu:;_te from
OR absent variability elivery)

w/o decels

Begin prep for urgent Begin prep for urgent
May observe. Apply Apply corrective delive_ry and initiate delivery and initiate
corrective measures*™ measures** and corrective measures™* corrective measures**
May observe scalp stimulation and scalp stim if not and scalp stim if not
already done already done

Acceleration or No acceleration or Begin transport to OR by

return of mod return of mod i If no improvement,
variability variability delay should decel deliver within 30 min

persist > 10 min

Cautiously observe. Increase frequency of
assessments

O
)
-
O
o
)
O

e

Notify provider. Repeat scalp stimulation every 20-30
minutes. If pattern persists for 60 min without
accelerations or return to moderate variability, then

If abnormal pattern persists or returns begin prep for urgent delivery



Presenter
Presentation Notes
Other tools in Response section…
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Clark’s Algorithm for Management of Cat Il Tracings
Available in Toolkit

Algorithm for management of category Il fetal heart rate tracings

‘ Moderate variability or accelerations

r Yes

No
I

a

Significant decelerations with 250% of contractions for 1 hour® ‘ | Significant decelerations with 250% of contractions for 30 minutes

—YesJ— No

Yes | No

Latent Phase | ‘ Active Phase ‘ Second Stage | Observe for 1 hour |

| Persistent pattern |

‘ Normal labor progress ‘ ‘ Normal progress ‘

Yes == No -|

No —l— Yes—l |— No =— Yes

Cesarean ‘ Observe ‘ | Cesarean or OVD ‘

OVD, operative vaginal delivery.
#That have not resolved with appropriate conservative corrective measures, which may include supplemental oxygen, maternal position changes, intravenous fluid administration, correction of hypotension,

reduction or discontinuation of uterine stimulation, administration of uterine relaxant, amnioinfusion, and/or changes in second stage breathing and pushing technigues.

| QObserve | ‘ Cesarean or OVD ‘ | Manage per algorithm |

Clark. Category II FHRT. Am ] Obstet Gynecol 2013.
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Model Polices for Induction of Labor, Induction of
Labor Scheduling, and Safe Use of Oxytocin

Category: Patient Care Services Ef
Owner: Labor and Delivery OR Manager

Title: Cesarean Delivery / Induction of Labor Scheduling

PURPOSE: To eliminate non-medicallv indicated (elective) deliveries prior to 39

@’@ CM(

To be completed by Chief of Maternal Fetal Medicine or OB Hospitalist
Procedure Scheduling Determination:

[] Schedule: Medically indicated and necessitates delivery < 39 weeks gestation
[] Schedule: Gestation age = 39 weeks on scheduled date

Completed by: Date/Time:

[Chief of Maternal Fetal Medicine/OB Hospitalist]

A Toolkit to Support Vaginal Birth and Reduce Primary Cesareans
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Presentation Notes
Hard stops and scheduling procedures for IOL. 
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REPORTING/SYSTEMS

Using Data to Drive Improvement
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Strategies for Using Data to
Drive Improvement

Provide timely feedback in persuasive
manner

Use comparative data which conveys a
sense of urgency

Present data for both hospital and
providers

Set achievable goals

Tie descriptive “cold” data with patient
stories and other successes
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Presentation Notes
Many hospitals have used group and provider level data to examine the large variation seen among providers.

Provider level data is not perfect for many reasons but they provide the ability to give feedback and comparisons within your department.  Attribution comes from the provider named on the Birth Certificate. In some cases the attribution is not accurate because, for example, laborists might be doing all of the cesareans for the midwives, family practice physicians, and even other OBs on their unit. In these cases, data from the medical group as a whole and/or department level data are more accurate and can be used effectively for quality improvement. However, CMQCC is currently piloting the ability to name a “labor provider” for each case, in order to better parse out who the cesarean “belongs to.”

We are not supporting public release of provider level data at this time. Nonetheless, it can and should be shared with your providers in order create transparency and drive change. 
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O
< .
Use Strategies to Engage Women,

Employers and the General Public in the
Improvement Project

Public release of selected hospital-level
measures that have been well-vetted
Provide a lay explanation of the
measures

Widely distribute these measures
through multiple media channels to
capture the greatest attention
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Presentation Notes
Consumers play a huge role in quality improvement in that they are an integral part of a positive feedback cycle. If they know where quality care is being delivered, they will seek out quality facilities and providers. 
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3 Pilot Quality Improvement Projects

Informed the Development of the
Toolkit

Hoag Hospital, :
Newport Beach CA {

Miller Children’s and
Women’s Hospital,
Long Beach CA

Saddleback Memorial
Medical Center,
Laguna Hills CA
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Presentation Notes
These sites were chosen due to:
High birth rates
Higher than state average NTSV cesarean rates 
Strong leadership
Readiness to engage in the project
Employer concerns about potentially unnecessary cesareans for the large number of employees receiving care at those particular facilities
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Pilot QI Project Components: 2014-15

Data Measurement  Quality Improvement Payment
Support Support Reform

Transforming Maternity Care
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Presentation Notes
Data measurement support: Use of CMQCC Maternal Data Center (MDC), Physician-level data was analyzed to identify drivers of cesarean. allowed the hospital to tailor their individual programs to the needs of that facility. The data also allowed for physician-level comparisons and an understanding of variation between providers. With this data, balancing measures were also monitored e.g. Term Unexpected Newborn Complications (NQF metric), to monitor for any unintended consequences of cesarean reduction
 
QI improvement support:  After identification of cesarean “drivers” at each facility, CMQCC and hospital, administrative, physician, and nursing leaders spearheaded efforts to identify strategies to reduce or eliminate the drivers, such as implementing: Simple algorithms, Easy checklists, Induction of labor scheduling policies. They also focused on the nursing component of labor support, and frequently reported unblinded physician-level cesarean rates in order to address variation between physicians and to give specific support to outlier physician s. Many of these pilot tools were adapted and are included in the toolkit  

Payment Reform: Health plan partners were identified that agreed to pay a “blended rate” for births, meaning the resulting reimbursement rate was above the typical reimbursement rate for vaginal birth, but below typical reimbursement for cesarean. The  change signaled to hospital systems that major payers were actively reducing any financial incentives for cesarean. The actual payment change did not occur until 9 months into the project. Nonetheless, the proposed payment changes, and employer concerns, motivated the hospital leadership and providers to change the status quo. 

Refs: Pacific Business Group on Health. Case study: maternity payment and care redesign pilot. http://pbgh.org/storage/documents/TMC_Case_Study_Oct_2015.pdf. Published October 2015. Accessed January 12, 2016
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Y Impressive Results: within 6 months
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Between the three facilities, there was an average 20% reduction in NTSV cesarean rates. And it happened quite quickly.

Hoag
Miller
Saddleback


®

~4
S

35%
33%
30%
28%
25%
23%
20%
18%
15%
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CMQCC Data-Driven Ql: NTSV CS

Pilot Hospital: PBGH / RWJ CS Collaborative

K9/

JJI. VU /0

32.9%

0
31.29% 31.8% NTSV CS Rate |

NO- DO/

Ql Project

Started:
Jan 2014

National Target for NTSV CS = 23.9%

2012 2013 Jan-14 Feb-14 Mar-14 Apr-14 May-14

2011
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Presentation Notes
Here is an example run chart from one of the pilot hospitals. As you can see, the QI project started in Jan 2014. By March they were close to being at target of 23.9%. By May they were below target. While still having some months above target, the average quarterly rates for this facility have remained well below where it was at the start of the project. 
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Screen Shot
from the
CMQCC
Maternal

Data Center
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No Change in Baby Outcomes:
Rate of Unexpected Newborn

Unexpected Newborn

Complications
4%
R e

Hoag Hospital

\
/

Complications (Total)
= rJ
R R

0% Mar - Sep - Mar - Sep - Mar -

May Nov May MNov May
2011 2011 2012 2012 2013
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Intervention
Period
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Feb
2015
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May Nov
2014 2014
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Presentation Notes
What about babies? If we successfully decrease cesareans, how are we monitoring that babies are not being harmed. As a balancing measure, the data center also track unexpected newborn complications. In this example, you can see that the unexpected newborn complication rate at this facility was well below state average of 3.8%. During the intervention period, not only did newborn complication rate state below state average, it actually came down a bit from where it started, and remains quite low. 




N Take-home Lessons from the
Pilot Hospitals

The power of provider-level data! Was the single most important
tool that finally started to “move the needle”

Key role of nurses for leading the charge

There needs to be a reason to change

Use national guidelines as your playbook for safe care and to
ease fears of liability

Needs “constant gardening”

Medical and nursing champions are essential for success of
project

A Toolkit to Support Vaginal Birth and Reduce Primary Cesareans
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Provider-level data was the critical information that finally began to “move the needle.”

Nurses have a key role as leaders and champions in advocating for cesarean reduction, leading the change, and challenging team to improve labor support

Most people simply need a reason to change. In most cases, this comes down to showing them the data.

National guidelines provide a roadmap and should reduce fear regarding liability concerns.

Constant gardening – this is not a “one time” QI project and all is solved. It will be an ongoing endeavor.  

Nurse and physician champions with tenacity and longevity will ensure the project’s success. 
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\J Implementation Guide

-MQcCC

California Maternal
CQuality Care Collaborative

"“How-To Guide”

O Translates recommendations
from the toolkit into practical
advice for implementation

*Provides methodology to
identify:
o Your key focus areas
o Strategies to implement first

o Process design for
sustainability

o Key QI principles

Fq,_rd-ms far g d.wbpm'ni of they toalkd arsd

callabomtive is prowided by the

California Health Cam Fay et Health Carg
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Presentation Notes
The toolkit is a huge document and the most common question is where do we start? To help with this, go to the Implementation Guide! 
Available for download on the CMQCC website.
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Available for Download

CIviTUC

California Maternal

RESOURCES &
Quality Care Collaborative ABOUTUS it T L TOOLKITS

CA-PAMR (MATERNAL
MORTALITY REVIEW)

TOOLKIT AND COLLABORATIVE Birth and Reduce Prima ry Cesareans

TO SUPPORT VAGINAL BIRTH
AND REDUCE PRIMARY
CESAREANS

Collaborative Resources to
Support Vaginal Birth and
Reduce Primary Cesareans

FAQ Vaginal Birth
Collaborative

VENOUS THROMBOEMBOLISM IN Collaborative Resources

PREGNANCY

v

=

Collaborative Resources to Support Vaginal

View Edit

Resources have been developed to help support the Collaborative efforts to reduce first
birth cesearan sections.

The Implementation Guide

Acenda Collabarative to Siinnort Waeinal Rirth and Bediire Primarv Cesareans Kirkoff
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The Collaborative Resources tab on the website also has a lot of great tools for download. 

[ if asked, can explain how to navigate there from home page. Got Projects in top toolbar  Collaborative to Support Vaginal Birth Click tab on left “Collaborative Resources”]


Readiness Assessment

CMQCC

Available in the Implementation Guide and on

WWW.CMQCC.Org

spital Name:

pject Contact:

FoCus

Readiness Questions

Has your hospital previously participated in a formal data-
driven OB Ql Collaborative?

If yes:
Were there monthly chart reviews for process measures?

Were there monthly reports on outcome measures?

Were results shared with staff on an ongoing basis?

Have you identified current practices or policies that may
be associated with increased cesarean rate?

Have you considered alternative policies/practices to
reduce cesareans?

Do you have a multidisciplinary team?

If yes, have you started meeting?

If so, has your team considered strategies (practices,
policies) that could serve to address and identified barriers?

Has your team discussed and understands the rationale for
a standardized approach to the definition and management
of labor dystocia?
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Presentation Notes
A readiness assessment in the Implementation Guide is a valuable tool for knowing where to focus your efforts. 

http://www.cmqcc.org/
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(\/ READINESS: Build a provider and maternity unit culture
that values, promotes, and supports intended vaginal
birth and optimally engages patients and families

Create a team of providers (e.g. obstetricians,
midwives, family practitioners, and anesthesia
providers), staff and administrators to lead the effort
19 U) and cultivate maternity unit buy-in
A

- Develop program for ongoing staff training for labor
< support techniques including caring for women
~— _ regional anesthesia

Develop a program positive messaging to women
and their families about intended vaginal birth
strategies for use throughout pregnancy and birth
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The Top 10 list and Next 9 will guide you where to start first. 
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RECOGNITION AND PREVENTION: Develop unit-
standard approaches for admission, labor support, pain
management and freedom of movement

Implement protocols and support tools

"o(n for women who present in latent (early)
8 w'_: labor to safely encourage early labor at
e home
A . .
) Implement Policies and protocols for
encouraging movement in labor and
JF B intermittent monitoring for low-risk

» women
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(\/ RESPONSE: Develop unit-standard approaches for

CMOCC

prompt identification and treatment of abnormal labor
and fetal heart patterns

Implement standard criteria for
diagnosis and treatment of labor
dystocia, arrest disorders and failed
Induction

Implement training/procedures for
identification and appropriate
interventions for malpositions (e.qg.
OP/OT)

A Toolkit to Support Vaginal Birth and Reduce Primary Cesareans
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REPORTING AND SYSTEMS LEARNING: Utilize local
data and case reviews to present feedback and
benchmarking for providers and to guide unit progress

Share provider level measures with department
(may start with blinded data but quickly move to
open release)

Perform monthly case reviews to identify
consistency with dystocia and induction
ACOG/SMFM checklists

Establish a project communications plan (at least
monthly education and progress updates
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@ Next steps

Participate in the CMQCC Maternal Data Center
If not already a member, please contact Anne Castles
acastles@stanford.edu
Download Implementation Guide
Evaluate your readiness — take the readiness assessment

Evaluate your own process:
Audit 20 charts for women with NTSV for “labor dystocia” (audit
tool available on www.cmqcc.org collaborative resources page)

If interested in joining collaborative, contact Valerie Cape
vcape@stanford.edu

Questions about Toolkit, contact Valerie Cape (see above) or Holly
Smith hsmith@cmgcc.org
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Thank Youl!

Visit: CMQCC.org
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