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COVID 19 Resources

Why PVB?

ILPQC Structure and Supports

Initiative overview

Guest Speaker- Christa Sakowski CMQCC
Getting Started with PVB

Upcoming Events & Next Steps
Face-to-Face
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* Weekly COVID-19 OB/Neo Strategies Webinars in
coordination with IDPH, Fridays 12-1pm with
OB/Neo leaders sharing cases and strategies

* Please see https://ilpgc.org/covid-19-information/
for future webinar registration, and prior recorded
webinars

* Questions from webinars answered by OB/Neo
leaders and posted weekly
— Q/A from 4.17.2020 webinar
— Q/A from 4.10.2020 webinar
— Q/A from 4.3.2020 webinar



https://ilpqc.org/covid-19-information/
https://ilpqc.org/ILPQC 2020+/COVID19/ILPQC COVID-19 Webinar OB Questions_combined_for 4.17.20_Final.pdf
https://ilpqc.org/ILPQC 2020+/COVID19/ILPQC COVID-19 Webinar OB Questions_4.15.20_answers_FINAL.pdf
https://ilpqc.org/wp-content/uploads/2020/04/ILPQCwebinarquestions20OB20Questions_April20320Webinar_Final.pdf
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COVID-19 Information for ILPQC Hospital Teali

national guidelines
and OB & Neonatal
COVID-19 example

Given these unprecedented times, we wanted to reach out and express our support to all of you on the front lines caring for O
your concern for the health of our patients and for the health of each of you, your colleagues and families. We will continue t Osplta protoco S

national and state sources regarding the care of pregnant women and newborns during the COVID-19 crisis and will additior

our monthly team webinars, we will also share COVID-19 information asitis a

will join us as you are able.

Qur thoughts are with those affected and continue to be affected by this crisis. Please stay safe and healthy.

Resources

jailable and hold a space for teams to share ex reSOU rces

please note dates as
guidelines are

([ ] [ ]
Example COVID-19% Hospital Policies/Protocols/Resources CDC Resources ACOG, SMFM, and AJOG Resources c h a ngl ng ra p I d Iy

Perinatal Mental Health Resources CQOVID-19 Mational Registries

Example COVID-19 Hospital Policies/Protocols/Resources

Relevant News Articles

™~

https://ilpgc.org/covid-

infermation/

19'/'_—\



https://ilpqc.org/covid-19-information/
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ease click here for COVID-19 resource webpage

(4.2.2020)
= M s Universal
Delivery (4.13.2020)**
+  SMFM and SOAP: Labor and Delivery COVID-19 Considerations (4.14.2020)

ning for SA -2 in

men Admi r

+  CDC: COVID-19 OB Care FAQs (4.16.2020)

ot Persaial
Lealicy Calsberativs

ACOG: COVID 19 Pregnancy & Breastfoeding:

LG COVID-19 Practice Advisory (42320201

A Messzge to Patients (English & Spanish)
(4.16.2020)

Advacate Children s Hasgital: Caring for Yaur
Infant During the COVIE- 9 Pandernic (4.14.2020)
"5 1t Safe ta Pravida MLk far my Baby if | Have or
Have Been Exposed to, CCVID-19" (Adapted by
ILPCC with permmissions 4,/2020)

"' If Your Doztors Suspect You Hava COVID-19"
[Acaped by ILPOC with parmissiors 4/2020]
Narch of Dimes: COVIC-23: What You Need to
Know About Its Impact an Mams and Bablas
14.8.2020)

IL EverTheowve: Protecting and Caring for Your
Family Dunng tha Coranavirus Outbraak

{4.3.2020)
The £th Tnmaster Projact's patient &d
wwebzi ¥IC-2 =

- - -

OB Registry:
FRIORITY: maticrwide ragistry established by UCSF for

pregnant and postpartum women with suspected COVID-1%
or confirmed diagnesis. The goal is to gather a high volurme of

nationwide data guickly.

COC is collecting surveillance data an pregnant women with
COVID through a supplement ta the regular case report farm
[CRF), which shiould be completed on all COVID-19 cases.

The CRF can be found online.

IL{GPQC

Misck Msmeal
1y U bk

Answered live 24/7

Staffed by licensed
mental health
professionals trained in
perinatal mood & anxiety
disorders

Support for moms,
partners, families &
providers

IL{- PQC

Heartbroken by infertility or loss?
Overwhwimud by & new baby?

——ou S ot Slony,

i
1-856-364-MOMS (G66T)



https://northwestern.zoom.us/rec/share/uMtYcImr0mNOYYXAtVz_YqIcOYqiT6a81CIY__sNxR7j_JnsKy8as28-QboFA1R-
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Promoting Vaginal Birth (PVB)

WHY-PROMOTING VAGINAL
BIRTH




C-Sections increased 60

percent from 1996 to 2011*
Significant social, economic &

health costs, including:

I maternal complications and

longer recovery times
P NICU admissions

I barriers to breastfeeding
I risk of developing life-threatening

complications

1LE@PQC
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*ACOG Safe Prevention of Primary C-Section 2014

Quality Improvement Initiatives have shown results

CMQCC and FPQC initiatives reduced primary cesarean rates

while maintaining optimal neonatal outcomes CMQCC

duality Care Lo laborative
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Relentless Rise without Baby or Mother benefit
6% in early 70’s 220% in mid 80’s=>33% in 2010
CP rates, neonatal seizures unchanged since 1980
Overall, no benefit for long-term urinary continence

Increased maternal and neonatal morbidity
Impaired neonatal respiratory function, NICU admits
Affects maternal-infant interaction/breast feeding
Increased maternal PP infections, VTE, transfusions
Longer recovery, 2X PP re-admissions

Prior ¢/s can have major complications

Placenta previa and accrete leading to possible hysterectomy or
worse uterine rupture

Abdominal adhesions

Ad? ntad fram

i

Oualty Care Collabarative




CMQCC

Major Maternal Complications: Vaginal Births versus Primary

Cesareans, Repeat Cesareans, a

600

500

400

300

Rate per 100,000 live births

200

100

0

-

Differance in rates batwesn primary cesarean and VBAC is not statistically significant
NOTES: The birth certificate reporting area represantad 90% of all U.S. births in 2013, ICU is intensive care unit
SOURCE: CDC/NCHS, National Vital Statistics System

Bl Vaginal bith-No Primary cesarean{_ Il Vaginal birth—Previous Repeat cesarean
previous cesarean sarean (VBAC)
525.1
468.7
383.1
366.8 2- 3)(
270.3
167.1 4-12X
7-14X et 131.4
- 88.9
87.5 64.6
492 438 51.1
ol M I
PR il
Maternal transfusion Ruptured uterus’ Unplanned hysterectomy’ ICU admission

https://www.cdc.gov/nchs/data/nvsr/nvsr64/nvsr64_04.pdf

Figure 1. Maternal morbidity, by method of delivery and previous cesarean history: 41-state and District of Columbia reporting

area, 2013
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aunmor e
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.

DO 101377 /hithaff. 20121030
HEALTH AFFAIRS 32,

NO. 3 (2013): 527-535

©2013 Project HOPE

The People-to-People Health
Foundation, Inc

Katy Backes Kozhimannil
(kbk@umn.edu) is an assistant
professor in the Division of
Health Policy and
Management, School of Public
Health, University of
Minnesota, in Minneapelis.

Michael R. Law is 01 assistant
prefessoe in the Centre for
Health Services and Policy
Research, Schoel of
Population and Public Health,
at the University of British
Columbia, in Vancouvaer.

Beth A. Virnig (s associate
dean of research and a
professor at the School of
Public Health, University of
Minnesota

CMQCC
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= COSVIOPOLITAN

8/21/2017

Charles ¥, Chartes IV and Kira Johnson

How Judge Hatchett’s Son Is Coping After His Wife’s I Almost Died During Childbirth. I'm Not

Childbirth Death Alone,
(Healthy woman with complications resulting in death (Healthy woman with major complications during
during “routine” repeat Cesarean) “routine” repeat Cesarean: “Near Miss”

now with PTSD)

Adapted from
CMQCC
vy ul |.|:I

_|J.l||




CMQCC

What Indications Have Driven the RISE in CS?

Cesarean Indication

Percent of the Increase in Primary
Cesarean Rate Attributable to this

Hypertensior

“Elective” (de...._-.

scheduled without “medical indication”) |

Indication
Labor complications
(Failure to progress and Fetal 60%
concerns)
Breech . _
e oes. Quality Improvement Focus: How
— o can we prevent the development
Conditions (F of Labor Indications for

Cesarean?

10%

13



Illinois NTSV 1L¢e PQC
C-Section Rate Data

Quality Collaborative
NTSV C-Section Rate
All lllinois Birthing Hospitals
IDPH, Birth Certificate Data, 2017
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NTSV C-Section Rate
N
u
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lllinois Birthing Hospitals

mmmmm NTSV C-Section Rate = = = HealthyPeople 2020 Goal




e
2019 OB Teams

Current labor support Survey Results!

J

protocols in place

Promoting Vaginal Birth Labor Protocols
Standard assessment, interpretation,
response for abnormal fetal heart rate 91%
Intermittent monitoring policies for low risk
women 68%
Labor support and freedom of movement ‘
59%

Active labor admission and triage

management B

Diagnosis of labor dystocia, arrest disorders,

failed induction 45%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

B % Don't know Response B % No Response B % Yes Response
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SUPPORTS




IL{: PQ

Illinois Perinatal
Quality Collaborative

Multi-disciplinary, multi-stakeholder . .5& :
Perinatal Quality Collaborative with == SRR

119 lllinois hospitals participating in 1
or more initiative

Support participating hospitals’
implementation of evidenced-based
practices using quality improvement
science, collaborative learning and
rapid response data

BESS L —

>99% of
IL births
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Ann Borders
ILPQC Executive Director, OB Lead

Leslie Caldarelli & Justin Josephsen
Neonatal Leads

Patricia Lee King
State Project Director

Daniel Weiss
Project Manager

Autumn Perrault
Nurse Quality Manager

- info@ilpgc.org OR www.ilpgc.org



mailto:info@ilpqc.org
http://www.ilpqc.org/

ILPQC: Three Pillars Support ILPQC

Quality Improvement SuCCeSS & Illinois Perinata

" Quality Collaborative

Rapid
Response
Data

4l

'E:u:
=
o E
£ m
U
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Leadership, Advisors, Stakeholders, Patients/Families




The Model for Improvement

AlM
What are we trying to
accomplish?

MEASURES
How will we know that
achangeis an
improvement?

CHANGES

What changes can we make

that will result in
improvement?

22012

vt

Associates in Process Improvement

ILe PQC

Illinois Perinatal

Quality Collaborative

Hospital QI Work:
What changes can you
make to your
process/system and
test with a PDSA cycle
to reach initiative




ILPQC Provides Responsive
QI Services to Hospital Teams

Webinars/ Calls

e Monthly
collaborative
learning calls
Quarterly Ql
support calls to
individual teams
Small group Ql
topic calls as
needed

Face to Face

e Spring Face-to-Face
Meeting breakouts

e Annual Conference
breakouts

e Key Player site
visits

e Grand Rounds
presentations

ILPQC Resources

e Paper/online QI
toolkits

e Patient-education
materials

e Monthly e-
newsletters

e Webinar recordings

Quality Improvement Support Services

IL PQC

- Illinois Perinatal
" Quality Collaborative

ILPQC Data

e Rapid response
data system

e Real-time reports
for teams to
compare data
across time &
hospitals

e Data system
training calls




Improving Postpartum Access to Care (IPAC)

INITIATIVE OVERVIEW




Promoting Vaginal Birth (PVB)IL PQC

What will we focus on?

Protocols and
Guidelines for
Induction and Labor
Decision Making

Optimizing Labor
Management and
support

Illinois Perinatal
Quality Collaborative

Provider, Nurse,
Patient Education to
support clinical
culture change
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Aim: 70% of participating hospitals will be at or below the
Healthy People goal of 24.7% cesarean delivery rate among
NTSV births by December 31, 2021.

To optimize the health of women by facilitating clinical
culture change to optimize vaginal delivery, develop and
implement standard protocols and guidelines for induction
and C-section decision making, and educate providers,
nurses, and patients on optimal labor management

Key Goals:

* Increase % of ¢/s deliveries among NTSV births that meet
ACOG/SMFM criteria for cesarean

* Increase % of physicians/midwives/nurses educated on
ACOG/SMFM criteria for cesarean, labor management
strategies/response to labor challenges, protocol for
facilitating decision huddles and/or decision debriefs

IS —




PVB Smart Aim: To support vaginal birth and IL PQC
reduce primary cesareans to reach the Healthy lingis Perinatal

Quality Collaborative
People goal for low risk cesarean section
target rate of 24.7% by December 2021

Key QI Strategies

1. Facilitate clinical culture change that promotes and supports vaginal birth

2. Develop standardized processes for induction and labor support

3. Develop standardized protocols for identification and response to labor challenges /
abnormalities




Promoting Vaginal Birth
Key Driver Diagram

Strategies

1. Create a Ql team of providers, staff & administrators to lead the effort & cultivate buy-in

Drivers

1. Facilitate clinical culture

2. Educate physicians/midwives and nurses on ACOG/SMFM labor management guidelines
and labor support techniques

3. Develop patient education with positive messaging to women and families about
intended vaginal birth strategies/techniques that prevent cesareans through prenatal
classes and patient education

4. Utilize care team huddles/debriefs to identify and review delivery decisions for
consistency with process flows/protocols/checklist

5. Integrate order sets, protocols, and documentation for the safe reduction of primary

change that promotes, and
AI M supports vaginal birth

)
To support vaginal
birth and reduce
primary cesareans
to reach the
Healthy People
goal for low risk
cesarean section
target rate of
24.7% by
December 2021
\_ J

2. Develop standardized
processes for induction and
labor support

3. Develop standardized
protocols for identification
and response to labor
challenges / abnormalities

IL PQC

[llinois Perinatal
Quality Collahorative

cesareans into EMR

6. Share provider-level measures with department with the goal of working to
transparency/open data

7. Implement policies, protocols and support tools for women who present in latent
(early) labor to safely encourage early labor at home

8a. Implement policies and protocols for encouraging movement in labor and
intermittent monitoring for low-risk women

8b. Implement policies and protocols for induction of labor

8c. Implement policies and protocols for pain management and labor support I

9. Implement standard criteria for diagnosis and treatment of labor dystocia, arrest
disorders and failed induction

10. Develop checklist for ensuring ACOG/SMFM criteria for ¢/s is met I

11a. Implement training/procedures for identification and appropriate interventions for
malpositions (e.g. OP/OT)

11b. Implement standardized assessment, and response to fetal heart rate concerns

12. Develop checklist for ensuring ACOG/SMFM criteria for ¢/s is met

13. Implementation of a workflow process for shared decision making (decision huddle
with provider, nurse and patient to review treatment options, risk/benefits, and
ACOG/SMFM guidelines)




PVB AlMs & Measures ILc PQC

Illinois Perinatal

Quality Collaborative

Overall Initiative Aim

70% of participating hospitals at or below 24.7% C/S delivery rate (Healthy People 2020) among NTSV births

Overall state C/S rate among NTSV births at or below 24.7%

Structure Measures

Implement provider and nurse education and other strategies to achieve buy-in

Implement standardized protocol/processes for induction, labor support management and response to labor and fetal heart rate abnormalities
Implementation and integration of PVB order sets, protocols and documentation into the EMR

Implementation of a cesarean decision checklist for ACOG/SMFM labor guidelines

Implementation of decision huddles and/or decision debriefs with appropriate care team to standardize use of ACOG/SMFM guidelines and checklist

Implementation of a workflow process for shared decision making (decision huddle with provider, nurse and patient to review treatment options,
risk/benefits, and ACOG/SMFM guidelines)

Implementation of standardized patient education promoting vaginal birth strategies

Integration of process to review and share data including provider-level data with clinical team

Process Measures

Percentage of providers and nurses receiving standardized education regarding:
a) ACOG/SMFM labor guidelines

b) labor management strategies/response for labor challenges

c) protocol for facilitating decision huddles and/or decision debriefs

80% of cesarean deliveries among NTSV births meeting ACOG/SMFM criteria for cesarean (based on random sample of deliveries):
a) NTSV spontaneous labor arrest/labor dystocia/FTP/CPD;

b) NTSV induced labor management;

¢) FHR abnormalities
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Rob Abrams, MD, Co-Director, IL South Central Perinatal Center

Roma Allen, DNP, MSN ed., RNC-OB, Perinatal Network Administrator,
Loyola University Medical Center

Rita Brennan, DNP, RNC-NIC, APRN, CNS, CPHQ, Outcomes Manager,
Women’s & Children’s Services, Northwestern Medicine Central DuPage
Hospital

Lakieta Edwards, DNP, CNM, WHNP-BC, Advocate South Suburban
Hospital

Abbe Kordik, MD, Executive Medical Director, Family Birth Center, The
University of Chicago

Tina Stupek, MSN, RNC-OB, C-EFM, Northwest lllinois Perinatal Center
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Improving Postpartum Access to Care (IPAC)

THE CMQCC STORY- CHRISTA
SAKOWSKI




CMQCC

California Maternal
Quiality Care Collaborative

Moving the Dial -
Supporting Vaginal Birth in California

Christa Sakowski, RN,
MSN, C-EFM, CLE
Clinical Lead, CMQCC

Co-lead for the Supporting
Vaginal Birth Reducing
Primary Cesarean
Collaborative



CMQCC

Objectives

Understand the landscape of cesarean in California and the
results of a large statewide collaborative for cesarean reduction

Be familiar with the cesarean reduction strategies that worked in
successful facilities

|dentify areas of focus for sustaining success

31



CMQCC

California NTSV Cesarean Rate
1/1/14 — 9/30/19

28%
27% | 26.0%nitpg; Rags o5 70, 26.0% 25.9%
26% —(—

25% | 26.0% o5 704
24% ' 25.0%

23% 24.1%

21% CMQCC
20%

22.7%

2014 2015 2016 2017 2018 2019
Q1-3



NTSY Cesarean Rate

CMQCC

CMQCC Member Hospitals (213) with NTSV Cesarean Rates

Below 23.9% or Above 26%

T0%

60%

50%

40%

30%

20%

10%

0%

o ) 63% =23.9%
\?G%} >26.0%

—

2015* 2016 *2017 2018 2002019 302019
@ec=73 0 =h=>=F5%
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Safety of Cesarean Reduction

Cesarean Delivery: Original Research

Safety Assessment of a Large-Scale
Improvement Collaborative to Reduce
Nulliparous Cesarean Delivery Rates

Elliott K. Main, s, Shen-Chih Chang. ais, 1, Valerie Cape, Christa Sakowosks, 358, &,

Hally Smith, swivi, siss, and Julic Vasher, nar, ave-os

RESULTS: Among collaborative hospitals, the nullipa-
rous, term, singleton, vertex cesarean delivery rate fell
from 29.3% in 2015 to 25.0% in 2017 (2017 vs 2015
adjusted OR [aOR] 0.76, 95% Cl1 0.73-0.78). None of the
six safety measures showed any difference comparing
2017 to 2015. As a sensitivity analysis, we examined the
tercile of hospitals with the greatest decline (31.2%-
20.6%, 2017 vs 2015 aOR 0.54, 95% Cl 0.50-0.58) to eval-
uate whether they had greater risk of poor maternal and
neonatal outcomes. Again, no measure was statistically
worse, and the severe unexpected newborn complica-
tions composite actually declined (3.2%-2.2%, aOR
0.71, 95% CI 0.55-0.92).

CMQCC

WL, 133, MO, 4, APRIL 20169

OBSTETRICSA,,
GYNECOLOG

el
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30
29
28
27
26

25

NTSV Cesarean Rate (%)

24

Rate of Complications (%)
[
o N A O 0 O N

Trendlines for NTSV Cesarean and Safety
Measures (6-month blocks)

29.1

cMQccal
Collaborative Start
May 2016

—&—Chorioamnionitis
=E-3rd/4th Lacerations
- 5-min Apgar<5

24.6

—&A—Severe Unexpected Newborn Complications

Operative Vaginal Delivery

=&—Transfusion

13.7
12.8

6.0

K — *~— —e—— %59
5.5 =) 8 r-) 8- —£] 4.9
28 A A A A A A 2.6
1.1 O— 0.8
03M----- R ------- - a———— ] e —— [ ———— 03
2015 Q1-2 2015 Q3-4 2016 Q1-2 2016 Q3-4 2017 Q1-2 2017 Q3-4

Main E. etal. Obstet Gynecol 2019;133:613-23.

CMQCC
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CMQCC

California Maternal
Quality Care Collaborative

Collaborative Journey to
Supporting Vaginal Birth



The CMQCC Collaborative to Support

Vaginal Birth

May
2016

Oct

2017
GRP 1 MH 24 Hospitals >
Jan

2017

91 Participating
Hospitals, all with
starting NTSV
Jun |Rates 224%

GRP2||

42 Hospitals

+4 Systems with

71 hospitals with
variable starting
NTSV Rates

Mow
2017

[::§218
May

GRP3 |

2019
25 Hospitals >

CMQCC
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CMQCC

Implementation: Coaching & Sharing

18 months

Mentor-lead
Site Visits |
CMQCC team - \| Q

i1 g\ 'l T\.‘\\ ’ ,q; g ;
” A E -

¥
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Mentor
Model

CMQCC
Clinical Lead

Mentor
Nurse

Mentor
Physician

Hospital Implementation Teams

CMQCC

39



CMQCC

Features of the Mentor Model

In-person meetings
Kick-off

Closing Celebration
Monthly web-based meetings

Hospital site visit within first 3-6 months
Mentor Guidance
CMQCC Support

40 40

40



Characteristics of a Successful
Mentor Team

Training and Resources

Establish a relationship early

Timely response to communication
Prepare for monthly web meetings
Facilitation of site visit

Update Structure Measures

Keep up with monthly Chart Audits in MDC
Periodic Review of Data

CMQCC

41



CMQCC

Key Activities for Monthly Meetings

Present and discuss hospital level
successes/challenges/concerns

Celebrate accomplishments
Share resources
Supplemental Education
Questions/Suggestions o

42



CMQCC

Usual Meeting Agenda and Minutes

Mentor Team:
Roll Call/Hospitals represented

Review of Goals or themes from last
call and any follow up that might be
needed (if any)

Team report outs

Educational topic (if your team’s
needs warrant)

Goals for next month/Next
Steps/Action Items

Announcements: (pending webinars,
site visit reminders, team contact
updates, other)

CMQCC Representative
Mentors

Hospital team
5-10 minutes each team

Mentors
(as time permits)

Mutually identified by team
and mentors

CMQCC Representative

43



Sometimes it doesn’t quite turn out the
way you planned!

CMQCC

44



Strategies

Regroup with your team

Elicit a broader range of support
Review your data
Reach out to CMQCC

CMQCC

45



CMQCC

California Maternal
Quality Care Collaborative

| essons Learned



This Iis not an easy project

Build a strong team

Start with an easy win

|dentify areas of greatest impact
No one strategy will be effective

Celebrate success!

CMQCC
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CMQCC

COMMON QI
ACTIVITES:

1) Labor support techniques

2) Active phase guidelines -
huddle

3) CS rate transparency (unit

and provider)
4) Latent phase guidelines
5) Induction guidelines

 GOMMITTEE OPINION

-
{
{

0O tr &
Xkt to oo

vaqing ¢

3tk A Meducs

,,,,,
i

6) Techniques to reduce OP

7) Patient engagement

STETRIC CARE| 8) Unit
CONSERSS culture/teamwork/perinatal
== Sate Prewention of the Primary
Cesarean Delivery QI team

9) Longer 2" Stage

(inZapproximate order of use)
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Team Build

CMQCC

49



Identify NTSV Patients

Median LOS: 23:01 Total: 15 WR: 0 Filter: OB Inpatient, OBS, OB Che: =

CMQCC

Bed * (S Mame Status EGA RN Extension Provider Anesthesia To Do MNotifications NR
b [2101.A JAvail
2101.8 Avail
2102.A Avail
2103.A Avail
2104.A Avail _
2105.A AssilRC PPVag @ Rachel DP SMG B - 0:6:39
2106.A Assi1350IT Denise/KL Name Alerd OBHG s d a =of 0558
2107.A AssiiNS PPVag @ Rachelf DP OBHG B ® U = 0830
2108.A Assi| AL AT Akl M OBHG Indwelling/infusin R 4 1:19:59
OF 1.A Avail
OF 2.A Avail
2109.A Assi$ SMG
OBHG

2110.A Assi,r

6

7
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Labor Support

CMQCC

51



Measure Analysis:
Identify “Drivers” of Rates

CMQCC

What Drives Our Nulliparous Term Singleton Vertex (NTSV) CS Rate?

Demo Hospital 20.8% [N 34.1%
All Community Nurseries 14.1% RN 26.3%
CA Statewide 14.2% RSN 26.1%
0% 10% 20% 30%
NTSV CS Rate Divided into 3 Major Components

| B spontaneous Labor @ Induced Labor BB No Laborw

Screen Shot from the CMQCC Maternal Data Center

52



Share Unblinded Data

CMQCC

California Maternal
Quality Care Collaborative

Guidance for Understanding and Unblinding Provider-Level NTSV Cesarean Rates

At Start of Project

Before the process of unblinding NTSV cesarean rates begins, it is important for teams to have a
baseline understanding of their underlying practices. This can be determined through an examination of
the drivers for primary cesarean rates, followed by a chart review of a sample to assese how wall tha
providers follow the national ACOG guidelines for Failure to Progress and other key g
indications. Ongoing monthly review for consistency with guidelines is also quite usef

L0

CMQCC

HPI02D Target: =23.9%:
| EEDRRAE
| EALTNRIES
I 10.75%% (3726
I 1.7 (512
I 1 7.2 (/%]
N < )
I -0 2/15]
I - 1.+ (71¢!

— 29.7% (102/343]

I :: 2% {1/12)
38on 417108
40% (4/.0]

1
I :2. 1% (/15

W13
not every case will follow the guidelines perfectly). The Readiness Assessment and Str -
Checklist will assist with this baseline review. Success of the project hinges upon syste 715
that support providers in reducing individual rates. 20 7HS;

) . ) KPEIZ0 Target: £23.9% 505
The Readiness Assessment, Structure Measures Checklist (both are found in the Imple Y lwrrent):
and Chart Audit Tool are all located on the collaborative resources page at 0%
https://www.cmqcc.org/projects/toolkit-and-collaborative-support-vaginal-birth-and-r
cesareans/collaborative
1 ‘“
I

Cumarvam Birth: MTSY - Mullip Temn Singlulon Yuriue (PC-02: Cwrrend ) Aug 3018 - Jan 2019

[ B Cerma lzspiLal B Ciher Caliteemiz Hosgilals

sy Peope 2020 Targe.
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CMQCC

PHYSICIAN BADGE TAG

Education and Adoption of
- | ACOG/SMFM Guidelines

Physician Badge Tag

ad ion
Latent Phas led Induction of r)
» If <6om dilated = 12 hrs of oxytocin after ROM?
dati
= If 6-10¢m dilated + ROM > 4h with adeguate uterine
activity oc at least 6h with inadequate uterine activity wit
oxytocin
znl
*» Iif completely dilated <> pushing >3hr without epidural in
Second Stage (or 4hrs with epidural)

ive in of Labor

® Prior to 41 weeks

* Bishop score > & (nulliparous); >6 (multiparous)
Physician Documentation {tell the story)

* Labor management

* Decision/rationale for C-section

Laborist Contact Number
#(818)885-8500 ext. 5350
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California Hospitals

60%

50% —

All California Hospital Statistics

. CS after IOL (nullips), 2019

@ Included Hospitals: 166
o Range: 1308 - &0.0%
o Aggregale Rate: 30.3%

@ Median: 30.4%

40%

30%

20%

10% -

0o

Cesareans after Labor Induction: Nullip 2019

CMQCC
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ARRIVE Trial (2018)

The NEW ENGLAND
JOURNAL o« MEDICINE

ESTABLISHED IN 1812 AUGUST 9, 2018 VOL. 379 NO.6

Labor Induction versus Expectant Management in Low-Risk
Nulliparous Women

William A. Grobman, M.D., Madeline M. Rice, Ph.D., Uma M. Reddy, M.D., M.P.H., Alan T.N. Tita, M.D., Ph.D.,
Robert M. Silver, M.D., Gail Mallett, R.N., M.S., C.CR.C,, Kim Hill, R.N., B.S.N., Elizabeth A, Thomn, Ph.D.,
Yasser Y. El-Sayed, M.D., Annette Perez-Delboy, M.D., Dwight ). Rouse, M.D., George R, Saade, M.D
Kim A. Boggess, M.D., Suneet P, Chauhan, M.D., Jay D. lams, M.D., Edward K. Chien, M.D., Bnan M. Casey, M.D.
Ronald S. Gibbs, M.D., Sindhu K. Srinivas, M.D., M.S.C.E., Geeta K. Swarmy, M.D., Hyagriv N. Simhan, M.D.,
and George A. Macones, M.D., M.S.C.E,, for the Eunice Kennedy Shriver National Institute of Child Health
and Human Development Maternal-Fetal Medicine Units Network
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CMQCC

ARRIVE Summary Results

3062 women were assigned to elective I0OL at 39 weeks;
3044 were assigned to expectant management

73% Declined Participation
Sample average age under 24

Primary Outcome focused on reducing adverse neonatal
outcomes: Results were not statistically significant
(4.3% in IOL vs 5.4% in Expectant)

Longer hospital IP stay (6 hours IOL), shorter PP stay

Secondary Outcome noted was reduced frequency of
Cesarean Delivery in the IOL group (18.6% vs 22.2%).

Reduced incidence of PIH
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Other Key Takeaways

28 women having an IOL to reduce one CS (comparison
to other “interventions” to reduce CS)

Higher frequency CS with a lower baseline Bishop score

Applied ACOG Guidelines for Labor Progress and
Decision for CS

|OL process was not defined
Cervical ripening Process was not well defined

CMQCC
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CMQCC

CMQCC Takeaways

Patients in this study were very low risk.

In California, most hospitals do not come anywhere near
this rate

Median rate of cesarean after labor induction in low-
risk nullips is 30% with rates as high as 60%.

Hospitals in the ARRIVE trial used a common definition
of failed induction

Women with an unfavorable cervix (Bishop Score < 5)
underwent cervical ripening before proceeding to
oxytocin.

California hospitals in the VBirth Collaborative achieved
similar low NTSV CS rates without using labor induction
as a tool.
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CMQCC

The preferences and values of each
Individual woman are extremely important
to a successful vaginal birth and should
be the starting point for any shared
decision-making discussion about the
risks and benefits of elective induction of
labor at 39 weeks versus expectant
management.
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Celebrate Success!!!
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GETTING STARTED WITH PVB




PVB Timeline ILc PQC

Illinois Perinata

Quality Collaborative

May 4: PVB Jul 27: Statewide

Launch Call Initiative Data collection
Webinars begin, begins and start
May 20: OB Face- every other monthly webinars
to-Face Meeting, month to start Sept 28

Springfield, IL




1LgPQC

Wave 1 Teams

Advocate BroMenn

Loyola University Medical
Center

St. Anthony Hospital

Advocate Christ Hospital

Memorial Hospital

St. Bernard Hospital

Belleville
AMITA Alexian Brothers Memorial Hospital of SSM Health St. Mary’s, St.
Medical Center Carbondale Louis
AMITA Sts. Mary & Mt. Sinai Stroger Hospital

Elizabeth

Elmhurst Hospital

Northwest Community

Swedish American

Hospital
HSHS St. John’s Northwestern Memorial University of Chicago
Hospital Medicine

HSHS St Mary’s, Decatur

OSF St. Francis

UnityPoint Trinity

Javon Bea Hospital

Rush University Medical
Center

West Suburban Medical

——

Center



IL PQC
Developing your Ql team and submitting your
team roster to ILPQC are key first steps to get
started

Your team will be essential to your success,
plan to meet at least monthly

If you have not submitted a team roster yet,
please do so as soon as possible

Contact info@ilpgc.com if you need assistance
developing your team or submitting your

.. roster ﬂ
6



mailto:info@ilpqc.com

1L PQC

Illinois Perinatal
Quality Collaborative

help you track your implementation of systems changes
Implement provider and nurse education and other strategies to achieve
buy-in
Implement standardized protocol processes for induction, labor support
management and response to labor and fetal heart rate abnormalities
Implement a cesarean decision checklist for ACOG/SMFM labor guidelines

Implement a decision huddle and/or decision debriefs with appropriate
care team to standardize the use of ACOG/SMFM labor guidelines

Implement a workflow process for shared decision making (decision
huddle with provider, nurse and patient to review progress, patient input,
risk/benefit and ACOG/SMFM labor guidelines)

Implement standardized patient education promoting vaginal birth
strategies

Integrate process to review and share data including provider-level data
with clinical team

BESE L —




IL PQC

Ilin

Help you track your implementation of clinical Quatty Collsborats

practices towards culture change
% of Providers and nurses receiving standardized education

on ACOG/SMFM labor guidelines, labor management
strategies/response for labor challenges, protocols for
facilitating decision huddles and/or debriefs

Help you track your progress towards changing the health
status of patients
% of participating hospitals at or below the Healthy People
Target Rate of 24.7 C/S delivery rate among NTSV births

Goal: 70% or greater
Overall state C/S delivery rate among NTSV births

.. — Goal: 24.7% or lower M
6




IL PQC

Quality uu

20 Nulliparous Term Singleton Vertex (NTSV)
C-sections per month based on a random
stratified sample. Data includes at least:

5 failed inductions
5 labor dystocia/failure to progress
5 FHR concerns/indications

10 NTSV Vaginal births per month

BEE L —




WAVE 1 TESTING: ILPQC Promoting Vaginal Birth Initiative Data Form I I ' I
Data collection: Complete form for 20 Nulliparous Term Singleton Vertex (NTSV) C-sections per month based on a random stratified sample — test using c

data from January - March 2020
Data includes at least: =5 falled Inductions = 5 labor dystocia/fallure to progress 5 FHR concerns/indications

Insurance status: = Medicaid/Public o Private 2 Uninsured/Self pay Maternal Age: Delivery BMI: "lanlS Pt:rlnaml
Race [check all that apply): = Black o White o Asian © Other Ethnicity: © Hispanic © Not Hispanic © Unknown/Declined

; ;
pmos — Quality Collaborative
o None utilized Admission
Patient Status: o Induction o Intact
/S Category = Latent Labor = Augmentation at cm o Ruptured

© Failed Induction © Active Labor
o Labar Dystocia = Augmented labor - SROM

o FHR Concerns o Induction - AROM Date/tim
o Not in labor: spontaneous rupture of membranes
o Previously admitted antepartum

GA dmissi
on sdmission /Time >=6cm | Date/Time Delivery

B ol ) Data Form to

Managed by: Dilation: o Closed o12CM
o CNM Effacement 0 0-30% 031-50%
© OB Hospitalist o-2

O Private o Medium

= Anteri *
Maternal Outcomes  Maternal admit to ICU CYes CNo
Chorloamnionitis o Yes  oNo Unexpacted Newborn complications? (select all that apply)
Hemorrhage 1000 mL+ in 24 hours o Yes ©No o Sepsis CHIE CICH c Ventilator o transfer to additional acute care center
Transfusion required? o Yes = No 5 minute Apgar Score Baby admit to NICU/SCN_ces oho

FAILED INDUCTION  sample of cases that are NTSV, were induced iobor and had a cesarean birth for iabar arrest, exeluding those with birth weight > 4250g OR with 1C0-

10 codes for: «Fetal heart rate concen_sMedical indication for cesarean section

Date for Start of Induction (mm/dd/yyyy]

Time for Start of Induction (HH:mm)]

Cervix Bishop Score as
Event Dilation Effacement Station Cervix Position conalstancy e gt
At Start of Q unknown 2 unkngwn 2 unknawn Q unknown Q wmknown 0 unknown

Induction - e —_— —_—

Last Exam bafora ‘0 unknewn 3 unknawn Q unkngwn T unknown Q wninoun

Delivery

Was Cervix 6 cm or greater at time of Cesarean? If Bishop score < & at start of induction, was cervical ripening used? cYes oo
QO IfNo,gotoA. oh/A

QO IfYes,goto8. Q Unknown Type of cervical ripening?.

A. 1) If <6 cm, was oxytocin administered for at least 12-18

(4
hours after membrane rupture befare fafled induction | gy 5 6., was there at least 4h with adequate uterine activity OR at least 6h with - ‘ Ol l 1 l‘ t‘ S‘ ‘ tIOl l baS‘ d Ol l
was diagnosed cYes cNo

inad te uteri ctivil nd with in? oYe N
2) Was longer duration of the latent phase allowed (upto | o0 °1ate uterine activity andwith axytacin? o¥es oNo
24 hours or longer) cYes cho

« attime of G ision? O No | Hyes, were there 3 hours or more of pushing .

Oes IfYes 3 {4 hours with epidural)? Q Yes Q No  OUnknown

LABOR DYSTOCIA/FAILURE TO PROGRESS Sample of cases that are NTSY, were spontanecs labor and had & cesarean for labor dystociaf fature (6 progress, exciuding pe O e 1 ; 61 ;/
lght > 42509 OR with ICD for: sFetal heart rate concern sMedical ndication for € section

Dilation at time of admission: I Yes, please check the one reason for cesarean that applies:

‘Was Cervix 6 cm or

or 2t thme of O Membranes ruptured and No cervical change x 4 hrs with Adequate Uterine
Q Unknown | BrEA!

activity (e.g., > 200 MVU)

Dilation at time of cesarean: ‘;ﬂf::‘ﬂ? ‘Oxytocin . i
5 Sl with Inadequate Uterine activity [e.g., < 200 MVU)
o QO None of the above WAVE 1 TESTING: ILPQC Promoting Vaginal Birth Initiative Data Form
Completely dilated at time of C: s Q No there 3 hours or more of pushing (4 Data collection: Complete form for 10 NTSV Vaginal births per month based on a random stratified sample — test using data from January — March 2020
Q Yes QNo QO unknown
Qves If Yes > hours with epidural)?
A1) 1T <6 cm, was oxytocin administered for at least 12-18 Insurance status: = Medicald/Public o Private ninsured/Self pay Maternal Ag; Delivery BMI:
:nurs l'n:r membrane rupture before falled induction was [ & |t 6 sc there ot least 4h with adequate uterine activity OR at least 6h with Race (check all that apply): = Black © White © Asian_c Other _Ethnicity: o Hlspa:l( o Inm Hispanic o Unknown/Declined
nnEl = ED Inadequate uterine activity and with oxytocin? Ces oNo ytocin sl
. Membranes on Admission
2) Was longer duration of the latent phase allowed (up to 24 None utilized T
hours ar longer) A¥es oo Patient Status: o Induction -
o Latent Labor Augmentation at L]
FETAL HEART RATE CONCERN/INDICATIONS Sampie of cases that are NTSV and had  cesarean for fetai heart rate (FH&) concern/indications, excluding those with birth Induction T | - fusmentaional o
weight > 4250g OR with ICD-10 codes for: *Labor arrest / CPD oYes ELELEE
What was the FRR TUnked with and aNe o Augmented labor = Bzl Date/time:
evalustive maxsures) Please check all corrective and evaluative measures used: o Induction o AROM
O Ancepartum testing results which prechuded tral oftabar O Basic resuscitation measures such as: Maternal position change, © Not in labor: rupture of —
O Category ll FHR tracing maternal fluid bolus, and/or administration of 02 o Previously admitted antepartum GA on Admission ___ Date/Time Delivery
) § O Reduced or stopped axytocin or uterine stimulants weeks
O Category Il FHR tracing (Were these specific types present?) 3 = “in or e AN -
a ically significant variable decelerations m‘: " variahle deceler T SEY2
QM FHR variability wil i decelerations 35 :;";‘?"’I';I‘ Ty . bdorminal el with DELIVERY OUTCOMES
O  Late Decelerations e L e P MBrua S iC oatdOEBL A UE = Hemorrhage 1000 mL+ in 24 hours | Maternal Laceration:
minimal or absent FHR variability Oparative Delivery Type if used:
2 other concern: chorioamnionitis | Transfusion required? admittaicu [ o3edegree o | R R Y A
Other labor lasuss: Corrected uterine tachysystole: decrease or discontinue uterine stimulants, fluid bolus, aYes ©oNeo DYes oNo O¥es oNo 4 degres
Did the mother have uterine tachysystole? QYes O No terbutaline or nitroglycerin and/or other? O Yes O No
S minute Apgar Score Baby admit to NICU/SCN o Yes
Pain Management
e o Hydrotherapy o IV/IM Opioids Un-xp,md Newborn :omplfntbm? (select all that apply)
© Sepsis 0 HIE 0ICH © Ventilator © transfer to additional acute care center
o Nitrous Oxide = Epidural
Bishops Score on Admission:

Managed by: Dilation: oClosed o1-2CM C34CMm
o CNM Effacement: o 0-30% o 31-50% o 51-80% o >=80%
0 OB Hospitalist Station: o3 o-2 o-10 o+1,+2
o Private Consistency: oFirm o Medium D Soft

Paosition: CPosterior o Mid o Anterior




1L PQC

Ilinois Perinatal
Quality Collaborative

WAVE 1 TESTING: ILPQC Promoting Vaginal Birth Initiative Data Form
Data collection: Complete form for 20 Mulliparous Term Singleton Vertex (NTSV) C-sections per month based on a random stratified
sample — test using data from January — March 2020

Data includes at least: o 5 failed inductions o % labor dystocia/ffailure to progress o 5 FHR concerns/indications
Insurance status: o Medicaid/Public o Private a Uninsured/Self pay Maternal Age: Delivery BMI:
Race [check all that apply): o Black o White o0 Asian o Other Ethnicity: o Hispanic o Mot Hispanic
C/S Category PEItIEI'lI_: Status: _ Oxytocin N Membranes on Admission
) _ o Admitted already in labor o0 None utilized
o Failed Induction ] o Intact
o Labor Dystocia 3 Induced 3 Induction ; 0 Ruptured
~ FHR Concerns 0 Indicated augmented labor O Augmentationat _____om
O Mot in labor: spontaneous rupture of membranes | GA _ weeks | Date/Time 6cm Date/Time Delivery
O Previously admitted antepartum [T days
Maternal Qutcomes Maternal admit to ICU oYes oMo | Neonatal Outcomes
Chorioamnionitis o Yes o Mo Unexpected Newborn complications? (select all that apply)
Hemorrhage 1000 mL+ in 24 hours oYes oMo o Sepsis o HIE o ICH o Ventilator o transfer to additional acute care center
Transfusion required? oY¥es oMo & minute Apgar Score Baby admit to NICU/SCN oYes oNo




1L PQC

Illinois Perinatal
Quality Collaborative

FAILED INDUCTION Somple of coses that are NTSV, were induced lobor and had o cesarean birth for labor arrest, excluding thase with birth weight =
4250g OR with ICD-10 codes for: »Fetal heort rote concern =Medical indication for cesarean section

Reason for induction: o elective o hypertensive disorder o post term/post dates o other maternal indication o fetal indication o Other

Event Dilation Effacement Station Cervix Position CEW'_I Bishop Score as
consistency noted on chart

At Start of O unknrown 3 unknown - N S E—

Induction

Last Exam before O unknown O unknown 0 unknown T unknevn T unkmewn

Delivery

A, 1) If =B cm, was oxytocin administered for at least 12-18 hours after
membrane rupture before failed induction was diagnosed oYes oMo
2) Was longer duration of the latent phase allowed (up to 24 hours or
longer)

Was Cervix 6 cm or greater at time of Cesarean?
O If No, goto A
O |If Yes, goto B. O Unknown

If Bishop score = 8 at start of induction, was cervical
ripening used? oYes oNo oON/A
Type of cervical ripening?

B. [If =6cm, was there at least 4h with adeguate uterine activity OR at least
6h with inadequate uterine activity and with oxytocin? oYes oMo

Completely dilated at time of Cesarean decision? O If yes, were there 3 hours or more of

a v O w
No O¥es If Yes = pushing (4 hours with epidural)? == ° O Unknown




1L PQC

Illinois Perinatal
Quality Collaborative

LABOR DYSTOCIASFAILURE TO PROGRESS Sompie of coses that are NTSV, were spantaneous lobar and hod o cesarean for labor dystocia, fallure to
progress, excluding those with birth weight = 42500 OR with ICD-10 codes for: *Fetal heart rate concern *M\edico! indication for C-sectian

Dilation at time of admission: ) If ¥es, please check the one reason for cesarean that applies:
Was Cervix & cm or . .
ter at ti ; O Membranes ruptured and No cervical change x 4 hrs with Adequate
reater at time o
8 Uterine activity (e.g., = 200 MV}
Membranes ruptured, Oxytocin administered, and No cervical
change x 6 hrs with Inadequate Uterine activity (e.g., < 200 MVU)
O MNone of the above

O Unknown

Dilation at time of cesarean: Cesarean? 0
d Yes

O wnknown | 0 No

Completely dilated at time of Cesarean decision? Were there 3 hours or more of

0 No Yes IfYes = pushing (4 hours with epidural)? o Yes Il =

FETAL HEART RATE CONCERN/INDICATIONS Sompie of cases that are NTSV ond had o cesarean for fetal heart rate (FHR) concern/indications,
excluding thase with birth weight = 4250g OR with IC0-10 codes for: sLaobar arrest / CPD

What was the FHR concern/findication? (Linked with specific corrective | Please check all corrective and evaluative measures used:

and evaluative measures) O Basic resuscitation measures such as: Maternal position
O Antepartum testing results which precluded trial of labaor change, maternal fluid bolus, andfor administration of O2
O Category lll FHR tracing d Reduced or stopped oxytocin or uterine stimulants
O <Category Il FHR tracing (Were these specific types present?) O Used Amnioinfusion with significant variable

O Clinically significant variable decelerations decelerations after other measures failed

O Minimal/absent FHR variability without significant decelerations | O Elicited stimulation (scalp, vibroacoustic, or abdominal
d Other concern: wall) with minimal or absent FHR variability
Other labor issues: Corrected uterine tachysystole: decrease or discontinue uterine stimulants,

Did the mother have uterine tachysystole? O Yes 0 Mo | fluid bolus, terbutaline or nitroglycerin and/or other? 0O Yes O No
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Illinois Perinatal
Quality Collaborative

WAVE 1 TESTING: ILPQC Promoting Vaginal Birth Initiative Data Form

Data collection: Complete form for 10 NTSV Vaginal births per month based on a random stratified sample — test using data from lanuary

— March 2020
Insurance status: o Medicaid/Public o Private a Uninsured/3elf pay Maternal Age: Delivery BMI:
Race [check all that apply): o Black o White o0 Asian o Other Ethnicity: o Hispanic o Mot Hispanic
Oxytocin Membranes on
. Patient Status: o None utilized Admission

Induction ) i .
O Yes o Admitted already in labor o Induction o Intact
o No o Indicated augmented labor o Augmentationat . c©m o Ruptured

o Mot in labor: spontaneous rupture of membranes Date/Ti ) ,

i p. P GA weeks ate/Time Date/Time Delivery
o Previously admitted antepartum BCm
J7 days

DELIWERY OUTCOMES

o Hemorrhage 1000 mL+ in 24 .

h = Maternal Laceration: 0 tive Deli T . d

ours ] perative Delivery Type if used:
A P dmit to ICU grd d

Chorioamnionitis | Transfusion required? admit to - " degree o Vacuum o Forceps O NJA
O Yes o No O Ves - No oYes ONo O 4% degree

5 minute Apgar Score Baby admit to NICU/SCN o Yes o MNo
Bishop score as noted on chart Unexpected Newborn complications? (select all that apply)

O unknown O Sepsis o HIE o ICH o Ventilator o transfer to additional acute care center
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Quality Llllt

PVB Toolkit available online at Face-to-Face meeting on 5/20

Monthly team webinars starting this fall with education, data
review and Team Talks on strategies for improvement

Provider and Nurse Education under development
Labor Support /Response to Labor Challenges Trainings

ILPQC Data System will provide each team a secure access to
the REDCap portal and live reports that can be reviewed
monthly and shared at your hospital to support your teams
efforts

Ql support coaching calls to teams to problem solve

Sulbmafit PV [Rester iedlawv

NS ———
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Quality Collaborative

Initiative Resources

* Introduction &j

Promoting Vaginal Birth Slide Set

National Guidance: AIM Bundle i/

National Guidance: ACOG Committee
Opinions/Practice Advisories and AWOHNN
Statements

A

Creating Clinical Culture Change

o v

Labor Management
7. Standardization of Policy, Protocols, & Algorithms
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Qu ality Clllx

Where can your team begin to build buy-in from
providers? Nurses? to get ready for this work.

What is the current education provided to your
MDs/CNMs/RNs to assist with labor management
support and response to labor challenges?
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Illinois Perinatal
Quality Collaborative

What are your
oals? Next Steps IL PQC
TASKS TO ACHIEVE GOAL: RESPONSIBLE PARTY:

Where do you want
to start? 2

3.

Overall Goal:

W h at WO u I d yo u I i ke TASKS TO ACHIEVE GOAL: RESPONSIBLE PARTY:

to accomplish in first :
3 m O nt h S Of t h i S Overall Goal: TASKS TO ACHIEVE GOAL: RESPONSIBLE PARTY:

=

initiative? :

Include plan for 1st r — ﬁ

small test of change

». (PDSA cycle) h
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Ilinois crilmll
Quality Collabors

Form your Ql team and find a monthly meeting time

Submit team roster for team members if not completed

Complete PVB readiness survey and identify team goals-

Create a draft 30-60-90 day plan (ideas for Ql plan for first 3 months) —
what are your ideas for how you want to get started?

Incorporate this work into Virtual Storyboard for Face-to-Face meeting on
May 20 (goal share your team story and plan)-

Register team for Face-to-Face Meeting

regardless of where you are in implementation process

{ All teams have opportunities for quality improvement to achieve PVB AlM
-
————’7



https://redcap.healthlnk.org/surveys/?s=NF8MPDY9LF
https://redcap.healthlnk.org/surveys/?s=9ARN48FPEA

IL PQC

Unmute your line (*6) to ask a question!

We want to hear from you
How do you think your team will collect data for
this initiative?
Is your team already collecting this data? What do
you need to add to your EMR documentation?

What can ILPQC do to support your team?
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Illinois Perinatal
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You're
Invited!

2020 OB & Neonatal
Face-to-Face
Meetings

Nurses, Providers, & Staff
join us for an interactive day of
collaborative learning for current

& upcoming ILPQC initiatives!

OB Teams: May 20, 2020
Meeting: 9:00a-3:30p

Mothers & Newborns affected by Opicids - OB (MNC-OB)
Immediate Postpartum LARC (IPLARC)
Improving Postparutm Acess to Care (IPAC)
Promoting Vaginal Birth (PVB)

Neonatal Teams: May 21, 2020
Meeting: 9:00a- 3:00p

Mothers & Newborns affected by Opioids - Neonatal (MNO-Necnatal)
Babies Antibictic Stewardship Improvement Collborative (BASIC)

Registe r now! https://ilpgc.eventbrite.com

This activity has been submitted to the Chic Nurses Association for
approval to award contact hours. The Chio Nurses Association Is

accredited as an apg)royer_ of continuing nursing education tc?( the

Lmerican Nurses Cre entlahrgB%eraSa{'sg ¢ )ommlsmon on Accreditation.

(

LA R B B B BN BEEREBEBEENENBEEEEENEEENNNNENEENNENENENENEERE .

NEW VIRTUAL MEETING

S0 00 PO SO ODTEPTOOPOROPOSTONBSTOOSIOPOIOSOORDOERLTOSTOSODDOTS

Illinois Perinatal Quality Collaborative
633 N. St. Clair, 20th Floor
Chicago, IL 60611
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Jessica Brumley,
CNM, PhD

“Promoting Vaginal Birth:
Lessons Learned from FPQC” k=

Helena Girouard

“A Mom’s Recovery Story:
Helena Girouard”

“OB Teams Panel: Sharing Strategies for Success for Obstetric Ql Initiatives”

MNO X2 IPLARC
% -~ 1 J
1000 = R =
"mEn BB 'aEn N
- T B i = N ==

S— ﬁ




1L PQC
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We will have nurse/provider pair from each network to
facilitate breakout sessions

OB Breakout Sessions Neonatal Breakout Sessions

MNO-OB: Finishing Strong / Key Strategies for MNO-Neonatal: Finishing Strong
Success

MNO-OB: Preparing for Sustainability MNO-Neonatal: Preparing for
Sustainability

MNO-OB: Optimize Narcan Counseling & Access = MNO-Neo: Engaging Pediatricians

Immediate Postpartum LARC (IPLARC): Ql: Using Ql Data to Drive Change
Sustainability & Billing

Improving Postpartum Access to Care (IPAC): Ql: Building a Strong Interdisciplinary

Sustainability & Billing Ql Team

PVB: Data Collection Strategies BASIC: Preparing your Ql Team for
BASIC

PVB: Unpacking the Toolkit / Getting Started State & Community Partner Breakout

.. Obstetrics Chair / Obstetrics Leadership Breakout
State & Community Partner Breakout .



All teams will bring a storyboard to
the Face to Face

ILPQC will provide a template and
an instruction sheet to use

For MNO-OB, share your progress
toward crossing the finish line
including implementation of the 4
key strategies

For IPLARC/IPAC teams, share your
Go Live success and sustainability
plans

For PVB teams, share your PVB Ql
Team, and can include if you have
ideas for getting started.

See the diagram for examples of
how to lay out your storyboard

ILc PQC

Illinois Perinatal

Quality Collaborative
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1. Insert your hospital logo and name at the top of the slide. 1. Insert your hospital logo and name at the top of the shide.

2. Hospital & QI Team Overview
List your QI team and roles. Also insert a picture of your
QI team and hospital

2. Hospital & QI Team Overview
List your QI team and roles. Also msert a picture of your
QI team and hospital

3. MNO-OB Data
Insert structure measures graphs from RedCap for one of

3.MNO-Neo Data
Insert structure measures and graphs for one of more of

more of the following: the following
- Screening Tool - Breastfeeding
-MAT - Pharm/Non-Pharm Treatments
Recovery Program/Serv - Coordinated Discharge Plans
Narcan

4. MNO-Neo Progress
4. MNO-OB Progress Fill in MNO-OB progress towards four key strategies for
Fill in MNO-OB progress towards four key strategies for
success. The four key strategies are:
- Screening Tools
- MNO-OB Folders

- Education Campaign
- Monthly Review of all OUD cases

5. Coordinated Discharge
Share your teams’ current discharge process and matenials.

5, IPLARCAPAC or MNO Overflow
Use thus area to msert IPLARC & IPAC reports or as

additional space to share your MNO Progress. 6. BASIC
Share your:
6.PVB - Anticipated team members and role on the team

Tell us about your PVB QI Team and about your 30/60/90
day plan if team has a draft ready to share.

- Current tools or materials (ex. National Sepsis calculator) your
hospital has mplemented prior to the lamch of the mitiatrve
- Potential barmiers and strategies to overcome them

fo jb@thejbcreative.com
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today!

<Hospital Logo> <Hospital Name>

2. Hospital & Ql Team Overview 4. MNO-OB Proaress

We will be having
voting & awards
for top
storyboards.

2020
OB Storyboard

5. IPLARC/IPAC or MNO Overflow

Attendees will enter
a raffle for
participating and
reviewing the virtual
storyboard
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Save the date and register for the ILPQC V|rtual
OB Face-to-Face webinar May 20, 2020, 9am-3pm.

Work to complete your hospitals virtual
storyboard - easy to complete just share bullets on
vour Ql work this year, add data and pics if want

-- will have voting & awards for top storyboards
Spread the word about PVB & share the roster link
Reach out to ILPQC with additional feedback
Mark your calendars for our next PVB call

. July 27 at 12pm ﬂ



https://www.eventbrite.com/e/ilpqc-2020-ob-neonatal-face-to-face-meetings-tickets-96550060831
http://hybrid-web.global.blackspider.com/urlwrap/?q=AXicLctNToNAGADQz6OQuAYKFVuN0QICUmhoIWnthiCMjGX4-2bAcA9XXkETb-U5TBPXL-9iBd8fAD-fAMgmdV7KHEe5zt5Y3jYCWybnbQ2qtnGYCJk614yra8g6gpgNTDw0LQrKaYtEbrEEKkTHbxRlQFaQV9Jwcu7KqCtp-m9IijzrZEoyJihrqvNT-IAjmbhyz-82ziKM7Odl4KTprSTZvXrQ7Mqhk7PUveq0T8ztmlaSpR535JQLa4yN2uzp4mg_li-9FxWHnaEzUWK8et_PvMn1y1nW5f4Y0Pipdl1MBnWXhL4RulEaWMzcXgLA7xfAH9E_Wbo&Z
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Email info@ilpgc.org or visit us at www.ilpgc.org
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Create a Ql team of providers, staff & administrators to lead the
effort & cultivate buy-in

Educate physicians/midwives and nurses on ACOG/SMFM labor
management guidelines and labor support techniques

Develop patient education with positive messaging to women and
families about intended vaginal birth strategies/techniques that
prevent cesareans through prenatal classes and patient education
Utilize care team huddles/debriefs to identify and review delivery
decisions for consistency with process flows/protocols/checklist
Integrate order sets, protocols, and documentation for the safe
reduction of primary cesareans into EMR

Share provider-level measures with providers with the goal of
working to transparency/open data



IL PQC

Implement policies, protocols and support tools for
women who present in latent (early) labor to safely
encourage early labor at home

Implement policies and protocols for encouraging
movement in labor and intermittent monitoring for
low-risk women

Implement policies and protocols for induction of
labor

Implement policies and protocols for pain
management and labor support

IS —
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Implement standard criteria for diagnosis and treatment of labor
dystocia, arrest disorders and failed induction

Develop checklist for ensuring ACOG/SMFM criteria for ¢/s is met

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

Implement standardized assessment, and response to fetal heart
rate concerns

Develop checklist for ensuring ACOG/SMFM criteria for ¢/s is met

Implementation of a workflow process for shared decision making
(decision huddle with provider, nurse and patient to review
progress, patient input, treatment options, risk/benefits, and
ACOG/SMFM guidelines)

IS —



