
May 4th , 2020

11:00 – 12:30 PM

Promoting Vaginal 
Birth

Launch Call 



Introductions
• Please enter for yourself 

and all those in the room 
with you viewing the 
webinar into the chat box 
your:
• Name
• Role
• Institution

• If you are only on the 
phone line, please be 
sure to let us know so we 
can note your attendance

Please enter the name, role and institution of yourself 

and all those in the room viewing the webinar 



Overview

• 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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ILPQC COVID-19 Webinars

• 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://ilpqc.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
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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


ILPQC COVID-19 Webpage
www.ilpqc.org 
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ILPQC posts 
national guidelines 
and OB & Neonatal 
COVID-19 example 

hospital protocols & 
resources 

please note dates as 
guidelines are 

changing rapidly

https://ilpqc.org/covid-19-

information/

https://ilpqc.org/covid-19-information/


ILPQC  COVID-19 Webpage 
Resources 
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• Please click here for COVID-19 resource webpage 

https://northwestern.zoom.us/rec/share/uMtYcImr0mNOYYXAtVz_YqIcOYqiT6a81CIY__sNxR7j_JnsKy8as28-QboFA1R-


WHY-PROMOTING VAGINAL 
BIRTH

Promoting Vaginal Birth (PVB)
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Promoting Vaginal Birth 
Initiative
• C-Sections increased 60 

percent from 1996 to 2011*

• Significant social, economic & 
health costs, including:
– ↑ maternal complications and 

longer recovery times

– ↑ NICU admissions

– ↑ barriers to breastfeeding

– ↑ risk of developing life-threatening 
complications
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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

VBAC

Primary 

C/S

C/S
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• Relentless Rise without Baby or Mother benefit
• 6% in early 70’s 20% 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 c/s can have major complications
• Placenta previa and accrete leading to possible hysterectomy or 

worse uterine rupture

• Abdominal adhesions 

Why does this matter?

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

Major Maternal Complications: Vaginal Births versus Primary 

Cesareans, Repeat Cesareans, and VBAC

2-3X

7-14X

4-12X

2-4X
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How Judge Hatchett’s Son Is Coping After His Wife’s 

Childbirth Death

(Healthy woman with complications resulting in death 

during “routine” repeat Cesarean)

8/3/2017

8/21/2017

(Healthy woman with major complications during 

“routine” repeat Cesarean: “Near Miss”

now with PTSD)

Adapted from 
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Cesarean Indication

Percent of the Increase in Primary 

Cesarean Rate Attributable to this 

Indication

Labor complications 
(Failure to progress and Fetal 

concerns)

60%

Breech No Change

Multiple Gestation 10%

Various Obstetric and Medical 

Conditions (Placenta Abnormalities, 

Hypertension, Herpes, etc.)

20%

“Elective” (defined variously, often: 

scheduled without “medical indication”)
10%

What Indications Have Driven the RISE in CS?

Quality Improvement Focus:  How 

can we prevent the development 

of Labor Indications for 

Cesarean?



Illinois NTSV
C-Section Rate Data
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Current labor support 
protocols in place 

45%

45%

59%

68%

91%

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

Diagnosis of labor dystocia, arrest disorders,
failed induction

Active labor admission and triage
management

Labor support and freedom of movement

Intermittent monitoring policies for low risk
women

Standard assessment, interpretation,
response for abnormal fetal heart rate

Promoting Vaginal Birth Labor Protocols

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

2019 OB Teams 
Survey Results! 



ILPQC STRUCTURE AND 
SUPPORTS
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Illinois Perinatal Quality 
Collaborative (ILPQC)

• Multi-disciplinary, multi-stakeholder 
Perinatal Quality Collaborative with 
119 Illinois 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

17

>99% of 
IL births



ILPQC Central Team
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@ilpqc.org OR www.ilpqc.org

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


Leadership, Advisors, Stakeholders, Patients/Families

ILPQC: Three Pillars Support 
Quality Improvement Success



What is Quality Improvement?

Hospital QI Work: 
What changes can you 

make to your 
process/system and 

test with a PDSA cycle 
to reach initiative 

goals?



ILPQC Provides Responsive 
QI Services to Hospital Teams

Webinars/ Calls

• Monthly 
collaborative 
learning calls

• Quarterly QI 
support calls to 
individual teams

• Small group QI 
topic calls as 
needed

Face to Face

• Spring Face-to-Face 
Meeting breakouts

• Annual Conference 
breakouts

• Key Player site 
visits

• Grand Rounds 
presentations 

ILPQC Resources

• Paper/online QI 
toolkits

• Patient-education 
materials

• Monthly e-
newsletters

• Webinar recordings

ILPQC Data

• Rapid response 
data system

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

• Data system 
training calls

Quality Improvement Support Services



INITIATIVE OVERVIEW
Improving Postpartum Access to Care (IPAC)
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Promoting Vaginal Birth (PVB) 
What will we focus on? 

Optimizing Labor 
Management and 

support

Protocols and 
Guidelines for 

Induction and Labor 
Decision Making

Provider, Nurse, 
Patient Education to 

support clinical 
culture change 



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 c/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

ILPQC Promoting Vaginal Birth



PVB Smart Aim: 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

25

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 



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

1. Facilitate clinical culture 
change that promotes, and 

supports vaginal birth

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

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 
cesareans into EMR

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

2. Develop standardized 
processes for induction and 

labor support

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 

3. Develop standardized 
protocols for identification 

and response to labor 
challenges / abnormalities

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 c/s is met

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 c/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)

AIM

Drivers

Promoting Vaginal Birth
Key Driver Diagram

Strategies 
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PVB AIMs & Measures



Promoting Vaginal Birth  
Clinical Leads
• 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 Illinois Perinatal Center



THE CMQCC STORY- CHRISTA 
SAKOWSKI

Improving Postpartum Access to Care (IPAC)
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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
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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 

 Identify areas of focus for sustaining success
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Safety of Cesarean Reduction
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Collaborative Journey to 

Supporting Vaginal Birth
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The CMQCC Collaborative to Support 

Vaginal Birth 
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Implementation: Coaching & Sharing

 18 months

 Mentor-lead

 Site Visits

 CMQCC team

 SHARE
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Hospital Implementation Teams

Mentor 

NurseMentor 

Physician

CMQCC

Clinical Lead

Mentor

Model
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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

4040
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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
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Key Activities for Monthly Meetings

Present and discuss hospital level 

successes/challenges/concerns

Celebrate accomplishments

Share resources

Supplemental Education 

Questions/Suggestions
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Usual Meeting Agenda and Minutes
Mentor Team: Date:

Roll Call/Hospitals represented CMQCC Representative

Review of Goals or themes from last 

call and any follow up that might be 

needed (if any) 

Mentors

Team report outs Hospital team 

5-10 minutes each team

Educational topic (if your team’s 

needs warrant)

Mentors

(as time permits)

Goals for next month/Next

Steps/Action Items 

Mutually identified by team 

and mentors

Announcements: (pending webinars, 

site visit reminders, team contact 

updates, other)

CMQCC Representative
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Sometimes it doesn’t quite turn out the 

way you planned!
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Strategies

 Regroup with your team

 Elicit a broader range of support

 Review your data

 Reach out to CMQCC



Lessons Learned
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 This is not an easy project

Build a strong team

Start with an easy win

 Identify areas of greatest impact

No one strategy will be effective

Celebrate success!
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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

6) Techniques to reduce OP

7) Patient engagement

8) Unit 

culture/teamwork/perinatal 

QI team

9) Longer 2nd Stage
(in approximate order of use)
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Team Build



50

Identify NTSV Patients
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Labor Support



52

Measure Analysis: 
Identify “Drivers” of Rates

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

Screen Shot from the CMQCC Maternal Data Center
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Share Unblinded Data

 

 

 

 

 

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 assess how well the 

providers follow the national ACOG guidelines for Failure to Progress and other key primary cesarean 

indications. Ongoing monthly review for consistency with guidelines is also quite useful (recognizing that 

not every case will follow the guidelines perfectly). The Readiness Assessment and Structure Measures 

Checklist will assist with this baseline review. Success of the project hinges upon system improvements 

that support providers in reducing individual rates.  

 

The Readiness Assessment, Structure Measures Checklist (both are found in the Implementation Guide), 

and Chart Audit Tool are all located on the collaborative resources page at 

https:/ /www.cmqcc.org/projects/toolkit-and-collaborative-support-vaginal-birth-and-reduce-primary-

cesareans/collaborative 

 

1. Educate & Inform: 

· Confirm physician champion on board and that he/she will be notifying other physicians of the 

plan to reveal rates  

• Reveal BLINDED baseline rates to each physician e.g. via letter, email, etc 

• Physician champion to notify physicians, e.g. at Quality or Department meeting, special cesarean 

reduction info session, or via email, of future intent to share unmasked individual NTSV cesarean 

rates (provide timeline!)   

• Key discussion points to include in letter, email, or at info session:  

! Each physician has an individual responsibility to the success of the project 

! This aspect of the project has proven to be one of the most important steps and will yield 

the most results 

! The process is not meant to be punitive, e.g. will not be used for “ profiling”  or 

credentialing. Rather, the data will foster improvement.  Though when other steps have 

been less productive, some hospitals have used these data for the Joint Commission 

mandated: Ongoing Physician Performance Evaluation (OPPE). 

! The project’s goal is not only to target specific changes in practice, but also to improve 

the systems that support each physician in being successful  

! Physicians should discuss with the project leader if they are opposed to unblinding of 

physician rates 

! Reiterate factors that will be considered when interpreting physician data (see Table 1 

below) 
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Education and Adoption of

ACOG/SMFM Guidelines
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California Hospitals: CS after IOL (nullips), 2019
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ARRIVE Trial (2018)
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ARRIVE Summary Results

 3062 women were assigned to elective IOL 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 

 IOL process was not defined 

 Cervical ripening Process was not well defined 
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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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 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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Questions
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GETTING STARTED WITH PVB 
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PVB Timeline

May July Sept

May 4: PVB 
Launch Call

May 20: OB Face-
to-Face Meeting, 

Springfield, IL 

Jul 27: Statewide 
Initiative 

Webinars  begin, 
every other 

month to start

Data collection 
begins and start 

monthly webinars
Sept 28



Wave 1 Teams
Wave 1 Teams

Advocate BroMenn Loyola University Medical 
Center

St. Anthony Hospital

Advocate Christ Hospital Memorial Hospital 
Belleville

St. Bernard Hospital

AMITA Alexian Brothers 
Medical Center

Memorial Hospital of 
Carbondale

SSM Health St. Mary’s, St. 
Louis

AMITA Sts. Mary & 
Elizabeth

Mt. Sinai Stroger Hospital

Elmhurst Hospital Northwest Community 
Hospital

Swedish American

HSHS St. John’s Northwestern Memorial 
Hospital

University of Chicago 
Medicine

HSHS St Mary’s, Decatur OSF St. Francis UnityPoint Trinity

Javon Bea Hospital Rush University Medical 
Center

West Suburban Medical 
Center



• Developing your QI 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@ilpqc.com if you need assistance 
developing your team or submitting your 
roster
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PVB Team Rosters

mailto:info@ilpqc.com


Structure Measures 
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 
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Process Measures 
Help you track your implementation of clinical 
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 
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Outcome Measures
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



PVB Data Collection:
Monthly Random Sample 
of NTSV and Vaginal Births
• 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

70



71

Short Monthly 
Data Form to 
drive QI change at 
your hospital
- complete section based on 

type of delivery 



Data Form – ILPQC –
C-Section Deliveries part 
1/3
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Data Form – ILPQC –
C-Section Deliveries part 
2/3



Data Form – ILPQC –
C-Section Deliveries section 3/3
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Data Form – ILPQC –
Vaginal deliveries part 1/1
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How will ILPQC help?
• 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

• QI support coaching calls to teams to problem solve
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Promoting Vaginal Birth 
Toolkit Outline
• Introduction

1. Initiative Resources

2. Promoting Vaginal Birth Slide Set

3. National Guidance: AIM Bundle

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

5. Creating Clinical Culture Change

6. Labor Management

7. Standardization of Policy, Protocols, & Algorithms
77



Key questions to discuss with 
your team before getting started:

• 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? 



30-60-90 Day Plans or 
“Where should we start” Plan
• What are your 

goals?

• Where do you want 
to start?

• What would you like 
to accomplish in first 
3 months of this 
initiative?

• Include plan for 1st 
small test of change 
(PDSA cycle)



Getting started with PVB
• Form your QI team and find a monthly meeting time

• Submit team roster for team members if not completed

• Complete PVB readiness survey and identify team goals-DUE MAY 15th

• Create a draft 30-60-90 day plan (ideas for QI 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)- DUE MAY 15th

Register team for Face-to-Face Meeting
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All teams have opportunities for quality improvement to achieve PVB AIM 
regardless of where you are in implementation process

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


Q&A

• 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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2020
FACE- TO- FACE MEETING
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NEW VIRTUAL MEETING 

3:00p
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2020 Face-to-Face 
Speakers and Panels

Jessica Brumley, 
CNM, PhD
“Promoting Vaginal Birth: 
Lessons Learned from FPQC”

Helena Girouard
“A Mom’s Recovery Story: 
Helena Girouard”

MNO X2 IPLARC IPAC
“OB Teams Panel: Sharing Strategies for Success for Obstetric QI Initiatives”



Breakout Facilitators
• We will have nurse/provider pair from each network to 

facilitate breakout sessions
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OB Breakout Sessions Neonatal Breakout Sessions

MNO-OB: Finishing Strong / Key Strategies for 
Success

MNO-Neonatal: Finishing Strong

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

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

Immediate Postpartum LARC (IPLARC): 
Sustainability & Billing

QI: Using QI Data to Drive Change

Improving Postpartum Access to Care (IPAC): 
Sustainability & Billing

QI: Building a Strong Interdisciplinary 
QI Team

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

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

Obstetrics Chair / Obstetrics Leadership Breakout

State & Community Partner Breakout
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<Hospital Name> <Hospital Logo>

Due May 15, 2020

More information to come in your inbox 

today!

F2F Storyboard Session

Attendees will enter 
a raffle for 

participating and 
reviewing the virtual 

storyboard 

We will be having 
voting & awards 

for top 
storyboards.



NEXT STEPS
• Save the date and register for the ILPQC  virtual             

OB Face-to-Face webinar May 20, 2020, 9am-3pm.

• Work to complete your hospitals  virtual 
storyboard - easy to complete just share bullets on 
your QI 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 
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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


THANKS TO OUR

FUNDERS

Email  info@ilpqc.org or visit us at www.ilpqc.org

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


Additional Info
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1) Facilitate clinical culture change that 
promotes, and supports vaginal birth

• Create a QI 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
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2) Develop standardized processes for 
induction and labor support

• 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 
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3) Develop standardized protocols for 
identification and response to labor 
challenges/abnormalities 
• Implement standard criteria for diagnosis and treatment of labor 

dystocia, arrest disorders and failed induction

• Develop checklist for ensuring ACOG/SMFM criteria for c/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 c/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)
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