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Illinois Per
Quality Collaborative

Monday, November 10, 8:00am — 5:00pm
Northern lllinois University in Naperville

Speakers include perinatal quality
collaborative leaders from across the country

231 registrants so far, 19 spots available
Poster session- 31 poster abstracts accepted
Offering CMEs and plan to offer CEUs
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Illinois Perinatal
Quality Collaborative

8:00-8:10 Welcome

8:10-8:45 ILPQC: One Year and Counting

8:45-9:45 Keynote: Perinatal Quality Collaboratives: State and National
Successes
Elliott K. Main, MD, CMQCC

9:45-10:15 | Transforming Perinatal Healthcare through Quality Improvement
Marty McCaffrey, MD, CAPT USN (Ret), PQCNC

10:15-10:30 | Break

10:30-12:00 | Panel: Leaders from other Perinatal Quality Collaboratives on Past and
Present Initiatives

Peter H. Grubb, MD, TIPQC

Michael Krew, MD, MS, OPQC

Marty McCaffrey, MD, CAPT USN (Ret), PQCNC

12:00-1:30 | Networking Lunch and Poster Session

1:30-2:15 Engaging Families in Quality Improvement
Tara Bristol, MA, PQCNC

e ﬂ
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Illinois Perinatal
Quality Collaborative

2:15-3:00

Improving Outcomes with Preeclampsia: the Role of a State
Collaborative
Elliott K. Main, MD, CMQCC

3:00-3:15

Break

3:15-4:45

Hot Topics in Neonatal and OB Ql: Discussion of Current and Future
Initiatives

Neonatal Breakout:

Aki Noguchi, MD, ILPQC; Patricia Ittmann, DO, ILPQC; Peter H. Grubb,
MD, TIPQC; Marty McCaffrey, MD, CAPT USN (Ret), PQCNC

Obstetric Breakout

Ann Borders, MD, MSc, MPH, ILPQC; William Grobman, MD, MBA;
Michael Krew, MD, MS, OPQC; Cindy Mitchell RN, BSN, MSHL, ILPQC
Family Engagement Breakout

Tara Bristol, MA, PQCNC

4:45-5:00

Wrap up & Evaluation

B —
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Birth Certificate accuracy in collaboration with

IDPH — kick off November 2014
* Cindy Mitchell —lead

Proposal for secondary clinical Ql initiative

* Implementation of new hypertension guidelines
with focus on maternal morbidity reduction




Future Initiatives - IL PQC
Survey Responses (24 hospitals) =

- Quallty Collaborative

Hypertension
Hemorrhage

Thromboembolism

Improve BC accuracy

Antenatal steroids
EB breastfeeding

Primary c-section rate
reduction
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Illinois Perinatal
Quality Collaborative

Audit 10 charts on 18 key variables from July-
Sept. 2014 retrospective chart review

Do IVRS birth certificate and medical record
match?

* Yes/No

Level II+ and Ill facilities if 2/10 charts not

deliveries < 34 weeks audit 2 more charts on
deliveries < 34 weeks
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Illin
Qu: l Cllb

Teams present 5-10 min on current Ql work
e What was the test of change (i.e., your Ql process)?

* What did you predict your change would improve?
* What did you learn?

Generate discussion and learning through sharing

Begin with conference poster presentations,
other Ql, then will move to birth certificate
initiative Ql work

Sign up form for volunteers on website

e Would like aIIW



QI Topics ot Interest — Survey ILPQMC
Responses (23 hospitals)

) { Quality Collaborative

PDSA

Model for
Improvement

Key Driver
Diagrams

SMAART Aims

Teamwork for QI




PDSA Cycle IL PQ C

" Quality Collaborative

(- What changes are to
be made?

e Next cycle?

( . Objective?

® Questions and
predictions
e Plan to carry out the
cycle

J

\
e Carry out the plan
e Document problems,
unexpected findings

* Begin data analyses
L )

(

e Complete analyses

e Compare to
prediction

e Summarize learnings

\_
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1. Melinda Murray Panzarella, RNC, MSN, MBA

OB Quality Coordinator/OB Data Registrar

Edward Hospital

2. Lori M. Andriakos RNC-OB

Perinatal Quality Coordinator

Alexian Brothers Women's and Children's Hospital

3. Stephen Locher, M.D.

Chairman, Department of Obstetrics and Gynecology
Advocate lllinois Masonic Medical Center

BN —
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Melinda Murray Panzarella, RNC, MSN, MBA
OB Quality Coordinator/OB Data Registrar
Edward Hospital




Quality Improvement Obstetrics

VTE Prophylaxis in OB

ILPQC Teams Call 10/27/14 Melinda Panzarella, MBA, MSN, RNC

EDWARD



Focus PDSA is the Test of Change we use When
Implementing Performance Improvement

Wimratl are we Bryeng
o accomplshT

that & changes &= an

Howw wweilll vwee Kones
improwement?

Wrhat chhanges can wea
make that vwill resulr
in improvermnent?

/1\

O
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Ind a Process to Improve

¢ In Reviewing VTEP Practices We Realized
that there 1Is No Assessment/Order Protocol
for All Hospitalized Obstetric Patients

4 Planning, Developing and Implementing An
Assessment/Order Set for VTE Prophylaxis of
the OB Patient is the Project We are Currently
Working On

I— |

EDWARD



rganize a Team

4 Dr. Donald Taylor — Medical Director of
Maternal Fetal Medicine

¢ Jean Dwyer, L&D Educator

& Melinda Panzarella, OB Data Registrar/OB
Quality Coordinator

& Pat Bradley, Director of Obstetrics

4 Nancy Armstrong, Performance Improvement

Coordinator
000,

¢ Vickie Chirico, Application Analyst .-

EDWARD


Presenter
Presentation Notes
Identify the member of your team and speak to why they were selected.  What disciplines are represented and are other departments included the team?  


larify Understanding of the
Problem/Opportunity

¢ VTE Accounts for 9% of Maternal Death in US

& Pregnant Women have a Fivefold Increased
RIsk Compared to Non-Pregnant Women

& Prevalence of VTE Among Pregnant Women
0.5-2 per 1000 Deliveries

& Half of VTE Occurs During Pregnancy and Half
Postpartum

ACOG Bulletin # 123 I I .

EDWARD


Presenter
Presentation Notes
Comment on the details of the problem/opportunity, such as:
WHAT IS THE PROBLEM THAT NEEDS TO BE ADDRESSED?
HOW BAD IS THE PROBLEM?
HOW DOES THE PROBLEM AFFECT THE PATIENT?
WHAT WILL SUCCESS LOOK LIKE WHEN THE PROBLEM IS SOLVED?
WHAT IS THE OFFICIAL PROCESS ON THE UNIT?
HOW OFTEN DO WE FAIL TO FOLLOW THE OFFICIAL POLICY/PROCESS (VARIATION)?
WHAT ARE WE DOING INSTEAD OF THE OFFICIAL PROCESS?
FOCUS ON SYSTEMS AND PROCESSES, RATHER THAN INDIVIDUAL MISTAKES WHEN LOOKING AT THE PROCESS. 


larify Understanding of the
PrOblem/Opportunity Maternal Etiology

& Mechanical Causes: Venous Compression,
Vascular Injury? (May Thurner)

& Increased Levels of Factor VII, VIII, X & VWF,
Fibrinogen; Relative Reduction In Protein S

& Many VTE Related to Inherited Thrombophilia,
History of VTE or Operative Risk

James AH. Arterioscler, Thromb, Vasc Bio 2009:29: 326-31. Bates SM. Chest
2012; 141(2_suppl):e691s-3736S.

NS— .

EDWARD



larify Understanding of the
Problem/Opportunity

4 We Have a Lack of a Standardized Risk
Assessment / Order Set in an Already Risky
Setting

EENSS—— .

EDWARD



nderstand the Data-in the process of gathering

\ 4

ncidence of Hospital Acquired PE/DVT Iin OB

Readmission Rates for PE/DVT in OB
Population

¢ Length of Stay for Patients with PE/DVT in OB
Population

4

NS— .

EDWARD



Plan -AHRQ Preventing Hospital-Acquired VTE

Patient admifted to hospital C“LTDE;TL?E:;T;"E' of

5

8 |

£ - . Provider links patient's VTE risk Provider
= &W'fphﬁ?: ;picrﬁir;;f:n - level to menu of appropriate |- performs VTE

P VTE prophylaxis options risk assessment
-

= Clinical Support Services — -

2 ) pport } Clinical Support Services

g deliver appropriate VTE = nssasisjpp;ﬂuﬁant

E prophylaxis )

E 4 -~ i_.

a Change in patient's VTE |s the patient on

= risk level, containdictions, or #——  appropriate VIE

= site,/unit of care prophylaxis here?

£ ¥ <

o

3

= Mo VTE at | | HospitalAcquired

discharge VTE

Clinical Support Services = Mursing, Pharmacy, etc.

Conceptual Flow Diagram of Care Delivery for Providing VTE Prophylaxis: A number of interrelated
staps combina fo determina whether a patient, at any given moment, is receiving appropriate VTE
prophylaxis.

EDWARD



DVT/VTE Prophylaxis Timeline of
Implementation

¢ Educate Staff Regarding VTE Etiology,
Prevalence, Signs and Symptoms,
ProphylaXiS'Done at October 2013 Staff Skills/Marathon Days

4 VTE A Sticky Situation Evidence Based
Practice Conference-OB Cases Highlighted-

Done November 6th 2013

4 ODbtain More SCD Machines and Foot Pumps-

In Process

¢ Develop OB Physicians Guide to Thrombosis
PreventiOn'Done Presented to P&T 3/19/14 ) ...

I— |

EDWARD


Presenter
Presentation Notes
When was the plan implemented?
How did the implementation go?
How did you monitor the progress of the implementation?
When was the plan implemented?
How did the implementation go?
How did you monitor the progress of the implementation?



DVT/VTE Prophylaxis Timeline of
Implementation

& Present to OB Quality Committee on

December 16th'Committee in Agreement with presenting to OB
Department on 1/13/14 for Approval.

¢ OB Department Approval January 13t
¢ 'SS Build of Order Set & Intranet Hyperlink-i

Process-Approved by P&T will have some minor changes Awaiting those changes

‘ Present tO P&T - MarCh 19th'Approved by P&T will have

some minor changes. Awaiting those changes to present back to OB Department for
Approval

NS— .

EDWARD



DVT/VTE Prophylaxis Timeline of
Implementation

& Patient EducatiOn'Working with Marketing for materials and PR

€ Home Mechanical Prophylaxis-started 3/7/14

4 Please put iIn Case Management Notification for
Home Prophylaxis

& Work Collaboratively with House-wide Efforts to
Develop and Implement a Medical Assessment
Smart Form that Automatically Populates High
Risk, Medium Risk or Low Risk Order Seg.se..

Representation at DVT Prophylaxis Focus Group 3/11/14 ' . I

EDWARD


Presenter
Presentation Notes
Were any additional changes or reworked strategies implemented to achieve the desired results?  Was a pilot test implemented on a larger scale or fully implemented?    


DVT/VTE Prophylaxis Timeline of
Implementation

& Patient EducatiOn'Working with Marketing for materials and PR

€ Home Mechanical Prophylaxis-started 3/7/14

4 Please put iIn Case Management Notification for
Home Prophylaxis

& Work Collaboratively with House-wide Efforts to
Develop and Implement a Medical Assessment
Smart Form that Automatically Populates High
Risk, Medium Risk or Low Risk Order Seg.se..

Representation at DVT Prophylaxis Focus Group 3/11/14 ' . I

EDWARD


Presenter
Presentation Notes
Were any additional changes or reworked strategies implemented to achieve the desired results?  Was a pilot test implemented on a larger scale or fully implemented?    


— DVTIWTE — Required
Physician Guide to Obstetrical Patient Thrombosis Prevention Tool

= DVT: Non-pharmacological — Required
" Place TED hose
Routine, Continuous
[ Place sequential compression device
Routine, Continuous
™ Early Ambulation if no contraindications
Routine, Continuous
= DWT: Pharmacological — Required
[ heparin {porcine) injection
5,000 Units, Subcutaneous, Every & hours
[ heparin {porcine) injection
5,000 Unitz, Subcutaneous, Every 12 hours
[ heparin (porcine} injection
10,000 Unitz, Subcutaneous, Every 12 hours
™ enoxaparin (LOVEMOX) injection
40 mg, Subcutaneous, Daily
[~ Reason for no WVTE prophylaxis

[» Pharmacological if HIT positive 0 of 1 selected
- Additional SmartSet Orders  Add Order |

Mhirl tha Add Miedar hidtan a0 add an ardar s thic cactinm




— DVWTITE — Required
Physician Guide to Obstetrical Patient Thrombosis Prevention Tool

i T

Physician Guide to Obstetrical Patient Thrombasis Prevention Tool

Prophylaxis Orders for the Obstetric Patient per Risk Factor Score

Low Risk Moderste Risk High Risk

Fick Factor Szove 4 Rick Facor Score 2 Fisk Factor Score 3 [score af 2 or Lesz) [scare or3] [scare of 24]
Check all that Apply Cheeck all that Apply Check all that Apply

o A3l 1 |pg OwestyBMI330 |2 (O FacorVleiden 3 D3 Early Ambulation [ Early Ambulation I3 Early Ambulatian
[ ExdConfinament i Mutation [Homazjgous) AND/OR [= Jiuss] [= JRius]
mare than 24 hours O Malignancy 1 |3 Antithromain 3 [= e AND/OR AND
O FroteinCors 1 Deficiancy Sedert 1 Pharmacologic Option: | Select 1 Pharmacologic Dption:
Deficiency 0 Falysiz kawer 7 (O FrothrombinGens |3 O Enowparin [Lowenox]40mg B Enoweparin Lovenox] &0mg

0 smaking 1| Extremities Mutation [Homoczyzous| subcutaneous every 24 hours Sucutaneous every 12 hours

[ Presclampsia 1 O Lupus Anticoaguisnt | 3 Q1 Heparin 3,000 Units (D Enawzparin {Lovenos) 20mg

O CesarmanDeliery |1 |0 CentralVenus 1 ||Combine with Subcutansous svery & hours Sucutaneous every 24 hours

O Mutiple Gestation |1 | Catheter Anticardialipin Antitodies O Heparin 3,000 Units 3 Heparin 3,000 Units

B Lanor » 28hours 1 into Antighospholipid Subcutaneous every 12 hours Suboutanaaus svery E hours

B Uneiglsined a3 | 1 synerome] O anesthesa Service Conzut | Heparin 5,000 Units

Trimaster Soortaneous O Ry H O pner Suincutsnaous svery 12 hours
Anortion Homorysteinemia 1 Frarmacoiogic Prophyasis | Heperin 10,000 Units

O Thess “Trimaster |1 8 zrsicardivizin 3 Contraingicatad Due to: Suncutaneous every 12 hours
Loses Antigodies Q2 Fordsparinus 2.3 mg

[ Muttipariy (4] 1 O Fissminozen Activatar | 3 Suncutaneaus Daily (may oe
I Previous VTE 1 Deficency uzed when patient allergic to
Aszaciated with Transient O Frevous\TEOrPE |3 Heparin|

it Factors no Longer relsted to Fragnancy or O Anectnesia Servics Conzut
Frazant Contracegtive Pil: B dther . .
O longDiswnce it |1 @ iy sioyot |3 (=1 Phamacologic Frophyiexis
Trave 56 houez| Ungroveked Thramaasis Comtreindicated Due ta:

I3 Significant Varicasities | 1 [ Mechanical Heart 3

O Travm 1 vaie

O Nephratic Syncrome | 1

Over 3g/24 Hour

O Sidle el Dz |4 Fustoperative and Postpartum Fetients Receiving Heparin, Enoxaparin {Loveno], or Fondeparinux

B L L Start Dose at [time]

O IrflammatoryBowel | 1

Diseaze Labs: For patients receiving Hepann, Enacaoarin (Lovenen), or Fordapasinux: Obtzin & bassline C3C

O HewFailre ! and CBC on day 3 of therapy and every 3 days thereafter. Notify provider if platelet count is less than

I Currznt Infection i 100,000.

B Freumonis ! Redative or Abselute Contraindications to pharmacolegic prophylaxis: Active blesding,
thrombocytopenia (platelet count bess tham or egqual ta 60,000) hypertansive urgency/emergency/crisis,
immune mediated Heparin induced thrombocytopenia, recent intraocular or intracranial surgery.

Do NOT give Encxaparin or Fondeparinux if spinal/ epidural anesthesis or surgery is planned in the
next 24 hours, or NOT until 12 hours after removal of epidursl catheter.
Usz of Encxsparin and Fi is contraindicated in hemodialysis patients.

PRE-Delivery VTE Risk Score: POST-Delivery VTE Risk Score Contraindication to SC0's: Acwte DVT, Acufe Heart Fsilure, Recent Skin Graft, immeadiate

FPostoperative Vein Ligation, or Gangrene
Discharge VTE Risk Score




LInical KEeTeren... | | Mursing l 1
rEarIy Ambulation if no contraindications |off Accept | 3¢ Qanceh

Prionty Routine

Frequency: Caontindous | ©nce | Until Discontinued | PRN | @ Shift | |
For: @ Hours ¢ Days  Weeks
Starting: [8/28/2014 BEEE] Tomormow | ar [1548

Starting: Today 1548 Until Specified
Scheduled Times: Hide Schedule
8/28/14 |1548

Comments (FE): aby | MO M | () g2 I | [nsert SmartTex B o 4B

| &y Mext Required | |+ff Accept | 3 Cancel |

LI'FII:IrE ACTIVITIE L3 1 | Intake and Output - strict




Reason for no VTE prophylaxis |of Accept | 3 Cancel
Questions: Prompt Answer Comments

1. Reason for no L5000kl o dl = |

VTE ) | 2. Experiencing, or has a recent history of active bleeding
prophylaxis | 3. History of heparin induced thrombocytopenia |
[ 4 Epidural or spinal analgesia administered |
| 5. Platelet count = 100,000 |
| 6. Has brain/spinal cord mets |
| 7.Already on full anticoagulation therapy |
[ 8. Hypersensitivity to drugiclass/HIPA Ab

| 9. Other (see comments) |

Comments (FE).Click to add text




tudy

¢ Patient Education Effectiveness-Compliance
with Mechanical Prophylaxis

¢ Patient Satisfaction with VTE Prophylaxis

4 Physician Satisfaction with Thrombosis
Prevention Assessment and Order Set

EENSS—— .

EDWARD


Presenter
Presentation Notes
Discuss your measurement after implementation of the plan.  What were your results? Did the expected outcome occur?  Was the selected improvement successful?  Did you need to make additional changes?







tudy

\ 4

ncidence of Hospital Acquired PE/DVT Iin OB

Readmission Rates for PE/DVT in OB
Population

¢ Length of Stay for Patients with PE/DVT in OB
Population

4

NS— .

EDWARD



Cctl

4 Based Upon Evaluation of Data

& Work Collaboratively with House-wide Efforts
to Develop and Implement a Long Term-
Medical Assessment Smart Form that
Automatically Populates High Risk, Medium
Risk or Low Risk Order Sets

NS— .

EDWARD


Presenter
Presentation Notes
Were any additional changes or reworked strategies implemented to achieve the desired results?  Was a pilot test implemented on a larger scale or fully implemented?    


hat Have we Accomplished?

& Generated Knowledge, Interest and
Momentum in Prevention of VTE In the
Edward OB Patient Population

EENSS—— .

EDWARD
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Illinois Perinatal
Quality Collaborative

Lori M. Andriakos RNC-OB

Perinatal Quality Coordinator

Alexian Brothers Women's and Children's Hospital
Early Elective Delivery




TEST, Christine

MR#: Testl2345

Accounti#: Age .
[ " | unit: Train Bed: Train6
Print Date & Tim 10/24/2014 15:45 Attending:

OBSTETRIC PROGRESS NOTE

ALLERGIES: e HEIGHT

Induction or Augmentation of Labor

Date:_ _ Time:
Gravida: 5_____ Para:3_ Weeks gestation:_40.5_ Estimated Date of confinement (EDC): 10/10/14
Little or no prenatal care: Yes [0 NoO

Oxytocin Pitocin [0 Foley Bulb [ Cervidil (1 Cytotec O

Indication: .

Prior uterine scar? Yes 0 No[J

Estimated fetal weight (Check appropriate category):
[1small for gestational age

O Appropriate for gestational age
O Large for gestational age

__grams (if available)

Dilatation . __cmEffacement Yo Station_

Membranes:

]
Cervical consistency Soft
Cervical pc;sltinn MIdp(ﬁlIm Anterior
Cervical effacement | ¥ 40-50%
4 om

Cervical dilatation 1-2am

Station of fetal head 1 >
- Grand Total

Fetal heart rate tracing (Check appropriate category):
[JReassuring

O non-Reassuring

BROTHERS

Women & Children’s Hospital

Attending Physician Signature__

IR TR

FROG



Presenter
Presentation Notes
We started out having the nurses doing the Bishop scores. If a physician disagreed, they would notate their score next to ours. By doing this, we started looking at our PC/S rates due to an unfavorable Bishop score.


INDUCTION/CESAREAN SECTION DELIVERY FORM

Requesting physician |
Patient's name _ . .

Requested procedure:  Date Time:
Method of delivery planned:

1 Cesarean delivery: O Primary or CIRepeat

Induction: [1Balloon CPitecin [ Cervidl D Cyotee O

Todaysdate
Date of birth Gravida Para..
89 Gestational age on date of procedure

Felal Estimatad fatal |
Other. __ presentation weight (EFW) —

Reason(s) for delivery; (Check all sppropriate indications below}

Level 1
1 Abruptio placenta
[1 Blood group sen:
11 Cardicvasey
11 Chorioamnionifls
o Cun%enlbal cerdiovascular disorder
L) Fetal ancmaly
[ Fetal compromise (savere intrautenng growdh restichion [JUGRY)
[ Fetal demise
Fetal hydrepe/isoimmunization
7 Geslational age 41 weeks or grealerpost-lam pregnancy |
Geslational diabetes - IDOM
GestationzlfChronic hypertension
Liver disease
) Matemal HIV
I Multifetal gestation
MNonreassuring fetal testin

1 Ultrasound obtained t less than 20 weeks on
Last menstrual period
Bishop score:

Circle factors
present at time
of procedure ;
___Fim
Posterier

! g

Level 1 (con) vel 2 feon'lt)
[ History of rapid labor
O Invitro fertilization {IVF}
[0 Macrosomia (EFW greater han
smalure ruplure of membranes (PROM) 4000 gms)
enal fisease 0 Maternal request
Spentaneous rupture of membranas (SROM) | 01 Obesity-prepregnancy body mass
inex (EMI) 35 or grealsr

[ Poor obstelrical hislory

Level 2
| O Advanced malemal age (AMA) greater than 40 | C2 Prior casarean section

Anemia {patient deciines VBAC)
Distance from hospital . Prior clomy
Experiancing documented morbidities that Prior verlical or T-ncision

would improve with defivary, such as cesarean seclion
severe asthma O Psychological factors

[ Fetal malpresentation/unstable lie

fistory of herpes simplex virus (HSV)

determined by: {Check all that apply)
weeks confims gestational age

0% or greater

Date - Physician signature .

Induction determi
O Level1  Indication as requested

Medically indicated procedure necessitales delivery

|01 Level 2 Procedure as requested

Gestational age 39 weeks or greater on procedure date

AND Bishop Score 8 or greatar for nullip
Bishop Scare & or greatar for mullip

Cesarean section determination:
[ Leveld  Indication a5 requested
Medically indicated procedure necessitates delivery

0 Level 2 Procedure as requested
Gestational age 39 weeks or greater on procedure date

o Time____ Nurse signature

; B ek R
ALEIi\‘Hm ) Elk Gaow Vilagn, IL 6000
5 i e

HEALTH SYSTEM

Patient Name

INDUCTION/CESAREAN SECTION DELIVERY FORM

FLRM 5 35598 | 1??ru III II“ " III

{Precadure Racond

Women & Children’s Hos

ital


Presenter
Presentation Notes
We implemented this form, which was revised from the MOD form. It has been revised multiple times. It is our hard stop. If a patient does not meet the criteria for induction, the charge RN, who is responsible for signing off on the scheduled deliveries, will make an attempt to contact the physician and resolve the issue. If there is still a problem, the chain of command is started.


Delivery Rate - Prior to 39 Weeks without Medical Indication

1.0

TI7/0

0.1%

0.0%  0.0% 0.0%  0.0% 0.0%  0.0%  0.0% 0.0%  0.0% 0.0% 0.0%  0.0% -_

Prior Yr Jan-14 Feb-14 Mar-14 Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 YTD
By Month

Delivery Rate - Prior to 39 Weeks without Medical Indication

0.1%

0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%

Prior Yr Jan-13 Feb-13 Mar-13 Apr-13 May-13 Jun-13 Jul-13 Aug-13 Sep-13 Oct-13 Nov-13 Dec-13 YTD
By Month



Presenter
Presentation Notes
The top graph is our 2014 data. The bottom graph is our 2013.


IL{- PQ

Illinois Perinatal
Quality Collaborative

Stephen Locher, M.D.

Chairman

Department of Obstetrics and Gynecology
Advocate lllinois Masonic Medical Center
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Problem: The American Congress of
Obstetricians and Gynecologists does not
support the routine use of episiotomy during
parturition. Despite this recommendation for
selective episiotomies, the procedure is still a
widely done intervention.

Purpose: To decrease routine use of
episiotomies.

B —
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Illin
Qu: l Cllb

Development of Program: The successful
interpretation of evidence into clinical practice
can be a challenge. One intervention to aid in the
implementation of evidence-based guidelines is
to implement a quality improvement curriculum.
By offering providers education regarding
episiotomy rates at our institution and the
recommendation for selective use of
episiotomies, the theory was that a culture
change could occur thus improving patient care.



IL{ PQC

Illin
Qu: l Cllb

Implementation: Following our baseline data
collection, education regarding selective use of
episiotomies was presented in an informal
didactic session to our 29 Obstetric providers.
Written information was provided upon request.
At the conclusion of the session, providers were
given a hand out with the department’s total
episiotomy rate and their individual rates for the
first quarter of 2014. Our standard delivery form
was updated to include an indication for
episiotomy if one was done to further discourage
routine use.
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Evaluation: Upon close of the second quarter of 2014, our
institution’s episiotomy rate was calculated. Each provider
again received information regarding the department’s
total episiotomy rate and his own rate. Any outliers were
re-educated regarding the selective use of episiotomies.

Results: Our episiotomy rate was calculated as follows :
number of episiotomies/total number of vaginal deliveries.
Our baseline rate, before education, for the first quarter of
2014 was 11%. Our second quarter data demonstrated a
rate of 7.2%. Our third quarter showed a further reduction
to 5.3%. We found that in review expectations, discussing
the evidence behind our recommendations, and reinforcing
our patient safety goals on a routine basis, we were able to
affect change on our unit.
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If not already completed, enter 2013 PC-01
data quarter 1-4 and 2014 quarter 1-2

Register for and attend the ILPQC Second
Annual Conference

Contact us to pilot the birth certificate data
collection

Look forward to the Birth Certificate Accuracy
Initiative roll out

B —
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Thank You )

For continuing to move obstetric and neonatal
Ql forward in lllinois to help make Illinois an
even better place to be born!

IL PQC

Prmtal
Q lyCllab




	OB Hospital Teams Call
	Agenda
	Email Opt-In
	Slide Number 4
	ILPQC Structure
	Conference Overview
	Conference Agenda
	Conference Agenda
	2014-2015 Maternal Initiatives
	Future Initiatives - �Survey Responses (24 hospitals)
	Birth Certificate Accuracy - Pilot
	Team Talks
	QI Topics of Interest – Survey Responses (23 hospitals)
	PDSA Cycle
	Team Talks
	Team Talk 2
	�Quality Improvement Obstetrics�VTE Prophylaxis in OB�
	Slide Number 18
	Find a Process to Improve
	Organize a Team
	Clarify Understanding of the  Problem/Opportunity
	Clarify Understanding of the  Problem/Opportunity Maternal Etiology���
	Clarify Understanding of the  Problem/Opportunity
	Understand the Data-In the process of gathering
	Plan-AHRQ Preventing Hospital-Acquired VTE
	DVT/VTE  Prophylaxis Timeline of Implementation
	DVT/VTE  Prophylaxis Timeline of Implementation
	DVT/VTE  Prophylaxis Timeline of Implementation
	DVT/VTE  Prophylaxis Timeline of Implementation
	Do
	Do
	Do
	Do
	Study
	Study
	Act
	What Have we Accomplished?
	Team Talk 2
	Slide Number 39
	Slide Number 40
	Slide Number 41
	Team Talk 3
	Decreasing Episiotomy�Rates: A Culture Change
	Decreasing Episiotomy�Rates: A Culture Change
	Decreasing Episiotomy�Rates: A Culture Change
	Decreasing Episiotomy�Rates: A Culture Change
	Next Steps
	Thank You

