
October 27, 2014
12:30 – 1:30 PM

OB Hospital Teams 
Call
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Agenda

• ILPQC Updates
• Communications
• Second Annual Conference
• 2014-2015 Initiatives

• Team Talks
• PDSA Cycle
• Hospital Presentations

• Next Steps
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Email Opt-In

Visit http://bit.ly/ilpqc-obteam-emails

to sign-up to receive OB Team related emails.

Add us to your address book by following the 

steps on the next slide or adding us manually 

info@ilpqc.org
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http://bit.ly/ilpqc-obteam-emails
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Provide 
your name 
and email

Click the 
link
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Click the OK 
button to add 
us to your 
Outlook 
address book

4
Click the 
confirmation 
link you will 
receive in 
your email.



ILPQC Structure
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Conference Overview

• Monday, November 10, 8:00am – 5:00pm
• Northern Illinois 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



Conference Agenda
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



Conference Agenda
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 QI: 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



2014-2015 Maternal Initiatives

• Birth Certificate accuracy in collaboration with 
IDPH – kick off November 2014
• Cindy Mitchell – lead

• Proposal for secondary clinical QI initiative
• Implementation of new hypertension guidelines 

with focus on maternal morbidity reduction
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Future Initiatives -
Survey Responses (24 hospitals)

Hypertension

Hemorrhage

Thromboembolism

Improve BC accuracy

Antenatal steroids 

EB breastfeeding

Primary c-section rate 
reduction

5.19

3.63

3.75

4.13

2.75

3.81

4.75

Average Ranking (higher value = higher interest)
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Birth Certificate Accuracy - Pilot

• 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 III facilities if 2/10 charts not 
deliveries < 34 weeks audit 2 more charts on 
deliveries < 34 weeks
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Team Talks

• Teams present 5-10 min on current QI work
• What was the test of change (i.e., your QI 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 QI, then will move to birth certificate 
initiative QI work 

• Sign up form for volunteers on website
• Would like all teams to present within next year
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QI Topics of Interest – Survey 
Responses (23 hospitals)

PDSA

Model for 
Improvement

Key Driver 
Diagrams

SMAART Aims

Teamwork for QI

Average Ranking (higher value = higher interest)
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PDSA Cycle

•Carry out the plan
•Document problems, 

unexpected findings
•Begin data analyses

•Complete analyses
•Compare to 

prediction
• Summarize learnings

•Objectives
•Questions and 

predictions
•Plan to carry out the 

cycle

•What changes are to 
be made?

•Next cycle?

Act Plan

DoStudy
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Team Talks
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 Illinois Masonic Medical Center
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Team Talk 2
Melinda Murray Panzarella, RNC, MSN, MBA
OB Quality Coordinator/OB Data Registrar
Edward Hospital
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Quality Improvement Obstetrics
VTE Prophylaxis in OB

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



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



Find a Process to Improve

 In Reviewing VTEP Practices We Realized 
that there is No Assessment/Order  Protocol 
for All Hospitalized Obstetric Patients 

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



Organize a Team

 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
 Nancy Armstrong, Performance Improvement 

Coordinator
 Vickie Chirico, Application Analyst

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?  



Clarify 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

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. 



Clarify 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.



Clarify Understanding of the  
Problem/Opportunity

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



Understand the Data-In the process of gathering

 Incidence of Hospital Acquired PE/DVT in OB
 Readmission Rates for PE/DVT in OB 

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

Population



Plan-AHRQ Preventing Hospital-Acquired VTE



DVT/VTE  Prophylaxis Timeline of 
Implementation
 Educate Staff Regarding VTE Etiology, 

Prevalence, Signs and Symptoms, 
Prophylaxis-Done at October 2013 Staff Skills/Marathon Days

 VTE A Sticky Situation Evidence Based 
Practice Conference-OB Cases Highlighted-
Done November 6th 2013

Obtain More SCD Machines and Foot Pumps-
In Process

 Develop OB Physicians Guide to Thrombosis 
Prevention-Done Presented to P&T 3/19/14

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?




 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 13th

 ISS Build of Order Set & Intranet Hyperlink-In 
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

DVT/VTE  Prophylaxis Timeline of 
Implementation



 Patient Education-Working with Marketing for materials and PR

 Home Mechanical Prophylaxis-Started 3/7/14

 Please put in 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 Sets-OB 
Representation at DVT Prophylaxis Focus Group 3/11/14

DVT/VTE  Prophylaxis Timeline of 
Implementation

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?    



 Patient Education-Working with Marketing for materials and PR

 Home Mechanical Prophylaxis-Started 3/7/14

 Please put in 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 Sets-OB 
Representation at DVT Prophylaxis Focus Group 3/11/14

DVT/VTE  Prophylaxis Timeline of 
Implementation

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?    



Do



Do



Do



Do



Study

 Patient Education Effectiveness-Compliance 
with Mechanical Prophylaxis

 Patient Satisfaction with VTE Prophylaxis
 Physician Satisfaction with Thrombosis 

Prevention Assessment and Order Set

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?








Study

 Incidence of Hospital Acquired PE/DVT in OB
 Readmission Rates for PE/DVT in OB 

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

Population



Act

 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

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?    



What Have we Accomplished?

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



Team Talk 2
Lori M. Andriakos RNC-OB
Perinatal Quality Coordinator
Alexian Brothers Women's and Children's Hospital
Early Elective Delivery
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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.



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



Team Talk 3
Stephen Locher, M.D.
Chairman
Department of Obstetrics and Gynecology
Advocate Illinois Masonic Medical Center
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Decreasing Episiotomy
Rates: A Culture Change
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.
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Decreasing Episiotomy
Rates: A Culture Change
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.
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Decreasing Episiotomy
Rates: A Culture Change
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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Decreasing Episiotomy
Rates: A Culture Change
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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Next Steps

• 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
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Thank You

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