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Maternity Care: 2008 StatsMaternity Care: 2008 Stats

• 4 2 million births in US hospitals4.2 million births in US hospitals
• 11% of all hospital stays
• $18.9 billion in hospital costs
• Average delivery $4500 ($3400‐$9400)Average delivery $4500 ($3400 $9400)
• 53% Private insurance; 40% Medicaid

• In Alabama, ~ 50% of all deliveries are 
funded by Alabama Medicaid Maternity 
C PCare Program.

HCUP, 2008



Infant mortality rateInfant mortality rate

• US infant mortality rate: 7 per 1000 y p
births
Higher than 30 other developed countries–Higher than 30 other developed countries

• 2010 Alabama infant mortality rate: 
8.7 per 1000

White: 6 6 per 1000–White: 6.6 per 1000
–Black: 13.7 per 1000

www.statehealthfacts.org 2011; ADPHC for Health Statistics



Quality and Patient SafetyQuality and Patient Safety

Focus of:Focus of:
• Federal agencies
• State agencies
• Private insurers• Private insurers
• Hospitals
• Joint Commission



Value Based PurchasingValue Based Purchasing

• AHRQ‐designedAHRQ designed 
• Financial incentives to physicians/health care 
providers to meet defined quality efficiencyproviders to meet defined quality, efficiency 
or other targets
CMS l ki f b h k• CMS looking for benchmarks to structure 
incentives

• Promotion and sustainment of quality 
improvement is essential



Value Based Purchasing—
Coming Soon: Penalties

• 2017—Unmet benchmarks
–1% of reimbursement for services withheld 

• Direct patients to better al e hospitals• Direct patients to better value hospitals 
and practices
– Lower co‐payments



Patient Safety
Minimizing error and preventing harm

Improving safety in healthcareImproving safety in healthcare

1. Provide leadership

2. Respect human limits in process design

3. Promote effective team functioning3. Promote effective team functioning

4. Create a learning environment

5. Anticipate the unexpected

www.abog.org/safety 2011



Patient Safety
Minimizing error and preventing harmMinimizing error and preventing harm 

The Institute of Medicine’s Answer:
“The STEEEP Model”

• Safe – patients should not be harmed by the care that is intended to 
help them

• Timely – unnecessary waits and harmful delays should be reduced 
(access)

Eff ti h ld b b d d i tifi k l d• Effective – care should be based on sound scientific knowledge

• Efficient – care shouldn’t be wasteful

bl h ld ’ l b f• Equitable – shouldn’t vary in quality because of patient 
characteristics

• Patient‐centered – care should be responsive to individual p
preferences, needs, and values



Quality Care and Patient Safety
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Bridging the Implementation GapBridging the Implementation Gap
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“Every system is perfectly designed to “Every system is perfectly designed to 
produce the results it gets.”produce the results it gets.”

Paul Paul BataldenBatalden, M.D., M.D.

To improve the system change theTo improve the system, change the 
system . . .



2011 Quality and Accountability Top Ten
U i i H l h C iUniversity Health Consortium

1. University of Colorado Hospitaly p
2. The University of Kansas Hospital Authority
3. Northwestern Memorial Hospital
4. Mayo Clinic in Rochester
5. UC San Diego Health System
6. Denver Health
7. University of Utah Hospitals and Clinics
8 Beaumont Health System (Beaumont Hospital Royal Oak)8. Beaumont Health System (Beaumont Hospital, Royal Oak)
9. The Ohio State University Medical Center
10. Emory Healthcare (Emory University Hospital)10. Emory Healthcare (Emory University Hospital)



Shared Characteristics at Top TenShared Characteristics at Top Ten

• Standardization of care• Standardization of care
• Evidence‐based medicine protocolsp
• Quality monitoring program
• Continuous process improvement



Statewide and Regional Quality 
Programs

• The Ohio Perinatal Quality Collaborative• The Ohio Perinatal Quality Collaborative 
“OPQC”

• The Maryland Perinatal Collaborative
• Northern New England Perinatal Quality g Q y
Improvement Network

• Arkansas: Antenatal & Neonatal Guidelines• Arkansas: Antenatal & Neonatal Guidelines, 
Education & Learning System “ANGELS”



Alabama Perinatal Excellence 
CollaborativeCollaborative

APEC

http://medicaid alabama govhttp://medicaid.alabama.gov





APEC PartnershipAPEC Partnership

• Alabama Medicaid Maternity Care 
Programg

• University of Alabama at Birmingham
• University of South Alabama
• Statewide OB Providers and HospitalsStatewide OB Providers and Hospitals
• Patients



APEC
Vision Statement

To be an exemplary resource for obstetric 
and other healthcare providersand other healthcare providers 

throughout the State of Alabama for 
assistance in improving perinatalassistance in improving perinatal 

outcomes and ultimately the health and 
welfare of women and infantswelfare of women and infants 

throughout  Alabama



APEC
Mission Statement

To lower infant mortality and improve maternal 
and infant health in Alabama through:

1. Implementation and utilization of  evidence‐
based obstetric care protocols

2. Assessment of meaningful quality 
benchmarks

3. Enhanced communication and collaboration 
with providers, both primary and 
subspecialty, and patients



APEC GoalsAPEC Goals

1 Help guide OB providers via evidence‐based1. Help guide OB providers via evidence based 
practice protocols and decision trees

2 Identify meaningful quality benchmarks2. Identify meaningful quality benchmarks
3. Develop data collection measures
4. Review quality data and provide feedback to 

individual providers and institutions
5. Develop mechanisms to help providers in 

achieving benchmarksg
*Ultimate Goal: Improve Pregnancy Outcomes**Ultimate Goal: Improve Pregnancy Outcomes*



Protocol ComponentsProtocol Components

• Evidenced‐basedEvidenced based
• One page quick view summary sheet
• Longer narrative version

R ti l–Rationale
–Supporting evidencepp g



Protocol ComponentsProtocol Components

• Benchmarks for performance• Benchmarks for performance 
assessment
–Linked to each protocol
Meaningful–Meaningful

–Modifiable factors
–Rationally achievable



Program BenefitsProgram Benefits

• Improvement in outcomes• Improvement in outcomes
• Improvement in access to carep

–Guidance available regardless of zip code

St t id id li f• Statewide guidelines for care
• Meaningful incentive developmentMeaningful incentive development



Initial APEC ProtocolsInitial APEC Protocols

1 Guidelines for routine prenatal care1. Guidelines for routine prenatal care
2. Guidelines for scheduled deliveries 

prior to 39 weeks gestation
– One page summary sheetp g y
– Narrative with supporting evidence

Benchmarks– Benchmarks



Guidelines for routine prenatal careGuidelines for routine prenatal care
• Routine prenatal care labs and screening tests

P f d t ifi ti i t f ll– Performed at specific time points for all women
– Identify risk factors and 
– Initiate preventive care measuresInitiate preventive care measures

• Screening, treatment and documentation 
requirements per trimesterrequirements per trimester

• Quality indicators/benchmarks include
– Lab test: VDRL/RPR, Urine culture, HIV, MSAFP, GBSab test / , U e cu tu e, , S , G S
– Ultrasounds: 17‐20 wk anatomy scan
– Assessments: fundal height





Guidelines for scheduled deliveries prior 
k ito 39 weeks gestation

• To assist the provider and the facility in 
implementing systems to decrease the 
rate of < 39 week elective scheduled 
deliveries—both inductions and 
scheduled cesareans

• Reducing demand through:
– Education– Education
–Changing delivery scheduling processes
C ll ti d ti t–Collecting and reporting outcome measures 
and trends. 





Guidelines for scheduled deliveries prior 
k ito 39 weeks gestation

• California Maternal Quality Care 
Collaborative (CMQCC) “Elimination of 
Non‐medically Indicated (Elective) 
Deliveries Before 39 Weeks Gestational 
Age” toolkit  g
http://cmqcc.org/resources/1974

• Quality Indicators/Benchmarks:Quality Indicators/Benchmarks:
–GA at delivery
Indication for delivery– Indication for delivery

–Neonatal outcomes



Later Guideline TopicsLater Guideline Topics

• Chronic Hypertension in Pregnancy• Chronic Hypertension in Pregnancy
• Diabetes in Pregnancy
• Preterm Birth Prevention Strategies
• Suggestions for other topics?• Suggestions for other topics?



DiscussionDiscussion
SuggestionsSuggestions
QuestionsQ


