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Premier Perinatal Safety Initiative Executive Summary
Leading hospitals collaborate to eliminate preventable birth injuries 
· Currently there are three birth related injuries per 1,000 deliveries.*
· The United States ranks near the bottom of industrialized nations in infant mortality.*
· Research has shown that factors which contributed to adverse obstetric events were indentified in 78 percent of cases.** 

· The Premier healthcare alliance has launched a 21-month national collaborative designed to achieve consistent delivery of evidence-based care with the goal of eliminating preventable birth related injuries and deaths. 

· The Premier Perinatal Safety Initiative is comprised of 16 of the country’s leading hospitals of varying sizes and locations, representing 12 states, at which approximately 115,000 babies will be delivered over the course of the collaborative. 
· Leveraging knowledge gained from similar initiatives, including a Premier/Institute for Healthcare Improvement collaboration, the participating hospitals aim to improve their culture of safety, increase teamwork and improve communications among team members.

· The initiative will also identify cost savings through supply chain improvements, lowering costs for hospitals and patients.

· Project objectives:

· Eliminate preventable harm to babies and mothers; 

· Identify best practices; 

· Measure cost and quality impact of reliable execution of evidence-based practices; 

· Share outcomes nationwide to help transform healthcare. 

· As part of the initiative, Premier has established an advisory committee to garner guidance in undertaking the program and to ensure complete transparency.

*National Center for Health Statistics, final natality data. Retrieved from www.marchofdimes.com/peristats.  
**Cause and Effect Analysis of Closed Claims in Obstetrics and Gynecology, ACOG, May 2005.

Background
· Currently, there are five recurring clinical issues that are commonly responsible for the majority of perinatal harm:

· Failure to recognize an infant in distress; 

· Failure to initiate a timely cesarean birth; 

· Failure to properly resuscitate a depressed baby; 

· Inappropriate use of labor-inducing drugs; 

· Inappropriate use of vacuum/forceps. 
· The initiative seeks to significantly lower the incidence of certain infrequent though serious injuries that could result in birth asphyxia or permanent neurologic disability.

· Through the use of “care bundles,” groups of evidence-based interventions that are more effective when implemented together rather than individually, participants work toward the elimination of perinatal injuries.

· These bundles, which follow national standards established by expert clinical organizations, such as the American College of Obstetricians and Gynecologists (ACOG) and the Association of Women’s Health, Obstetric and Neonatal Nurses (AWHONN), are scored in an “all-or-none” fashion.

· While some hospitals have long followed these practices to improve outcomes in childbirth, results from similar initiatives suggest that the key is consistently using all the practices in concert.

· For a bundle to be considered successfully implemented a patient must receive all elements in the bundle, unless a medical condition suggests otherwise.

Care Bundles* - There are three care bundles used in the project:
1. Oxytocin Elective Induction Bundle:

a. Assessment of gestational age (ensuring that gestational age is >39 weeks);

b. Monitoring fetal heart rate for reassurance according to specific definitions developed by the National Institute for Child Health and Human Development;

c. Pelvic assessment by examination to determine dilation, effacement, station, cervical position and consistency and fetal presentation;

d. Monitoring for and management of hyperstimulation with appropriate response based on consensus plan.

2. Oxytocin Augmentation Induction Bundle:

a. Documentation of estimated fetal weight;

b. Monitoring fetal heart rate for reassurance according to specific definitions developed by the National Institute for Child Health and Human Development;

c. Pelvic assessment by examination to determine dilation, effacement, station, cervical position and consistency and fetal presentation;

d. Monitoring for and management of hyperstimulation with appropriate response based on consensus plan.

3. Vacuum Bundle:
a.    Alternative labor strategies considered;
b.    Prepared patient:

· Informed consent discussed and documented;

c.     High probability of success:

· Estimated fetal weight, fetal position, and station known;

d. Maximum application time and number of pop-offs, or early release of the vacuum, predetermined;

e. Exit strategy available:

· Cesarean and resuscitation teams available.
*Developed by the Institute for Healthcare Improvement, Ascension Heath and Premier.

Bundle Implementation Tools - To improve teamwork and communication, participants will utilize:  
1. Situation-Background-Assessment-Recommendation (SBAR)-based communication, a process by which relevant facts related to a case are communicated clearly in a respectful, focused and effective manner, especially during an urgent situation; often used during nurse to physician communication or at change of shift.
2. Multidisciplinary training on electronic fetal monitoring, combined training of obstetricians and nursing staff in reaching consistent interpretation of electronic fetal monitoring based on definitions developed by the National Institute for Child Health and Human Development.
3. Perinatal crisis simulation exercises, use of mannequins to practice management of perinatal crisis situations; debrief period afterward is used to plan immediate improvements to the care system.
Timeline

On-site assessments and baseline data collection began in January 2008. Ongoing hospital support by expert faculty in the form of conferences, an online project community Web site and shared learning sessions began in April 2008 and will run through December 2009. Data collection and progress discussions will continue through December 2009.  
Participating Facilities
Arizona

- John C. Lincoln North Mountain Hospital, part of John C. Lincoln Hospitals (Phoenix, Ariz.)

Illinois

- Methodist Medical Center of Illinois (Peoria, Ill.)

Kentucky

- Baptist Hospital East, part of Baptist Healthcare System (Louisville, Ky.)

Massachusetts 

- Baystate Medical Center, part of Baystate Health (Springfield, Mass.)

Minnesota

- Fairview Ridges Hospital, part of Fairview Health System (Burnsville, Minn.)

- University of Minnesota Medical Center, Fairview, part of Fairview Health System (Minneapolis)

New Mexico

- Presbyterian Hospital, part of Presbyterian Healthcare Services (Albuquerque, N.M.)

Ohio

- Bethesda North Hospital, part of TriHealth (Cincinnati)

- Good Samaritan Hospital, part of TriHealth (Cincinnati)

- Summa Health System, Akron City Hospital (Akron, Ohio)

Tennessee

- Indian Path Medical Center, Mountain States Health Alliance (Kingsport, Tenn.)

Texas

- Texas Health Harris Methodist Fort Worth Hospital (Fort Worth, Texas)

- Texas Health Presbyterian Hospital of Dallas (Dallas)

Washington
- St. Joseph Hospital, part of PeaceHealth (Bellingham, Wash.)

West Virginia

- West Virginia United Health – East City Hospital (Martinsburg, W.Va.)

Wisconsin

- West Allis Memorial Hospital, Aurora Health Care (West Allis, Wis.)

 

About the Perinatal Safety Initiative Advisory Committee

The Premier Perinatal Safety Initiative Advisory Committee is comprised of recognized visionaries and opinion leaders in healthcare with a specific focus on perinatal care. The purpose of the Advisory Committee is to provide a venue for open discussion and feedback regarding this initiative. Premier will look to the expertise of this committee to help determine clinical and quality best practices. Advisory Committee members include: 
- Agency for Healthcare Research and Quality (AHRQ – invited)

- American Academy of Pediatrics (AAP– invited)

- American College of Nurse Midwives (ACNM)

- American College of Obstetricians and Gynecologists (ACOG)

- Association of Women’s Health, Obstetric and Neonatal Nurses (AWHONN)

- Congresswoman Lois Capps

- Congresswoman Shelley Moore Capito 

- Institute for Healthcare Improvement (IHI)
- March of Dimes (invited)

- National Association for Pediatric Nurse Practitioners (NAPNAP)

- National Institutes of Health (NIH – invited)

- National Patient Safety Foundation (NPSF)

- Society for Women’s Health Research

About Premier Inc., 2006 Malcolm Baldrige National Quality Award recipient 
Serving more than 2,000 U.S. hospitals and 50,000 other healthcare sites, the Premier healthcare alliance and its members are transforming healthcare together. Owned by not-for-profit hospitals, Premier operates one of the leading healthcare purchasing networks and the nation's most comprehensive repository of hospital clinical and financial information. A subsidiary operates one of the nation's largest policy-holder owned, hospital professional liability risk-retention groups. A world leader in helping healthcare providers deliver dramatic improvements in care, Premier is working with the United Kingdom's National Health Service North West and the Centers for Medicare & Medicaid Services to improve hospital performance. Headquartered in San Diego, Premier has offices in Charlotte, N.C., Philadelphia and Washington. For more information, visit www.premierinc.com.
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