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WWHATHAT’’SS IINN TTHISHIS FFOROR MMYY HHOSPITALOSPITAL????

Access to your own COMPLETECOMPLETE ANDAND COMPREHENSIVECOMPREHENSIVE high quality 
data with which to provide OPTIMALOPTIMAL CARECARE to your PATIENTSPATIENTS

The ability to see where YOURYOUR CARECARE PRACTICESPRACTICES fit in the 
SPECTRUMSPECTRUM OFOF CARECARE delivered by your PEERSPEERS to pregnant women 
in Washington Statein Washington State
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WWHATHAT ISIS……

A Washington State CLINICIANCLINICIAN‐‐LEDLED quality improvement 
initiative 

Uses CHARTCHART‐‐ABSTRACTEDABSTRACTED data of the intrapartum 
management of pregnant women

Facilitates physician leaders and hospitals working together 
in a voluntary and COLLABORATIVECOLLABORATIVE way 

Allows review of clinical outcomes data to IMPROVEIMPROVE labor 
and delivery CARECAREand delivery CARECARE
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WWHATHAT ISIS……

The goal of OB COAP is to 

ENSUREENSURE THATTHAT ALLALL WOMENWOMEN ININ THETHE

STATESTATE OFOF WWASHINGTONASHINGTONSTATESTATE OFOF WWASHINGTONASHINGTON

RECEIVERECEIVE THETHE SAMESAME EVIDENCEEVIDENCE‐‐BASEDBASED

OBSTETRICALOBSTETRICAL CARECARE. . 
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TTODAYODAY YOUYOU WILLWILL LEARNLEARN……

BACKGROUND & RATIONALEBACKGROUND & RATIONALE behind OB COAP

RESULTS RESULTS from the six month pilot program p p g

ADVANTAGESADVANTAGES to participation  

EXPERIENCESEXPERIENCES of the pilot program participants

LOGISTICSLOGISTICS of joining OB COAPLOGISTICS LOGISTICS of joining OB COAP

ANSWERS ANSWERS to your Questions
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TTODAYODAY YOUYOU WILLWILL SEESEE THETHE BENEFITBENEFIT OFOF……

Having access to your data as soon as entered;

Ease of collecting the currently recommended NQF guidelines;

Using these data for patient safety and process & quality improvement projects;Using these data for patient safety and process & quality improvement projects;

Quick turn‐around of meaningful data with comparative reports to facilitate 
quality improvement efforts;

The development of a community of providers who can learn from one another in 
a trusted, collaborative environment;

Helping to set a quality improvement agenda for the state; 

Participating in a quality improvement initiative based on data from 90,000 
deliveries per year.
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TTHEHE NNEEDEED FORFOR DDATAATA

“We do not have a systemdo not have a system to evaluate birthWe do not have a system do not have a system to evaluate birth 

in a detailed manner by using outcome data or 
performance measures ”performance measures.  

Dr. Richard Waldman, from his inaugural address as incoming president of ACOG in 2010. 
Waldman RN. Together We Can Do Something Wonderful. Obstetrics & Gynecology 2010;115:1116‐1119.
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TTHEHE NNEEDEED FORFOR PPROBLEMROBLEM SSPECIFICPECIFIC DDATAATA

“We call on epidemiologists, cliniciansclinicians, and researchers 
to collect data to collect data distinguishing early term births and their 

outcomes from babies born later at full term               
t id i i ht d t t it id i i ht d t t ito provide new insights and strategies                     to provide new insights and strategies                     

for improving birth outcomesfor improving birth outcomes.”.”

Fleischman A, Oinuma M, Clark, SL. 

Rethinking the Definition of “Term Pregnancy”. Obstetrics & Gynecology 2010;116:136‐139.g g y y gy
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TTHEHE NNATUREATURE OFOF THETHE DDATAATA

“Trying to study obstetric and neonatal outcomes from 
d bi h ifid bi h ifi i l i ddata on birth certificates data on birth certificates is analogous to trying to study 

the cause of motor vehicle accidents from data on data on 
drivers’ licensesdrivers’ licenses (e g sex height eye color hair color) ”drivers  licenses drivers  licenses (e.g., sex, height, eye color, hair color).

Grimes description of administrative data bases. 
Grimes DA. Epidemiologic Research Using Administrative Databases.  Obstetrics & Gynecology 2010;116:1016‐1018.
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PPRECEDENTRECEDENT FORFOR PPATIENTATIENT‐‐LLEVELEVEL, C, CHARTHART‐‐AABSTRACTEDBSTRACTED DDATAATA,,

“…data…allowed the identification of several clinical 
situations that place patients at an increased risk increased risk for 
d td t d l h i i t i dadverse outcomeadverse outcome, and place physicians at an increased 

risk for litigationlitigation.”.”

“…data…has driven improvementsimprovements in patient outcomesin patient outcomes, a 
dramatic decline in litigationdecline in litigation claims and a reduction inreduction indramatic decline in litigation decline in litigation claims, and a reduction in reduction in 

the primary cesareanprimary cesarean delivery rate.”

Clark SL, Belfort MA, Byrurm SL et al. Improved outcomes, fewer cesarean deliveries and reduced litigation: results of 
a new paradigm in patient safety. American Journal of Obstetrics and Gynecology 2008;199:105.e1‐7.
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PPRECEDENTRECEDENT FORFOR PPATIENTATIENT‐‐LLEVELEVEL, C, CHARTHART‐‐AABSTRACTEDBSTRACTED DDATAATA,,

“A committee made up of doctors, nurses and 
administrators has tried to identify variations identify variations and 
then figure out which treatments have not been 

working ”working.

Dr. Brent James, Chief Quality Officer at Intermountain Healthcare
Leonhardt D. If Health Care is Going to Change Dr. Brent James’s Ideas Will Change It. New York Times, Sunday Magazine

November 8, 2009.
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PPRECEDENTRECEDENT FORFOR PPATIENTATIENT‐‐LLEVELEVEL, C, CHARTHART‐‐AABSTRACTEDBSTRACTED DDATAATA,,

Decreased elective deliveriesDecreased elective deliveries before 39 weeks using chartchart abstracted dataabstracted data…Decreased elective deliveries Decreased elective deliveries before 39 weeks using chartchart‐‐abstracted data abstracted data 
from electronic medical records from 9 urban L&D units with an average of 

16,300 deliveries/year for a period of 5 years (July ‘01‐ June ‘06).  

Oshiro, BT, Henry E, Wilson J et al. Decreasing Elective Deliveries Before 39 Weeks of Gestation         

in an Integrated Health Care System. Obstetrics & Gynecology 2009;113:804‐811.

…used patient level data patient level data to “reduce scheduled births reduce scheduled births between 36 0/7 ‐ 38 6/7 
weeks that lacklack appropriate medical indicationindication”.

The Ohio Perinatal Quality Collaborative Writing Committee. A statewide initiative to reduce inappropriate scheduled births at 36              

0/7‐38 6/7 weeks’ gestation. American Journal of Obstetrics and Gynecology 2010;202:243.e1‐8.0/7 38 6/7 weeks  gestation. American Journal of Obstetrics and Gynecology 2010;202:243.e1 8.  

…used chartchart‐‐abstracted data abstracted data to successfully decrease elective inductions decrease elective inductions 
between 39 and 41 weeks.

Reisner DP, Wallin TK, Zingheim RW et al. Reduction of elective inductions in a large community  

hospital.  American Journal Obstetrics and  Gynecology 2009;200:674.e1‐7. 13



WWHATHAT ISIS……

OB COAPOB COAPOB COAP OB COAP 

GOESGOES BEYONDBEYOND PROBLEMPROBLEM‐‐SPECIFICSPECIFIC DATADATA COLLECTIONCOLLECTION
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WWHATHAT ISIS……

Instead of collecting data on a given outcome or process for a specific
quality improvement initiative, OB COAP generates an ongoingongoing
comprehensivecomprehensive databasedatabase ofof thethe clinicalclinical interactionsinteractions onon L&DL&Dcomprehensivecomprehensive databasedatabase ofof thethe clinicalclinical interactionsinteractions onon L&DL&D
performedperformed byby cliniciansclinicians caringcaring forfor theirtheir patientspatients..

Where the datadata showshow needneed forfor educationeducation andand possiblepossible improvementimprovementWhere the datadata showshow needneed forfor educationeducation andand possiblepossible improvementimprovement
inin outcome,outcome, programsprograms cancan bebe designeddesigned andand initiatedinitiated throughthrough thethe
collaborationcollaboration of the clinician leaders.

DataData identifyidentify problemsproblems and encourageencourage changeschanges that improveimprove qualityquality
andand safetysafety for your patients.
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CCLINICIANLINICIAN‐‐LLEDED QQUALITYUALITY IIMPROVEMENTMPROVEMENT PPROGRAMSROGRAMS OFOF

THETHE FFOUNDATIONOUNDATION FORFOR HHEALTHEALTH CCAREARE QQUALITYUALITYTHETHE FFOUNDATIONOUNDATION FORFOR HHEALTHEALTH CCAREARE QQUALITYUALITY

COAPCOAP:: Clinical Outcomes Assessment Program (est. 1997)g ( )

Cardiac revascularization procedures
32 participating hospitals (100% eligible)

20,000 procedures/year

SCOAP:SCOAP: Surgical Care and Outcomes Assessment Program (est. 2003)

Abdominal and colorectal surgical proceduresAbdominal and colorectal surgical procedures
56 participating hospitals

15,000 procedures/year

OB COAP: OB COAP: Obstetrics Clinical Outcomes Assessment Program (est. 2009)
Labor and delivery interventions and decisions
69 delivering hospitals + home & birth‐center birthsGoal 69 delivering hospitals + home & birth‐center births

90,000 deliveries/year

Goal
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QQUALITYUALITY IIMPROVEMENTMPROVEMENT PPROTECTIONROTECTION

The programs of the Foundation for Health Care Quality have
been approved by the Washington State Department of Health
as Certified Quality Improvement Programs (CQIP) under:as Certified Quality Improvement Programs (CQIP) under:

RCW 43 70 510RCW 43 70 510RCW 43.70.510RCW 43.70.510

“A CQIP may share information and documents with one orA CQIP… may share information and documents… with one or
more other CQIPs or committees or boards… and shall not be
subject to the discovery process…”
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OOBSTETRICALBSTETRICAL FFACILITIESACILITIES ININ WWASHINGTONASHINGTON SSTATETATE

# Deliveries / Year
# Facilities / Level of Care

Level 1 Level 2 Level 3

< 100 8

100  ‐ < 1000 28 4

1000  ‐ < 2000 3 10 1

2000 < 3000 2 42000  ‐ < 3000 2 4

3000  ‐ < 4000 2 4

4000  ‐ 7000 3

Total
39 

18% of births 
in WA State*

18 
34% of births 
in WA State*

12 
46% of births 
in WA State*

* 2006 Department of Health Statistics p

54 Hospitals do <2000 births/year 
40 Hospitals do <1000 births/year 18



What Data Are Collected?What Data Are Collected?
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DDATAATA CCOLLECTIONOLLECTION: OB COAP: OB COAP

Demographics Current Pregnancy
Patient name
Date of birth 
Race/ethnicity
Date/time of admission

Singleton / Twins / Multiple
First prenatal visit:   date; gestational age
LMP 
EDCDate/time of admission

Place of admission
Transfer TO or FROM
Weight: pre‐pregnancy; at admission

EDC
Cervix dilation/effacement on admission

Complications of pregnancy:
preeclampsia/hypertension;

Height 

OB/GYN & Medical History
Gravidity 

preeclampsia/hypertension; 

gestational diabetes; other

Patient’s practitioner:  

prenatal visits; admission for delivery; G a d ty
Parity: 

liveborn; stillborn      
Uterine surgical history: 

h

p ; f y;
management of labor; at delivery

Prior hospitalizations this pregnancy
Antenatal steroids

cesarean; other
Pre‐pregnancy diagnoses:

hypertension; diabetes; other 20



DDATAATA CCOLLECTIONOLLECTION: OB COAP: OB COAP

Labor Delivery
Spontaneous/induced
Indication for induction
Cervical ripening
M b t t

y
Vaginal birth: 

spontaneous; operative (forceps/vacuum);
vertex; breech; shoulder dystocia 

Cesarean birth:Membrane status: 
intact; ruptured; AROM; 
date/time ROM; cervix at ROM

Meconium

Cesarean birth:
indication; cervix at cesarean; prophylactic 
antibiotics; DVT prophylaxis; anesthesia; 
uterine incision

LacerationRegional anesthesia: 
date/time

Oxytocin
GBS prophylaxis

Laceration
Episiotomy
Date/time of delivery
Date/time of placenta deliveryGBS prophylaxis

Antibiotics for chorioamnionitis
Amnioinfusion
Magnesium sulfate
IUPC

Post partum complications: 
diagnosis; interventions

IUPC
Date/time complete dilation
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DDATAATA CCOLLECTIONOLLECTION: OB COAP: OB COAP

Newborn Post DischargeNewborn  Post Discharge
Apgars Readmission within 30 days of delivery:
Weight Mother; Newborn 
Lengthg
Sex
Gestational age by Physical Exam
Anomalies
Cord gasesCord gases
NICU level of care
Resuscitation Efforts
Birth trauma
Complications
Hepatitis B vaccine given to newborn 
Breastfeeding on discharge
Death: antepartum; intrapartum; neonatalDeath: antepartum; intrapartum; neonatal
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How Are Data Collected?How Are Data Collected?
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Samples of Results From Pilot Project Samples of Results From Pilot Project 
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NQF GNQF GUIDELINEUIDELINE CCOMPLIANCEOMPLIANCE::
BBREASTREAST FFEEDINGEEDING ONON DDISCHARGEISCHARGEBBREASTREAST FFEEDINGEEDING ONON DDISCHARGEISCHARGE

70%

80%

90%

100%
By Race/Ethnicity

By Age

By Route of Delivery

40%

50%

60%

70%By Route of Delivery

By Parity

10%

20%

30%

0%
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RROUTEOUTE OFOF DDELIVERYELIVERY
ASAS AA FFUNCTIONUNCTION OFOF BMIBMIASAS AA FFUNCTIONUNCTION OFOF BMIBMI

Allowed to Labor Spontaneous Induced CS Following Spontaneous CS Following Induced

90%

100%

Allowed to Labor Spontaneous Induced CS Following Spontaneous CS Following Induced

60%

70%

80%

30%

40%

50%

0%

10%

20%

Normal BMI      
(<25 kg/m2)

Overweight          
(25‐29.9 kg/m2)

Obese Class I         
(30‐34.9 kg/m2)

Obese Class II        
(35‐39.9 kg/m2)

Obese Class III      
(>40 kg/m2) 
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CESAREAN AS A FUNCTION OF CESAREAN AS A FUNCTION OF 
EARLYEARLY ACTIVEACTIVEADMISSION IN ADMISSION IN EARLYEARLY VSVS ACTIVEACTIVE SPONTANEOUS LABORSPONTANEOUS LABOR

Rate Cesarean: Cervix Dilation on Admit <= 3  Rate Cesarean: Cervix Dilation on Admit >= 4 

50%

30%

40% 2:12:1

20%

30%

10%

0%
All Spontaneously Laboring Patients All Spontaneously Laboring NTSV 

n=1294                                                 n=506 28



NQF GNQF GUIDELINEUIDELINE CCOMPLIANCEOMPLIANCE::
DVT & ADVT & ANTIBIOTICNTIBIOTIC PPROPHYLAXISROPHYLAXISDVT & ADVT & ANTIBIOTICNTIBIOTIC PPROPHYLAXISROPHYLAXIS

b h l h lAntibiotic Prophylaxis DVT Prophylaxis

Site K

Site J

Site L

Site M

0% 20% 40% 60% 80% 100%
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NQF GNQF GUIDELINEUIDELINE CCOMPLIANCEOMPLIANCE::
EELECTIVELECTIVE TTERMERM DDELIVERYELIVERY < 39 W< 39 WEEKSEEKSEELECTIVELECTIVE TTERMERM DDELIVERYELIVERY < 39 W< 39 WEEKSEEKS

Repeat Cesarean: 224224Repeat Cesarean: 224224

Repeat Cesarean <39 Weeks: 5353 = 24%24%

Maternal Request Primary: 66

Maternal Request Primary <39 Weeks: 33 = 50%50%

Elective Induction: 8787

Elective Induction <39 Weeks: 44 = 5%5%
30



BBARRIERSARRIERS TOTO PPARTICIPATIONARTICIPATION ININ OB COAP OB COAP 

“Chart abstraction is labor intensive.”

“Compared to what?”“Compared to what?”

No data = UNACCEPTABLE

Ad i i i d INAPPROPRIATEAdministrative data = INAPPROPRIATE

Clinicians & administrators already take a lot of time and resources to look at specific problems

31



OOVERCOMINGVERCOMING BBARRIERSARRIERS TOTO PPARTICIPATIONARTICIPATION ININ OB COAP OB COAP 

Small Hospitals:Small Hospitals: 

…(our data abstractor) has gotten so good at it that it seems to just be part of her daily routine to check the charts 
of our laboring and delivered patients. 

Angela Graff RN, MSN
Director of OB and NFS
Olympic Medical Center

Large Hospitals: 
Personnel are already engaged in quality improvement projects with each project starting at square one to look up 
what’s needed…

With OB COAP all data capturing the delivery of maternity care With OB COAP all data capturing the delivery of maternity care 
are available for review, discussion, and action.are available for review, discussion, and action.are available for review, discussion, and action. are available for review, discussion, and action. 
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Advantages to ParticipationAdvantages to Participation
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ADVANTAGES TO PARTICIPATION IN OB COAP ADVANTAGES TO PARTICIPATION IN OB COAP 

Access to ones own data as soon as entered;Access to ones own data as soon as entered;
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EEASILYASILY RUNRUN YOURYOUR OWNOWN DATADATA TABLESTABLES ATAT ANYANY TIMETIME ANDAND

QUICKLYQUICKLY NAVIGATENAVIGATE BACKBACK TOTO INDIVIDUALINDIVIDUAL RECORDSRECORDSQUICKLYQUICKLY NAVIGATENAVIGATE BACKBACK TOTO INDIVIDUALINDIVIDUAL RECORDSRECORDS… … 
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AANALYSESNALYSES OFOF YOURYOUR OWNOWN DATADATA MAYMAY BEBE DONEDONE ATAT ANYANY

TIMETIME USINGUSING THETHE SUMMARYSUMMARY TABLETABLE FUNCTIONFUNCTIONTIMETIME USINGUSING THETHE SUMMARYSUMMARY TABLETABLE FUNCTIONFUNCTION… … 

All Patients
Weeks on Admission 

>= 39
Weeks on Admission 

>=37 and <39

Indication for Cesarean = Repeat 45 33 12p

Indication for Cesarean = Maternal Request Primary 1 0 1

Indication for Induction = Elective 23 23 0

All Patients Cesarean 
Operative Vaginal 
Delivery Attempt

Cervix on Admission <=3 
(in spontaneously laboring women) 84

20 8
23.81% 9.52%(in spontaneously laboring women) 84 23.81% 9.52%

Cervix on Admission >=4 
(in spontaneously laboring women) 122

17 5
13.93% 4.10%
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ADVANTAGES TO PARTICIPATION IN OB COAP ADVANTAGES TO PARTICIPATION IN OB COAP 

Access to ones own data as soon as entered;Access to ones own data as soon as entered;

Collection of currently recommended NQF guidelines;
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NQF GNQF GUIDELINEUIDELINE CCOMPLIANCEOMPLIANCE

Interventions/Outcomes

Elective Deliveries < 39 Weeks 

Episiotomy

Prophylactic Antibiotics 

DVT P h l iDVT Prophylaxis 

Antenatal Steroids 

Breast Feeding g

Birth Trauma

Newborn < 1500g Delivered @ Level III

Cesarean Rate for Low Risk 1st Birth Women (NTSV) 
38



ADVANTAGES TO PARTICIPATION IN OB COAP ADVANTAGES TO PARTICIPATION IN OB COAP 

Access to ones own data as soon as entered;Access to ones own data as soon as entered;

Collection of currently recommended NQF guidelines;

Multiple uses for hospital administrators, including:
patient safety
process improvement
quality improvement projects

Quick turn‐around of meaningful data with comparative reports provided toQuick turn‐around of meaningful data with comparative reports provided to 
facilitate quality improvement efforts;

The development of a community of providers who can learn from one another in a 
trusted, collaborative environment;, ;

Ability to provide input on setting a quality improvement agenda for the state; 

Quality improvement initiative based on data from 90,000 deliveries per year.
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OB OB COAP COAP TTESTIMONIALSESTIMONIALS

Our experience with OB COAP has illuminated where the flaws are in our own documentation and charting system.
We certainly value the information that can be obtained from participating in such a databaseWe certainly value the information that can be obtained from participating in such a database
OB COAP can be very helpful for us in terms of providing provider specific information to fulfill Ongoing Professional Practice (OPPE)
requirements for the Joint Commission.
We do support OB COAP…!

Angela Chien, MD
OB Quality Improvement Evergreen Hospital & Medical Center

The Midwives’ Association of WA State got great benefit out of its participation in the pilot phase of OB COAP. Not only did it give the
midwives an opportunity to look critically at our own data and find out what we didn’t know about practices within our community; it gave
us a chance to be in conversation with hospital‐based clinicians and engage in thoughtful and respectful cross‐disciplinary dialogue about
opportunities to improve the care of mothers and babies in all maternity care settings.

OB Quality Improvement, Evergreen Hospital & Medical Center

Audrey Levine, CPM
President, Midwives’ Association of WA State

I appreciate all of the data that we have gotten back from this project and the interaction that we have had with you and your staff. Thank 
youyou

Angie Graff RN, MSN
Director of OB and NFS, Olympic Medical Center

OB COAP is a comprehensive and dynamic database that allows you to easily see practice trends; it provides the ability to use data to 
support quality initiatives and benchmark progress; and it is an intuitive database which is user friendly...

lwhiteo
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Amy Bertone, RN, BSN
Perinatal Regional Network Coordinator
Providence Sacred Heart Medical Center & Children's Hospital



Participation in OB COAPParticipation in OB COAP
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MMEMBERSHIPEMBERSHIP FFEESEES FORFOR OB OB COAP COAP 

l $ $ /Level 1:   $1000 + $3/case

Level II:   $2500 + $3/case$ $ /

Level III:  $5000 + $3/case

42



JJOININGOINING OB OB COAP COAP 

Contact us

Select a clinician leader

Determine data abstraction staff

Si t tSign contract (standard FHCQ document – identical to COAP/SCOAP)

Data base training for data abstraction staff

Begin collecting dataBegin collecting data 

43



QUESTIONS?  QUESTIONS?  

How to Contact Us: 

Ellen Kauffman, MD
OB COAP Medical Director
ekauffman@qualityhealth.org

206.351.0513

Kristin Sitcov
OB COAP P Di tOB COAP Program Director

ksitcov@qualityhealth.org

206.682.2811, ext 23

44



THANK YOUTHANK YOU
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AppendixAppendix
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The Need for DataThe Need for Data

In his inaugural address as incoming president of ACOG in 2010 

Richard Waldman noted: 

Lack of consistent and comprehensive data about births in the United States is one area
needing attention. Can you believe that this country with so much know‐how and advanced
technology has not implemented a uniform method of recording birth statistics? We do not
have a system to evaluate birth in a detailed manner by using outcome data or performance
measures. Such systems would provide information needed to assess practices and evidence
needed to make clinically sound decisions in maternity care.

Waldman RN. Together We Can Do Something Wonderful. Obstetrics & Gynecology 2010;115:1116‐1119.
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The Need for Problem Specific DataThe Need for Problem Specific Datapp

The March of Dimes’ interest in pregnancies being “guided by data derived
from gestational age‐specific studies” prompted Fleischman, Oinuma, and
Clark to issue the following call to action:

ll id i l i li i i d h ll d di i i hi lWe call on epidemiologists, clinicians, and researchers to collect data distinguishing early term
births and their outcomes from babies born later at full term to provide new insights and
strategies for improving birth outcomes.

Fleischman A, Oinuma M, Clark, SL. Rethinking the Definition of “Term Pregnancy”. Obstetrics & Gynecology 2010;116:136‐139.
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The Nature of the DataThe Nature of the Data

Grimes described administrative databases as… a) claims made for services provided by health care
providers and institutions (“In billing databases recording of events is related to the probability of
reimbursement”) or, b) vital records (birth certificates) collected for civil and legal purposes.
Neither of these types of databases is designed to collect data for research or quality improvement
initiatives.

Research using administrative databases has important strengths and weaknesses. Sample sizes are
often large…and using an existing database is fast and inexpensive compared with generating a newf g g g f p p g g
one. The drawbacks, however, are substantial – and often insurmountable. …Epidemiologic analyses
with birth certificate data are popular but treacherous….Trying to study obstetric and neonatal
outcomes from data on birth certificates is analogous to trying to study the cause of motor vehicle
accidents from data on drivers’ licenses (e.g., sex, height, eye color, hair color).

Grimes DA. Epidemiologic Research Using Administrative Databases.  Obstetrics & Gynecology 2010;116:1016‐1018.
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Precedent for PatientPrecedent for Patient‐‐Level, ChartLevel, Chart‐‐Abstracted DataAbstracted Data,,

Dr Steven Clark, Medical Director, Women and Children’s Clinical Services of Hospital
Corporation of America (HCA), a hospital system comprised of 120 facilities in 21 states
performing about 220,000 deliveries a year, used an internal HCA data system that “allowedp g , y , y
the identification of several clinical situations that place patients at an increased risk for adverse
outcome, and place physicians at an increased risk for litigation”.

Dr Clark reports that change has been driven by HCA’s own internal data: “We have seenDr. Clark reports that change has been driven by HCA s own internal data: We have seen
improvements in patient outcomes, a dramatic decline in litigation claims, and a reduction in
the primary cesarean delivery rate”.

Clark SL, Belfort MA, Byrurm SL et al. Improved outcomes, fewer cesarean deliveries and reduced litigation: results of 

a new paradigm in patient safety. American Journal of Obstetrics and Gynecology 2008;199:105.e1‐7.
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Precedent for PatientPrecedent for Patient‐‐Level, ChartLevel, Chart‐‐Abstracted DataAbstracted Data,,

Dr. Brent James, Chief Quality Officer at Intermountain Healthcare, a system of hospitals,
surgery centers, doctors, clinics, and homecare & hospice providers serving Utah and parts of
Idaho has identified 50 clinical conditions (accounting for 50% of their patients) for which “a
committee made up of doctors, nurses and administrators has tried to identify variations and
then figure out which treatments have not been working”.

The committees that James set up meet monthly to refine protocols, set clinical goals, and
track patient outcomes. The statistics the committees examine reach down to the level of the
individual doctors.

Leonhardt D. If Health Care is Going to Change Dr. Brent James’s Ideas Will Change It. New York
Times, Sunday Magazine November 8, 2009.
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Precedent for PatientPrecedent for Patient‐‐Level, ChartLevel, Chart‐‐Abstracted DataAbstracted Data,,

Dr Bryan Oshiro and colleagues at Intermountain Healthcare in Utah decreased electiveDr. Bryan Oshiro and colleagues at Intermountain Healthcare in Utah decreased elective
deliveries before 39 weeks using chart‐abstracted data from electronic medical records
from 9 urban L&D units with an average of 16,300 deliveries/year for a period of 5 years
(July ‘01‐ June ‘06).

Oshiro, BT, Henry E, Wilson J et al. Decreasing Elective Deliveries Before 39 Weeks of GestationOshiro, BT, Henry E, Wilson J et al. Decreasing Elective Deliveries Before 39 Weeks of Gestation         

in an Integrated Health Care System. Obstetrics & Gynecology 2009;113:804‐811.

The Ohio Perinatal Quality Collaborative, comprised of 20 maternity and neonatal care
hospitals accounting for 47% of births in Ohio used patient level data to “reduce scheduledp g p
births between 36 0/7 ‐ 38 6/7 weeks that lack appropriate medical indication”.

The Ohio Perinatal Quality Collaborative Writing Committee. A statewide initiative to reduce  
inappropriate scheduled births at 36 0/7‐38 6/7 weeks’ gestation. American Journal of 
Obstetrics and Gynecology 2010;202:243.e1‐8.  

Reisner and colleagues  used chart‐abstracted data to successfully decrease elective 
inductions between 39 and 41 weeks.

Reisner DP, Wallin TK, Zingheim RW et al. Reduction of elective inductions in a large community  

hospital.  American Journal Obstetrics and  Gynecology 2009;200:674.e1‐7.
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