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PNQIN_MPQC “State of the Union”

Today’s Overview

1:00 - 1:05: Welcome/Introductions

1:05 – 2:05: MPQC Project Updates

1:10-1:25 AIM Bundles 

1:25-1:40 Equity Initiatives

1:40-1:55 Severe Morbidity and Mortality Data Reports with

The Betsy Lehman Center for Patient Safety

1:55-2:10 Levels of Maternal Care

2:10-2:30: Breakout Sessions & Closing Comments

- AIM OUD Wave 1 Re-engagement and Updates 

- AIM OUD Wave 2 Teams Re-Engagement and Updates
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Webinar Housekeeping

• Welcome!  We will take attendance in the chat box– please comment 

with your name and hospital

• Please mute your lines and avoid placing us on hold, as we will hear 

your hold music – sometimes beautiful, but also distracting

• Please feel free to use the chat box to ask questions

• We are recording the meeting and will upload the recording and 
meeting slides to our website 
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Alliance for the Innovation of 
Maternal Health (AIM) Bundles
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AIM Bundles 

• AIM is a national data-driven maternal safety and quality improvement 
initiative with a focus on implementation of ”safety bundles” to improve 
maternal care, reduce morbidity and prevent mortality

• MPQC AIM Initiative Launched April 2019
• Current focus - Obstetric Care for Women with Opioid Use Disorder (OUD)
• Future Bundles

– Reduction of Peripartum Racial and Ethnic Disparities (Fall 2020 - Across All Bundles)
– Obstetric Hemorrhage (Fall 2020/Winter 2021)
– Severe Hypertension in Pregnancy (TBD)
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Our Massachusetts Partners 
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Bundle Implementation

• Multidisciplinary team
• Agreement on Aims
• Implement Bundle Component
• Follow Process and Balancing Measures
• Incorporate into the EMR
• Education/Simulations
• Incorporate into Policy
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Bundles
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Hemorrhage Bundle
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Hospital Engagement 

• AIM OUD Bundle enhancement of 
PNQIN Opioid Project

• Tool used to increase obstetrical 
involvement in current efforts

• Wave 1: June 2019- 22 hospitals 
• Wave 2: June 2020- approx 20 hospitals
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PNQIN_MPQC
Equity Initiatives
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Focus

1.Raise Awareness

2.Collect and Stratify Data 

by Race/Ethnicity

3.Implement Programs and 

Trainings

4.Implement AIM Equity 

Bundle Components
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(1) Raise Equity Awareness

Timoria McQueen Saba
Maternal Health Advocate

Candice Belanoff, ScD, MPH
Clinical Associate Professor

Department of Community Health Sciences

Boston University School of Public Health

Allison Bryant, MD MPH
VC, Quality, Equity and Safety, Dept Ob/Gyn

Massachusetts General Hospital

Joia Crear-Perry, MD
National Birth Equity Collaborative

Hafsatou Fifi Diop, MD, MPH
Massachusettets Department of Public 
Health
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(2) Collect and Stratify Data by Race /Ethnicity

*first 3 quarters of 2018
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(2) AIM Baseline Survey

• Does your site collect data on race, ethnicity, language, gender in your 
EHR/EMR?

Race Language Gender
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(2) AIM Baseline Survey

Does your site have an equity dashboard? 
A healthcare dashboard is defined as a modern analytics tool to monitor healthcare Key Performance Indicators in a 
dynamic and interactive way, including patient statistics in real-time. Health equity dashboards include REAL (race, 
ethnicity, and language) data.
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(3) Nursing education on racial bias in care and how to improve
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(3) Trauma Informed Care, Stigma and Bias Trainings

• Brigham & Womens Hospital CARE Program 

Coordinated Approach to Resilience and Empowerment (CARE)

• Led by Dr Annie Lewis-O’Connor

• PNQIN POP Summit Trainings

• Team TIC Trainings

– June to September 2020

– 2 hours

– Team focused

– Interactive
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AIM Bundle to Reduce (eliminate) Racial/Ethnic Disparities

https://safehealthcareforeverywoman.org/patient-safety-bundles/#tab-
maternal

(4) Implement Equity Across all Bundles 

https://safehealthcareforeverywoman.org/patient-safety-bundles/
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Severe Morbidity and Mortality (SMM)
Data Reports
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June 23rd, 2020

Severe Maternal Morbidity 
Reports in Partnership with PNQIN

MPQC State of the Union Meeting
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About The Betsy Lehman Center:

We are a small non-regulatory government agency dedicated to conducting 
research and analysis in patient safety for the Commonwealth of Massachusetts in 
an effort to bring attention to and prevent medical errors.
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Quality Improvement:
Severe Maternal Morbidity

GOAL: Improve maternal labor/delivery health outcomes in Massachusetts

APPROACH: Share aggregate and hospital level data with hospitals to drive 
changes in their policies and programs

OUTCOME MEASURES: Identify cases of severe maternal morbidity (SMM) 
among deliveries and calculate their rates
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Outcome Measures 
Severe Morbidity (SMM)

Structure Measures 
What have we built into 
our system? 

Process Measures 
How well do our systems 
work? Aggregate data

Betsy Lehman Center
&

PNQIN

Hospitals

Hospital Discharge 
Data (Case Mix)

H
O
S
P
I
T
A
L
S

Comprehensive Approach to 
Maternal Health Improvement
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Severe Maternal Morbidity (SMM)

1. Acute myocardial infarction
2. Aneurysm
3. Acute renal failure
4. Adult respiratory distress syndrome
5. Amniotic fluid embolism
6. Cardiac arrest/ventricular fibrillation
7. Conversion of cardiac rhythm
8. Disseminated intravascular coagulation
9. Eclampsia
10. Heart failure/arrest during surgery or 
procedure

https://www.cdc.gov/reproductivehealth/maternalinfanthealth/smm/severe-morbidity-ICD.htm

Unexpected outcomes in labor and delivery that result in significant short 
or long term consequences to maternal health

Listed here are 21 unexpected outcomes:
11. Puerperal cerebrovascular disorders
12. Pulmonary edema/Acute heart 
failure
13. Severe anesthesia complications
14. Sepsis
15. Shock
16. Sickle cell disease with crisis
17. Air and thrombotic embolism
18. Hysterectomy
19. Temporary tracheostomy
20. Ventilation
21. Blood transfusion SMM21 counts transfusions

SMM20 ignores transfusions

https://www.cdc.gov/reproductivehealth/maternalinfanthealth/smm/severe-morbidity-ICD.htm
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Data Source and Analysis:
Data Source: 
• Health Claims Hospital Discharge Dataset (HDD) from each fiscal year; 

2016 and after (ICD10 codes only)

Metrics:
SMM Rates calculated per 10,000 deliveries = (# "# $%%&'()(

*)+,-).,)( )*10,000

Code follows national standard algorithm capturing SMM and deliveries:
• Flag ICD10 codes representing deliveries
• Flag and sum ICD10 codes for SMM outcomes; count cases among SMM20 

and SMM21
• Data prepared for each birthing hospital & for state-wide aggregate 

(biannual and by race)
• Future data will focus on rates specific to deliveries with hypertension, 

hemorrhage and OUD 
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Race/Ethnicity Algorithm:

Variables used to code patient race/ethnicity:

• Race1
• Ethnicity1
• Hispanic Indicator

Prioritized any indication of Black, Hispanic or Other/Multiple races/ethnicities 

over White race/ethnicity.

Hierarchy of coding:

1. Black (Non-Hispanic)

2. Hispanic

3. Other/Multiple (Non-Hispanic)

4. White (Non-Hispanic)

• Race2
• Ethnicity2

[If data missing/unknown for any one variable, defer to remaining variables]
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SMM Hospital Reports
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Key Takeaways

• Trends continue to increase in SMM, especially in more recent 

years

• Racial disparities exist in Massachusetts’ SMM rates:

• Black women are 2 times more likely to have SMM compared 

to White women

• Hispanic women are nearly 1.5 times as likely to have SMM 

compared to White women

• Black women are nearly 1.5 times more likely to experience 

SMM compared to their Hispanic counterparts
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Ongoing and Future SMM Work

• Hospital engagement – reviewing SMM reports

• Preparing analysis for OUD (outpatient) and hemorrhage 

(inpatient) bundles

• Eventually… hypertension analysis
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QUESTIONS?

COMMENTS?
Natalia.Ciesielska@state.ma.us

Godwin.Osei-Poku@MassMail.State.MA.US

mailto:Natalia.Ciesielska@state.ma.us
mailto:Godwin.Osei-Poku@MassMail.State.MA.US
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Sarah Rae Easter MD

Perinatal Neonatal Quality Improvement Network 

Levels of Maternal Care 
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Levels of Maternal Care
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Examples of Levels of Care

Level Patient Hospital
Birth Center Term, singleton, vertex

Low-risk mother
Licensed midwives

Transfer relationship

Level I 
(Basic Care)

Term twins
Uncomplicated cesarean

“Mild” term preeclampsia
TOLAC / VBAC

Cesarean delivery
Anesthesia available

Level II
(Specialty Care)

Term severe preeclampsia
Previa, no prior surgery

Basic imaging 
Med/Surg consultants

Level III
(Subspecialty Care)

Previa, prior surgery
Suspected accreta

Preterm preeclampsia
Adult respiratory syndrome

MFM
OB anesthesia

Med/Surg subspecialists
Advanced imaging

Level IV
(Regional Center)

Severe maternal cardiac
Organ failure / transplant
Neuro or cardiac surgery

Subspecialty surgeons
Critical care obstetrics

Subspecialty leadership
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Regionalized Care in Obstetrics
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What is the Evidence?

Comment
The primary objective of this study was
to compare the outcomes of high-risk
patients among low- and high-acuity
centers and ultimately determine the
potential benefit of maternity care des-
ignations or regionalization. There was a
higher risk of severe maternal morbidity
for high-risk patients at low-acuity

centers (aRR, 9.55; 95% CI, 6.83e13.35)
compared with high-acuity centers
(aRR, 6.50; 95% CI, 5.95e7.10) in the
adjusted model. The actual, unadjusted
rates of severe maternal morbidity were
higher in the high-acuity centers (1.6%
vs 0.7%). However, there were notable
differences in the patient and hospital
characteristics between low- and high-

acuity centers. After accounting for
these differences, the risk ratio of expe-
riencing severe maternal morbidity
among high-risk patients was greater in
low-acuity hospitals, compared with
high-acuity hospitals.

Research on maternal levels of care
has been limited to-date because the
levels were introduced recently and have
not been adopted universally. In pediat-
rics, implementation studies of the levels
of neonatal care revealed reduced mor-
tality and morbidity rates among very
low birth weight infants at level III
neonatal intensive care units, compared
with other levels.14-17 Previous studies in
obstetrics primarily have examined
maternal outcomes by hospital vol-
ume.4-6,18-20 However, a study by Sulli-
van et al21 demonstrated lower maternal
mortality ratios in areas with higher
densities of maternal-fetal medicine
specialists, which suggests that the type
of available care or resources may also
influence outcomes, in addition to vol-
ume. In the absence of publicly reported
or available levels for maternity care, we
defined acuity based on the percent of
high-risk patients who delivered at a
hospital. From our literature review, this
study is the first to show improved
maternal outcomes for high-risk ob-
stetrics patients at high-acuity centers.

We used a validated comorbidity
index as a means of risk-stratifying pa-
tients to better understand the risk of
morbidity at low- and high-acuity cen-
ters. This comorbidity index, as defined
and proposed by Bateman et al,9 could
be used as tool to risk stratify patients
during the prenatal period and on pre-
sentation to labor and delivery to deter-
mine the appropriate hospital level of
care needed to reduce the risk of
maternal morbidity and death. When
examining the diagnoses that comprise
severe maternal morbidity, the most
notable difference between the hospital
groups was the rate of sepsis, whichwas 3
times higher in low-acuity hospitals
(17.5% vs 5.9%). This difference is not
surprising because sepsis is more likely
to affect otherwise healthy women
compared with the other conditions that
comprise severe maternal morbidity,
such as heart or renal failure, which

TABLE 2
Adjusted risk ratios for severe maternal morbidity by patient risk status at
low- and high-acuity hospitals

Patient comorbidity risk

Hospital, adjusted risk ratio (95% confidence interval)

Low acuity High acuity

Low Reference Reference

Intermediate 1.53 (1.33e1.77) 1.57 (1.49e1.65)

High 9.55 (6.83e13.35) 6.50 (5.95e7.09)

Log-binary regression models adjusted for patient primary insurer, quartile of the median income of the patient’s residence zip
code, urban-rural designation of the patient’s county of residence, hospital ownership, hospital teaching status, and the number
of deliveries per hospital. All probability values for the adjusted odds ratios listed in the table are <.001.

Clapp et al. Hospital acuity and maternal morbidity. Am J Obstet Gynecol 2018.

TABLE 3
Prevalence of the individual conditions comprising severe maternal
morbidity at low- and high-acuity hospitals

Severe maternal morbidity conditions

Hospital, %

P value
Low acuity
(n¼1335)a

High acuity
(n¼11,076)a

Acute heart failure 3.2 5.0 .003

Acute renal failure 4.3 7.3 <.001

Acute liver disease 41.4 39.9 .277

Acute myocardial infarction 0.2 0.2 .574

Acute respiratory distress syndrome
and/or respiratory failure

5.2 6.7 .034

Disseminated intravascular coagulation 25.6 33.6 <.001

Coma 0.0 0.2 .082

Delirium 1.1 1.6 .207

Puerperal cerebrovascular disorders 1.8 2.8 .027

Pulmonary edema 1.4 4.2 <.001

Pulmonary embolism 1.4 2.0 .136

Sepsis 17.5 5.9 <.001

Shock 3.0 4.2 .041

Status asthmaticus 0.7 0.9 .398

Status epilepticus 0.3 0.2 .446

Note: Column totals do not add up to 100% because patients could have >1 condition.
a Number of cases of severe maternal morbidity.

Clapp et al. Hospital acuity and maternal morbidity. Am J Obstet Gynecol 2018.

ajog.org OBSTETRICS Original Research

JULY 2018 American Journal of Obstetrics & Gynecology 111.e5

disseminated intravascular coagulation,
coma, delirium, puerperal cerebrovas-
cular disorders, pulmonary edema, pul-
monary embolism, sepsis, shock, status
asthmaticus, and status epilepticus. The
ICD-9 codes for this designation were
also published previously.9 The models
controlled for the available patient de-
mographic and hospital characteristics,
which were planned a priori. A patient’s
overall risk status (low, intermediate, or
high) was also included as a means of
adjustment for patient comorbidities.
First, a model was constructed that used
these characteristics and an interaction
term between acuity and risk group. The
significance of the interaction was tested
with the use of the Wald test.

Because this interactionwas significant
(P<.001), separate log-binomial regres-
sion models were constructed for both
low- and high-acuity hospitals to quantify
the effect of acuity on a patient’s risk of
severematernal morbidity. The estimated
risk difference of maternal morbidity
between low- and high-risk patients for
both hospital groups and the partial
population attributable risk (pPAR) of
hospital acuity among high-risk patients
were calculated, each with corresponding
95% confidence intervals.12 The risk ra-
tios were compared between the 2 hos-
pital groups to determine the relative
difference in risk of maternal morbidity
between low- and high-risk patients. The
confidence intervals for all estimates were
calculated with the use of cluster robust
standard errors to account for clustering
at the hospital level. As a sensitivity
analysis, E-values were calculated to test
for the potential effects of unmeasured
confounding.13

As a subgroup analysis, the same
method was used to assess the effects of
acuity in only urban hospitals, because the
models may not control accurately for
other factors that affect patient outcomes,
such as access and availability of resources
in rural areas. Rural hospitals were defined
in the NRD as hospitals located in rural
counties and designated by the American
Hospital Association; they were excluded
in this subgroup analysis. Quartiles based
on the percent of high-risk patients were
reassigned for these urban hospitals, and
those in the bottom and top quartile were

considered “low acuity” and “high acuity,”
as described earlier.
StataSE software (version 14.1; Stata-

Corp, College Station, TX) was used for
the analysis. Probability values <.05
were considered statistically significant.
The Partners Healthcare Institution
Review Board exempted this study from
review.

Results
Of the 1203 hospitals that met the inclu-
sion criteria, there were 1,656,659 deliv-
ering patients. There were 58.7% low-risk,
39.0% intermediate-risk, and 2.3% high-
risk patients in the sample, and the over-
all rate of severe maternal morbidity was
1.2%. Figure 2 shows the distribution of
hospitals based on their rates of delivering
patients with comorbidity index !3. The
median hospital rate of high-risk patients
was 5.2%, and the interquartile range was
3.7e7.1%. Hospitals with<3.7% of high-
risk patients were considered low acuity
(n¼302); hospitals with >7.1% of high-
risk patients were considered high acuity
(n¼300).
Table 1 compares the baseline charac-

teristics between the low- and high-acuity

centers. We found that 185,414 patients
delivered at low-acuity centers and
702,920 patients delivered at high-acuity
centers. More patients had public insur-
ance, lived in areas with lower median
income, and were from micropolitan or
rural areas in low-acuity centers.
Furthermore, there were more patients
who delivered at for-profit and metro-
politan nonteaching hospitals in low-
acuity centers. Low-acuity centers tended
to have lower delivery volumes compared
with high-acuity centers; the median
number of deliveries in the low-acuity
centers was 923 compared with 3189 in
the high-acuity centers (P<.001).

The overall rate of severe maternal
morbidity was 2 times higher in the
high-acuity centers: 0.7% vs 1.6%
(P<.001). When stratified by comor-
bidity risk, low-risk patients had severe
maternal morbidity rates of 0.6% and
1.1% among low- and high-acuity cen-
ters (P<.001); intermediate-risk patients
had rates of 0.9% and 1.7% (P<.001),
and high-risk patients had rates of 5.2%
and 7.5% (P<.001). There was a signif-
icant interaction between hospital acuity
and patient risk status (P<.001).

FIGURE 2
Distribution of hospitals based on the percent of high-risk delivering
patients

The distribution of hospitals by their annual percentage of high-risk patients relative to their overall
delivery volume.
Clapp et al. Hospital acuity and maternal morbidity. Am J Obstet Gynecol 2018.

ajog.org OBSTETRICS Original Research

JULY 2018 American Journal of Obstetrics & Gynecology 111.e3
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What are the Goals?

• Address mortality
• Uniform designations
• Complementary but 

distinct from NICU
• Standardized 

nomenclature 
• Consistent guidelines
• Equitable geographic 

distribution
• Proactive integration 
• Risk-appropriate services

Geographic Access to High Risk Neonatal Facilities 
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Births By Highest Level of Neonatal Care 
Available Within 50 miles of Residential Zip 
Code 

Highest Level of 
Care within 50 
miles of Zip Code 

Current IDPH 
Designations 

LOCATe  
Neonatal  
Levels   

Level III or IV 94% 94% 
Level II-E 4% n/a 
Level II 2% 5% 
Level I 0% 1% 

Shaded areas within 50 miles of 
a Level III/IV Facility 

Data from LOCATe Courtesy of CDC & IL-PQC
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What are the Barriers?

• Lack of Evidence

• Burden of Implementation

• Psychosocial Considerations

• Equitable Access

• Financial Impact

• Provider Skill

• Medicolegal Implications

• Geography

• Population Health

Care 
Region

Healthcare 
System

Provider

Patient
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Review of Massachusetts 
Collaborative Process
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Designating Levels of Care in Massachusetts

Administration of 
Levels of Care 

Assessment Tool

Return of LOCATe
Assessment to 

Hospitals

Voluntary 
Consultative 

Hospital Site Visit

Develop Plan to 
Ensure Equitable 

Access and 
Support Hospitals
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Level of Care Assessment Tool (LOCATe)

• CDC-designed survey for algorithm-
based assessment of level of 
maternal care
– CDC algorithm suggests LoMC
– 50% agreement with self-assessment

• Administration of electronic survey 
through Betsy Lehman Center
– Sent to OB and nursing leadership
– Requires acknowledgement of 

intended use at onset of survey
– Data analyzed with support of CDC
– Prioritizing 100% participation

CDC Maternal & Neonatal Levels of Care  
Assessment Tool (CDC LOCATe V 0.8.0) 

 
Page 1 of 13 

 

DEMOGRAPHICS 

Facility name:         City:    

 

Date survey was completed:       State:      ZIP code: 

 
Please list the job titles of all persons who contributed the information that was needed to complete this survey.  

(Example: NICU Director, DON, Quality Director, etc.) 
 

                                                     
 
     
 
    
 
 
SURVEY CONTACT:  

Name        Email             Phone  
 

PATIENT CARE 

NEONATAL CARE 
 
The next 11 questions relate to services and staff available at your facility that involve the care of newborns. 

N1.  Does your facility provide congenital cardiac surgery for 
neonates onsite? 

 { Yes   
 {  No   (If “No” skip to N2.) 

N1.1. In the last 12 months, did your facility provide 10 or 
more congenital cardiac surgeries for neonates? 

 { Yes 
 { No       

N2.  Does your facility provide complex pediatric subspecialty surgery 
for neonates other than cardiac surgery onsite? (Capable of 
surgical repair of complex congenital or acquired conditions) 

 { Yes 
 { No   (If “No” skip to N3.) 

N2.1. In the last 12 months, did your facility provide 10 or 
more complex pediatric sub-specialty surgeries for 
neonates other than cardiac surgery? 

 { Yes 
 { No      
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Rationale Informing Voluntary Site Visits

SMFM invited the CDC, the National Perinatal
Information Center, and the Arizona Perinatal Trust
to form a multidisciplinary core team to develop
a levels of maternal care verification program. A
summary of the steps involved in the development
and implementation of the verification program is
provided in Figure 1. In addition to representatives
from these organizations, clinicians representing the
American Academy of Family Physicians, the Amer-
ican College of Nurse-Midwives, and the Association
of Women’s Health, Obstetric and Neonatal Nurses
were also included in the core team. This verification
program involved a comprehensive onsite review to
verify the maternal level of care of a hospital in align-
ment with ACOG and SMFM guidelines. In develop-
ing the verification program, the core team also aimed
to expand on the work achieved with the Levels of
Care Assessment Tool by using a hospital’s Levels of
Care Assessment Tool results as the initial step in the
verification process. The core team designed an
assessment tool for the onsite review, which would
also serve to corroborate the hospital’s Levels of Care
Assessment Tool responses. The assessment tool was
formatted as a checklist and patterned after the
Obstetric Care Consensus criteria listed for each level
of care. The assessment tool went through several
iterations and was tested by one of the maternal–
fetal medicine physicians in the core team at their
facility. Several members of the core team also trav-
eled to Arizona to attend a training session, including
a mock site visit, led by the Arizona Perinatal Trust.
The Arizona Perinatal Trust oversees a voluntary
certification program for levels of care in Arizona,
which matches hospital capabilities and capacity to
established criteria through a self-assessment process
and a site visit by a team of peer professionals.10

The core team pilot-tested the verification pro-
gram from March to September 2017 with 14
hospitals in three states. Based on their vested interest
in risk-appropriate care and successful implementa-
tion of the Levels of Care Assessment Tool, the core
team selected Georgia, Illinois, and Wyoming as the
pilot states. These three states are geographically and
demographically diverse and have approached levels
of care in different ways, ranging from having no
formal process for levels of care to an official
designation process written into legislation. Staff at
the CDC facilitated contact with the individuals who
had championed the implementation of the Levels of
Care Assessment Tool at the state health departments
so that the core team could invite them to collaborate
on this project. In turn, the state health departments
either reached out to hospitals to gauge their interest

in participating or suggested hospitals for ACOG to
contact.

The American College of Obstetricians and
Gynecologists worked with perinatal leadership at
pilot facilities to plan a half-day onsite visit, and
members of the core team conducted the visits. Each
site visit team included a minimum of two clinicians
(eg, obstetrician–gynecologist, maternal–fetal medi-
cine subspecialist, certified nurse–midwife, family
medicine physician, or all of these), and a staff
member from ACOG. Other members of the core
group participated in some visits, and representatives
from the state’s ACOG District or Section, state
department of health, and Association of Women’s
Health, Obstetric and Neonatal Nurses, and a repre-
sentative from CDC were invited to observe the visit.

The site visit pilot process involved previsit
activities, including completion of forms and sub-
mission of policies and procedures documents by
facilities. The site visit team reviewed these docu-
ments, along with the facility’s Levels of Care Assess-
ment Tool results, before the scheduled visit. On site,
the team introduced the levels of maternal care pro-
gram to facility personnel, received an overview of the
facility’s maternity services, and completed the assess-
ment tool. Personnel at the facility who were typically
involved in the site visit included the perinatal unit

Fig. 1. Summary of steps involved in the development and
implementation of the levels of maternal care verification
program.
Zahn. Levels of Maternal Care Verification Pilot. Obstet Gynecol
2018.

VOL. 132, NO. 6, DECEMBER 2018 Zahn et al Levels of Maternal Care Verification Pilot 1403

Copyright ª by he American College of Obstetricians
and Gynecologists. Published by Wolters Kluwer Health, Inc.

Unauthorized reproduction of this article is prohibited.

t

• Concordance 
between LOCATe
tool and on site 
assessment in only 
50% of centers

• Informal feedback 
session mutually 
beneficial

• State-specific 
creative solutions to 
provision of care.
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Improving Equitable Access to Care

• Massachusetts-
specific additions to 
LOCATe survey

• Enquire about 
recommended 
components of 
Disparities Bundle

• Targeted education 
through PNQIN to 
address identified 
needs
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Questions and Feedback

seaster@bwh.harvard.edu
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Questions or Concerns?


