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The Leapfrog Group 

• Members include healthcare purchasers, large employers, and 

business coalitions 

 

• Focus is on getting healthcare right and assisting purchasers 

and consumers in making good decisions regarding the 

purchase of healthcare 

 

• Leapfrog supports full transparency of performance in 

healthcare delivery; both quality of care and efficiency of care 

 

• One of the vehicles for achieving these goals is the Leapfrog 

Hospital Survey 



 The Leapfrog Hospital Survey 

• Serves interests of purchasers and consumers 

 

• Is a dashboard of process, structural, and outcome measures that 
purchasers and consumers want and need 

 

• Includes national measures not being publically reported anywhere else 
(i.e. early elective deliveries, ICU physician staffing, CPOE adoption, 
efficiency)   

 

• The dashboard selection criteria include:  

– evidence base in peer reviewed literature 

– high impact on quality without increasing costs 

– harmonized with data hospitals already report to CMS, The Joint 
Commission, and other national and statewide organizations 

 

• Provides public accountability and transparency of performance and 
drives behavior change in providers, purchasers, and consumers 

 
 



Details on Press Release on 2011 Early 

Elective Delivery Data 

• National release on January 25, 2012 

 

• Data in the national release reflected on the aggregated hospital 
performance on the measure 

 

• Hospital-level data available at: 
www.leapfroggroup.org/tooearlydeliveries  

 

• National partnership with: Childbirth Connection, Institute for 
Healthcare Improvement (IHI), and Catalyst for Payment Reform  

 

• National plans (Aetna, Cigna, UnitedHealthcare, Wellpoint) also 
sending communications to expectant moms educating them 
about the safety implications of electively delivering their infant 
early, with a link to Leapfrog’s data 

 

• Also promoting March of Dimes website and materials 

http://www.leapfroggroup.org/tooearlydeliveries


Early Elective Delivery Measure 

• Measure: The proportion of a hospital’s newborns delivered with 
a gestational age between the 37th and 39th completed week, 
that were delivered electively 

 

• Evidence reflects infants delivered before the 39th completed 
week of gestation have higher morbidity rates than those infants 
born at/after the 39th completed week of gestation 

 

• Measure introduced to Leapfrog Hospital Survey in 2009 

 

• 2011 measure fully aligned with Joint Commission perinatal 
measure specifications; some minor changes in exclusions for 
2012.   



Normal Deliveries:  

Measure Denominator 

• Eligible cases include all mothers that delivered 
newborns with >=37 weeks of gestation completed 
(259 days gestation) and <39 weeks of gestation 
completed (273 days gestation) with EXCLUDED 
POPULATIONS removed 

 

• EXCLUDED POPULATIONS: 
– Age is < 8 yrs old or >= 65 yrs old 

– Length of stay is > 120 days 

– Enrolled in a clinical trial 

– Case has one or more of the listed ICD-9-CM codes in a 
primary or secondary field (p.119-121 of Leapfrog Survey 
Reference Book) 



Early Elective  Deliveries: Measure Numerator 

• Number of cases included in the denominator that 
delivered their newborn electively 

 

• Elective Delivery includes: 
– Medical induction of labor 

• Medical induction ICD-9-CM codes:  73.01, 73.1, 73.4 

– Cesarean section, while not in Active Labor or experiencing 
Spontaneous Rupture of Membranes 

• C-section ICD-9-CM codes:  74.0, 74.1, 74.2, 74.4, 74.99 

• Active Labor: Documentation that patient was in active labor with 
regular uterine contractions with cervical change before medical 
induction and/or cesarean section 

• Spontaneous Rupture of Membranes:  Documentation that the patient 
had spontaneous rupture of membranes (SROM) before medical 
induction and/or cesarean section 



100 Case Sampling Methodology 

• Denominator for 2011 survey: 
– Review your first delivery on January 15, 2010 

– Evaluate if this case meets the gestational age inclusion 
criteria 

– Retain this case if it does not meet any of the exclusion 
criteria (mother’s age, ICD-9-CM codes, etc.) 

– Move through your deliveries sequentially until you have 
identified 100 cases that qualify (or you reach the end of 
year) 

• Numerator for 2010 survey: 
– Number of the denominator cases that delivered their 

newborn electively 

 

 



Results from 2010 Hospital Submissions 

• Since we launched the 2011 survey on April 1, 2011, 757 

hospitals have reported on the elective deliveries measure. 

• Of those hospitals, 39% reported an elective delivery rate of 5% 

or less. This is up from only 30% of hospitals that were able to 

meet this target last year. 

• 65% of hospitals that reported in 2010 and then again in 2011 

reported a reduction in their rate of elective deliveries.  

• The national average rate has improved from 17% in 2010 to 

14% in 2011. 

• We’ve seen some impressive improvements across states as 

well…a sample of states is on next slide.. 

 

 



State Rates of Elective Delivery 

State 2010 Elective Delivery Rate 2011 Elective Delivery Rate 

Arizona 32.2% 19.5% 

California 14.7% 11.2% 

Florida 20.9% 13.2% 

Illinois 17.7% 13.7% 

Indiana 26.5% 11.3% 

Massachusetts 14% 9.6% 

Michigan 14.3% 9.2% 

New Jersey 15.7% 11.7% 

New York 22.8% 19.8% 

Ohio 14.2% 7.6% 

South Carolina 27.8% 19.4% 

Tennessee 19.0% 14.9% 



For More Information 

• For more information on The Leapfrog Group: 

www.leapfroggroup.org 

 

• For information on hospital performance on 

the Leapfrog Hospital Survey Early Elective 

Delivery measure  www.leapfroggroup.org/cp 

 

• To contact Barbara Rudolph 

brudolph@leapfroggroup.org 

 

http://www.leapfroggroup.org/
http://www.leapfroggroup.org/cp


Special Meeting  

Peter Cherouny, MD Lead Faculty 

Sue Gullo, RN, MS  Director 
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“The First Law of Improvement” 

 

   “Every system is perfectly            

designed to achieve exactly  

   the results it gets.” 

Paul Batalden 

 



                                   1-3 months ..                                                3-6 months… 

Perinatal  
Oxytocin Bundles 

Perinatal  
Trigger Tool 

Common EFM 
Language and 

Training 

Reduce 
Variation- 

Meds, Emergencies 

Implement  
Techniques 
for Effective 

Communication 

Engage  
Patients and 

Families 

Establish  
a multi- 

disciplinary  team  
training program 

Establish  
Huddles, 

Multi-disciplinary 
rounds 

Design 
Interventions 
From Trigger 
Tool findings 

Consistent  
(across disciplines)  

Credentialing 
Standards 

Collaborative 
And Supportive 

 Culture 
Vacuum Bundle 

• Effective Team with Active,  
Supportive Leadership  

• Sr. Leaders and Board Support 
of Perinatal Leadership & 
Improvement Team  
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Deep Dive 
Pre-work 

3 - 9  months……… 

12-24  months…….. 

12-36 months and beyond…… 

Patients on  
Improvement 

Teams 

Care is  
Transparent 



• Align  Unit Measures Strategies  Projects with Org  Strategy and Goals (Clinical , 

Patient, Exp. Financial  and Workforce) 

• Channel Senior Leadership Attention and Develop Unit Leadership  

• Engage Physicians  

• Build Improvement Capacity  and Provide Resources for Improvement 

• Establish a Just Culture 

• Develop a Competent Trained and Available Workforce 

• Establish Credentialing of Core Competency and Training for all Providers 

• Use ACOG/AWHONN Guidelines for Documentation and Staffing 

• Develop a Consumer  Advisory Board  

Perinatal  

Leadership 

• Execute care that meets national standards (Implement Bundles, Perinatal Core 

Processes) 

• Develop standard processes and protocols for response to obstetrical emergency  

• Design care process improvement based on trigger tool analysis, event detection, 

sentinel event 

• Standardize administration of high alert medications – oxytocin, magnesium sulfate, 

epidurals 

• Create an environment that Supports  Care and Healing 

• Consider segments of population and design reliable and appropriate processes for 

specific needs and characteristics of this segment of the population 

Reliable 

 Design / Reduce 

Variation 

• Adopt common language and interpretation of EFM with multi-disciplinary training 

i.e NICHD criteria  

• Implement techniques for effective communication i.e. SBAR 

• Establish  reliable techniques for handoffs 

• Establish Team Response Protocols 

• Implement Huddles 

• Design Simulations 

Effective  

Peer  

Teamwork 

• Design processes to support partnership in care between provider and patient and 

family 

• Develop with patient a customized  interdisciplinary shared care plan 

• Design care process improvement based on information obtained about patient 

experience (interviews, assessments, focus groups, surveys)   

• Include patients and families on design and improvement teams  

• Communicate openly and honestly with family and patients at regular intervals  

• Do what you say, mean what you do  

Respectful 

Patient 

 Partnership  

Reduce harm to 

5 or less per 100 

live births 

 

Zero incidence of 

elective 

deliveries prior 

to confirmation 

of fetal maturity 

 

Augmentation 

Bundle(s) 

Composite or 

Compliance 

greater than 90%  

 

Improve 

organizational 

culture of safety 

survey scores in 

Perinatal units 

by 25%  

 

100% of 

participating 

teams will have 

documentation 

of Patient & 

Family Centered 

Care 

Perinatal Community:  

Reducing Harm,  

Improving Care, 

 Supporting Healing 
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Perinatal Care Measurement Strategy  
Required  Measures Optional Measures 

Annual /  
Bi-annual 
Structure 

Assessments 

Monthly 

Outcome & Structure  
Measures 

Initial 
Weekly or Monthly 

Process Measures 

Advanced 

Weekly or Monthly 

Outcome and Process 
Measures 

Outcome, Balance 
or Process 

Measures 

Oxytocin Deep Dive* 

Perinatal 
Harm* 

Augmentation Bundle 
Composite and  

Compliance* (Oxytocin) 

Vacuum Bundle 
Composite/Compliance* 

Transfer to Higher 
Level of Care (A) (B)  

Time Between 

Elective Deliveries 

39 wks 

Elective Induction Bundle 
Composite and 
Compliance* 

(Oxytocin) 

Advanced  
Augmentation 

Bundle  Composite 
/Compliance* 

Patient and Family 

Satisfaction 

Culture of 
Safety Survey 

Documentation 
Reliability 

(Infant/Mother)* 

Elective Delivery Rate prior 
to 39 completed weeks 

gestation 

(TJC  PC.01 ) 

Augmentation 

Induction Monthly Bundle 
Compliance  (Oxytocin) 

Advanced  

Elective Induction Bundle 
Composite /Compliance* 

Time Between 
(Decision - Incision) 

Prophylactic Antibiotic 
in C-section 

Labor Deep Dive*  

Cesarean rate for low-risk 
first birth women 

(TJC PC.02) Elective Induction Monthly 
Bundle Compliance 

(Oxytocin) 

Advanced  
Indicated Induction 

Bundle Composite 
/Compliance* 

Birth trauma rate 
measures (NQF) 

Incidence of 
episiotomy (NQF)  

Patient and Family 

Centered Care 

Gestational Age 
Reliability (Test 

Measure) 

http://www.ihi.org/knowledge/Knowledge Center Assets/Tools - IHIGlobalTriggerToolforMeasuringAdverseEvents_df8a18b6-52cc-4674-8258-030941832115/IHIGlobalTriggerToolWhitePaper2009.pdf
http://www.ihi.org/knowledge/Knowledge Center Assets/Tools - IHIGlobalTriggerToolforMeasuringAdverseEvents_df8a18b6-52cc-4674-8258-030941832115/IHIGlobalTriggerToolWhitePaper2009.pdf
http://app.ihi.org/extranetng/content/fdb3913c-db0f-481f-9553-1ee7ed523088/be575206-1c61-4d6c-8eb3-c56fb3d60b1c/Augmentation Composite Data Collection Tool.Update 8.09.docx
http://app.ihi.org/extranetng/content/fdb3913c-db0f-481f-9553-1ee7ed523088/410135e4-d9f8-4f08-a9b0-24941882f6b0/Augmentation Compliance Tool.docx
http://app.ihi.org/extranetng/content/fdb3913c-db0f-481f-9553-1ee7ed523088/736d97f3-742f-49c8-a43a-b51e87aee963/Vacuum Bundle Composite Tool.docx
http://app.ihi.org/extranetng/content/fdb3913c-db0f-481f-9553-1ee7ed523088/4eb03e71-cc0f-4a77-bf92-9fb8e34121c8/Vacuum Bundle Compliance Tool.docx
http://app.ihi.org/extranetng/content/fdb3913c-db0f-481f-9553-1ee7ed523088/62bf5ca1-24b5-4688-81f4-d571e96272a3/Elective Induction CompositeTool (2).docx
http://app.ihi.org/extranetng/content/fdb3913c-db0f-481f-9553-1ee7ed523088/83973356-b1c7-447c-ac83-c9447a43b747/Elective Induction Compliance Tool.docx
http://app.ihi.org/extranetng/content/fdb3913c-db0f-481f-9553-1ee7ed523088/866e5d16-6f3f-40b0-adf2-a3d9bdaf3084/Advanced Augmentation Composite Data Collection Tool 11 10.docx
http://app.ihi.org/extranetng/content/fdb3913c-db0f-481f-9553-1ee7ed523088/7b818317-0809-418d-993d-7ae61ef6c255/Advanced Augmentation Compliance Data Collection Tool 11 10.docx
http://www.ahrq.gov/qual/patientsafetyculture/hospsurvindex.htm
http://www.ahrq.gov/qual/patientsafetyculture/hospsurvindex.htm
http://app.ihi.org/extranetng/content/fdb3913c-db0f-481f-9553-1ee7ed523088/9f105983-2c91-44e3-9a4c-74d78b2b7306/Defensibility Assessment of the Infant's Medical record.doc
http://app.ihi.org/extranetng/content/fdb3913c-db0f-481f-9553-1ee7ed523088/cda05455-6385-4f6f-8d14-77d5f256bed7/Defensibility Assessment of the Mother's Medical record.doc
http://app.ihi.org/extranetng/content/fdb3913c-db0f-481f-9553-1ee7ed523088/b5b416da-38c4-4a2c-8c6e-8c1229030631/Elective Induction Composite Data Collection Tool.Update 8.09.docx
http://app.ihi.org/extranetng/content/fdb3913c-db0f-481f-9553-1ee7ed523088/f706e9de-c5ed-47d0-bf43-40333b2682a0/Advanced_Elective_Induction_Compliance_Tool[1].docx
http://app.ihi.org/extranetng/content/fdb3913c-db0f-481f-9553-1ee7ed523088/392d16d5-74cc-49d6-a9e8-62bc26aff089/Advanced Indicated Induction Bundle Composite Tool.docx
http://app.ihi.org/extranetng/content/fdb3913c-db0f-481f-9553-1ee7ed523088/5214eb31-7ce7-4d5e-9e2a-c4cded4d7327/Advanced Indicated Induction Bundle Compliance Tool.docx




Gestational Age Reliability 

Project 

Peter Cherouny, M.D. 



Gestational Age Reliability Project 

• Objectives and Goals 

─Evaluate the accuracy of gestational dating 

by historic and ultrasound measures 

─Recognize the limitations of menstrual 

dating 

─Use available data to develop tools to 

assess the accuracy of gestational dating 

at your institution 

 

 



Gestational Age Assessment 

• Accurate assessment of gestational age 

is core to what we do 

─Periviable counseling 

Days makes a difference 

─Preterm labor management 

To treat or not to treat 



Gestational Age Assessment 

• Accurate assessment of gestational age 

─Allows better assessment of fetal outcome 

by one week blocks 

─Induction protocols 

< 39 weeks 

> 41 weeks 



Gestational Age Assessment 

• Risk/benefit balance is used in the 

assessment of need for delivery 

• The “risk” part for the fetus/neonate for 

delivery is generally driven by the 

gestational age 



Gestational Age:  The Problem 

 

 

• Ask 5 people… 



Gestational Age 

• Gestational age assessment at your 

institution – is it reliable? 

 

• How do you know it is reliable? 

 

• What makes it reliable? 

 

 



Gestational Age Assessment – 

 is it reliable? 

 

• Do you have a standard for determining and 

“correcting” gestational/menstrual dating? 

• Is there consistent use of the gestational dating 

once it is established? 

• Is there frustration among patients and providers 

over dating criteria? 

• Are you assuming added risk for patients and 

babies based on an unreliable assessment of 

gestational age? 



The Data 

 

 

 Meta-analysis – Cochrane’s database 

 Relative risk for post dates with ultrasound dating 

is 0.49 

 Induction for any reason RR=0.78 

 Induction for postdates pregnancy RR=0.61 

 No increase in preterm deliveries 

Ultrasound for fetal assessment in early pregnancy (Review) ii 

Copyright © 2010 The Cochrane Collaboration. Published by JohnWiley & Sons, Ltd. 



The Data 

 

 

 Based on ovulation dates 1st and 2nd trimester 

US 

 CRL has error of around 2.1 days 

 BPD error 2.8 days 

 BPD and FL error 2.2 days 

 FL alone 3.1 days 

Persson et al. Acta Obstet Gynecol Scand 1986:481-4 



The Data 

 

 

 208 singleton IVF pregnancies 

 CRL vs IVF dates 0.9 day different EGA 

 BPD vs IVF dates 2.1 day different EGA 

 

 

 Is the ACOG criteria adequate? 

 +7 days in first trimester? 

 +10 days up to 20 weeks? 

 
K.Tunon et al. Ultrasound Obstet Gynecol 2000;15:41-6. 



Gestational Age Assessment – 

 is it reliable? 

 

• How do you know it’s reliable 

─Have you measured it? 

─Do you have a standard for 

measurement? 

─Is it consistently used? 



What is Reliability? 

• “Reliability is failure free operation over time.”            
    David Garvin  

                                      Harvard Business School 

 
• “When applied to clinical processes consider the 

viewpoint of the patient by invoking the all or none 
measure.” 

                   IHI Innovation Team 

 

 
 

 



Design Strategy for Reliability 

• Prevent Initial Failure    

 using intent and standardization 

 

• Identify failure and mitigate 

─  Redundancy function 

 

• Redesign from failure modes (identify 

critical failures and then redesign)  

 

 



Why Standardize? 

• Contributes to building an infrastructure (who does 

what, when, where, how and with what) 

• Supports training and competency testing to sustain 

the process 

• Achieve front line articulation of key processes by 

staff 

• Allows the appropriate application of evidence-based 

medicine consistently 

• Feedback about defects and application of learning to 

design is possible 

 

 



Discussion 

• Select a process for improvement. 

Assessment of gestational age 

• Are there steps in the process where… 

─ if you asked each individual assigning 

gestational age, would there be differences? 

─ this is documented in the medical record? 

 

 



Gestational Age Assessment 

Suggested gestational dating paradigm: 
 

-First day of LMP should be  

• 1) accurately known and documented  

• 2) in a patient with regular menstrual cycles (28 +4d)  

• 3) in a patient who has not recently come off hormonal 

contraception. 

 
 

 



Gestational Age Assessment 

Suggested gestational dating paradigm: 

 

• If all conditions are met 

─Gestational dating should be considered 

confirmed by an ultrasound 

if a first trimester ultrasound CRL is within 4 days of the 

menstrual dating or 

If a second trimester BPD is within 6 days 

After 20 weeks, a significant difference in ultrasound 

and menstrual dating should be viewed as a gestational 

range 
 

 



Gestational Age Assessment 

Suggested gestational dating paradigm: 

• If all conditions are not met 

─Gestational dating should be established by 

ultrasound, preferably between 6 and 10 weeks, 

by crown rump length measurements that are 

recorded for review as needed (Yolk sac or 

gestational sac measurement is not acceptable for 

accurate dating). 

─No matter how the menstrual dates correlate with 

the ultrasound dating, ultrasound dating should be 

used  
 

 



Gestational Age Assessment 

Suggested gestational dating paradigm: 
 

• It is always acceptable to use the first trimester 
ultrasound dating if performed in a quality ultrasound 
setting that includes quality review. Pregnancies 
resulting from in vitro fertilization should be dated based 
on the date of fertilization (as the ovulation date) or the 
age of the embryos in days at transfer from fertilization 
date. 

• Once established, the gestational dating should not be 
changed.  

 



Gestational Age Assessment 

EDD 
Menstrual dating U/S dating 



Gestational Age Assessment 

Suggested gestational dating paradigm: 
 

• Accurate LMP 

• Regular cycles 

• No recent hormonal contraception  All Yes 
• Ultrasound agreement 

─ within 4 d of CRL 

─ within 6 days of BPD 

 

 

• Menstrual dating confirmed and consistently used 

 



Gestational Age Assessment 

Suggested gestational dating paradigm: 
 

• Accurate LMP 

• Regular cycles 

• No recent hormonal contraception  Any No 

• Ultrasound agreement 
─ within 4 d of CRL 

─ within 6 days of BPD 

 

 

• Ultrasound dating recognized and consistently used 

 



Questions? 



Public Tool  

• Currently, Childbirth Connection and IHI 

are testing a tool to support the 

collaborative discussion between 

providers and patients in determining the 

most accurate due date. 
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44 



Thank you! 

Please address additional 

inquiries to IHI Programs to  

info@ihi.org 
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