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Abstract 

The current state of maternity care in the United States and Washington State is not meeting our population’s 

needs. Relying on traditional claims and administrative data to monitor improvement is not enough to improve 

clinical practice and stop birthing people and babies from death and injury. Understanding the processes of 

labor and delivery through clinical data is necessary to understand where changes need to be made to improve 

outcomes of care. Acknowledging the reality that births happen in a variety of settings and by including data 

captured across the spectrum of team members and health professionals who manage labor and delivery, the 

Obstetrical Care Outcomes Assessment Program (OB COAP) can transform perinatal care in all delivery settings 

through inclusion, transparency, and accountability.  

This three-part series of white papers is directed to all who receive, pay for, and administer obstetrical care. This 

series will outline why clinical data is necessary and how OB COAP can partner with the audience to improve 

birth outcomes. 

I. Quality Improvement in the Delivery of Maternity Care will give an overview of the current state of 

obstetrics care in our region, review the data from which we understand the current state, and 

introduce the Care Outcomes Assessment Programs (COAP) from Cardiac to Obstetrics care and the 

impact on our region’s health.   

II. Social Determinants of Health and Equity will highlight the current state of health disparities in 

maternal care across race, ethnicity, education level, income, geographic location, and OB COAP’s ability 

to use timely clinical data to identify and respond.  

III. Creating Sustainable, Person-Centered Improvement Processes will describe the data infrastructure 

with clinical data feedback, financial models needed to support these processes, action steps for each 

sector, and the need for patient-reported outcomes. 
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Part I: Quality Improvement in the Delivery of Maternity Care 
 

Profiling American Perinatal Care: From National to Local 

Perinatal care is failing birthing people and their babies. The United States has a much higher maternal mortality 

rate than other economically comparable countries. This rate has grown throughout the COVID-19 pandemic.1  

Maternal mortality rates rose in 2020 compared to 2018-19 and clinical levels of depression increased from 11% 

pre-pandemic to 36% in 2020.1,2,3 Cesarean births, commonly referred to as C-sections, while potentially life-

saving, are an invasive surgery that can result in maternal complications and/or death. C-section rates are higher 

in the United States at 32% of births than in many other countries that range 4% to 44%.4,5,6 C-section may be 

unnecessarily used (overuse) while services such as screening for and treating perinatal depression and anxiety 

may not be used when indicated (underuse), often leading to life-long complications.7 

Action Step: Read and share how rising mortality is profiled in New York Times, Wall Street Journal, and 

by National Public Radio.  

Outcomes stratified by race show unequal morbidity and mortality burden especially for black and American 

Indian/Alaska Native populations. 1,8  Part II of this series will outline disparities, social determinants of health, 

and OB COAP’s added value in identifying and intervening in disparate outcomes. Severe maternal morbidity, 

defined as life-threatening complications related to birth, are also common, occurring in 1.5% of births (see 

image below).8 Similar to mortality rates, morbidities are much more common among black than white women. 

Most of these deaths, and injuries, are believed to be preventable through changes in clinical care and in the 

perinatal social environment.9 

For every 10,000 American live births…10,11  

Each figure represents 100 birthing people 
 

 

 

 

 

 

 

   2.4 women die 
 
    1,500 women 
experience a severe 
maternal morbidity 

Birth in Washington State 

Washington state’s birthing population is similar to the birthing population nationally (see comparison 

below).12,13  While both c-section and mortality rates are lower than national rates, both are higher than 

comparable countries. A robust but informal Maternal Mortality Review Process reviews each maternal death 

but has yet to effectively reduce mortality rates or reduce disparities within communities of color and those with 

socioeconomic and other challenges.14 Data alone are not enough to change practice and improve population 

health. A collaborative community, feedback to individual delivery sites and individual clinicians, and support for 

site-level internal quality improvement are needed. 

  

  

Birth Nationwide 

3.6 million babies born every year 

Fertility rate: 560 per 10,000 women 15-44 years 

C-section rate: 3,200 per 10,000 

Maternal mortality rate: 2.4 deaths per 10,000  

 

Birth in Washington State 

85,000 babies born every year 

Fertility rate: 540 per 10,000 women 15-44 years 

C-section rate: 2,500 per 10,000 

Maternal mortality rate: 0.9 per 10,000 

https://www.nytimes.com/2022/02/23/health/maternal-deaths-pandemic.html
https://www.wsj.com/articles/maternal-deaths-rose-during-covid-19-pandemics-first-year-11645650817
https://www.npr.org/2022/02/24/1082736145/maternal-deaths-in-the-u-s-rose-in-the-first-year-of-the-pandemic-cdc-report-say
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Understanding Health Care Data 

Birthing people need a health care delivery system built upon health data infrastructure that partners with 

patients and health professionals to meet needs, improve care, and build a healthier next generation. To 

understand how to effectively reduce maternal morbidity and mortality, we must understand what happens to 

cause injury or death. Each delivery event generates multiple types of health care data including claims or 

administrative data, birth certificate data, and data in the medical record or clinical data. See below for detail on 

how these three types of data compare and how they are used in quality improvement and research. 

 Claims or Administrative 
Data 

Clinical Data15 Birth certificate data11 

What we can 
see 

Procedure(s) done  
Amount charged 

Demographics, diagnoses, granular 
clinical details such as cervical dilation, 
procedural details such as time and 
technique, lab results, and written 
observations 
Roles and accountability 

Birth outcome, age and race of 
gestational parent, limited 
diagnoses, method of birth, 
period of gestation, 
birthweight, and parity 

Source Information submitted by 
a health professional, 
care team, or delivery site 
to a health plan 

Medical record Submitted by delivery site to 
Department of Health  

Use Reimbursement Tool for health professionals and 
delivery sites to manage an episode of 
care or condition to improve health 

Collected for all births, as 
mandated by state and Federal 
law 

How to Access Claims databases 
From health plans 

From a delivery site 
From aggregated registry 

State Departments of Health 

 

Action Step: See birth data dashboards at the Washington State Department of Health here. 

Clinical data, information taken from a medical or health record, is needed to understand what happened during 

a clinical episode and make changes necessary to improve processes of care that lead to outcomes. 

Administrative data cannot be used to understand processes of care and make clinical changes for 

improvement. See image below for information on how data flows from a delivery event. 

 
 

 

 

 

 

Administrative data can also be incorrect.16 A study on cesarean sections found that using ICD-10 codes was only 

accurate in 12.6% of cases for the outcome being studied and was therefore not reliable.17 Administrative data, 

reflecting what gets paid for rather than what happened, is unable to tell health professionals or care teams that 

a patient was not treated for acute severe hypertension within an hour of diagnosis or how much time in active 

labor was allowed prior to a c-section.15 Stratification by socioeconomic factors, race, ethnicity, social 

determinants of health, risk factors, and detailed process measures are essential to identifying and addressing 

inequities. While administrative data lacks this granularity and specificity, clinical data can be used to target 

opportunities for change and establish benchmarks for understanding where change can and should occur. 

Delivery Event 

Code 59400 Vaginal or 59510 Cesarean delivery Health Plan 

Site Medical Record 

Diagnoses, patient and procedure details, labs, 

written observations 

Department of Health 
Forms from parent(s) 

Child name, period of gestation 

Birth 

Certificate 

OB COAP 
Benchmarks, Reporting, 

Quality Improvement 

Initiatives 

https://doh.wa.gov/data-statistical-reports/washington-tracking-network-wtn/birth-outcomes
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Application of Care Outcomes Assessment Programs to Health Care Improvement  

The Foundation for Health Care Quality’s Care Outcomes Assessment Programs (COAPs) use clinical data from 

medical records to compare processes of care and build collaboration across health professionals, health care 

disciplines, delivery sites, and systems. Obstetrical COAP (OB COAP) is built on this framework and has grown  

from a pilot project in 2010 to a program currently collecting data from almost a third of deliveries in the state. 

The program is modeled after Cardiac COAP, which has been part of clinical care in Washington state since the 

late 1990s in response to growing demand for accountability and a desire to improve care across institutions 

rather than only within centers of excellence.18,19,20  When applied to cardiac care, COAP’s framework for 

improvement has resulted in measurable and meaningful improvement in processes of care such as reducing 

blood transfusions and faster removal of assisted ventilation devices, both of which can have a detrimental 

impact on a person’s life, long after cardiac surgery. Cardiac COAP has lowered intra and post-operative blood 

transfusion from 43% to 24% and increased early extubation (i.e., post-operative ventilation time of less than six 

hours) from 42% to 71% in coronary artery bypass surgery.21 These successes show that the COAP framework 

improves processes of care that matter to patients across hospitals. 

Maintaining the crucial COAP tenet of collaboration, OB COAP members represent births occurring in large 

urban hospitals, regional referral centers, small rural hospitals, and in homes and freestanding birth centers. OB 

COAP recognizes the importance of including data from all birth settings and health professionals from across 

the care spectrum. These comparative data are critical to understanding and improving care and birth outcomes 

regardless of where a childbearing person chooses to give birth.22 Similarly, having representation from all 

maternity care professional types (i.e., obstetricians, family practice physicians, maternal fetal medicine 

specialists, hospital-based and community-based midwives, hospitalists, and nurses) in the quality improvement 

conversation is essential to patient safety, shared learning, and an integrated and effective system of care.22 OB 

COAP quality improvement successes include: 

• An increase in collection of cord gases from ~33% to over 60% across participating sites following a 

targeted educational effort to increase awareness of why, when, and how to collect.  

• A three-fold increase in the rate of timely treatment of acute severe hypertension intrapartum or 

postpartum at one of OB COAP’s largest participating sites.  

• Identification of significantly higher rates of 3rd and 4th degree lacerations following vaginal birth among 

Asian patients resulting in targeted and ongoing improvement efforts. 

Participants have reported benefiting from: 

• Improvements in patient charting and documentation 

• Increased reimbursement by comparing clinical documentation to coding 

• Examination of metrics by health care professional, type, and role which allows for accurate attribution 

of outcomes and significant improvement in health care professional confidence in reports 

OB COAP improves patient care in partnership with member delivery sites and health professionals, allowing 

collaboration and transparency to replace competition and siloed efforts, and increases the health of birthing 

parents and their babies.  

Action Step: Learn more on the OB COAP website about partnering to improve care for pregnant people  

and babies, ensure your hospital is a member, and read Part II: Social Determinants of Health and 

Equity.  

 

https://www.qualityhealth.org/obcoap/
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Part II: Social Determinants of Health and Equity 

Disparities in Obstetrical Health and Care 

While maternity care in America is indeed failing our population health needs broadly, minoritized groups 

experience a disproportionate share of morbidity and mortality. For every non-Hispanic white birthing person 

who dies, three to four non-Hispanic black birthing people  die and almost two and a half American Indian/Alaska 

native birthing people die, as illustrated below.23

i Nationally and internationally, a maternal death is traditionally defined as one within 42 days of the end of 

pregnancy from any cause related to or made worse by pregnancy or pregnancy management not including 

accidents.24 Washington State extends this definition to include a death within 12 months. Racial and ethnic 

disparities in these statistics may be larger than reported. However, much population health-level data relies on 

sources in which information on race, ethnicity, and other demographics is missing, does not use federally defined 

categories, or has uncertainty in accuracy due to collection issues.25  

For every 1 
non-Hispanic 
white pregnant 
person who 
dies… 
 

 

3 to 4 non-Hispanic black pregnant people die How are these women dying?26 
 

 

• More than 33% from 
cardiovascular complications 

• 12% from infection  

• 11% hemorrhage 
2.3 American Indian/Alaska Native pregnant 
people die 

 

Among all birthing people, cardiovascular complications are the leading cause of maternal deaths, followed by 

infection, and hemorrhage. Among non-Hispanic black pregnant people, cardiovascular complications (including 

eclampsia, preeclampsia, postpartum cardiomyopathy) are each five times higher than for white pregnant 

people.27 

Action Step: Ask if you can stratify your patients’ processes of care and outcomes by race and ethnicity. 

Aside from race, having pre-pregnancy hypertension, diabetes, self-reported poor or fair health, or a BMI ≥30; 

being over 40; and not having completed high school or received a GED are all associated with increased risk of 

perinatal mortality.28 Pre-pregnancy hypertension, diabetes, and a BMI ≥30 have also been associated with severe 

maternal morbidity along with excessive gestational weight gain, being over 35, having  less than a college 

education, and being covered by public insurance.29 Further, pre-pregnancy complications are increasing among 

the American birthing population as is the age of a person’s first pregnancy, resulting in more high-risk 

pregnancies.30  

  

 
i Race in health data (as defined by the Federal Office of Management and Budget) is most often broken down into five categories: American Indian or Alaska Native, Asian, Black 
or African American, Native Hawaiian or Other Pacific Islander, and White.i Ethnicity, which overlays on top of race, is most often broken down into two categories, Hispanic and 
non-Hispanic; Hispanic referring to those who can track ancestry from “Cuban, Mexican, Puerto Rican, South or Central American, or other Spanish culture or origin regardless of 
race.”i State governments can expand these categories, Asian can be broken into: Asian Indian, Chinese, Filipino, Japanese, Korean, Vietnamese, or Other Asian, but categories 
must be able to be collapsed into the five primary groups. 
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Drivers of Disparities 

Poor perinatal outcomes stem from higher rates of predisposing medical conditions, such as obesity and 

hypertension, that are exacerbated by poor clinical experiences (e.g., prenatal care, labor and delivery 

management, postpartum follow-up) and the social environment around the birthing person.31 Those living in 

rural areas also have a significantly higher mortality and morbidity rate compared to those giving birth in urban 

areas due to differences in clinical care and social environment.32,33 Those who visually present as people of 

color often experience worse quality of care in a clinical encounter due to both implicit (unknown to the person) 

and explicit bias and stereotyping.34 Day-to-day experiences build on historic injustices, especially around 

reproductive autonomy.35,36 Black newborns experience twice the newborn mortality rate when compared to 

white newborns.37 When black newborns are cared for by a physician who is also black, this mortality rate is 

halved, indicating clinician-specific influence on mortality.38 

In her essay on almost dying from a blood clot after giving birth, athlete and activist Serena Williams says, “Giving 

birth to my baby, it turned out, was a test for how loud and how often I would have to call out before I was finally 

heard… Being heard and appropriately treated was the difference between life or death for me; I know those 

statistics would be different if the medical establishment listened to every black woman’s experience.” Read here. 

Action Step: Take an implicit bias test. 

The social determinants of health are “the conditions in which people are born, grow, work, live, and age, and 

the wider set of forces and systems shaping the conditions of daily life.”39 

While clinical care does increase overall health and length of life through 

preventing, diagnosing, managing, and treating conditions and diseases, 

the social determinants contribute to a much larger proportion of a 

person’s overall modifiable quality and length of life than clinical care, 50% 

compared to about 20%.40,41 Homelessness or housing insecurity during 

pregnancy is associated with twice the odds of pregnancy complications 

such as hemorrhage or preterm labor even when adjusted for co-occurring 

alcohol, opioid, and non-opioid drug use.42  

Individual screening for social risk helps target social services, inform care 

planning, discharge planning, and address a person’s complex needs, as 

well as inform the needs of a community overall. The American Academy of 

Family Physicians, the National Association of Community Health Centers, 

and the American Academy of Pediatrics all recommend screening in a 

clinical setting to identify and intervene in an individual’s social risk.43,44 

Despite this emphasis on screening, a 2017 national survey reported that only 25% of hospitals screened for five 

common social determinants of health.21  

In addition to a higher likelihood of poor clinical encounters, a cumulative lifetime of stressful experiences and 

racially charged microaggressions has been implicated in higher non-Hispanic black maternal and infant 

mortality. Called weathering, the cumulative stress or allostatic load from continuous systematic and 

individualized racism is thought to accelerate a person’s physiological aging, increasing risk of morbidity and 

mortality, especially during the physiologically stressful experience of pregnancy.45,46 Additionally, non-Hispanic 

black people are more likely to live in neighborhoods of concentrated poverty, a factor that alone increases the 

risk of preterm delivery for all racial groups.47,48 

Action Step: Ask if your delivery site is collecting information about patient housing and food security, 

transportation access, and experience of domestic violence, and can offer same-day resources.  

https://www.elle.com/life-love/a39586444/how-serena-williams-saved-her-own-life/
https://implicit.harvard.edu/implicit/selectatest.html
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OB COAP Opportunities 

OB COAP allows delivery sites and clinicians to look at birthing people as individuals, identify who is most at risk 

for complications, and conduct interventions for individuals and for marginalized populations that are more 

likely to experience poor outcomes. While community-level data are only 48% accurate in predicting an 

individual’s social need,49 the OB COAP database captures whether a person has been screened for housing and 

food insecurity, lack of transportation, preferred language, and experience of domestic violence. These person-

specific, clinical data can assist delivery sites in building pathways for intervening and connecting birthing people 

to resources, benchmark a community standard of care, and hold organizations and communities accountable. 

Clinical data can stratify outcomes by race, ethnicity, and insurance provider. Interventions can target 

improvement towards poorer performing health professionals, medical groups, or delivery sites. 

Examination of maternal and newborn metrics by race and ethnicity demonstrates disparity across groups in 

almost every instance. However, further stratification by layering on payer information illustrates even more 

dramatic inequities. The ability to identify the specific populations most at risk allows for development of 

targeted strategies for change. 

Health professional-level 

variation in practice and 

outcomes can easily be 

buried within aggregate 

reporting methodologies. OB 

COAP’s data includes specific 

health professional 

identification as well as role 

(i.e., prenatal care, 

admission, labor 

management, delivery). 

Identifying the role an outlier 

has played in the birth trajectory is critical to focused and appropriate implementation of interventions. 

OB COAP also allows collection of information on emerging or untested interventions such as the increased use 

of telemedicine in prenatal care and the impact of having a doula present during labor and delivery. 

Understanding impact, both intended and unintended, of these practices on both the childbearing person and 

the newborn is essential to determining efficacy and to ensure that the most vulnerable populations benefit and 

do not experience additional harm. 

Action Step: Ensure your planned birthing location or maternity care practice group is a member of OB 

COAP and using reports stratified by race, ethnicity, and payor to identify internal trends benchmarked 

against OB COAP-wide trends and are part of the multidisciplinary learning collaborative and read part 

III: Creating Sustainable, Person-Centered Improvement Processes.  
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Part III: Creating Sustainable, Person-Centered Improvement Processes 

Data Infrastructure and Feedback 

OB COAP meaningfully and sustainably improves patient care and experience in partnership with member delivery 

sites and clinicians by providing the right data, precise reporting, and actionable analytics. A continuous data 

feedback loop informs program-wide and delivery system specific improvement and understanding of intended 

and unintended impacts of initiatives. OB COAP improves care across birth settings by serving as an external 

resource due to variation in site-level resourcing, staff expertise, and administrative support to evaluate and 

improve care. 

OB COAP provides the right data: timely, accurate data that thoroughly describes the course of labor and birth 

(e.g., whether a patient admitted in spontaneous labor attempts a vaginal birth or is taken directly to cesarean 

section). Clinical data reflects details documented in a medical record and accurately reflects clinical actions 

compared to administrative claims or coding data used to optimize payment.  

OB COAP provides precise reporting at the system, site, practitioner, and pregnant person level that attributes 

care appropriately and sets benchmarks for performance. Quality improvement requires engagement by 

clinicians at the bedside and their confidence that information is accurate and reflective of the full patient care 

trajectory. Labor and delivery are managed by a variety of practitioners with variation in scope of practice (e.g., 

manage labor but transfer care to another clinician if an operative delivery is required) which causes C-section 

rate from administrative to inaccurately be zero even the provider who managed labor contributed to the need 

for a C-section. Similarly, practitioners performing operative deliveries following labor management by another 

practitioner will have inaccurate higher operative delivery rates. Further, as many people labor over several 

days, multiple health care providers can manage the labor of one person, another factor lost in administrative 

data.  Accounting for consultation, call, and coverage by knowing who admitted the patient, who provided most 

of the labor management, and who performed the delivery allows for appropriate attribution of outcomes and 

for change management initiatives to occur if needed.  

OB COAP provides actionable analytics including stratification of metrics including by race and ethnicity, 

socioeconomic factors, type of practitioner, existence of certain practices (e.g., Team Birth huddles, support 

from doulas), and timeline of care (e.g., length of second stage of labor). This allows for analysis and 

understanding of where clinical processes result in poor outcomes and where a person’s underlying social 

deprivation may be contributing to poor outcomes. Early research indicates that adjusting for a person’s social 

risk may be more equitable in adjusting payment within a value-based reimbursement context than other 

patient-level factors due to having a higher impact on outcomes.50 Social needs and social deprivation are 

especially impactful on perinatal outcomes. Stratifying process and outcome metrics is how Washington State 

can effectively develop improvement initiatives and see impact.  

 

 

  

Use Case: Improvement in Timely Treatment of Acute Severe Hypertension  

Episodes of intra or post-partum acute severe hypertension must be treated within 60 minutes of diagnosis. 

After OB COAP began reporting this process metric, Hospital A was able to see their comparatively low 

hypertension treatment rates and initiated an intervention of providing individual reports to clinicians 

responsible for labor management. After the intervention, Hospital A went from less than 30% cases treated 

per guidelines to almost 80%, which has been maintained to the present.  
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Patient Engagement and Outcomes 

OB COAP is working to incorporate patient-reported outcome and experience metrics. While the patient is often 

framed as being at the heart of care, this is often not true in health care data. For patient-centered care to be 

actualized, patient engagement and perspective must be actively sought, incorporated, and acted upon. Patient 

reported outcomes depict an individual’s input on health status (e.g., pain), condition, or behavior (e.g., 

screening for depression).51,52 Results come directly from the individual who received an intervention without 

clinical interpretation.2 Tools include patient reported outcome measures (PROM) and patient reported 

experience measures (PREM), both of which provide valuable information to positively address health outcomes 

of birthing people and babies.2,3 Similar to a patient’s social need data, patient reported outcomes are better 

able to support equitable value-based reimbursement than many other types of patient-specific information.4  

Many organizations have developed evidence-informed patient reported outcomes tools (e.g., the International 

Consortium for Health Outcomes Measurement core set of patient-centered outcome measures for pregnancy 

and childbirth) or have developed processes to gather patient input to change clinical practice.53 Community-

based participatory research and Experience-Based Co-Design both involve those with lived experience as a 

patient in a clinical service to inform the process of improvement through research, questionnaire development, 

or quality improvement initiative design.54 The Giving Voice to Mothers Study is often used as a reference by 

birthing sites to more fully understand mistreatment during perinatal care.55 In the study, people of color, of low 

socioeconomic status, those aged 24 and younger, and/or those who gave birth in a hospital were more likely to 

experience mistreatment.6 Several new patient-designed indicators of mistreatment, (e.g., being ignored) were 

developed for broad use. Experience-Based Co-Design adds the perspective of family and staff and the video 

interview capture of positive and negative experiences. Staff, patients, and family, watch the videos, discuss, 

and work in partnership to co-design quality improvement solutions. These processes can result in care 

workflows with a higher likelihood of positive outcomes by involving all the voices of those impacted.  

Smooth Transitions, a program housed at the Foundation for Health Care Quality, improves quality of care for 

families choosing to give birth at home or in a freestanding birth center whose plans change, resulting in a 

transition to the hospital for labor management and delivery or postpartum care for themselves or the 

newborn. While adverse outcome rates are low for planned community births overall, transitioning to a higher 

level of care can be stressful to those involved, which in and of itself can increase the potential for poor 

outcomes.56,57,58 Smooth Transitions collects patient reported outcome data through patient surveys and 

information from receiving clinician(s), nursing staff, emergency medical services (if used), and the transferring 

midwife. Data informs quality improvement initiatives as deficits in collaboration or processes are discovered, 

which increases  patient safety and satisfaction with care. 

 

 

 

Action Item: Read the Giving Voices to Mothers study here. 

 Action Item: Advocate for your delivery site to join Smooth Transitions.  

  

From a clinician at a participating hospital: “…the healthy relationship I have with the patient’s midwives 

helped this patient have an optimal outcome. The midwife continued to be bedside and help with discussion of 

care options which lead to an uncomplicated non-instrumented vaginal delivery.” 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6558766/
https://www.qualityhealth.org/smoothtransitions/
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Seeing the Forest and the Trees 

Population health trends are driven by individual delivery system workflows and culture and within those, 

individual clinician decisions. OB COAP is an efficient mechanism to bring together multidisciplinary clinical 

leaders to drive evidence-informed processes of care that benefit people, clinicians, health care purchasers, and 

health plans. High-quality clinical and social care for birthing people is not only ethical, but also represents great 

potential for downstream cost savings through reduced health service utilization. 

The Michigan Collaborative Quality Initiative, housed at the University of Michigan and funded by Blue Cross 

Blue Shield of Michigan, is focused on 23 health services using clinical data to drive collaborative quality 

improvement, including an obstetrics initiative directed at patients delivering for the first time who are carrying 

a single, head-down, more than 37-week gestation (i.e., at term) baby. 59 The initiatives have seen consistent 

cost savings and improved quality outcomes.60 The Cardiac Care Outcomes Assessment Program, a similar 

quality improvement entity of which all delivery sites that perform cardiac intervention (PCI and CABG) in 

Washington State are members, has demonstrated long-term cost savings.61 A retrospective cohort study 

comparing downstream Medicare administrative and claims data for patients who received cardiac intervention 

in Washington State to a random sample of those who received cardiac intervention in other states, found total 

five-year downstream costs to be almost $4,000 lower (95% CI = $1,794 to $5,741), adjusting for demographic 

and comorbidity. Similar impacts of a clinical data quality improvement collaborative have been seen in Virginia 

on patients with acute myocardial infarction and heart failure.62 

Investing in quality improvement for labor and delivery has the potential to reduce downstream costs for the 

birthing person and for the child(ren) born, as has been demonstrated through the Cardiac COAP program and in 

Michigan and Virginia.63 The Commonwealth Fund projects total cost, medical and nonmedical, from maternal 

morbidity on the child(ren) until age five to be 32.3 billion dollars.64 For the child(ren), the most costly 

complications are preterm birth, developmental disorders, and respiratory distress; for the birthing person, lost 

productivity, having a C-section, and increasing hospital length of stay are the most costly.13 Perinatal vascular, 

metabolic, or  inflammatory complications are linked to increased risk of vascular disease over a lifetime.65 

However, long term outcomes for pregnant people and their babies are lacking. While claims and administrative 

data are helpful in informing cost implications of interventions and are easily tracked over time through multiple 

payors, clinical data are needed to change practice and to monitor improvements in the processes of care that 

lead to these cost savings. Potential next steps will be to link OB COAP clinical data with claims data, including 

that from Medicaid, for up to five years following birth.  

This three-part series of white papers outlines why clinical data are necessary for monitoring and improving 

obstetrical care and how OB COAP can transform perinatal care in all delivery settings through inclusion, 

transparency, and accountability. This model of quality improvement replaces competition and siloed efforts 

with collaboration and transparency, improving the health of birthing parents and babies. The series gives an 

overview of the current state of obstetrics care in our region, reviewing the current state of perinatal care and 

outcomes in Part I, outlining the impact of social determinants of health in Part II, and the creation of a 

sustainable, person-centered improvement process in Part III.  Clinical data, transparency, inclusion, mutual 

support, and mutual accountability taking place within a neutral, unbiased framework, are proven to increase 

quality and outcomes of care and best obstetrical practice.   

 

Action Item: Join and be an active participant in OB COAP.   

 

 

 

 

https://www.qualityhealth.org/obcoap/
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