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Every week, hundreds of babies are born too soon  
in Texas. They spend the first weeks of their lives  
in neonatal intensive care units, lying in an incu-

bator instead of their parents’ arms. Some babies will be the 
most high-risk, medically complex and expensive patients 
a hospital will treat. Tragically, not all of them will make it 
home; prematurity is the leading cause of neonatal death. 
Those who do survive may face longer-term problems, such 
as cerebral palsy, intellectual disabilities, visual and hearing 
impairments, and learning difficulties.
 The Institute of Medicine estimates the rate of preterm 
births in the United States costs society at least $26 billion 
a year. The emotional cost for families dwarfs that. Hospitals 
also bear the burden because these tiny patients drive up 
huge health care expenses before they take their first trip 
home. While only 6 percent of Texas Medicaid-funded new-
borns stay in a NICU, those infants consume 66 percent of a 
hospital’s newborn care expenditure. This creates a steep cost 
curve for obstetrical units to manage, a curve that only gets 
steeper as the cost of infant care grows at more than double 
the rate of maternal hospital care. 
 This situation needn’t be inevitable, however. Texas hospi-
tals have made great advances in achieving high-quality, safe 
and cost-effective perinatal care – care that will help reduce 
preterm births, improve outcomes for newborns and get 
those babies home to their cribs as soon as possible.

From Pregnancy through Delivery  
and Beyond, Texas Hospitals 

Provide Quality Infant Care
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Eliminating Elective  
Early Deliveries
Despite strong evidence that critical fetal 
growth occurs in the last few weeks of preg-
nancy, elective early deliveries are on the rise. 
Yet countering local physician practice and 
resisting patients wanting to schedule the 
end of their pregnancies is like trying to turn 
a ship in a tailwind.
 It can be done, however. Less than two 
years ago, University Medical Center of 
El Paso found that 27 percent of its babies 
had been born via an elective induction or 
cesarean section before 39 weeks gestation. 
Hospital leaders were aware of research 
showing the implications of preterm birth: 
increased rates of NICU admissions, respira-
tory distress syndrome and feeding problems, 
among other complications. More concretely, 
they could see these risks becoming reality in 
their own labor and delivery unit. 
 In January 2011, UMC joined a national 
collaboration sponsored by the March of 
Dimes to address the problem of medically 
unnecessary deliveries before 39 weeks ges-
tational age. Each hospital in the 26-strong 
collaboration tested a toolkit designed to 
help bring down elective preterm deliveries. 
This evidence-based toolkit, titled Elimina-
tion of Non-medically Indicated (Elective) 
Deliveries before 39 Weeks Gestational Age, 
lays out the case for reducing elective early 
deliveries and spells out the ways in which 
hospitals can make concrete change. Each 
month, the March of Dimes hosted a confer-
ence call with all 26 participants to discuss 
their progress. 
 “I was surprised by the stark similarities 
in our experiences,” said Annie Perez, Ph.D., 
UMC director of women’s health and prena-
tal services. “We all had similar concerns and 
shared the same obstacles in implementing 
the program.”
 The toolkit team collected baseline data, 
hosted a physician grand round, standard-
ized the way in which pregnancies were 
dated, and then changed hospital policies. Six 
months after the start of the pilot, hospital 
leaders implemented a hard stop on elective 
inductions. 
 “That made a big difference in compli-
ance among the last few holdout physicians,” 
Perez said.

 In October 2011, the Texas Medicaid 
program stopped reimbursing hospitals 
for both the physician delivery fee and the 
hospital newborn care costs of non-medically 
indicated deliveries prior to 39 weeks gesta-
tion. UMC’s implementation of the toolkit 
gave the hospital the momentum it needed 
to comply with the new Medicaid guidelines.  
 Today, the hospital boasts a zero percent 
rate for non-medically indicated inductions 
and C-sections before the 39th week of gesta-
tion. Given that UMC also delivers one-third 

of all babies born in El Paso, a success rate 
like this promises to have a sweeping and 
long-lasting effect on the community.

Sustaining Safety Success
Inspired by the Institute of Medicine’s 
transformational approach to patient safety, 
the Seton Healthcare Family resolved to 
eliminate preventable perinatal deaths. The 
Central Texas-based system began by exam-

Continued on page 21

Lakshmy Vaidyanathan, m.D., leads a newborn resuscitation simulation at the University medical center at brackenridge neonatal 
intensive care unit. pictured left to right are Vaidyanathan; Yun Kim, m.D.; and Nathan rylander, m.D.

Educational Posters 
Coming Soon
The Texas Center for Quality & Patient 
Safety, a member of the Texas Hospital 
Association family of companies, 
supports the March of Dimes’ focus on 
quality improvement initiatives aimed at 
preventing premature birth. As a way to 
increase awareness of this important issue, 
TCQPS has partnered with the March of 
Dimes and will be providing educational 
posters to all Texas hospitals in late 
October. Keep an eye on your mailbox, and 
go to www.texashospitalquality.org for 
additional tools and resources.
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Establishing Standards    
and Best Practices
Last year, the Texas Legislature mandated the creation of a Neonatal 
Intensive Care Unit Council. It has been charged with developing 
operating standards for Texas’ NICUs, an accreditation process for 
Medicaid reimbursement, and recommendations for best practices 
in lowering NICU admissions. The council’s main focus to date has 
been on how perinatal patients in Texas are matched with the most 
risk-appropriate care. 

In early 2012, and in support of the council’s work, the Texas Depart-
ment of State Health Services surveyed providers of both neonatal 
care and obstetric care. In a preliminary report to the council, the 
surveyors found there were some differences between how some 
neonatal care providers reported their level-of-care designation and 
what an evidence-based designation might suggest.

To make proposals for NICU standards, the council will combine the 
survey results with the American Academy of Pediatrics’ new stan-
dards for levels of neonatal care. Council members also will consider 
what other states have done. In addition, the council will make  
proposals for obstetrical standards. These standards will be based  
on current literature, physician input and results from the TDSHS 
obstetrical level-of-care survey. 

The council will put its recommendations into a report to the Texas 
Legislature, which is expected to be completed around Nov. 1. The 
Texas Hospital Association will keep members updated on develop-
ments as they occur.

ining the causes of birth trauma that, though relatively rare (Seton’s rate at 
the time was 0.3 percent), can have devastating outcomes. When looking 
at the data, Seton’s perinatal safety team found that many of the babies suf-
fering trauma had been induced before 39 weeks. The team created report 
cards for each physician showing the clinical variation in induction rates 
and how much of the resultant birth trauma could be attributed to prema-
ture delivery. Within months, hospital leaders saw a dramatic reduction in 
iatrogenic prematurity rates, a 35 percent reduction in NICU admissions 
and a 93 percent drop in the number of babies suffering birth trauma. The 
severity of birth trauma dropped, too, with a neonate’s average length of 
stay in the NICU dropping from 16 days to three days.
 Emboldened by their success, team members broadened their scope. They 
standardized protocols for the appropriate use of vacuum and forceps dur-
ing delivery. They made order sets and documentation forms uniform across 
the system. Delegations visited high-performing sites to observe them in 
action. Health teams learned how to deal with complex but rare incidents 
in simulated environments. Finally, all sites adopted a uniform process for 
succinct communication in an emergency. Today, nine years after embark-
ing on the project, Seton has won national and international awards for its 
results – and sustained its success.

April Armijo-Gonzalez holds her healthy newborn boy, whom she delivered at 
University medical center of el paso. Little Jayce was a full-term baby.

 “Our project is as close to anything I’ve seen to being hard-
wired into our DNA,” said Frank Mazza, M.D., associate 
chief medical officer of the Seton Healthcare Family and the 
executive in charge of patient safety. He added that although 
Seton’s perinatal safety culture has changed, the system can’t 
afford to be complacent. The administration still must recruit 
charismatic leaders, invest in an infrastructure that supports 
highly reliable teams, and enable rich information collection to 
give staff insight into what they do.
 “There is nothing better than good outcomes data to mo-
tivate health professionals to do the right thing,” said Mazza. 
Using the threat of peer review to nudge doctors away from 
business as usual also has been effective, he noted. He was 
more ambivalent about the value of hard and fast rules, like 
Texas Medicaid’s recent stop on reimbursing medically un-
necessary early inductions. 
 “It’s a mixed blessing because the 39-week rule now is 
in effect across Texas, but physicians are very drawn to data 
about best practices anyway,” Mazza said.
 Benchmarking physicians against each other, Mazza 
thought, was a better way to tap into their intrinsic desire to 
be the best. Using clinicians’ thirst for autonomy as a lever for 
change and maintaining everyone’s sense of ownership were 
key to Seton’s success.
 “Our obstetric teams continually strive to do better for 
moms and their babies,” Mazza said, “because they know that 
the perinatal safety project belongs to them.”  H


