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• We have over 500 participants registered for today’s webinar, please 
take a moment to put your name, title and organization in the chat.

• Please mute your audio.
• You are encouraged to be on camera if comfortable to do so. 
• Today’s webinar will be recorded, and the resources and slides will be 

shared with all of those that registered.
• The resources will also be available on the MO PQC Website under the 

Cardiac Conditions in Obstetric Care Initiative.
• Pre and post poll questions.
• Please take the time to complete the survey when leaving the webinar 

to give us feedback on today’s education.

Housekeeping

https://mopqc.org/missouri-pqc-initiatives/cardiac-conditions-initiative/


Pre - Poll Questions



Overview
• SDOH screening

 Case Study
 Standardized tools
 Staff training
 Closing the feedback loop

• Coding process
 Guidelines

• Innovative HE dashboard
• Maternal health resources 

Missouri Perinatal Collaborative 
dashboard



SDOH and ICD-10 z codes
• These include the non-clinical factors that 

impact people’s health.

• They range from Z55 to Z65 in the ICD-10 
Code.

• Documentation is often collected by care 
team members.

• This must be included in the official 
medical record.

• Coding professionals use information 
documented in the medical records to 
assign z codes.



Coding and Reporting Guidelines

Refer to the Official Guidelines for Coding and Reporting for more information.

https://www.cms.gov/files/document/fy-2024-icd-10-cm-coding-guidelines-updated-02/01/2024.pdf


Deborah Cisco
Manager of Patient Advocacy and Engagement Officer, University Health

 
Rachel Johnson

Director of Professional Revenue Cycles, University Health





Social Determinants of Health Screening and Assistance at 
University Health, Kansas City, MO

Deborah L. Sisco, Rachael Johnson
University Health



Who We Are

• Kansas City’s Safety Net Hospital
• Level 1 Trauma Center
• 48% Medicaid or Self-Pay
• Over 100 languages spoken
• 91,347 patients have at least one chronic disease
• Teaching hospital for University of Missouri, 

Kansas City
• 2 hospital campuses, 1 behavior health campus, 

hospital and community outpatient clinics



The SDOH Journey



Collaborative Decision Making



Participated in national CASHI learning collaborative and initiated assistance table at clinic entrance at 
the Truman Campus

Fall 2018: Began screening in a small number of clinics, conducted PDSA’s to determine best 
screening processes (screening for food insecurity, transportation, ability to afford 
medications)

2019-2022: Continued expanding screening into additional clinics

August, 2022: Opened the One World Food Pantry

2023: Planning for expansion of screening 
questions required by CMS and TJC

Screening required in all 
clinics and inpatient areas

Our SDOH Journey
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Month Total Screened Transportation
Food 
Insecurity

Skipped Meds 
due to Money

Jan-22 3711 74 45 74
Feb-22 3910 85 88 56
Mar-22 5399 126 87 78
Apr-22 4860 103 98 58
May-22 5076 66 77 79
Jun-22 5051 98 72 70
Jul-22 4653 74 72 42
Aug-22 7155 187 537 141
Sep-22 6178 177 458 128
Oct-22 6357 148 478 90
Nov-22 6875 177 459 139
Dec-22 9566 222 743 182
Total 2022 68791 1537 3214 1137

Total All Domains: 5888

2022 SDOH Screenings



2023 SDOH Screenings

Month Total Screened Transportation
Food 
Insecurity

Skipped  Meds 
due to Money

Jan-23 8798 204 771 170
Feb-23 8740 240 892 164
Mar-23 11035 151 1060 83
Apr-23 9502 145 996 102
May-23 10174 143 1107 99
Jun-23 10229 148 1137 94
Jul-23 9575 118 1099 101
Aug-23 12433 151 1152 94
Sep-23 11183 188 1158 122
Oct-23 11900 171 1268 135
Nov-23 16045 363 1373 287
Dec-23 24982 436 1500 357
Total 2023 144596 2458 13513 1808

Total All Domains 17,779



Social Determinants of Health – 2024

• Required by both TJC and CMS in 2024
• Expanded screening to all clinics and inpatient settings
• Increased screening categories – now screening for food 

insecurity, ability to afford medications, transportation, 
utilities, housing, interpersonal safety, internet access

• Provision of resource information
      1. QR code card
      2. QR code on depart paperwork  





Inpatient Process for SDOH Screening

Patient arrives and 
is placed in 

inpatient room

Nurse completes 
SDOH screening in 

admission 
database

Patient scans QR 
resource code or 
Nurse provides 

paper resource list

Positive 
for need?

End

No

Yes

*Patient or designated accountable 
representative can answer questions. 
Document who answered questions if done 
by patient representative.

Yes

Nurse documents 
unable to assess 

and shift Nurse(s) 
continue to attempt 

assessment

*Able to 
answer 

questions?

No



Inpatient Screening – Positive Triggers to Whom or Other 
Possible Response (Suggested)

Question Category Trigger to
Financial (Afford Medication) Trigger to Inpatient Case Management

Food Insecurity Use QR Code Card

Housing Facility or houseless triggers to Social Work
Worried next 2 months – resource in packet

Transportation Triggers to Social Work

Utilities 1st Question positive – QR Code Card
2nd Question triggers to Social Work

Interpersonal Safety Trigger to Social Work

Technology QR Code Card



Inpatient Screening Form





Clinic Process for SDOH Screening 
Beginning Fall, 2023

Patient arrives and 
is placed in exam 

room

MA or Nurse 
completes SDOH 

screening

MA or Nurse 
documents in the 
patient’s record.

MA or Nurse offers 
patient opportunity 
to scan QR code for 
resources (from QR 

code card MA / 
Nurse carries)

Patient scans QR 
resource codePositive 

for need?

End

Patient refuses 
resources

Patient able 
to scan 
code?

MA or Nurse 
provides paper 

copy of resources

No

Yes

No

SDOH Team recommends follow-up phone calls to 
patients are completed 2 months after 
appointment. Individual clinics determine who will 
make the phone call. Document results of the call 
on the SDOH follow-up form in the patient record.

Yes

MA or Nurse 
documents in 

record & notifies 
practitioner of 
positive screen



SDOH Screening Form – Outpatient Clinics



Clinic Screening Escalation to Social Work

• Abuse or Neglect Concerns 
• Intimate Partner Violence/ Domestic Violence
• Suicidal Ideation/ Homicidal Ideation
• Homelessness
• Immediate Transportation Needs
• DPOA
• Complicated Resource Needs



CMS
• All inpatient 18 years or older (Unless 

unable to answer or have no family / 
designated individual to answer for 
them

• Must screen for specific areas 
including food, housing, 
transportation, utilities and 
interpersonal safety

The Joint Commission
• We may choose the population we are 

screening (must be a representative 
sample of the population)

• Designate an individual responsible for 
health care disparities

• Screen the population and offer 
community resources for those who are 
positive

• Stratify quality and safety data by 
demographics to identify disparities

• Develop a written action plan for at least 
one disparity

• Hospital acts when it does not achieve or 
sustain its goal

• At least annually report to leadership



Our Reports – What We Follow

• Clinic or inpatient area
• Patient name, MRN, phone
• Patient demographics (race, ethnicity, 

age, sex, insurance)
• Screener
• Date of screening
• Screening results for each area of 

screening
• MHA SDOH dashboard
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What We Do With the Information 

• Provide monthly reports to 
managers/directors

• Provide resources
• Food pantry
• Partnerships with others (Examples: Bike 

Walk KC, Northland Coalition, United Way)



University Health SDOH Training Toolkit

• Defining the social drivers of health
• Why screening and assistance matters
• The vision for SDOH at University Health
• SDOH implementation journey and timeline
• Workflow and processes (clinic and inpatient
• QR code resource card
• Screening form
• Follow-up script

• Standardizing the process
• Plan/Do/Study/Act
• Trauma Informed Care
• Empathetic listening
• Working with people who are upset
• Resource handouts



Current State
         We use Cerner EHR to generate our SDOH codes to bill electronically to the payers

Previous vs. Current State

Previous State



When the SDOH screening form is completed, a rule evaluates the 
responses. If anything is "yes" then it adds the relevant Z-code 
diagnosis. Then when certain professional E&M charges are entered by a 
provider, another rule looks for that SDOH screening form and the Z codes. 

If the form is found but there are no Z-code diagnoses, then it adds G9920 and 
uses the same ordering physician and diagnoses from the E&M charge. If any 
of the Z-code diagnoses are found, then it adds G9919 and uses the same 
ordering physician but attaches the Z-codes as the diagnoses for that charge.

How the Automation (Magic) Happens



Incorporating a questionnaire that patients can complete in the waiting room, online 
prior to their visit, or when being roomed by the nurse or medical assistant allows 
providers to learn of and address any external factors that may impede their patients’ 
health outcomes. Currently, we screen patients while in the waiting room or when 
they are roomed by the medical assistant or nurse. There are an infinite number of 
SDOH questionnaires available online or you may concoct your own.

This documentation does not need to be established by a physician or other provider 
type since this data represents social information rather than medical diagnoses.

Questionnaire is KEY



New SDOH Z codes may become effective each April and October  
New codes are announced prior to their effective date on the CMS 

website:
https://www.cms.gov/files/document/cms-2023-omh-z-code-resource.pdf



Medical coders should report SDOH if they are:

• Documented by medical assistants, social workers, case managers, or nurses, 
and the SDOH information is included in the official medical record; or

• SDOH are documented by the patient and this self-reported information is 
signed off on and incorporated into the medical record by either a clinician or 
the patient’s provider

• If a questionnaire is not being used, often coders will look to nursing notes to 
find if there are any SDOH factors

When should I report an SDOH code on a CMS-1500 claim?



Missouri Medicaid
Notification of Pregnancy and Risk Screening

https://mydss.mo.gov/media/pdf/notification-pregnancy-revised

https://mydss.mo.gov/media/pdf/notification-pregnancy-revised


Missouri Medicaid 
Notification of Pregnancy and Risk Screening

https://mydss.mo.gov/media/pdf/notification-pregnancy-revised

https://mydss.mo.gov/media/pdf/notification-pregnancy-revised


Questions?



Post Poll Questions



MHA Health Equity Dashboards







Overview of MO PQC Dashboards
and Scorecards



• MO PQC collaborated with HIDI to design and develop a suite of dashboards and 
scorecards related to perinatal quality

• Designed to assist hospitals in identifying and addressing variations in maternal 
outcomes, patient safety, and health and social risks; an infant-focused module is 
planned for future development

• Hospitals can gain insights to drive targeted QI initiatives, support 
implementation progression and overall strategic quality objectives – this is not a 
punitive or marketing tool

• Includes peer benchmarking capabilities and provider trends and comparatives
• Enables team members to support community health-related needs and address 

equity
• Hospitals have access to patient-level detail to complete case reviews
• Involves redacted transparency

Overview



• December 2024 – PQC Dashboards released to hospital 
birth units (AIM Bundle Project Leads and Leadership)

• January 31, 2025 – Risk Adjustment enhancement launch 
• February/March 2025 – Scorecards launched with further 

education
• Through April 2026 – further dashboard and scorecard 

enhancements will be in development

Release Timeline



Domains for Dashboard
• Severe Maternal Morbidity: measures 21 diagnosis and procedure-based measures, stratified by patient 

characteristics with peer grouping available
• AIM SMM Measures: includes 13 additional SMMs, across three patient safety bundles (PSBs) with two 

global SMMs
o Hypertension (2)
o Hemorrhage (3)
o Substance Use Disorder (6)

• Life QI Bundles: seven measures, across two patient safety bundles to complement AIM measures
o Hypertension (4)
o Hemorrhage (3)
o SUD, CCOC, and PMH being added soon

• Risk Factors by Condition: 16 MHA-identified risk factors support risk adjustment 
• SDOH Z-Code Risk Factors: includes 8 Z-code measures and 1 global measure 



• Measure Domains:
• CDC SMMs 
• AIM SMMs
• Maternal Risk Factors
• SDOH Risk Factors
• Life QI AIM Bundles

• Stratifiers:
• Age
• Payer
• Race Ethnicity (aggregate and detailed)
• SSM model-based risk categories (forthcoming)

• Peer Comparatives:
• PQC participation status
• Hospital type (PPS, CAH, Children’s)
• Region
• Rural-urban continua
• Staffed OB bed size categories

• Patient-Level Drill Through:
• Demographic information and diagnosis codes on 

labor and delivery claims 

Main PQC Data Visualization 
Dashboard

HIDI Confidential and Proprietary Information – Use and/or Redisclosure of Content is Prohibited Without Expressly Granted Permission of the Hospital Industry Data Institute



SMM Domain

HIDI Confidential and Proprietary Information – Use and/or Redisclosure of Content is Prohibited Without Expressly Granted Permission of the Hospital Industry Data Institute



Top Section

HIDI Confidential and Proprietary Information – Use and/or Redisclosure of Content is Prohibited Without Expressly Granted Permission of the Hospital Industry Data Institute



Bottom Graph Section 

HIDI Confidential and Proprietary Information – Use and/or Redisclosure of Content is Prohibited Without Expressly Granted Permission of the Hospital Industry Data Institute



PEERING, DOMAINS AND STRATA

HIDI Confidential and Proprietary Information – Use and/or Redisclosure of Content is Prohibited Without Expressly Granted Permission of the Hospital Industry Data Institute



SDOH



SDOH Trend



Patient List - SMM

HIDI Confidential and Proprietary Information – Use and/or Redisclosure of Content is Prohibited Without Expressly Granted Permission of the Hospital Industry Data Institute



Comparative Scorecard 
Landing Page: All-Measure 
View

• Measure Domains:
• CDC SMMs 
• AIM SMMs

• Performance Comparatives:
• Measure ranks
• Configurable performance vs. 

baseline periods (percent change 
and trendlines)

• Configurable percentiles (e.g. 
25th, 50th, 75th)

• Customized peer benchmarks

• Drill Through Functionality:
• Double clicking any measure 

advances user to scorecard drill 
level 1, displaying the hospital’s 
rank view on individual selected 
measure.

HIDI Confidential and Proprietary Information – Use and/or Redisclosure of Content is Prohibited Without Expressly Granted Permission of the Hospital Industry Data Institute



• Measure Domains:
• CDC SMMs 
• AIM SMMs

• Performance Comparatives:
• Physician hospital, name, NPI & NPI 

taxonomy (e.g., Obstetrics & 
Gynecology) 

• Ranked descending by selected 
measure rate for attendings with > 24 
cases

• Measure rate, numerator and 
denominator

• Unreliable flag for attendings with < 25 
cases

• Mean predicted risk for the Attending 
Provider’s patients for risk-adjusted 
context (forthcoming)

• Drill Through Functionality:
• Double-clicking any physician 

advances the user to scorecard drill 
level 3, displaying the physician’s 
specific patient list for event 
positives.

Comparative Scorecard Drill 
Level 3: Hospital Physician 
View

HIDI Confidential and Proprietary Information – Use and/or Redisclosure of Content is Prohibited Without 
Expressly Granted Permission of the Hospital Industry Data Institute



• Measure Domains:
• CDC SMMs 
• AIM SMMs

• Content:
• Hospital
• Attending NPI #
• Patient name & medical record number
• Labor & Delivery service dates
• Race
• Primary expected payer
• Patient’s predicted risk for risk-adjusted context 

Condition(s) patient experienced

• Key Functionality:
• Provides visibility into which patients experienced 

which adverse outcome.
• Work with OB-GYNs on the SMM predictive modeling 

team illuminated the disconnect they have in 
understanding when SMMs occur due to opaque 
chart-to-billing code abstraction processes.

Comparative Scorecard Drill 
Level 4: Physician-Specific 
Patient List for Event Positives

HIDI Confidential and Proprietary Information – Use and/or Redisclosure of Content is Prohibited Without Expressly Granted Permission of the Hospital Industry Data Institute



• Engaging use 
• Supporting building competency in using the dashboards 

and scorecards
• Supporting stronger, accurate data submission – especially 

process measures to tie to outcomes
• Building capacity to code SDOH codes and modifiers 
• Supporting SSM case reviews for QI learning purposes

First Year Goals 



Helpful Resources

• Technical specifications manual

• In-dashboard accessible guide

• MO PQC and HIDI team members

• Informational webinar – on-demand 
recording forthcoming

• Dashboard scenarios worksheet

HIDI Confidential and Proprietary Information – Use and/or Redisclosure of Content is Prohibited Without Expressly Granted Permission of the Hospital Industry Data Institute



• MO PQC Dashboards: Technical Review and Data Use 
Scenarios webinar
⮚ March 13, 2025, noon to 1:00 p.m. 
⮚ Register here

• Please contact Mary Conley at mconley@mhanet.com to 
receive the HIDI Dashboards access form – requires CEO 
signature

Access & Future Learning Options

https://us06web.zoom.us/meeting/register/EURUShG_RX26toRW8pI17A
mailto:mconley@mhanet.com


Cardiac Conditions in Obstetric Care Project



• Data
• Mentors
• Key Project Implementations

Screenings
Pregnancy heart teams
Emergency Department engagement
Transition of care and referrals
Education on cardiac conditions and respectful and equitable care

CCOC Project Updates



• Hospitals report process measures using a random sampling method.
• From the list of patients with an ICD-10 diagnosis code(s) discharged 

for birth in each month, the organization should randomly sample 10 
ten charts. 

• If less than 10 birth discharges have an ICD-10 code, then 100% of 
birth discharges with a code for cardiovascular diagnosis should be 
abstracted for the project’s outcome and process measures. 

• To meet MO AIM Stars criteria, organizations must submit a minimum 
of 85% of the total eligible data points in the project data capture 
period, including baseline and sustainability phase data capture. 

Sample Collection



• Baseline period timeframe is Q4 2024
• Intervention period begins January 2025
• October data was due Dec 1 

 P1: 6 hospitals reported data
 P2: 5 hospitals reported data

• November data was due Jan 1 
 P1: 4 hospitals reported data
 P2: 2 hospitals reported data

• December data is due Feb 1
• P1: Risk Assessment data for Oct – Dec = 36/41 
• P2: Multi-D care plan data for Oct – Dec = 25/28

Data – Baseline Processes Measures



Measure Name Measure Definition Measure Source Report As/Frequency

CCOC P1: 
Standardized 
Pregnancy Risk 
Assessments for 
People with 
Cardiac 
Conditions 

Denominator: Patients diagnosed with cardiac conditions by birth discharge.

Numerator: Among the denominator, those who received a pregnancy risk classification 
using a standardized cardiac risk assessment tool.

Inclusion criteria: Organizations should count any cardiac screening completed from 
first prenatal appointment through birth discharge. Screening can occur in any health 
care setting. Examples of standardized pregnancy risk assessment tools include mWHO, 
CARPREG I, CARPREG II, ZAHARA. 

 Risk comparison
 Risk comparison and prediction

*Note: ACOG recommends universal screening of every patient upon initial prenatal visit 
and as needed throughout the prenatal/postpartum phase. Universal screening supports 
health equity constructs. 

Hospital Chart 
Abstraction – 
The prenatal 
record and 

hospital 
admission 

record should be 
abstracted

Stratified by race and ethnicity in 
the Life QI portal: Non-Hispanic 

Black, Non-Hispanic White, 
Hispanic, Mixed Race, Other, 

Declined

Monthly
Oct. data due Dec 1

Nov. data due Jan 1; ongoing

CCOC P2: 
Multidisciplinary 
Care Plan for 
Pregnant People 
with Cardiac 
Conditions

Denominator: Patients diagnosed with cardiac conditions by birth discharge.

Numerator: Among the denominator, those who had a multidisciplinary care plan for 
birth established by time of their birth discharge.

Inclusion criteria: Counseling should have occurred at least once prenatally or during a 
patient’s hospitalization for birth.

Hospital Chart 
Abstraction – 
The prenatal 
record and 

hospital 
admission 

record should be 
abstracted

Stratified by race and ethnicity in 
the Life QI portal: Non-Hispanic 

Black, Non-Hispanic White, 
Hispanic, Mixed Race, Other, 

Declined

Monthly
Oct. data due Dec 1

Nov. data due Jan 1; ongoing

https://watermark.silverchair.com/ehy340.pdf?token=AQECAHi208BE49Ooan9kkhW_Ercy7Dm3ZL_9Cf3qfKAc485ysgAAA18wggNbBgkqhkiG9w0BBwagggNMMIIDSAIBADCCA0EGCSqGSIb3DQEHATAeBglghkgBZQMEAS4wEQQMpFJ97V5C4f7z-j86AgEQgIIDEjECQuBVD65nTCpuT8V9bug4b95yuAPJGKU40EKbLsrbfSrySOh5d8Lw7aYTQoH7F9vOEB8o-pFeRkXDiOrE3PYtDsKH7cXdofz61tMu9cxmDYv3BjtsArw0mEsH0AwuqAoyJl32m0_WR_5e0CUHGmbaAr_nh25Tb9HHCB4hfeNCyyIR59XYLsNUP97sCZNjC0-LyfvwkjSLyOCoT5gaSIs6nWZlWm9KTVOmM8VdPB5AQUKww1xqlWuAOVSOA-chx2TGaKKdek26TTL1vuWdb5OIk8-2-xRvhuBbRTXJMLepm9J_HUiCsJcnZnotsQF97n9NBU7TZWJLq17imshorivLsrQloyrI5Gsw_N_fCKVLA1MqmKyTaB-j5ap9ahg4VBjMu-e236JDNOzwmmMryGhuYJUiF_FsB23T9JpEWInXOXmxfGAKnWmRcdBt0B9BpqEnruN5ZkljY-cQlrbMDIT6PtWZLxcTxcMLlsed1z6RX9LvrdzuABuSGmYP6ZQGv7Xmq3Wg3JcqfnLs5XcIMx5afIHZmCpiqQr61iBuL2rv2F4EdBlsSXOteEPDtosbUShCTlGQd8Xp-cSKpoce7HfFWHn1pJ3s-oKZtVNdmx6ktUt1zJZAbTb9NyZQLI8VsZSavmhSmAakaXbp0hhHQx3wdi09S9xexMto0YIvqM1_pIwDCFIG9PhfjKeL0fqjUNa3PA7T5uI90ZkmakaQtOjZp3JCW5tadM_kMCUdSijo_fkbYVblMlrkeMkluFvg796JiomEJu_XMAOrF-K1jInftm-ZCJmaSj7XMnpimvDqOw1AjCcsJv-G6tA5VeLBhK0nDHqf9LQAfnNecFBVoJxeW4U6TmP_NoV_K39M5rHCkSwEMwvA25NGZm10l4ilJnkCnWgL8LauVxQV5dSTHzxmbJgeK_XhUG3O59U1eKBSicujvsNffEng1w9EKQ2JI-_pc2fnZ2pqJkkgq4VbmXdESBLBtRmR0UZmBtgWirem2HziHjc2oBTwHYznl5cI8zCIy6btwUvjC8L-hbKr3ZYpjQ
https://www.ahajournals.org/doi/epub/10.1161/hc3001.093437
https://www.sciencedirect.com/science/article/pii/S0735109718342682?via%3Dihub
https://watermark.silverchair.com/ehq200.pdf?token=AQECAHi208BE49Ooan9kkhW_Ercy7Dm3ZL_9Cf3qfKAc485ysgAAA10wggNZBgkqhkiG9w0BBwagggNKMIIDRgIBADCCAz8GCSqGSIb3DQEHATAeBglghkgBZQMEAS4wEQQMuKXDIaMtUu3HQ1aNAgEQgIIDEIIsEf5_cYgIu7285Y-b99YdyC-xvZeKxcmmMYgJd0HAC1Nvc3tZV6eGOzDz9hqifqv4oteqOc7yfKKBmTmzDNgGHv2VkiFkjamkQHlDXzIYUXwfskH3hW9-l83hLOG3KFUxJ0IpEZP0v2cj-J2xV5KFm0-BcpjdjlSOBTMep-EaJqCHMMDSzcLjS8Pf-L1XzZkGB0AJCgkZ-2lO3S8U2jfrYWWw3eS9a9vDvcJzsmgyb83SXJmJTqa0DGRKw92gu5VJnzkCtWcH0VAVT3GHLG6zKhou3birHVJF7ssjQvSvXmOZusWADnsGKgK_uecUcBkFRbvyo5MyBDPj7oEluIqfMLw-QT16J4TFE0kbUen0oVgc0LAhiyGUvoXCZLvNFmmv3brDkCeKr67Q1U1bdLWxBvJWmsgffTV07yxtSv8E-XUHnTpjUiYd6iGOuBznDURLGd_Ouu-leXkz3unbJdizulwyWjFTqeahDoosff-uRe8bmBnBgu-9UFmR-uKZ5QxWPHwic8tN-PDc_0rJG5-ekiBKHayJtnN4E99e2W1W3IssWrYHbxkeQGl1eoBDYvLLaF05XwMNY__4RjyXWRbNCA04GAktMbHBm_OW6Lo3eC4xs0J5czweOHmiTSeXTlfWWeXdumVXYNq6J-BW8ABxlsLhoaCcPELhtk5qWwDOh8BPLirpLd6Rs8Ul3y0CCLZ0LS2ValnNWRsUUlM3PRjvEGYd0ZBmVb9YwAEI06I_u9160-r0p_u2kvSe5QPrHqswxp56peEZbhmySvtptxqYdLeTpwldSTQqpzCi4UkqidOhZl9-DFUGryUfDRsC2BW0jmv0DYxRHeDTx_hhIpZv3Xc5UWKiWNiCm_bvCgEZtXhzwT98M_0V2AeMjebu_qy--qSOXkYMq90UPkD-zSC1DYUO0Sh-Mqk7WhBIaS2D9KFoMWfS-DynNgYn7z2xCF3FkYogUP_5DeW3Ip7lvKKBkf4sexZYPxejr6CWfSldjAuQwcSTSwZ9ENHK4wxnM5sfl4NlxsSyUujuwJWy_TI
https://heart.bmj.com/content/100/17/1373
https://heart.bmj.com/content/106/23/1853


• Baseline period timeframe is Q4 2024
• Intervention period begins Q1 2025
• Outcome Measures

Q4 2024 data due February 1

Data – Baseline Outcome Measures

Measure Name Measure Definition Measure Source Report As/Frequency

CCOC O1: NTSV 
Cesarean Birth Rate 
Among People with 
Cardiac Conditions

Denominator: Among People with Cardiac Conditions, those with live births who have 
their first birth > 37 completed weeks gestation and have a singleton in vertex 
(Cephalic) position.
Numerator: Among the denominator, those with Cesarean Birth

Hospital Chart 
Abstraction

Quarterly
Oct. – Dec. 2024 due Feb. 1
Jan. – Mar. 2025 due May 1;

ongoing

CCOC O2: Preterm 
Birth Rate Among 
People with Cardiac 
Conditions

Denominator: Singleton live births among people with known cardiac conditions
Numerator: Among the denominator, preterm live births (<37 completed weeks 
gestation)

Hospital Chart 
Abstraction

Quarterly
Oct. – Dec. 2024 due Feb. 1
Jan. – Mar. 2025 due May 1;

ongoing



Upcoming Events

EDUCATIONAL WEBINARS
 Wed, Feb 5, 12-12:30 p.m., webinar, CCOC 

Toolkit Webinar
 Tues, Feb 11, 10-11:00 a.m., webinar, Data 

Assistance and Support Call
 Wed, Mar 19, 10:00 a.m.-12:00 p.m., webinar, 

Spring 2025 Diabetes Shared Learning Network 
Meeting 

 Wed, Mar 26, 10-11:30 a.m., webinar, CCOC -
Elevating Patient Involvement and Experience in 
Healthcare

https://us06web.zoom.us/meeting/register/tZUudu-pqDwsGNyHw0MiSABW9U6PsVCtc_8X
https://us06web.zoom.us/meeting/register/tZUudu-pqDwsGNyHw0MiSABW9U6PsVCtc_8X
https://us06web.zoom.us/meeting/register/tZMofu2oqTotGdWpBCAaIrbNgu-4YOGiSVJn
https://us06web.zoom.us/meeting/register/tZMofu2oqTotGdWpBCAaIrbNgu-4YOGiSVJn
https://us06web.zoom.us/meeting/register/tZ0uc-itqDstHtIwUrji47zjQbwdTY1qv5bZ
https://us06web.zoom.us/meeting/register/tZ0uc-itqDstHtIwUrji47zjQbwdTY1qv5bZ
https://us06web.zoom.us/meeting/register/tZUsceqsrzkjHNDQPsjCMzU7IufeXAyeouJE
https://us06web.zoom.us/meeting/register/tZUsceqsrzkjHNDQPsjCMzU7IufeXAyeouJE
https://us06web.zoom.us/meeting/register/tZUsceqsrzkjHNDQPsjCMzU7IufeXAyeouJE


March 3: Trauma Informed Care: 
Organization and Workforce 

Wellness Training

March 4-5: Changing Missouri’s 
Birth Story: 2025 Maternal & 

Infant Health Convening

https://mopqc.org/events/save-the-date-annual-pqc-conference/


MO PQC Website - Resources



Find the Missouri Perinatal 
Quality Collaborative on:

Like, Follow, & Subscribe to 
MO PQC!

http://www.mopqc.org/
https://www.facebook.com/people/Missouri-PQC/61558058522323/
https://tr.ee/D2z8rTAqTf
https://www.youtube.com/channel/UCQUCcMhOU0l4fx076iktAUg
https://linktr.ee/missouripqc?utm_source=linktree_profile_share&ltsid=ed3e8697-fd20-4be5-a522-83cdb51713df


Questions?
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