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PPNL - about us 

 Established in 1979 

 Mandate - improve pregnancy outcomes and provide 
a follow-up clinic to infants at high risk for 
developmental delay.  



PPNL - high risk clinic
FOLLOW-UP CLINIC  

ADMISSION CRITERIA*

PERCENTAGE OF

2015-16 CLINIC INTAKE

PERCENTAGE OF

2014-15 CLINIC INTAKE

Maternal Substance Use 36.2% 38.2%

Birth Weight ≤1500 grams 35.6% 24.4%

Ventilated for 48 hours or 

more 20.8% 28.5%

Specific Physician Request 10.1% 10.6% 

Complex Surgery 6.7% 8.1% 

Seizures in 1st 28 days of life 3.4% 10.6%

APGAR Score ≤ 3 for  5 

minutes 0.7% 7.3%

Cord Blood pH < 7 1.3% 6.5%

Intraventricular Hemorrhage 

(IVH) 4.0% 0.8%

Meningitis in 1st 28 days of life 0.7% 3.3%

Periventricular Leukomalacia 

(PVL) 0.7% 0.8%

* Criteria changed in Sept 2015



PPNL – what else to we do 

 Data Collection: Follow-up, Surveillance  
Program, Congenital Anomalies (Barb)



PPNL – what else to we do 

Education (Clare, Susan, Janine): FHS, NRP, 
ACoRN, Obstetrical updates & Collaborative 
Neonatal Education, Breastfeeding



PPNL – what else to we do 

 Surveillance Reports: All RHAs



PPNL – what else to we do 

 Decision Support 

Resident Project Support

Applied Research



PPNL – what else to we do 

 Canadian Congenital Anomalies Surveillance 
Network (CCASN)

 To support the development and 
maintenance of high quality population-based 
surveillance systems of congenital anomalies 
that will provide information to improve the 
health of Canadian children and their families.



CCASN 



Benefits of Surveillance Reporting

 Provide timely identification and 
communication of epidemiological trends

 A valuable resource for healthcare providers, 
government organizations and researchers to 
inform public health programs

 Support evidence-based decision making 

 Ultimately contribute to reducing the burden



Benefits of Surveillance Reporting



Exploring data to examine practice



Exploring data to examine practice

RESULTS: 
In all five provinces (accounting for approximately 64% 
of births in Canada), and for all years examined, the 
group making the largest relative contribution to the CS 
rate was women with at least one previous CS and a 
term, singleton, cephalic-presenting pregnancy (Robson 
Group 5). The CS rate for this group ranged from 76.1% 
in Alberta to 89.9% in Newfoundland and Labrador in 
2010 to 2011, accounting for 11.3% of all deliveries. 



Exploring data to examine outcome



Exploring data to examine risks



Data Capture and Quality

Save each 3M report as an excel file

Copy/link each excel report 
into 1-2 worksheets via UPI 

Import excel file into SPSS and 
create separate MPS files prior to 

linking mom and baby records



Data Quality

 Data are of high 
quality “if they 
are fit for their 
intended uses in 
operations, 
decision making 
and planning”



Data Quality



Data Quality



Data Quality



Data Quality



Data Quality

 “Missing records were excluded from the 
denominator used to calculate the estimates 
(rates) on all indicators (more common on 
self-reported data) and reported based on 
degree missing. If less than 10% of data are 
missing, then this is simply stated. If 10%-30% 
of data are missing, the reader is cautioned 
with respect to interpretation. If missing data 
exceeds 30%, then the value is suppressed 
and not presented.”



Data Quality

 Hmm, “the data” – it 
is a two-edged sword, 
with a potential for 
enormous good and 
the potential for… 
well, bad things can 
happen with poor 
quality data.



Data Quality

 Bad Things Do Happen



Data Quality



Data Quality



Data Quality



Communication



Communication



CommunicationMis/Non-



Quality Assurance

A data quality assurance program is an explicit 
combination of organization, methodologies, and 
activities that exist for the purpose of reaching and 
maintaining high levels of data quality. The term 
assurance puts it in the same category as other functions 
corporations are used to funding and maintaining. 
Quality assurance, quality control, inspection, and audit 
are terms applied to other activities that exist for the 
purpose of maintaining some aspect of the corporation's 
activities or products at a high level of excellence. Data 
quality assurance should take place alongside these 
others, with the same expectations.



Quality Assurance - examples
 Gestational Age

 Date of Delivery

 Where From

 Link Number

 Dx (Multiple Births, Diabetes, Induction)

 Height and Weight

APGAR, Caregiver at Delivery  

Breastfeeding, Type of 1st Feed, MSS



Quality Assurance - examples 



Quality Assurance - examples 



Quality Assurance - examples 



Quality Assurance 



Decision Support

 Request from care providers, other 
departments, prov/fed government, 
researchers, public

 datawarehouses, cubes

Requires planning, human resources, funding



CIHR Call for Perinatal Health 

Systems Improvement

 Tiers of Service – organizing a framework for 
a coordinated health service

Prevention, Primary & Emergent Services up 
to Provincial Subspecialty Health Services

May not be the same for type of patient

 Can be assigned by acuity or complexity



CIHR Call for Perinatal Health 

Systems Improvement

 Rural Maternity Care – 18% of births (CIHI ‘13)

40% travel more than 1 hour to access services

1 in 6 rural women travel more than 2 hours

Greater distance great risk or poorer outcomes

Risk for perinatal death for AOOH births is 6X

Emergency transport, clinical prediction model



Burden on the health system

 2006 report

10% spending on mom and 
babies ($821M in 02/03), 
other costs pre/during/post

VD $2700 vs $4600 for CS

Spending for babies ranged from $795 to 
$117,806

NICU rates are rising



Burden on the health system



Burden on the health system

 “An integrated system of continuing care is a 
cornerstone of high-performing health care 
systems” – John G. Abbott March 2012



Who Plays A Role

 Careproviders

 Health Information Management 
Professionals (aka the Health Record Coders)

 Data/Research Analysts, Epidemiologists, IT

 Clinical Educators, Managers, Vendors

 Program Evaluators, Policy Writers

 Quality, Decision Support, Advisory, 
Government, University Researchers  



Everyone’s Role is Crucial

Data 

Carries 

Weight 



 Accurate surveillance 
contributes to our 
knowledge of the 
possible causative 
factors and impact of 
preventive measures 
on the burden of 
_____________ in 
Canada.

Final Points



Final Points

 An increase in passion leads to an increase in 
quality

 Information Sharing Helps everyone

 Can Impact Decision Support and Research

 Better Data, Better Measurement, Better 
Management, Better Care, Better Practice, 
Increase Savings, Decrease Burden



Final Points

 Important to have a strong link with all 
stakeholders



A Reason to be Passionate



Thank You for Listening



Questions?

Phil A. Murphy, MSc. phil.murphy@easternhealth.ca
Clinical Epidemiologist - Perinatal Program Newfoundland Labrador
Professional Associate - Memorial University (Ob/Gyn, Pediatrics) 

Janeway Children's Health and Rehabilitation Centre 
300 Prince Philip Drive St. John's, NL Canada A1B 3V6
Tel 709-777-4867
Fax 709-777-4125 
www.ppnl.ca.ca


