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D Objectives

1. Share the fundamentals of systems thinking as it applies to sustainability and
organizational change.

2. Provide resources to help healthcare practitioners understand the key factors
that impact the successful spread and sustainability of quality improvement.

3. Understand how to develop your own AT
organizational change.
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D About Premier

£ PREMIER

FOR IMMEDIATE RELEASE

Premier Inc. Launches Nationwide Bundle of Joy™ Campaign to Scale
Advancements in Maternal Healthcare throughout the U.S.

Bundle of Joy™ campaign to raise the bar on the quality, safety and cost of care for mothers
and babies; mobilizes Premier's alliance of 4,000+ hospitals and health systems, 1005 data
points, vast array of industry partnerships and history of proven best practices

CHARLOTTE, N.C. (dpril 2, 2019) — Premier Inc. (NASDAQ: PINC), a leading healthcare
improvement company, has launched the Bundle of Joy™ campaipn to raize the bar on the
quality, safety and cost of care for mothers and babies across the U.S. Premier aims to build and
deploy new care delivery models using evidence-bazed guidelines and best practices from around
the nation, ultimately scaling proven advancements across the industry.

“Every new mother and child deserves the best beginning possible, at the most affordable price
point,” said Susan DeVore, President and CEO of Premier. “Our goal for the Bumdlz of Joy
campaign is to ensure mothers and babies are always at the center of care and supported by the
latest evidence, the best doctors and the most successful practices. We're building on our years
of work as well as our expertize in syndicating innovative ideas and data from our powerful
footprint of health system, physician and industry partners to measure, monitor and scale
industry advancements.”

Maternal health is a national pricrity. Mothers are at higher risk of dying during childbirth in the
ULS. than in any other industrialized nation. America is alzo the only developed nation with an
increasing maternal mortality rate. However, more than 60 percent of presnancy-related deaths
in the US. are preventable. The Bundle of Jov campaign iz a multi-vear effort to collaboratively
assess, build, implement and broadly share the tools and best practices that are needed to ensure
every birth is a safe, healthy and joyful journey for mothers and their babies.

The Bundle of Joy campaign ignites efforts to improve maternal and infant health by:

» Evaluating the current state and pinpointing specific improvement opportunities using
Premier’s robust database, which houses information on more than 45 percent of all TU.S.
hospital discharges, 100 billion data points and 1.2 million annual births.

» Connecting providers through data-driven, collaborative, performance improvement work
that aligns frontline clinicians to best practices and evidence-based reliability guidelines.

s Engaging brilliant industry minde to find the solutions that work and scale them across
Premier’s national alliance of more than 4,000 hospitals and health systems.

s Researching specific therapeutic interventions and tools and assessing their clinical
efficacy over time.

e Linking clinical quality and performance from primary care to hospital to post-acute care.

* Designing and implementing a 12-month optimal care model that includes pregnancy.,
labor and delivery, and post-partum care.

» Transparently sharing the progress being made across the nation and the best practices
achieving those results.

$18 billion 200,000 lives saved 4,000

Total member savings of nearly $18 billion Using insight from our collaboratives and A network of approximately 4,000 member
through our QUEST® Collaborative alone. member health systems, thousands of lives hospitals and health systems.
are being saved.




D Why Change?

AWhy do we need to chart
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D Preventable Deaths In Hospitals

A 1999: We learned that 98,000 people were dying every year from
preventable errors in hospitals

A 2013: Estimated that more than 400,000 people per year die from
preventable harm in hospitals

A 2013: Preventable medical errors ranks 3" highest killer in U.S. only to
heart disease and cancer

A2011: fAMore than a -reldieddedthsavére t he pr
determined to have hadagood-to-st r ong chance of b

A 2018: Over 601 70% of pregnancy-related deaths in the U.S. were
preventable.

A20109: N85% of Tennessee maternal d

A Georgia leads the nation in maternal deaths ~ how many were
preventable?

2013 Journal of Patient Safety: A New, Evidence-based Estimate of Patient Harms Associated with Hospital Care
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D Preventable Deaths
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D The Statistics

Maternal 60% of all $19.5B in Maternal deaths
death rates maternal deaths estimated costs are 4X more
are 2X higher could be of preventable common in
and harm prevented? harm3 African
100% higher Americans! and
than th5e pasth 64% higher in

rural areas?

1 Dina Fine Maron (2015, June 8). Has Maternal Mortality Really Doubled in the U.S.? (article) Retrieved from, https://www.scientificamerican.com/article/has-
maternal-mortality-really-doubled-in-the-u-s/

2. Report From Nine Maternal Mortality Review Committees (2018). CDC Foundation (report). Retrieved from, https://www.cdcfoundation.org/building-us-
capacity-review-and-prevent-maternal-deaths

3. Sophia Bernazzani. (2017, Oct 5). Tallying the High Cost of Preventable Harm (article). Retrieved from, http://costsofcare.org/tallying-the-high-cost-of-

preventable-harm/
4. CDC Severe Maternal Morbidity in the U.S. Retrieved from https://www.cdc.gov/reproductivehealth/maternalinfanthealth/severematernalmorbidity.html
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D Distribution of Preventability
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Report From Nine Maternal Mortality Review Committees (2018). CDC Foundation (report). Retrieved from, https://www.cdcfoundation.org/building-us-
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http://www.safehealthcareforeverywoman.org/

D Hospitals and Headlines

Hospitals know how to protect mothers. They just aren’t doing it.

DEADLY
DELIVERIES

Hospitals blame moms when childbirth goes

wrong. Secret data suggest it’s not that simple.

A USA TODAY analysis of billing data from 7 million births found about one in
eight hospitals have complication rates of at least double the norm.

USA Today, Deadly Deliveries
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https://www.usatoday.com/in-depth/news/investigations/deadly-deliveries/2018/07/26/maternal-mortality-rates-preeclampsia-postpartum-hemorrhage-safety/546889002/

D Federal Action i State and Hospital Focused

$.3392 - MOMS Act

115th Congress (2017-2018)

H.R.1318 Preventing Maternal Deaths Act
and H.R.315 Improving Access to Maternity

Care Act became law 12/18

A Process for reviewing pregnancy-related deaths

| A Establish and sustain a maternal mortality review
committee

A Ensure that the state department has a plan for
ongoing provider education to improve the quality of
maternal care, disseminate findings, and implement
recommendations

A Provide for public disclosure of information

BILL Hide Overview

H.R.1318 - Preventing Maternal Deaths Act of 2018

115th Congress (2017-2018)

AII Infonn_iitibn (E-xc.ept. T(-;xt.}- forHR31 5-:-I};1proving Access to Maternity Care Act

115th Congress (2017-2018)

Back to this bill

H.R.5761 - Ending Maternal Mortality Act of 2018

115th Congress (2017-2018)

Sponsor: Rep. Krishnamoorthi. Raja [D-IL-8] (Introduced 05/10/2018)
Committees: House - Energy and Commerce

Latest Action: 05/15/2018 Sponsor introductory remarks on measure. (Al Actions)

e S.3392 - MOMS Act and H.R.5761 - Ending

Maternal Mortality Act introduced 2018
A Pregnancy and postpartum safety and monitoring
practices and maternal mortality and morbidity

ABOUT UPDATES ACTIVITY SUBCOMMITTEES

Ways and Means Launches Investigation Into Rising
Death Rates Among Mothers During and After
Childbirth

PRESS RELEASES

Washington, D.C. — What do Afghanistan, Sudan, and the United States all have in
t studies by the Allial

¢t exciting and rewarding times in & woman's life. It Is absolutely eptable

cep!
that preventable fallures are the cause of avoidable, unnecessary, and ansomeﬁy tragic deaths. America needs to be the health care leader

of the world, and women across the country need to know they will be safe and in good hands while giving birth. With this investigation, we
are committed to finding out why these deaths are happening and where Congress can take action to not only prevent these deaths, but
also revarse this trend.”
ICK HERE 1o read the letter
Background: Recent concems have been raised that more women are dying from pregnancy-related complications in the U.S. than any other
developed country. Every year in the U.S., more than 50,000 mothers are severely injured during or after childbirth and 700 die, many from
preventable complications.

prevention

A To collect and analyze data related to process
structure and patient outcomes to drive continuous
guality improvement in the implementation of the
maternal safety bundles

A Address specific issues relating to maternal mortality
and SMM such as public awareness, at-risk
populations and disparities, and quality of care
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D Contributing Causes

Variation in care

‘@) Obstetric risk is too expensive

@ ¢

Ave. _.nce

National-level data are often nonexistent

Accountability for preventable maternal death and harm

Acco. _ability

Overburdening or a complete absence of obstetric providers

Disparities, racial, income, age, location - leading indicators

ee00

\

Resource-poor, hospitals, states and patients

\

Free, uninhibited sharing of information

X

Necessary knowledge and preparation for safe practice

Evolution, Culture, and the Obstetrical Dilemma
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D What is the Answer?
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£ culture of High Reliability

Principles of a Highly Reliab
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—
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£ High Reliability

Hospitals?

© 2019. All rights reserved. | PremierInc. | 15



