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Contractor Name
Exhibit A

Scope of Work

July 1, 2014 - June 30, 2017
The contractor shall work toward achieving the following goals and will accomplish the following objectives.  This shall be done by performing the specified activities and evaluating the results using the listed methods to focus on process and/or outcome.
Goal No. 1:  Under the direction of the Maternal, Child and Adolescent Health (MCAH) Division, the Regional Perinatal Programs of California (RPPC) shall coordinate planning, collaboration, and promotion of an integrated regional perinatal system of high quality, risk-appropriate care for pregnant women and their infants.

	MAJOR OBJECTIVE(S)
	MAJOR FUNCTIONS, TASKS, AND ACTIVITIES
	TIMELINE
	PERFORMANCE MEASURE AND/OR DELIVERABLES

	1.1. Regional quality improvement (QI) activities will be performed with consideration of data and guidelines from: California Children’s Medical Services (CMS) Systems of Care Division (SCD) standards; California Maternal Data Center (CMDC); California Maternal and Perinatal Quality Care Collaboratives (CMQCC and CPQCC); California Perinatal Transport Systems (CPeTS); Healthy People 2020; Local Maternal, Child and Adolescent Health (MCAH) jurisdictions; Office of Statewide Health Planning and Development (OSHPD);  CDPH Vital Records (VR);  Women Infants and Children (WIC), and others as indicated. 
	1.1.1. Identify one maternal or neonatal QI issue to examine and improve, taking into consideration regional needs, available resources, and regional and state MCAH Division priorities.
	Annually 
	1.1.1. In the Annual Report, due at the end of the fiscal year by June 30, document the identified maternal or neonatal QI issue and describe the process that led to its selection.

	1.2. 
	1.1.2. Develop and implement one specific QI strategy or activity to address the identified maternal or neonatal issue. Suggested areas of expertise include, but are not limited to: 

a. Breastfeeding/Bonding; 

b. Data-driven QI; 

c. Disaster Preparedness;
d. Elimination of Early Elective Deliveries <39 weeks;
e. Maternal and Perinatal Toolkit topics;
f. Maternal Levels of Care;
g. Maternal/Perinatal Morbidity and Mortality;
h. Maternal/Perinatal Transport;
i. Preconception/ Interconception Care;
j. Collaboration with hospitals associations, Local MCAH or WIC, etc.
	Annually
	1.1.2. In the Annual Report, summarize the strategy or activity that was implemented to address the identified maternal or neonatal QI issue. Include collaboration on this or similar issues with other RPPC regions and other organizations.

	
	1.1.3. At semi-annual RPPC Meetings, provide an update of activities and tools developed for the selected QI issue.
	Semi-Annually
	1.1.3. In the Annual Report, summarize activities, tools developed, and outcomes for the selected QI issue.

	1.3. Participate in the rotating duties for hosting and recording the semi-annual RPPC meetings according to the “Procedure for Setting up RPPC Meetings” 
	1.2.1. Refer to the “Procedure for Setting up RPPC Meetings” posted on the CDPH RPPC website at http://www.cdph.ca.gov/programs/RPPC and determine which RPPCs are assigned duties.
	Semi-annually
	1.2.1. In the Annual Report, describe assigned duties and accomplishments based upon the “Procedure for Setting up CDPH RPPC State Meetings” posted on the RPPC website.

	1.4. Maintain the region’s infrastructure for maternal and infant levels of hospital care by forming and maintaining Regional Cooperative Agreements (RCAs) to support access to centers for high-risk pregnant women and infants.
	1.3.1. During hospital site visits, identify the types of RCAs that facilities have for referring and/or receiving maternal and/or neonatal transports. Provide any assistance needed to form or maintain RCAs.
	Annually
	1.3.1. In the Annual Report, document support for new and existing maternal and neonatal RCAs.

	1.5. Strengthen regional, cross- regional communication and collaboration to support maternal and perinatal services through collaboration with local and state organizations, MCAH local health jurisdictions, and other RPPC regions.
	1.4.1. Briefly document regional, cross- regional collaboration undertaken within the past 6 months, noting trends, challenges, and successes.
	Semi-annually
	1.4.1. In the Semi-Annual Report due by January 15, and in the Annual Report due by June 30, briefly document regional collaborative activities performed within the past 6 months and their impact.

	1.6. 
	1.4.2. Participate in one regional, county, or statewide task force and/or committee on maternal and child health issues, including but not limited to:  Adolescent Family Life Program (AFLP), Black Infant Health (BIH), California Association of Neonatologists (CAN), California Breastfeeding Promotion Advisory Committee (CBPAC), CMQCC; CPQCC, Comprehensive Perinatal Services Programs (CPSP), Home Visiting Programs, Local MCAH, March of Dimes (MOD), VR, or WIC.
	Annually
	1.4.2. In the Annual Report, summarize the activities and the outcomes from participation in a regional, county, or statewide task force and/or perinatal committee.

	1.7. Promote toolkits and learning activities that support QI in communities and regional hospitals based upon issues identified and activities available through CMQCC and CPQCC.
	1.5.1. Based upon available data and identified needs, promote the use of new and established toolkits and learning collaborative activities with regional hospitals and local community groups.
	Annually
	1.5.1. In the Annual Report, describe data sources used and assistance provided to utilize or participate in the use of toolkits and/or learning collaborative activities in regional hospitals and local community groups. Summarize acceptance, barriers to participation, and use of these resources.

	
	1.5.2. Participate regionally or multi-regionally in the development and implementation of one evidence-based QI activity. Using available data, assess needs and participate in the development of checklists or step-by-step processes for implementing the QI activity. 
	Annually 


	1.5.2. In the Annual Report, summarize results of regional, multi-regional activities to assess, implement, and/or evaluate an evidence-based QI activity. 

	
	1.5.3. Disseminate reports and materials developed by CMQCC and CPQCC. 
	Annually
	1.5.3. In the Annual Report, summarize promotional activities and outcomes from the dissemination of CMQCC and CPQCC materials.

	1.8. Provide consultation and technical assistance to hospitals within the region on the interpretation and use of individual hospital and birth certificate data.
	1.6.1. Conduct an annual site visit with each hospital within the region and provide resources that can assist with identified QI issues. Birth facilities with less than 200 births per year and border hospitals that send transports primarily out-of-state may receive telephone consultation, but should be visited once, within the two years of the contract.
	Annually
	1.6.1. In a chart or spreadsheet attached to the Annual Report, summarize results of hospital site visits, including date, titles of hospital personnel present, data presented, and QI recommendations. Document telephone consultation when applicable. Using chart or spreadsheet information, summarize regional activities and outcomes.

	1.9. 
	1.6.2. During annual hospital site visits, review the most current hospital data from sources such as In-Hospital Breastfeeding Data, CMDC data, CPeTS, CMQCC/CPQCC reports, VR birth and death data, and other available data sets.
	Annually
	1.6.2. In the chart or spreadsheet attached to the Annual Report, identify data sets reviewed, including any planned changes in healthcare delivery practices.

	1.10. 
	1.6.3. During hospital site visits, report specific data on high-risk deliveries, including Very Low Birth Weight (VLBW) deliveries at appropriate facilities within the region, using available data sources, e.g. perinatal/maternal transport data.
	Annually
	1.6.3. In the Annual Report, summarize high-risk and VLBW deliveries at appropriate facilities within the region, using transport data   reflecting improvement or need for improvement.

	1.11. 
	1.6.4. Collaborate with MCAH and VR to participate in Improving Data Quality on the California Birth Certificate Workshops. Assist in the development of a standardized slide set for use across the State. Promote attendance and participation, co-host and present at these Data Quality Workshops. 
	Annually
	1.6.4. In the Annual Report, summarize participation in the development of a standardized slide set, promotion, co-hosting and participation in Improving Data Quality on the California Birth Certificate Workshops. Note any regional trends and outcomes from participating in these data quality activities. 

	
	1.6.5. Participate in breastfeeding continuous QI activities. Review breastfeeding rate data with regional hospitals. Discuss implementation of the Infant Feeding Act (effective Jan. 1, 2014) as evidenced by hospital breastfeeding policies. 
	Annually
	1.6.5. In the Annual Report, summarize changes in hospital breastfeeding rates, activities, and the development of infant feeding policies.


	MAJOR OBJECTIVE(S)
	MAJOR FUNCTIONS, TASKS, AND ACTIVITIES
	TIMELINE
	PERFORMANCE MEASURE AND/OR DELIVERABLES

	2.1. Develop and update CDAPP Sweet Success educational materials.
	2.1.1. Consult with Maternal, Child & Adolescent Health (MCAH) staff to develop an annual schedule of proposed new and revised CDAPP Sweet Success educational materials based upon need. Develop, review, and revise program materials with input from appropriate diabetic experts. 
	Annually
	2.1.1. In the Annual Report, due on June 30, submit a schedule of new and revised CDAPP Sweet Success educational materials developed.

	
	2.1.2. Determine the expense to develop new or to revise existing CDAPP Sweet Success educational materials. Submit proposal to MCAH for review and approval.
	Monthly
	2.1.2. During monthly conference calls, review the expense to develop new or to revise existing materials.

	
	2.1.3. Provide drafts of new and revised CDAPP Sweet Success educational materials to MCAH for review and approval.
	Monthly
	2.1.3. During monthly conference calls, review the status of new and revised materials. In the Annual Report, list approved new and revised CDAPP Sweet Success educational materials produced.

	
	2.1.4. Provide translation of CDAPP Sweet Success educational materials as funds are available.
	Monthly
	2.1.4. During monthly conference call, review the status of translations. In the Annual Report, provide a list of all CDAPP Sweet Success educational materials translated during the fiscal year. 

	
	2.1.5. Document expenditures related to translation of new or existing CDAPP Sweet Success materials.
	Annually
	2.1.5. In the Annual Report, summarize the expenditures related to translation of new or existing CDAPP Sweet Success materials during the fiscal year.

	2.2. Maintain a CDAPP Sweet Success Resource and Training Center website for Regional CDAPP Sweet Success affiliates, healthcare providers, other community programs that serve pregnant women, and consumers.
	2.2.1. Maintain and update the geographic index of CDAPP Sweet Success affiliates by zip code and county to the website.
	Monthly
	2.2.1. In the Annual Report, include a list of all the CDAPP Sweet Success affiliates by county. 

	
	2.2.2. Format and post existing CDAPP Sweet Success materials to the website so they can be printed by CDAPP Sweet Success affiliates, providers and consumers.
	Monthly
	2.2.2. During monthly conference calls, review materials recently formatted and added to the website.

	
	2.2.3. Produce new, updated or translated CDAPP Sweet Success materials and post to the website, noting the document development or revision date.
	Monthly
	2.2.3. During monthly conference calls, review new, updated or translated CDAPP Sweet Success materials added to the website.

	
	2.2.4. Provide information and website links to CDAPP Sweet Success materials to other community programs that serve pregnant women such as Adolescent Family Life Program (AFLP), Black Infant Health (BIH), Comprehensive Perinatal Services Program (CPSP), family planning providers, local obstetricians, Home Visiting programs, Indian Health, Local Health Departments (LHD) and Women, Infants and Children (WIC). 
	Annually
	2.2.4. In the Annual Report, describe information and links to CDAPP Sweet Success materials provided to other community programs that serve pregnant women.

	2.3. Align CDAAP website with CDPH IT requirements.
	2.3.1. Maintain current URL for a period of up to one (1) year, and ensure orderly transition of existing URL (http://www.cdappsweetsuccess.org) to CDPH- approved URL. 
	June 30, 2015
	2.3.1. Existing domain name resides under CDPH GoDaddy account.

	
	2.3.2. Contractor and current IT vender will work with CDPH IT to ensure the website and sub-sites transition to CDPH with minimal disruption. Actively participate in timely decision making throughout the transition process. Provide technical information regarding the overall structure of the existing website:

a. Transfer web content (source code) from existing URL to CDPH URL;
b. IT vender provide data and source code associated with website and sub sites to CDPH;
c. Provide sufficient resources for timely testing of the website immediately after deployment.
	December 31, 2015  
	2.3.2. Ownership of all textual and media content from the existing website resides with CDPH.

	
	2.3.3. Contractor responsible for ongoing maintenance and update of website content and will notify CDPH of any personnel changes in staff responsible for web site content.
	June 30, 2017
	2.3.3. CDAPP website is maintained in compliance with CDPH IT requirements.

	2.4. Recruit new CDAPP Sweet   Success affiliates and provide web- based training for new and existing affiliates.
	2.4.1. Assist potential CDAPP Sweet Success affiliates to complete the CDAPP Sweet Success application process
	Monthly
	2.4.1. During monthly conference calls report on the number of new affiliates and satellite sites, and maintain a file for each affiliate containing their application, annual on-line survey and other pertinent information.

	
	2.4.2. Develop, organize and host a total of twelve web-based trainings annually. Ensure that a minimum of eight hours of training are available for new affiliates and any new staff of existing affiliates; and a minimum of four hours of training are available for existing affiliates.
	Monthly
	2.4.2. During monthly conference calls report on the most recent web-based training listing a summary of the numbers and professions of participants, and participant locations.

	
	2.4.3. Archive and post CDAPP Sweet Success webinar trainings which have been held within the fiscal year to the website.
	Monthly
	2.4.3. Following the monthly CDAPP Sweet Success webinar training archive and post on the website. In the Annual Report, submit a table listing dates of web-based trainings and topics covered, and the cumulative summary of numbers and professions of webinar participants, and participant locations.

	2.5. Assist affiliates to establish and maintain the Memorandum of Understanding (MOU) as a CDAPP Sweet Success affiliate.
	2.5.1. Maintain an annual calendar-year MOU with each affiliate and ensure that new and existing affiliates have complied with training requirements.
	Annually 

By Feb. 15
	2.5.1. By February 15 of the calendar year, submit a list of affiliates with current year signed MOUs.

	
	2.5.2. Conduct a CDAPP Sweet Success Affiliate On-Line Annual Survey for affiliates to determine current affiliate personnel and with data from the prior calendar year, the total number of clients served; whether new or continuing clients and any requests for assistance from the affiliate.
	By March 1 
	2.5.2. By March 1 compile results from all the affiliate’s online Annual Survey forms. Report the total number of clients served during the past calendar year and include in the Annual Report, File MOUs and survey forms at the Project office, to be available upon request.

	
	2.5.3. Provide assistance to affiliates in data collection and use of data for quality improvement (QI) activities.
	Annually
	2.5.3. In the Annual Report, summarize assistance provided with regard to data collection and QI activities.

	
	2.5.4. Provide a certificate as a CDAPP Sweet Success Affiliate in Good Standing in recognition of maintaining a current MOU and completing the on-line Annual Survey form.
	March 1
	2.5.4. By March 1st, submit a list of recognized affiliates in good standing. Attach the list to the Annual Report.


	MAJOR OBJECTIVE(S)
	MAJOR FUNCTIONS, TASKS, AND ACTIVITIES
	TIMELINE
	PERFORMANCE MEASURE AND/OR DELIVERABLES

	3.1. Maintain a bed space locator system to facilitate the transport of critically ill infants.
	3.1.1. Monitor bed availability on the CPeTS website weekly. For hospitals that have not self-reported, provide technical assistance (TA) to ensure completion of updates. 
	Weekly
	3.1.1. In the Annual Report, document the number of hospitals requiring TA to comply to self-update their bed availability on the website. Summarize the TA provided.

	
	3.1.2. Monitor monthly bed availability reports and provide individual hospital reports, with a comparison to similar reporting hospitals.
	Monthly
	3.1.2. In the Annual Report, document changes in monthly trends of bed availability.

	
	3.1.3. Maintain an electronic Newborn Intensive Care Directory with listings of perinatal unit directors, head nurses, transport coordinators, and local Emergency Medical Services (EMS) Directors. Remind hospitals to update this information on the CPeTS website every 6 months.
	Semi-annually
	3.1.3. In the Annual Report, document that individual hospitals have updated their Directory semi-annually.

	
	3.1.4. Assist with transports of high-risk maternity patients and critically ill infants as requested.
	Ongoing
	3.1.4. In the Annual Report, summarize requests for assistance with transports.

	3.2. Facilitate high-risk transport quality improvement (QI) activities for regional planning, outreach, program development, and analysis of outcome data.
	3.2.1. The Regional Transport QI Committee will meet semi-annually, or more frequently as needed, to discuss local perinatal transport QI issues and to disseminate QI improvement strategies identified by analysis of CPeTS data.
	Semi-annually
	3.2.1. In the Annual Report, summarize local perinatal transport QI issues and document QI improvement strategies based on analysis of CPeTS data.

	
	3.2.2. Collaborate with Maternal, Child and Adolescent Health (MCAH) Division, California Maternal Quality Collaborative (CMQCC), and other appropriate stakeholders to develop strategies for defining and implementing levels of risk-appropriate maternal care and regionalized maternal transport systems.
	Annually
	3.2.2. In the Annual Report, summarize strategies for defining and implementing levels of risk-appropriate maternal care and regionalized maternal transport systems. 

	3.3. Maintain a CPeTS Executive Committee.
	3.3.1. Participate in the CPeTS Executive Committee semi-annual meetings to evaluate the CPeTS system and recommend changes. Leadership will alternate between north and south, beginning with the fall meeting hosted by the northern region. The agenda will be developed by the host and minutes will be taken by the non-host region.
	Semi-annually
	3.3.1. Submit meeting agenda to the CPeTS Executive Committee one week before the meeting and send drafted minutes within two weeks following meetings.

	
	3.3.2. Analyze the CPeTS data system, noting regional concerns. Make recommendations for CPeTS system changes as needed.
	Semi-annually
	3.3.2. In the Annual Report, summarize the CPeTS data, document regional concerns, and note recommendations for CPeTS system changes. 

	
	3.3.3. Provide regions with QI tools  (e.g., PowerPoint slide sets) using CPeTS data.
	Annually
	3.3.3. In the Annual Report, summarize QI activities and products. Note: All materials for public release require prior MCAH approval.

	
	3.3.4. Provide CMQCC and CPQCC with CPeTS data, document trends, and identify potential QI topics.
	Annually
	3.3.4. In the Annual Report, document trends in CPeTS data and identified potential QI topics. 


	MAJOR OBJECTIVE(S)
	MAJOR FUNCTIONS, TASKS, AND ACTIVITIES
	TIMELINE
	PERFORMANCE MEASURE AND/OR DELIVERABLES

	4.1. Maintain a CPeTS Expert Panel consisting of transport experts, Regional CPeTS Directors, and MCAH staff
	4.1.1. Review and assess existing transport areas for opportunities for quality improvement (QI)
	Annually
	4.1.1. In the Annual Report, summarize transport areas with QI opportunities and identified action steps

	
	4.1.2. Identify and prioritize new issues surrounding maternal/infant transport.
	As needed
	4.1.2. In the Annual Report, summarize identified issues surrounding maternal/infant transport.

	
	4.1.3. Define data elements and appropriate risk adjustors to capture maternal/infant transport issues.
	As needed
	4.1.3. In the Annual Report, summarize transport data elements selected for collection and analysis, including rationale for selection.

	
	4.1.4. Convene meetings of the Expert Panel as needed. Describe any changes to the process and decisions made for data collection and overall evaluation of the transport system.
	As needed
	4.1.4. In the Annual Report, attach a current directory of the CPeTS Expert Panel members and their fields of expertise. Summarize any changes to the process and decisions made for data collection and overall evaluation of the transport system.

	4.2. Develop, conduct, and analyze a Pilot Project to test new or revised data elements that address maternal/infant transport issues identified by the Expert Panel
	4.2.1. Based on recommendations of the CPeTS Expert Panel, revise the CPeTS data form and data collection procedure manual, with no more than five data elements added to the current CPQCC dataset.
	Annually
as needed
	4.2.1. In the Annual Report, attach the revised data form and revisions to the data manual. Prior to implementing pilot testing, submit revisions to the CPeTS data form and data manual to MCAH for review and approval.

	
	4.2.2. Conduct pilot testing on new or revised data elements identified by the Expert Panel and analyze data obtained from the Pilot Project.
	Annually
as needed
	4.2.2. In the Annual Report, summarize the process and results of the Pilot Project. 

	4.3. Maintain the web-based system  for timely entry and analysis of CPeTS data with input from the CPeTS Data Advisory Committee.
	4.3.1. Maintain and update the CPeTS system for data collection, analysis, and report capabilities, based on recommendations from the CPeTS Data Advisory Committee (composed of data entry staff from member institutions).
	Annually
	4.3.1. In the Annual Report, summarize maintenance activities, data collection, analysis, and report capabilities. Submit the current directory of the CPeTS Data Advisory Committee members, their positions, and institutions.

	
	4.3.2. Conduct an annual system evaluation to assess data quality and validity and produce a report of findings by:  

a. Auditing data to ensure sites are entering data correctly and in a timely manner;
b. Providing technical assistance (TA) to correct outpoints;
c. Analyzing data for quality and validity. 
	Annually
	4.3.2. In the Annual Report, submit:

a. Audit findings and any recommended data collection changes.
b. Topics or problems that required TA, including their frequency. Describe how these situations were addressed or corrected. 

c. CPeTS  evaluation report, including the methodology used for data analysis. 

	
	4.3.3. Review and revise (as needed) the methodology for a risk-adjusted data report.
	Annually
	4.3.3. In the Annual Report, summarize revisions to the methodology used in the risk-adjusted data report.

	
	4.3.4. Maintain and revise (as needed) information in the CPeTS report. If a report is developed, post this on the CPQCC website.
	Annually
	4.3.4. Submit revisions of the CPeTS report to MCAH prior to implementation.

	4.4. Align CPeTS website with CDPH IT requirements.
	4.4.1. Maintain current URL for a period of up to one (1) year and ensure orderly transition of existing URL (http://www.perinatal.org) to CDPH-approved URL.
	June 30, 2015
	4.4.1. Existing domain name resides under CDPH GoDaddy account.

	
	4.4.2. Contractor and current IT vender will work with CDPH IT to ensure the website and sub-sites with orderly transition to CDPH. Actively participate in timely decision making throughout the transition process. Provide technical information regarding the overall structure of the existing website:

a. Transfer web content (source code) from existing URL to CDPH URL;
b. IT vendor provide data and source code associated with website and sub sites to CDPH;
c. Provide sufficient resources for timely testing of the website immediately after deployment.
	December 31, 2015
	4.4.2. Ownership of all textual and media content from the existing website resides with CDPH.

	
	4.4.3. Contractor responsible for ongoing maintenance and update of website content and will notify CDPH of any personnel changes in staff responsible for web site content.
	June 30, 2017
	4.4.3. CPeTS website is maintained in compliance with CDPH IT requirements.

	4.5. Provide training and ongoing TA to hospital transport and data entry staff, CPeTS Directors, and RPPC Directors regarding data collection forms, data entry, and data reports
	4.5.1. Maintain a curriculum for training data entry staff about the current CPeTS system, including data collection forms, data entry, and data reports
	Annually
	4.5.1. Submit the agenda for the CPeTS training to MCAH for review and approval two weeks before the scheduled trainings. Maintain copies of the agenda and curriculum in the Project office.

	
	4.5.2. Provide a minimum of three trainings annually to hospital transport staff and Regional RPPC Directors about data entry and utilization of CPeTS data to improve outcomes. Archive training webcasts for review. 
	Annually
	4.5.2. In the Annual Report, document the number of training attendees at each location. Submit dates and locations of trainings to hospitals, MCAH, and RPPC Directors at least four weeks in advance. Within two weeks following trainings, submit to MCAH a summary of attendee evaluations, copies of which should be maintained in the Project office. Post archived training materials on the website. 

	
	4.5.3. Provide ongoing TA, including site visits as needed, to Regional RPPC Directors or hospitals
	Annually
	4.5.3. In the Annual Report, submit a summary of issues that required TA, including  the frequency of provision of assistance


	MAJOR OBJECTIVE(S)
	MAJOR FUNCTIONS, TASKS, AND ACTIVITIES
	TIMELINE
	PERFORMANCE MEASURE AND/OR DELIVERABLES

	5.1. Provide staff support to the California Perinatal Quality Care Collaborative (CPQCC) Executive Committee and Perinatal Quality Improvement Program (PQIP) Workgroups.
	5.1.1. Facilitate continual collaboration, cooperation, and participation of stakeholders by scheduling and organizing quarterly meetings, conference calls, or webinars of the CPQCC Executive Committee, and monthly PQIP and Workgroup meetings. Maintain an infrastructure for timely correspondence and communication with members.
	Annually
	5.1.1. In the Annual Report, summarize dates and activities of CPQCC Executive Committee, PQIP, and Workgroup meetings and conference calls. Maintain documents in the Project office.

	
	5.1.2. Schedule meetings rotating areas to meet the needs of members. 
	Annually
	5.1.2. Submit annual meeting calendar to MCAH in first quarter of each contract year.

	
	5.1.3. Draft and distribute reference documents, meeting minutes for approval, and recommendations.
	Quarterly
	5.1.3. Maintain copies of reference documents, recommendations, and approved minutes in the Project office.

	
	5.1.4. Represent the CPQCC Executive Committee at appropriate forums to enhance community-wide participation, such as at the annual pre-meeting of the California Association of Neonatologists (CAN).
	Annually
	5.1.4. In the Annual Report, provide a list of dates of forums attended.

	5.2. Initiate and improve data submission to the CPQCC Data Center.
	5.2.1. Provide technical assistance to RPPC regional representatives and hospitals participating in CPQCC. Provide an overview and an annual update of data requirements to RPPC Directors and staff of participating hospitals.
	Annually
	5.2.1. In the Annual Report, summarize training materials presented regionally. Post materials, such as data forms and instruction manuals, on the CPQCC website.

	
	5.2.2. Develop and conduct trainings for RPPC regional leaders and hospital staff on the CPQCC Data Center information system.
	Annually
	5.2.2. In the Annual Report, summarize training dates and topics. Submit schedules and training objectives to MCAH prior to conducting trainings. 

	
	5.2.3. Maintain a library of training materials and data management references for use with hospital trainings.
	Annually
	5.2.3. In the Annual Report, include a current list of the library reference materials posted on the CPQCC website.

	5.3. Determine data elements of the perinatal database and study conditions covered by California Children’s Services (CCS) and related data systems.
	5.3.1. Survey community and regional Neonatal Intensive Care Unit Directors, CAN members, and Maternal-Fetal Medicine Program Directors on changes to neonatal and obstetric data elements.
	Annually
	5.3.1. In the Annual Report, summarize survey results and any changes to data elements recommended by the CPQCC Data Workgroup.

	
	5.3.2. Collaborate with CCS to include or revise data elements necessary for studying conditions covered by CCS.
	Annually
	5.3.2. Disseminate minutes of meetings with CCS to the Executive Committee, participating hospitals, and MCAH.

	
	5.3.3. Finalize the data collection plan based upon survey results, the CPQCC Data Workgroup’s recommendations, and CCS collaboration.
	Annually
	5.3.3. Disseminate final data document to the Executive Committee, participating hospitals, CCS, and MCAH. In the Annual Report, attach the final data collection document and maintain the current data collection forms on the website.

	5.4. Provide Data Center staff to develop data reports and related projects.
	5.4.1. Develop and maintain the infrastructure to operate the Data Center, and develop and distribute data reports.
	Annually
	5.4.1. In the Annual Report, summarize activities on infrastructure development, maintenance, and distribution of data reports. 

	
	5.4.2. Organize and schedule meetings and conference calls of Data Center Committees and Workgroups. 
	Semi-Annually
	5.4.2. In the Annual Report, summarize activities and maintain documents in the Project office. 

	
	5.4.3. Draft and distribute recommendations and minutes for approval.
	Semi-Annually 
	5.4.3. Maintain approved recommendations and minutes in the Project office.

	
	5.4.4. Develop and distribute Data Center reference documents to members for review and use in development of data and information systems.
	Annually
	5.4.4. Maintain reference materials and distribution lists in the Project office.

	5.5. Develop processes to link data to new and existing data collection systems.

	5.5.1. Collaborate with California Maternal Data Center (CMDC), CPQCC Data Center, and other available data sources to provide linked data reports to hospitals and RPPC Directors for QI activities.
	Annually
	5.5.1. In the Annual Report, summarize activities and include data reports.

	5.6. Maintain QI toolkits on topics       with evidence of effective strategies for improving neonatal health outcomes
	5.6.1. Develop a new QI toolkit (if needed)  within the three-year contract period 
	Annually
	5.6.1. In the Annual Report, advise MCAH of any new toolkit in development

	
	5.6.2. Periodically update existing QI toolkits
	Annually
	5.6.2. In the Annual Report, advise MCAH of any updated existing toolkits

	
	5.6.3. Disseminate QI toolkits  via the CPQCC website
	Annually
	5.6.3. Provide appropriate links for    downloading on CPQCC website. In the Annual Report, attach a screenshot of the webpage demonstrating toolkit availability.


	MAJOR OBJECTIVE(S)
	MAJOR FUNCTIONS, TASKS, AND ACTIVITIES
	TIMELINE
	PERFORMANCE MEASURE AND/OR DELIVERABLES

	6.1. Provide regional support to the California Maternal Quality Care Collaborative (CMQCC) Executive Committee.
	6.1.1. Regionally collaborate, cooperate, and participate with stakeholders through quarterly meetings, conference calls, or webinars. 
	Quarterly
	6.1.1. In the Annual Report, summarize dates and activities of CMQCC Executive Committee meetings and conference calls. Maintain documents in the Project office.

	
	6.1.2. In coordination with MCAH, organize a discussion at each meeting on a critical maternal health issue 
	Quarterly
	6.1.2. Topic and prep materials should be sent to committee members at least two weeks in advance of meeting

	
	6.1.3. Draft and distribute reference documents, meeting minutes for approval, and recommendations  
	Quarterly
	6.1.3. Maintain copies of reference documents, recommendations, and approved minutes in the Project office

	6.2. Provide regular and ongoing communication via email and/or website to maternal health community, including RPPC Directors.
	6.2.1. Maintain and regularly update web-based resources for practitioners, institutions or general public on improving maternity care 
	Quarterly
	6.2.1. Track updates, new additions to the website, number and duration of hits quarterly

	
	6.2.2. Quarterly email update (minimum one page) to CMQCC subscribers on issues pertinent to quality improvement in maternity care
	Quarterly
	6.2.2. Distribute quarterly email update to MCAH and CMQCC subscribers

	6.3. Plan and organize three Webex Project Meetings with MCAH
	6.3.1. Calendar three meetings a year with MCAH.
	Annually
	6.3.1. Submit meeting calendar to MCAH within the first month of the contract year.



	6.4. Measure the impact of a previously developed toolkit
	6.4.1. Develop and implement an evaluation plan and timeline using process outcome measures for the selected toolkit. 
	10/1/2014
	6.4.1. Submit evaluation plan and implementation timeline to MCAH for review and approval.

	6.5. 
	6.4.2. Implement toolkit evaluation plan, collect data, and complete analysis.
	3/1/2015
	6.4.2. In the Annual Report, submit completed evaluation and analysis of the toolkit.

	6.6. 
	6.4.3. Summarize toolkit evaluation methodology and findings.
	6/30/15
	6.4.3. In the Annual Report, submit a summary of methodological findings, and impact of toolkit implementation.

	6.7. Collaborate with MCAH to develop and disseminate one toolkit on a key finding from CA-PAMR that appears to be amenable to improvement. 
	6.5.1. Select and submit a toolkit topic for MCAH review and approval. 
	3/1/2015
	6.5.1. Submit proposed toolkit topic to MCAH for review and approval.

	
	6.5.2. Prepare background and justification for the toolkit topic with references using EndNote Reference Manager.
	10/1/2015
	6.5.2. In the Annual Report, submit background narrative and justification for the toolkit topic.

	
	6.5.3. Develop toolkit and secure pertinent copyright permissions. 
	3/1/2016
	6.5.3. Submit final toolkit to CDPH/MCAH for review and approval to publish. 

	
	6.5.4. Produce and disseminate the toolkit via website in two formats: single PDF of entire toolkit and topic-driven format.
	7/1/2016
	6.5.4. Provide appropriate links for downloading on CMQCC website. In the Annual Report, attach a screenshot of the webpage demonstrating toolkit availability.

	6.8. Measure the impact of the newly developed toolkit referenced in Objective 6.5
	6.6.1. Develop and implement an evaluation plan and timeline using process outcome measures for the newly developed toolkit. 
	10/1/2016
	6.6.1. Submit evaluation plan and implementation timeline to MCAH for review and approval.

	
	6.6.2. Implement toolkit evaluation plan, collect data, and complete analysis.
	3/1/2017
	6.6.2. In the Annual Report, submit completed evaluation and analysis of the toolkit.

	
	6.6.3. Summarize toolkits evaluation methodology and findings. 
	6/15/17
	6.6.3. In the Annual Report, submit final report of methodology, findings, and impact of toolkit implementation.

	6.9. Based on the developed toolkit, produce and provide education and outreach materials for quality improvement suitable for webinars and face-to-face presentations.
	6.7.1. Develop a well-referenced standardized education module including a slide set, handouts, lecture notes and bibliography for the developed toolkit.
	7/1/2016
	6.7.1. Submit the education module for the developed toolkit to MCAH for review and approval. 

	
	6.7.2. Conduct presentations of the educational module of the newly developed toolkit to interested organizations.
	6/30/2017
	6.7.2. In the Annual Report, document the developed toolkit presentations. Include participating organizations, presentation dates.

	
	6.7.3. As funds allow, review and revise existing CMQCC toolkits and submit to CDPH/MCAH for review and approval.
	Annually
	6.7.3. In the Annual Report, document any revisions made to existing toolkits.

	6.10. Collaborate with new and existing data collection systems for quality improvement activities.
	6.8.1. Collaborate with California Maternal Data Center (CMDC), CPQCC Data Center, and other available data sources to provide linked data reports to hospitals and RPPC Directors.
	Annually
	6.8.1. In the Annual Report, summarize collaborations with new and existing data systems and attach any developed linked data reports.


	MAJOR OBJECTIVE(S)
	MAJOR FUNCTIONS, TASKS, AND ACTIVITIES
	TIMELINE
	PERFORMANCE MEASURE AND/OR DELIVERABLES

	7.1. Document all operational and methodological issues from the study period.
	7.1.1. Describe all improvements to data collection, improvements to the CA-PAMR Committee review processes, and changes to the Committee composition implemented since then close of FY 2010-2011.
	June 30, 2015
	7.1.1. Document all improvements to data collection, review processes and changes to the review committee composition in a final internal Technical Report to MCAH.

	
	7.1.2. Review significant methodological changes in the analysis, integration, and translation of qualitative data.
	June 30, 2015
	7.1.2. Document significant methodological changes in the analysis, integration, and translation of qualitative data in a final internal Technical Report to MCAH.

	7.2. From the previously developed analytic plan, finalize priority analysis and complete analysis of key sub-populations of PAMR data.
	7.2.1. Finalize priority analysis and complete analysis of key sub-populations and submit to MCAH for review and approval.
	September 30, 2014
	7.2.1. Submit completed qualitative analysis to MCAH describing the 2002-2007 study population.

	
	7.2.2. Perform the qualitative analysis and integrate with quantitative data as appropriate.
	Quarterly
	7.2.2. Submit completed qualitative analysis and interpretation of subpopulation analysis to date.

	
	7.2.3. Distribute data output for review with MCAH and project partners.
	Quarterly
	7.2.3. Submit completed qualitative analysis and interpretation of subpopulation analysis to date.

	
	7.2.4. Discuss the results and implications of data review.
	Quarterly
	7.2.4. Submit completed qualitative analysis and interpretation of subpopulation analysis to date.

	
	7.2.5. Prepare a written summary and submit to MCAH.
	June 30, 2015
	7.2.5. Submit final internal Technical Report to MCAH including all qualitative analysis and interpretation of subpopulation analysis.

	7.3. Acknowledge the CA PAMR Committee that reviewed the 2002-2007 PAMR cases.
	7.3.1. Prepare and send end-of service letters and acknowledgment of service to the CA-PAMR Committee in coordination with MCAH.
	March 31, 2015
	7.3.1. Complete and mail letters

	
	7.3.2. Finalize data collection, management, and analysis of 2002-2007 PAMR cases. Integrate final project data with CA-PAMR database maintained by MCAH and project team
	June 30, 2015 
	7.3.2. Submit data to project team and MCAH

	
	7.3.3. All hard copy and electronic files and data are securely copied for MCAH and then are removed from files and servers.
	June 30, 2015
	7.3.3. Submit hard copy and securely transmit electronic files to MCAH

	7.4. Finalize findings from CA-PAMR for the study period 2002-2007 for public release
	7.4.1. In conjunction with the CA-PAMR project team develop outline and project plan of final public report. 
	September 30, 2014
	7.4.1. Submit outline and project plan for final report to MCAH.

	
	7.4.2. In collaboration with MCAH develop outline and project plan of Technical Report.
	November 30, 2014
	7.4.2. Submit project outline and project plan for Technical Report to MCAH.

	
	7.4.3. Assign topics and conduct peer review of report sections.
	November 30, 2014
	7.4.3. Provide list of topics assigned and peer review sections to MCAH.

	
	7.4.4. In collaboration with CA-PAMR project team finalize analysis, interpretation and implications for inclusion in a final public report. 
	March 31, 2015
	7.4.4. Provide finalized analysis interpretation and implications to MCAH. Submit publication-ready results write-up and include in public report.

	
	7.4.5. Archive materials and complete written Technical Report to CDPH/MCAH for review and approval. 
	June 30, 2015
	7.4.5. Submit completed final Technical Report to MCAH.

	
	7.4.6. Develop teaching slide set with study findings for use by CA-PAMR Committee members and project team and submit to CDPH/MCAH for approval.
	June 30, 2015
	7.4.6. Disseminate slide set and/or handouts to Committee.

	7.5. Produce and distribute public report on CA-PAMR covering study period of 2002-2007.
	7.5.1. Provide input on design of report.
	June 30, 2015
	7.5.1. Provide recommended design elements and report organization to MCAH for input, review and approval.

	
	7.5.2. Develop distribution list and plan.
	October 15, 2015
	7.5.2. Submit distribution plan for electronic and hard copies of the final public report to MCAH.

	
	7.5.3. Prepare communication materials to accompany the final report when available for public release. 
	October 15, 2015
	7.5.3. Submit talking points and public use slide set to MCAH for approval.

	
	7.5.4. Distribute report when completed.
	December 15, 2015
	7.5.4. Distribute report in electronic and hard copy form and post on organizational website of project team and send to key stakeholders.

	7.6. Provide consultation on development of CA-PAMR 2.0. to investigate violent and accidental pregnancy-related deaths.
	7.6.1. Conceptualize with CA-PAMR project team goals, research questions and scope of PAMR 2.0 to investigate violent and accidental pregnancy-related deaths.
	March 31, 2015
	7.6.1. Submit written summary of discussions and examples of model existing reviews to MCAH.

	
	7.6.2. Conceptualize and investigate feasibility of surrogate interviews to understand the psychosocial aspect of violent and accidental pregnancy-related deaths.
	June 30, 2015
	7.6.2. Provide written recommendations to MCAH for feasibility of surrogate interviews.

	
	7.6.3. Research and develop sample IRB language for interview of human subjects.
	June 30, 2015
	7.6.3. Provide to MCAH written samples of IRB language to include in application for PAMR 2.0.

	
	7.6.4. Identify recruitment of potential surrogate interviews, explore feasibility of recruitment, and identify appropriate incentives for participation.
	September 30, 2015
	7.6.4. Submit written list of potential recruitment sites for surrogate interviews and written summary of recruitment issues to MCAH.

	
	7.6.5. Provide technical assistance on the development of methodology, and for the composition and implementation of Advisory Committee operations.
	September 30, 2015
	7.6.5. Submit written recommendations for methodology, draft by-laws, and recommendations for members of the Advisory Committee for PAMR 2.0.

	7.7. Assist MCAH with the development and implementation of PAMR 2.0
	7.7.1. Assemble Advisory Committee to reflect the needed expertise. Ensure composition of the Committee is balanced in terms of gender, race, geographic representation. Identify Chairperson of the Committee to oversee and guide case reviews.
	December 30, 2015
	7.7.1. Obtain confirmation of interest in serving CDPH PAMR 2.0. Send CVs to MCAH.

	
	7.7.2. Develop research aims of PAMR 2.0 in conjunction with PAMR 2.0 team. Identify best data suited for research aims and determine what is extant and what needs to be collected via surrogate interviews. 
	December 30, 2015
	7.7.2. Prepare an analysis plan that describes the key research questions of PAMR 2.0 and data available or needed to address the project aims.

	
	7.7.3. Develop interview tool for surrogates of deceased women in conjunction with MCAH and subject matter. Field test and refine the interview tool.
	March 31, 2016
	7.7.3. Submit final interview tool for inclusion in PAMR 2.0 methodology.

	
	7.7.4. Develop and maintain a written methodology document that serves as a description of the study’s process and as a data dictionary. 
	June 30, 2016
	7.7.4. Submit methodology documentation to MCAH for inclusion in project governance documentation.

	
	7.7.5. Develop schedule of interviews, estimate the number of interviews and time needed, interview logistics (via phone, Skype, in-person, etc.). Identify needed resources (recorder, software, etc.) for the capture and analysis of interview data. Project timeline for data collection. Develop estimates for the cost of the interviews. 
	June 30, 2016
	Submit document with logistics of conducting surrogate interviews to MCAH for incorporation into project planning documents.

	7.8. Assist MCAH with the launch of PAMR 2.0
	7.8.1. Develop orientation materials and provide orientation to the project for newly assembled Advisory Committee
	January 31, 2016
	7.8.1. Obtain signed confidentiality and conflict of interest forms from Committee members. Submit orientation packet and signed forms to MCAH. 

	
	7.8.2. Develop meeting schedule. Arrange for meeting location. Develop travel reimbursement processes.
	January 31, 2016
	7.8.3. Meeting space reservations secured and annual meeting dates communicated to Committee.

	
	7.8.4. Conduct initial surrogate interviews. Prepare relevant data to be included in case review materials
	March 31, 2016
	7.8.5. Submit cleaned, abstracted and/or summarized findings from surrogate interviews.

	
	7.8.6. Convene first case review meeting with Committee and project staff. 
	March 31, 2016
	7.8.7. Provide written summary of meeting results with recommendations for refinement and improvement for future meetings.

	7.9. Convene Advisory Committee meetings for PAMR 2.0 
	7.9.1. Convene case review meetings of PAMR 2.0 with the Advisory Committee
	Quarterly through June 30, 2017
	7.9.1. Meetings convened.

	
	7.9.1. Capture consensus determinations from Committee members during meeting
	Quarterly through June 30, 2017
	7.9.2. Data is captured on forms or electronically.

	
	7.9.2. Process qualitative interview data. Identify data elements to be included in larger analytic data set. Prepare those elements in a format that allows for import to another data management system.
	Quarterly through June 30, 2017
	7.9.3. Submit cleaned and processed data to data managers.

	
	7.9.3. Develop methodology for summarizing themes across individual interviews. Develop reports of findings and in consultation with MCAH, project staff and subject matter experts, refine the findings to clearly communicate findings and to support project aims.
	Quarterly through June 30, 2017
	7.9.4. Submit reports summarizing findings on an ongoing basis.

	
	7.9.4. Maintain Advisory Committee in the event of resignations and replacements
	Quarterly 
	7.9.5. Prepare forms and orientations to new member as needed.


	MAJOR OBJECTIVE(S)
	MAJOR FUNCTIONS, TASKS, AND ACTIVITIES
	TIMELINE
	PERFORMANCE MEASURE AND/OR DELIVERABLES

	8.1. Provide data validation and data linkage services for purposes of State MCAH use.
	8.1.1. Obtain the most current annual data files needed from appropriate sources (Vital Statistics, Office of Statewide Health Planning and Development, Department of Finance Population Estimates, Perinatal Profiles, CPQCC, CMQCC, and others to be determined) at contractor cost for the purposes of State MCAH use for Title V performance indicators, and evidence-based decision-making.
	Annually

	8.1.1. Submit to MCAH copies of requests for data and protocols as needed in fulfillment of human subjects’ protection requirements. Provide copy of approved IRB documentation to MCAH.

	
	8.1.2. For IPODR, obtain the most current annual birth cohort file and link to the patient discharge data (PDD). If the most recent year for which birth information is available has not yet been linked to death information, the PDD will be linked to the Vital Statistics Birth Master File, Vital Statistics Death Master File, and Vital Statistics Fetal Death Master File.
	Annually
	8.1.2. Submit a copy of the linked dataset(s) to MCAH.

	
	8.1.3. For CA-PAMR, obtain the most current annual birth cohort file and link to the patient discharge data (PDD) with death certificate file of maternal deaths for the year in question. If the most recent year for which birth cohort information is available has not yet been linked to death information, the PDD will be linked to the Vital Statistics Birth Master File, Vital Statistics Death Master File, and Vital Statistics Fetal Death Master File.
	Annually
	8.1.3. Submit a copy of the linked dataset(s) to MCAH.

	
	8.1.4. Conduct quality assurance checks of the IPODR and CA-PAMR data to ensure completeness and accuracy, and develop and document SAS algorithms for deterministic and/or probabilistic matching of data.
	Annually
	8.1.4. Submit to MCAH copies of algorithms for linking data, SAS code generated in fulfillment of these activities, descriptive statistics summarizing linkage process and data quality, updated data dictionary and documentation.

	8.2. Update IPODR static website county profile reports, including tables, charts, maps and zip-code tabulations, and modify and update the dynamic online query and table builder module
	8.2.1. Develop and document SAS code to: (a) tally events of each health indicator by different demographic fields;(b) generate annual rates for each health indicator using MCAH-approved data definitions at the state, county, and zip code level and/or possible other geographic units to be determined.
	Annually
	8.2.1. Submit copies of algorithms and SAS code generated in fulfillment of these activities, and descriptive statistics summarizing the results of these activities for review and approval by MCAH.

	
	8.2.2. Using calculated statistics, generate thematic maps, tables and charts to:

a. summarize data at the state, county, and zip code level and/or possible other geographic units to be determined;

b. compare these figures with the Healthy People 2020 Objectives.
	Annually
	8.2.2. Provide access to a test website for uploading the current year’s updated and modified web pages for review and approval by MCAH.

	
	8.2.3. Update documentation of methodology, analysis and format procedures to:

a. continue to make the IPODR website “transportable” (i.e. easy for a SAS user to maintain the program and website); 

b. provide State MCAH staff access to a test website for uploading the current year’s updated and modified web pages for MCAH review and approval;

c. upload MCAH-approved content to the publicly accessible domain; 

d. maintain and assist in the support of publicly accessible web content via IPODR web pages;

e. respond to public inquiry related to the IPODR site.
	Annually
	8.2.3. Provide documentation of the methodology, analysis and format procedures; copies of SAS and source code for IPODR web pages; access to a test website for uploading the current year’s updated and modified web pages for review and approval by MCAH; and a documented log of upload and modification activities to IPODR web pages.

	
	8.2.4. In accordance with MCAH needs, work with MCAH and other collaborators to update IPODR web pages to maintain consistency with other CDPH-approved resources for information dissemination (reports, websites, publications, etc.).
	Annually
	8.2.4. Provide MCAH with a documented log of updates that were requested and implemented.

	8.3. Ensure system security, data integrity, and system performance of IPODR website.
	8.3.1. Provide mechanisms to obtain user feedback to enable ongoing system improvement.
	Annually
	8.3.1. Compile and analyze responses to the online IPODR website evaluation survey. Provide MCAH a written summary of findings based on online visitor responses to the IPODR evaluation survey, including recommendations to modify/improve the website to better serve the needs of online visitors.

	
	8.3.2. Ensure that personal identifiers are not included in the data system, and that the data are presented in a manner that prevents identification of an individual. Ensure that the data system includes all necessary precautions to prevent unauthorized access to the system and database.
	Annually
	8.3.2. Remove all data containing personal identifiers before posting content on the test website or in the public domain. Refrain from posting frequencies or rates with a small number of observations, and work with MCAH to implement small number suppression standards. Ensure that the system is designed in a manner that prevents unauthorized access to the system and database.

	
	8.3.3. Ensure sufficient resources to support site access
	Quarterly
	8.3.3. Ensure IPODR is designed and hosted such that site queries from government and public users are handled with professional response time (no more than one minute wait time for processing).

	8.4. Align the IPODR website with CDPH IT requirements
	8.4.1. Comply with CDPH direction in the event that CDPH IT elects to transfer the website to CDPH IT domain.
	June 30, 2016
	8.4.1. IPODR website is maintained in compliance with CDPH IT requirements.
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