Supporting Culture and Teamwork: Perinatal Collaborative

The aim of the Perinatal Collaborative is to reduce infant harm through the implementation
and integration of systems improvements and team behaviors into maternal-fetal care

When we think of labor and delivery today, we think of healthy women giving birth to a beautiful baby and everyone being happy, but when a bad
outcome occurs it’s devastating to both the parents and the care team. When the Joint Commission on Accreditation of Healthcare Organizations
analyzed 42 sentinel events involving infant death from 1999-2004, it revealed that communication was the leading root cause and culture as a
barrier to communication and teamwork was an underlying cause. The Maryland Patient Safety Center Perinatal Collaborative seeks to address this

fundamental process and by doing so reduce the risk of a poor outcome.
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