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SPSP-MCQIC
The Maternity and Children Quality Improvement Collaborative (MCQIC) aims to improve outcomes and reduce inequalities in outcomes by providing
a safe, high quality care experience for all women, babies and families across maternity, neonatal and paediatric care settings in Scotland. MCQIC is
part of the Scottish Patient Safety Programme (SPSP). Since the launch in 2013, the programme has demonstrated broad engagement with boards
and some excellent pieces of work which show considerable promise in making Maternity Services in Scotland safer.

Use of Data
The MCQIC Maternity Care programme will continue to use a data collection strategy that will allow you to identify solutions and track the impact of
changes over time. The resulting data should give you confidence that you are identifying and impacting a large percentage of the harm events
occurring in your board, without requiring that you spend all of your time or resources collecting data. With this in mind we are encouraging all areas to
share the data with the teams involved in generating it for learning and development.
The SPSP ambition is to ensure “people using health and social care services are safe from harm in line with Scottish Government’s National Health
and Wellbeing Outcome 7. Prevention of harm is central to the ambition. Key to this is improving outcomes for people by preventing, recognising and
responding to deterioration in any care setting. The SPSP ambition has 3 core themes. These themes are drivers within the MCQIC programme.

Medicines
Support of safer use if medicines across the health and social
care settings in Scotland
Deterioration
Improve Outcomes for people by preventing, recognising or
responding to deterioration in any care setting.
System Enablers
Involving people in safety involves them to make informed
decisions of their safety.

Prevention

Harm

Recognition

Response

System Enablers
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Core priorities
A midterm review of the MCQIC programme was completed at the end of 2017 to understand progress against the original aims, review quality
improvement activity in each unit and understand each board’s identified priorities for the second half of the programme. As a result, the content across
the programme has been revised to reflect both the feedback and experience at board level and address the key priority areas identified for Scotland.
Programme
Maternity care

Outcome measures
Stillbirth rate

Process measures
Fetal movement
Fetal monitoring (CTG)
Fetal growth – fundal height measurement

Postpartum haemorrhage (PPH) rate

Collaborative
working for
maternity and
neonatal care

Neonatal mortality rate
(to focus on reduction in preterm death
rate)

PPH 4 stage approach and associated process
improvements.
MEWS

Preterm perinatal wellbeing package

Rationale
MBRRACE, Each Baby Counts, national
policy
National reviews, RCOG, FIGO, NICE,
Each Baby Counts
MBRRACE, Each Baby Counts, NMPA
MBRRACE, RCOG
MBRRACE
NNAP, NICE and RCOG guidelines,
national policy, MBRRACE

Partnership agreements
A partnership agreement is essentially a win–win agreement where parties commit to working together to benefit one another as well as themselves.
MCQIC have co-produced tailored partnership agreements with each NHS board. This will allow a shared understanding of the capacity and support
that is available at both local and national level to support delivery of the MCQIC programme. This agreement will outline the commitments from both
your board and MCQIC for the SPSP maternity, neonatal and paediatric care programmes. It will focus on the key improvement priorities and actions
as agreed by both parties. This is an ideal opportunity to identify the priorities that are pertinent to your board, taking into account the recently agreed
core measures, and focus on what is achievable. Partnership agreements will be created with the national SPSP MCQIC team in collaboration with
front-line staff, senior management and the SPSP Programme Manager and SPSP Executive Sponsor.
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Frequently asked Questions
How will we know when to reduce frequency of measurement?
Any measure that is demonstrating a sustained improvement and on target should be evaluated locally. If boards have quality assurance that the process
and outcome measures are sustained and on target we would recommend reducing frequency of measurement. If at any time, the data demonstrates
deterioration, we suggest identification of the cause with planned improvement activity to increase compliance.

What is the difference Between Testing and Implementing?
Implementation of a change often requires new forms, training, a piece of equipment, updating a guideline or protocol or something else that requires
resources to be allocated. The consideration of the resources required to implement is the difference between testing and implementing. Testing is done
‘small scale’, where resourcing is not an issue.
Understanding how a proposed change will be maintained should be part of the implementation plan. Using the Implementation Checklist (The
Improvement Guide, Figure 8.1, p. 185) can help teams structure their approach.

How do we spread?
The Spread stage is about communicating with all your stakeholders, sharing the learning from your measure. The methods of communication are
crucial ensuring that you use as many forms as possible to engage with everyone involved and impacted by the change. Through analysis and display
of your run charts in parallel with your staff and patient stories you will be able to demonstrate the impact of your improvement. Continuing to display
data will be vital, so consider how you are going to embed continuous measurement for improvement. Show the costs and benefits of implementing the
improvement. Communicate your successes to your stakeholders
Leaders should assign high performers to a spread effort and allocate them sufficient time. For the spread of new ideas to happen in a timely fashion,
the spread process needs to be managed (NB. Project Plan). Chapter 9 (p195) in the improvement plan provides an in depth account of spread .
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Code

Type

Measure
RATE OF STILLBIRTH

Page
6

STB

Outcome

FMTB

Process

FMWI
FMAL

Process
Process

SGAB
SGAR

Outcome
Process

SGAM

Process

SGAS

Process

% of pregnant women with assessment at the booking interview for risk factors for a Small for Gestational Age
(SGA) fetus /neonate
% of pregnant women with serial measurement of Symphysis fundal height (SFH) at every scheduled antenatal visit
from 26 - 28 weeks gestation.
% of referrals for ultrasound scan if the SFH measurement does not follow the expected trajectory of growth.

FMRA
FMIA
FMCT
FMAI
FHRA

Process
Process
Process
Process
Process

% of formal fetal risk assessment on admission in labour
% compliance with positive peer support (PPS) review for intermittent auscultation.
% of CTG interpretations with hourly fresh eyes review
% of CTG’s with accurate interpretation and management plan
% of fetal heart rate abnormalities escalated appropriately.
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PPH

RATE OF POST PARTUM HAEMORRHAGES

PPSR
PPHR
PPMBL
PPHM
PPTX
PPEC

Outcome
Process
Process
Process
Process
Process
Process

25
26
27
28
29
31
32

MEWS
MEWS1
MEWS2
NND
PPW1

Process
Process
Process
Outcome
Process

FETAL MOVEMENT
% of pregnant women between 18 and 23 weeks gestation who have had a discussion of fetal movement evidenced
by the teach back method
% pregnant women between 18 and 23 weeks gestation who have received written information on fetal movement.
% response to altered fetal movement.

FETAL GROWTH
% of small for gestational age singleton babies born at or after 40 weeks gestation

7
8
9
11
12
13
14

FETAL MONITORING

% of pregnant women screened for special risk factors
% of pregnant women with completion of Stage 0 on admission for delivery.
% of births with cumulative quantitative measurement of blood loss
% of Stage 1- 3 PPH with evidence of timely communication and escalation of ongoing MBL and MEWS
% of women with a stage 2 and/or stage 3 PPH who received tranexamic acid.
% compliance with post event checklist for all stage 3 PPH

17
18
20
22

NATIONAL MEWS
% of correct observations completed on national MEWS chart
% of observations with accurately aggregated MEWS triggers
% compliance with national MEWS escalation pathway

Rate of Neonatal Deaths (Not for local data reporting)
% compliance with preterm perinatal wellbeing package

35
36
37
39
40
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Core Measures for national reporting
National reporting of the following core measures is supported by the reporting template.
Safe, effective and Reliable care
Measure
Identifier
Type
Name

Operational Definition

Data Collection
Guidance

Numerator: Total number of stillbirths in the month

No sampling. All stillbirths
should be reported.

Inclusion
Include
feticides.

Denominator: Total number of births in the month (live and still)
Percentage: numerator x
denominator

Rate of
Stillbirth

STB

1000

Outcome
-

A stillbirth is defined as a child which had issued forth from its mother
after the 24th week of pregnancy and which did not breathe or show
any other sign of life (Registration of Births, Deaths and Marriages
(Scotland) Act)

For rare events – Data
can be presented as a
days between
NB: These data are
reported to ISD from the
National Records of
Scotland, based on the
registration of stillbirths
data.
Data Display: The
stillbirth rate is reported as
the number of stillbirths
per 1000 births (live and
still)
National data available via
ISD/NRS/local

GOAL

35% reduction in national rate.
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Safe, effective and Reliable care
Measure
Name

Identifier

Type

Operational Definition
Numerator: discussion of fetal movement between 18 and 23 weeks
gestation evidenced by use of teach
Denominator: total number of women in the sample

% of pregnant
women
between 18
and 23 weeks
gestation who
have had a
discussion of
fetal
movement
evidenced by
the use of
teach back
method

Percentage: numerator x
denominator

100

Fetal movement information and women’s understanding is still a
significant area of improvement in the effort to reduce stillbirth.
FMTB

Process

Data Collection
Guidance

Inclusion /
exclusions

Review 20 randomly
selected charts/patients
each month (or 5 per
week)

Nil

The review of charts
should occur in the postnatal period
Data Display: Run chart
reported monthly

The teach-back method, also called the "show-me" method, is a
communication confirmation method used by healthcare providers to
confirm whether a woman understands what is being explained to them. If
there is understanding of the information given, they are able to "teachback" the information accurately. Documentation of the women’s own
words will check the understanding of the discussion and, if needed, trigger
a re-explain of the key points. See Appendix 1 for further support.
Clinicians should advise women on fetal movement in line with evidence
based current advice. Appendix 2 identifies key information that should be
given to women.

GOAL

TBC by local teams

7

Safe, effective and Reliable care
Measure
Name

Identifier

Type

Operational Definition
Numerator: total number of pregnant women between 18 and 23 weeks
gestation who have received written information on fetal movement
Denominator: Total number of women in the sample.

% of pregnant
women
between 18
and 23 weeks
gestation who
have received
written
information
on fetal
movement

Percentage: numerator x
denominator

FMWI

GOAL

Process

100

Although women are overwhelmed with leaflets and books at booking, the
research is clear on fetal movement. It has shown women who receive
written information based on current evidence, best practice and clinical
guidelines contact health professionals in a timely matter when they are
concerned with fetal movement with no increase attendance at hospital
with reduced fetal movement. In addition, having standardised information
based on best practice ensures key messages are given to all women no
matter their place of residence. Therefore it is recommended, the Tommy’s
leaflet, which is aligned to best practice, is given to pregnant women
between 18 – 23 weeks gestation. See Appendix 2 for further information.

Data Collection
Guidance

Inclusion /
exclusions

Review 20 randomly
selected charts/patients
each month (or 5 per
week)

Nil

The review of charts
should occur in the postnatal period
Data Display: Run chart
reported monthly

TBC by local teams

Widdows K, Roberts SA, Camacho EM, Heazell AEP. Evaluation of the implementation of the Saving Babies’ Lives Care Bundle in early adopter NHS Trusts in England.
Maternal and Fetal Health Research Centre, University of Manchester, Manchester, UK. 2018.
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Safe, effective and Reliable care
Measure
Name

Identifier

Type

Operational Definition
Numerator: total number of cases where local policy for altered fetal
movement was followed.
Denominator: Total number of women reporting altered fetal movement

% response
to altered
fetal
movement.

FMAM

Process

Percentage: numerator x
denominator

100

The confidential enquiries into antenatal stillbirth found unrecognised or
inappropriately managed episodes of reduced fetal movement are
contributory factors to stillbirth1. In addition, women who report a single
episode of vigorous movement described as ‘crazy’, ‘wild’ or ‘frantic’ have a
7 fold increased risk in late stillbirth.2 Therefore this measure will
incorporate altered fetal movement.
Boards should follow local policy in terms of response and management of
altered fetal movement.

GOAL

Data Collection
Guidance

Inclusion /
exclusions

Review 20 selected
charts/patients each
month (or 5 per week)
where altered fetal
movement was reported.
Either collect in antenatal
clinic, triage, day bed unit
or develop a data
collection process to
review postnatal records

Nil

If 20 cases not possible,
select as many cases as
possible.
Data Display: Run chart
reported monthly

TBC by local teams

1

MBRRACE-UK Perinatal Surveillance report for births in 2016: Available via URL: https://www.npeu.ox.ac.uk/mbrrace-uk/reports Published 15th June 2018

2Alexander

E. P. Heazell , Jane Warland, Tomasina Stacey, Christin Coomarasamy, Jayne Budd1, Edwin A. Mitchell and Louise M. O’Brien
Stillbirth is associated with perceived alterations in fetal activity – findings from an international case control study. BMC Pregnancy and Childbirth.
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Data collection guide.

Measure
% of pregnant women between
18 – 236 weeks gestation who
have a discussion of fetal
movement evidenced by the
teach back method

Comments
Yes: if evidence of teachback is used to determine women’s understanding of
fetal movement. Completed between 18 – 236 weeks gestation
Yes

No

No: if teachback not used to document women’s understanding of the fetal
movement discussion or if teachback takes place outwith 18 – 236 weeks

% of pregnant women between
18 and 236 weeks gestation who
have received written
information on fetal movement Yes

Yes: if there is evidence that written information has been given between 18 –
236 weeks gestation
No

No: if no evidence that written information given between 18 – 236 weeks
gestation.
Yes: Local policy followed in response to altered fetal movement
% response to altered fetal
movement

Yes

No

No: Local policy not adhered to in response to altered fetal movement
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Safe, effective and Reliable care
Measure
Name

Identifier

Type

Operational Definition

Data Collection
Guidance

Numerator: Total number of babies born ≥40 weeks gestation with a
birthweight plotted on or below the 10th centile.

% of small for
gestational
age singleton
babies born
on or after 40
weeks
gestation

Denominator.: Total number of babies born between 37+0 and 42+6
weeks gestation with a birthweight plotted below the 10th centile.
Percentage: numerator x
denominator
SGAB

Process

100

A baby born small after their estimated due date can be considered to
represent a failure of antenatal detection, as national guidance
recommends that labour induction or caesarean section is offered before
the estimated due date to women whose baby is thought to be small for
their gestational age. If detection of these babies was perfect, we would
expect the rate of babies born small after their estimated due date to be
zero. However, tests such as scans have limitations, so we do not expect
perfect detection simply an improvement over time. ‡

No sampling. All babies
born ≥40 weeks gestation
with a birthweight plotted
on or below the 10th
centile should be reported

Inclusion /
exclusions
Nil

Data Display: Run chart
reported monthly

Baseline data available:
Locally, NMPA and ISD

Birth weight should be plotted on UK WHO Child growth charts. Any baby
born ≥40 weeks gestation with a birthweight plotted on or below the 10th
centile should be reported

‡NMPA Measure

GOAL

TBC by local teams
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Safe, effective and Reliable care
Measure
Name

Identifier

Type

Operational Definition
Numerator: Number of women with a risk factor assessment for a SGA
fetus/neonate that is performed at booking.

% of pregnant
women
assessed at
booking
interview for
risk factors
for a SGA
fetus/neonate

Denominator: Total number of case records in the sample.
Percentage: numerator x
denominator
SGAR

Data Collection
Guidance

Inclusion /
exclusions

Review 20 randomly
selected charts/patients
each month (or 5 per
week)

Nil

100

Process
All pregnant women must be screened at the booking interview to see if
they fall into a high risk group for SGA risk factors who then require a
routine serial ultrasound scan programme for size monitoring. The
assumption is boards will have a local policy in place for doing so. If not,
boards may wish to refer to Royal College of Obstetricians and
Gynaecologists (RCOG) green top guideline (number 31) on investigation
and management of small for gestational age fetus.

The review of charts
should occur in the postnatal period

Data Display: Run chart
reported monthly

Baseline data
available: No
GOAL

TBC by local teams
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Safe, effective and Reliable care
Measure
Name

Identifier

Type

Operational Definition
Numerator: Number of women with serial
measurement of SFH at every scheduled
antenatal appointment starting from 26 - 28 weeks
gestation.

% of pregnant
women with
serial plotting
of Symphysis
fundal height
(SFH) at every
scheduled
antenatal visit
starting from
26 - 28 weeks
gestation.

Denominator: Total number of case records in the
sample.

SFHM

GOAL

Process

Percentage: numerator x
denominator

Data Collection
Guidance

Inclusion / exclusions

Review 20 randomly
selected charts/patients
each month (or 5 per
week)

Exclusions
Not all pregnancies are suitable for
primary surveillance by fundal height
measurement, and require ultrasound
biometry instead. In most instances,
these pregnancies fall into the following
categories:

The review of charts
should occur in the postnatal period

100

Serial measurement of fundal height plotted on a
SFH chart leads to increased antenatal detection
of small babies. SFH is a widely used method of
monitoring fetal growth surveillance for low risk
pregnancies in the third trimester. SFH findings
should be plotted at every scheduled antenatal
appointment starting from 26 – 28 weeks on a
locally agreed SFH chart. Research has shown
either a customised or population chart should be
used to plot.
Best practice for measuring can be found in
Appendix 3

Data Display: Run chart
reported monthly

Fundal height measurement
unsuitable. For example, due to fibroids,
high maternal body mass index, multiple
pregnancy.
Pregnancy considered high risk,
requiring serial ultrasound. For example,
due to previous history of SGA.
Any attendance that is not considered
scheduled antenatal care such as
admission to triage or inpatient short stay
admission.

TBC by local teams

*British
Medical
Journal
(BMJ)
(2016):
https://www.researchgate.net/publication/309734128_International_standards_for_symphysisfundal_height_based_on_serial_measurements_from_the_Fetal_Growth_Longitudinal_Study_of_the_INTERGROWTH-21st_Project_prospective_cohort_study_in_eight_countries_On Accessed March 2018
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Safe, effective and Reliable care
Measure
Name

% of referrals
for ultrasound
scan if the
SFH
measurement
does not
follow the
expected
trajectory of
growth.

Identifier

Type

Operational Definition
Numerator: total number of women referred for ultrasound scan if a single
SFH plots below the 10th centile or serial measurement demonstrate slow or
static growth.

Data Collection
Guidance

Inclusion /
exclusions

Report a minimum 20 per
month or 5 per week if
possible

Nil

Denominator: Total number of women in the sample.
Percentage: numerator x
denominator
SGAR

Process

100

Women with a single SFH which plots below the 10th centile or serial
measurements which demonstrate slow or static growth should have a
referral for an ultrasound scan.(RCOG, 2014)* Research has shown either a
customised or population chart should be used when plotting growth of a
fetus.

Boards may wish to adopt
an exception reporting
approach. For example,
data collection from
ultrasound department,
case note reviews of SGA
babies or data
stratification using
badgernet.

Data Display: Run chart
reported monthly

GOAL

TBC by local teams

* Royal College of Obstetricians and Gynaecologists (2014) Small for gestational age Fetus, Management and Investigation. (Green Top Guideline 31) Available via URL: https://www.rcog.org.uk/en/guidelinesresearch-services/guidelines/gtg31/ Access January 2018
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DATA COLLECTION GUIDE
Element

Response

% of pregnant women
assessed at booking
interview for risk factors
for a SGA fetus/neonate

Yes

% of pregnant women
with Symphysis fundal
height (SFH) plotting at
every scheduled antenatal
visit starting from 26 – 28
weeks gestation.

% referral for ultrasound
scan if the measurement
does not follow the
expected trajectory of
growth.

Comments
Yes: if there is evidence of assessment for risk factors for a SGA fetus/neonate at booking

No
No: If there is no evidence of assessment for risk factors for a SGA fetus/neonate at booking.

Yes if SFH documented at every scheduled antenatal appointment starting from 26 – 28 weeks
gestation
Yes

No. if SFH is not done at every scheduled antenatal appointment starting from 26 – 28 weeks
gestation

No

No: if plotted weekly; wrong symbol used (X is universal symbol for SFH); measurement in half cm
(i.e. 28.5cm) and / or measurement of =Dates is used.

Yes. If women with a single SFH which plots below the 10th centile or serial measurements which
demonstrate slow or static growth are referred for ultrasound scan
Yes

No

NA

No if women with a single SFH which plots below the 10th centile or serial measurements which
demonstrate slow or static growth are not referred for ultrasound scan.
NA: No single SFH plots below the 10th centile or serial measurement does not demonstrate slow
or static growth requiring referral.
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Safe, effective and Reliable care
Measure
Name

% of formal
fetal risk
assessments
completed
on
admission in
labour

Identifier

Type

Operational Definition
Numerator: number of formal fetal risk assessments performed on
admission in labour as evidenced by a written plan for fetal
monitoring.

Review a minimum 20 cases per month
or 5 per week.

Denominator: total number of women in active stage of labour.

The review of charts should occur in the
post-natal period

Percentage: numerator x
denominator

FMP

Proce
ss

Data Collection
Guidance

Exclusions

Nil

100

All pregnant women should have a clinical risk assessment
performed when admitted in labour to minimise adverse outcomes
for both mother and baby.

Data Display: Run chart reported
monthly

For the purpose of this measure, a formal fetal risk assessment is
performed to determine risk factors for fetal hypoxia by completing
the following:
 Identify Risk: The tool attached in Appendix 5 can
support midwives to assess risk and therefore determine
the appropriate method of fetal monitoring.
 Complete a written management plan: Following the
risk assessment, a written management plan should be
made which includes method of fetal monitoring and why
this was chosen.

GOAL

TBC by local teams

https://pathways.nice.org.uk/pathways/intrapartum-care/fetal-blood-sampling-during-labour#content=view-node%3Anodes-taking-and-interpreting-sample
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Safe, effective and Reliable care
Measure
Name

Identifier

Type

Operational Definition

Data Collection
Guidance

Exclusions

20 notes reviewed in Alongside
midwifery unit, low risk labour
ward rooms and/or community
midwifery units

Any women in
labour who
has
continuous
fetal
monitoring.

Numerator: total number of PPS reviews deployed in line with local
guidance

% compliance
with positive
peer support
(PPS) review
for
intermittent
auscultation.

Denominator: total number of women in active stage of labour who
are low risk and have intermittent auscultation as method of fetal
surveillance.
PPSR

Process
Percentage: numerator x
denominator

Goal

100

Current recommendations do not support the use of continuous
electronic fetal monitoring (EFM) for low risk women during labour.
Despite this, EFM remains widespread in clinical practice. It is linked
to increased intervention in labour and operative delivery. Intermittent
auscultation is a fundamental skill that midwives should feel confident
in carrying out. To support and enhance this midwifery skill, providing
positive peer support (PPS) is a mechanism boards may wish to
utilise. PPS purpose is for a second midwife to assess the overall
clinical picture whilst supporting the midwife in the room to safely
deliver midwifery care. This model is not just about listening to the fetal
heart but encompasses a holistic approach to care. Boards should
decide locally how often the PPS review is carried out but this should
be no longer than 4 hours apart. Please see Appendix 7 for a guide of
how to deliver this model.
TBC by local teams
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Safe, effective and Reliable care
Measure
Name

Identifier

Type

Operational Definition

Data Collection
Guidance

Numerator: total number of hourly CTG’s with fresh eyes

Exception Reporting.
Collect data from fetal/neonatal incidents.
This may be one of the following (this not an
exhaustive list):
 Apgar score of ≤7 at 5 minutes.

review

Denominator: total number of hourly CTG’s in the case
% of hourly
CTG
interpretations
with fresh
eyes review

FMCT

Process

review


Percentage: numerator x
denominator

100

“A ‘fresh eyes/buddy’ review is a cooperative practice of pairing
two or more people together for mutual assistance or safety. The
buddy and midwife should independently classify the CTG and
then countersign, date and time when in agreement. If it is not
possible to categorise, interpret or agree these findings every
time, senior obstetric input should be sought. (NICE, CG19.
2014)
Fresh eyes should be performed every hour in the first stage of
labour with local policy dictating frequency in second stage of
labour.
NB. Clinical judgement should be used if fresh eyes is not
documented exactly 60 minutes from the last review. As a
generic rule of thumb, allow some degree of flexibility for factors
in the room as evidenced by clinical notes i.e. epidural
analgesia.











Apgar score of ≤5 at 10 minutes
after birth.
Continued need for resuscitation,
including endotracheal or mask
ventilation, at 10 minutes after
birth.
Neonatal seizures
Acidosis within 60 minutes of birth
(defined as any occurrence of
umbilical cord, arterial or capillary
pH <7.20)
Cord base deficit>12mmol/L in any
blood sample (arterial, venous or
capillary)
Diagnosed with any grade Hypoxic
Ischaemic Encephalopathy
Therapeutically cooled
Unexpected admission to neonatal
unit.

Exclusions

If
intermittent
fetal
monitoring is
primary
method of
choice for
fetal
surveillance.

Review as many cases per month as
possible (20 maximum)
Data Display: Run chart reported monthly.
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Safe, effective and Reliable care
Measure
Name

Identifier

GOAL

Type

Operational Definition

Data Collection
Guidance

Exclusions

TBC by local teams

Royal College of Obstetricians and Gynaecologists (RCOG) Improving patient safety: Risk Management for Maternity and Gynaecology (Clinical Governance advice No 2. ) Available via URL:
https://www.rcog.org.uk/en/guidelines-research-services/guidelines/clinical-governance-advice-2/

National Institute of Clinical Excellence (NIICE) (2007) Intrapartum Care: care of healthy women and their babies. London: NICE
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Safe, effective and Reliable care
Measure
Name

Identifi
er

Type

Operational Definition

Data Collection
Guidance

Numerator: total number of accurate CTG interpretations
with management plan
Denominator: total number of hourly CTG’s reviewed.
Percentage: numerator x
denominator
% of CTG’s
with accurate
interpretation
and
management
plan.

Process
FMIM

100

Exception Reporting.
Collect data from fetal/neonatal incidents. This
may be one of the following (this not an
exhaustive list):
 Apgar score of ≤7 at 5 minutes.



No CTG should be interpreted without a full understanding of
the clinical picture. A holistic approach that takes into account
the risk factors for both the mother and the baby as well as
the stage and progress in labour should be adopted when
making any decisions on care. The identification and
consideration of risk factors such as persistently reduced fetal
movements before labour, fetal growth restriction, previous
caesarean section, thick meconium, suspected infection,
vaginal bleeding or prolonged labour must become standard
practice when reviewing a CTG. ≠Each Baby counts
recommendation



For the purpose of this measure accurate interpretation
means accurate documentation of each element:




1. baseline rate;
2. baseline variability;
3. presence or absence of decelerations (and
concerning characteristics of variable decelerations if
present);
4. presence of accelerations.







Apgar score of ≤5 at 10 minutes after
birth.
Continued need for resuscitation,
including endotracheal or mask
ventilation, at 10 minutes after birth.
Neonatal seizures
Acidosis within 60 minutes of birth
(defined as any occurrence of
umbilical cord, arterial or capillary pH
<7.20)
Cord base deficit>12mmol/L in any
blood sample (arterial, venous or
capillary)
Diagnosed with any grade Hypoxic
Ischaemic Encephalopathy
Therapeutically cooled
Unexpected admission to neonatal
unit.

Exclusions

Nil

Review as many cases per month as
possible (20 maximum)
Data Display: Run chart displayed monthly
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Safe, effective and Reliable care
Measure
Name

Identifi
er

Type

Operational Definition

Data Collection
Guidance

Exclusions

Based on this assessment, and consideration of the each
baby counts recommendation the antenatal CTG should be
classified as normal, suspicious and intrapartum CTG should
be classified as normal, suspicious and/or pathological. Both
should show evidence of a clear management plan. See
Appendix 6 for a breakdown of each element and
management plan for each classification.

Goal

TBC by local teams
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Safe, effective and Reliable care
Measure
Name

Identifier

Type

Operational Definition

Data Collection
Guidance

Numerator: total number of fetal heart rate abnormalities
escalated appropriately

Exception Reporting.
Collect data from fetal/neonatal
incidents. This may be one of the
following (this not an exhaustive list):
 Apgar score of ≤7 at 5 minutes.

Denominator: total number of abnormal fetal heart rate patterns
reviewed.
% of fetal
heart rate
abnormalities
escalated
appropriately.

FMEA

Process

Percentage: numerator x
denominator

100

Irrespective of the method of fetal monitoring, escalation of
abnormalities in a timely manner can potentially improve the
outcome of a baby. For this measure, local policy should be
adhered to which should incorporate the following:
Intermittent auscultation: If rising baseline, reduced variability
or decelerations suspected then auscultation should be carried
out for 3 consecutive contractions. If rising baseline, reduced
variability or decelerations confirmed CTG must be commenced
CTG: If suspicious or abnormal, immediately start
conservative measures whilst informing midwife in charge. An
action plan should be documented.
If pathological: Start conservative measures and contact
obstetric ST3 or above to review. Fetal Blood Sampling (FBS)
should be considered by obstetrician with clear evidence that
consideration is made to stop any oxytocin infusion and/or to
give a tocolytic where appropriate and consideration of delivery
if abnormal results or no fetal stimulation from FBS. The












Exclusions

Apgar score of ≤5 at 10
minutes after birth.
Continued need for
resuscitation, including
endotracheal or mask
ventilation, at 10 minutes after
birth.
Neonatal seizures
Acidosis within 60 minutes of
birth (defined as any
occurrence of umbilical cord,
arterial or capillary pH <7.20)
Cord base deficit>12mmol/L in
any blood sample (arterial,
venous or capillary)
Diagnosed with any grade
Hypoxic Ischaemic
Encephalopathy
Therapeutically cooled
Unexpected admission to
neonatal unit.

Review as many cases per month as
possible (20 maximum)
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Safe, effective and Reliable care
Measure
Name

Identifier

Type

Operational Definition

Data Collection
Guidance

Exclusions

consultant should be called when FBS not possible, FBS result
is abnormal or a 3rd FBS required.

Goal

Fetal Bradycardia: 3 minutes call for help, 6 minutes move to
theatre, 9 minutes prepare for delivery, 12 minutes aim to deliver
the baby.
TBC by teams locally

NICE 2017: https://www.nice.org.uk/guidance/cg190/resources/interpretation-of-cardiotocograph-traces-pdf-248732173
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Data Collection Guide

Measure
% of formal fetal risk
assessment on admission in
labour

Response

Comments
Yes: evidence that formal fetal risk assessment on admission in labour has taken place
in order to determine appropriate method of fetal monitoring.

Yes

No

No: No evidence of a formal fetal risk assessment
No: formal fetal risk assessment has occurred but wrong method of fetal monitoring
initiated.
Yes: Fresh eyes performed every hour in 1st stage of labour and / or in line with local
policy for second stage of labour

% of CTG interpretations with
fresh eyes review

Yes

No

No: Fresh eyes is not performed every hour in 1st stage of labour and / or in line with
local policy for second stage of labour.

Yes: evidence of PPS in line with local guidance

% compliance with positive peer
support (PPS).

% of CTG’s with accurate
interpretation and management
plan.

Yes

No

No: No evidence of PPS in line with local guidance.

Yes: Accurate interpretation of each element, correct classification and appropriate
management plan
Yes

No

No: Inaccurate interpretation of each element and /or incorrect classification and/or
incorrect management plan.
Yes: fetal heart rate abnormality escalated as per operational definition / local
guidelines

% of fetal heart rate
abnormalities escalated
appropriately.

Yes

No

No: fetal heart rate inappropriately escalated or not escalated when abnormalities
detected (as per operational definition)
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Safe, effective and Reliable care
Measure Name

Identifier

Type

Operational Definition

Data Collection
Guidance

Numerator: Number of cases of severe PPH during the reporting period
Denominator: Total number of deliveries during the reporting period

Rate of severe
post-partum
haemorrhages

Rate (per 1,000): numerator x
denominator
PPH

Outcome





1000

Severe post-partum haemorrhage is defined as: blood loss of equal to
or greater than 2.5 litres, or transfused 5 or more units of blood, or
received treatment for coagulopathy (fresh frozen plasma,
cryoprecipitate, platelets).
The rate of severe PPH is reported as per 1,000 deliveries

A delivery is one or more live births or stillbirths

No sampling required. All
severe PPHs should be
counted. A safety cross
could be used to identify
these cases.

Inclusion /
exclusions
Nil

Whenever events occur
that are relatively rare in
nature or when a hospital
has sufficiently small
numbers of events, the
preferred way to analyse
the data is to plot days
between events. The
longer the days between
PPH the better the
outcome.

Data Display: Rate (per
1,000 deliveries). Run
chart – monthly reporting
and days between.

GOAL

30% reduction in national figures
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Safe, effective and Reliable care
ANTENATAL READINESS
Measure
Name

Identifier

Type

Operational Definition

Numerator: Number of women in the sample screened for special risk factors
Denominator: Total number of women in the sample
Percentage Compliance: numerator x
denominator

100

Screening pregnant women for special risk factors should incorporate the following 3
areas:

% of pregnant
women
screened for
special risk
factors in
antenatal
period.

PPSR

GOAL

Process

Pregnant women should be offered screening for anaemia. Follow local policy
or NICE clinical guideline 62 (Antenatal care). Local guidelines should include
guidance on the use of IV iron. A 32 – 34 week FBC with should be
considered if 28 week bloods are within normal range but other risk factors are
present. I.e. BMI with consideration of folate, ferritin and B12 to exclude other
causes of anaemia e.g. folate deficiency.
2. If the woman is a Jehovah ‘s witness, she should be referred to her
consultant for MDT management and an advance directive and consent to
refusal of blood products needs to be signed according to local policy
3. All women should be screened for abnormal placentation at the time of the
detailed scan and followed up appropriately by MDT approach (MBRRACEUK). Use of a checklist for the care of women with abnormal placentation is to
be encouraged.

Data
Collection
Guidance

Inclusion /
exclusions

Review 20
randomly
selected charts
of women who
have delivered
in the unit each
month (or 5
charts per
week).

Nil

1.

Data Display:
Run charts –
reported
monthly

TBC by local teams
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Safe, effective and Reliable care
READINESS AND RECOGNITION ON ADMISSION FOR DELIVERY
Measure
Name

Identifier

Type

Operational Definition
Numerator: Number of women in the sample with all elements of stage 0
completed.
Denominator: Total number of women in the sample

% of women
with
completion of
Stage 0 on
admission for
delivery.

Percent Compliance:
PPHR

numerator x
denominator.

Inclusion /
exclusions

Review 20 randomly
selected charts/patients
each month (or 5 per
week)

Nil

100

Process
The risk of PPH should be documented upon admission to hospital for
delivery. Risk factors may present for the first time or change during labour
and hence care plans must be modified when risk changes. Stage 0 in the 4
stage approach describes antenatal and perinatal risk factors for PPH. All
elements of stage 0 must be fully completed including time of birth, third
stage complete and measured blood loss. This also includes documented
evidence that additional uterotonics have been considered if risk factors are
present. Until boards have tested and implemented stage 0, all elements of
stage 0 must be completed in local documentation. Appendix 8 details
Stage 0

GOAL

Data Collection
Guidance

The review of charts
should occur in the postnatal period

Data Display: Run chart
reported monthly

TBC by local teams
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Safe, effective and Reliable care

READINESS AND RECOGNITION ON ADMISSION FOR DELIVERY
Measure
Name

Identifier

Type

Operational Definition
Numerator: Number of women with cumulative quantitative measurement of blood loss
Denominator: Total number of women in the sample
Percent Compliance:

numerator x
denominator

100

PPMBL
Process

% of births
with
cumulative
quantitative
measurement
of blood loss

Delay in recognition of large blood losses is a common finding in cases of maternal
morbidity and mortality from haemorrhage. A policy of waiting to quantify blood loss only
after the excessive loss is identified does not address this problem.
All women, regardless of mode of delivery, should have a measured blood loss. A
quantitative approach (i.e. volume in mL) to communicate blood loss is more reliable
than the use of descriptors such as ‘small amount’, ‘trickle’, ‘moderate blood loss’. In
addition, every time blood loss is measured this should be added to previous
measurement to give a cumulative total.
NB. Quantification and documentation of blood loss should be performed during and
after all births until immediate recovery status changes to routine postpartum care and
the woman is physiologically stable. Any women with a blood loss of ≥ 500 mls should
have blood loss weighed and documented at regular intervals with a final measured
blood loss documented according to stage. Any women with a blood loss <500mls
should have total MBL documented in stage 0. Rule of 30 It is important to know
booking or 36-week maternal weight to determine the percentage of blood loss as small
women have small volumes. See appendix 9 for table.

GOAL

Data Collection
Guidance

Inclusion /
exclusions

Review 20 cases
per month. The
cases should be a
blend of all blood
loss to identify
areas for potential
improvement.

Nil

The review of
charts should occur
in the post-natal
period

Data Display: Run
chart reported
monthly

TBC by local teams
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Safe, effective and Reliable care

READINESS AND RESPONSE
Measure Name

Identifi
er

Type

Operational Definition

Numerator: Total number of Stage 1 – 3 PPH with evidence of timely communication
and escalation of ongoing MBL and MEWS. (for each element)
Denominator: Total number of women in the sample

% of Stage 1-3
PPH with
evidence of
timely
communication
and escalation
of ongoing MBL
and MEWS.

Percent Compliance:

numerator x
denominator

100

PPHM
Process

Data
Collection
Guidance

Inclusion /
exclusions

Review 20 (or 5
per week)
selected births
where blood
loss was ≥
500ml (or 5 per
week)

Nil

The following elements for measurement in this process:
1. Evidence of timely communication and escalation of ongoing MBL and MEWS as
per stage 1 – 3 of the 4 stage approach.
2. Vaginal tears / episiotomy requiring suturing should have measured blood loss
prior to commencing suturing with a complete set of MEWS observations. The
midwife in charge should be informed of the results with appropriate plan of care
if blood loss is measured >500mls.
3. Delay in delivery of placenta: If placenta not delivered 30 minutes after birth,
blood loss and MEWS should be measured. This should be repeated every 15
minutes until delivery of the placenta. Observations to be communicated to
Charge midwife with evidence of escalation to multi professional team if clinical
concerns. Arrangements should be made for timely transfer to theatre if the
placenta remains undelivered after 60 minutes.
Teams should also consider:

If 20 cases not
available
review as many
as possible.
The review of
charts should
occur in the
post-natal
period

Data Display:
Run chart
reported
monthly
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Safe, effective and Reliable care

READINESS AND RESPONSE
Measure Name

Identifi
er

Type

Operational Definition

-

-

GOAL

Data
Collection
Guidance

Inclusion /
exclusions

Timely communication and escalation may be consideration of Major Obstetric
Haemorrhage call at stage 3.
Vaginal suturing is priority with evidence of active bleeding. Do not wait, call for
assistance to support with blood loss measurement as suturing commences. It is
important to have regular MBL and MEWS (according to stage) undertaken from
birth until repair complete.
Delay in delivery of placenta: Retained placenta is one of the leading causes of
severe PPH in Scotland. Consider blood loss in the room and escalate this timely
whilst anticipating further blood loss. Escalating early is key as further blood loss
will be inevitable in theatre if manual removal of placenta is required.

TBC by local teams
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Safe, effective and Reliable care

READINESS AND RECOGNITION ON ADMISSION FOR DELIVERY
Measure
Name

Identifier

Type

Operational Definition
Numerator: Number of women who were given Tranexamic acid.
Denominator: Total number of women in the sample with a stage 2 and/or 3 PPH
Percent Compliance:

% of stage 2
and / or stage
3 PPH given
tranexamic
acid

PPTX
Process

numerator x
denominator

100

Stage 2 PPH is defined as ‘≥1000–1499ml blood loss OR clinical concern OR
<30% blood loss ‘Tranexamic Acid (TXA) 0.5 - 1gram is recommended to be given
regardless of cause. Therefore clinical teams should consider the following:
•
Early administration in addition to oxytocin at caesarean section and
forceps to reduce blood loss of women with increased risk of or evidence of PPH.
•

Inclusion /
exclusions

Review 20 (or 5 per
week) selected
births where blood
loss was ≥ 1000ml
(or 5 per week)

Nil

If 20 cases not
available review all
cases.
The review of charts
should occur in the
post-natal period

Consider early administration TXA:
-

GOAL

Data Collection
Guidance

At start of stage 2 or earlier if increased risk of PPH i.e. placenta praevia
previous CS / retained placenta
Trauma lacerations of cervix, vagina/perineum
Vessel laceration with caesarean section.

Data Display: Run
chart reported
monthly

TBC by local teams

WOMAN Trial Collaborators. Effect of early tranexamic acid administration on mortality, hysterectomy, and other morbidities in women with post-partum haemorrhage (WOMAN): an
international, randomised, double-blind, placebo-controlled trial. Lancet. 2017 May 27;389(10084):2105-2116.
Californian Maternity Quality Care Collaborative Available via URL: https://www.cmqcc.org/resource/2931/survey Accessed May 201
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Safe, effective and Reliable care

RESPONSE
Measure
Name

Identifier

Type

Operational Definition

Data Collection
Guidance

Inclusions

Numerator: total number of post event checklists completed

Review all stage 3
PPH

All births
resulting in a
stage 3 PPH.

Denominator: total number of stage 3 PPH in the sample

% compliance
with post
event
checklist for
all stage 3
PPH

Percent Compliance:

PPEC

Process

GOAL

numerator x
denominator

100

This should be completed after the event by a member of the obstetric or
anaesthetic team. The checklist adopts a ‘read and do’, ‘challenge/response’ and
‘aide-memoire’ approach to completing essential elements of PPH care. This
checklist reduces reliance on memory, and thus reduces errors of omission while
contributing to team communication and increasing situational awareness amongst
clinicians. Each question should be answered by circling or, for electronic forms,
deleting responses that are not applicable.

The review of charts
should occur in the
post-natal period

Data Display: Run
chart reported
monthly

TBC by local teams
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Element
Readiness

Identification of special risk
factors in antenatal period.

Response
Yes
No
NA

Comment
Yes: Identification of special risk factors
No: Special risk factors not identified

Recognition

% of women with completed
Stage 0 on admission for
labour and delivery

Yes

Cumulative Quantitative
measurement of blood loss for
all births.

Yes

No

NA: No special risk factors evident
Yes: Every element of stage 0 completed.
No: Stage 0 completed in part or not at all

No

Yes: Cumulative measured blood loss documented in Millilitres (mls) or Litre (L) for all
births.
No: if blood loss is not measured, cumulated or not frequently documented when there
is evidence of ongoing blood loss.

Response

% of PPH with timely
communication and escalation
according to stage 1- 3 blood
loss.

Yes

No

No: Any evidence of language such as heavy, moderate or trickle.
Yes: evidence of communication and escalation according to stage 1 – 3 of the 4 stage
approach.
No: no evidence of timely communication and escalation in the notes as recommended
in stage 1 – 3 PPH.

33

Vaginal tears / episiotomies
requiring suturing have
measured blood loss prior to
commencing suturing with a
complete set of MEWS
observations both of which are
escalated to charge midwife

Yes

No

NA

Yes: Blood measured and MEWS documented prior to suturing with escalation to Charge
Midwife.
No: No evidence of measured blood loss and / or MEWS and / or No escalation to Charge
midwife if blood loss >500mls.
NA: no vaginal tears / episiotomies requiring suturing

Delay in delivery of the
placenta: Blood loss measured
and MEWS documented 30
minutes after birth of baby and
every 15 minutes until delivery
of placenta

Yes

% of stage 2 and / or 3 PPH
given tranexamic acid.

Yes

No

Yes: Blood loss measured and MEWS documented 30 minutes after birth of baby and
every 15 minutes until delivery of placenta
No: Irregular and/or no measurement of blood loss and MEWS until delivery of placenta

No

Yes: TXA is administered from Stage 2 PPH as recommended in operational definition
No: no evidence of administration of TXA.

Reporting

Compliance with post event
checklist for all stage 3 PPH

Yes

No

Yes: Post event checklist completed in full for all stage 3 PPH.
No: No evidence post event checklist has been completed or partial completion for all
stage 3 PPH.

34

Safe, effective and Reliable care
Measure
Name

Identifier

Type

Operational Definition

Data Collection
Guidance

Exclusions

Numerator: total number of correct observations completed on national MEWS.
Review 20 (or 5
per week) charts
per month

Denominator: total number of observations.
Percent Compliance:

numerator x
denominator

100

All antenatal and postnatal women who enter an acute hospital setting should have
their core observations recorded on the Scottish national MEWS Chart. Core
observations have a colour trigger attached to them and include:
% of correct
observations
completed
on national
MEWS chart

MEWS

Process

- Respiratory Rate,
- Oxygen saturations,
- Temperature,
- Maternal Heart Rate,
- Systolic Blood Pressure,
- Diastolic Blood Pressure.
- Neuro response,
- Urine output and
- Looks unwell.
For the purpose of this measure, clinical judgement in line with local policy and
presenting clinical condition will dictate what core observations should be documented
and how often. Maternity services should have guidance in place for clinicians to follow
on what observations should be completed as a minimum and what frequency they
should be completed in line with presenting clinical condition.
Numerical values should be documented for each entry as opposed to ↑ or ↓

GOAL

The review of
chart should
occur in all
maternity
inpatient settings
excluding
intrapartum care.

National
MEWS is not
designed for
use in the
intrapartum
period
therefore
Exclude
labouring
women.

Data Display:
Run chart
reported monthly

or a dot.

TBC by local teams
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Safe, effective and Reliable care
Measure
Name

% of
observations
with
accurately
aggregated
MEWS
triggers

Identifier

Type

Operational Definition

Data Collection
Guidance

Inclusion /
exclusions

Numerator: total number of observations with accurately aggregated MEWS
triggers.

Review 20 (or 5 per
week) selected
charts per month

Exclude
intrapartum
care

Denominator: total number of observations
Percent Compliance:
MEWS1

numerator x
denominator

100

Process

Colour triggers must be added together with total yellow triggers and / or total red
triggers documented at the bottom of the chart.

GOAL

The review of chart
should occur in all
maternity inpatient
settings

Data Display: Run
chart reported
monthly

TBC by local teams
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Safe, effective and Reliable care
Measure
Name

% compliance
with national
MEWS
escalation
pathway

Identifier

Type

Operational Definition

Data Collection
Guidance

Inclusion /
exclusions

Numerator: total number of observations with adherence to national MEWS
escalation pathway

Review 20 (or 5 per
week) cases per
week

Intrapartum
care.

Denominator: the total number of observations
Percent Compliance:
MEWS2

numerator x
denominator

100

Process
To improve the recognition and response to the acutely deteriorating antenatal and
postnatal woman, the national MEWS details a robust escalation pathway. It is the
responsibility of the midwifery staff to follow the escalation flow chart. It is the
responsibility of the medical team to follow the escalation plan, review within the
appropriate timeframe and inform senior medical staff if appropriate. There are
identified trigger combinations which, when reached, then activates the escalation
pathway. The escalation pathway outlines actions required for timely review for
each combination of trigger. This can be found next to the MEWS chart.

The review of the
charts can occur in
any in patient
setting (excluding
intrapartum care)

Data Display: Run
chart reported
monthly

For compliance of this measure, there must be evidence the corresponding
escalation for each trigger combination is followed with a documented action plan
as per escalation chart.

GOAL

TBC by local teams
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Data Collection Guide

Measure
% of correct observations
completed on national MEWS
chart

Comments
Yes: correct observations completed on national MEWS in line with local policy
and clinical judgement
Yes

No

No: incorrect observations completed on national MEWS in line with local
policy and clinical judgement.

% of observations with
accurately aggregated MEWS
triggers.

Yes: yellow and red scores accurately aggregated at bottom of MEWS chart
Yes

No

No: yellow and red scored inaccurately aggregated at the bottom of the MEWS
chart.
Yes: corresponding escalation for each trigger combination is adhered to. This
includes evidence an action plan has been completed

% compliance with national
MEWS escalation pathway
Yes

No

No: corresponding escalation for each trigger combination is not followed. This
includes evidence an action plan is not complete.
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Safe, effective and Reliable care
Measure
Name

Identifier

Type

Operational Definition
Numerator: Total number of neonatal deaths in the month
Denominator: Total number of live births in the month
Rate (per 1,000): numerator x
denominator

Rate of
Neonatal
Mortality

NND

Outcome



Data Collection
Guidance

Inclusion /
exclusions

The national team will track
the data using publically
available NRS data

Nil

1000
Data Display: Run chart
every quarter

A neonatal death is defined as a death occurring within the
first four weeks of life
The neonatal death rate is reported as the number of neonatal
deaths per 1,000 live births

GOAL

15% reduction in national rate.
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Safe, effective and Reliable care
Measure
Name

Identifier

Type

Operational Definition
Numerator: Number of inborn infants who received all gestation applicable
interventions.
Denominator: number of inborn infants < 34 weeks born in the month

Percentage
compliance
with preterm
perinatal
wellbeing
package.

Percentage: numerator x
denominator

PWP1
Process










2

Inclusion /
exclusions

This is collaboration
between maternity and
neonatal services. Data
will be collected by
neonatal department.

Infants where
a decision was
made
antenatally
that they
should receive
palliative care

Pre term perinatal wellbeing package.*



1

100

Data Collection
Guidance

At risk infants (< 27 weeks) to be delivered in centre with NICU (level
3) ‡
All mothers of infants born < 30 weeks should be given Magnesium
Sulphate antenatally within 24hrs of birth.
All infants born < 30 weeks should receive at least one dose of
caffeine within the first three days 12
Mothers own breast milk received by all infants < 32 weeks either as
mouth care or enterally within 24 hours of birth.
All mothers of infants born < 34 weeks should be given antenatal
steroids within 1 week of birth.
Optimal cord clamping (≥ 60 seconds) should be carried out for all
infants unless specifically contraindicated e.g. no signs of life, Twin to
Twin Transfusion Syndrome, evidence of major placental separation.
Temp 36.5-37.5 °C inclusive measured on admission (< 32 weeks
gestation, NNAP), within 1 hour of birth.

Data Display: Monthly
Run chart. Displayed in
maternity and neonatal
department.

http://www.nejm.org/doi/full/10.1056/NEJMoa054065
http://www.nejm.org/doi/full/10.1056/NEJMoa073679
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Safe, effective and Reliable care
Measure
Name

Identifier

Type

Operational Definition

Data Collection
Guidance

Inclusion /
exclusions

*Provision of each of the bundle components should be appropriate to the
infant’s gestational age. There are processes out with the control of clinicians
including parental choice that will mean that compliance of 100% will not to
be achieved but units should aim to improve each element so as to maximise
overall compliance.
‡NNAP measure
Recommended Practice
ILCOR recommend delaying the clamping of the cord for at least 60 seconds
for all uncompromised preterm (and term) infants.
Infants should be closely monitored and appropriate processes and pathways
should be in place to avoid hypoglycaemia and hypocarbia.
High dose steroids should be avoided within the first week of life.
Mothers own breast milk is best for all preterm and term babies
Hypothermia should be avoided in all preterm and term babies
Case review should be undertaken in cases of non-compliance to help
develop tests of change within PDSA cycles.

GOAL

To be determined after baseline data collection.

41

Appendix 1: Teachback.
Teach-back is an easy-to-use technique to check that the health professional has clearly explained information to the patient and that the
patient has understood what they have been told. This technique goes beyond using questions such as “Is that clear?” and “Have you
understood everything?” Instead, the health professional asks the patient to explain or demonstrate, using their own words, what has just been
discussed with them. Teach-back does not test the patient’s knowledge but it is an effective technique to check how well the health professional
has explained the information in a way that the patient understands

How to do it


After each consultation, the health professional will check on the woman’s understanding of what
they have been told.



The health professional should avoid asking questions such as “Is that clear?” and “Have you
understood everything?” Examples include:
o

“To be sure that I have explained everything correctly, could you explain to me what to do if you
are concerned about your baby’s movement”

o

“We discussed a lot about this. Can you tell me what you found most important?”

o

“So that I can be sure I have given you clear information, please tell me what your understanding
of reduced fetal movement is?”



If the patient is unable to explain what they have been told the health professional should repeat the
information or instructions again and rephrase their question using different words.



The health professional could draw a diagram or simplify the explanations.



The teach-back technique is then repeated and if after two or three attempts the patient is still
unable to explain what they have been told then the health professional could seek a colleague’s
help or look into whether an interpreter is needed.

Reference: Scottish Health Council: http://www.scottishhealthcouncil.org/patient__public_participation/participation_toolkit/teach-back.aspx#.W40YtDN97IU
 If the patient fails to explain what they have been told then the health professional has not provided

their patient with an adequate explanation and alternative methods should be used in order to
provide the relevant information
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Appendix 2: Fetal Movement Information

Infograph courtesy of Tommy’s. Available to download in A3 poster: https://www.tommys.org/sites/default/files/Tommys%20%20fetal%20movement%20infographic%20poster%20A3%20v02.pdf The information in this leaflet is based on RCOG Green–top Guideline No. 57 Reduced Fetal
Movements (2011) and RCOG Patient Information Leaflet Your baby’s movements in pregnancy information for you (2012).
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Appendix 2 (continued)
MCQIC recommend all boards across Scotland use the same leaflet given between 18 – 23 weeks gestation. The Tommy’s leaflet is a free
resource available to all health professionals which has key messages on reduced fetal movement in line with current evidence and research.
The leaflet is available here: https://www.tommys.org/pregnancy-information/health-professionals/free-pregnancy-resources/leafletfeeling-your-baby-move-sign-they-are-well in 14 different languages.
There is also an audio version women can access available on the same page. A short You tube video with key messages is also available

‘Movement Matters’ Courtesy of Tommy’s. https://www.youtube.com/watch?v=0BTHB-DVi8M
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Appendix 3: SFH Procedure
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allowing time for growth, and preferably by the same
person to

reduce
inter-observer
variation
7. Record the matrix measurement and plot on growth chart
7.



Measurements should be no more frequently 2-3 weeks
apart, allowing time for growth, and preferably by the
same person to reduce inter-observer variation.
until delivery

•
Measurements should be no more frequently 2-3 weeks apart,
allowing time for growth, and preferably by the same person to reduce
inter-observer variation.
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Key Points of SFH


When measuring and plotting on a chart, do not ‘allow’ for descent of the head by accepting slow or static growth; uncompromised
babies continue growing until delivery



Fundal height measurements should be plotted 2-3 weekly to allow growth, as with growth scans. Where measurements are
plotted weekly, the degree of error can be greater than the growth of the fundus.



The symbols of X for fundal height and O for EFW should be used, to distinguish clearly the two separate growth curves,
which mirror each other when growth is appropriate.



It is recommended that measurements are plotted in whole centimetres to reduce subjectivity.



Documentation of ‘equal to dates’ (= D) is inaccurate as it implies firstly that the fundal height measurement should measure
the same number of centimetres as weeks gestation and secondly, that a tape measure has not been used. Due to the
individuality of the growth curves on each chart, measurements will vary at any given gestation for all women.



It is important to document the fundal height measurement in the grid

Reference: http://www.perinatal.org.uk/FetalGrowth/B.aspx
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Appendix 4: Fetal Monitoring
Fetal monitoring either by cardiotocgraphy (CTG) or intermittent fetal heart rate auscultation records changes in the fetal heart rate and their temporal relationship
to uterine contractions. The aim is to identify babies who are becoming short of oxygen (hypoxic) so that appropriate escalation can be undertaken. CTG is the
best method currently available to monitor a fetus during a high risk labour. Intermittent fetal auscultation should be considered after careful risk assessment of
the woman presenting in labour.
The use of the fetal monitoring measures is built on the assumption that the following infrastructure be in place at unit level:
1. Locally agreed documentation for CTG monitoring
2. Local level escalation protocol in place for concerns raised from CTG monitoring and interpretation
3. Local level escalation protocol in place for concerns with intermittent auscultation.
4. All staff who care for women undergoing CTG and intermittent auscultation monitoring are appropriately trained incorporating:
CTG
 Completion of a recognised accredited fetal heart monitoring training package
 Completion of a local competency based assessment
 A timetable for training updates is agreed and local governance is in place
Intermittent Auscultation
 Local level training packages to ensure midwives have a clearer understanding of fetal physiology and greater confidence in their skills of
intermittent auscultation.
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Risk assessment for fetal monitoring during labour
Green: IA FHR
Absence of risk factors as listed in Red category PLUS
Normal fetal movements experienced in last 24 hours
Normal findings on abdominal palpation
Maternal observations normal.
Baseline between 110 – 160 as assessed over 1 minute
between contractions
Absence of decelerations immediately following
contractions
Fetal heart differentiated from maternal pulse
Clear liquor or intact membranes
Accelerations auscultated during period of fetal movement

Amber: to be decided
following discussion with
senior obstetrician/midwife
with assessment of full
clinical picture
BMI >40 at booking
Maternal age >40 at
conception
Gestational diabetes well
controlled with diet (in
spontaneous labour)
Essential hypertension well
controlled
Non-significant meconium
with no additional risk factors

Appendix 5
Red: CTG required/recommended
Any abnormal findings during initial maternal or fetal
wellbeing assessment
Fetal factors
Malpresentation

Maternal Factors
Diabetes, GDM on insulin
or poorly controlled

confirmed
IUGR / SGA
misuse
pregnancy
-immunisation
-eclampsia /

Polyhydramnios
eclampsia
heart rate on IA
movements

chickenpox,
parvovirus, measles
of fetal monitoring

When to change from IA to CEFM

nute for more than 30 minutes

Labour factors
 Previous CS in established labour 

above 140/90
37.5 0C or above on 2 consecutive
readings 1 hour apart

-labour ruptured membranes
>24 hours/augmentation for SROM

for 20 minutes)
Confirmed delay in first or second stage of labour
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Appendix 6: CTG Interpretation.
Features

Reassuring

Non reassuring

Baseline Rate

110 -160 (in the presence of all other
features)

Variability

>5-25 bpm

100 – 109 ≠
<100
161 - 180
>180
Beware of rising baseline rate even within normal range
<5 for 30 – 50 minutes
<5 for 50 minutes
>25 for 15 – 25 minutes
≥25 for ≥25 minutes or sinusoidal

Accelerations

Most accelerations coincide with fetal movements and are a sign of a neurologically responsive fetus that does not have hypoxia/acidosis
The absence of accelerations in an otherwise normal intrapartum CTG is of uncertain significance, but it is unlikely to indicate hypoxia/acidosis.
None
Variable decelerations with no concerning
Variable decelerations with any concerning characteristics* in
characteristics* for 90mins or more
over 50% of contractions for 30 mins (or less if any maternal or
fetal clinical risk factors)
Early or variable decelerations with no Variable decelerations with any concerning
Late decelerations for 30 mins (or less if any maternal or fetal
concerning characteristics* for < 90
characteristics* in up to 50% of contractions for
clinical risk factors).
minutes
30 minutes or more.
Late decelerations in over 50% of contractions for Acute bradycardia or a single prolonged deceleration lasting 3
< 30 minutes.
mins

Decelerations

Opinion

Normal CTG

Management
Plan

Continue normal care

Suspicious CTG
1 non reassuring feature
Repeat maternal observations
 Mobilise
 Left lateral position
 Rehydrate
 Consider stopping oxytocin
 Inform midwife coordinator and obstetrician

Abnormal

Pathological CTG
2 or more non reassuring OR 1 or more abnormal feature
Apply conservative measures in non-reassuring plan first
 Obstetrician to consider FBS
 If FBS not possible and there is no fetal acceleration from
stimulation expedite birth
 Consider tocolytics

*Concerning Characteristics: Regard the following as concerning characteristics of variable decelerations: lasting more than 60 seconds; reduced baseline variability within the
deceleration; failure to return to baseline; biphasic (W) shape; no shouldering.
≠ Although a baseline heart rate between 100 and 109bpm is a non-reassuring feature, continue usual care if there is normal baseline variability and no variable or late decelerations.
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Appendix 7: PPS review: Intermittent Auscultation
Risk and Appropriateness Assessment – assess risk at admission and throughout labour:
Every woman who presents in active labour
 Is risk assessed for eligibility for intermittent auscultation to determine appropriate method of fetal monitoring?
 Participates in shared decision making regarding approaches to fetal heart rate assessment.
Reliable Delivery of Appropriate Care :
Every woman eligible for Intermittent Auscultation
 Receives fetal heart rate assessment with standardised timing as per NICE guidelines, methodology, and documentation throughout labour and
during significant clinical events such as vaginal examinations and rupture of membranes. The PPS review includes listening to the fetal heart.
 Will be listened to with care centred on the information that is communicated. A change to mothers’ perception to pain may be an indicator of a
change in course of labour.
 Receives ongoing assessment of maternal and fetal well-being consistent with the evidence-based unit policy. Any developing risk factors such as
maternal temperature of 38c or above on a single reading or fetal heart rate abnormalities are considered factors for which continuous CTG
monitoring must be deployed and transfer of care. Transfer of care refers to the transfer between midwifery‑led care and obstetric‑led care. This may
or may not involve transport from one location to another. Women who are receiving midwifery‑led care in an obstetric unit can have their care
transferred to obstetric‑led care without being moved. This is a key element of PPS review.
 Is regularly informed of overall FHR assessment throughout labour and is provided with necessary education/information about these assessments

Recognition and Response:
Every woman for whom eligibility for IA use changes
 Is transitioned to continuous electronic fetal monitoring as indicated by periodic or episodic changes in the FHR according to NICE guidelines
 Is eligible to resume IA if continuous electronic fetal monitoring indicates the fetus is at low risk for fetal acidemia according to established
criteria
 Is involved in decision making about method of FHR assessment if the maternal or fetal or status changes
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Appendix 8: PPH 4 stage approach

Stage 0
All women on admission - All modes of delivery, including LSCS
Most recent Hb =____________ PLT =__________

Booking weight (kg) _________

Antenatal ‘Increased risk’ if any of the following is present:

Select if
applicable

Anaemia or bleeding disorder (Hb <9.0, PLT <80)
BMI <18 or >35 or booking weight <55kg
Five or more previous vaginal births
Previous uterine surgery
Previous atonic postpartum haemorrhage ≥1000ml
Pre-eclampsia
Multiple pregnancy/estimated fetal weight >4.5kg
Uterine fibroids
Abnormal placental implantation (i.e. praevia) Consider cell salvage/MDT involvement
Polyhydramnios
Known abruption or antepartum haemorrhage
Maintain a

continuous assessment of the following risk factors throughout labour and delivery

Perinatal ‘Increased risk’ if any of the following is present:
Suspicion of chorioamnionitis/sepsis
Pharmacologically augmented labour
Prolonged first stage established labour
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Prolonged second stage of labour
Instrumental delivery/perineal trauma/emergency caesarean
Retained placenta

Act Document blood loss for all deliveries

Time complete

Measure blood loss
NB Pool births require estimation
Check group and save, electronic release or x-match according to blood transfusion service
Treat If woman is at increased risk:

Time plan
documented

Plan active third stage in accordance with risk and unit protocol
if increased risk factors are present, additional uterotonics should be considered
Consider early IV access Circle which applies (Yes / No / NA)

_____:_____ (time inserted)

Time of birth: _____:_____ Time third stage complete: _____:_____ Total measured blood loss: _______ml

Completed by: __________________ Date: __________ Time: ____:____ Location: _______
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Appendix 9
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