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FOREWORD

In recent years, standards of care in maternity services have been investigated and highlighted
in several national audits and surveys, as well as some high-profile examples of service
failures. The importance of setting standards for maternity services has been recognised by
the inclusion of maternity in National Service Frameworks in each of the countries in the UK
but there is a plethora of additional recommendations and guidance from other sources such
as the Confidential Enquiry into Maternal and Child Health (CEMACH), National Institute
for Health and Clinical Excellence (NICE) and professional bodies.

The publication of Safer Childbirth, with agreed standards for intrapartum care, was
welcomed by managers and clinicians. It became apparent that providers and commissioners
and, of course, women and their families, would benefit from a single, comprehensive set of
standards to cover every step of the pathway of care for women from prepregnancy through
to the transition to infancy and parenthood.

The Royal College of Midwives, the Royal College of Obstetricians and Gynaecologists, the
Royal College of Paediatrics and Child Health and the Royal College of Anaesthetists have
worked together to agree these standards for maternity care, which are applicable to
maternity services anywhere and which we believe will facilitate development of equitable,
safe and high-quality care for mothers and their babies.

é; Mb @(/MWMU\

Professor Sabaratnam Arulkumaran Mrs Liz Stephens
President, Royal College of President, Royal College of
Obstetricians and Gynaecologists Midwives
Dr Judith Hulf Dr Patricia Hamilton
President, Royal College of President, Royal College of

Anaesthetists Paediatrics and Child Health



INTRODUCTION

Excellent maternity care must be comprehensive and flexible to respond to the clinical and
social needs of women and their families. For the majority of women, pregnancy and
childbirth is a totally normal and uncomplicated experience but the service must be able to
respond appropriately to those who may require highly specialised care for existing medical
problems, social circumstances and any complications that may develop.

Purpose and scope

The purpose of this document is to provide guidance for the development of equitable, high-
quality services across the UK. The standards should be a valuable tool and resource for com-
missioners and providers to plan and quality assure maternity services. They do not replace
policy documents or clinical guidelines published in the four countries but are intended to help.

The standards cover the pathway of care from prepregnancy through to the transition to
parenthood. There is deliberate repetition where statements within the standards are appli-
cable to more than one stage in the clinical pathway. Each step of the pathway includes a mix
of organisational and clinical standards, which is needed to ensure comprehensive, seamless
and high-quality care. The standards for intrapartum care have been taken directly from
Safer Childbirth 2007' to cover the entire maternity care pathway and these standards are
therefore presented in a different format as Appendix 1.

As well as covering the clinical pathway of care, the standards encompass the generic dimen-
sions required for support and governance of maternity services. Staffing issues appear in
many of the standards but a more complete list has been included as a separate standard to
facilitate definition of roles and responsibilities and workforce planning requirements for
service delivery and training.

To monitor maternity services locally, the Working Group recommends the use of the RCOG
Maternity Dashboard — Clinical Performance and Governance Score Card, which has
demonstrated improvements to the safety of maternity services.> The Dashboard is available
from the RCOG website.? Local development and implementation will provide evidence of
an audit trail and trend analysis, monitoring projected capacity and clinical outcomes.

Process

The RCOG established this working party, representing four Royal Colleges and other key
stakeholder organisations, to develop this comprehensive standards document. In recognition
that there is a plethora of recommendations and guidelines from reputable national bodies,
it was agreed that only published standards would be used for this document. Fifty source
documents on maternity care were identified (Appendix 2) and, from these, a database of
over 800 standards was developed.

As many of the standards were duplicated, the working party combined similar standards to
formulate one standard to keep the document concise. In collating the statements, some of
the original wording has been edited to ensure consistency and to improve the flow.
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The working party agreed the titles and rationale of each standard and selected the state-
ments from existing maternity standards to create a single reference document covering the
entire pathway of care.

It became apparent during this exercise that there are gaps in the pathway where published
standards do not exist. As this document is constrained by existing standards, it was not
possible to include standards in these areas. Stakeholders may wish to collaborate to develop
additional standards for a complete pathway of care.

Each standard is supported by audit indicators which may be used to assess, directly or
indirectly, compliance with the overall standards. In many instances, the audit indicators
measure elements of the pathway. Initial audit will provide a local baseline which defines a
benchmark for improvement.

Poor levels of achievement should prompt providers to analyse which elements of the service
require review and change in practice or organisation of care. It is not suggested that providers
will constantly audit against all the indicators but rather use them in a timely manner to test
elements of the pathway. The recent Healthcare Commission survey of maternity services in
England has influenced the audit indicators.” Some of the audit indicators are deliberately
repeated because they are pertinent to more than one step of the maternity pathway.

The ‘database items’ referencing system used in this document is unique in that it relates to
information from many source documents and to the data within over 800 standards
published separately on the RCOG website (www.rcog.org.uk).*

The application of standards and audit indicators

It is envisaged that these standards will be used by commissioners, providers and healthcare
professionals. The ultimate objective is to provide equitable, safe and satisfying services pro-
viding the best possible outcome for mothers and babies:

e Commissioners may use the standards to inform service specifications and the audit
indicators to contribute to the performance management of maternity services.

e Providers may use the standards for self-assessment to identify gaps and inform a
strategy for the development of excellent services.

e The audit indicators may provide evidence to inform resource management.

e Clinicians may use the standards and audit indicators to inform their own practice and
service development and as a benchmark for improvement.

All the audit indicators have been collated and published in a separate document to assist self-
assessment and action planning.* The process of audit against these standards will act as one
of a series of indicators of safety. Maternity services are advised to identify a selection of audit
indicators most appropriate to their service. Thresholds should be set locally to prioritise
those areas identified as most in need of improvement. There is no overall timescale for
implementation but it is anticipated that the standards will be an integral part of the audit
and commissioning process. Where high standards are not achieved, data from audit may
provide evidence to support a business case for additional resources.

Maternity services should be working towards achieving the standards identified within this
document to ensure a contemporary safe service meeting the needs of women and families.

This document should be used in conjunction with other publications: Standards for
Gynaecology,’ Safer Childbirth' and the Royal College of Anaesthetists’ document Raising
the Standard: A Compendium of Audit Recipes.®



STANDARD 1

Looking forward to pregnancy

Rationale

In general, healthy women have healthy babies who grow into healthy children. Improving

the

general health of the whole population through increasing knowledge and understanding

of healthy lifestyles should be an underlying philosophy of all health, education and social
services. Early access to maternity care is important.

Database
Standards o
1.1 All commissioners and providers of maternity services, in collaboration | 31, 231, 281

1.2

1.3

1.4

with local authorities, should ensure local multi-agency health
promotion for pregnancy so that all women of reproductive age are
empowered to be as healthy as possible.

A multi-agency strategy should be in place to provide prepregnancy 35,281
advice, including nutrition and exercise, benefits of breastfeeding,
sexual health and avoidance of substance misuse and smoking, starting
with school-aged young people.”®

Women should be able to access midwives in their community on a 268
drop-in basis for prepregnancy advice about developing healthy
lifestyles, including taking folic acid supplements and seeking
maternity care as soon as pregnancy is confirmed.

Contact details for midwives should be easily accessible to all women 36, 37,40
in the local population. The option for all women to access a midwife
as the first point of contact, as an alternative to seeing their general
practitioner (GP), should be widely publicised.

Audit indicators

Documentary evidence of:

a multi-agency strategy for local health promotion for pregnancy

availability of healthy lifestyle literature in sexual health clinics, general practice
surgeries, pharmacies and schools

availability of midwives’ contact details in the public domain (for example, telephone
helpline, advertisements in pharmacies, GP surgeries and public places)

percentage of pregnancies which were planned (recorded at booking assessment)
percentage of women taking folic acid at conception (recorded at booking assessment)

percentage of women with health and social care needs assessment completed by 12
weeks + 6 days of gestation (recorded retrospectively after dates confirmed)

percentage of women accessing prepregnancy care in the community

percentage of women receiving smoking cessation support before this pregnancy.



STANDARD 2

Prepregnancy care for women with
existing medical conditions or significant
family or obstetric history

Rationale

Women with existing medical conditions need to be aware of the effect of their condition
on pregnancy and of pregnancy on their condition. Those with a family or personal history
of medical disorder or poor obstetric outcomes need to discuss and understand the
relevance and implications in a future pregnancy.

Standards

2.1

2.2

2.3

2.4

All maternity commissioners and providers should ensure that the
maternity care network, GPs and the primary healthcare providers of
family planning and sexual health work closely together to identify
women with existing medical or familial conditions who may become
pregnant and ensure they have access to specialist advice prepregnancy.

Women with existing serious medical conditions should have
prepregnancy counselling at every opportunity, even if they are not
immediately seeking pregnancy. This is especially the case if they seek
assisted reproduction.’

Prepregnancy counselling and support, both opportunistic and
planned, should be provided for women of childbearing age with
existing serious medical or mental health conditions which may be
aggravated by pregnancy; specifically: epilepsy, diabetes, congenital or
known acquired cardiac disease, autoimmune disorders, obesity (body
mass index greater than 30) or a history of severe mental illness.
Information on such conditions should be collected by GPs under the
Quality Outcomes Framework (QOF) and should be shared with
providers of maternity care.

Specific prepregnancy services should be available to women with a
poor obstetric or medical history, a previous poor fetal or obstetric
outcome, or where there is a family history of significant illness.

Database
items

33, 34, 46

685

668, 685

176,177,
178,232,
359, 366,
367, 368



Audit indicators

Documentary evidence of:

e access to multidisciplinary prepregnancy services, such as prepregnancy clinics
(secondary care)

e percentage of women with existing medical conditions who have received prepregnancy
care (and recorded in booking assessment)

e percentage of diabetic and mothers with epilepsy provided with a higher dose of folic
acid supplementation (and recorded in booking assessment)

e percentage of midwives trained to provide prepregnancy counselling.
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STANDARD 3

Access to maternity care

Rationale

Early access to and engagement with maternity services enables a plan of care to be established
before the 12th completed week of pregnancy. The plan is tailored to suit the individual health
and social care needs of the woman and her partner throughout pregnancy and the transition
to parenthood. Late booking is associated with poorer outcomes.

Database
Standards o
3.1  Antenatal care should be readily and easily accessible to all women 130

and should be sensitive to the needs of individual women and the
local community.

3.2 The option for all women to access a midwife as the first point of 36
contact should be widely publicised.

3.3 Antenatal care should be provided in a variety of local settings and at | 269
times that take account of the demands of the woman’s working life
and family.

3.4  All commissioners and providers of maternity care and local 32
authorities should ensure that campaigns and materials are targeted
towards women in groups and communities who under-use maternity
services or who are at greater risk of poor outcomes.

3.5  Maternity services should be proactive in engaging all women, 3
particularly women from disadvantaged and minority groups and
communities, early in their pregnancy and maintaining contact before
and after birth.

3.6  Specialist services should be provided for pregnant teenagers, such as | 93,270
peer parent education and support groups and support in the
community with relevant agencies, such as Connexions"” and Sure
Start Plus™ in England.

3.7  There should be provision for translation, interpreting and advocacy | 21
services, based on an assessment of the needs of the local population.

3.8  Services should be flexible enough to meet the needs of all women, 383
including the vulnerable and hard to reach groups. Asylum seekers
and refugees are a particularly vulnerable group.

3.9  Local maternity services should ensure that they are inclusive for 19
women with learning and physical disabilities and take into account
their communication, equipment and support needs.

“ An English governmental support and advisory service for young people between 13 and 19 years and young people who have learning
difficulties or disabilities, or both, up to 25 years.
i A government programme which aims to achieve better outcomes for children, parents and communities.



Audit indicators

Documentary evidence of:

e a maternity strategy in place that takes into account changes in the profile of the local
population

e choice of place to see midwife for booking (survey of women)
e a professional lead for organisation of services for teenage pregnancies

e availability of uptake of translation, interpreting and advocacy services that are
reflective of the requirements of the local pregnant population

e percentage of women seen by a midwife before 10 weeks of gestation, by ethnic origin

e percentage of women not booked by 12 weeks + 6 days of gestation, by ethnic origin,
and record of the reason.
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STANDARD 4

Early pregnancy services

Rationale

A significant number of women develop pain and bleeding in early pregnancy and require
timely assessment and sensitive management in a specialist setting. Poor clinical outcomes are
linked to inappropriate management.

Standards

4.1

4.2

4.3

4.4

4.5

4.6

4.7

4.8

4.9

4.10

All women who experience complications in early pregnancy should
have prompt access to an early pregnancy assessment service.

Formal arrangements should be in place for referral to the early
pregnancy assessment service, which allows women with previous
early pregnancy problems to self-refer.

Commissioners and providers of maternity care should ensure that
early pregnancy assessment units (EPAUs) have access to high-quality
ultrasound equipment and suitable expertise, other methods of
assessment and therapeutic expertise.

A suitable environment should be provided for worried or distressed
mothers and their partners with access to counselling and appropriate
information.

Diagnostic guidelines should be circulated to all health professionals
likely to be consulted by a woman who may have an ectopic
pregnancy.

Women who miscarry should have access to a choice of management
options (surgical/medical/conservative).

All pregnant women require a high standard of anaesthetic care,
including early recovery from anaesthesia, for which anaesthetic
services have full responsibility.

A clear and consistent local policy should be in place for the sensitive
disposal of fetal tissues after early pregnancy loss.

Women with pain and bleeding should be managed according to an
agreed local guideline, including anti-D prophylaxis and chlamydia
screening.’

Skilled staff should be available to support parents following maternal
or neonatal death, stillbirth or miscarriage.

Database
items

58,179

181

60

60, 294

61

183

682

62

104

See also standard 20 in this document and standard 2 in the companion document, Standards
for Gynaecology.’



Audit indicators

Documentary evidence of:

guidelines and an algorithm for the pathway of care for women presenting with
problems in early pregnancy

audit of women’s choice and uptake rates of medical, surgical and conservative
management of miscarriage and ectopic pregnancy

a minimum of 5-day clinic opening and appropriate prompt weekend arrangements
patient satisfaction survey of care in EPAU

audit of algorithm of patient care (such as rate of failed diagnoses/year following
opportunity for diagnosis in EPAU, number of ruptured ectopic pregnancies/year
following opportunity for diagnosis in EPAU, number of visits to establish confirmed
diagnosis, appropriate use of anti-D prophylaxis, chlamydia screening).

-
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STANDARD 5

Maternity booking and planning of care

Rationale

The booking process is an important opportunity to establish a continuing trusting relation-
ship between the woman and her midwife by the 12th completed week of pregnancy. An
individualised plan of care is developed through detailed history taking and sharing of
information. Women benefit from the support and advocacy of a known midwife throughout
their pregnancy.

Database
items

Standards

5.1  Antenatal care should be provided in a variety of local settings and at | 269
times that take account of the demands of the woman’s working life
and family.

5.2 At the first contact, pregnant women should be offered information 122
about: how the baby develops during pregnancy, nutrition and diet,
including vitamin D supplements, exercise, including pelvic floor
exercises, antenatal screening, including risks and benefits of the
screening tests, the pregnancy care pathway, planning place of birth,
breastfeeding, including workshops, participant-led antenatal classes,
maternity benefits.’

5.3 At the first contact, pregnant women should be offered information 260, 806
about locally available services to allow them to choose the most
appropriate options for pregnancy care, birth and postnatal care.
Women who choose a home delivery as their birth option should be
supported in that choice, appropriate to the level of clinical risk.

5.4  All midwives, obstetricians and GPs must be competent to assist 39
women in considering their options for antenatal, birth and postnatal
care and the clinical risks and benefits involved.

5.5 Maternity service providers should ensure that antenatal services are 669
accessible and welcoming so that all women, including those who
currently find it difficult to access maternity care, can reach them
easily and early in their pregnancy.

5.6 Booking should take place over two visits in early pregnancy and 38, 669
women should have had their first full booking visit and hand held
maternity record completed by 12 completed weeks of pregnancy.

5.7 A risk and needs assessment including previous obstetric,” medical and | 196, 259,
social history, must be carried out to ensure that every woman has a 260, 678
flexible plan of care adapted to her own particular requirements for
antenatal care and delivery.




Database
items
5.8  Women with complex needs should be referred as soon as possible 426
after pregnancy is confirmed and, where necessary, be seen at a
combined consultation with appropriate professionals.
5.9  Information should be available in different languages, with particular | 104
cultural beliefs or sensitivities appropriately reflected.
5.10  All pregnant women and their partners who smoke should receive 35
clear information about the risks of smoking and the support
available to them to help them stop, such as the NHS Stop Smoking
Service."

Audit indicators

Documentary evidence by case note review and questionnaire of women of:

information provided concerning pregnancy care and options available

percentage of women with two visits and risk and needs assessment by 12 weeks + 6
days of gestation

percentage of women with documented plan of care by 12 weeks of gestation

percentage of women after the booking appointment knowing the name of their named
midwife and contact numbers

percentage of women booked for midwifery care

percentage of women booked for team-based care.
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STANDARD 6

Pre-existing medical conditions in
pregnancy

Rationale

Mothers with pre-existing medical conditions are at a higher risk of serious complications
and morbidity. Identification of need will inform a plan of care to be provided by an appro-
priate multidisciplinary team to optimise and improve outcomes.

Standards

6.1

6.2

6.3

6.4

6.5

6.6

6.7

Staff working with women in the prepregnancy and antenatal periods
should be competent in recognising, advising and referring women
who would benefit from more specialist services.

Women with complex medical conditions must be offered assessment
by a consultant obstetrician. These conditions include epilepsy,
neurological disorders, diabetes, asthma, renal disease, congenital or
known acquired cardiac disease, autoimmune disorders,
haematological disorders, obesity (body mass index 30 or more),
severe pre-existing or past mental health disorder and any condition
for which they are under continuing specialist medical review.’

A system of clear referral pathways should be established so that
pregnant women who require additional care are cared for and
treated by the appropriate specialist teams, including anaesthetic
assessment when problems are identified.

For women with diabetes, an individualised plan of care covering the
pregnancy, birth and postnatal period up to 6 weeks of gestation
should be clearly documented in the notes.

Women whose pregnancies are complicated by pre-existing medical
conditions must receive appropriate multidisciplinary care whilst also
promoting normality.

Each woman should receive the support and advocacy of a known
midwife throughout their pregnancy to help with promoting the
normal aspects of pregnancy and birth as well as supporting and
advocating for her through the variety of services she is being offered.

Migrant women may be at risk from previously undiagnosed existing
medical conditions. Clinicians should ensure that a comprehensive
medical history has been taken at booking and, where appropriate, a full
clinical assessment of their overall health, including a cardiovascular
examination, is undertaken as soon as possible thereafter.

Database
items

46

149, 668

129, 310

379

387

387

671



Audit indicators

Documentary evidence of:

multidisciplinary joint clinics (such as joint diabetes/antenatal clinic)

percentage of women with a pre-existing medical condition who are assessed by a
consultant obstetrician

percentage of women with a pre-existing medical condition who are seen by an
appropriate multidisciplinary team

percentage of women with a pre-existing medical condition who have a documented
plan of care.
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STANDARD 7

Women with social needs

Rationale

Social factors have been shown to contribute to poor outcomes for both mother and baby.
Some women and their families require specially developed services to ensure access, early
engagement and continuing support and care.

Standards

7.1

7.2

7.3

7.4

7.5

7.6

7.7

7.8

Maternity services must have in place inter-agency arrangements
(through clinical and local social services networks) including
protocols for information sharing and a lead professional, to ensure
that women from disadvantaged groups have adequate support and
benefit from other agencies (such as housing) referring women, with
consent to local maternity services.

Services should be flexible, accessible and culturally sensitive and
planned individually to motivate all women including the vulnerable
and hard to reach to engage with maternity services.

Interpreting services should be provided for women where English is
not their first language. Relatives should not act as interpreters.
Funding must be made available for interpreting services in the
community, especially in emergency or acute situations.

Services should be innovative and flexible in meeting the needs of
women with communication and other disabilities.

Joint working arrangements should be in place between maternity
services and local agencies with responsibility for dealing with
domestic abuse and information about these services should be made
available to all pregnant women.

All women who have a significant drug and/or alcohol problem
should receive their care from a multi-agency team which will include
a specialist midwife and/or obstetrician involving social workers and
health visitors.

Healthcare professionals should be alert to risk factors and signs and
symptoms of child abuse. If there is raised concern, healthcare
professionals should follow local and statutory child protection
policies.

There should be specialist services available for pregnant teenagers
and arrangements in place for support in the community. Maternity
services staff should have the knowledge and skills to engage with
teenage mothers and fathers.

Database
items

25, 386

22, 383

21, 388, 733

80

57,708, 711

53, 704, 740

354, 355,

741

20, 93,270



Audit indicators

Documentary evidence of:

written inter-agency arrangements, including protocols for care of women from
disadvantaged groups

written evidence of local strategies to engage hard to reach women

appointment of lead professionals, such as specialist midwives, for substance abuse,
disability, teenage pregnancy and identification of their working relationships with key
agencies where indicated

the availability and uptake of translation, interpreting and advocacy services
individual plans of care for women with identified social needs

a multi-agency care pathway for women at risk of or suffering domestic abuse.
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STANDARD 8

Pre-existing and developing mental health
conditions in pregnancy

Rationale

Psychological morbidity in the perinatal period has a significant impact on the woman and
her family. Unidentified or inadequately treated mental illness during pregnancy and follow-
ing birth can have serious consequences.

Standards

8.1

8.2

8.3

8.4

8.5

8.6

8.7

All pregnant women should be asked about any previous history of
psychiatric disorder and/or family history of serious mental illness
early in their pregnancy and provided with information on pregnancy
and mental health which helps them to disclose and discuss mental
health issues.

All maternity care providers and mental health care providers should
have in place joint working arrangements for maternity and mental
health services, including arrangements for direct access by midwives,
GPs and obstetricians to a perinatal psychiatrist.

Multidisciplinary care, provided through well-understood clinical and
local social service networks, should be available for all women with
pre-existing medical, psychological or social problems that may
require specialist advice during pregnancy.

Women with an existing mental disorder who are pregnant or
planning a pregnancy and women who develop a mental disorder
during pregnancy or the postnatal period, should be given culturally
sensitive information at each stage of assessment, diagnosis, course
and treatment about the impact of the disorder and its treatment on

their health and the health of their fetus or child.

During pregnancy, all women who are at identified risk of serious
postnatal mental illness should be assessed by a psychiatric team.
The woman should have a written management plan of agreed multi-
disciplinary interventions and action to be taken which includes a
system of close supervision following birth.

All professionals involved in the care of women immediately
following childbirth should be able to distinguish normal emotional
and psychological changes from significant mental health problems
and to refer women for support according to their needs.

Women who require to be admitted to a psychiatric hospital following
delivery should be admitted to a specialist psychiatric mother and
baby unit.

Database
items

50, 51,277

52,247,700

360, 386

356

98, 696

96, 346

703



Audit indicators

Documentary evidence of:

local joint working arrangements within a perinatal mental health network

information given to women at risk of or developing mental health problems in
pregnancy

percentage of staff trained in mental health issues

percentage of maternity case notes recording that women are asked about family and
personal history of mental health problems

percentage of at-risk women who received prepregnancy counselling

percentage of at-risk women with a written plan of care from booking.
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STANDARD 9

Antenatal screening

Rationale

An integral component of antenatal care is the timely diagnosis and appropriate management
of maternal problems and detection of fetal conditions to inform choice and the continuing
plan of care.

Standards

9.1

9.2

9.3

9.4

9.5

9.6

9.7

9.8

All women should have access to screening services and antenatal
diagnostic testing.

All women should be offered a comprehensive, high-quality

antenatal screening and diagnostic service, based on the current
recommendations of the National Screening Committee, and designed
to detect maternal or fetal problems at an early stage."

All maternity care providers should ensure that each pregnant
woman has two visits early in pregnancy with a midwife who can
advise her on her options for care on the basis of an in-depth
knowledge of local services.

All providers should ensure that antenatal tests and screening are
offered to women as options (with the purpose and consequence of
each test explained), rather than as a routine part of the process of
being pregnant.

All maternity care providers should ensure that where women request
or decline services or treatment, their decision is respected and
documented to avoid repetition.

All women who are identified in the screening programme as at risk
of rhesus disease should be managed and treated according to an
agreed protocol.

Pregnant women should be offered an early ultrasound scan to
determine gestational age (in lieu of last menstrual period [LMP]
for all cases) and to detect multiple pregnancies.

Pregnancy loss rate following amniocentesis should not exceed 1%
above the background rate."

Database
items

191, 236,
274

44,236, 274

38

45

48,123

192

137

i Public Service Agreement target: these visits to be before 12 completed weeks.



Audit indicators

Documentary evidence of:

e appointment of screening coordinator and status

e training of maternity staff in current antenatal screening guidelines
e number of attributes tested on fetal anomaly scan

e percentage of eligible women (that is, booking before 20 weeks of gestation) offered
screening for Down syndrome

e percentage of eligible women accepting screening for Down syndrome

e percentage of women reporting being offered information and choice about antenatal
tests and screening (survey of women)

e percentage of blood screening results available within 7 days

e percentage of amniocentesis or chorionic villus sample tests for Down syndrome that
were negative

e pregnancy loss rate after amniocentesis.

N
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STANDARD 10

Routine antenatal care

Rationale

Routine antenatal care focuses upon maintaining and improving health and wellbeing,
ensuring that women are equal partners with healthcare professionals in planning their care.
Regular antenatal care gives the opportunity to review and update the plan of care to reflect

any changes in maternal or fetal health.

Standards

10.1

10.2

10.3

10.4

10.5

10.6

10.7

Each maternity service should have an explicit plan for antenatal care
for all women, taking account of risk, and which acknowledges that
women can move in either direction between different levels of care
and lead professionals.

Health professionals should recognise the important role of partners
and [where the woman wishes] make sure they are encouraged and
supported to take a full and active role in pregnancy and childbirth.

Maternity services should provide comprehensive programmes of
education for childbirth and parenthood to women and their partners
and families.

For women with an uncomplicated pregnancy, the number of
scheduled antenatal appointments should be planned in accordance
with national guidelines.™

Each antenatal appointment should be of appropriate duration and
structured with focused content. Wherever possible, appointments
should incorporate routine tests and investigations to minimise
inconvenience to women.

A system of clear referral paths should be established so that pregnant
women who require additional care’ are managed and treated by the
appropriate specialist teams when problems are identified.

All women should be offered the support of a named midwife
throughout pregnancy including those with complex pregnancies
and those who receive care from a number of specialists or agencies.
All women should be able to contact a midwife day or night at any
stage in pregnancy if they have concerns.

Database
items

195

238

21, 121,
186, 438,
677

120, 197

136

129

40, 387

® In England, NICE guidance for uncomplicated pregnancies suggests ten visits for nulliparous and seven visits for parous women. NHS QIS
suggests no more than nine and eight visits, respectively.



Database
items
10.8 Every woman should develop her individual plan of care in 41
partnership with a healthcare professional. The plan is based on an
assessment of her clinical and other needs and may be changed at any
point in her pregnancy.
10.9  Structured maternity records should be used for antenatal care, and 132,133,
maternity services should have a system whereby women carry their 134
own notes. When a standardised, national maternity record with an
agreed minimum data set becomes available, this should be adopted.

Audit indicators

Documentary evidence of:

referral pathways for women with complex pregnancies

e average number of antenatal checks for multiparous and primiparous women
e evidence of involvement of partners in antenatal care

e availability of antenatal education

e percentage of women with explicit plan of care

e percentage of women after booking appointment knowing the name of their named
midwife and contact numbers

e percentage of women seeing mostly the same midwife throughout pregnancy (for
example, 75% of visits)

e percentage of women with hand-held notes following booking appointment.

Maternity Care Pathway

Accessing

maternity care

Al 6-8 weeks
of pregnancy

Antenatal care
By 10-12 weeks

Ma

Midwifery care |,‘. ternity team care

Transfer to other setting arranged through local Network

Birth Midwifery | Midwifery care in a Midwifery care in Maternity team
care at midwifery unit/ hospital care in hospital
home birth centre inside

or outside hospital

Postnatal . -

Figure 1 shows an example of a maternity pathway for normal pregnancy,
reproduced from Maternity Matters."
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STANDARD 11

Pregnancy-related conditions

Rationale

The purpose of antenatal care is early detection of problems that require additional support.
Maternity services need to be responsive and, when complications arise, provide all necessary
facilities and expertise to ensure best possible outcome for mother and baby.

Standards Database

items

11.1 A system of clear referral paths should be established so that pregnant | 129, 700
women who require additional care are managed and treated by the
appropriate specialist teams when problems are identified; this may
include direct referral by midwives to specialist teams.

11.2  Multidisciplinary, high-quality teamwork is essential. Professionals 419
should communicate with other professionals and colleagues and
should be supported by identified care pathways for referral.

11.3  Maternity services should comply with evidence-based guidelines 47,105,
(e.g. NICE, SIGN) for the provision of high-quality clinical care 106, 796
including the provision of antenatal, intrapartum and postpartum
care, induction of labour and caesarean section."

11.4 Women with complex pregnancies and those receiving care from a 387
number of specialists or agencies should receive the support and
advocacy of a known midwife throughout pregnancy.

11.5 The development and routine use of an obstetric ‘early warning chart’ | 674, 675
which will help in the more timely recognition, treatment and referral
of women who have, or are developing, a critical illness should be
encouraged."

11.6° The consultant obstetrician on-call should be told about all sick 690
pregnant women in hospital, whether they have a medical or an
obstetric problem.

11.7 Every pregnant woman attending an accident and emergency 43
department for problems other than obvious minor injuries should
be seen by a midwife or obstetrician. Where this is not possible,

a midwife or obstetrician should be consulted by telephone.

11.8  All maternity care providers should ensure that consultant-led services | 87
have adequate facilities, expertise, capacity and back-up for timely
and comprehensive obstetric emergency care, including transfer to
intensive care.

™ www.nice.org.uk.
“ An example of MEOWS: Modified Early Obstetric Warning System is reproduced on p.247 of Saving Mothers’ Lives."



Audit indicators

Documentary evidence of:

local protocols for care when complications arise

audit of appropriate and timely referral and access for women who develop
complications

existence of guidelines for the management of pregnant women in the accident and
emergency department and clear escalation policies for the involvement of maternity
staff

local arrangements for transfer to intensive care and guidelines for identification of the
lead clinician

local development of early warning chart for critical illness
percentage of women referred to obstetricians during pregnancy

percentage of women referred back to midwifery care following an isolated obstetric
consultant care episode

percentage of pregnant women attending an accident and emergency department
assessed in person or by telephone by maternity staff

percentage of women with complications where consultant was informed and involved
in decision-making (case note review).
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STANDARD 12

Intrapartum care

Rationale

Promoting normal birth is an important philosophy of maternity care, with intervention only
if necessary for the benefit of the mother or child. The principles of normality have been
presented in the normal birth consensus statement developed by the Maternity Care Working
Party and published by the National Childbirth Trust (NCT), RCOG and Royal College of
Midwives.” The All Wales Clinical Pathway for Normal Labour has been developed to
reduce unnecessary intervention in normal labour and birth.' The birth environment influ-
ences the birthing experience. The NCT has produced a tool for auditing the environment
and resources available for women in labour."”

Intrapartum care in hospital settings has been covered in detail by the document Safer
Childbirth' and those standards have been reproduced in full in Appendix 1. The rationale
for each standard is listed here so that the whole of the maternity care pathway is covered
within this document.

Database
Standards o
12.1  The organisation has a robust and transparent clinical governance 796

framework which is applicable to each birth setting.

12.2  Effective multidisciplinary working is essential to the efficient delivery | 797
of the service.

12.3 Communication is a keystone of good clinical practice. 798

12.4  Safe staffing levels of all professionals and support staff as 799
recommended are maintained, reviewed and audited annually for each
birth setting.

12.5 There are clear role profiles for clinical leadership promoting good 800
practice and multiprofessional communication.

12.6  Core responsibilities of midwives, obstetricians, anaesthetists and 801
neonatal practitioners are defined.

12.7  Each birth setting has protocols based on clinical, organisational 802
and system needs.

12.8 The organisation must ensure that all the professional staff have the 803
opportunity and support for continuing professional development,
including agreed mandatory education and training sessions.

12.9  Facilities in birth settings should be at an appropriate standard and 804
take account of the woman’s needs and the views of service users by
being less clinical, non-threatening and more home-like whenever
possible.




Audit indicators

All birth settings should audit childbirth outcomes, evaluating annually linked clinical care,
any changes or trends.

Documentary evidence of:

staffing levels (obstetric, midwifery, anaesthetics)
percentage of staff trained in obstetric emergency skills
percentage of births by location

percentage of women receiving one-to-one midwifery care throughout labour and
delivery

percentage of mothers with a medical problem known to the obstetric team who arrived
on labour ward having had an anaesthetic consultation during pregnancy

percentage of women who were attended by the anaesthetist within 30-60 minutes of
requesting epidural analgesia

percentage of occasions the anaesthetist attends within an appropriate period of time
[locally determined] and without compromising the care of a patient elsewhere

percentage of singleton breech where external cephalic version was attempted
percentage of women with episiotomy or tear sutured within 1 hour

percentage of primiparous women having a caesarean section

percentage of vaginal births after caesarean section

percentage of women with postpartum haemorrhage of 2500 ml or more
percentage of cases in theatre with a suitably trained anaesthetic assistant present

percentage of women in whom the fetal heart rate is monitored during initiation of a
regional nerve block and until the skin preparation

percentage of caesarean sections for fetal distress or maternal emergency in which the
decision to delivery interval is over 30 minutes.

Audit criteria have been developed by a number of organisations.®'®"
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STANDARD 13

Neonatal care and assessment

Rationale

Most babies are, and remain, healthy. The newborn infant physical examination is a key
element of the child health surveillance programme. Early recognition and treatment of some
problems can have a significant impact on the health of the child.

Standards

13.1

13.2

13.3

13.4

13.5

13.6

13.7

13.8

13.9

13.10

13.11

The personal child health record should be given to all women as
soon as possible (if it has not been received antenatally) and its use
explained.

All consultant-led obstetric units should have a named consultant
paediatrician who has responsibility and a special interest in
neonatology.

All examinations of the baby should be performed by a suitably
qualified healthcare professional who has up-to-date training in
neonatal examination techniques.

All newborn infants should have a complete clinical examination
within 72 hours of birth.*” Appropriate recommendations by the
National Screening Committee should be followed.?'*

Both parents should be encouraged to be present at the first
examination.

Prompt referral for further medical investigation or treatment should
be provided through agreed clinical care pathways.

Professionals should be skilled in sharing concerns and choices with
parents if any abnormal condition is diagnosed.

Wherever possible, separation of mothers and babies should be
avoided by nursing babies who require additional care with
appropriately trained staff on the postnatal wards.

Babies at high risk of hypoglycaemia (e.g. small for dates or born to
women with diabetes) should be closely monitored in the postnatal
period. Clear guidelines should be in place.

Guidelines should be in place to minimise the number of infants who
require rewarming or avoidable admission to special care baby unit

(SCBU).

The newborn blood spot screening (heel prick) tests for phenylketonuria,
congenital hypothyroidism, cystic fibrosis, MCADD (medium chain acyl
CoA dehydrogenase deficiency) should be offered® and discussed with
all women and their partners following the birth of the baby.”

Database
items

344

291

102, 225,
226, 290,
815

226

102

102, 815

102

264

375

224



Audit indicators

Documentary evidence of:

named consultant paediatrician with responsibility of neonatal care

implementation of policies to avoid separation of mothers and babies

guideline for management of babies at high risk of hypoglycaemia

audit of avoidable admissions to SCBU

percentage of women receiving personal child record antenatally

percentage of maternity staff who have had training in neonatal examination techniques
percentage of baby examinations carried out by midwives

percentage of babies who have received the newborn infant and physical examination
within 72 hours of birth

percentage of recorded postnatal plan of care including details of care for the baby
percentage of bloodspot tests taken at 5-8 days
percentage of blood spot tests taken that were of high enough quality for testing.
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STANDARD 14

Postnatal assessment and care of the
mo