Abnormalities missed during labour
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A man complained about the care his wife receiwatihd labour. The woman did not
progress into natural labour on her estimated dglidlate. A date for induction was
subsequently made, but the woman chose to delay ftri a few days. The
independent LMC midwife identified no concerns dgrthis period.

The labour started naturally, but progressed slpamyl the woman was transferred to
the delivery unit at the hospital because she vem®ring distressed. The midwife

and clinical staff agreed that the woman shouldrt@aged as a high-risk patient
because she was post-mature. An epidural and Sgotocwere subsequently

commenced on agreement by the clinical team, lut#re was not handed over to
the clinical team.

Throughout the day the midwife noted some deceateraton the cardiotocograph
(CTG), used to measure the fetal heart rate, bonsidered that these were normal.
The obstetric registrar later reviewed the CTG aonted some abnormalities. An
emergency delivery was subsequently performedhmibaby was born unresponsive
and was declared dead.

It was held that the midwife failed to provide dees in accordance with professional
standards by not carrying out a continuous CTGeti@a@or to inserting an epidural,
by failing to appropriately interpret the CTG, aoyl failing to adequately document
her discussions with the obstetric team. In allséheircumstances, the midwife
breached Right 4(2). She also breached Right 4¢Spiting to refer the woman’s

care to the secondary care team.

It was also held that the obstetric team was natqadtely informed of any
abnormalities in the woman’s labour, and therefoael no obligation to initiate a
three-way discussion under the referral guideliescordingly, the district health
board did not breach the Code.



