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Opinion 07HDC15908

Complaint and investigation

On 5 September 2007 the Health and Disability Cassioner (HDC) received a
complaint from Mr and Mrs A about the services pided to Mrs A and their son,
Baby A. The following issues were identified fov@stigation:

» The appropriateness of the care provided to Mrsxd Baby A by midwife Ms B.

* The appropriateness of the care provided to Mrsndl 8aby A by a District
Health Board in 2007.

An investigation was commenced on 14 November 2007.

The parties involved in the investigation were:

Mrs A Consumer

Baby A Consumer

Ms B Midwife/Lead Maternity Carer
Dr E Clinical Leader

The District Health Board Provider

Additional information was obtained from:

Mr A Complainant/husband
DrC Consultant (Obstetrics and Gynaecology)
DrD Registrar (Obstetrics and Gynaecology)

Independent expert advice was obtained from midiNifeisha Waller (see Appendix
A) and obstetrician and gynaecologist Dr KennetirkC(see Appendix B).

Information gathered during investigation

In 2006, Mrs A, then aged 29, became pregnant hethfirst baby. Mr and Mrs A
decided that they wanted to have a home birth.

Mrs A obtained the services of independent midvife B as her Lead Maternity

Carer (LMC). Ms B has been a practising midwife fararly 40 years. She has
experience working in a hospital setting and hasted as an independent midwife
since 1991.

Antenatal care
In the clinical records, Ms B noted that Mrs A readlistory of polycystic ovaries and
had taken two years to conceive.
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Ms B saw Mrs A regularly throughout the antenatligd — approximately once a
month until a month before her estimated deliveayedthen more regularly. The
records show that Mrs A’s pregnancy progressed albym

Mr and Mrs A advised that they were happy with thee provided by Ms B during
this period and “they were confident in her ability

Due date

On her due date Mrs A had not yet progressed aitour. On assessment, Ms B noted
no concerns and did not consider any further ingabns were necessary at this
time. Her clinical records state:

“[Mrs A] is doing so well — her [blood pressure]stable.

[Mrs A] says baby is quieter but | have felt 5 ggtetal movements] in 7 minutes
— so | think [Mrs A] is not feeling them.

[cardiotocograph (CTG) on Thursday & sweep”

Three days later

Three days later, Mrs A had a CTG which Ms B docuiee was “fantastic”. She also
documented that Mrs A was having lots of fetal nmoeats and her blood pressure
was 118/80mmHg.

Four days later

Four days later Mrs A was 41/40 gestatffoMs B advised that she had a long
discussion with Mr and Mrs A about the processdiiction, as well as post-maturity
and the associated risks, including stillbirth. Theical records state:

“IMrs A] is 41/40 today — we have gone through thieole process of induction
etc. today — pros & cons — risks.

— considers alternatives — & really wants a batwn..”

Ms B felt that because Mrs A was well, and the babg moving normally, there was
no reason for concern. Ms B booked Mrs A for arugtmbn in four days time, but
noted that Mr and Mrs A were still hopeful for anebirth.

! Used to measure the fetal heart rate.

%2 The process whereby the midwife “sweeps” a firreund the neck of the cervix to stimulate and/or
separate the membranes around the baby from thix.c€his causes a release of prostaglandins which
can help to start labour.

® Normal BP ranges between 90/60—140/90mmHg.

* Gestation refers to the age of the fetus in tleeust Delivery generally occurs at approximately 40
weeks’ gestation. A woman is considered post-maitikdweeks’ gestation.
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Two days later

Two days later, Ms B saw Mrs A for a CTG. At thigpaintment, Mr and Mrs A
advised Ms B that they wanted to delay inductidar{ped for the following day), and
wait a little longer for a spontaneous delivery. Blconsidered that the CTG was
reassuring and Mrs A was having excellent fetal emoents. Mr and Mrs A were
informed of the risks of not inducing labour atstistagé. Ms B advised that she had
given clear instructions about the importance addyfetal movements and she was
confident that Mrs A was monitoring them. The dadirecords state:

“IMr and Mrs A] have decided not to be induced torow. They are very aware
of all implications — CTG today is excellent ...”

Ms B advised that induction is recommended at 4@ka&eplus 10 days’ gestation.
Therefore, because of Mrs A’s gestational ageijrttiection was rescheduled for three
days after the original booking.

The day after the CTG, Ms B documented that “alvedl”. She noted that Mrs A’s
blood pressure was 132/82, she was having goodniezements, and the fetal heart
rate was between 136 and 140 beats per minute (bpm)

Six days later - labour

At approximately 1am, Mrs A woke and found that slael some leakage, but went
back to sleep. Contractions then started at apprabely 1.30am. Mrs A called Ms B
at approximately 3am, advising that the contrastirere now 1:6. The clinical
records note that Mrs A called Ms B again a shoretlater. Ms B arrived at Mr and
Mrs A’s house at 3.45am.

At 4.30am, Ms B documented that the contractionsewile5. She noted that Mrs A
was having to work quite hard.

At 5am, Mrs A’s contractions were 1:4-5. At 6am, Mscarried out a vaginal
examination. She noted that the cervix was fulfaedd and 2cm dilated. Because
the baby’s head was high (-3cm above the ischiaE9pMs B was unable to assess
the fetal position, but documented that the fetarhrate was 130—-140bpm.

At 6.45am, Ms B again observed that Mrs A was wagktery hard, and that the fetal
heart rate was 140-156bpm. At 7.30am, she notedviteA had become distressed

® The risks of not inducing labour at this stagdtide stillbirth.
® Normal fetal heart rate is between 120 and 16@skEer minute.

" This is a ratio of the number of contractions mémute. In this case they were one contractionyever
six minutes.

® The thinning of the cervix before birth.

° This is a measurement used to assess the rekiponisthe presenting part of the fetus to the lefe
the ischial spines (outlet) of the mother’'s pelWhen the presenting part is at the level of tlchia
spines, it is at 0 station (synonymous with engaagejn If the presenting part is above the spines, t
measurement is negative, and ranges from 1cm to 4cm
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and was hyperventilating. The fetal heart rate #&&-156bpm. Ms B then arranged
for Mrs A to be transferred to the delivery suitettee public hospital for pain relief
and further assessment.

Delivery suite

Mr and Mrs A arrived at the delivery suite at apgnoately 8am. Shortly after their
arrival Ms B discussed Mrs A’s case with the duggistrar, Dr D, the on-call
consultant, Dr C, and the clinical leader, Dr EriDg this discussion, Ms B outlined
Mrs A’s history and requested permission for armegl to be inserted.

At interview, Dr C and Dr E recalled that the dission was very informal. Dr E
explained that there is no obligation for independaidwives to consult with the
obstetric staff when they bring in a woman for dety. Independent midwives are
self-employed practitioners and make their own glens. It is common for
independent midwives to bring a woman to the dejiweiite, birth the baby and take
the woman home without the consultants knowing langt about the woman’s
clinical history. Dr E said that the obstetric stdfave no right to be involved in the
care of these patients unless they are asked”.riebess, the DHB does encourage
the independent midwives and obstetricians to stiee cases. For example, Dr C
confirmed that it is usual for her to have sevardrmal discussions throughout the
day with the independent midwives in the unit, tieloadvice and support. However,
a formal consultation would occur only if the midevhad concerns.

In this case, Dr C noted from the admissions bdiaatl Mrs A was 42 weeks and 3
days into her pregnancy and advised Ms B that gheat consider that a home birth
would be appropriate given the late stage of pnegnaDr C recommended that Mrs
A be induced and continuously monitored. Ms B agyré&x C recalls asking Ms B if
everything was “ok” and that Ms B said Mrs A wasgressing well.

Dr C advised that because this was not a formadudtation, and at no time was care
handed over, the conversation was not documente@. ddcumented her recollection
of the conversation in retrospect later that atiemafter she was called in for Mrs
A’s delivery. In her retrospective account Dr C dioented:

“... I suggested because of ‘post term’ it’s a higgk pregnancy.
needs continuous CTG

& even if there is no ruptured membrane, we needddartificial rupture of
membranes] & commence Syntocingn.

[plan] inform any concern [with] fetal heart sinlcgh risk. The midwife agreed to
do the above.”

The DHB maternity policy for pain relief during gancy states:

19 Syntocinon is a hormone used to stimulate contrastof the uterus and help start labour.
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“Before [an] Epidural is inserted a maternal aretdf] assessment must be done.
... [Fetal] wellbeing must include a 20 min tracipgrformed immediately before
the Epidural is inserted. An Obstetrician must bastlted before an epidural is
inserted.”

Dr D recalls that, during that initial conversatian epidural was agreed to on the
proviso that Ms B first obtain a 30-minute CTG thats normal. However, Ms B did
not perform a 20-minute tracing first. She stated:

“The protocol for insertion of epidural at [the DHB to always consult with the
Obstetrician for the day regarding the indicationthis, which | did.”

Dr E confirmed that it is required practice for iadependent midwife to consult an
obstetrician prior to an epidural being insertechid/the anaesthetist must carry out
his or her own assessment, this is only to asdessntaternal well-being. An
obstetrician is therefore consulted in relatiothe fetal well-being. Dr E commented
that this puts obstetricians in a difficult positias they are expected to approve an
epidural for a woman about whom they know nothifige consultation is generally a
verbal discussion in which the LMC provides an ioetlof the case. Based on the
information provided by the LMC, the obstetriciarakes a decision on whether to
review the woman. Dr E advised that the obstetnicglies on the LMC to advise if
there are any concerns. This conversation is nohaky documented.

Dr C confirmed that DHB staff do not personally ckehe CTG tracing every time
they are asked to approve an epidural, nor dohbeg the resources to do so.

Following the discussion with the obstetric st B contacted the anaesthetist. The
epidural was subsequently inserted by the anaedtlat8.45am. Ms B advised that
prior to the insertion of the epidural she listetedhe fetal heart rate using a hand-
held Dopplet* and found that it was satisfactory. However, ttiereo record of any
fetal heart rate check in the clinical records. BAldocumented at 9am that Mrs A was
much more comfortable.

At approximately 9am, Dr D introduced himself to ind Mrs A. At this time, he
noted that the epidural had been sited, but the 6d@not yet been completed. When
Dr D asked about the fetal heartbeat, Ms B readsbma that it was normal. He
reiterated to Ms B the need for a continuous reactCTG before commencing
Syntocinon.

Ms B advised that it is standard practice for a CibGbe commenced when an
epidural is inserted and Syntocinon is started. él@w, she explained that the CTG
belt is always taken off when the epidural is itesstr Ms B advised that in this case,
the CTG belt was attached immediately after thduaai was inserted.

X A hand-held Doppler device can be used to meafaiaé heart rate intermittently and does not
produce a trace.
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The first continuous CTG was commenced at 9.12am.

10am

At 10am, Ms B documented that there had been “quitrked deceleration
immediately following epidural, but CTG then sattleShe advised that Dr D also
reviewed the CTG at this time and was satisfied tiha tracing was reassuring. She
says that he told her that it is not uncommon &dezelerations following an epidural
insertion and advised her to adjust the epidural emntinue to monitor using the
CTG. Ms B documented in the clinical records thatdwas “aware”, but this is
crossed out and rewritten as “sighted CTG”. Ms Blaxed that she made this
change at the time of entry as she thought thaskbeld make it clear that Dr D had
sighted the deceleration and was happy for heomdirtue.

Mr and Mrs A also recall Dr D coming in and intrathg himself at about 10am, after
the CTG was commenced and shortly after the edidvaia started. They remember
Dr D looking at the CTG and talking about the epadwat this time. Mrs A recalls
being reassured that everything was progressinig wel

In contrast, Dr D denies seeing the CTG trace anilOHe advised HDC that

sometime between 9.45am and 10am, while he wadmigymnaecology clinic dictating

letters, Ms B approached him and informed him timre had been some early
decelerations on the CTG associated with the cormement of the epidural.

However, he advised that Ms B did not show him pyaaf the CTG at 10am, and he
did not return to the delivery suite until lateattafternoon.

Shortly after this conversation, it appears that Bixommenced the Syntocinon
infusion. She recalls asking Dr C in the tea roohether it would be appropriate to
introduce a high dose. The clinical records state:

“Syntocinon as per regime and after further discus$with] [Dr C] — she is
happy for [Syntocinon] to go to 30mls/min if babiKO

Ms B advised that she also mentioned to Dr C thatGTG had shown some early
type 1 deceleration$.However, Dr C does not recall being consulted &lstarting
Syntocinon or being advised that type 1 decelamatibad been seen. The only
interaction she recalls with Ms B was seeing MsnBhe tea room and asking how
Mrs A was progressing. Ms B told her that Mrs A wpasgressing well and that Dr D
had already seen her.

Dr C advised that the approval for Syntocinon iscinthe same as for an epidural
whereby the LMC consults an obstetrician. The dhsian bases the decision for
approval on the information provided by the LMC. Orsaid that she would have
gone to check the CTG herself if she had beentt@tMrs A was experiencing type
1 decelerations so early in her labour, as theserausual.

12 Decelerationsor “dips” are periodic decreases in the fetal heate. Type 1 decelerations are the
result of pressure on the fetal head during cotitnas. This type of deceleration is normal.
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12.45pm

Dr D advised that he was in theatre from 12.15pril @:30pm, which has been
confirmed by the DHB. He recalls that during thimd a call was received on his
pager and was answered by one of the theatre nu#segssage was left for him to
contact the delivery unit following the operatidio indication of urgency was given,
and the caller hung up before the theatre nurseahampportunity to ask. The DHB
advised that staff are unable to recall who toekrttessage, due to the amount of time
that has elapsed.

Although Ms B advised that it is her recollectitwat she spoke directly to Dr D at this
time, due to the passage of time she is unable wube. At interview, Ms B advised
that, at this time, she informed Dr D that Mrs Aswaill having some decelerations.
The clinical records document “Type [1] decelenatfwersist Dr [D] aware”. Ms B
advised that she did this “as a courtesy”.

Ms B also carried out an assessment at this tinséolwed that progress of labour was
slow and Mrs A was now starting to struggle.

Ms B contacted the anaesthetist at 1.15pm for adwabout Mrs A’s pain
management. The anaesthetist advised that Ms Bl ¢givg an epidural top-up every
hour if indicated.

Ms B confirmed that she did not formally consuk thbstetric staff about Mrs A. She
explained that she has never had a problem congubstetricians if she thinks there
is a problem, and that this situation was no daffier If she had thought there was a
problem in this case, she would have asked thedott come and have a look.

Dr E advised that Mrs A was not Dr D’s patient asecwas never formally handed
over. He stated that the conversations between MadBthe obstetric staff occurred
as a courtesy. If Dr D had had concerns, he woald tbecome involved. However,
he was reassured throughout the day that Mrs Apnagressing well.

2.10pm—-4.30pm

Ms B advised that she spoke to Dr D in the deliarige office again at 2.10pm, to
check that he was happy for her to continue admeinigy the Syntocinon, and asked
him to check the CTG. She recalls Dr D asking beaetiew Mrs A at 2.30pm to see
what was happening. At 2.10pm Ms B documented:

“Dr [D] notified of status — Continue as we are -ef fassessment at 1430 — |
have asked Dr [D] to review [Mrs A] is fine whilehpain is controlled.”

At 2.30pm, Ms B carried out a vaginal examinationting that Mrs A was 6—7cm
dilated. Dr D recalls that shortly after 2.30pm Msapproached him again and
advised that the CTG was showing some decreasddbility. They then both
returned to Mrs A’s room to review the CTG. Dr [ted that when he saw the CTG
he was “alarmed”, noting that the CTG had beensgisoand progressively abnormal
since about 9.12am”. At 2.45pm, Dr D recorded i thinical records that the CTG
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was showing the baseline heart rate was 160bprabiigtly was less than 5, with no
accelerations and late decelerations with slowvego He recommended an urgent
scalp pH.

Dr D advised that after he noted the abnormalidieshe CTG he explained to Mr and
Mrs A that an urgent scalp pH was needed, becaeiseas concerned for the baby’s
well-being. Mrand Mrs A verbally consented to thpsocedure. He then left to

prepare for the scalp pH and to page the on-cakutant. However, Ms B followed

him into the corridor and told him that “there wasway” that she was going to allow
him to perform the scalp pH without Mrs A having epidural top-up. Dr D stated

that he “insisted the urgency of the matter” to B1sMs B advised that delivery was
imminent and Dr D proceeded to prepare the equipifoerhe scalp pH.

Ms B agrees that she did request that she be alltovgive Mrs A an epidural top-up
before Dr D obtain the scalp pH because it can benapainful procedure. However,
she recalls that she did not get any sense of aygeeom Dr D. He returned to the
delivery unit office and “was at pains to expldie {fetal blood sample] procedure to
[a] staff member who had not previously had to quenfit”.

Mr and Mrs A agree that there did not appear tarmereal urgency from either Ms B
or Dr D at this time.

At 3.05pm, Ms B documented that she administerece@dural top-up. She also
documented that she had asked Dr D to wait to @arryhe scalp pH until she could
reassess the effectiveness of the top-up. At 3.1%%snB documented “[baby heart
beat] is OK — although [decelerations] persist —sdime”.

The clinical records written by Dr D at 3.15pm stat

“... Advised LMC that | really need to do a Fetal fpcpH on this baby as the
CTG looks pathological to me and these are notishaarly [decelerations] as
earlier told. The CTG has had variable [decelerafidrom since 09.10am and all
the while |1 have been re-assured that these werlg fdecelerations] with
otherwise reassuring other components of the habjy.

Dr D performed the scalp pH at approximately 3.30pime result showed a pH of
6.811"° Dr D returned to Mrs A’s room and explained tHa tesults indicated that
the baby was in serious distress and that an udggivery was required.

Delivery

Dr D then proceeded to attempt an instrumental/esii Delivery with Ventouse was
initially attempted, but the suction cup loosenéédrathe first pull. Baby A was then
delivered using forceps, with two pulls.

13 Normal fetal scalp pH is considered to be betw2@5—7.35. A low pH generally indicates that the
fetus is poorly oxygenated.
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On delivery at 4.04pm, Baby A was found to haveuhwilical cord wrapped tightly
around his neck three times and was floppy, paid,ldue in the face. He was then
passed onto the neonatal team. The (retrospecgeejd by the senior house officer
states that on assessment no pulse was palpableoanéartbeat could be heard on
auscultation. Resuscitation was commenced, but wessiccessful. Baby A was
declared dead at 4.30pm.

Ms B delivered the placenta and stitched the efuisig**

Ms B

Ms B advised HDC that she tried to support Mr ants M following the baby’s
death, staying with them immediately after delivand then visiting them every day
with the support of her colleague.

Ms B stopped visiting after she had explained toakid Mrs A that she had failed to
correctly interpret the CTG. Ms B’s colleague coogd to provide postnatal care.

Ms B stopped practising as a midwife immediateliofeing this incident. She stated:

“I felt responsible and accountable for my actievtsch | believe contributed to
this tragedy. | cannot begin to express my perssadhess and grief for [Mr and
Mrs A] and their family and friends.

| acknowledge that | failed to recognise that [BaBy was experiencing
difficulties during [Mrs A’s] labour. | am devaseat that | observed the CTG
monitor through the day and failed to identify #egiousness of the readings”.

The DHB

The DHB advised that the LMC is responsible for bisher own professional

practice. However, for several years the DHB ofldr®Cs the opportunity to access
the educational and training sessions offeredstonidwifery staff. Furthermore, best
practice policies were developed in consultatiothwine LMCs who use its facility.

When any new independent practitioner applies taess to the DHB facility he or
she is encouraged to familiarise themself witheéhgslicies.

The DHB advised that historically secondary obgatedervices were outsourced with
obstetricians employed by a private company andaggmlogists employed by the
DHB. As a result, there was a degree of breakdowrdmmunication between
maternity providers. However, in 2006 the DHB maignificant changes to the
clinical and managerial leadership which have “Sigantly improved relationships
and the interface between independent practitioidvkCs) and hospital secondary
care services”. In particular, it has assisted perodiscussion and communication
between LMCs, core clinical staff and DHB midwifestaff. The DHB now has a
fortnightly perinatal meeting with LMCs and hospitstaff to discuss issues of

% A surgical incision in the perineum.

5 December 2008 H)‘( 9

Names have been removed to protect privacy. |g@miifetters are assigned in alphabetical order and
bear no relationship to the person’s actual name.



Health and Disability Commissioner

practice with an educational focus. It also has timgrmeetings with LMC and DHB
midwifery staff to discuss pertinent issues.

The DHB policy for transfer of clinical responsibilto secondary services states:

“When consultation occurs with a Specialist (oregelted person) any decision
regarding on going clinical roles and responsiksitwill be documented and will
involve a three way process between the SpeciaM and woman.”

The DHB stated:

“We are disappointed that despite significant clesng the culture of our service
that the Independent Practitioner caring for [Mijsdid not fully convey to either
core midwifery or medical staff the seriousnessuogency of [the baby’s]
situation.”

Following this incident the DHB carried out a rewief its services. As an outcome of
this review a number of further recommendations ewarade. These included
improving communication and teamwork, asking fares®l opinions, and reviewing

the CTG monitoring policy, CTG training, and par@g as a standard of care. The
DHB advised that most of these initiatives werearmalay at the time of this incident,

but it has triggered re-evaluation of what progiess been made.

Notwithstanding the steps it has taken to imprasmunication between LMCs, and
DHB staff, the DHB emphasised that Mrs A was unitier care of Ms B, not the
DHB. It stated:

“On the morning of the Delivery Suite ward roundrfVA] was noted to be in the
Delivery Suite and [Ms B] briefly explained the sea that she was there. As a
courtesy some suggestions were made by [Dr C] dtmsultant on call for the
day) as to what she thought might be appropriateagement of [Mrs A]. These
suggestions did not imply that clinical respongipilfor [Mrs A] had been
assumed by [Dr C] or any other member of the DH# 5t

Mr and Mrs A

Mr and Mrs A advised that up until Mrs A’s admissito hospital, they were happy
with the care they had received. However, theyelelithat the care deteriorated
following Mrs A’s admission. They believe that tmedated directly to the inadequate
policies in place at the hospital for communicatloetween independent midwives
and hospital staff. They stated:

“We blindly assumed that once admitted to hospghal LMC and hospital staff
would work together to ensure the safety of boththmio and baby, we were
mistaken.”

!5 A partogram is a visual/graphical representatibnetated values or events (such as the fetal heart
rate, cervical dilation) over the course of labour.
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While they are happy to see that the hospital lirasesaken steps to improve the
communication between providers and the policigsnionitoring and review, they

are concerned and upset that this did not occunglivirs A’s admission. They would

like reassurance that these changes will actuatiyo

Code of Health and Disability Services Consumers’ights

The following Rights in the Code of Health and Ditity Services Consumers’
Rights are applicable to this complaint:

RIGHT 4
Right to Services of an Appropriate Standard

(1) Every consumer has the right to have services geavivith reasonable care and
skill.

(2) Every consumer has the right to have services geavihat comply with legal,
professional, ethical, and other relevant standards

(5) Every consumer has the right to co-operation anmmogiders to ensure quality
and continuity of services.

Discussion

Antenatal — progress of labour

At 41 weeks’ gestation, Ms B was confident thathbmiother and baby were well. Ms
B discussed the associated risks of post-matunitlythe process of induction with Mr
and Mrs A. They agreed to schedule an inductiorwdi@r, Mr and Mrs A still hoped

for a home birth.

At 41 weeks 3 days’ gestation, another CTG wagezhout. At this time, Mr and Mrs
A advised Ms B that they had decided to wait ¢eliibnger before being induced. Ms
B advised that she had no concerns for mother loy. l&8he was confident that Mrs A
was clear about the importance of fetal movememdistiae risks of post-maturity, and
therefore agreed to delay the induction.

My expert advisor, Nimisha Waller, advised thaher view the care provided during
this period was “reasonable”.
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Epidural

Shortly after Mrs A’s arrival in delivery suite approximately 8am, Ms B discussed
her case with the obstetrics team. Ms B outlined Mis history and requested
permission for an epidural to be inserted. This \wgeeed to on the proviso she
obtained a normal 30-minute continuous CTG traneadcordance with the DHB

policy.

Ms B advised that prior to the insertion of thedepal she listened to the fetal heart
rate using the hand-held Doppler, and found is&attory. The epidural was inserted
at 8.45am. The clinical records indicate that tret €ontinuous CTG was commenced
at 9.12am.

It appears that Ms B appropriately discussed, aguested permission for, the
insertion of the epidural when she first arrivedhe delivery suite at approximately
8am. While it appears that Ms B listened to thalféeart rate using a hand-held
Doppler device, there is no evidence that a contisuCTG was commenced until
after the epidural was inserted. It seems clear tthia was specifically requested.
Furthermore, it is a requirement of the DHB poliay “pain relief in labour”.

Interpretation of CTG

Throughout the day Ms B interpreted the CTG as a#mgpwype 1 decelerations. Ms B
has acknowledged that she failed to recognise theorealities on the CTG
throughout the day. She stated, “I am devastatet Ithbserved the CTG monitor
through the day and failed to identify the seri@ssnof the readings.”

Ms Waller advised that, from when it was commeneted®.12am, the CTG was
“initially non-reassuring and becomes patholog{cale [or] more parameters are non-
reassuring or abnormal) as labour progresses”.dW\Kller’s opinion, Ms B’s failure
to correctly interpret the CTG would be viewed witlederate to severe disapproval.

Documentation

Documentation is a fundamental requirement of gua@. It is particularly important
in ensuring continuity of care. The DHB policy toansfer of clinical responsibility to
secondary services states:

“When consultation occurs with a Specialist (oregelted person) any decision
regarding on going clinical roles and responsiksitwill be documented and will
involve a three way process between the SpeciBM and woman.”

Despite a number of discussions with the obsteteam, there is limited
documentation about the content of these discusdgiorthe clinical records. | note
Ms Waller's comment that “documentation of the adtagion would have helped to
clarify the roles and responsibilities”...

Clinical responsibility
The DHB advised that obstetric staff were not resgae for Mrs A’s care. The DHB
stated:
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“As a courtesy some suggestions were made by [tH&] consultant on call for
the day) as to what she thought might be apprapn@nagement for [Mrs A].
These suggestions did not imply that clinical rexsaility for [Mrs A] had been
assumed by [Dr C] or any other member of the DH# 5t

In Ms Waller’s opinion, clinical responsibility waassumed by the obstetric staff
when permission was given to insert an epidural VNédler agrees that it is accepted
practice for a midwife to get verbal permissiondorepidural and Syntocinon without
first requiring an obstetric review. However, besmithese are medical interventions
and beyond the scope of practice of a midwife, Mallgv considers that the obstetric
team had a responsibility to review Mrs A at soitagas to ensure that everything was
progressing appropriately. It is Ms Waller's viewat they did not require an
invitation to be involved in Mrs A’s care. She st

“Once the approval for epidural was given by thadiva staff at [the DHB] and
this was inserted [Mrs A’s] care was no longer iy’

In accordance with the Guidelines for Consultatwith Obstetric and Related
Specialist Medical Servicts (the referral guidelines), post-maturity, epidural
prolonged first stage of labour, and fetal heaté r@bnormalities are considered a
Level 2 referral (refer to Appendix C). Under lexglthe LMC “must recommend to
the woman (or to the parents in the case of a khlay)a consultation with a specialist
is warranted given that her pregnancy, labourhlort puerperium (or the baby) is or
may be affected by the condition”.

However, the referral guidelines specifically stdateat “the specialist will not
automatically assume responsibility for ongoingetavith a Level 2 referral. Whether
a referral is necessary will depend on the circanss of the case and the hospital's
protocols. In a recent case (07HDC14036&),DHB advised that even in certain Level
3 referral situations, the LMC may ultimately remaesponsible for the woman’s
care.

Dr Kenneth Clark, my obstetric advisor, considetteat the referral guidelines mean
that if there may be a need for handover of card,thus a requirement for specialist
services, a three-way conversation should occuhabroles and responsibilities can
be decided. However, to fulfil its obligations undlee guidelines, the obstetric team
relies on the LMC to provide adequate and accurdébemation about the woman so
that they can assess whether there may be a reopntefor specialist obstetric
services and the nature of the consultation thaegsired. Dr Clark noted that the
consultation may be “verbal (with or without assesst of investigation or
monitoring results such as a CTG tracing) or infuren of attending the woman with

'8 |ssued under section 88 of the New Zealand Pitgigith and Disability Act 2000 (effective from 1
July 2002).

1731 October 2008.
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history taking, examination, and assimilation ofmboring records and investigation
results as required”.

Dr Clark considered that, from the information figired to them, the obstetric team
responded appropriately. It is his view that theyrbt have a responsibility to review
Mrs A and initiate a three-way discussion with MaBd Mrs A until approximately
2.45pm. He stated:

“... [t is my opinion that the team was not able teguately address its
responsibilities, given the failure of the LMC, NBs to provide the team with
accurate information. A major error was made byBvis the interpretation of the
CTG tracing soon after it was commenced and thierewas perpetuated
thereafter.”

However, Dr Clark advised that the clinical teard bave a responsibility to ensure
that, when they were consulted in relation to thenagement of Mrs A, this was
conducted by an individual with sufficient expegtid note Dr Clark’s advice that
after the fetal blood sample came back indicatiexeee fetal compromise, the most
senior member of the team should have been invoDe&lark stated:

“This was a_trueclinical emergency with a need for expedition efivery within
the bounds of safety for the mother and withoutragiéxtra risk to the baby. The
most senior team member, [Dr C], should have beeolved from that point.”

Interface between midwives and obstetricians

In his advice Dr Clark commented that as a resulBection 88, which has seen
midwives given greater professional autonomy, thes been a resultant “tension
between professional groups” due to the differinigical approaches. Dr Clark
commented that this “does play a part in everylaaviour in clinical settings”.

While the DHB acknowledges some of the longstangnadplems faced by its service,
it advised that it has made significant changethé¢ostructure of its maternity service
which have “significantly improved relationships darnthe interface between
independent practitioners (LMCs) and hospital sdeoncare services”. Furthermore,
in light of this incident, it has made further remmendations to improve the
communication and teamwork within its service.

Opinion: Ms B — Breach

| do not have any concerns about Ms B’s decisiomldt@y Mrs A’s induction of
labour. | am satisfied that Ms B made the risk®eissed with post-maturity clear to
Mr and Mrs A and that she carefully assessed andidered the risks of delaying the
induction.
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Ms B failed to provide services in accordance wptiofessional standards by not
carrying out a continuous CTG trace prior to insgrian epidural. As noted by Ms
Waller, if the baby’s heart rate is normal withe@mhittent auscultation (eg, using a
hand-held Doppler), some practitioners consider ithia not necessary to perform a
continuous CTG. Variation in practice is also reusegd in the referral guidelines,
which state that “[t]he practitioner needs to makeical judgements depending on
each situation and some situations may requireuesecof action which differs from
these guidelines”. However, Mrs A was post-mattig] been in labour since 3am,
and was distressed and in pain. Ms Waller advised peers would view not
performing a continuous CTG in these circumstanegth mild to moderate
disapproval. In my view Ms B breached Right 4(2) @ode by failing to comply with
professional standards.

Ms B also failed to exercise reasonable care aidrsknterpreting Mrs A’s CTG. As

a result, Ms B failed to recognise a progressivein-reassuring and pathological
CTG. In failing to correctly interpret the CTG, Mg did not provide the obstetric
team with appropriate and accurate informationn&ead six of the New Zealand
College of Midwives publicatioMidwives Handbook for Practic€005) states that

the midwife “identifies deviations from normal, and consults and refers as
appropriate”. Standard seven states that the madiwf situations where another
dimension of care is needed, ensures negotiati@s falace with other care providers
to clarify who has the responsibility of care”.

Ms B should have been able to identify a non-reasgCTG and then communicate
this to clinical staff. Clearly, Ms B did not doishAs noted in case 05HDC1716:

“Experienced midwives should know that late de@lens are ominous because
they suggest fetal compromise. [Ms F] was an egpegd midwife. However, it is
clear that she did not recognise that the CTG veasreassuring and that closer
surveillance was required. [My expert advisor] aéd that consultation should
have occurred when there was persistent earlytéodacelerations and a rising
baseline and reduced variability. It would have roegod practice for the
Syntocinon to be turned down, not up, to assesgsheh¢he baby’s distress was
caused by an overstimulated uterus or his inalidityope with the labour.”

| conclude that Ms B breached Right 4(2) of the €dy failing to appropriately
interpret the CTG. It follows that she also breacReght 4(5) of the Code by failing
to refer Mrs A’s care to the secondary care team.

While Ms B has regularly documented her assessnoéimiiss A, there were a number
of conversations between Ms B and clinicians thettemot documented. By failing to
adequately document her discussions with the ofusteam, it is my view that Ms B
breached Right 4(2) of the Code.

18 Refer:http://www.hdc.org.nz/files/hdc/opinions/00hdc086&8, 30 July 2002.
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Opinion: The District Health Board — No breach

Ms B provided maternity care to Mrs A throughout peegnancy as an independent
LMC. Although Mrs A was transferred to the DHB nraity unit to progress her
labour, her care was not automatically transfetoethe hospital staff. Independent
midwives have access agreements with local hospitaich allow them to use the
facilities without necessarily transferring cares Br E noted, women often labour
and deliver at the hospital under the care of th&C with no input from the
hospital's obstetric team.

In this case my expert advisors have disagreechenssue of whether the obstetric
team should have become involved in Mrs A’s cafferiee2.30pm.

While my midwifery advisor, Ms Waller, acknowledg®ts B’s failure to correctly
interpret the CTG, she is critical of the failurietioe obstetric team to review Mrs A,
despite their giving permission for an epidural #@yhtocinon to be started. Ms
Waller considered that once approval had been dieemn epidural Mrs A’s care
“was no longer primary”. Ms Waller commented tha aidministration of an epidural
and Syntocinon are medical interventions, beyordstiope of practice of a midwife.

In contrast, my obstetric advisor, Dr Clark, coesgithat the obstetric team responded
appropriately to the information they were givenr Dlark explained that an
obstetrician relies on being provided with “adeguad accurate” information by the
LMC so that he or she can make a decision abouletred of obstetric involvement
required. In this case, Ms B reassured the obstétam, when she requested
permission for an epidural and Syntocinon, that Mrsas fine and progressing well.
It was not until approximately 2.30pm that the stgir was provided with
information that suggested that obstetric intenagnivas warranted.

Drs E and C confirmed that it is common for the tebb& team to collaborate
informally with LMCs using the delivery suite, ardat it is neither feasible nor
appropriate for every woman to receive an obstetwgew. The hospital staff rely on
the LMC to accurately describe the patient’s caadiso that they can assess whether
a formal consultation is required.

| accept that it would not be practical for obstetstaff to personally review all
patients who request an epidural under the cataedf LMC, particularly when the
LMC is an experienced practitioner. The successftdrface between independent
LMCs and hospital teams relies on the LMC recoggighat there is an issue that
requires advice, and seeking consultation. A decis then made whether a review
and three-way conversation is warranted under thdefines. In my view, this is a
pragmatic approach that recognises the clinical pgience of all involved and
ensures resources are used efficiently. If the em®/were true, and obstetric teams
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were expected to personally review all patientstjm case”, this would undermine
the mutual trust and respect that should exist &éetwprofessional groups in these
circumstances.

| have received differing accounts in relation tbether Ms B raised any concerns
during Mrs A’s labour.

Ms B believes she advised the obstetric team oftvgh& thought were type 1
decelerations on the CTG on more than one occagiooughout the day. She
maintains that Dr D sighted the CTG tracing shoafter 10am and he reassured her
that an early deceleration was normal after anugpichad been inserted. Mr and Mrs
A also recall Dr D reviewing the CTG at that tinkMds B believes she reported type 1
decelerations to Dr D again at 12.45pm.

However, Dr D denies that he reviewed the CTG gtsdage before 2.30pm and has
established that he was in theatre between 12.Esph®2.30pm. He does not recall a
conversation with Ms B while he was in theatre, buty a message to call the

delivery suite when he was free. Ms B has acknogdddhat she is unable to be sure
whether she spoke to Dr D directly, given the tihvegt has elapsed.

Ms B believes she also advised Dr C of type 1 @eaBbns when she requested
permission to administer Syntocinon. However, Ddd&s not recall any mention of
decelerations and believes her usual practice woaNe been to review Mrs A if they
had been mentioned.

Ms B has made it very clear that she never corsibirat there was any problem and
she did not ask the obstetric team to review MrdMA.B advised that she informed
Dr D of her observations as a “courtesy”. EveniifiDdid provide reassurance at the
start of the CTG tracing, Dr Clark has advised ttigpe 1 decelerations’ or ‘early
decelerations’ as they are known are not considaredbnormality in themselves
within the context of active labour”.

On balance, | am satisfied that the obstetric tea® not adequately informed of any
abnormalities in Mrs A’s labour and therefore hadobligation to initiate a three-way

discussion under the referral guidelines. Accorginthe DHB did not breach the

Code.

Other comment

Collaboration

Although both Dr D and Ms B have acknowledged tiha&ir conversation at 10am

was simply a “courtesy”, | am aware that Mrs A wi#sweeks and 3 days into her
pregnancy by the time she presented in labourand had already commented that
she required close monitoring. In my view, the 1G@mversation would have been a

good opportunity for an open discussion betweenDDand Ms B about ongoing
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monitoring and review. Co-operation and collabamatis central to ensuring the
provision of quality care. As noted in case 04HD&0G"

“Women in New Zealand ... believe that a ‘safety neih place if they choose to
deliver their baby in a public hospital. That bkl illusory if there are barriers
(including fraught relationships) to LMCs commuriing important information

to fellow health professionals who may be calledgsist.”

| note Dr Clark’s comments in relation to the crdtihat sometimes exists between
obstetricians and LMCs operating under sectiorD8&lark stated:

“The manner in which the current legislation isenprreted, and the models of care
embraced by professions, do influence communicapiatterns between health
professionals.”

I acknowledge the steps the DHB has taken to asdies communication issues
between hospital staff and independent LMCs. Theiditly of Health is also seeking
to develop a common understanding of the refeadadines as part of a proposed
Maternity Action Plaf® for 2008-2012. That would certainly be a stephia tight
direction.

Delivery

Dr Clark was critical of Dr D’s decision not to dant a more senior member of his
team once he realised that the CTG had been shabimgrmal results for some time.
Dr D has explained that he did intend to page theall consultant, but became
preoccupied with the fetal scalp pH test, thenriked for an urgent delivery. It is
understandable that Dr D focused on assessingitiigtian and preparing for the
delivery; however, | note Dr Clark’s comments ttias was a clinical emergency and
that the most senior member of the team should baea called. As Dr Clark has
pointed out, it is not clear whether the failurectmtact Dr C has its basis in systems
issues and problems with team dynamics, or site @it D. | trust all involved will
reflect on Dr Clark’'s comments.

Recommendations

The DHB
| recommend that the DHB provide HDC with an updateport on the changes it
made following this incident, b§1 January 2009

| also recommend that the DHB remind all junionidal staff of the importance of
involving a senior team member in any clinical egeercy.

19 Refer:http://mww.hdc.org.nz/files/hdc/opinions/04hdc05&08wives-www.pdf 28 November 2006.
20 http://www.moh.govt.nz/moh.nsf/indexmh/draft-maigy-action-plan-2008-2012-0ct08.
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Follow-up actions

* A copy of this report will be sent to the MidwifeGouncil of New Zealand, with
a recommendation that the Council consider whethereview of Ms B’s
competence is warranted should she seek to redyrattice.

* A copy of this report, with details identifying tiparties removed, will be sent to
the Director General of Health, the Royal Austmaléand New Zealand College of
Obstetricians and Gynaecologists, and the MateBstiywices Consumer Council,
and will be placed on the Health and Disability Quoissioner website,
www.hdc.org.nzfor educational purposes.
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Appendix A — Expert midwifery advice
Report by Midwifery advisor Nimisha Waller

| have been asked to provide an opinion to the Cigsioner on case number
07/15908, and that | have read and agree to fat@vCommissioner’s Guidelines for
Independent Advisors.

My qualifications are RN (includes General and @trgts), RM, ADM, Dip Ed (UK)
and Master in Midwifery (VUW, 2006). | have beem&wife for 23 years, the last
11 years in New Zealand. | have worked in commuaityt hospital tertiary settings as
well as in education both here and in the UK. | eumrently a Senior Lecturer in
Midwifery at Auckland University of Technology amake a small caseload of women
as a Lead Maternity Carer.

[At this point Ms Waller refers to the informatigerovided to her by HDC. This
information has been removed for the sake of bygvit

| have been asked to provide expert advice todhewing:

To advise the Commissioner whether, in my opinjds B] and [the DHB] provided
an appropriate standard of care to [Mrs A] and [Bab

My response to the advice required is as follows:

Please comment generally on the standard of care @rided to [Mrs A] by [Ms B]
and [the DHB].

Antenatal
The antenatal record shows the antenatal visitsttitk place between [Ms B] and
[Mrs A].

[At 40 weeks gestation] [Mrs A] was not able tolféaby’s movements. At the
scheduled antenatal check on the same day [Ms B a@e to palpate many
movements which [Mrs A] also noted. Therefore a CWas not discussed or
undertaken. This is reasonable. If [Ms B] had neérb able to palpate adequate
movements then a CTG to assess babys well beingdeite to be
considered/undertaken.

[At 41 weeks] there was a discussion about indactmost-maturity and the risks
associated with post-maturity. [Mrs A] was booked ihduction [at] (41 weeks + 3
days) due to prolonged pregnancy and marginal blp@$sure. The Section 88
Referral guideline (MOH, 2000) states prolongedgpescy (code 4024) as Level 2
referral i.e. that the LMC must recommend that ascdtation with specialist is
warranted. There is no guideline or protocol in fike from [the DHB] regarding
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prolonged pregnancy however, in some DHBs the itdlicof labour is booked
following consultation with the obstetrician while other DHBs induction of labour
for prolonged pregnancy can be booked by the midsviwithin different DHBs there
is variation regarding the gestation at which induc of labour should take place.
Some DHBs have guidelines to induce labour at 4ékeeand 3 days. Other DHBs’
guidelines suggest induction of labour at 42 wesekkng as there are no concerns for
the mother or baby.

A CTG was undertaken [when] [Mrs A] was 40 weekd ardays. This is a reassuring
CTG. There is a debate about when practitionersildhstart monitoring the baby’s
well being in prolonged pregnancy. There is evidetitat in low risk pregnancies
monitoring does not need to occur till 42 weeksutiftomost practitioners undertake
CTGs and Biophysical profiles to assess baby'sbeélly between 41-42 weeks of
pregnancy. The Biophysical profile is done by usamgultrasound and assesses four
parameters in relation to the baby — breathing mwrds, reflexes, tone and liquor
volume (fluid around the baby). Each parameteriv@rg a score from 0-2 so a
maximum score of 8 out of 8 is reassuring. As thielgine for prolonged pregnancy
from [the DHB] is not in the file it is not clearhether a Biophysical profile is
suggested as an option for monitoring the wellbeaigthe baby in prolonged
pregnancy. It is likely that as the CTG at thisdimas reassuring that the Biophysical
profile would be reassuring as well. Whether thepBlysical profile was considered
or not is unlikely to have altered the outcome[Raby A].

[At 41 weeks and 3 days] a CTG was performed tesssthe baby’s wellbeing. [Mr

and Mrs A] decided to wait a little longer beforeiny induced as [Mrs A] felt that

she and the baby were fine. [Ms B] did not have r@@gon to doubt that as the CTG
was reassuring, there were excellent foetal movésremd [Mrs A’s] blood pressure

was stable. A plan was made to reschedule the U@ days later than the original

booking].

The standard of care provided to [Mrs A] during #meenatal period is reasonable.

Labour and birth

[Mrs A’s] contractions commenced [at 03.00hrs] &t was visited by [Ms B] at
home at 04.30hrs. A vaginal examination at 06.08hmwved findings of cervix being
fully effaced and 2cm dilated. The presenting glaead) was high at 3cm above the
ischial spines which showed the baby's head was emgjaged. [Mrs A] was
transferred to [Hospital] at 07.30hrs for painetli

[Mrs A] and [Ms B] arrived at [the] delivery suitg 08.00hrs. At that time there were
two obstetricians and one registrar and other ialspiaff present in the office. [Ms
B] presented information relating to [Mrs A] andjoested an epidural for [Mrs A] as
she was in early labour and not progressing quickly

The protocol for insertion of epidural at [the DHB]to consult with the Obstetrician
for the day regarding the indication for epidurdtieh [Ms B] did. However, this
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consultation was not documented in the clinicabrds though this is usually done by
[Ms B]. Documentation of the consultation would bawlped to clarify the roles and
responsibilities for the [hospital] staff as it @&aps from their response that they did
not feel they had been invited to be part of [Mrs]Antra-partum (labour and birth)
care though they had agreed to [Mrs A] having adwepl analgesia once an initial
CTG to assess baby’'s well being had been performed.

[Dr C] had also suggested to [Ms B] that as [Mrswds 42 weeks pregnant she was
high risk and artificial rupture of membranes (ARMjyntocinon infusion and
continuous CTG monitoring needed to be considesedhat [Mrs A’s] labour needed
to be induced if she was not in spontaneous labbuough this discussion by the
[hospital] medical staff could be considered asuggsstion for [Ms B] one would
expect that agreeing for [Ms B] to organise an bBmtlfor [Mrs A] would have been
sufficient to inform the medical staff that [Mrs AJas now requiring secondary care.
Therefore they did not require an invitation toitmeolved in [Mrs A’s] labour care as
[Dr C] states in her [letter to Mr A].

The verbal instruction of doing a CTG prior to irtsen of epidural analgesia,
suggesting an ARM and commencing syntocinon woddally be followed up with

written instruction i.e. that either [Dr C] or [] would have introduced themselves
to [Mr and Mrs A] and documented their instructioéowever, in reality these
instructions are often given verbally by practiton to each other and not
documented.

From the documentation and [Ms B’s] report it isdewit that the CTG that was
commenced following epidural insertion was not ripteted accurately. Variable
decelerations in the CTG have been documented @es Tylecelerations. There was a
failure by [Ms B] in not recognising that the CT@&rdughout labour was non-
reassuring and changed to pathological as labagressed.

According to [Ms B] the registrar viewed the CT@de at 10.00hrs [letter dated 26
October 2007] and at 12.45hrs [Ms B] sought out rbgistrar in the office and
mentioned presence of persistent decelerationmbythave said that they were Type
1. These interactions are documented by [Ms B]limical records and there is no
evidence that this documentation were retrospedis B] further states in her letter
to [HDC dated 26 October 2007] that she initialpcdmented that the Registrar was
“aware” but changed it to “sighted” as she felvduld be clearer that he had seen the
deceleration earlier and was agreeable to contuin

[Dr C] in her letter to the Commissioner [dated @8tober 2007] states that the

registrar reviewed the trace once in the morningnodwives request and was

apparently assured by the midwife for the resthiefday that the trace was reassuring.
[Ms B] has misinterpreted the CTG findings.

[Dr D] in his letter [dated 10 October 2007] salgattthough he went to room 5 and
introduced himself to Mr and [Mrs A] he did notlsighe CTG that needed to be done
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prior to epidural insertion at this point nor reviéhe current running CTG as [Mrs A]
was just at the time being positioned on the monito

[Dr D] was a junior registrar at the time and heyrhave trusted [Ms B’s] comments
(as an experienced midwife) that the CTG prior piaeral insertion was reassuring.
However, it is important that if you as a practigo do visit and review the woman
that is under secondary care, it is necessaryathassessments relating to mother and
baby are reviewed. If the assessments resultsaravailable then time needs to be
made to return and review them later. [Dr D] in teport [dated 10 October 2007]
says that if there was a problem he was going torbéhe floor over the next few
minutes as he had other patients to review. Heetbier had the opportunity to come
back and review the CTG once it was commenced. Memyat is unlikely that
anything of concern would have been picked up iatgtage. [Mr A] in his letter to
the Commissioner [letter of complaint, Septembed72Gays that [Mrs A] had two
visits by the registrar and yet neither the regrsiror the LMC picked up on signs of
[the baby] being distressed until it was too late.

[Dr C] was on the floor several times during the dad conducted examinations for
other patients at the midwives’ request but atine twas she made aware of [Mrs
A’s] labour and CTG trace. [Ms B] apparently dideag with [Dr C] to clarify if it
was acceptable to increase syntocinon infusiontdomaximum standard dose of
30mu/min and that the CTGs did have some decadasativhich she thought were
Type 1 or early decelerations. As [Dr C] had eatlstructed [Ms B] to induce [Mrs
A’s] labour as her pregnancy was high risk one wadéally expect her to have gone
to introduce herself to [Mr and Mrs A] and revielwetuse of syntocinon to its
maximum standard dose. In reality such reviewsuatertaken by the registrar in the
unit. However, [Dr D] was a junior registrar at e [Mrs A] was in labour and as
[the Service Manager for the Women and Childremps/f8e] says [in her letter dated
21 December 2007] he was under the supervisioneo€bnsultant on call.

In [the Service Manager for the Women and Childse®érvice’s] response to HDC
[letter dated 21 December 2007] says that theoroscshow that [Dr D] was rostered
and saw women in clinic on [that] morning. Theraliscrepancy regarding whether
[Dr D] reviewed or even sighted the CTG. Howeveoni all the documentation it
appears that [Dr D] did go and review [Mrs A] irettnorning at [Ms B’s] request.

At 14.10hrs [Ms B] notified the registrar that therontinued to be decelerations and
inco-ordinate contractions. She asked if it wagyhirto continue using syntocinon
and asked him to check the CTG. She was advisesgdess [Mrs A’s] progress in
labour by vaginal examination at 14.30hrs to seatwas happening. Again [Dr D]
may have been reassured in the way [Ms B] may ltamemunicated the type of
decelerations that were present but there was partymity for him to review [Mrs
A] and the CTG (as this hadn’t happened earliegyeir[Dr C] to review as [Mrs A]
had now been at [the hospital] for six hours and wansidered to be high risk at
admission.
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The registrar arrived at 14.45hrs and viewed th&CThe registrar did not advise
[Ms B] that the decelerations were not type 1. €heas no sense of urgency and
therefore [Ms B] attempted to make [Mrs A] comfdiaand requested an epidural
top up. The Fetal blood sampling was not attemptietl5.30hrs — 45 minutes after
the review of the CTG by [Dr D]. If [Dr D] was coamed as he states he was he
needed to articulate the need for urgency and sliseuith [Ms B] that fetal blood
sampling was a priority than an epidural top upwieer, it is difficult to do an
invasive procedure when pain relief is not adequate

The lack of clear communication between [Ms B], [Dirand [Dr C] contributed to
[Baby A’s] outcome. The role of the LMC midwife is articulate clearly her needs
for the woman she is providing midwifery care tcisl was done by [Ms B] at
admission regarding the request for epidural forrdMA\]. The communication
regarding the CTG findings was not articulated vesll[Ms B] failed to recognise a
non reassuring CTG and she has admitted this ireponse to the Commissioner.

Once the approval for epidural was given by theioadtaff at [the hospital] and this
was inserted [Mrs A’s] care was no longer primagpidural analgesia is clearly
considered secondary care in the Section 88 Réefguideline (MOH, 2000). This
states epidural (code 5009) as Level 2 referratha the LMC must recommend that
a consultation with specialist is warranted. [Ms dnsulted regarding this in line
with referral guidelines as well as [the DHB] gdides. [Mrs A] also required
syntocinon infusion which again comes under secgndare (Code 5021). The
clinical responsibility was therefore with the mealistaff at [the hospital] though this
may not have been documented explicitly in thei@dihrecords nor stated explicitly at
the time of conversations between [Ms B] and theioaé staff at [the hospital].

[The Service Manager for the Women and Childrer@svige] [in her letter dated 21

December 2007] says that if hospital staff inviberhselves into the care of an
independent midwife’s client it raises consent gmiacy issues. [Mrs A] was

requiring secondary care (Epidural analgesia amtiosynon infusion) and therefore
issues of consent and privacy are not applicableginD antenatal preparation and
formulation of birth plan women are informed thiaite would be input from medical
staff if care changes from primary to secondary.

The standard of care provided by both [Ms B] ahe [DHB] was not reasonable. The
co-ordination of care and the primary responsipiit clear communication lay with
the LMC midwife [Ms B]. However, when care becaneeadary the [the DHB]
medical staffs had the clinical responsibility {Mrs A’s] care and they also needed
to continue to ensure good communication was maedawith primary LMC and the
woman. This would have ensured that the transitiom one service to another was
seamless. Peers would view this with moderateversedisapproval.
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What standards apply in this case?

For the LMC [Ms B] the standards that apply are N@COM Standards for Practice
(NZCOM, 2005) as well as Section 88 of the New Zedl Public Health and

Disability Act 2000 referral guidelines (MOH, 200and the policies and protocols of
[the DHB] where she [had an] access agreementadhesfacility.

For the [the DHB] the standards that apply are Sketion 88 of the New Zealand
Public Health and Disability Act 2000 facility spcation (MOH, 2000).

Were those standards complied with?
The NZCOM Standards for Practice that [Ms B] did camply with are as follows:

Standard Six — identifies deviations from normald aafter discussion with the
woman, consults and refers as appropriate.

Standard Seven — in situations where another dimersf care is needed, ensures
negotiation takes place with other care providerslarify who has the responsibility
of care.

The Section 88 of the New Zealand Public Health Brsability Act 2000 referral
guidelines (MOH, 2000) state that when there igmsaltation with the specialist the
woman must be made aware of the consultation aeck tehould be a three way
discussion between the LMC, the woman and the ajigciln the documentation
there is no evidence of the three way discussidh WMC, [Mr and Mrs A] and the
specialist at the [hospital] [that day]. The 3 whgcussion regarding the consult has
not been instigated by either [Ms B] or the spésiiat the [hospital].

[Ms B] did not follow the guideline relating to Parelief in labour in relation to
epidural that recommends a 20 minute CTG priomgeition of epidural analgesia.
This may be because [Mrs A] was distressed andregtjimmediate pain relief and
the anaesthetist arrived soon after being contadtedvever, [Ms B] needed to
document her rationale for not undertaking a CT{®rpo epidural analgesia. If the
CTG had been done | am not sure whether the outémnjBaby A] would have been
any different as there was failure to recogniseoaial CTG in labour soon after
epidural was inserted.

Not complying with the standards can be viewed withderate disapproval for both
the LMC and the [the DHB] as it affects woman’slipto access seamless maternity
care. The trust the woman and her family/whanate hawdestroyed when the care
they are accessing is not seamless.
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Please comment on the adequacy of [Ms B’s] managemeof [Mrs A’s] labour.
In particular:

a. Her assessment of the CTG trace

The copy of the CTG shows that continuous monitprai the baby’s heart rate
commenced at 09.12hrs and continued till 03.50phe dopy of the CTG is of poor
quality as scales used to interpret the baseliadaamt. At 09.40hrs it appears that the
baseline is low and the comment has been made “b@@er” indicating that there
was loss of contact and the baseline was the hegarbf the mother. This may be the
case however to differentiate between maternakiaadaby’s heart rate it would have
been useful to have documented the maternal puldbeoCTG. The CTG from the
time it was commenced at 09.12hrs till [Baby A] viesn is initially non-reassuring
and becomes pathological (one and more parametrsoa-reassuring or abnormal)
as labour progresses. The baseline appears tothvedre 160-165bpm (normal is
110-160bpm), variability initially is reduced (thatit is less than 5bpm) and becomes
absent as labour progresses (normal is 5-25bpnereTare variable decelerations
(that is not early or Type 1 charted by [Ms B]).efé are no accelerations, however, if
the CTG is otherwise normal that is it has a norpaaleline, normal variability and no
decelerations then absence of accelerations isa&rtain significance.

From the clinical records the assessment of the ®y@Ms B] throughout labour
shows some concern regarding the decelerationshieaidentifies as Type 1 but does
not recognise that it had later become pathologinél about 14.40hrs. [Ms B] states
she made an error of judgement in the interpratatibthe CTG during [Mrs A’s]
labour. Peers would view this with moderate to sewdtsapproval.

b. The management of the epidural procedure

[Ms B] did consult with the obstetric team on heial to [the hospital] about [Mrs
A’s] request for an epidural for pain relief. Thgsin line with the [the hospital’s]
guideline regarding Pain relief in labour. The glide states that 20 minutes CTG to
assess baby’s wellbeing must be performed immedgiaefore epidural is inserted.
[Dr D] states that he had asked [Ms B] to perfo®m@nute CTG prior to insertion of
epidural for pain relief. The CTG prior to insertiof epidural at 08.45hrs is not in the
file. From [Ms B’s] documentation it is not cleathether a CTG was performed or
not prior to insertion of epidural analgesia. Tinelertaking of a CTG prior to epidural
insertion is a guideline and if the baby's hearterégs normal with intermittent
auscultation practitioners may choose not to perfa CTG and this can be
considered to be reasonable by some practitiomtmaiever, [Mrs A’s] pregnancy
was prolonged (42 weeks), she had been in labowe s03.00hrs and she was
distressed. Peers would view not performing a Cd @ssess baby’s wellbeing prior
to epidural insertion with mild to moderate disapyai.

c. Her consultation with the obstetrician
See Question 1.
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Please comment on the responsibility, if any, [theDHB] staff had in the
management of [Mrs A’s] labour.
Some comments have been made under Question 1.

[Dr C] was present in the morning when [Ms B] firsfjuested an epidural for [Mrs

A]. [Dr C] led some general discussion around #seié and wisdom of considering a
homebirth for a prolonged pregnancy. Ideally theocewns [Dr C] had regarding

homebirth should have been in the first instansewtised with [Ms B]. Leading a

general discussion regarding homebirth in prolongedinancy when [Ms B] had just

arrived at the hospital with [Mrs A] who was reqtieg an epidural can be perceived
as behaviour that is meant to undermine a pracéti@and does not bode well for
collegial relationship.

[Mrs A] required secondary care and therefore threcal responsibility was with the
[the DHB] staff even though [Ms B] was the midwifdtMC. The [DHB] staff were
able to go and review [Mrs A’s] management plara time. It appears from the
documentation that [Ms B] did have conversatiohihe DHB] staff regarding her
concerns with deceleration of baby’s heart rateheugh this was interpreted as Type
1. However, when repeated concerns are raised on&lvexpect the secondary staff
to instigate a review — in this instance the revieiv[Mrs A’s] and the baby’s
wellbeing in labour.

[In the DHB’s response] it stated that as a res@iltvhat happened to [Baby A],
second opinions are now actively sought throughbet unit, most noticeably in
Delivery suite at [the hospital]. It is heartenitmgknow that this is now embraced as
part of practice and is seen as collegial suppuwdtsafe practice. However, it leaves
one wondering what the environment was when [MafBilyed at [the hospital] with
[Mrs A] in relation to obtaining a second opinidrhere is no mention of the birthing
unit staff in particular the midwifery co-ordinatof the birthing unit who can often be
a resource in ensuring good communication occursglyrimary and secondary
interface.

Any other information you consider relevant

Following [Baby A’s] death [Ms B] did try to suppoiMr and Mrs A] in their grief
staying with them immediately afterwards and ungjtthem everyday with support of
[her colleague]. [Ms B] stopped visiting [six ddgser] following explanation to them
that she had failed to correctly interpret the Cad would no longer work as a
midwife. [Her colleague] continued [to provide puatial care]. It needs to be noted
that [Ms B] had reflected on her practice. Once ideetified her role in the error she
informed [Mr and Mrs A] of her failure and handegtothe care to [her colleague] so
that [Mr and Mrs A] could continue to receive urdsd care and support at this
difficult time. As practitioners you are aware tliagre is a potential to make a human
error of judgement in practice and you hope thdbés not happen to you.
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Further comments

Documentation

Some of the DHBs use a stamp or a sticker to iseresarity in relation to who is

clinically responsible for the woman’s care whewaglary care input is required.
When a stamp or a sticker is not available practérs have a responsibility to
document clearly where clinical responsibility liesd whether the midwifery care
would be provided by the LMC midwife or the DHB mide. This decision should be

a three way discussion between the woman, the LM{Csacondary services [Section
88].

Cord round the neck tightly three times

From the documentation it appears that [Baby A] ¢ad tightly round the neck three
times. This is unpredictable and not diagnosed timé time of birth. However, the
foetal heart rate irregularities were present frita commencement of the CTG
monitoring which needed to be acted on appropyiatel

Use of Partogram

As stated [in the DHB’s response] Partogram is ameeof assessing the progress in
labour and not using it for normal births is reasue as long as the relevant
documentation occurs in the clinical records. Astest Partogram does not provide
accurate information about the baby's condition ‘e tquarter to half hourly
documentation of baby’s heart rate only gives ahication of the heart rate but does
not indicate whether baby's heart rate variabiitynormal, or any accelerations or
decelerations are present or absent.

The CTG trace gives more information about the [sabgndition. If the trace is not

monitored well by the external transducer then etdoscalp electrode (clip on the
baby’s head) can be applied to get a continuoudtororg. The CTG enclosed shows
a good recording and therefore not applying a faatalp electrode during [Mrs A’s]

labour is reasonable.

Future pregnancy

[Dr C writes] that if [Mr and Mrs A] wish the [hogpl] could care for them in the
next pregnancy with regular scans to monitor thieylsagrowth and that the safest
birthing options would be discussed by [hospitadiffsin the antenatal period. This
leaves one with a perception that there was a enmoblith [Baby A’s] growth
(3260gms at birth) and that safe birthing optiorsrevnot discussed by [Ms B].
Practitioners need to be aware that such commantsesult in further distress for all
concerned and they do not provide reassurancesavamgtees that may be difficult to
meet.

Summary

The information provided in the file shows that [\B§ made a human error of
judgement in not recognizing [Baby A’s] distressidg labour. The standard of care
provided by [the DHB] staff needs further considiera as [Mrs A] on admission
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required secondary care. The [hospital] medicdf b&d the clinical responsibility of
[Mrs A’s] labour care. [The DHB] staff and LMC neéaladdress the communication
challenges they face to ensure women have searrssition from primary to
secondary maternity care.

References:
MOH (2000),Maternity Services Notice Section 88 of the NewanebPublic Health
and Disability Act MOH.

New Zealand College of Midwives (2005Handbook for Practice NZCOM,
Christchurch.

Additional comment from Ms Waller

In relation to the normal process for a midwifediotain permission to commence
Syntocinon, Ms Waller advised that it is approgifdr the midwife to telephone the
obstetrician and get permission verbally. HoweWws, Waller advised that because
this is a Level 2 referral the clinical responsipilis automatically assumed by the
secondary care team. Therefore, Ms Waller wouldeeixghe obstetrician to review
the woman at some stage after the Syntocinon wasmemced, to check that
everything was progressing well.
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Appendix B — Expert obstetric advice
Report by Obstetric and Gynaecology advisor Dr Kenath Clark

| have been asked to provide an opinion to the Cigsioner on case number
07/15908, and | have read and agree to follow tbheni@issioner’s Guidelines for
Independent Advisors.

| am a specialist Obstetrician and Gynaecologisadtive practice at MidCentral
Health, Palmerston North. The unit within which dénk is a medium sized secondary
care facility and is accredited for specialist rinag, with registrars forming a
significant part of the service. My relevant quahtions are as follows — MBChB
(Otago), Fellow RANZCOG, Fellow RCOG. | am the indrege past-President of
RANZCOG and have been active over the last 15 yieafacilitating relationships
between professional groups and promoting debate asdels of care in women’s
health in New Zealand. | also hold the positionMedical Director/Chief Medical
Officer at MidCentral HealthMy full Curriculum Vitae is available if required.

Information reviewed:

[At this point Dr Clark refers to the informatiomgvided by HDC. This information
has been removed for the sake of brevity.]

MOH Maternity Services Notice Pursuant to Secti@oB the New Zealand Public
Health and Disability Act 2000 [refer to AppendixXf@ relevant sections].

[At this point Dr Clark refers to the summary ofetltare provided to [Mrs A]
provided by this Office. This has been removedravent repetition.]

1. What responsibility, if any, the clinical team hadhe management of [Mrs A]?

The Specialist clinical team had the following koaesponsibilities in the
management of [Mrs AJ:

a. Availability for consultation (on repeated occasohrequired).

b. Availability and capacity to receive a handoveraafre from the Lead
Maternity Carer if required.

c. Availability and capacity for emergency intervemtid required (in essence
another form of handover of care).

In respect to all of these responsibilities thecsdest clinical team needed to ensure
that its responses were:

30 H>.< 5 December 2008

Names have been removed to protect privacy. Ig@miifetters are assigned in alphabetical order and
bear no relationship to the person’s actual name.



Opinion 07HDC15908

i) Timely.

i) Conducted by individuals with sufficient expertiged seniority. Where
consultation was undertaken by the registrar, [Dr ihder delegation
from the Specialist Obstetrician, [Dr C], there wasrequirement for
involvement of the Specialist if the clinical cirostances would be best
addressed by the most senior member of the team.

iii) Undertaken with open, respectful communication \ilig Lead Maternity
Carer (LMC), [Ms B], and with [Mrs A]. Such commuaition and
decision making/recommendations as to approprigiers, needed to be
clear, unambiguous, evidence based, and formedgmizance of the
Lead Maternity Carer’s professional capabilitiel. @ommunication and
clinical advice needed to be carried out with degard for national
legislation in effect at that time (MOH MaternitgiSices Notice Pursuant
to Section 88 of the New Zealand Public Health Bishbility Act 2000)
and to relevant local policies and procedures ie as the facility.
Particular reference is required to Appendix 1red Maternity Services
Notice, that is, ‘Guidelines for Consultation wi@bstetric and related
specialist Medical Services'.

In order for the specialist team to fulfil its resysibilities it was able to
expect that the LMC, [Ms B], would when consultipgvide to the team
adequateand _accuratanformation to a standard expected of such a
professional. On the basis of the information pied by the LMC the
team could then construct reasonable advice amommendations and
decide on the nature of consultation — that ispakefwith or without
assessment of investigation or monitoring resulthsas a CTG tracing)
or in the form of attending the woman with histéaking, examination,
and assimilation of monitoring records and invesimn results as
required.

When the actions of the [the] DHB Obstetric Spesideam are measured against the
standards listed above | would wish to make thieWhg observations:

The Specialist team waable to fulfil responsibilities a), b) and c). Asthe team’s
performance against these responsibilities ashgetriteria listed above:

i) The responses made were timely. Even given the de@umentation of
the Registrar’s other clinical commitments on ttiay, there is no reason
to believe that [Dr C] was not available at shastice if [Dr D] was not
able to respond to the LMC'’s requests for input.

i) As to provision of sufficient expertise and esdalatto a more senior
member of the team if required — after the LMC [NBSs] initial
consultation with [Dr C] (at approximately 0810Wwas reasonable for the
Registrar, [Dr D], to be delegated the responsjbidf being the team’s
point of further consultation. However, it appednat [Dr D] did not
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contact [Dr C] when he assessed [Mrs A] at appraxaty 1445 — at this
time he ‘discovered’ the extremely abnormal CTG itwing record. He
then performed a fetal blood sample, finding thetpHbe 6.811, a level
indicating severe fetal compromise with a subs#hrrisk of imminent
fetal death. This was a trwinical emergency with a need for expedition
of delivery within the bounds of safety for the et and without adding
extra risk to the baby. The most senior team menjberC], should have
been involved from that point. | am not able toestin whether the
failure to contact [Dr C] has its basis in systesues and problems with
team dynamics, or sits with [Dr D]. It is my opinidhat this represents a
major failure of the clinical team to meet the stam of care and skill
reasonably expected in these circumstances anddvimctir moderate to
severe peer group disapproval.

iii) As to communication and the subsequent formingesbmmendations
and advice — later in this report | will comment thie appropriate timing
of a three-way conversation with the LMC and [Mr$, Aowever in
general it is my opinion that the Specialist claliteam did communicate
with the LMC and [Mrs A] to an acceptable standakthat is more, it is
my opinion that the team was not able to adequasaldress its
responsibilities, given the failure of the LMC, [NB§, to provide the team
with accurate information. A major error was made[bls B] in the
interpretation of the CTG tracing soon after it veasnmenced and this
error was perpetuated thereafter.

A caveat to my opinion is the differing versionsesents — in relation to
both details of timing and to the exact content aatlire of consultation
— given by [Ms B] and [Dr DJ. It is not possible proper for me to come
to any conclusion as to the veracity of their stedpts.

2. What responsibility the clinical team had to iniéaa three-way conversation with
the LMC and [Mrs A]. At what stage should this haeen done?

Put simply, the team had a responsibility to ingia three-way consultation when it
believed that there_malge a requirement for specialist Obstetric servia®¥ghin
Appendix 1 of the MOH Maternity Services Notice gpa3l) it states that ‘where a
consultation occurs the decision regarding ongalimgcal roles/responsibilities must
involve a three-way discussion between the spstidhe Lead Maternity Carer and
the woman concerned’. It is my assessment of taiem®ent that if there_ maye a
need for handover of care, and thereby a requirefeerspecialist services, then a
three-way conversation should occur.

In this circumstance, where did that point fall? {Be day of her labour [Mrs A] had
the following relevant conditions — post maturifyrg¢longed pregnancy), prolonged
first stage of labour (poor progress), a need foepidural for pain relief, and fetal
heart rate abnormalities. Post maturity and thel feean epidural were evident at the
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time of [Mrs A’s] admission to the Labour Ward. Pgogress in the first stage of
labour was not but became evident over the enssirghours. Fetal heart rate
abnormalities were present and recorded from thenoencement of the CTG tracing
at 0912 (time recorded on the recording itself) éesr the LMC, [Ms B], felt that
there were only ‘type 1 decelerations’ and thatttiaeing was generally reassuring.
From both the actual clinical notes and the statesef [Ms B] and [Dr D] it does
not appear that the CTG abnormalities were receghias such until 1430 or
thereabouts. ‘Type 1 decelerations’ or ‘early dexalons’ as they are known are not
considered an abnormality in themselves withinciigext of active labour.

Again, turning to page 31-34 of the MOH Maternigrn8ces Notice, Appendix 1, the
four conditions listed above are all assigned I&edtatus, that is, ‘the LMC must
recommend to the woman that a consultation witpeislist is warranted’. At 0800
or thereabouts two of these conditions were maaevknto the Specialist team by
way of a consultation. By 1430 or thereaboutsalr fconditions were made known to
the Specialist team by way of consultation.

It is my considered opinion that, given the infotima furnished to them, the
specialist team should have initiated a three-wawersation at 1445 or thereabouts.
In essence, such a conversation did take platesairmne.

3. Other comments.

My opinions as stated are founded on the clinieabrds and statements provided and
are set against the Maternity Services Notice faecefat the time of the case. | wish,
though, to make mention of the culture that haseliged in many, if not all,
maternity facilities in New Zealand since the léafisre changes dating from the early
1990s. Such changes have seen profound alteratiahg role of the midwife with
equally significant impacts on midwifery—medical taraction. The increased
professional autonomy of the midwife, particulasligen fulfilling the Lead Maternity
Carer role, has, | believe, had the effect of ‘déiredising’ many aspects of the
obstetric management of pregnancy, labour and bBothsome women and has
undoubtedly strengthened the role of the midwifthaprovision of primary Obstetric
care in New Zealand. Over time most Obstetriciaagehaccepted that they must
respect an LMC’s professional autonomy, however eso@bstetricians have
developed a mindset whereby they feel that theyavesimply ‘the ambulance at the
bottom of the cliff and must await the LMC’s ingiion before reviewing and
intervening if required. This is set against thaalsnedical paradigm of constant and
proactive risk assessment with early interventforecessary.

I make no value judgement about the situation asrdeed, nor is there substantial
evidence to indicate whether continuity of caréenvention rates, and perinatal and
maternity morbidity and mortality have been altelbgdhis major change to the model
of care operating in New Zealand. Equally, a plufdgcal evaluation of the merits or
otherwise of a ‘wellness’ model of care versus aica ‘sickness’ model is of little
help in the assessment of this particular casepgxeeas much as the tension between
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professional groups resulting from the differenaesapproach does play a part in
every day behaviour in clinical settings. The mannevhich the current legislation is
interpreted, and the models of care embraced byegsimns, do influence
communication patterns between health professionals

Whilst not relevant to this case the revised Matgi®ervices Notice (July 2007) does
go some way towards improving matters. Within thaice there is greater emphasis
on clinical competencies being matched to the @egwoman’s needs and there is
also a greater appreciation of the need for an Ltd(e cognisant of Obstetric

facilities’ clinical policies and procedures.

Additional advice from Dr Kenneth Clark

In relation to the responsibility of the obstetciwhen asked to give permission for
an epidural, Dr Clark advised that the obstetriciglies on the information provided
by the LMC. If the LMC advises that everything isrmal it would be common for
the obstetrician to approve an epidural verballyhaut reviewing the woman.

In relation to Syntocinon, Dr Clark said that ifeeything is normal, this would also be
the normal practice. However, if the LMC advisesaofisk factor, the obstetrician
would generally review the woman first.
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Appendix C

Other relevant standards

Section 88 of the New Zealand Public Health andabilgy Act 2000 (effective from
1 July 2002):

“... APPENDIX 1

GUIDELINES FOR CONSULTATION WITH OBSTETRIC AND
RELATED SPECIALIST MEDICAL SERVICES

1.0 PURPOSE OF GUIDELINES

This document provides guidelines for best pradbased on expert opinion and
available evidence. It is the intention that thadglines be used to facilitate
consultation and integration of care, giving coefide to providers, women and
their families.

For the purposes of these guidelines, referralptxislist services includes both
referral to Secondary Maternity or to a speciafistdefined in this Notice. ...

2.0 CIRCUMSTANCES WHERE GUIDELINES MAY BE VARIED

The guidelines acknowledge that General Practiteyné&eneral Practitioner
Obstetricians and Midwives have a different ranfyskdls. The guidelines are not
intended to restrict good clinical practice. Theray be some flexibility in the use
of these guidelines:

(a) The practitioner needs to make clinical judgteelepending on each situation
and some situations may require a course of aatibich differs from these
guidelines. The practitioner will need to be aldgustify her/his actions should
s/he be required to do so by their professionai/bod

It is expected that the principles of informed aamtswill be followed with regard
to these guidelines. If a woman elects not to Wllbe recommended course of
action, it is expected that the practitioner walké the appropriate actions such as
seeking advice, documenting discussions and exggcgise judgment as to the
ongoing provision of care.

(b) It is also recognised that there may be someumistances where the
requirement to recommend consultation places areeessary restriction on
experienced practitioners, particularly where thereno immediate access to
specialist services. The individual practitionerncaome to an appropriate
arrangement with the specialist.
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It is agreed that, in accordance with good protessipractice, a practitioner must
record in the notes the reasons for the variatiom the guidelines.

5.0 LEVELS OF REFERRAL
These Guidelines define three levels of referrdl @nsequent action:
Level 1

The Lead Maternity Cargnay recommendto the woman (or parents in the case
of the baby)that a consultation with a specialist is warrantedgiven that her
pregnancy, labour, birth or puerperium (or the Babyr may be affected by the
condition. Where a consultation occurs, the decision regardingoing clinical
roles/responsibilities must involve a three waycdssion between the specialist,
the Lead Maternity Carer and the woman concerneldis Tshould include
discussion on any need for and timing of speciatistew.The specialist will not
automatically assume responsibility for ongoingecarhis will depend on the
clinical situation and the wishes of the individuwadman.

Level 2

The Lead Maternity Carenust recommendto the woman (or parents in the case
of the baby)that a consultation with a specialist is warrantedgiven that her
pregnancy, labour, birth or puerperium (or the DPabyr may be affected by the
condition. Where a consultation occurs, the decision regardingoing clinical
roles/responsibilities must involve a three waycdssion between the specialist,
the Lead Maternity Carer and the woman concerneldis Tshould include
discussion on any need for and timing of speciatistew.The specialist will not
automatically assume responsibility for ongoingecarhis will depend on the
clinical situation and the wishes of the individuwadman.

Level 3

The Lead Maternity Carenust recommendto the woman (or parents in the case
of the baby)that the responsibility for her care be transferredto a specialist
given that her pregnancy and labour, birth or peseuon (or the baby) is or may be
affected by the condition. The decision regarding ongoing clinical
roles/responsibilities must involve a three-waycdgsion between the specialist,
the Lead Maternity Carer and the woman concerrednost circumstances the
specialist will assume ongoing responsibility arfte trole of the primary
practitioner will be agreed between those involvEus should include discussion
about timing of transfer back to the primary priaatier.
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Opinion 07HDC15908

CODE CONDITION DESCRIPTION
CURRENT PREGNANCY
4024 Prolonged pregnancy 41 weeks, > 41 weeks + 2
assessment, discussion &
plan
LABOUR & BIRTH — FIRST & SECOND STAGE
5009 Epidural 2
5011 Foetal heart rate 2
abnormalities
5023 Prolonged second stage of > 2 hours nullipara or > 1 2
labour hour multipara with no
progress
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