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@(5{%;%@ is an art won by training and
hapituation. We do not act rightly because
we have virtue or excellence, but we rather
have those because we have acted rightly.
We are what we repeatedly do. Excellence,
then, is not an act but a habit.

Aristotle (384 BC-322 BC) Greek philosopher.



C) in Women's Health

Department of Health and Human Services (1996 and 1999).
ecomprehensive

ewomen-friendly

ewomen-focused

ewomen-relevant

*integrated

emultidisciplinary

Success dependent upon dual importance of:
emultidisciplinary programs of clinical care
eeducation of the future providers of women's healthcare

J Womens Health Gend Based Med. 2001 Sep;10(7):627-36.Academic models of clinical care for women: the National Centers of
Excellence in Women's. Health.Milliken N, Freund K, Pregler J, Reed S, Carlson K, Derman R, Zerr A, Battistini M, Bowman S,
Magnus JH, Sarto GE, Chambers JT, McLaughlin M.



Good



Excellence in

e Healthcare delivery
e C(Clinical and quality outcomes
 Training and research

Achieved by
e Partnership around innovative models of care
e Empowerment of women and their healthcare providers
e Optimal facilites, efficiently utilised and appropriatly resourced
e Concentration of special expertise

Resulting in
e an economically sustainable Women’s Health Service



O u r in Women’s
Health through

and

Vision




What should we be held accountable for?
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Safe models of care
Evidence based care
Safe Care
Safe Staffing Levels

Great communication

Respectful relationships
among all staff

Explicit Organizational values

23%

Better Quality Care

Integrity

xcellence in Women’s Healt
through Empowerment and Partnership

Women & family
Centered Care

Women and family centered
Women led and empowered

Care responsive to women's
needs

Equity of access for all women

17%

Safe evidence based
care

3k 3k %k %k %k

Respect

Valued & supported
workforce
People valued and nurtured

Teams working together

Training and education of
healthcare professionals

Strong mentoring

Ensuring everyone can
reach their full potential

26%

Engaged Workforce

%k %k k k

Innovation

w

Optimal resources,
efficiently utilized

Efficient use of resources
Working productively
Eliminating system waste
Clinical pathways - KPI’

Living within our means

22%

Economic
sustainability

¥k kkk

Gold standard
Outcomes

Excellent health outcomes

Research supported and valued

11%

Improved Healthcare
Status

Effectiveness




Safe models of care




SUPPORTING WOMEN TO BIRTH WELL




v Normal Birth
%

— ARM
— pharmacological pain relief but not epidural

— Active management of 3" stage




v Birthing Well
L |

e Able to safely achieve the leas
interventional birth that is possible given
her set of physical and emotional
circumstances




Four pathways to bl
.
‘ - according to ACR




TNuIIipara at term 3¢
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40 age group)

 High deprivation scores in younger women
& Maori & Pacific women




vNuIIipara at term 3
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or by

— 71% under private obstetrician or independent
LMC

— Most complex medically and socially receiving
care by NW medlcal & commumty teams
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3422
Nullipara at
term




3422
Nullipara at
term

.2U-4U70

4.20-30%




3422
Nullipara at term

section

Maternal request

91 (20%)
2987 (87%)

Labour
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Nullipara at term

2985( 87%)
Labour
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1702 (57%) Nullipara at term

Spontaneous
labour

2985( 87%)
Labour




3422 (100%)
Nullipara at term

2985( 87%)
Labour

1702 (57%)
Spontaneous
labour




695 (40.8%)
No Epidural
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Nullipara at term

2985( 87%)
Labour

1702 (50%)
Spontaneous
labour

695 (20.3%)

No epidural




3422

Nullipara at term

36% of 2985( 87%)

nulllpara who o
spontaneously = LeLells
laboured 2]
1702 (50%)
Spontaneous
labour
65% nullipara
who started 5
labour at BC 695 (20.3%)

No epidural
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3422
Nullipara at term

2985( 87%)
Labour

1702 (50%)
Spontaneous
labour

695 (20.3%)

No epidural

616 (18%)
Spontaneous
vaginal delivery




524 (85.1%)
No PPH
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2985( 87%)
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46 (7.3%)
Intact perineum
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3422
Nullipara at term

Normal birth
18%

2985( 87%)
Labour

1702 (50%)
Spontaneous
labour

695 (20.3%)
No epidural

616 (18%)
Spontaneous
vaginal delivery

524 (15.3%)
No PPH
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46 (7.3%)
Intact perineum




Is this what you
expected?

-

ould we do better?




" APPROPRIATE AND WELL TIMED
INTERVENTIONS
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Induction of labour

e Steady increase in rate over last 20yrs (from
21% t0 32.3%

* Greatest predictor of induced labour
— Care by high risk medical team (43.2%)
— Care by diabetes team (70.1%)
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Induction for Prolonged Latent Phase

e Similar rates in Multips (15.2%) & Primips (16.4%)
e Predictor of need for intervention

— Increased CS rate,

— epidural rate,

— operative vaginal delivery rates
e Whatis going on?

— Is there an underlying labour abnormality?

— Or does intervention cause labour abnormalities?

Are we intervening appropriately?
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60.3% 8.9% 5.9%

Nullipara Spontaneous Labour 58% 12.2% 14.6%

Nullipara Induced Labour 15.4% 4.5%
Multip Spontaneous Labour 8.4% 5.2%
Multip Induced Labour 57.9% 7.8% 2.5%
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06 Delivery Characteristics and Complications
O B 6.07 - Rate of epidural incidence in vaginal deliveries

+" Mew data for the Half Year 2012 Jul-Dec

Current Comparison

Azklepios had a rate of 47 %

This KPI was highest at Asklepics at 47 % and lowest at Achillesd at 11 %4
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Hospitals are ordered from lef to right in order of performance on this KPI.

) 2013 The Health Roundtable Limited CRAFT vl4-Apr-13 Casemiz_20122012_vie




Associations

Nullipara, sp labour, at term, with SVD

_ Epidural (1008) No Epidural( 695)

PPH>500m] 20.6% 10.39%

PPH>1000ml 8.3% 4.6%
3rd/4th degree tear  8.8% 0.7%

Intact perineum 4.8% 7.3%

f

ifferences in BMI or median birth wei

at degree Is this relate epidural?
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Safe models of care

Safe models of care
Evidence based care
Safe Care
Safe Staffing Levels
Great communication

Respectful relationships
among all staff

Explicit Organizational values

23%

Do we increase risk of intervention in
low risk women by providing care in
a high risk delivery unit?

Could we do better to prepare
women for and support then during
birth?

Could we manage pain in ways other
than epidural?

What is the contribution care giver
bias makes to outcome?




SAFE MODELS OF CARE



Clinical Governance Structure

SAFE MODELS OF CARE



Women & Family Centered Care
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Women & family Centered
Care

Women and family centered
Women led and empowered

Care responsive to women's
needs

Equity of access for all women
17%

omén & Family CefiteregliCare

We need to understand
women’s needs.

Explore ways to provide
care better linked to
community.

Work on broader aspects
of care delivery: empathy,
respect, empowerment.



WOMEN & FAMILY CENTERED CARE






What could wg do more of?
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Support for difficult decisions

' @ PROMPT| '

Making Childbirth Safer, Together




Valued and Supported Workforce

Valued & supported
workforce Senior doctor led care

People valued and nurtured

Teams working together
Training and education of Strong support and

healthcare professionals training for junior doctors

Strong mentoring
Ensuring everyone can
reach their full potential Team work

26%




VALUED AND SUPPORTED
WORKFORCE
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Infant mortality rate/1000 births
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Matermty
Semces )

= e

o . Primary cara links strengthenad
A N - and enabled to assist with
- Women's Health Service ooy of metemity i gyreecelogiosl e/

e

A combined primary and secondary maternity

‘Gynaecology

e
- and secondary gynaecological service serving
. the current ADHB and WDHB catchment | Services .
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Optimal Resources Efficiently Utilized

Optimal resources,

efficiently utilized :
e Lots of work in

Efficient use of resources progress

Working productively e Great enthusiasm

Eliminating system waste for improving the
way we deliver care

Clinical pathways - KPI”
Living within our means

22%
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OPTIMAL RESOURCES EFFICIENTLY
UTILIZED






Iinic Indicatot

laternity

Standard primp who have a SVD
Standard primp who has instrumental delivery 16% 15.7%
Standard primip who have a CS 17.9% 19.2%
Standard primip who has an induction 4.8% 4.8%

Standard primip with an intact lower genital tract 27.3% 18.2%
Standard primip with episiotomy no 3/4t" deg tear 22.1% 32.4%

Standard primip with out episiotomy & 3/4th degree tear 3.2% 2.3%
Standard primip with episiotomy & 3/4th degree tear 1.3% 1.4%
Women having GA CS 8.3% 6.0%
- Women requiring a blood transfusion & CS 3.3% 3.8%
Women requiring a blood transfusion with vaginal birth 1.8% 2.3%

Premature births between 32 & 36 wks

e



NZ wide
e 35% of maternal deaths avoidable

e Contributory factors in 55%

— Organization and management
e Protocols and guidelines
e Screening for maternal mental health

— Personnel or barriers in access to care
e National Women’s

ar

— Early warning score

— Massive transfusion protocol




Table 76: New Zealand and Australasian rates (per 10,000 maternities) of AMOSS notifiable conditions 2010-2011

Amniotic uid embolism 2010-2011 127,728 , 04 g4 0.3-0.6

Antenatal pulmonary embolism 2010-2011 127,728 7 027 12 1.0-1.4

Eclampsia 2010-2011 127 728 0.27 22 1.8-2.6
Inflvenza with intensive care admission 2010 45,124 ? . ? 1.9 1.4-2.8
Placenta accrata 2010-2011 127 728 : 1.33 4.2 3.8-4.8
Peripartum hysterectomy 2010-2011 127,728 ; 1.6 & 5.5-6.5
BMI =50 2010 65,124 268 24.9-28.7

| Twenty-five women hod placenta accreta and periparium hystereciomy.
2 Ellwood 0. 2013, Reducing the Impoct of PPH. Hedth Reund Table presentation, Sydney.
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District health board [DHB] of residence

Figure 27: Perinatal related death rates [per 1000 births) by DHB of residence [mother) compared to
Mew Zealand perinatal related mortality [with 5% Cls) 2007-2011

@ DHBE speciic perinatal relofed marsality rate —— MZ perincsal related mostalisy rale 20072011
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Figure 49: Neonatal encephalopathy rates' [per 1000 term births) by DHE of maternal residence
[with 95% Cls) compared to Mew Zealand necnatal encephalopathy rate 20102011
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1 Mo estimates are given for DHBs whare number of cases reported was fewer than three.




e Survival rates from 26 weeks approach those
of term babies

e Survival of 24 -27 week babies exceeds that of
ANZNN




Gold Standard Outcomes

Gold standard Benchmark well
Outcomes Nationally and

Excellent health outcomes Internationally

Active research and
Research supported _
and valued audit




GOLD STANDARD
OUTCOMES



DEDICATION AND WORK OF THE
INTELLIGENCE TEAM



Sheila Stubbs,
Author
Birthing the easy way

“The midwife considers the miracle of childbirth as
normal, and leaves it alone unless there's trouble.

The obstetrician normally sees childbirth as trouble;
if he leaves it alone, it's a miracle.”






Challenges from Annual clinical Report
Presentation 2013



| Mothers 7695 123 7709
n % % %

Spontaneous onset of 3666 47.6 48.2 52.0
labour

latrogenic onset of birth 4029 52.4 51.8 48.0

. | Elective cesarean 1278 16.6 157 15.9
- section

Emergency cesarean
. section before labour

Induction of labour




Cesarean Section Rate

Overall C/S rate 32.5% 33.4%
Elective C/S rate 15.7% 16.6%
Emergency C/S rate 16.8% 16.8%
Nullipara elective C/S rate 10.0% 10.8%
Multipara elective C/S rate 20.8% 22.2%

Nullipara emergency C/S rate  24.6% 23.3%
Multipara emergency C/S rate  9.8% 10.5%

ACR 2013 M O'Brien



The first challenge Is to agree what normal
birth Is and to collect appropriate data to
enable us to report our normal birth rate In
the 2013 ACR.

In 2012 women had a
| compared to during
2011.

a+



What interventions are included in a
normal (or physiological) birth?

ACR 2013 M O'Brien



The Challenges of Primary Birthing

451
398

The challenge is to provide real choice to
women whilst maintaining safety and
confidence In our maternity services

ACR 2013 M O'Brien



ACR 2013 M O'Brien

How many women who live in Auckland
would be able to have a similar birth to this
If they choose to do so?

How many women who live in Auckland
could have an elective C/S if they choose
to do so?


http://youtu.be/h9oP7OTiXXQ

Women’s choice
Respecting and supporting each other
The media

Agreeing the ‘risk factors’ and sticking to the
agreement

T.he difficulties interpreting the interface between
primary and secondary birthing

Providing normal birth environments in
secondary units

a+



Normal Birth Environments




Normal Birth Environments
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No of births: 604
Primiparous: 302 (50%)

“Multiparous: 302 (50%)
A

Waterbirths: 188 (31%) N

'Women using pool for labour and birth: 302
(50%) *

a+



Water Birth




Perineal trauma

22.8%

] Intact

45% B 1st degree
[0 2nd degree
[13rd degree
O Episiotomy

20%



Intrapartum transfers: 143 (23.6%)

[1prolonged 1st stage
8% M prolonged 2nd stage
£ meconium
[Jabnormal FHR
[Janalgesia

Bl breech

@ pv bleeding

[Jother

12%




Providing environments that will enable as

‘normal’ a birth as possible if that is the
woman'’s choice

To provide water as an option for pain
relief (using telemetry monitoring)

Not to use interventions unless they are
necessary

a+



Define ‘normal’ or physiological birth
Report in 2013 ACR

dentify normal birth champions
Change birth environment in DU
Build. on the success of PBAC
ntroduce normal birth pathway

ldentify the barriers to achieving normal
Dirth

a+
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