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Foreword

This is the fourtltlinical reportfrom the National Maternity and Perinatal Audit (NMPA). | have been
privileged to be part of the Woam and Families involvement Group (WFIG) working with the NMPA
team since the first report in 2017.

Much has changed, both for the NMPA dndthe maternity services it represents. This report is the
first to cover the majority of births in England and M&using the new data source adopted for the
2021 report. It is a huge and powerful body of data, capturing&@®blifechanging events.

But changes present new challenges. We do not currently have data from Scotland, and we are
missing data on severedud loss during birth for England. In common with previous reports, we
have no information on sexual orientation and little on the crucial postnatal period. Yet we know,
both from other research anffom the experiences of WFIG members, that these factars greatly
alter the experience of giving birth.

Another constant in all the reports is the complexity of the data.

It is tempting to pick out a single measure or percentage and ask for simple answers. The overall
caesarean ratein this report is 27.6%up from 25.0% in the first clinical repodn 2015/16data, but
alone such figures tell us very little. This report allows us to dig deeper and find, for lexanap the
rate of emergency caesareans is very different forirae mothers than for those who have given
birth before. Or, that the rate of induction varies hugely between different hospital trusts.

The reasons for such variations are likely tacbmplex. Butfor the women and birthing people
involved they are crucial. | know firdtand the differences in safety and experience between
emergency and planned caesarean births.

What this report gives us then is a complex, detailed audit of cru@akasf maternity services. It
provides trusts and maternity professionals with a powerful tool for reflecting on their services. It is a
call to action for anyone providing antenatal information, to ensure that those giving birth, especially
for the firsttime, are empowered by accurate, relevant information.

Finally, it is a reminder of the complex lives and unique experiences of birth that together form this
vast pool of data. | hope this report will be just a starting point for further examination ofeare
cared for in what can be our most vulnerable and wonderful moments.

Kirsty Sharrock
NMPA Women and Families Involvement Group member

“NMPA: Itis importantto note thattherdt & y2 WARSFfQ NI} GS FT2NJ oANIGK&a o6& O SalFNBlLy | yR
performance of a trust/board.
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Abbreviations andjlossary

AMU

Apgar score

Assisted vaginal birth
BMI

Case mix

Alongsidemidwifery unit a maternity unit where midwives have primary
responsibiliy for care during labour in womesnd birthing peopleyenerallyat low
risk of complications and which is located on the same site as an obstsitjso it
has access to the same medical facilities if needed.

An Apgar score is determined levaluatinghe babyQ ghysiologial condition at
specific time pointg often 1 minute and Sminutes. Five criteria (appearance,
pulse, grimace, activity and respiration) are scored betw@and 2, with the
resulting combined score raimg from 0to 10. A score off¢10is considered within
the Hormal rangé€and a scoref less than? is a sign the baby needs medical
attention.

Birth with the assistance of either a ventouse cup or forceps. Also known as
instrumental birth.

Bady mass index, m estimate of bodyat based on height and weight. Measured it
kilograms of weight, divided by squared height in metres (Ky/m

The demographic characteristics and state of health of the people using a parti
health service.

Elective caesarean birtrPlanned caesarean birth before labour onset.
Emergency caesarean Unplanned caesarean birth (prior to, or during labour).

birth
Episiotomy

EDD

FMU
Forceps
HES

HQIP
IMD

Instrumental birth
Labour augmentation

MBRRACEK

Mlds

MSDS

A cut through the perineunfthe area between the vagina and the anagg skin to
facilitate birth of the baby.

Estimateddue date the date given as an estimate for birth of the baby, calculate
as 40 completed weeks of pregnancy. Methods for calculating are the addition
280days from the first day of the last menstrual periad alternativelyfrom an
early-pregnancy ultrasound scan.

Freestandingnidwifery unit, amaternity unit where midwives have primary
responsibility for care during labour in womand birthing peoplet low risk of
complications and which is not located dretsame site as an obstetric unit.
An instrument to assist vaginal birth.

Hospital Episode Statistics, a dataset containing information about individuals
admitted to NHS hospitals in England.

Healthcare Quality Improvement Partnership.

Index of Multiple Deprivation, within-country areabasedmeasure of relative
sociceconomic deprivation.

Birth with the assistance of either a ventouse cup or forceps. Also known as as:
vaginalbirth.

A process where the progress of laboubizostedby administration of an oxytocin
infusionand/or by amniotomy (artificial breaking of the waters).

Mothers and Babies: Reducing Risk through Audits and Confidential Enquiries
the UK; the claboration appointed by the HQIP to run the national Maternal,
Newborn and Infant Clinical Outcome Review Programme, conducting surveilla
and investigating the causes of maternal deaths, stillbirths and infant deaths.

Maternity Indicators datasetmanaged byigital Health and Care Wal€eghis
captures a selected subset of data items from the maternity IT systems in Wels
health boards.

Maternity Services Data Set, managed by NHS Digital. This gathers data about
pregnancy and birth from mataity healthcare providers in England.

Vi



NCCHD

NHSlocal health board

(boards )

NHS trust( tfusts’ )

NMPA
OASI

ou

ONS
PEDW

Perinatal

Primiparous

RCM

RMOG

RCPCH
Registrable birth

SBLCB
SGA

Stillbirth
Term gestation

Third- and fourth-
degreetear

National Community Child Health Database (Wales).

InWales,NHS services are provided $gven local health boards, which each
include a number of hospitals and community\dees.

In England, NHS services are provided by NHS trusts (commissioned by clinice
commissioning groups).
National Maternity and Perinatal Audit.

Obstetricanal sphincter injurywhichcan extend from the vaginal wall dn
backwards through the perineum (the area between the vagina and the anus) ti
muscle that controls the back passage (anal sphincter).

Obstetricunit, amaternity unit where care is provided by a team of midwives anc
doctors to womerand birthing gopleat low and at higher risk of complications. 2
womenand birthing peoplevill be cared for by midwives during pregnancy, birth
and after the birth. Midwives have primary responsibility for providing care durir
and after labour to those at low risi¥ complications, while obstetricians have
primary responsibility for those who are at increased risk of, or who develop,
complications. Diagnostic and medical treatment servicesluding obstetric,
neonatal and anaesthetic careare available on site.

Office for National Statistics.

Patient Episode Database for Wales, a routinely collected dataset of hospital c¢
Wales.

Related to events around the time of birth; may be used in general or in relatior
pregnant and postparturpeople, as in perinatal mental health, or to unborn and
newborn babies, as in perinatal mortality and in the NMPA.

Primiparousis used to describ@ womanor birthing persorgiving birth for the first
time.

Royal College of Midwives.
Royal College of Obstetricians and Gynaecologists.
Royal College of Paediatrics and Child Health.

In UK law, a birth is registrable, meaning it will be recorded in national statistics
issued with a certificate of birth fall liveborn babies whatever the length of the
completed pregnancyA stillbirth isconsidered to be registrable birthf it occurs
after 24 completed weeks of gestation

{I @Ay 3 FoASaQ [A@Sa /I NB . dzyRf So
Smallfor gestationalage. Babies whaare born with a birthweight less than the 10tl
centile for their gestational age at birtlas defined by UK 1990 population centiles
The birth of a baby without signs of life at or after\#deks of gestation.

Between 37°and 42 weeks of gestation, as used in this report.

A tear from childbirth that extends into the anal sphincter (thitelgree tear) or
mucosa (fouth-degree tear)

Unassisted vaginal birthVaginal birth without the use of ingtments This is not synonymous with

UNICEF UK
VBAC
Ventouse

YteebirthQ

The UK committee for the United Nations ChildeeRund (UNICEF)

Vaginabirth after caesarean birth.

An instrument to assist vaginal birth using a vacuum cup applied to theGbbhbgd.

Throughout this document we use the testirthing peopl€and WomenQlt is important to
acknowledge that it is not only women who access maternity, reproductive and gynaecology

services.
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E)ecutivesummary

Introduction to the NMPA

The Nation&AMaternity and Perinatal Audit (NMPA) is a lasgpale project established to provide
data and information to those working in and using maternity services.

The NMPA helps us understand the maternity journey by bringing together information about
maternity careandinformation about hospital admissions.

This NMPA clinical audit repastan important step forward in understanding the wiaywhichNHS
maternity services care for women andthing people,and it providesnformationon a number of
measurespased on births in England and Wales frapril 2018 to March 2019This report follows
on from the previous NMPA clinical audit reports and is one strategy used by the audit team to
understand the care and outcomes experienced by women and birthing @emptito highlight
areas of potential service improvement.

Data

Data for births in England are provided by NHS D@ikdaternity Services Data SMSDSYyersion
1.5 as well as by Hospital Episode StatigtitisSyecords.

Data for births in Wales are@videdby Digital Health and Care Wa@Maternity Indicators dataset
(Mlds), the Initial Assessment (IA) datasas well as Admitted Patient Care records from the Patient
Episode Database for Wal@BEDW,)and some data fields from the National Comntyn@hild Health
DatabasgNCCHD)

The NHS trusts and boards included in the audit provided maternity care at one or more hospital
sites:
This report captures 89% of eligible births (88% in England and 97% in Wales). Data are included from

over half a milbn women andhirthing people, and their babies, born between 1 April 2018 and 31
March 2019 in England and Wales.

Keyfindings

Onethird of women and birthing people with singleton pregnancies at term in England and Wales
underwent an induction of labour.

Of all women and birthing peopkxperiencingan instrumentabirth by forceps, as many as 1 in 20
did so without an episiotomyof these 31% experienced a thirér fourth-degree tear Of the

women and birthing peoplepting for a vaginal birth after previouscaesarean birth, the proportion
who experienced a vaginal birth was 61%. This is ovpelddentage pointsower than overall
proportions reported in national guidance §25%).Postnatal readmission rates were higher

Where possible, sitéevel results are available on théVIPA websiteGuidance on using the data on the NMPA website can be found on
the Resourcepage andn the Frequently Asked QuestionAlist of organisatins and useful publications are also available within
NMPA Quality Improvemerpageto support those improving the quality of care locally. The NMPA is committed to engagement with
anyone accessing the au@tutputs and we welcome feedback on how these can be made more useful fcomtae@rcog.org.uk
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following a caesarean birthommparedwith a vaginal birth in botlEngland (4.3% vs 2.9%) and Wales
(4.7% vs 3.3%).

Of the women and birthing people experiencing their first birth, 2@ an instrumental birth, 23%
had an emergency caesarean birth and 4f%hose who had a vaginalrtii had an episiotomy.

Around half of babies born smétlr gestationalage (SGA) were born after their due date. This is in
contrast to national guidance recommendiegrlierinductionbe offeredif there are coeerns about
a baby being small.

Data compléeness issues remain for many NMPA measuegsecially fomnaesthesia,
augmentation (helping the progress of labouahour onsetgepisiotomy, maternal ethnicity, body
mass index (BMI) and smoking stata$iath. From our dataset, it is n@lwayspossble to tell which
type of pain relief a woman or birthing person received during lalmowrhether they had an
epidural or spinal, or general anaesthetic. National datasets in both England and Walesapuder
rates of prepregnancy conditions such agh blood pressure.

Recommendations

R1 Improvethe availability and quality of information abopbssibleinterventions duringlabour
andbirth, by offering individualisedvidencebasedinformationin a language and format which
is accessible an@iloredii 2 S OK ¢2Yly 2NJ 0ANIGKAY3 LISNBE2Y QA
IDECIDHecisionmaking and consertbol (when available).

R2 All women and birthing people should be routinely counselled and offered an episiotomy prior
to experiencing dorcepsassised birth, to reduce the chance of an OASI.

R3 Further information is required to better understand the underlying causes and patterns of
variation in measures. Use local audit of measures to investigate differences in practice that
may contribute to obsered variation in rates.

R4 Review all cases of postnatal maternal readmission to understand common indications, and
identify changes in practice that may decrease the chance of readmission, especially among
those having a caesarean birth.

R5 Conduct review of data completeness, data capture software and practices including
mandatory field requirements. Utilise user feedback to identify patterns in missing data and
opportunities to support healthcare professionals to provide complete data without
compromising clinical care.

R6 Amend data fields to:

collect the availability and timeliness of epidural anaesthesia

separate the recording of intrapartum analgesia by type for both England and Wales

collect analgesia and anaesthesia into two separate fields and enhance anaesthesia coding
granularity b capture epidural, spinal or general anaesthesia separately in Wales.

R7 Develop strategies to ensure harmonisation between national maternity dataisepsrticular
that data are collected to:
record preexisting conditiosin the Welsh Initial Appoiment dataset
includeaWy dzY 6 SNJ 2 F A ViREngISENMSDEWV2RA | 6 S Ay
prevent the undefreporting of all diagnoses within HES and PEDW.
R8 Review the appropriateness of routine perinatal and postnatal data to obtain a meaningful
measure of caresuch as duration of skio-skin, who with and reasons for na@tcurrence.



Key findings, recommendations, report evidence and
related national guidance

Key finding (KF) Report findings Page Related national guidance
Recommendation (R) underlying this
(Audience) recommendatior

KF1 Onethird of women and birthing people with singleton pregnancies at term in England ¢ Table4, Figurel 6,7 NHS England and NHS Improvement (2020)
Wales underwent an induction of labour. However, there was considerable variation in Better Births Four Years @NHS England (201
induction of labour rates between NHS boards andtsuwith many falling outside the The NHS Long Term PfaNHS England (2019)
expected range. Saving Babie.ives Version TwdNelsh

KF2 Of women and birthing people experiencing theisfibirth, 23% han instrumental birth ~ Table6 9 Governmat (2019)Maternity Care in Wales: A
23%hadan emergency caesaaa birth, and 44%60f those who had a vaginal birtirad an Five Year Vision for the Future (22024)*
episiotomy. NHS England (20186aving Babidd.ives: A Care

10 12 Bundle for Reducing StillbirtiNational Institute

KF3 Of thosewomen and hithing peopleopting for a VBAr their second birththe proportion Table7,
for Health and Care Excellence (2017)

experiencing a vaginairth was 626.This isover 10 percentage pointsower than overall Discus®n
proportions reportedby literature referencedn national guidance (#75%). Intr;partu_mr:?grﬁ forHealthy Womerand
KF4 As many ag in 20 vaginalbirths assisted by forcepsccurredwithout an episiotomyOf Table9, 13,15 Babies® Birt "9 ts.(2020)D;E CIDEa new
) . . consent tool is on its wap ,” Batiahal Institute
these 31% resulted in an OASI. Discussion 16

for Health and Care Excellence (20Rijucing
KF5 Around 50% of smafbr-gestationalage (SGA) babiegere born after their due dee. Thisis Table5, Figure2 6,7, 8 | abour® Royal College of Obstetriciaasd

in contrast to national guidance recommendiearlier induction be offered if there are Gynaecologists (201Bjrth After Previous

concerns about a baby being born SGA Caesarean BirtANational Institute for Health
KF6 Themajority of trusts in England hadpaioportion of babies with an Apgar score ofsethan © Tablel4, Figure4 17, 18 and Care Excellence (20Z13esarean Birtt

at 5 minuteswithin the expected rangenowever, for afew truststhe rates were more than Royal College of Obstetriciaasd

twice the average. Gynaecologists (2013ne Investigation and
R1 Improvethe availability and quality of information aboupossibleinterventions during KFL5 Management of the Smafbr-GestationalAge

labour andbirth, by offering individualisedevidencebasedinformation in a language and Fetus™ Royal College of Midwives (2019)

format which is accessible an@ilored to each woman obirthing persoris circumstances Midwifery Care folnductionof Labouf?

Consider using the IDECIDEcisiortmaking and consentool (when available).
(Healthcare préessionals working in maternity services, maternity services providers, ge
practitioners, primary care providers, integrated care systems)




Key finding (KF) Report findings Page Related national guidance
Recommendation (R) underlying this
(Audience) recommendatior
R2 Allwomen andbirthing peopleshould beroutinely counselled and offered an episiotomy KF4 Royal Gollege ofObstetriciansand
prior to experiencing aforcepsassisted lirth, to reduce the chance of an OASI. Gynaecologists (2018)ASI Care BuncftéRoyal
(Healthcare professionals working in maternity services, maternity services providers) College of Oftetriciansand Gynaecologists
(2020)Assisted Vaginal Birth
R3 Furtherinformation is required to better understand the underlying causes and patterns KF1KF6
variation in measures. Useotal audit of measures to investigate differences in practice t
may contribute to observed variationin rates.
(Healthcare professionals working in maternity and neonatal services, maternity service
providers, integrated care systems)
KK Postnatal readmission rates were higher following a caesarean birtipax@dwith a vaginal Table 1 14 NHS England and NHS Improvement (2020)
birth in bothEngland (4.3% vs 2.9%%)d Wales (#% vs 3.3%) Better Births Four Years @NHS England (201
R4 Review all cases of postnatal maternal readmission to understanchmon indications, anc KH The '\,IHS Long Term_P,Fa\iIHvS England (,291?)
identify changes in practicéhat may decrease the chance of readmission, especially am {FhoAy3 koA S_I’av@i‘ W[?Hh @sa
those having a caesarean birth. Government (2019Maternity Care in Wales: A
. N . . . . . Five Year Vision for the Future (22924)*
(Heal_thcare prqfessmnals worIgng m_maternlty services, maternity services providers, ¢ NHS England (2016)F @A y 3 648
practitioners,primary care providers, integrated care systems) Bundle for Reducing Stillbigh
KF8 Datacompletenessssuesemained for many variables. There were notable missing or  Table8, Tabled, 13, 14
incomplete data in both England and Wales for anaesthesia, augmentation, and smokit Discussion 15
the time of birth. Insuficient data capture waalsofound for labour onset, episiotomy, BMI
at bookingand breast milk at discharge in England, &dethnicity in Wales.
There was iadequatereporting of analgesia and anaesthesia provision in labour. Currer
variables do notapture all the specific analgesic agents in labour for England and Wale
Wales, theigain reliefvariable covers both analgesia and anaesthesia but allows for onl'
code to be recorded.
R5 Conduct eviewsof data completeness, data capture software and practices including  KF8 NHS Digital (202DDCB3066 Digital Maternity

mandatory field requirements. Utilise user feedback to identify patterns in missing data
opportunities to support healthcare professionals to provide complete data without
compromisingclinical care.

(Healthcare professionals working in maternity services, maternity service providers, pr
care providers, integrated care systems, NHS Digital, NHS England, NHS Wales)
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Key finding (KF) Report findings Page Related national guidance

Recommendation (R) underlying this
(Audience) recommendatior
R6 Amend data fields to: KF8 National Institute for Health and Care Excelle|

collectthe availability and timeliness of epidural anaesthesia (2017)Intrapartum Care for Healthy Women a
separate the recording of intrapartum analgesia by typger both England and Wales Babie<t Assoation of Anaesthetists of Great
collect analgesia and anaesthesia into two separate fields @mthanceanaesthesiecoding Britain & Irelandand Obstetric Anaesthetisf®
granularity to captureepidural, spinal or general anaesthessaparatelyin Wales Association (2013DAA/ AAGBI Guidelines for

(Integrated care system&HS Digital, Digital Health and Care Whles Obstetric Anaesthetic Services 2813

KF9 There is a lack of consistency between data capture in English and Welsh maternity da Throughout
across a humber of key variables. This prevermsparison and generation of national dat:
averags.

KF1(HES and PEDW data appears to underestimate rates afxiséng hypertension in women Characteristics, 3¢5
and birthing people ifmoth England (0.7%) and Wales (0.5%). Infilling with MSDS bookir Table3
appointment data for England revealed a gisting hypetension rate ofL.4% This option
is not available for Welsh data.

R7 Develop strategies to ensure harmonisation between national maternity datasets KF9KRO0
particular that data are collected to
record preexisting conditiorsin the Welsh Initial Appointment dataset
includea®* number of i nthebnglish MSDE&2.0i abl e i n
prevent the underreporting of all diagnoses within HES and PEDW
(NHS Digital, NHS England, Digital Health arre @ales, NHS Walasaternity services
software developers)

KF1 There are differences in the choice of postnatal variables captured by English and Wels Table 2, 16
maternity datasets with regard to breastilk and skirto-skin measuresCurrent postnaal Tablel3
variables do not adequately capture the experience of women, birthing people and theil
babies after birth.

R8 Review theappropriatenessof routine perinatal andpostnataldata to obtain aclinically KF11 National Institute for Health andae Excellenc
meaningful measuref care,for example,duration of skinto-skin, who with and reasons (2017)Intrapartum Care for Healthy Women a
for non-occurrence. Babie$§

(Healthcare professionals working in maternity services, maternity services providers,
integrated care systems, NHS England, NHS Wales)
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Understanding theNMPAclinical
report

Introduction to the NMPAclinical report

NHS healthcare services for women and birthing people, and their babies are the subject of increased
attention and scrutiny following recent reporté the subject omaternity care and safety

standards2'¢?® Recommendations from these reports highlight an urgent need to improve quality of
care and perinatal outcomes.

A vital tool inthe analysis and evadion of maternity care iglata recorded routinely every day via
information systems at the point of care by midwives, nurses, doctors, support workers and
administrative staff. These data are critical to enabtgpad understandingf what is happening
within maternity servicesboth at national and local levelnd to create a process for
implementation of improvement strategies.

This report continues to make use of centralised maternity datasets from the participating nations
includingthe EnglisiMatemity ServicesData Set (MSD$v1.5.The transition to a centralised data
source simplifies acquisition and assimilation of maternity datavever, this is not without
challengesparticularlyaround data completeness and quality.

This report presents meages of maternity and perinatal care based on births in English and Welsh
NHS services betweenApril 2018 and 3March 2019. The repogresents findings on a specific set
of maternity and perinatal measures, defein average of England and Wales condal, and
identifiesvariation in care and outcomes.dlso provides contextual information describing the
characteristics of womeand birthing peopleandtheir babies cared for during this time period and
whose data have been included in this rep@tringthis piece of work, the NMP&Women and
Families Involvement Group (WFH@scontributed to the interpretation of the results of ¢éh

analysis, and their thoughts and experiences have letgratedthroughout the document.

How to use the clinicateport

The NMPA aims to produce accessible and relevant ositpu variety ¢ stakeholders including
those who commission, provide amagcessnaternity and perinatal healthcare services

Women and birthing people can use the findings from the NMPA torimthemselves about the
likelihood or chance of experiencing a particular outcome as described in the NMPA measures. This
information can be used teupport ther decisionmakingand stimulateconversations between

women and birthing people anttheir heathcare providers about how the findings presented by the
NMPA relate to their individual circumstances.

The NMPA findings cannot inform women and birthing people about the experience of the care they
might receive at a particular trust or board site. Resesfrom the Care Quality Commission (CQC)
and theNH®2 Friends and Family Teczan be used to gain insight into the caneperience andnay

be used in conjunction with the NMPA clinical report findings not allwomen and birthing people

are ableto choose the trust or board sit@herethey canregister for maternitycare theseresources

may inform how they engage withdal services and advocdiar themselves


https://www.cqc.org.uk/
https://www.nhs.uk/using-the-nhs/about-the-nhs/friends-and-family-test-fft/

Healthcarecommissioners can use the findings from the NMPA to better plan services based on case
mix demand and demograplsiof the women and birthing people in their area. They can identify
individual services wdse findings vary more than would be expected from the country or national
average, highlighting specific areas for which services may need support to investigate or address
unwarranted variation.

Healthcare professionals can use thedfngs from the NMP £ exploretheir localdata, making
comparisongvith national average and comparable units, anmmtompt audit into observed variation.
The interactive data availabtelinecan be used to facilitatevcal quality improvement initiatives.

NIt is important to remember, with a big data project like this, that each data poin
is a woman, birthing person or baby, and while their experience is a tiny
contribution to the NMPAGs likely a huge and lifehanging event for therg)
(Kirsty Sharrock, WFIG membgr

Has anything changed since the previous report?

Unlikeprevious NMPAlinical reports, this report does not include data from Scottish NHS boards.
The Scottish Government, on behalf of NHS Scotladd#rer stakeholdersyorkedwith the
Healthcare Quality Improvement Partnership (HQdRJy to identify a mutually agreeable legal basis
that would support Scotlan@ continued participation in the éional dinical Audit andPatient
OutcomesProgramme(NCAPOER a collection of national quality improvemeprogrammes
commissioned by HQJPThatsolutionis now in place and Scotland is again participating in the
NCAPOP, however that agreement was not in place in time for the preparation of this, nepich
mearsthat maternity services in Scotlaneere notparticipantsin the NMPAfor the period of this
report.

TheNMPASsc clinical report methods

Going forwargboth the NMPA methods and technical specifications will be available aseropibry
documens available on the NMPA website. Outlined below is a brief description of their contents

NMPA Methodscovering:

sdection of audit measures

the NMPA outlier reporting

the NMPA approach to data collection

data sourcesised (including a linto the NMP/AR data flow diagram)
levels of reporting

data quality(including a link t@ data completenessverview)

data analysigincludingdetailed explanatioron funnel plots)
NMPAMeasures; Technical Specificatipnovering:

o list of all measures included in the audit, alongside their data quality requirements and case
mix model definition

O O O 0o o o o

o data item definition as well as the source dataset used for each

Full resultdor the clinical report are made available onlinesée levelandat trust/board level as
well asat country and nationalevels


https://maternityaudit.org.uk/pages/home
https://maternityaudit.org.uk/FilesUploaded/NMPA%20Methods%20for%20births%20from%201%20April%202018.pdf
https://maternityaudit.org.uk/FilesUploaded/NMPA%20Measures%20Technical%20Specs%20-%20from%201%20April%202018.pdf

Findings

NHStrusts andboardsincluded in the audit

Table 1 Trusts/boardsand type of uniincluded in the auditfor births in NHS maternity services in
England and Wales between 1 April 2018 and 31 Mard® 20

England Wales Total
Total number of trusts/boards 130 7 137
Totd number of trusts/boards included in this report 130 7 137
Number oftrusts/boards with OUsonly 26 0 26
Number of trusts/board with OUs andAMUs 66 2 68
Number oftrusts/boards with OUs, AMUs and FMUs 29 4 33
Number of trusts/board with OUs and FMUs 7 0 7
Number oftrusts/boards with FMUs only 2 1 3

AMU = alongside midwifery unit; FMU = freestanding midwifery unit; OU = obstetric unit.

Caseaascertainment

Evaluating case ascertainment (the proportion of births captured in our datms¥fales and
England is challenging because births are recofdgdhe Office for National Statistics (ONIS)
parental place of residenaather than by place of birttand there are a number of births that occur
across the EnglighWelsh bordelin thisregard In addition to this, ONS reports annual figures on a
calendar year basis whereas the NMPA annual report covers financial @aacase ascertainment
istherefore provided as an estimate only.

The case ascertainment improved in England compasiddthe 201718 report, where it had
dropped to77% with the first introduction of the MSD&.5dataset.

Table 2 Estimated proportion of births captured, by country
Country Births analysed by the NMPA Total registrable births ir2018 Estimated proportion of

(babies born in 2018/19) (from ONS) births captured (%)
England 555206 628171 88%
Wales 30447 31412 97%
Total 585653 659583 89%

aTables for ONS data are available from@hés website

Characteristics ofvomen andbirthing people in the audit

Table3 lists theoverall characteristics of women and birthing people in England and Wales
2018/19 2.9% of birthsn Englad and Walesccuredin women and birthing people under the age
of 20, with this proportion being higher in Walg&8%vs 2.8% for EnglandyVhile there has been a
decrease in teenage pregnancy rates in all areas of England and Wales ovetr 20g/&ass, the
NMPA data highlighexistingvariation by geographical and so@oonomic parameters: The
associations betweepregnancyin young peopleandmajor health consequencese well
documented as isthe increased likelihood of greater losgrm infant, parental and
intergenerational disparitie®


https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/livebirths/datasets/birthsummarytables

4.2% of births in England and Wales ocedin women and birthing peoplaged40 or above with
this proportionbeinggreater in Englan{4.3%vs 3.1% iWaleg. ONS datahowthat a birthing age
of 40 or aboveis becoming increasingly common, irghced by lifestyle choicemnd thewider
availabilityof assisted reproductive technolgg' These pregnancies are often more compleith a
higherchance ofequiring greagr obstetric and perinatatare®

In2018/19 around54% of women and birthing people 8@ body mass index (BMiytside of the
18.524.9 kg/nt rangeat the time of pregnancy bookinghe rates of having BMIof 30 kg/m? or
above werehigher inWales (28.1%hanin England (22.4%Mccording to NMPA datshese rates
appear to be increasing.he NMPA has previougdyblisheda sprint audit focused on pregnhancy
outcomesfor women and birthing people with a Bidf 30 kg/m? or above exploring the
implicationsand birthing outcomesand providing recommendation¥’

Our resultsshowan apparentdifference inreported rates ofpre-existing hypertension among
women and birthing people in Wales (0.5%) amokse inEngland1.4%) but this isprobablydue to
differences in data capture and dogd strategiesThe Welsh rate is derivesblelyfrom Patient
Episode Database for Wal@3EDVYAdmitted Patient CareAP( data, whereas the English rate is
derived from infilling Hospital Episode StatistiidE$data with an MSDS variable recording pre
pregnancycomorbidities This method identified a greater incidence of ygpastinghypertension in
Englandccomparedwith the rate of0.7% identified through HES alohénfortunately, there is no
equivalent field capturing prpregnancy conditions the Welsh maternity datsetto allow such in
filling. This meanshat the actual prevalence of prexisting hypertension in Wales is likely to be
underestimated



Table3 Characteristics of women and birthing people, and babies

Characteristié England Wales Total
n % n % n %
Total number 547 370 30 003 577 373
Age
<20 Mp t 2.8% M M 3.8% MC O 2.9%
20c24 Tn « 13.9% p o 18.0% yn n 14.2%
25¢29 MnT 27.6% d n 30.2% MPpC 27.8%
30¢34 MT O 32.5% y 'y 29.6% MY H 32.3%
35¢39 M N1 18.8% n p 15.2% MAp 18.6%
40+ Ho J 43% 944 3.1% HNn n 4.2%
Missing (% of total) MH 1 (2.2%) 5 (0.02%) MH N (2.1%)
Ethnic group
White 0T M 77.1% HnNn [ 90.0% o dp 77.8%
South Asian pc « 11.7% 903 3.3% pT H 11.2%
Black HH « 47% 320 1.2% HO N 4.5%
Mixed d ¢ 2.0% M H 4.5% MAa Yy 2.1%
Other HM « 4.5% 276 1.0% HM d 4.3%
Missing (% of total) cp ) (12.0%) H T (9.1%) cy p (11.9%)
Index of Multiple Deprivatiort
1 = least deprived Ty \ 14.8% n c 15.6% yo n 14.8%
2 dn  « 17.0% n o 16.7% dhp cC 17.0%
3 M N 18.9% p o 20.0% M C 18.9%
4 MM g 22.3% c n 21.7% MH P 22.3%
5 MM n 27.1% T T 26.1% MpP H 27.0%
Missing (% of ttal) Mo | (2.5%) 391 (1.3%) Mo d (2.4%)
BMI at booking (kg/nd)
<185 MH -~ 28% 633 2.2% MO O 2.8%
18.524.9 HNy 46.3% MM [ 40.7% HM® 46.0%
25¢29.9 MHY 28.5% y H 29.0% MO C 28.5%
X 0 N M 1N 22.4% y n 28.1% MYy 22.7%
Missing (% of total) dT 1 (17.8%) M p (5.2%) by T (17.1%)
Obstetric history
Parity
Primiparous HHDP 42.4% MH 40.7% HOT 42.4%
Multiparous onp 57.6% MT 1 59.3% OHH 57.6%
Missing (% of ttal) MT + (3.1%) 0 (0%) N/A N/A
Previous caesarean birth among multiparous women and birthing people
Yes TT - 25.6% n o 24.2% YH 7N 25.5%
Pre-existing comorbidities
Hypertension (% of total) 7 434 1.4% 142 0.5% 7576 1.4%
Diabets (% of total) nn + 86 M Yy 6.4% nc n 8.5%
Multiplicity
Singleton poy 98.4% Ho [ 98.6% pcT 98.4%
Twins or more y p 1.6% 435 1.4% y ¢ 1.6%
Missing (% of total) 569 (0.1%) 0 (0%) N/A N/A
Gestation at birth
0¢23*weeks 361 0.1% 19 0.1% 380 0.1%
24¢33*%weeks Ma 1 1.9% 601 2.0% MM NI 1.9%
34¢36° weeks HT  52% M p 5.2% Hg n 5.2%
37¢41weeks ndH 90.9% HC 88.8% pmy 90.8%
42+ weeks Mn « 2.0% M M 3.9% MM T 2.1%
Missing (% of total) 5954 (1.1%) 29 (0.1%) 5983 (1.0%)

aFor each characteristic, the proportions of its categories are calculated only among records for which complete infoboatittvatcharacteristic is

available.

bThe IMD quintile is derived frothe recorded standardised soeO2y 2 YA O Las

N}yl 27

0KS AYRAQGARd ¢



Measures ofare before, during and
after birth

Timing of birth
Induction of labour

What is measuredThe proportion of womerand birthing peoplavith a singleton baby between
37*%and 42%weeks of gestation who have an induction of labour.

Table4 Proportion of womerand birthing peoplevith a singletorbabyat term who have an
induction of labour

England  Wales Total
Number of trusts/boards inclugtl in analysis 106 6 112
Number of womerand birthing peopleéncluded in analysis 368712 25736 394448
Number of womerand birthing peoplavho have induction of labour 122956 9035 131991
Proportion of woma and birthing peoplevho hawe induction of labour  33.3% 35.2% 33.5%

6Countrylevel results are adjusted foase mixunadjusted rates can be obtained using the numerators and denominators provided in the table).

Smalifor-gestationalage babies, who are born at or after thestimated
due date
What is measuredOf term singleton babies bosmallfor gestationalage(defined as below the

10th birthweight centile using UK 1990 chafsihe proportion who are born at or after their
estimated due daté40weeks of gestation)

Table5 Proportion of term singleton babies bosmallfor gestationalageat or after their estimated
due date(40weeks of gestation)

England Wales Total
Number of trusts/boards included in analysis 118 6 124
Number of babies included in analysis 29929 1575 31504
Number of all term babies with birthweight <10th centile who are bo 14491 914 15405
at or after their estimated due date
Proportion of term babies with birthweight <10th centile 6.6% 5.8% 6.5%
Proportion of term babies withikthweight <2nd centile 0.8% 1.0% 0.8%

Proportion of all term babies with birthweight <10th centile who are ~ 48.4% 57.9% 48.9%
born at or after their estimated due date
Countrylevel results are adjusted foase miXunadjusted rates can be obtaineding the numerators and denominators provided in the table).

Discussion

Induction oflabour

Approximatelyone-third of womenand birthing peoplagiving birth in hospital&ngland and Wales
undemwent induction of labour as part of their childbirth. Thiglegtsanincreasing prevalence of
induced labour comparedith findings from our previous reports. Initiatives highlighted in the



SavingBabie<l ivesCare Bundle (SBLCBJersionl (March 2016) placedreater emphasis on factors
such as assessment of fetaovements and improvedetection of fetal growth restrictiod.The
implementation of this care bundle ay be contributingto the rise inrates ofinductioncompared
with previous NMPA reportsiowever, i is alsopossiblethat the true rate of inductiorofferedas an
intervention is higheraswomenand birthing peoplenay declinénduction of labouiin favour of
fetal surveillance
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Figure 1 Trust/board level proportions of women and birthing people who have induction of labour
of a singleton pregnancy at term

Induction of labour isnostcommonlyoffered where there areoncernghat a problemcould

worsenif a pregnancy were toontinue beymd a certain pointHowever, decisns may be
multifactorial andoften more complex than initiallgpparent There are many trusts and boards that
fall outside the expected rang€&igure 1). For a handful of trusts and one board, the rate of induction
was45% or higherThevariationobservedin induction of labourratesis more thancanbe attributed

to chancealone despite adjusting for casmix factors Otherexplanatory factorgouldinclude data
quality differencer differencesn clinicalpracticeand protocolsaroundlabour induction An NMPA
sprint audit report on induction of labour will be published later in 2022.

NItés a big difference, ighit [the widerange of induction of labour rat@spnd
there would be scope for a really substantialcdission about what could be
causing that and how women could have a conversation with the people that ar
providing their care if thas something thé& concerning them.. it really needs a
whole other bit of research, to find out wisagjoing on therecause ifs a really
big difference)) (Kirsty Sharrock, WFIG member)

Smallfor-gestationalage babies

Nearly half of smallor-gestationalage (SGA)abies(<10th centile) were born at or after their due
date. The rate of SGA births after d@mpletedweeks of gestation was higher in Wales than England
(Figure2).
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Figure2 Trust/board level proportions of babies born at term with weight below the 10th centile
who ae born at or aftetheir estimated due dat¢40weeksof gestation

When concerns of SGA have been identifieatjional glidance published prior to the SBLCRIvises

an induction of labour be offered at 3veeks of gestationthiswasdeveloped further iy the SBLCB
version2, which advisethat an induction of labour be offered at 38eeks of gestatioin
uncomplicated cases of SGA The birth of @ SGA baby after 48eeksof gestationis either

reflective of SGAhaving not been identified orindividual decisionmaking aroundhe choiceof
managementwith the former being recognised as a major challenge and key focus for decreasing
stillbirth rates®®

Errorsin ultrasound estimations of fetal weight comparetth birthweight are well recognised, with

an estimated error rate of around 10% persisting, despite improvements in ultrasound technology in
recent decade$® Therefore it is possiblthat a proportion of SGA births will be undetected despite
growth scans, leaving women and birthing people withihie opportunity to choose an induction of
labour beforetheir estimated due date

When concerns of SGA have been identified, the decisiaking process to determine whether the

birth should be brought forward or the pregnancy should continue must tatkeaccount the

potential effects on the baby of being born before their due date, compared with being born SGA.
Perinatal risks associated with being born SGA include stillbirth, as well as hypoglycaemia (low blood
sugar), hypothermia (low temperature) dipolycythaemia (too many red blood cells); thger

three conditions are also commonly associated with being born in the early term perig8(37

weeks of gestation)Additional risksof early term birthincludeinfection, requiring respiratory

supportand feeding difficultiesall of which lead to increased monitoring and potential neonatal
practitioner input32730

In the years between thpublicationof the SBLCB 2016and thisreport, there has been amall
decrease in the proportion of SGA preguies being born after 4@eeksof gestation® It is unclear
whether these marginal decreases are due to a lag in the implementation of improved antenatal
screening pathways or wheth#éne nationalrecommendationdiave reached peak implementation
andare nsufficient tofacilitate further reductions in this rate.



Modes of bhirth

What is measuredOf womenand birthing peoplevho give birth to a singleton baby between*37
and 42%weeks of gestation, the proportion with each mode of birth:

unassistedraginal birth: vaginal birth without the use of instruments
assisted vaginal birth: vaginal birth with the assistance of instruments
caesarean birth (both electivand emergency).

Table6 Proportion of womerand birthing peoplaiving bith to a shgleton baby at term who hee
an unassistedaginal birth, assisted vaginal birth, or caesarean birth

England Wales Total
Number of trusts/boards included in analysis 127 6 133
Number ofwomen and birthing peoplencluded in analysis 497566 27178 524744
Number ofwomen and birthing peoplesho have a unassistedraginal birth 297726 17031 314757
Number ofwomen and birthing peoplesho have an assisted vaginal birth 61384 2951 64335

Number ofwomen and birthing peoplesho have a caesaan birth 137453 7181 144634
Overall rate Unassistedraginal birt® 59.9% 608% 60.0%
Assisted vaginal birth 1236 11.3% 12.3%

Forceps 7.3% 8.1% 7.3%

Ventouse 5.1% 3.2% 5.0%

Caesarean birtt! 27.6h0 278% 27.6%

Elective caesarean birt 12.1% 12.0% 12.1%
Emergency caesarean bi  15.5% 15.8% 15.5%

Rate in primiparousromen and birthing peopleUnassistedraginal birttd 48.80 51.7% 48.8%
Assisted vaginal birth 22.% 20.%% 22.6%
Elective caesarean birth 6.0% 4.3% 5.9%
Emergenyg caesarean birth 2260 22.2%% 22.5%
Rate in multiparousvomen and birthing peopleUnassisted/aginal birtl? 68.9% 67.7% 68.5%
Assisted vaginal birth 4.3%  43% 4.3%
Elective caesarean birth 16.9% 15.9% 16.8%

Emergency caesarean birtt 10.26 10.5% 103%

aThe definition ofinassisted vaginal birfin this table is a birth without the use of instruments, it is not synonymous éabirthQ

b The definition oflssisted vaginal birfin this table is a birth with the assistance of either a vengotisp or forceps.

cThe proportions of elective and emergency caesarean birth do not add up exactly to the overall proportion as some caebareeih® dataset are
not recorded as being elective or emergency.

dReporting theproportions of caesarearbirth, overall andy type is for information onlp ¢ K S NB  ratg angftese HeaulsBustfiofbe used to
assess trust/board performance

Countrylevel results are adjusted for case mix (unadjusted rates can be obtained using the numerattes@miéhators provided in the table).

* In this contextlectivellmeans a planned operation. This can be for a broad varfatydications, including but not limited to placental
problems such as placenpmaevia factorsrelated tothe baby such as breech presentation, previous caesarean birth or other operation
on the womb, or maternal medical or psychological health conditidnsmall proportion dBlectiveraesarean births are performed at
the request of thevoman and birthing persowithout another medical, surgical or psychological indication.



What is measuredOf womenand birthing peoplédaving their second baby after having had a
caesarean birth for their first babythe proportion who give birth to their secortzhby vaginally.

Table7 Proportion of womerand birthing peoplaiving birth to their second baby at term who had
their first baby by caesarean and their second vaginally

England Wales  Total

Number of trusts/boards included in analysis 127 6 133
Number ofwomen and birthing popleeligible for VBAC and included in analy 46853 2313 49166
Number ofwomen and birthing peoplesho gave birth vaginally 10533 531 11064

Rate ofwomen and birthing peoplevho attempted VBACGamong those eligible) 37.86 401%  38.0%

Of those wio attempted VBACate ofwomen and birthing peoplevho gave 60.” 611% 60.7%
birth vaginally

Overall VBAC rat@mong those eligible) 2266 216% 22.5%

Countrylevel results are adjusted foase mixunadjusted rates can be obtained using the numernd denominators provided in the table).

Modes of birth

Mode of birthrates continue to be a topic of focus amotlmicians, researche, and women and

birthing people. Since the NMPA clinical report for birtha(fhG 17, there has been a degasefrom

61.9% to 59.% inEngland and from 68% to 608% in Walein womenand birthing peoplexperiencing

unassistd vaginal birti{that is a birth witlout the use of instruments)rhis finding is countered by an

increasefrom 255% to 27.6% in England aftdm 24.1% to 28%in Waledor overall caesarean birth.

Howeveri KSNB Aa y2 WARSIEQ NIXYGS FT2NJ OF S&sesBly 6 ANIK
trust/board performance. Alinode of birthratesshouldbe scrutinised alongside other outcome

measures that indicate/hetherthe quality of care or complications experienced by women and birthing

people, andoy their babiesare affected by these emges.

The results shouhat the rate of assisted vaginal bir{that is a birth with the use of instrument&jr
women and birthing people having their first birth in Englavas22.%6 and in Villeswas20.4%. In
England22.6%of women and birthing peoplhad their first birth by emergency caesareaand in
Wales this figure was 22.2%hese twanodes ofbirth are associated with higher levels of physical
and psychological harm, as reported by women and birthing people, in compaidoanassisted
vagiral birth or elective caesarean birthThe unexpectedessand anxiety surrounding these modes
of birth can lead taa negative birthing experience. For these reasons, women and birthing people
should receive appropriate counselling in the antenatal pedabdut the relative likelihood of
experiencing an assisted vaginal birth or emergency caesarean birth with their first birth.

NYeah, | agree thatd useful because | think even @ijust preparing women for
the birthing process becaufdthough]youtr e got al | your a
they never cover this. They say all this can happen, but yduldaww how likely it
is and | think it just makes people go into their birth a little bit more prepgred.
(Claire Butterfield, WFIG member)

* The measure is restricted tsomen and birthing peoplgiving birth for thesecond timebecause of the limitations of historical records,
and because this is the largest groupaafmen and birthing peopleonsidering VBAC (vaginal birth after caesarean birth). The rate
presented here may therefore be smaller than other commoaforted VBAC rates, as it does not include thesenen and birthing
peoplewho previously had a vaginal birth as well as a caesarean birth.
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Women anl birthing people need to be made aware of the possible interventions that may be

offered to them during birth to appropriately prepare their expectations and their preferences for
planning their own experience. Responsibility lies with care providengialis and external

organisations supporting women and birthing people antenatally to ensure that the information they
receive is individualised and includes the choices that may be available during pregnancy and labour.

Birth without intervention

TheWirth without interventionlzomposite measure was first reported by the NMPA in an effort to
capture a full suite of measures that cover a broad range of experiences duringlietimeasure
has however, come with its challengesprimarily due to dataavalability andquality.

The validity of any gaposite measure is dependent time data quality and completeness of its
underlyingcomponents® Because of data availability issuespieviousNMPA reportswo
definitions were developed (including @xclulinglabour augmentation wittoxytocir), which can
complicateinterpretation. Ultimately,the data quality of all component data items $yaroved
inconsistentacross the participating natis,and hasimpacied the number of trusts and boards for
which thismeasure can be reportedror these reasons, rates for birth without intervention are not
included in this report.

Furthermore, the meaning of thdirth without interventiorIimeasure is difficult to interpret-or

some abirth without interventionmayrepresent a positive birthing experience, but fathersthis

may reflectunavailabilityof interventionthat is desired oneeded andnay be accompanied with
adverse outcomes such as stillbighmaternal orperinatalmorbidity. Whether to interpret low
intervention measures as sathing oodbr WadVariesdepending on other outcomes not
capturedwithin this measures well as the experience for the individual women and birthing people.
With recent maternity reviews highlighting poor outcomes resulfmagn clinical practice styles that
aim to avoid intervention, countered alongside evidence for and a narrative of rising intervention
globally intervention in obstetrics and its use is under scrufifif>*

N. . dirth witkout interventiodisnd necessarily a wholly good thing trust
with a high % here may not ldeetteft han one with a | ow
about one particular selection of measures, not the experiences or outcomes for
birthing people behind the da@ (Kirsty Sharrock WFIG member)

NHS trusts and boards may consider auditing local availability and waiting times for epidural
administration.Unavailability or missed opportunities for epidural are a source of distress and
dissatisfaction among women and birthing peofii&Vhile the absenceof epidural administration
wascaptured in thelBirth without interventiorfimeasure, itcould nottell us whether this was a
preference of the birthing person or whethan epiduralwas requested but not received.
Incorporating such da by NH®igital and Digital Health and Care Wales into routinely collected
maternity datasets would provide context for reporting birth without intervention.

* Definition 1: spontaneous onset, progress and birth, without epidural/spinal/general anaesthesia or episiotomy.
Definition 2: spontaneous onset and birth, without epidural/spinal/general anaesthesia or episiotomy.
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VBAC

The Royalollege ofObstetricians and3ynaecologist§RCOGYuidelineprovides a rate o72¢75% of
eligible womerand birthing peoplexperiencing a VBAGowever, the figures presented in this
report areon averagel0% lower than this.

There is also considerable variation in the proportion of woraed birthing peoplepting forand
subsequatly experiencing VBAC between different NHS boards and tfTisis.could be due to
severalreasonsWomen and birthing people mayegin the process of labour with the desire for a
VBAC busubsequentiichange their mind angroceed with an emergency cageanbirth instead

It may also reflect greater levels of precaution taleound thepotential risls associated with VBAC
including uterine rupture.

Nl had the planned caesarean booked and then | wanted to try VBAC from the
beginning and | did but | we: through all this pain and for nothing because | had
to have an emergency caesarean anyway. So | think if | had these results
beforehand | would just gone ahead with my planned caesarean rather than gc
through their trauma of the VBAC. So definitely ¢hare quite usefifigures].Q
(Farzana Khanom, WFIG member)

Limitations in data granularity prevent NMPA d&tam identifying potentialcontraindications such
asfactors related tgprevious caesareabirth, and a short betweespregnancy intervalThismay lead
to an overestimation of cases deemed eligible for VEAG thereforean underestimaton ofthe
proportion of those who opt for VBAC.

Differences in clinical practice maisoinfluence the choice of mode dirth in this instanceA
cliniciar® teliefs, opinions and previous experiences of VBift@is may influence their approach to
counselling avoman and birthing persomore than evidencédoased practiceExperiences shared by
our WFIGhighlighied that many clinicians may present VBAC as a pabferoption to a repeat
caesarearbirth.

Nl see these figures and the assumption is that a higher rate of VBAC would bt
better. We are asking why people aerihoosing VBAC and how can we
encourage people to do it more. But that is such an assumptioaki that it
would be better if more people didvea VBAC. . A.MBAC isid the right decision
for everybody and we shoulf@fjust be focusing oawvhy is this happening and how
can we make more people have a VB@GKirsty Sharrock, WFIG membjr

QualitativeresearclS ELX 2 NAYy 3 62 YSy | v RenaedoNdedsiomiakinglaSdz LIt S Q&
choices for mode of birth following a previous caesarean Itigth highlightedhe uncertainty and
complexities involved. Previous birth experiences as well as feelings of fear and anxiety influenced
their decisionmaking butwith no obvious preference for a VBAC or planned caesarean birth. A clear
conclusion was the need for targeted information dndividually tailoredvBAQounselling?®3® The
availabilityof locatlevel rates oexperiencinga vaginal birth could be vable toinformingthe
decisionmakingprocessMaternity serviceshouldthereforeinterrogatetheir own vaginal birth

rates after previous caesarednirth to better counsel women and birthing people abdheir chance

of experiencing a vaginal birtBachwoman or birthing perso® history should be taken into account

as well as othefactors, such as ujp-date outcomes opreviouscomparablebirths at that site.
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Maternal measures

Smoking cessation

What is measuredOf those womerand birthing peoplevho are recorded as being current smokers
at their booking visit, the proportion who are no longer smokers by the time of birth.

Table8 Proportion of womerand birthing peoplesmoking at birth, and the proportion of women
and birthing peoplevho stopped smokig during pregnancy

England Wales Total

Number of trusts/boards included in smoking at birth analysis 48 6 54
Number ofwomen and birthing peoplencluded in smoking at birth analysis 158711 28217 186928
Number ofwomen and birthing peoplemoking & birth 15930 4283 20213
Proportion ofwomen and birthing peoplemoking at birtA 10.0% 15.2% 10.8%
Number of trusts/boards included in smoking cessation analysis 44 6 50
Number ofwomen and birthing peoplencluded in smoking cessation analy 18404 5012 23416
Number ofwomen and birthing peoplaot smoking at birth, who were 5404 729 6133

smoking at booking

Proportion ofwomen and birthing peoplaot smoking at birth, among those 29.4%  14.5% 26.2%
who were smoking at booking

aThis was déved from smoking status in late pregnancy or at the time of birth, as available

Episiotomy

What is measuredOf womenand birthing peoplavho give birth vaginally to a singleton baby in the
cephalic position between 37and 42°weeks of gestation, thproportion who have an episiotomy.

Table9 Proportion of womerand birthing peoplavho have an episiotomy among those who have a
vaginal birth of a singleton, cephalic baby at term

England Wales Total

Number of trusts/boards included in analysis 104 6 110
Number ofwomen and birthing peoplenduded in analysis 249366 19434 268800
Number ofwomen and birthing peoplesho have an episiotomy 62554 3698 66252
Episiotomy rag Overall 25.0% 20.3% 24.6%
Unassisted vaginal birth 9.9% 7.3% 9.7%

Assisted vaginal birth 88.9% 85.8% 88.7%

Forceps 94.9% 92.1% 94.7%

Ventouse 80.2% 70.2% 79.8%

In primiparous women and birthing people 44.6% 36.5% 44.1%

In women and birthing peoplgiving birth for the 8.9% 7.2% 8.7%

second time

Countrylevel results are adjusted foase miXunadjustedrates can be obtained using the numerators and denominators provided in the table).
aThe definition oftinassisted vaginal bir€in this table is a birth without the use of instruments, it is not synonymoustéebirthQ
bThe definition ofissistel vaginal birtlidn this table is a birth with the assistance of either a ventouse cup or forceps.
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Third andfourth-degreetears

What is measuredOf womenand birthing peoplavho give birth vaginally to a singleton baby in the
cephalic position betweeB7°and 42°weeks of gestation, the proportion who sustaithérd- or
fourth-degreetear.

Tablel10 Proportion of womerand birthing peoplevho sustain ahird- or fourth-degreetear among
those who have a vaginal birth of a singleton, cephalic bakbgrat

England Wales Total

Number of trusts/boards included in analysis 127 6 133
Number ofwomen and birthing peoplencluded in analysis 358132 19914 378046
Number ofwomen and birthing peoplsustaininga third- or fourth-degree tear 11192 577 11769
Proportion overall sustainingthird- or fourth-degree tear 3.1% 3.0% 3.1%
Primiparousvomen and birthing people Unassistedraginal birttd 4.5% 4.3% 4.5%

Assisted vaginal birth 6.8% 7.3% 6.9%
Multiparouswomen and birthing people Unassistedragnal birth? 1.4% 1.2% 1.3%

Assisted vaginal birth 4.0% 4.2%  4.0%

Countrylevel results are adjusted foase miXunadjusted rates can be obtained using the numerators and denominators provided in the table).
aThe definition ofinassisted vaginal bir€in this table is a birth without the use of instruments, it is not synonymous tébbirthQ
b The definition ofélssisted vaginal birfin this table is a birth with the assistance of either a ventouse cup or forceps.

Unplanned maternal readmission

What is measuredOf womenand birthing peopleiving birth to a singleton baby between*8and
425 weeks of gestation, those who have an unplanned, overnight readmission to hospital within
42 days of giving birth, excluding those accompanying an urbaél.

Table 1L Proportion of womerand birthing peoplavho have an unplanned, overnight readmission
to hospital within 42ays of giving birth to a singleton baby at term

England Wales Total

Number of trusts/boards included in analysis 126 6 132

Numberof women and birthing peoplencluded in analysis 406174 23400 429574

Number ofwomen and birthing peoplaith unplanned maternal 13323 871 14194
NBlIRYAdaAz2ya 6AGKAY nH RI@&a

Overall rate 3.3% 3.7% 3.3%

Proportion amoig women and birthing peoplasho had a vaginal birth 2.9% 3.3% 2.9%

Proportion amongvomen and birthing peoplesho had a caesarean birth 4.3% 4.7% 4.3%

Countrylevel results are adjusted foase mixunadjusted rates can be obtained using the numerators and denominators provideel taebie).

Discussion

Smoking

In order to assess the impact and cost effectiveness of interventions at a local, or ndévekl
complete data on smoking status at birth is a necessity. &daila completeness for smoking status
at booking and at birtlwvas sufficient for Wales (96% and 94% respectively), data completeness for
smoking status at birth in England was only §2%@92% for smoking status at bookjng
Consequently, smoking cessation rates could only be derived for a selected fevatrdsiss

therefore removed from the casmix adjustment modellt is hoped that with the transition to
electronic healthcare records at NHS trusts, these figures will be better reported in future years.
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Smoking has been recognised as one ofliggestmodifiablerisk factors in pregnancy, contributing
to outcomes includindetal growth restriction, stillbirth, preterm birth and sudden infant death
syndrome®* TheNMPA datashowthat rates of smoking at pregnancy bookingre 50% higher in
Wales than in England%22% vs 10.0%however, data quality appears to be superior in Wales
comparedwith EnglandOverall smoking ratefor adults aged 18 and ovér the UKin 2019were
14.1%* which is in line with rates of smoking at booking in Wales

OASI

Obstetric anal ghincter injury (OASI) is estimated to affect aroudnd 50women and birthing
peoplein the UK There is considerable variation in European OASI rates, with many countries
achieving lower rates of OASIThismay bedue todetection of OASkariationin modesof birth,
perineal support techniques, use of episiotomy and differencesdternalcharacteristicsThe use
of episiotomyat instrumental birthsto mitigate the increased risk of OASIwidely pracsed in the
UK with our results showngthat episiotomyusageis greaterin England than in Wales.

Steps to reduc®ASInclude manual perineal protectionvarm perineal compresand use of
episiotomy when appropriate, as indicated by the RO@ASCare Bundleand Assisted Vaginal
Birth guidelines 1144344 The risk of OASI is highesith the use offorceps NHS HES evidence
suggess a 6-fold increase of OASI when forcepssisted birthare performedwithout an
episiotomy? Further observational data support the use of episiotafrfgrcepsare requireq¢4’
while smaller prospective and pilot randomised control siahve not identifieda benefit of
episiotomies irbirths assisted bforceps?*¥4° Despite this2018/19datashowthat approximately 1
in 20 births with the assistance dérceps in England and &és are performed without an
episiotomy, only slightly higher than rates from 201.
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Figure 3 Trust/board level proportions of women and birthing people who hddrcepsassisted
birth accompanied bgn episiotomy

Figure 3 demonstrates this pattern across England and Wales, with the use of episiotomy in-forceps

assisted births being less commarnoinly a handful of NHS trusts and boards. More consistent use of
episiotomy for forcepsssisted births occurred in the majority of English and Welsh maternity units.
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h¥ on n Ragsist@diNds Pdrddrmed for term, cephalic labours in 2018/19 withgete

data, the rate of OASI was 7.1% among the 95% of women and birthing people who received an
SLIAaA2G2Y8 O6H nouw 2F Hy ynt03X gKSNBlLA Al o a owmd
K2 RAR y20 NBOSAGS Iy S Lipagibiethdatreddcipgihe niinber m ¢ 1 H U
of forcepsassisted births conducted without an episiotomy will lead to a reduction in overall OASI

rates. Although this may only lead to a small reduction in the overall OASI rate, it may avoid the long

term impact ofsevere tears for the individual women and birthing people who are affected.

Measures of care for the newborn baby
Skinto-skin contact withirl hour of birth

What is measuredOf liveborn babies born between 34and 42°weeks of gestation, the
proportionwho receive skirio-skin contact withiril hour of birth.

Table 2 Proportion of babies born between 34and 42°weeks of gestation who receive skin
skin contact withirl hour of birth

England@
Number of trusts/boards included in analysis 97
Number of babies included in analysis 374561
Number of babies receivinskinto-skin contact withinl hour of birth 299465
Proportion of babies receiving skio-skin contact withinl hour of birth 80.0%
Proportion in babies born between $4and 36°weeks of gestation 56.3%
Proportion in babies born between F7and 42%weeks of gestation 81.%4%

anformation about skirto-skin contact is only available for babies born in Englanduseit is not captured in thé/elsh national dataset

Breast milk at first feed, and at discharge

What is measuredOf liveborn babies bm between 34° and 42®weeks of gestation, the proportion
who receive any breast milk for their first feed, and at discharge from the maternity unit.

Table B Proportion of babies born between 34and 42°weeks of gestation who receive breast
milk at their first feed and at discharge

England Waleg Total

Number of trusts/boards included in analysis 113 7 120
Number of babies included in breast milk atffiised analysis 426042 28401 454443
Number of babies receiving breast milk at first feed 319028 17487 336515
Number of babies included in breast milk at discharge analysis 360725 N/A N/A
Number of babies receiving breast milk at discharge 256285 N/A N/A
Overall proportion receiving breast milk at first feed 74.%% 61.6% 74.0%
Overall proportion receiving breast milk at discharge 71.0% N/A N/A
Proportion of babies born between 37and 42%weeks At first feed 75.6% 62.1% 74.7%

of gestation who receive breast milk At discharge 71.6% N/A N/A
Proportion of babies born between 34and 36°weeks At first feed 61.9% 52.3% 61.2%

of gestation who receive breast milk At discharge 59.5% N/A N/A

Breast milk at discharge information is not recordiethe Welsh datasets, and therefore cannot be measured.

* This measure uses only data available from the maternity dataset and does not includereddiiormation that may be available for
babies admitted to a neonatal unit.
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5 minute Apgar score of less than 7

What is measuredOf liveborn, singleton babies born between'3and 42°weeks of gestation, the
proportion who are assigned an Apgar score of less than frahétes of age.

Table ¥ Proportion of singleton babies born at term assigned an Apgar scéeesothan/ at
5 minutes of age

England Wales Total
Number of trusts/boards included in analysis 113 6 119
Number of babies included in analysis 432 248 27 032 459 280
Number of béies with Apgar score <7 atminutes 4 800 337 5137
Proportion of babies with Apgar score <7 anbutes 1.11% 1.25% 1.12%

Countrylevel results are adjusted fease mixunadjusted rates can be obtained using the numerators and denominators prawitiee table).

Discussion
Skinto-skin

The practice of skitn-skin is recommended and incorporated into routine care in theé UKICEF
UKdescribes skinto-skincontact a key componenof their Baby Friendly Initiative (BFI)standards
asthe practicewhere a baby is driedral laid directly on the mother or birthing pers@are chest
after birth and left for at leasan hour or until after the first fee®However, it is difficult to
determine whether the proportion recorded in the data is meaningiudl fully capturing the
experience.

Our resultsshow that 81.46 of babies born between 37and 42°weeks receive skinto-skin
contact which is a high proportion. Howevdurther data items are required to determinghether
this experience is onthat lasts an appropriate amount of timdzor somefamilies an uninterrupted
hour of skinto-skin with their newborn is possiblehereas for others, clinical procedures such as
suturing or remaining in theatre may interfere with or distract from the ghitskin experience.
There is evidence to support the benefits of starskin with a partner or family membeand
healthcare providers should support and promote this practice where appropfideonsensus
definition is needed on what makes skorskin ontact the most beneficial and meaningful
experience for families.

The following vignettesdemonstratethat skinto-skin contact immediately after birth is not always a
positive experience for women or birthing people but may still be a valuable and pteagzerience
once distractions are removed and the environment made more comfortable.

NIl had skinto-skin but did not feel safe holding my baby and was distracted by th
ongoing surgery until was in recovery, which was more than an hour after birth sc
wouldré count in the data.dn not sure there was much benefit to gkiskin in
theatre in that casg it just seemed to be assumed it should happen. Later on, onc
everything was over, | was able to enjoy it and focus on my@aby.
(Kirsty Sharrock, WFG membey

NI felt so unwell after having my first baby by emergency caesarean and they

wanted to give her to me in theatre when she was born, but | just Goiign

partner had her instead. So she did have-sixiskin, it just wasét with meQ)
(Anonymaus, WFIG member)
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Breast milk

The UK is reported to have one of the lowest breastfeeding rates in Eufbpbenefits of
breastfeedingo both mothers or birthing people and babigi® reducing childhood ilinesses and
improvinglongerterm outcomes arewell documented®? There idarge variation between England
and Wales ibabies receiving breast miti their first feed.Rates also differ by ethnic group aby
Index of Multiple DeprivatioiMD)quintile.>®

Rates of babies receiving breast natlkdisthargeare captured by English trustsit not by boards in
Wales This measure gives some indication of the variation that eaimmtengtrusts in their infant
feeding support services. Healthcare providers and commissioners of services whbatakeir
breastfeeding rates are lower than would be expected should focus attention orbkstmosupport
the choices of women and birthing peopletieir local areas

A Kkey initiative to support improvement of breastfeeding rated M CERKQ BFl,which offers
Englisttrustsand Welsh boardthe opportunity to beassessed as eligible faccreditation.

Maternity units not already accredited were due to start the process in 2Z19As more NHS trusts
and boarddecome accredited aaligned with breastfeedingnitiatives, variation between countries
and trusts/boards for skito-skin contact at birth and measures relatedieastfeeding should
better reflect the informed choices of women and birthing people.

Apgarscore

An Apgar score of less than 7 anfnutes has been associated with an increased chance of cerebral
palsy, epilepsy, developmental delay and de#dffiHowever, there are many factors that can

influence the score, such as intrapartum analgesia or anaesthesia, congenital abnormalities, trauma,
gestational age and mode of birth (emergency caesarean birthassisted vaginal birtttf>” The

majority of trusts are within the expected range (Figdjebut, for a handful of trusts, the rate is

more than twice the national average. The variation bedw trusts and boards may be explained by
differences in data reporting, in clinical practice or in the application of Apgar scoring.

® English trust
2 Welsh board

< -
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Figure 4 Trust/board level proportions of babies who had an Apgar score of less than 7 at 5 minutes
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Discussion on the crent NMPA
dataset

Data completeness and quality

The recent centralisation of English maternity daia line with the other devolved natiorshas the
promise of transforming analysis and national audit of maternity services. @ 8BEreleasewhich
covered birthdn 2017/18 had incomplete records submission from many trusts, and overall data
completeness was often insufficient for the purpose of our clinical repartimitationthat was
reflected in the number of trusts we were able to includehia analysis. For the current report on
2018/19births, thishasimproved greatly and no English trust was excluded on the sole basis of
insufficient records submitted to MSDS. However, there is scoderfitier dataquality improvement
within both the Eglish and Welsh datasets.

There remains a significant number of variables that have missing data (aatafdeteness
overview by sites and trusts/boards can be found on the NMPA website), and there are different
patterns of$hissingnes@between Englandrad WalesFor example, high levels of missing data
identified for smoking status at the time of giving birth in both England and Wales makes it
impossible to derive smoking cessation ratiesing pregnancy for many trusts and boards. This is
important to determine the effectiveness of individual smoking cessation strategies, which is
essential to working towards overall reductions of smoking in pregndri@refore the presence of
large proportions of missing data has implications for trusts/boards antthezae commissioners in
service planning.

NWhen we see or hear that thé&rémissing datd | think many would
automatically think that someo@enot doing their job properly or possibly
avoiding thedpaperworldside of things. Butould it be a systenmrrer? Do staff not
have sufficient time to complete their admin? Also, sometimes people may not |
sure which code to use. It all has an effect and our data needs recording pi@perly
(Emma CrookesWFIG member

While it is important to take action to iprove data input, it is recognised that those providing

routine data are often alsthoseproviding frontline clinical care @re clinical coders reliant on
retrospective patient recordfRequirements for data entrghould never be allowed toompromise

patient care. Feedback from clinical coding and frontline staff may help to understand when and how
missing data occurs, how data collection requirements contribute to incomplete data, and how the
datacollection process can be improved without increadimgburden on clinical staff.

With a higher level of records submission to the MSDS datas@0f#/19 a more robust

identification of site and trustlevel dataquality issues could be achieved. This revealed a few cases
where a trus® data quality wamsufficient for a key measure to be used and therefgrehere
possibleg an alternative source was used as a substitute for that measure for the entire trust.
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Trusts/boards affected by this are notified arar the 2018/19report, it involved the followng
measures:

gestationalageat birth (7 English trusts: ONEDS spine used as the substitute data source)
mode of birth(1 English trust: HES used as the substitute data source)

previous caesarean birth (2 Welsh sites and 10 English sites: PEDWgA4ELS the substitute
data source)

previous total births (1 Welsh site and 3 English sites: PEDW/HES used as the substitute data
source).

More detail on the substitution criteria can be found in thechnical Specificatiomocument.

A notable disadvantage of a centralised data system compaittdprevious methods is the

separation of communication between trusts and data analysts, and the laekaymal pathway to
support feedback relating to datguality issues. It is important for feedback mechanisms to exist
within the stream of data collection and processing, to facilitatgections and improvement in

data quality. Assessments of data quality by individual trusts and intermediary recipients with
targeted feedback will allow for more timely amendments. Such pathways will support
improvements in subsequent data analyses. TWWPA also recognises its role within this process
and will be writing to selected trusts to highlight data quality concerns and the potential implication
on audit results.

Availability of data items

There is a need for better alignment in the availabiityessential measures within the maternity
datasets between countries. For examplinset of labouRwhich is available in Mlds in Walés,
unavailable in MSDS v1.5 and has to be sourced from the HES dataset in England. The variable
WHumber of infant€ls also missing from MSDS v1.5. This means that a proxy for this measure has to
be derived in order to identify singleton births, but this will be affected by whether all the records
within a multiple birth are captured or not. Whiit is believedhat ¥nset of labou§will become
available in MSDS vZ2.( is unclear whethelumber of infant&will.

There is also limited consistency between English and Welsh datasets with regard to postnatal
measures. For example, data for skinskin care and receing breast milk at discharge are not
routinely collected in Wales. Moreover, the NMPA is only able to report on a small number of
postnatal measures overall, and therefore interpretation of care and outcomes in the postnatal
period is challenging.

NWe realy need a lot more measures of postnatal care and the postnatal
experience. As mum it%s such a big part of the experience and y&ve/got very
little data about what is happening to mums in this period, or about thetéonmg

impacts. .Q.(Kirsty Sharock, WFIG memba@r

N. .the.maternity journey doedirend when ydire had your baby and either
youde left at home if yaire had a home birth or yée discharged from
hospital. .Q).(Emma CrookesWFIG member)

* Version 1.5 of MSDS was used for the clinical reports on 2017/18 and 2018/19 data. Version 2.0 of MSDS will be usatkftom the
clinical report on 2019/20 data.
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Data items design

The current designfacertain variables within the NMPA dataset does not always facilitate clinical
interpretation. We previously reported on the inadequacy of the variable capturing blood loss in
MSDS/1.5 in ourclinical report or2017/18data, but we know the issue shoulek resolved with the
release of MSD&2.0 and so we are hopeful that this outlier indicator may be reintroduced for
England soon. However, there are currently other data items that could also benefit from a redesign,
in both nations. In Wales, th@ain rdieRyariable from the NCCHD dataset covers both analgesia

and anaesthesia but allows for only one code to be recorded, when in realityen and birthing
peopleoften receive more than one form of analgesia and/or anaesthesia‘€phéural statu§

variable in the Welsh Mids dataset also has its limitations as it only reports on the use of an epidural,
when other forms of anaesthesia should also be reported on. Additionally, neither the English nor
Welsh dataseallowsthe coding of all commonly used agakics during labour, including

paracetamol, codeine, diamorphine, pethidine and local anaesthetics. It is possible that those coded
as receiving no pain reliefor with missing dat&@ may have in reality received one of these options,
despite the existeoe of the\Bther(rategory. This is important for women and birthing people to
understand the choices available to them and for maternity units to better understand the demands
placed on them.
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Conclusion

This NMPA annual report presents results from maitgrrecords of births ifEngland and Wales
from 1 April 2018 to 31 March 201@ith further resourcesavailableon theNMPA website
containingresultsat the level of NHS trusts, boarded individual sitesComparisons between
individualtrusts, boardor sitesand the national averages may help identify specific areas where
reflection,review and adaptation may lead tmprovements in clinical practice.

There are noticeable differences between this report and previdM$ A clinicateports in terms of
reportedresults data completeness and data quality, meaning that performing histbric
comparisons should be undertaken with cautidhe loss of access tScottish data for this report
has prevented the reporting of overall rates for Great Britain,dutmprovement in MSDS81.5data
has allowed fohigher levels of English case asamment and reporting for a greater number of
English NHS trustean the clinical report or2017/18data. Welsh maternity ded remains of stable
quality, yetthe aim ofbeing able to present aomplete$tate ofthe nationmaternity care repor®
remains a goal the NMPA is committed to.

Nonetheless, important findings havedremadein this report. The voices of our Women and
Families Involvement Group have helgedsteer this reportand havealsobeen wovenn

throughout, providing women and birthing peop@serspectives on themesportant to them,
alongside thosef dataquality and data analysi$he funnel plots included clearly shaariation in
practiceand outcomen England andlVales with data derivedolelyfrom countrylevelcentralised
datasets Centralised datasets represettte future ofnational audit, decreasg workloaddor trusts
and boards as well der analysts bypromoting the flow of psudonymised dataThere is huge
potential inthe abilityto analysehigh-quality, detailed, populatiofevel dataand, as demonstrated

in this report with episiotomy rateduringforcepsassistedirths, we have been able to highlight the
consequences and geographical distribatof variation in practice.

However, there are alsmany instancef this reportwhere datatthissingnes@nddata quality and
datagranularity poblemshaveprevented suchhigh-quality, meaningfuinalysesrom being
performed Responsibility fodrivingimprovements does natolely reswith trusts, boards and the
staff who enter the clinical dat&Changesrerequiredby those who design and mage maternity
datasetsinvolving women, birthing people and their families to give careful considerationit

which data would be meaningful and important for analysis, how the glataldbe collected, and
the best approach to code these dat@entraligtion and harmonisation of data are merely steps on
the journey towards optimisation of maternity amerinatalcare.
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