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Parties involved

Mrs A Complainant

Mr A Complainant

Baby A Consumer/Complainants’ baby daughter
Ms B Provider/independent midwife

Ms C Provider/independent midwife

Ms D Provider/independent midwife

Ms E Enrolled nurse

Ms F Trainee midwife

Complaint

On 18 May 2007 the Health and Disability Commissior{HDC) received a
complaint from Mrs A about the services providedilgependent midwives Ms B,
Ms C and Ms D. The following issues were identiffedinvestigation:

* Whether midwife Ms B provided Baby A with approjgiaeatment and care
on 7 September 2005

e  Whether midwife Ms B provided Mrs A with appropgisteatment and care
on 7 September 2005

* Whether midwife Ms C provided Baby A with approjgrimeatment and care
on 7 September 2005

*  Whether midwife Ms D provided Mrs A with appropeidteatment and care
on 7 September 2005

An investigation was commenced on 6 September 2Q0fas been delayed by
challenges by the parties to the provisional opiniecessitating clarification of some
factual issues and further expert advice.
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Information reviewed
Information was provided by:

¢ Mrand Mrs A

e MsB
e MsC
e MsD

Baby A’s and Mrs A’s clinical records and ACC filkeere obtained and reviewed.
Independent expert advice was obtained from midiigeNimisha Waller.

Overview

Mrs A, aged 34 years, went into labour with hestfibaby in the early hours of
7 September 2005. She was monitored by indepemdieitife Ms B, her LMC at a
maternity unit. Mrs A initially laboured in the khing bath. However, when a
prolonged episode of bradycarti@as noted at 10.43am, Ms B assisted Mrs A from
the bath. At 10.48am, Ms B called for urgent aasis¢, and midwife Ms C arrived to
help. Shortly after arriving in the delivery roorls C called for an ambulance
because Baby A’s heartbeat was still low at 80pat minute (bpm). Midwife Ms
D, enrolled nurse Ms E and trainee midwife Ms B agived to assist.

The ambulance arrived at 11am. The baby’s hearttahteturned to normal, and the
ambulance crew were asked to remain on standbyibec¢he birth was imminent.

Baby A was delivered at 11.04am, dark grey in cgldloppy and making gasping
movements. She was taken to the resuscitation talge Ms C assisted Ms B to
provide the baby with oxygen and chest compressidime chest compressions
brought the baby’s heart rate up, but this wassnetained and her heart rate dropped
to 40bpm. Ms C decided that Baby A needed addestasse to breathe and decided
to introduce a tube into her airway. Ms C’s firdgtempt to intubate Baby A at
11.25am was unsuccessful. At 11.27am the publipited's Neonatal Intensive Care
Unit (NICU) was notified of the situation and thetrieval team requested to attend.

! A Lead Maternity Carer (LMC) refers to the genguedctitioner, midwife or obstetric specialist who
has been selected by the woman to provide her eenplaternity care, including the management of
her labour and birth.

? Fetal bradycardia occurs when the fetal heartisabelow 120 beats per minute (bpm) for 10 minutes.
A moderate bradycardia of 100-119bpm is not comsiiserious and is probably due to the fetal head
being compressed during labour. Marked bradycafai@er 100bpm) is a sign of hypoxia (oxygen
deficiency) and is considered dangerous.
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Ms C’s second intubation attempt at 11.35am wasesasful and the baby’s heart rate
stabilised but her condition did not improve. TheoNatal Retrieval Team arrived at
midday.

Midwife Ms D assumed responsibility for Mrs A’s eawhile Ms B and Ms C were
resuscitating the baby. Mrs A haemorrhaged foll@uime delivery of the placenta and
required resuscitative support. The ambulance vemslled and transferred her
urgently to Hospital.

Baby A was admitted to NICU and was found to hav&aned a major brain injury
presumed to have been the result of the delaytabkshing effective resuscitation.

Information gathered during investigation

Antenatal

Mr and Mrs A decided that their baby, due on 4 Seyter 2005, would be delivered
at the local maternity unit “on the direct advicef their midwife, Ms B. Ms B
explained to Mr and Mrs A that the maternity uniasvunable to provide such
procedures as inductions, epidurals and Caesaesdiorss, but all other maternity
needs could be met at the unit. She said thateruttiikely event of a complication,
Mrs A would be immediately transferred to the paltiospital, about 30 minutes
away. Mrs A’s pregnancy was uneventful.

Labour

At about 1.20am on 7 September 2005, Mrs A’s uéerirembranes broke and she
immediately began to experience contractions. Mt Bhs A telephoned Ms B at
around 5.45am when the contractions strengthenedBMdvised Mrs A to stay at
home for as long as she was comfortable, and ti@atwsuld contact her again at
7.30am to check on progress, unless called befw ttme. At 6.45am Mrs A
telephoned Ms B to advise her that the contracti@mts strengthened and she was no
longer comfortable at home. They arranged to mietbieamaternity unit at 8am.

Ms B performed a vaginal examination on Mrs A slyoaffter her admission to the

unit. Mrs A was surprised that Ms B performed thigestigation. She recalls that Ms
B had told her that “internal investigations aret performed unless a suspected
problem has arisen”.

Ms B recorded:

“0800 — [Mrs A] here at [the] maternity unit wittMf A]. Doing really well
and breathing beautifully through contractions.Bain and a v.e [vaginal
examination] offered before entering.”
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Ms B recorded the result of her vaginal examinatibMrs A in the labour record.

Ms B noted that Mrs A was 3—4cm dilated and thattihby’s head was at station®-2,
lying in the right lateral position, head down. Tieby’s heart rate was 136—145bpm.
Ms B noted that she suggested that Mrs A use ttibifg bath for relief. Mrs A
consented to try Ms B’s suggestion and enteredbtb at 8.30am. Ms B did not
record the temperature of the water in the bathssess Mrs A’s temperature either
before she got into the bath or while she was enbtith.

Ms B recorded the baby’'s heart rate at half-hourtgrvals. At 9.30am the baby’s
heart rate was assessed at 147-165bpm, but Mrs sAfimding the contractions
“hard” despite the support her husband was givieg Ms B suggested that she try
nitrous oxide gas for pain relief. Mrs A found tijes effective in controlling her pain.

At 10.30am Mrs A felt an urge to push. Ms B recardeat the baby’'s heart rate
(which she heard at the top of Mrs A’s pubic bonay 117-130bpm.

At 10.43am, Mrs A was pushing hard. Ms B assedsedaby’s heartbeat again and
found a prolonged episode of bradycardia — 76—82kra A was assisted from the
bath, given oxygen and positioned onto her lefé $alfacilitate the blood flow to the
baby. Ms B later advised that she applied a EWBen Mrs A was positioned on her
left side on the bed, to monitor the fetal heat®.rdls B realised that she would need
back-up and made an emergency call for support.

Ms B recorded:

“1043 [Mrs A] working hard with some good long sigppushes. Baby rate
heard|76 plug pulled and [Mrs A] instructed to leave theth. @ prepared.
[Mrs A] onto the bed — (L) side,,Gnask applied and bell rung for assistance.
[Ms C] arrives. Baby rate remaing76—82.”

Mrs A recalls that she was not put onto her lefesipon leaving the bath and being
positioned on the bed, and that the baby's hetetwas not listened to as frequently
as Ms B recorded.

® Station refers to the relationship of the presenpart of the fetus to the level of the ischiahsp
(outlet) of the mother’s pelvis. When the presemtiart is at the level of the ischial spines, iaign 0
station (synonymous with engagement). If the préisgrpart is above the spines, the distance is
measured and described as minus stations, whige rfrom —1cm to —4cm. If the presenting part is
below the ischial spines, the distance is statepl&s stations (+1cm to +4cm). At a +3 or +4 sitio
the presenting part is at the perineum (synonymgtiiscrowning).

* Cardiotocograph, electronic monitoring of conti@us and fetal heart rate
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Documentation

From 10.45am Ms B made a rough record of evenizaper towels (which have been
produced as evidence). She noted, “10.45 Rang amtel’ Ms B later transcribed
these notes onto the “Labour and Birth Record”. paper towel record is very scant;
for example, a note at 10.50am states “110-120ipgishThe transcribed notes
record additional detail.

Ms C’s arrival

Midwife Ms C responded to Ms B’s emergency call smpport. Ms C recalls that
when she arrived in the delivery room the baby'arheate was “still low at around

80bpm so | called for an ambulance”. Ms C statédalled for an ambulance so that
we could perform an urgent transfer if the birthswaot imminent when the

ambulance arrived.” The ambulance records showttieaimbulance service logged
the call as “Priority: 2P2 Non-Life Threatening”#1.46am.

Ms B recorded:

“1050 — Ambulance called for [10.45am] to trangi@fthe public] Hospital.
Baby’s head on view now — peeks. [Mrs A] encouratgekleep pushing with
contractions. Heart rate baby remaiji#6—88. Good views of baby's head
now, Ambulance arrives (1100).

1055 — baby’s HR 118-130.”

The ambulance log sheet records the ambulanceirgrrat the maternity unit at
10.57am and, at 11.07am, “[Officer] standing byViternity may not be needed.”
According to Ms B and Ms D, the ambulance stafstandby at the maternity unit did
not leave the unit.

Ms C insists that she “requested an urgent ambelanciew of bradycardia”:

“I strongly dispute that | requested a non-urgenbalance. Why would | do
that when | was calling for an ambulance for transbecause of a
bradycardia? This was an urgent situation. Telthgdispatch person that the
ambulance_mayeed to assist in Neonatal resuscitation woulce lraade no
difference to who was sent. The ambulance arrivédinvseven minutes of
the call — which for a rural service is a quickpesse.

Re Paramedic — we are a rural community not a @itly.our ambulance
drivers (bar one) are volunteers. Sometimes oné/ merson arrives with the
ambulance and if we are lucky two comethE person on duty is a paramedic
then we are lucky, but we do not have a supplyashmedics to call — we get
whoever is on duty no matter what the situation.”

| accept that there may have been a misundersgadito the urgency of the situation
on the part of the ambulance dispatcher who toekcdil. The ambulance arrived
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seven minutes after the call was received and reedabn standby at the maternity
unit.

Delivery
Baby A was delivered at 11.04am, dark grey in cgldloppy and making gasping
movements. Ms B recorded:

“1104 [Mrs A] births her baby into [Mr A’s] hand€ord loose around neck
and slipped down over body. Baby ‘flaccid’. Heaater good 120bpm. Cord
clamped, cut and baby to chio [resuscitation tabldjbed down, @via mask,
suction, heart rat¢ 40bpm. Chest compression commenced by [Ms B], [Ms
C], bagging baby. [Ms E] enrolled nurse in to assish [Mrs A] and [Ms D]

in to assist as well.

Apgars of baby HRate 2
Colour 1
No resp
No reflex
No muscle tone.”

Mrs A recalls that after Baby A was taken to thsuseitation table, the ambulance
crew arrived and entered the room. She said, “Istilsn the birthing position. They

were asked to wait outside.” Ms B advised that #mebulance team were not
paramedics; they did not enter the room and weteénvolved in the resuscitation of

Baby A. Ms C stated, “[The] ambulance crew ... hawe more competence in

resuscitation than a midwife.”

A photograph provided by Mrs A shows only Ms B afid C working on Baby A,
with Ms D in the background on the telephone.

Midwife Ms D, enrolled nurse Ms E, and trainee migwWs F also answered Ms B’s
urgent call for assistance. (Ms D was meeting antlat the maternity unit at the
time.) Ms D took responsibility for liaising witthé public hospital. Ms E and Ms F
assisted by fetching and preparing equipment amgikg records. Ms C notes that
Ms F did not enter the delivery room.

Resuscitation
The District Health Board has a policy on “Reswain of the Neonatal Baby”.

Ms C, who has undertaken advanced life support sesurtook the lead in
resuscitating Baby A. Ms B has a certificate in Neal Baby Resuscitation (dated

°> An Apgar score is used to ascertain and recordctivition of the baby, looking at colour,
respiratory effort, heart rate, muscle tone ankkxakesponse, with a maximum/optimal score of 10.
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July 2006). Ms B has not provided evidence of autent update in neonatal baby
resuscitation and advised that LMCs are not expecide skilled at intubation.

Ms C reviewed Baby A on the resuscitation table wad assured that she was being
oxygenated because her colour started to improgeieder, at 11.25am Ms B noted
that Baby A’s heart rate remained very slow.

Ms C recalls:

“Baby was quickly dried off and bagging with,Gtarted. Good chest
movements were not obvious, so | suctioned babyrepdsitioned her head
and resealed the mask. Baby's heart rate was dowaldow 50[bpm], so chest
compressions [were] started which assisted thet ha@. | then decided that
despite the fact that [Baby A] had pinked up wtikre was still a problem
with lack of respiratory effort and that | neededibtubate her. This first
attempt failed, as | could not visualise the vocalds to pass the ET
[endotracheal tube] so | continued with the ambubad Q. [Baby A’s]
colour remained good but the heart rate continoefuttuate between 40 to
above 100bpm, so | decided to try intubation agairthis time successfully
and baby’s heart rate stabilised. ...

It must be noted that whenever bag or mask is meed it is alway®ag and
mask that are being used. Therenig facility for a mask providing free flow
oxygen on the Ohi[Baby A] wasnever given free flow oxygen.”

Ms B started chest compression while Ms C gave Babyygen via the mask. Ms B
noted that Baby A’s heart rate was “difficult to imain” above 100bpm, and was
fluctuating down to 40bpm.

Call for specialist back-up

Ms C stated that early in the resuscitation of BAbghe advised that a call should be
made to the public hospital Neonatal Unit to reguesendance by the Retrieval
Team. Ms B phoned through the request, but didetmird the time of her call.

Ms B stated that a follow-up call was made at 14270 the Neonatal Baby Unit, to
ask about the estimated time for arrival of therideal Team at the maternity unit.
She was told that the team was already on its way.

Second intubation attempt

The second intubation attempt was recorded at ain3%1s C’'s second attempt to
introduce the endotracheal tube was successfuBahg A’'s heart rate stabilised at
100bpm. Ms B noted that Baby A remained “floppy pimtk” and her Apgar had risen
to 4 (the heart rate being 2 and colour 2).

® Heated resuscitation table.
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Ms C recalls that at this time the neonatal spestisdlephoned to ask for an update on
Baby A’s condition. There was discussion aboutrgivBaby A more medication, but
the specialist advised against giving adrenalinabse of the fluctuating heart rate,
and suggested that Ms C withdraw the endotrachéal $lightly in case it was too far
down. Ms C stated that she did as instructed “wegervations”, because she did not
want to pull the tube out. She continued to provadggen to Baby A via the
endotracheal tube and the ambubag until the Ratriesam arrived. Baby A’s heart
rate and colour were good and she was gasping alent minute.

Mrs A stated that she was unaware of what was mapg¢o Baby A at this time. She
was told “a little later” that Baby A was not brieiig properly and that this was what
Ms B and Ms C were working on. Mrs A said that hesband had to tell her that
there was a problem getting Baby A to breathe.

Ms B and Ms C dispute this. They say that Ms C rdotree Ohio closer to the bed
(within one metre) so that Mrs A could see what gaisg on. Ms C and Ms B recall
that they communicated constantly with Mrs A.

The Retrieval Team arrived at midday. Ms B handeet @are of Baby A to the team
and documented the handover.

The Retrieval Team noted that there was mutedrdiy eén Baby A’s lungs but air
could be heard loudly in her abdomen, indicatireg the endotracheal tube had been
incorrectly positioned in the oesophagus insteadth&f trachea. The tube was
removed, Baby A’s pharynx suctioned of secretiarsj she was reintubated. An
intravenous line was established. Although Ms Cntaémed that Baby A had “pinked
up” and her oxygen levels were “reasonable” whenRletrieval Team arrived, when
Baby A’s blood results were initially assessed iy team on an I-Stat machine, her
blood pH was 6.82, indicating serious aciddsBaby A was moved to an incubator
for transfer to the Neonatal Unit.

Management of third stage

While Ms B and Ms C were resuscitating Baby A, miéwMs D took over the

management of Mrs A. Ms D said that she was natiaffy assigned Mrs A’s care,
but it “seemed appropriate” to take over becausé&Mad Ms C were busy with Baby
A.

Ms D stated that at 11.35am, she gave Mrs A tharnmiscular ecbolic Syntocinon,
with her consent. This contracts the uterus andlesahe placenta to separate from
the uterine wall. Ms D then applied gentle steadgtion on the cord, a procedure to
assist delivery of the placenta. She attemptedralbed cord traction several times,
but each time she applied traction she could feélreear the cord tearing.

" cord blood pH gives information about the fetal abetlic state. A pH of 7.4 is considered normal. A
finding of acidosis (blood pH below 7.2) is a certsign that fetal well-being is compromised.
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Ms D stated:

“As a result of this [Mrs A] needed to push thegelata out using maternal
effort. At about this time [Mrs A] started experoémg a lot of abdominal pain
and cramping. This usually is as a result of tlegugt contracting to expel the
placenta of its own accord. [Mrs A] was asked tstpduring these cramps to
try to birth the placenta. This method too was @nsessful. At this point | was
becoming concerned about the delay in the birththef placenta and the
amount of discomfort [Mrs A] was in, | felt thatishthird stage was entering
the abnormal.”

Ms D made rough notes of her management of the gtage of Mrs A’s labour.

These rough notes are confusing, but show that Ms&rted an intravenous luer into
Mrs A’'s arm at 11.45am in case she needed intraweriluids and drugs. The
retrospective record provided by Ms B notes thegd6ge luer being inserted under
the “11.45am” heading.

Ms D subsequently advised HDC that she inserteduttreat 11.40am, not 11.45am.
(The paper towel record confirms this. It was nobviled as part of the
documentation originally supplied.)

At around 11.50am Ms D recorded that she introdwcedinary drainage catheter.
However, Ms B’s retrospective record notes that tatheter was introduced at
12.10pm.

Between 11.45am and 1.30pm, Ms D recorded thatAV&gulse rate was elevated,
ranging between 80 and 120bpm, and her blood meessas low — 90/60 to

100/60mm/Hd’ Ms B’s retrospective record in the “Labour andtBiRecord” notes

that Mrs A’s blood pressure at the time was “100/R0s B commented, “Surely it is
expected that [Mrs A’s] pulse would be raised wheatching her baby being
resuscitated.”

Ms D waited another 10 minutes and then decidddltow the DHB “Management

of Retained Placenta Protocol”. The protocol recamds that Syntocinon 20 1U
diluted in 20ml of normal saline is injected inteetumbilical cord proximal to the
umbilical clamp. The practitioner is then to wait fL0 to 15 minutes before applying
controlled cord traction using the Brandt-Andrewsrdeuvré and checking via a

vaginal examination for placental separation.

8 Normal blood pressure for a young adult is considéo be 120/80mm/Hg.

° A technique for expelling the placenta from therus. Upward pressure is applied to the uterus
through the abdominal wall while holding the undali cord taut. When the uterus is elevated in this
way, the placenta will be in the cervix or uppegiva and is then expelled by applying pressurevbelo
the base of the uterus.
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Mrs A stated that Ms D did not perform a vaginahemnation, even though it “is
protocol in checking for Placental Separation”. Sh&l that Ms D also pulled on the
cord and did not use the controlled cord tracterhhique. Mrs A also stated that her
blood loss was not well monitored.

Ms D advised that she was unable to apply tradiothe cord because it was very
friable. She knew that if she pulled it would breskd Mrs A would need to go to

theatre to have the placenta removed. She kepeekabn Mrs A’s blood loss and

considered that it was normal. However, Ms D waarawhat an abnormal third stage
increases the likelihood of postpartum haemorrhage.

When it became apparent that the Syntocinon imecinto the cord had not

succeeded in delivering the placenta, Ms D inforrwed A that she would introduce

a urinary drainage catheter. A full bladder carvere the delivery of the placenta. Ms
D encouraged Mrs A to push with her cramps. Mrsta#tesl that Ms D showed her
how to massage her stomach during an after-paassist the delivery of the placenta.
She said that Ms D “came over periodically to checkny progress”.

Ms D stated:

“[Mr and Mrs A] were never alone in the room; [Bahjwas being stabilised
in the same room. | did leave [Mr and Mrs A’s] siide a few minutes at a
time, which I now realise, was an added sourceanfmha to them. | regret that
| have added to their trauma in this way. It is boer worth noting that during
these times of absence | was undertaking otheeslugievant to their case.”

Ms D added, “At no stage did | leave the patient.”

| am satisfied that Ms D did not leave the roomimyithe third stage of Mrs A’s
labour, but did leave her side to carry out otlutivdies necessary for Mrs A’s care.

Documentation of third stage

Ms D recorded her actions and observations onteparate sheet of paper as, “[Mrs
A’s] sequence of birth events.” These notes refMstD’s recollection of the care she
provided. There were also rough notes made on pap&is. These notes were later
transcribed in detail onto the “Labour and BirthcB&” by Ms B, who recorded that
the transcription was a retrospective record.

Delivery of the placenta
Ms B recorded that at 12.25pm:

“IMrs A] announces that the placenta’s here. Chdckg [Ms C]. ?lobe
missing and ragged membranes with 1000ml blood(lossisured). ?complete
placenta. Gritty and thin placenta with cord alnaf&t
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Ms C was not involved in the management of thadtsiage of Mrs A’s labour, but
confirmed that she checked the placenta and membréor completeness and
documented her findings while Ms D was busy withsMY. Ms C recalls that the
placenta was found to be gritty and thin, and qaestl whether this had caused Baby
A’s asphyxia, in the antenatal period.

Ms C recalls that Mrs A was lucid throughout theotehprocedure and fully aware of
what was happening.

Mrs A has a different recollection:

“I delivered the placenta by myself — no medicalffstvere near me. | had to
shout into the room to announce that the placerda wut. At this point
someone came and took the placenta away. Theyirsaaly that it ‘looked

good’ and said that it was still full of amniotilwid. Later however, concern

was expressed that it was actually ‘ragged’ anld diublood’.

Ms D massaged Mrs A’s abdomen to encourage thesutercontract, and watched
for blood loss, which was a trickle from the vagiirs A told Ms D that she could
feel a “gushing” and reiterated her concern abbig several times, but “no one
listened”.

Post-partum haemorrhage

At around midday, Ms D noted that she insertedimaty drainage catheter and that
Mrs A’s blood pressure was low at 90/60. The nextye which was incompletely
copied, showing the time as a partial number foldvby “00”, records that Mrs A
was feeling faint. She was laid flat and given axygand her abdomen was massaged
to make the uterus contract. Ms D also noted & tinne, “Estimated blood loss
350mls in bed.”

Ms D then recorded on the following page:

“1300 [Mrs A] fainting again. @continues. Synto infusion commenced 40iu
[international units] in N/Saline (500mls). Fundosw a bit boggy [non-
contracted]. Syntometrine 1ml IM. [Mrs A’s] conditi rapidly deteriorating. P
weak 128. BP 88/60. Further 1000mls N/Saline conuaeri

Ms B, Ms C and Ms D subsequently advised that tase no recollection that Mrs A

had a 350ml blood loss, and that there is no reobithis volume. They stated that
there was an estimated blood loss of 1000mls ‘jpicentally” and a 400ml “gush”

30 minutes later. However, Ms D’s record indicatest this subsequent recollection
is incorrect. Ms B’s retrospective notes record 1880ml loss occurring at 12.25pm
and a 400ml loss at 1.25pm.

Mrs A was sitting up in bed and lucid when Babyeéft in the ambulance with the
Retrieval Team. (The time the Retrieval Team ledt tnaternity unit with Baby A was
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not recorded.) Ms D discussed with Mr and Mrs Adp&ons for travel to hospital to
be with Baby A.

Ms B’s retrospective record for Mrs A for 1.06pmes

“[Mrs A] faints, looks pale, pulse weak, BP 100/Byntometrin& IM given.

Syntocinon infusion commenced — 400ml brisk ble&tibulance on standby
activated (1325) and [Mrs A] transferred to [hoafpit 500mlis Gelofusion
administered en-route to [hospital]. A further 40@hood loss in ambulance.”

The ambulance that had remained on standby at #termity unit left for hospital,
with Mrs A, at 1.35pm. Ms B recorded that Mrs A wagen 900mlis of Gelofusin (a
blood expander) in the ambulance on the way toitadsp

Postnatal care

Mrs A was admitted to hospital. It was estimateat tier blood loss was 1.8-2 litres.
She required a blood transfusion of four unitsatked cells and was taken to theatre
for repair of a second degree perineal tear andvahof clots from the uterus. Mrs A
remained at hospital until 29 September when shesterred, with Baby A, to the
maternity unit.

Mrs A considers that Ms B failed to provide herlwéppropriate support during the
postnatal period. Throughout her stay she was gieatradictory advice and received
little support in feeding Baby A. Mrs A complaindtht she had difficulty contacting

Ms B. She would leave messages that were not eduand appointments were not
kept. Mrs A said that she was discharged too soon.

The hospital records show that in the postnatatiiéns A was supported by a social

worker as well as the nursing and medical staff AMvas provided with a bed so that

he could stay over the first night to support hi,ewOn 11 September, when Mrs A

became anxious and tearful, a referral was matteetaeonatal nurse specialist. There
is a child health service team of two, the nurseciist and a counsellor, who

provide clinical and emotional support to parentshie couple’s situation. The notes
show that Ms B visited on 9, 10 and 13 Septembeérsaioke at length to Mr and Mrs

A.

On 13 September Mrs A and Baby A were moved to raoccodation provided for
out-of-town parents whose child is a patient at hbspital. The records show that
Baby A progressed well and started to breastfekd.v@as seen by a physiotherapist
and a speech language therapist.

19 Syntometrine is an oxytocic vasoconstrictor usedhie active management of the third stage of
labour, for prevention and treatment of postparam@morrhage associated with uterine atony.
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On 21 September the decision was made to transiby B\ from the Neonatal
Intensive Care Unit (NICU) to the nursery for babweho still require monitoring but
are well enough to leave NICU. Mrs A became updsbut this decision. A
paediatrician was asked to visit to speak with WMrabout the reason for the transfer.
On 30 September, Mrs A and Baby A were considerdzetwell enough to transfer to
the maternity unit for follow-up care and superrsi

Ms B advised that she frequently visited Mrs A &aby A at the maternity unit. She

said, “Outside of these visits [Mrs A] did phonelwprogress reports and questions.”
Ms B stated that the hospital provided Mrs A widtendary care because of her
blood loss. Before discharging Mrs A from her camethe week of 10 October 2005

when Baby A was five weeks old, Ms B performed laHgaalth assessment on Mrs A.

Mrs A reported feeling well, was eating well andihreo symptoms of anaemia. Ms B
did not consider that any further blood tests difofe-up was necessary. Mrs A

declined to be referred to the Maternal Mental Hedieam and Plunket.

Baby A was found to have sustained a major brgurynAt about five months of age
Baby A exhibited marked limb spasticity, infantigpasms, and limited social
awareness, and was thought to be severely visimaflgired. She is under the care of
a paediatrician at the public hospital’s childreciisic.

Retention of clinical records
Mrs A stated that Ms B took her clinical recordapparently to send in as official
records” and retained them for three months.

Ms B stated that Mrs A should have received heesditefore 21 December 2005,
because she had sent her three copies of the antesione of these copies were
returned.

Mrs A said that Ms B also did not provide her watiConsumer Feedback Form”. In
August 2007, Ms B advised Mrs A:

“I feel | need to clarify your understanding of tiidwifery Consumer
Feedback form. This is sent back to the midwife Her annual review, not
forwarded to the College of Midwives for review. Wiaust obtain consent
from the consumer to discuss the case. It is mydsta practice to include a
review form and | apologise if you did not receoree with your notes.”

However, counsel for Ms B subsequently advised tioatthe best of Ms B’s
knowledge, she followed her usual practice and B&atA a copy of the New Zealand
College of Midwives (NZCOM) feedback form and a ga@p her notes.

NZCOM advised that all Midwifery Feedback forms aeturned to NZCOM. The
consumer can remain anonymous, but if issues amskthe consumer identifies
herself on the form, NZCOM will make contact. Tloenhs are given to the Consumer
Reviewer on the review panel and then returnetdeanidwife after the review of the
events is completed.
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ACC decision

ACC'’s advisor, paediatrician Dr Maxwell, advisechttithe events of the first 21

minutes of Baby A’s life were poorly recorded. Tdecision to intubate was made at
11.25am, but it was unsuccessful. At 11.27am thethate remained low and the
Neonatal Unit was called. Dr Maxwell advised ACC:

“Whilst it is difficult to determine with absoluteertainty the contribution of
events prior to delivery and those of resuscitafmlowing delivery it is my

opinion given the initial observations immediat&jlowing delivery that the

most significant hypoxia related to events follogvidelivery most likely

secondary to difficulties in establishing oxygeoatiby bag and mask
technique. | think it is unlikely that the relatigentribution of difficulties with

intubation are a significant factor.”

By decision dated 3 November 2006 (Review No 45829)ACC reviewer found that
Baby A had suffered treatment injury on the bagiat,t having been severely
compromised at birth, there was a delay in adequatgenation (due to the failure to
establish an adequate airway), resulting in permigoin damage.

Debriefing meeting — the public hospital

A debriefing meeting regarding the circumstances Bafby A’s delivery and
resuscitation was held at the hospital on 15 Sdpeer2005. Present at the meeting
were Ms B, Ms C, Ms D, Ms F, Ms E and a NeonatdyBdnit nurse practitioner.

The nurse practitioner offered the meeting to thedf dnvolved in these events
because there is no provision for a Critical Inoiddebriefing for self-employed
midwives.

Ms B and Ms C outlined the actions they took folilegvthe delivery of Baby A. Ms B
advised the debriefing meeting:

“[Mrs A] after a long period of infertility, had aved, in labour, at term, and
was in the bath, for pain control, when the fir&ling of trouble started. The
fetal heart rate was being monitored intermitterdlyd had been ‘fine’ through
contractions, but with this contraction, had dipgeaim its normal (125 to
135bpm) rate to about 90bpm. [Ms B] expeditiousty fMrs A] out of the
bath, onto the bed and lying on her left side, anth oxygen by mask, while
instructing [Ms E] to call for another midwife.

On vaginal examination, the cervix was fully didt¢Mrs A] was pushing, as
the fetal heart rate was still down. An ambulan@es walled, and [the public
hospital] Delivery Suite was notified to expectriséer of a mother in second
stage, with fetal distress. By the time the ambedahad arrived, however,
delivery was imminent. [Ms C] was asked to assst] it was decided that
there was no other option but to ‘stand and deliver

17 September 2008 H)‘( 15

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



Health and Disability Commissioner Opinion 07HDGQ8B

At the meeting Ms B stated that Baby A was borreldad floppy. The baby initially
took a couple of gasps, but then “not much moreradfirthing”. Ms B said she
recognised that the baby was “more than just sulinawed started “ambubagging via a
mask”. When she and Ms C were unable to estabbsld ghest movement and Baby
A’s heart rate started falling, she was suctiorteat, head repositioned and the face
mask resealed. Chest compressions brought the tagartip, but it did not stay up.
Ms B stated, “In view of the problems with estahiingy ventilation (presumed to be
an airway problem), the decision was made to irtejtend Newborn Unit was called
to assist.”

The conclusions reached at the meeting were tha fesuscitation was well
managed, the airway difficulties were appropriatayioned and the ET tube, though
imperfect, probably saved [Baby A’s] life”.

Mr and Mrs A’s summary comments
Mr and Mrs A felt unsupported by Ms B in the aftettim of Baby A’s birth. Mrs A
stated:

“I had ... felt a level of unprofessionalism at varsostages throughout our
aftercare ... and so ... had serious concerns regatdengtandard of care we
received. | feel that the services were providetheuit reasonable care and
skill. ...

[Ms B] has indicated condescendingly that perhagsnmemory of events is
clouded and unreliable. On the contrary, vivid detaf many of the events in
this traumatic experience are forever ingrainedunmemories.”

Mrs A also indicated that “if [Ms B] had put herrthup in the beginning and taken
responsibility it is unlikely” she and her husbamould have made a complaint.

Independent advice to Commissioner

Expert advice was obtained from independent midwifienisha Waller and is
attached as Appendix 1.
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Responses to Provisional Opinion

The majority of the parties’ comments have beelectdd through amendments to the
above text. Some of their other key comments atined below.

Ms B, Ms C and Ms D
Ms B and Ms D advised that a number of the factstained in the report are
“strongly disputed”.

Ms B stated that she adequately co-ordinated bpc&ame and secondary services.
She also believes that she provided Mrs A with ZCAM feedback form and was
given three opportunities to advise Ms B of heraawns via the consumer advocacy
services. Ms B stated:

“In hindsight, the retrospective notes may havenb@ere comprehensive but
due to the nature of this incident we have sindeupea new form at [the

maternity unit] for recording the times/procedutglepphone calls in

emergency situations to standardise record keepinguld like it to be noted

that documentation was as accurate as it couldhtleruhe circumstances.”

Mr and Mrs A
Mr and Mrs A stated:

“For the most part, we agree with the independexped midwife,
Nimisha Waller, and do not comment on what we fealy be insignificant
differences in opinion or fact. However, there aoeme points that we feel
need to be either clarified or reiterated.”

They believe that “contradictions persist throughtbe midwives’ information”.

Mrs A stated that the Flat Baby Flow Chart that Biseferred to in her response to
HDC was developed as the result of a suggestiorergd/irs A. This flow chart now
forms part of the obstetric emergency procedured &HB rural delivery units. On 9
May 2007, the DHB Clinical Director Obstetric angr@ecology, wrote to Mrs A
acknowledging the part she played in the developmithis protocol.

Mr and Mrs A stated:

“Ms Waller has stated throughout her report tharpevould look at various
findings of the investigation with mild to moderatencern. However, the
actions or inactions of the people we trusted dagthave concluded in a truly
severe outcome. | cannot stress this enough. goanyou but a glimpse of
what this has done to our family. They took away baby’'s chance for an
ordinary life, full and normal interaction with héamily, our hopes and
dreams for her future. We won't see [her] playirgppily with her [baby

brother], or watch her unwrap a birthday presengei excited on Christmas
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morning. We won't get the chance to tell her toytlter room. She won't
travel or get a job or drive a car. They took heilittees, her personality, and
even her smile. Dead or alive, we've lost [Baby Afjey took away the little
girl that she was meant to be.

In replacement they have left us with a lifetimeuatertainty. They've given
[Baby A] extreme health issues, pain, and sufferfigjust two years old she
has already had a major hip reconstruction. Thexareany more surgeries to
come, no matter how hard we work to avoid them. RDwueher extreme
scoliosis she must now wear a back brace 23 hodeg/al wanted to be her
Mum, but instead | feel like her nurse. We haveléal daily with seizures,
suctioning, physiotherapy, health professionals, vasl as government
departments such as ACC. We have had to learn abedital procedures and
drug regimes, points of law and advocacy. Becahsecannot move, we have
to reposition her every 2—-3 hours through the njigsit to keep her skin intact.
Logistically, we can’t go on family vacations likéher people can. | can’t take
my children to the supermarket like other people ddis will all only worsen
as time goes by. There is no hope of improvemertaveé imprisoned in a life
that is forever different to that which we had plad, one that we did nothing
to bring about.

[Baby A] is a beautiful little girl. She has the st@orgeous deep brown eyes,
and the longest blackest eyelashes that frame Hsamtifully. Her olive skin
is smooth and perfect, and her silky brown haisfad soft curls. We love her
dearly and are totally dedicated to her. We wilvals do our utmost to
provide for her every need. However, on every lethes affects each one of
us, every minute of every day.

The midwives did this. Then they lied about it.

... The consequence to our family has been severpermanent.”
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Code of Health and Disability Services Consumers’ights

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

RIGHT 4
Right to Services of an Appropriate Standard

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

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

Other relevant standards
New Zealand College of Midwived)idwives Handbook for Practiq@005).
Standard three

The midwife collates and documents comprehensisesasents of the woman and/or
baby’s health and wellbeing.

Criteria
The midwife: ...

» documents her assessments and uses them as thébasi-going midwifery
practice.

Standard six

Midwifery actions are prioritised and implementgupeopriately with no midwifery
action or omission placing the woman at risk.

Criteria
The midwife: ...

* demonstrates competency to act effectively in a@yenmity emergency
situation.
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Opinion: Breach — Ms B

Early labour

Mr and Mrs A contacted their LMC, Ms B, in the ganours of 7 September 2005 to
advise her that Mrs A’s labour had started. At time the contractions were mild, the
baby was moving well and the liquor draining wasacl Ms B suggested that Mrs A
stay at home and call her again at about 7.30amindgpendent midwife expert,
Nimisha Waller, advised that this was a reasonabtgestion given the information
provided by Mr and Mrs A at that time.

However, at 6.45am Mrs A was becoming distressedhey contractions and

telephoned Ms B again. They agreed to meet at titermity unit at 8.30am. Shortly
after Mrs A was admitted, Ms B performed a vaggemination on Mrs A to assess
progress of the labour and to assess the babyiseielg. Ms B recorded the result of
her assessment.

Ms B listened to the baby’'s heart rate half hownyil 10.43am. Ms Waller advised
that this was reasonable because, until 10.43amatour was progressing normally
and there were no concerns or indications thab#y was distressed.

Maternal assessments

Ms B’s documentation records the care she proveilgthg Mrs A’s labour but lacks
any assessments of maternal well-being, such gsetature, pulse and blood pressure
either at her admission to the unit or during @deour. Ms Waller stated that Ms B’s
lack of maternal well-being assessment could bevedk as reasonable because,
initially, Mrs A’s labour was low risk. However, MrA was labouring in the maternity
unit’'s bath. The College statement on the use ééma labour and birth as pain relief
states that a baseline assessment of the mothdbadoydshould be done before the
mother enters the bath. The water temperature ghmikrecorded as the woman gets
into the bath, and regularly during the time shia ithe water. Ms B did not assess the
water temperature or Mrs A’s temperature at anyesta

Ms Waller advised that Ms B’s peers would view laak of assessment of maternal
well-being with mild to moderate disapproval. | ept Ms Waller's advice. In my
opinion, Ms B breached Right 4(1) of the Code hijinfg to assess Mrs A’s well-
being with reasonable care and skill.

Abnormal fetal heart rate

At 10.30am, Mrs A felt an urge to push and wasvatyi pushing at 10.43am when
Ms B detected that the baby’s heart rate had fatber6bpm. There is discrepancy in
the actions Ms B took at this time. Ms B states #fe immediately assisted Mrs A
from the water and positioned her on the bed ondfieside, administered oxygen and
called for assistance, which is the appropriatéoadn these circumstances. Ms B
documented this action and that Ms C arrived indbkvery room at this time to
assist. However, Mrs A insists that she was netadonto her left side. Ms C has not
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provided any information about how Mrs A was pasigd when she entered the
room.

When Ms C responded to Ms B’s call for assistatice,baby’s heart rate was still
concerning. Ms Waller advised that it would be @ptted that a baby who had
prolonged bradycardia in second stage would beyasgkd at birth, but the baby
would “hopefully” recover well with basic resusditn. Ms B commented that this
cannot be guaranteed and, because it cannot bmegdhat the baby will recover,
she called for back-up.

Ms C called for an ambulance at 10.50am. This \wasappropriate response to the
situation. The call received by the ambulance serwas recorded in the despatch log
as a “Non-Life Threatening” request. Ms B underdtdbat Ms C had conveyed a

sense of urgency when she requested that an ancbud#tiend for transfer to hospital.

Ms B denies that the request for the ambulance spasified as being non-urgent.

This was an urgent situation and the ambulanceeatiin seven minutes.

When the ambulance arrived at 11am, Mrs A was pgsbffectively, delivery was
imminent and the baby’'s heart rate was normal. Balwas delivered at 11.04am —
21 minutes after the fall in her heart rate.

Ms Waller advised that Ms B’s decision to remairthe maternity unit and not to
transfer Mrs A to hospital was reasonable. Howetlate was the potential for this
first-time labour not to progress rapidly.

Ms B challenged Ms Waller's understanding of rumsdternity practice when she
advised that an urgent request may have ensured ffrramedic was included in the
ambulance team, to assist with resuscitation. Mg that all the ambulance drivers
in the town are volunteers except for one, ancctee/s have “no more competence in
resuscitation than the midwives”.

| sought Ms Waller's response to Ms B’s challengew her suitability to provide
expert advice on this rural midwifery case. Ms Walhdvised that her current
caseload consists of women who reside in the mitygemi-rural areas and in rural
areas of Counties Manukau. In addition, Ms Walkes hlso assisted with homebirths
in rural and semi-rural areas. On the basis ofitifrmation, and my knowledge of
Ms Waller's general midwifery experience, | am sftid that she is qualified to
provide expert advice on the standard of care @gpexf a rural midwife.

Resuscitation

At the time of registration a midwife has to dentosite the competencies required by
the Midwifery Council of New Zealand. The Councipects all registered practising
midwives to update their skills in basic neonagésluscitation annually, and to be able
to perform basic resuscitation of the neonatal babys is supported by the NZCOM
and the New Zealand Resuscitation Council. Basgugs@tation includes IPPV
(intermittent positive pressure ventilation, witlbag and mask) and external cardiac
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massage (chest compressions). Advanced resustitatithe neonatal baby consists
of intubation (passing a tube into the larynx) dhd administration of medication.
The LMC is not expected to be skilled in advancesuscitation unless that is her
choice. Ms B had undertaken training in neonathl/lvasuscitation.

Once Ms B and Ms C established that Baby A wasredthing, they took her to the

resuscitation table and started the routine rewigm treatment of a rub down,

suctioning and oxygen by mask. Baby A’s heart veds found to be 40bpm, she was
not breathing and was floppy. Ms B started chestgressions while Ms C provided

oxygen via a bag and mask.

Ms Waller stated that it was appropriate to rubyBAbdown once she was born, as
tactile stimulation within the first few secondsncstimulate the baby to breathe. It
also dries the baby and prevents heat loss. Thmmmended sequence of events
following a rubdown is to establish and open thevay by positioning and suctioning
the baby if necessary. Breathing is then initiddgdactile stimulation such as slapping
the soles of the baby’s feet, flicking the heelraibbing the baby's back. If this is
ineffective, then breathing is initiated by theistssce of a bag and mask or bag and
endotracheal tube. Chest compressions are uséinidate and maintain circulation.
Medication may be necessary to stimulate circufatio

Ms B’s documentation of the resuscitation of Babghows that initial ventilation of
Baby A was by oxygen via a mask. Ms Waller adviged this would not have helped
improve pulmonary blood flow for proper oxygenati@xygen via a mask is usually
given when there is central cyanosis but the bablreathing spontaneously. The
record of Baby A’s resuscitation was inconsistent.

Ms Waller stated, “This inconsistency in documeantatdoes not give the confidence
to say with certainty that effective bag and masktivation (IPPV) was being given at
the time of Baby A’s resuscitation.” The main reasior collapse in babies is

respiratory rather than cardiac. For the majorithabies, well applied bag and mask
ventilation should be adequate to effectively regate.

Ms Waller agrees with ACC’s paediatrician, Dr Thers Stanley, who noted that it
appears that the bag and mask ventilation was ffettiee because Baby A’s heart
rate was still depressed at 11.25am. Ms Wallerchtitet maintaining a heart rate by
chest compression when there is poor ventilatiorotsgoing to improve the outcome
for a baby who is asphyxiated.

Ms B challenged Ms Waller's advice that “in [thedst majority of babies suffering
birth asphyxia well applied bag and mask ventitagbould be adequate to effectively
resuscitate”. Ms B stated that this implies thamaority of babies will not be
adequately ventilated even with an effective baghkiachnique. Ms B stated that the
bag and masking “greatly improved” Baby A’s coléwam grey to a healthy pink, and
therefore the bag and masking was effective.
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Although the Retrieval Team noted that Baby A wamK” with a heart rate of
130bpm when they arrived, she had “muted” air emrher lungs with loud air
sounds in her abdomen. The team removed the enteathtube inserted by Ms C,
cleared Baby A’s pharynx of secretions and re-iate her. Baby A’s colour was
then noted to be “good”. However, Baby A had marketiosis at that time, which
indicates that the midwives’ resuscitation effdned not been as effective as they
believed.

Ms Waller stated:

“[Baby A] did not receive adequate ventilation ihet first twenty-three
minutes of her life. This would have contributedhier outcome as adequate
ventilation is required to correct any effect ore thrain from prolonged
bradycardia and prevent further damage.

Peers would view this departure from reasonables caith moderate
disapproval.”

| accept Ms Waller’s advice that Ms B did not exeeaeasonable care and skill when
attempting to resuscitate Baby A. Accordingly, Meieached Right 4(1) of the Code.

Referral to secondary services

Baby A was delivered at 11.04am. Her Apgar scotgrét was 3. She was dark grey
in colour and floppy. Initially her heart rate wa20bpm, but it soon dropped to
40bpm. Ms B started chest compressions and, asl radieve, assisted Ms C to
resuscitate the baby. Baby A was flaccid and netthing and Ms B and Ms C’s
efforts over the next 21 minutes were unsuccessfabtablishing a satisfactory heart
and respiration rate.

Section 88 of the New Zealand Public Health ancaBilgy Act 2000 guidelines for
consultation with obstetric and related speciatistdical services recommends that
when the baby has an Apgar score of 6 or lessnfiveites after birth, or shows little
improvement within 10 minutes, the LMC must recomohéo the woman/parents
that the responsibility for her care be transferred

The records appear to indicate that at 11.27am MegBested that a call be placed
with the Neonatal Retrieval Team. Ms B stated thét call was to check that the
Retrieval Team was on the way and that the catetpuest the specialist team had
been made earlier. Ms B pointed out that the diiee the hospital to the maternity
unit takes 30 minutes and that the team would hadeto prepare before setting out. |
accept Ms B’s reasoning on this matter.

Postnatal care
Mrs A complained that Ms B did not adequately supper in feeding Baby A during
the postnatal period, and that she had to “orgaseything” for herself and received
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contradictory advice. Mrs A said that Ms B did katep appointments and did not
return calls. Mrs A considered that Ms B dischargedtoo early.

Mrs A was provided with secondary care by the haspetween 7 and 13 September,
the initial postnatal period, because of her posipablood loss. During this time Ms
B visited twice. Ms B resumed responsibility for $ViA’s care on 13 September,
visiting her at her accommodation and the materaitit. Ms B performed a full
health assessment on Mrs A before discharge. MepArted feeling well and had no
symptoms of anaemia.

Mrs A was not discharged until Baby A was five weeakd, and during that time
received visits from Ms B and was supported by @asavorker, a paediatrician and
hospital nursing and medical staff, the neonatef gounselling support team and the
maternity unit staff. Despite Mrs A’s feeling ofaidequate support, it appears that her
postnatal care was reasonable. In my view, Ms Bnditlbreach Right 4(1) of the
Code in relation to her postnatal care of Mrs A.

Documentation

Standard three of the NZCOMidwives Handbook for Practic€005) requires that

“[tlhe midwife collates and documents comprehensagsessments of the woman
and/or baby’'s health and wellbeing”. One of thetecia is that “the midwife

documents her assessments and uses them as tkefdragin-going midwifery

practice”.

Mr and Mrs A believe the assessments and recortseadvents of Baby A’s delivery
and resuscitation are inaccurate because therstaffded details of events onto paper
towels. This in itself is not unacceptable if nesiteged by urgency and if proper
records are written up soon afterwards.

Ms B provided a written record of Mrs A’s labourdaulelivery. The record is
annotated as retrospective. Retrospective recorfirginical records is acceptable,
but must be made as soon as practicable aftevtdr@seoccur and clearly identified as
retrospective. In her response to the provisiopation, Ms B disputed a number of
matters in the facts gathered. However, there Wisarepancy between Ms B'’s
statements about the treatment and care providéddréoA and the documentation
provided. There are also discrepancies between 'Msdditemporaneous notes on the
paper towels and her retrospective notes. For ebeamp

» At the debrief meeting on 15 September, Ms B advibat she performed a
vaginal examination on Mrs A at 10.43am to assdssation of the cervix,
when the bradycardia was detected. This is nordecbin the notes.

* Ms B also advised that CT®@as used to continuously monitor Baby A’s
heartbeat from 10.43am onwards. However, there i®oord in the notes that
this was the case.
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* Ms B recorded that Ms D introduced a urinary drgeeatheter at 12.10pm, to
assist the expulsion of the placenta. However, Msrbugh notes record that
this occurred at 11.50am.

» There is considerable discrepancy in the recordintpe time that Mrs A was
started on intravenous fluids and administered ebbolic Syntocinon to
contract her uterus. The paper towels show thaintih@venous line (luer) was
sited at 11.40am and the ecbolic given at 11.3%asD’s rough notes show
that the luer was introduced at 11.45am and thelechiven at 11.35am,
although this was overwritten to show 11.45am. M iBtrospective record
indicates that the luer was sited and the ecbolengat 11.45am.

* In response to the provisional opinion, Ms B stateat she cannot find any
record of Mrs A having a 350ml blood loss. Ms Ddsigh notes clearly state a
blood loss of this amount.

* In response to the provisional opinion, Ms B and Madvised that the IV
Syntocinon was started at 1pm as confirmed by #peptowel notes, rather
than 1.06pm as recorded in Ms B’s retrospectivesiot

My expert advised that “retrospective documentaisoacceptable if there is no time
to document during the procedure but [it] needbdacomprehensive and consistent
so there is confidence that the actions taken \wppgopriate”. | appreciate that this
was a busy and stressful situation. Ms Waller alighat the gap in the
documentation between 11.04am and 11.25am was n@asoas the midwives’
priority at that time was to resuscitate Baby Awdwoer, an accurate, consistent and
comprehensive clinical record is vital for ongoimgnagement. If, as the midwives
asserted, the paper towel documentation was amademecord of the events that took
place, the retrospective documentation should ek haltered the record of what
happened. This meant that the formal clinical réamas incorrect. In my view Ms B
failed to comply with standard three of the NZCOMNtwives Handbook for Practice
(2005) and breached Right 4(2) of the Code.

Furthermore, | note that discrepancies in clinicates may also cast doubt on a
practitioner’s veracity. | agree with the followirsgatement of Commissioner Robyn
Stent**

“When | encounter sketchy consultation notes, noly aloes it become
difficult to confirm the facts of a case but it tlnto throw suspicion on any
supplemental information provided.

1 «For the Record” NIZGP, 12 December 1998).
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In the end, whatever is remembered at a later dagewritten record is the
most significant witness of your actions. It is iongant for your sake as well as
your patient’s, that this is clear and complete.”

Summary

As Mrs A’'s LMC, Ms B had overall responsibility féihe maternity care provided to
Mrs A. Ms B’s care of Mrs A and Baby A was defidien several respects. Her
assessment of Mrs A and resuscitation of Baby Aevmet of an appropriate standard,
in breach of Right 4(1) of the Code. Ms B alsoddilto comply with professional

midwifery standards in relation to her documentatad events and breached Right
4(2) of the Code.

Opinion: Breach — Ms C

Ms C was the emergency on-call midwife for the mratg unit on 7 September 2005.
She answered Ms B’s call for assistance when Bdbyepisode of bradycardia was
detected at 10.43am.

Actions taken in relation to Baby A’s abnormal heate

Ms C called for an ambulance at 10.53am in resptmsés B’s concerns about Baby
A’s well-being. This was the appropriate responseatfetal bradycardia with no
indication that the birth was imminent.

Ms C recalls that she placed an urgent call toatimdulance service. However, the
ambulance dispatch log recorded that the priorigs WNon-Life Threatening”.
Ms Waller commented that if the call had been dtas urgent, a paramedic might
have been assigned to the ambulance and couldasaisted the midwives with Baby
A’s resuscitation. However, Ms B and Ms C adviskdt the ambulance service in
their area is voluntary and does not have a readiylable pool of paramedics.

In my view, Ms C’s decision to call for an ambulanat the time she did was
appropriate. | agree with my expert that an urgaiitfor an ambulance was required.
| accept that there may have been a misundersgmiirthe part of the ambulance
dispatcher who took the call as to the urgencyhef dituation and | am unable to
establish why the call was not logged as a higbripyi However, on the basis of the
information provided to me, | am satisfied that @sppropriately communicated the
urgency of the situation to the ambulance dispatchecordingly, in relation to her
call to the ambulance, Ms C complied with standsirdof the NZCOMMidwives
Handbook for Practic€2005), which states that “[m]idwifery actions gmeoritised
and implemented appropriately with no midwiferyiactor omission placing the
woman at risk”. Accordingly, in this respect, M@ not breach the Code.
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Call for back-up

There is no record of when the call was made td\ibenatal Baby Unit to request the
attendance of the Retrieval Team. Ms C stated ttiatcall was made early in the
resuscitation and that the note at 11.27am indtrespective records referred to a call
to check that the Retrieval Team was on its wayote Ms B’s comment that the
arrival time of the Retrieval Team, at around migdadicates that an earlier call was
made because the team would have needed prepatiatierbefore leaving for the
maternity unit, which is a 30-minute drive from thespital. However, | am left with
some doubt about when the initial call was madeeCagain this emphasises the need
for accurate record-keeping.

Resuscitation procedure

Ms C as the second midwife took over the resusoitabf Baby A, which | am
advised was appropriate. Ms C stated that LMCsnateexpected to be skilled at
intubation. In fact she has undertaken regular aedrresuscitation training at the
Neonatal Baby Unit. Ms Waller advised that all stgied practising midwives are
required to be skilled in basic neonatal resusoitatincluding IPPV? and external
cardiac massage), but are not expected to be dkileadvanced resuscitation
(intubation and administration of medication). Somelwives choose to undertake
training in advanced resuscitation.

| accept that a midwife is not currently expectedé competent in advanced neonatal
resuscitation. | intend to discuss with the Newlded College of Midwives whether
midwives practising in a rural setting would benhefiom additional neonatal
resuscitation training, given that there is mokelif to be a delay in transferring the
baby to secondary services for advanced resustitati

The public hospital protocol “Resuscitation of theonatal Baby” states that a flat
baby should be given oxygen via positive presswatilation for five inflation
breaths, and then for 30 seconds of normal bredthe. heart rate is then to be
checked and, if below 60bpm, chest compressionsldhme started. If the heart rate
stays low, medication should be given and intulbationsidered.

Ms C provided Baby A with oxygen via a mask and kbdwgen the baby failed to
respond appropriately to tactile stimulation. Msuztioned Baby A, repositioned her
head and resealed the mask when she found thatBsalmhest was not moving. Ms
Waller advised that Ms C'’s initial resuscitationaseres, the mask and bag delivery
of oxygen following tactile stimulation, suctiongpositioning Baby A’'s head and
resealing the mask, were appropriate.

When Ms C found that Baby A’s heart rate was 50bpis, B started chest
compressions. Baby A’s colour improved but shé sils not breathing well, and her

12 |ntermittent positive pressure ventilation.
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heart rate was fluctuating. At 11.25am, Ms C dettitte introduce an endotracheal
tube with the aim of stabilising Baby A’s heartealhis initial attempt to introduce
the tube failed, so she continued to provide oxygeBaby A with a mask and bag.

Ms C stated that Baby A’s colour remained satisigctout her heart rate was
fluctuating between 40 and 100bpm and, at 11.3%&m,decided to try to introduce
the endotracheal tube again. This time she wasessftd and Baby A’'s heart rate
stabilised.

Ms Waller advised that Baby A was not adequatelgtiiaged from 11.04am to
11.27am (23 minutes). When Ms C performed the cbestpressions, she initially
assisted the heart rate but this had no effecthernventilation and did not increase
pulmonary blood flow and oxygenation because she ned providing Baby A with
adequate ventilation.

Ms Waller stated that the lack of adequate vemditatcontributed to Baby A’s

unstable heart rate. If adequate ventilation haghl@ovided to Baby A before the
chest compressions were started there may haveaddferent outcome. Adequate
ventilation is required to correct any effect ore thaby's brain from prolonged
bradycardia and prevent further damage.

Ms C did not record the size of the endotrachdag tshe used or the length that was
inserted. Had this information been available, #ynmave mitigated Ms C’s anxiety
when advised to withdraw the tube. Ms Waller stated

“The resuscitation provided by [Ms C] is not ofemsonable standard as chest
compressions were commenced before good ventilatashachieved. ... The
decision to intubate to maintain an airway neeaeddcur earlier than at 23
minutes when it was first attempted, particulaflyguictioning, repositioning
the head and resealing the mask was not effeciive.peers would view this
departure with moderate disapproval.”

| accept my expert’s advice that Ms C did not regate Baby A with reasonable care
and skill. Accordingly, Ms C breached Right 4(1)}tloé Code.

Documentation

Ms Waller also noted that Ms C, as the lead piaggtr for the resuscitation, had an
obligation to comprehensively document the resasoit provided to Baby A. There
is no evidence that Ms C documented any of heomastiBy failing to collate and

document “comprehensive assessments of the ... babglsh and wellbeing”, Ms C

did not comply with standard three of the NZCOM\dwives Handbook for Practice

(2005) and breached Right 4(2) of the Code.
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Opinion: Breach — Ms D

Ms D had met Mrs A during her pregnancy and prayideme antenatal care to her.
On 7 September 2005 she was visiting a clientanhternity unit and responded to
Ms B’s call for assistance.

Management of third stage

The District Health Board protocol for the managatm# retained placenta includes a
flow—chart to guide maternity staff in active maaagnt procedure when a placenta
has not delivered within 30 minutes. The risk oftpartum haemorrhage is greater
when third stage becomes abnormal.

While Ms B and Ms C were engaged in Baby A’s regason, Ms D took over the
management of Mrs A and the delivery of the plagentthe third stage of labour. Ms
D followed the District Health Board protocol foramagement of a retained placenta
when she started intravenous fluids and commencideananagement of the third
stage at 11.25am with 10 units of Syntocinon, 2dutas after Baby A’s birth.

Delivery of placenta

Mrs A believes that Ms D tugged on the cord sevienaés. However, Ms D stated
that she was unable to sustain downwards tractiothe cord because it was friable
and she was concerned that it would break.

Mrs A voiced her concerns about a gushing sensatibrielt that no one listened to
her. Ms D stated that there was no excessive btssdat this stage.

Ms Waller advised that when the placenta sepafetas the wall of the uterus there
is sometimes a gush of blood through the vagings $éttles quickly and is usually
less than 500mlis. However, Ms D recorded at 11.50@nMrs A’s blood pressure
was low and pulse rate high, an indication that esolbheeding was occurring
internally.

Ms D introduced a urinary drainage catheter to gnits A’s bladder, which is
accepted practice to assist delivery of the placeihe placenta was delivered
15 minutes later.

| accept Ms Waller's advice that the procedureseutatten by Ms D to deliver the
placenta were appropriate.

Postpartum haemorrhage

At 1.06pm Mrs A fainted, her pulse was weak anddrat 128bpm, and her blood

pressure was low at 88/60mmHg. Ms Waller commetitatiMs D had not monitored

Mrs A’s blood loss between 12.25pm and 1.06pm wdtenfainted. The retrospective
notes provided by Ms B record that at 12.25pm Mita#l a 1,000ml blood loss and at
1.06pm she lost another 400mls in a “brisk bleéttiwever, Ms D’s notes do not

record any blood loss other than 350mls “in bedlpin. Mrs A’s abdomen was

17 September 2008 H)‘( 29

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



Health and Disability Commissioner Opinion 07HDGQ8B

massaged, a Syntocinon infusion was started toaxirthe uterus, and the ambulance
that was waiting at the maternity unit transferned to hospital.

Ms Waller stated that Ms D’s actions overall wepmprapriate, but she expressed
some concern that Mrs A had been left unattendet afsignificant blood loss and
had to call out to staff to gain their attentionenhthe placenta was delivered. Ms D
stated that during the times she was absent fromA& bedside she was still in the
room and involved in the care being provided to Wmsnd Baby A.

Ms Waller stated that Ms D had anticipated thatgersum haemorrhage might result
from the prolonged third stage. Although midwivesatcasionally have to leave their
patients to get relevant equipment, drugs andduicis should be done only when it
is safe to do so. Mrs A’s third stage was beingvalst managed and Ms D should
have been more vigilant given that Mrs A had lostoasiderable amount of blood.
Ms D’s peers would view her leaving Mrs A duringstime, albeit briefly, with mild
disapproval.

Ms D concedes that she left Mrs A for a few minués time to undertake other
duties related to her care. She stated, “I nowisedhat this was an added trauma to
them. | regret that | have added to their traunmthimway.”

In my view, having assumed responsibility for Mris Aare, Ms D should have been
more vigilant. By failing to remain with Mrs A dung the third stage of her labour
when she was at risk of a postpartum haemorrhagel Mid not provide midwifery
services with reasonable care and skill. Accorginils D breached Right 4(1) of the
Code.

Other comment

Consumer feedback

NZCOM encourages midwives to continuously involvemen in the evaluation of
their practice. The NZCOM Consumer Feedback foria g®od tool for evaluation of
a midwife’s practice. Mrs A alleges that Ms B diot provide a feedback form. Ms B
advised that to the best of her knowledge, shev@t her usual practice and sent
Mrs A a copy of the NZCOM feedback form. Howevdrg has also acknowledged
that Mrs A may not have received a feedback forwould encourage all midwives to
use the feedback form. In this case, the form mayehallowed Mrs A to
communicate her concerns informally at an earlgesta
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Recommendations
| recommend that Ms B:

» Apologise for her breaches of the Code. The apodbgyld be sent to HDC (30
September 2008or forwarding to Mr and Mrs A.

* Review her practice in relation to her documentatamd the use of water in
labour and delivery, and confirm that she has dmnkby30 September 2008

| recommend that Ms C:

» Apologise for her breaches of the Code. The apodbgyld be sent to HDC (30
September 2008or forwarding to Mr and Mrs A.

| recommend that Ms D:

» Apologise for her breach of the Code. The apoldgyuid be sent to HDC b0
September 2008or forwarding to Mr and Mrs A.

Follow-up actions
* A copy of this report will be sent to the MidwifeGouncil of New Zealand.

* A copy of this report, with details identifying th@arties removed except the
names of Ms B, Ms C, Ms D and the maternity unifll We sent to the
New Zealand College of Midwives and the Districtaie Board.

* A copy of this report, with details identifying tiparties removed except the name
of my expert, will be sent to the Maternity Sergd@onsumer Council and the
Federation of Women’s Health Councils Aoteoroa, plated on the Health and
Disability Commissioner Website, www.hdc.org.far educational purposes.
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Appendix 1 — Expert midwifery advice

“I have been asked to provide an opinion to the @@sioner on case number
07/08615, and that | have read and agree to fall@vCommissioner’s guidelines for
Independent Advisors.

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

The following sources of information that were sbave been reviewed prior to the
advice being given:

* Letter of complaint to the Commissioner from [Mrdakirs A], dated 16 May
2007, marked with an ‘A’. (Pages 1 to 88)

* Independent paediatric advice provided to ACC by DrStanley and
Dr David Knight, received 11 July 2007, marked vattB’. (Pages 89 to 98)

* Clinical records provided by [the] District Heal®oard on 19 July 2007,
marked with a ‘C’. (Pages 99 to 178)

* Response received from midwife [Ms B], dated 7 Asi2007, marked with a
‘D’. (Pages 179 to 233)

* Notes taken during a telephone conversation witts[& on 14 August 2007,
marked with an ‘E’. (Pages 234 to 236)

* Response received from midwife [Ms D], dated 24t&mper 2007, marked
with an ‘F’. (Pages 237 to 248)

* Responses received from [Ms B], [Ms C] and [Ms ¥ {NZCOM'’s legal
advisor] on 12 November 2007, marked with a ‘GadPs 249 to 277)

| have been asked to provide expert advice todhewing:

To advise the Commissioner whether, in my opinimigwives [Ms B], [Ms C] and
[Ms D] provided services to [Mrs A] and [Baby A] ah appropriate standard.

1) Please discuss the expectation regarding an LMClilitya to
intubate/resuscitate a neonate.
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Additionally, if not already addressed above pleasament on the following:
[Ms B]

i) Did [Ms B’s] management and documentation of [Ms] labour meet the
accepted standards? Please comment.

i) Was [Ms B’s] management of [Baby A’s] delivery renable? If not, what
else should she have done?

iii) Was [Ms B’s] resuscitation of [Baby A] reasonabRi@ase comment.

iv) Please comment on adequacy of the postnatal caseBJMprovided to [Mrs
Al.

[Ms C]

i) Was [Ms C’s] resuscitation of [Baby A] adequate’hdft what else should
have been done in these circumstances?

[Ms D]

i) Did [Ms D’s] management of [Mrs A’s] third stage atethe accepted
standard? Please comment?

Are there any aspects of the care provided by [JJ[§Bs C], and [Ms D] that you
consider warrant additional comment?

Factual Summary/background

[Mrs A] went into labour at home at 5.35am on 7 t8eyper 2005 and was admitted
to [the maternity unit] at 8am.

LMC [Ms B] monitored the FHR intermittently whilédrs A] laboured in the birthing
pool.

At 10.43am there was a prolonged episode of bradigra— 76 to 82bpm. [Mrs A]
was assisted from the pool and positioned ontddieside. A non-urgent called was
made to the ambulance service at 10.48am. The amtmilarrived at 11am but left
shortly after.

[Baby A] was delivered at 11.04am, dark grey inoco) floppy and making gasping
movements. Her heart rate was 120bpm and Apgae &at one minute. [Ms B] took
[Baby A] to the resuscitation table. [Baby A] wased, rubbed and given oxygen via
a mask. Assistance was called and midwives [Msnd][Ms D] arrived in the room.
Chest compressions were administered which brotnghheart rate up, but this was
not sustained and it dropped to 40bpm. [Ms C] ss3igvis B] with the resuscitation.

The decision to intubate was made and [the] Hdspit@U was called for advice.
The first attempt to intubate was made at 11.258ms was unsuccessful and a
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second attempt was made at 11.35am. The baby's hatar stabilised but her
condition did not improve.

The [public] Hospital Neonatal Retrieval Team agdvat midday. The Neonatal
Nurse Specialist noted that there was muted anyentthe lungs but air could be
heard loudly in the abdomen, indicating that thelretracheal tube had been
incorrectly positioned in the oesophagus insteati®trachea.

[Mrs A’s] third stage was managed by midwife [Ms. [NIrs A] required resuscitative
support with a Syntocinon infusion following deliyeof the placenta. The ambulance
was recalled and transferred her urgently to [libliospital.

[Baby A] was transferred to [public] Hospital anouhd to have sustained a major
brain injury. At about five months of age [Baby Whs found to have marked limb
spacticity, infantile spasms, limited social awa®and was thought to be severely
visually impaired.

My response to the advice required is as follows:

1) Please discuss the expectation regarding an LMC’sbdity to intubate/
resuscitate a neonate.

At the time of registration the midwife has to dersvate the four competencies set
out by the regulatory body. These four competengils the relevant performance
criteria are on the Midwifery Council website (wwaidwiferycouncil.org.nz.). Prior
to 2004 the regulatory body for midwives was thedihg Council of New Zealand
and since the Health Practitioners Competence Assaer Act (2003) it is the
Midwifery Council of New Zealand. The performancaéeria 2.9 of the Competency
Two states:

‘assesses the health and the wellbeing of the NabriBaby A]nd takes all
initiatives, including resuscitation, which may heecessary to stabilise the
baby/tamaiti’.

The recertification programme for the midwives coemeed in April 2005 and the
Midwifery Council expects all registered practisingidwives who apply for the
Annual Practising Certificate (APC) to update thekill in basic neonatal
resuscitation annually.

Dr Knight has mentioned in his report of thé"ZSeptember 2006 (p97, point 25 and
26) that the midwifery Lead Maternity Carer (LMG)iequired to have the skills to
perform basic resuscitation of the Neonatal Balhys Ts supported by the Midwifery
Council, the New Zealand College of Midwives and tflew Zealand Resuscitation
Council. Basic resuscitation includes ventilationthwbag and mask (intermittent
positive pressure ventilation — IPPV) and exterr@rdiac massage (chest
compression). Advanced resuscitation of the Nediathy consists of intubation and
the administration of drugs. The midwifery LMC istnexpected to be skilled in
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advanced resuscitation unless he/she chooses thisiland maintain these skills.
Midwifery LMCs that work in rural or remote areamynchoose to maintain skills in
advanced resuscitation. Paediatricians such asnigjnKhave regularly suggested and
recommended the importance of maintaining gooditagioh in an asphyxiated baby
by use of bag and mask ventilation (IPPV) rathentmtubating the baby unless the
practitioner experienced in this is available. Biva of the resuscitation is to increase
pulmonary blood flow for proper oxygenation andsthan be achieved by use of bag
and mask ventilation (IPPV) and chest compressicimeé heart rate is 60bpm or
below. Within the file Dr Stanley in his report aid Fraser Maxwell in his letter
have also mentioned the importance of bag and mestidation to correct respiratory
distress in the neonate. The scope of midwiferyctra is in the normal and
maintaining advanced resuscitation skills can behallenge. Failed attempts at
intubation are likely to lead to further problenos &n asphyxiated baby.

[Ms B]

i) Did [Ms B’s] management and documentation of [Mrs]Aabour meet the
accepted standards? Please comment.

The management of [Mrs A’s] labour is detailed Ms[B] in the Labour and Birth
Record (p107-110). [Ms B] was initially contactedo&.35hrs on the'™7September
2005 following spontaneous rupture of membrandés &0hrs and commencement of
contractions soon after. A plan was made for [Mddbe in touch with [Mrs A] at
08.30hrs (the digit “8” has been changed to “7”igating 07.30hrs rather than
08.30hrs). A plan to see [Mrs A] later that morniegeasonable as from the history
taken the contractions appeared to be mild, cigaot was draining and the baby was
moving well at this stage.

At 06.45hrs [Mrs A] contacted [Ms B] as contracBomere getting uncomfortable and
were close together. A plan was made to meet atrfthternity unit] at 08.30hrs. [Mrs
A] arrived to [the maternity unit] at 08.00hrs. Thecumentation shows the care
provided to [Mrs A] during the labour but lacks amgsessments done in relation to
maternal wellbeing (maternal temperature, pulse btabd pressure) either on
admission to [the maternity unit] or during firstsecond stage of labour. The baby’s
heart rate was auscultated initially an hour l&&at 08.00hrs and then 09.00hrs) and
then every half an hour and is within normal limofs110-160bpm. The intermittent
auscultation of the baby's heart rate is reasonainti@ 10.43hrs as labour was
progressing normally and there were no concerngdication that the baby was
distressed. There are no antenatal records providedhe file but there is
documentation in the file that the pregnancy wasnadb

At 10.30hrs [Mrs A] was beginning to feel the utggush and by 10.43hrs it appears
she was bearing down well. The baby’s heart ratéhiat stage is documented as
76bpm. Appropriate action was taken to pull thegpnd [Mrs A] instructed to leave
the bath. [Mrs A] was put on her left side, givetygen by mask and assistance called
by [Ms B]. These are appropriate actions by [MsHjwever, [Mrs A] states that the
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position she was in was on her back rather thaneffteside as she was bearing down
with the contractions (p29). The rationale for lgeimn the left side is to prevent
supine hypotension in the mother that has the fiatén cause further bradycardia in
the baby. Prevention of supine hypotension can lagsachieved when the woman is
on her back by slightly tilting the woman on to It side to prevent pressure on the
major vessels. The clinical records (p108) do nention a CTG being applied
however, [Ms B’s] letter to HDC (p250) states thaf TG to continuously monitor the
baby’s heart rate was applied. [Mr A] states thathee big monitor he could see the
baby’s heart rate to be 115bpm. No CTG trace has beluded in the file. There is
no mention in clinical records (p108) of a vagiredamination to confirm full
dilatation when bradycardia was first noted howenehe Debriefing meeting on 15
September 2005 [Ms B] mentions that a vaginal eration was done (p267).

[Ms C] arrived in response to call for assistantee baby’s heart rate remained at
76-82bpm. For 10.50hrs it is documented that thbudance was called however,
there is no documentation to say that this was amturgent call. Apparently
ambulance record has shown that a non urgent Gl mwade at this time (p74).
Usually when an ambulance is contacted in thisasdn one would assume that an
urgent call was placed as the baby’s heart rateréacined bradycardic (heart rate
below 110bpm). The time of 10.45hrs has been addethowever it is unclear
whether this was done at the time of documentaitol0.50hrs or later. Occasionally
the time the action is taken is added a littlerlalénis doesn’t always reflect poor
standard of care as priority is given to stabifisather or baby’'s condition. However,
it is best practice to add that the particular doentation has occurred in retrospect.
At 10.50hrs a peek of the baby's head could be.siérs A] was encouraged to
continue pushing as the baby’s heart rate remah&8—-88bpm. It is documented that
there was good view of the baby’s head later in paaagraph but unclear what time
this was however it must be between 10.50hrs ar@#his when [Baby A] was born.
The ambulance arrived at 11.00hrs (15 minutes a#&arg called). At the time of the
ambulance arrival the baby's head was on the pamneBaby's heart rate is
documented as 128-135bpm. [Baby A] was born at4hitsOinto [Mr A’s] hand. The
cord was loosely round the neck and was slippedndover the baby’s body. The
documentation on the side of page 109 is added&bhrs by [Ms B] about the
baby’s heart rate being 118—-130bpm.

Should the ambulance have been called as an urgeantl should the transfer to
[public] Hospital have occurred?

It was appropriate for [Ms C] to have called an atabce. This was [Mrs A’s] first

labour and birth and it can sometimes take up tdaur for the baby to be born.
However, [Mrs A] was pushing very effectively frab®.43hrs and the baby was born
within 23 minutes. It appears that the baby's hearé in the last 9 minutes had
improved to 118-135bpm. If the ambulance had adrivehin 4-5 minutes of placing

the call, the decision that would have needed tamiaele was of whether it was
reasonable to transfer [Mrs A] to [the public] Hiiap | understand that it takes at

36 H>.< 17 September 2008

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



Opinion 07HDC08615

least 30 minutes to get [there from the materniiifjuThere is a strong likelihood
that [Mrs A] would have given birth in the ambulanc

Some practitioners could argue that transferringptdolic] Hospital would have been
better by placing an urgent call for the ambulafideugh [Mrs A] most likely would
have birthed in the ambulance they would have besmer the tertiary hospital for
support with resuscitation of [Baby A]. It needslie noted that though there was
prolonged bradycardia from 10.43hrs the baby hachabheart rate prior to this, was
at term and well grown, the heart rate had inciekase118-135bpm in the last
9 minutes of second stage of labour and the dest¢hé baby with effective pushing
was good. [An ACC staff member] has apparently cemied in the ACC review that
as the delivery was imminent at the time of proksh@pradycardia such decelerations
are less significant than in the earlier stageslaifour. That has been my
understanding and obstetricians that Dr Knight uBsed with supported [the ACC
staff member’'s] comment. One would anticipate thbybto be asphyxiated due to
prolonged bradycardia in second stage when birimmsinent but also anticipate that
the baby would hopefully recover well with basisuscitation.

The decision to remain at [the maternity unit] aad transfer to [the public] Hospital
in second stage of labour is reasonable howeveurgent call needed to be placed
regarding the ambulance. The rationale for maklimegambulance call urgent is that at
the time of placing the call only heavy shows andsibly a peek of the baby’s head
was visible. There was potential for progress rosd stage to be slower as this was
[Mrs A’s] first baby or for bradycardia to reoccUihe second stage of labour can take
up to an hour in a primigravida (woman having hiest baby). It is not clear from the
documentation whether there was a paramedic irathigulance crew that arrived at
11.00hrs. An urgent call for the ambulance may revaured a paramedic as part of
the ambulance crew. The midwives would have theh dra option of utilising the
paramedic’s skills if necessary.

Documentation

Whenany changes or additions are made to the origioa@lmhentation in the clinical
records it is important to date, time and signdhange or an addition. This helps to
minimise the perception that the documentation bagn altered to suit the
practitioner. There is no documentation of [Mrsusjng Entonox in labour ([Mrs A]
started using this for pain relief at 09.30hrs) asdstated previously no maternal
monitoring has been documented in the clinical msahroughout the first and
second stage of labour. Maternal pulse is of padicrelevance as it enables
practitioner to differentiate between maternal &dby’s heart rates and provide a
baseline for any changes that may result in relatiomaternal wellbeing. Maternal
temperature and blood pressure should also be aneditn labour to provide baseline
and to help in identification of any change to maaéwellbeing.

It appears from [Ms D’s] letter to HDC (p238) tfzatt obstetric registrar at [the public]
Hospital had been contacted by [Ms C] when there pvalonged bradycardia. This is

17 September 2008 H)‘( 37

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



Health and Disability Commissioner Opinion 07HDGQ8B

not documented in the clinical records. Calling thespital and discussing the
situation with the obstetric team was an approgradtion as they were aware of the
possibility of [Mrs A’s] transfer.

It is not clear whether [Mrs A] was in a deep batha pool but recording the
temperature of the water in the bath/pool and mateéemperature is considered to be
best practice when water is used for pain reliefvater birth is chosen as an option.
The New Zealand College of Midwives Consensus state on ‘Use of water in
labour and birth’ state that baseline assessmebbtif mother and baby should be
done prior to entering the bath/pool and thesesassents should be carried out
throughout the time in water as per normal labdiie statement also states that the
water temperature should be recorded as the womtarsehe bath/pool and regularly
during the time she remains in the bath/pool. lehattached the Consensus statement
with the report.

Some practitioners could argue that as [Mrs A’§plar was low risk until 10.43hrs
not undertaking maternal wellbeing assessmentsasonable. It needs to be noted
that these assessments were not undertaken whedmathgool was used for pain
relief or when there was deviation from normalhie second stage of labour.

The NZCOM (2005) standards of practice of relevaaree

» Standard two, Criteria 10 ‘documents decisions lardmidwifery actions’
— calling the ambulance, consulting with the obgtetegistrar, use of
Entonox for pain relief and using a CTG monitor

» Standard Three ‘the midwife collates and documerdmprehensive
assessments of the woman and/or baby’s health atidemg’ — lack of
maternal wellbeing assessments.

The peers would view not calling an ambulance uigeand lack of assessment of
maternal wellbeing with mild to moderate disapptovBome practitioners would
consider that as birth was imminent the possibdityransfer to [public] Hospital was
less likely and hence not putting out an urgenit foalthe ambulance is reasonable.
However, [Mrs A] was having her first baby and theras potential for second stage
of labour to be delayed and prolonged bradycamieebccur. As [Mrs A’s] labour
was low risk until 10.43hrs some practitioners vdowgain consider it to be
reasonable not to have taken maternal wellbeingsassents. It needs to be noted that
the maternal assessments were not undertaken tprientering the bath/pool and
when there was prolonged bradycardia. The NZCOMseonsus statement on ‘Fetal
Monitoring in Labour’ (2005) state:

Prior to any form of fetal monitoring, the maternglulse should be palpated
simultaneously with FHR auscultation in order tdfelientiate between maternal and
fetal heart rates.

The copy of the consensus statement is attached.
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i) Was [Ms B’s] management of [Baby A’s] delivery reaable? If not, what
else should she have done?

[Ms B] encouraged [Mrs A] to push as effectivelysi®e could so that the baby could
be birthed. Once the decision was made to remajth@tmaternity unit] the second
stage of labour needed to be expedited in viewrolopged bradycardia which was
beginning to recover after about 7 minutes. Effecpushing is the only way to get a
good descent of the baby's head and [Mrs A] dichpeistremely effectively to birth
the first baby in 23 minutes.

[Mrs A] (33, point 8.3) asks why an episiotomy wasd done to expedite the baby’s
birth. The baby’'s head was visible as peeks atOtBssand the heart rate was still
bradycardic at 76—-88bpm. This was possibly the ttmeconsider an episiotomy.
However, if the baby's head is not on the peringben the perineal tissues haven’t
had the opportunity to thin out and this can ctwtie to heavy bleeding from the
episiotomy. If birth needs to be expedited due &bybbeing distressed then an
episiotomy has to be done. The heart rate did ingad 10.55hrs when it is charted as
118-130bpm and at 11.00hrs as 128-135bpm. [Babya&]born at 11.04hrs. Good
descent of the baby during pushing and the reasseithat the baby’s heart rate was
improving may have contributed to the decision tw do an episiotomy. If an
episiotomy had been done it may have lessened stageee of asphyxia due to
prolonged bradycardia but it is unlikely to haveesdd the final outcome for [Baby
Al

The actions of [Baby A] birthing into [Mr A’s] hassd cord being slipped over the
body, clamping and cutting the cord and baby takethe resuscitation table (Ohio)
are appropriate.

iii) Was [Ms B’s] resuscitation of [Baby A] reasonableease comment.

From the documentation on p109 it appears that tveas established that [Baby A]
was not breathing the cord was clamped and cutby|B&] was taken to the
resuscitation table (ohio). She was rubbed downygem was given by mask,
suctioned, and heart rate was assessed and fousel 40bpm. Chest compressions
were commenced by [Ms B] while [Ms C] was baggihg baby. At this stage [Ms E]
the enrolled nurse and [Ms D] (midwife) were askedome and assist. The Apgar
score allocated at one minute after birth is cloaai® “3” — Heart rate was given “2”
indicating that the heart rate was >100bpm, colwas allocated “1” — indicating
baby had good colour apart from peripheral cir¢cofatoeing poor and respiratory
effort, reflexes and muscle tone were allocatediti@icating baby was not breathing
and was floppy. [Ms B] has documented the babyflascid” at birth indicating the
baby was apnoeic and gasping.

It was appropriate to rub down [Baby A] once sha Wwarn. This tactile stimulation in
the first few seconds can sometimes stimulate #igy o breathe and helps in drying
the baby so that heat is not lost by evaporation.

17 September 2008 H)‘( 39

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



Health and Disability Commissioner Opinion 07HDGQ8B

Following tactile stimulation the recommended segaeof events when baby is in
need of resuscitation are as follows:

A — Airway — establish an open airway.

This is done by positioning the baby and suctioningecessary. The infant is
placed on his/her back or side with neck sligh#tyeaded. The mouth, nose
and in some instances the trachea are suctiorsettimg an endotracheal tube
(ET) can also ensure an open airway. Positioniegotiby can occur before or
after suctioning.

B — Breathing — initiate breathing.

This is done by using tactile stimulation such abbing the baby down,
slapping the soles of feet or flicking the heelrabbing the infant’'s back to
initiate respirations, by giving IPPV with bag anthsk or with bag and ET
tube.

C — circulation— maintain circulation.

Chest compressions are used to stimulate and nmainieulation and/or
medications if chest compressions fail.

[Baby A] therefore needed to be suctioned if nemgsand put in position with neck
slightly extended to establish an open airway. Thissually done but not documented
in the clinical records. In absence of respirateffprt or baby gasping ([Baby A’s]
case) IPPV with bag and mask ventilation needsetedimmenced soon after tactile
stimulation. The bag has an oxygen inlet where 10@%gen is able to enter the bag
so that when bag and mask ventilation is providegyen is released to the baby. To
ensure that the mask is well applied and theregsoa seal initially IPPV is given 2—
3 times to observe the rise of the chest. If there evidence of rise of the chest then
the seal on the mask or the position of the baledsdo be corrected or the baby
needs to be suctioned. The rise or fall of the tclsethe best indication of adequate
ventilation (that the lungs are being inflated)eTIRPV is given at the rate of 40—-60
breaths per minute. This helps to improve pulmonblyod flow for proper
oxygenation. After 30 seconds of IPPV the head imevaluated. If heart rate is equal
to or less than 60bpm then chest compressions tarted in ratio of 3 chest
compressions to 1 IPPV. Thirty seconds later th®y I reassessed for breathing and
heart rate. If the heart rate is equal or gredtan tLOObpm or there is evidence that
heart rate is rising chest compressions are disued and IPPV at the rate of 40—60
breaths per minute is continued until spontanecespirations are present or
help/assistance arrives. There is continual asssgsai the baby every 30 seconds
during resuscitation to determine the next actiwollowing successful resuscitation
oxygen by mask (free flow oxygen) should be usedupport the baby’s initial
spontaneous respirations. The free flow oxygen ihdsawn slowly if the baby
remains pink. From [Ms B’s] documentation (p109gjipears that initial ventilation
of the lungs was by use of oxygen via mask. Thisld/mot have helped to improve
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pulmonary blood flow for proper oxygenation. Thegap score is not determined
until 1 minute after birth. Resuscitation in mafprof the cases is started before this
time. From the documentation it appears that résign was started before the
Apgar score was determined.

There is no documentation until 11.25hrs by [MsBjis is reasonable as the priority
was to resuscitate [Baby A]. However, it is impatteo retrospectively document the
resuscitation given and the baby’s response toptieeedure. The documentation
between 11.25hrs to 11.35hrs mention 2 attempitst#bation, heart rate fluctuating
between 100-40bpm and stabilising to 100bpm folhgwisecond attempt at
intubation. There is documentation of continuat@mnoxygen by mask and chest
compression. At 11.35hrs Apgar score is chartetasThe colour of the baby had
improved but respirations, muscle tone and reflexese absent. Between 11.39hrs
and 12midday the baby’'s temperature was taken axllew at 35.3 degrees. It is
documented that 100% oxygen was continued and ¢he hate was stable at 100—
120bpm. The NBU retrieval team arrived at 12 midd&gn resuscitation was handed
over to the team.

On page 139 documentation states that the babyagged (IPPV) at birth. It is not

clear from the documentation at what time this wiasumented and by whom.

However, [Ms B] in her letter to [her advocate], dr-ebruary 2006 (p00185) under
point 2 says that as [Baby A] was not breathing [Msassisted by giving her some
oxygen via the mask. Oxygen by mask is usuallyrgimepresence of central cyanosis
(baby is blue in colour) but the baby is spontasgohlreathing.

Unfortunately documentation regarding applicatidrventilation to [Baby A] is not
consistently recorded as being with bag and ma&R\() but that oxygen was applied
via a mask which, as Dr Stanley states is a tothifgrent therapy. This inconsistency
in documentation does not give the confidence yongth certainty that effective bag
and mask ventilation (IPPV) was being given attthee of [Baby A’s] resuscitation.
There is also poor documentation over the firsti2dutes of [Baby A’s] life and it is
unclear whether chest compressions were initiadlyessary. [Ms B] has documented
that heart rate was 40bpm and chest compressianagenmenced. My understanding
is that even if heart rate is low initially thedfirline of action after suctioning and
positioning the baby is to commence IPPV (bag aadknventilation) for 30 seconds
at 40-60 breaths per minute. The [public] Hospat@tocol on Resuscitation of the
Neonatal Baby attached by [Ms B] (p 251) supporysumderstanding of the sequence
of events. In babies the main reason for collagseespiratory rather than cardiac
while in adults it is cardiac rather than respiratdn the vast majority of babies
suffering birth asphyxia well applied bag and muashtilation should be adequate to
effectively resuscitate. Dr Stanley supports thysshating that with heart rate still
depressed at 11.25hrs it appears that bag and mesidation was not being
effectively given (p92). As [Baby A’s] heart rate ldrth was adequate it is unlikely
that severe depression had already occurred wilbmged bradycardia.
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[Ms B] at the Debrief meeting on ¥55eptember 2005 mentioned that good chest
movements could not be obtained. Both Dr Knight BndStanley have commented
on this in their reports. As stated it shows th2aldy A] did not receive adequate
ventilation in the first twenty three minutes of iée. This would have contributed to
her outcome as adequate ventilation is requirembtect any effect on the brain from
prolonged bradycardia and prevent further damage.

Peers would view this departure from reasonable wéth moderate disapproval. It is
important that correct sequences of resuscitatieasures are taken to ensure
adequate ventilation. Maintaining a heart ratelgst compression when there is poor
ventilation is not going to help in improving thautoome of a baby that is
asphyxiated. Retrospective documentation is acbkptd there is no time to
document during the procedure but needs to be amepsive and consistent so there
is confidence that the actions taken were apprtaria

The NZCOM (2005) standard of practice of relevaisce

» Standard Six, criteria 4 ‘demonstrate competengctoeffectively in any
maternity emergency situation’ — the inconsisteimcthe documentation
raises doubts regarding actions taken during réatiso.

iv) Please comment on adequacy of the postnata ds B] provided to [Mrs
Al.

[Ms B] visited [Mrs A] twice in the hospital folloimg birth of [Baby A] (marked ‘G’
pl20 & 122). There are no records about subseqesthatal care provided to [Mrs
A] in the file sent. Between 7 September 2005 aB&éaptember 2005 [Mrs A] was
under secondary care so majority of the care wbaie been provided by the hospital
staff. However, [Mrs A’s] care was transferred baokLMC [Ms B] on the 1%
September 2005.

In [Ms B’s] letter to [her advocate] date8*ZFebruary 2006 under point 8 (p187) she
states that visits to hospital and [Mrs A’s accordatmn] were frequent and outside

of the visits [Mrs A] did phone with progress refsoand questions. Apparently for

urgent matters [Ms B] needed to be paged which [Mre/as aware about and other

contacts were returned but not immediately. [MsdBcouraged texting due to time

delay and in area she resides in the cell phoastisf range.

It is reasonable for [Ms B] to ask the women shavjgles care to page her for urgent
matters and not responding to non-urgent matterseidiately. No records of visits
following discharge have been included in the $ibmt making it difficult to comment
on the adequacy of subsequent postnatal care.
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[Ms C]

v Was [Ms C’s] resuscitation of [Baby A] adequate?niit what else should
have been done in these circumstances?

In the clinical records there is no documentatign[iMs C] about the resuscitation
procedure. All documentation related to resusaiatias been done by [Ms B]. It
appears from [Ms D’s] letter (page 262) that eacidwife documented actions
quickly on paper and these were pooled togethdsetalocumented in [Mrs A’s]
clinical record.

[Ms C] in her letter to HDC on 2bSeptember 2007 outlines her role and involvement
in resuscitation of [Baby A]. According to [Ms Che was an emergency on call
midwife for [the maternity unit] on the day of [Bal\'s] birth. She was called to
assist at the birth due to bradycardia in the sgstage of labour at approximately
10.45hrs. [Baby A] was given bag and mask ventitatvhich was started soon after
tactile stimulation. As good chest movements weoé¢ obvious [Baby A] was
suctioned, her head repositioned and mask reselB&d)’'s heart rate was down to
50bpm so chest compressions were commenced wlsdteakthe heart rate. [Ms C]
decided to intubate despite the fact that [Babyhadl pinked up well as there was a
problem with respiratory effort. When the firsteatipt at intubation failed [Ms C]
continued with bag and mask ventilation. [Baby A¢gllour remained good but the
heart rate continued to fluctuate between 40-100bpnshe decided to re-intubate
again. This time the intubation was successful laatoly’s heart rate stabilised. NBU
phoned at this time for an update and it was sugddhat the ET tube get withdrawn
in case it was too far — this was done with res@mmaas [Ms C] did not want to pull

it out too far. Bag and ET tube ventilation was towred until NBU retrieval team
arrived when care was handed over to [them]. A sittage colour and heart rate were
good and [Baby A] was gasping about every minute.

[Ms C] in her letter does not mention oxygen by tihask but bag and mask
ventilation with oxygen to resuscitate [Baby A]wias appropriate for [Ms C] to have
given bag and mask ventilation following tactilensilation. However, the baby
wasn't ventilated at that stage as good chest mem&snwere not obvious.
Appropriately [Ms C] suctioned [Baby A], repositieth her head and resealed the
mask. As the baby’s heart rate at this stage wdgprBOchest compression were
commenced without adequate ventilation. This asditdte heart rate initially but had
no effect on the ventilation and did not increasdmwmnary blood flow and
oxygenation for the baby. Hence [Baby A] pinkedhui there was a problem with
lack of respiratory effort. Lack of adequate veatidn contributed to unstable heart
rate. If adequate bag and mask ventilation had pearided prior to commencement
of chest compression the resuscitation may have dadifferent outcome. As
mentioned under ‘[Ms B] point ii’” my understandimgthat even if heart rate is low
initially the first line of action after suctioningnd positioning the baby is to
commence IPPV (bag and mask ventilation) for 30isds at 40—-60 breaths per
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minute. The [public] Hospital protocol on Resudiita of the Neonatal Baby
attached by [Ms B] (p251) supports my understandinifpe sequence of events.

From 11.04hrs to 11.27hrs (for 23 minutes) whest fattempt at intubation was made
there was no adequate ventilation provided to [Ba&byT his would have contributed
to her outcome as adequate ventilation is requecbrrect any effect on the brain
from prolonged bradycardia and prevent further dgama

There is conflicting information regarding whethlee endotracheal tube (ET) was in
the correct place. The letter by David Bourchiet4®) states that the endotracheal
tube was in place with the heart rate of 130bpm nwhetrieval team arrived.
Documentation by Neonatal Nurse practitioner (pIst@)es ‘air entry muted in lungs,
louder in the abdomen. Unable to visualise the tthwas removed, pharynx cleared
of secretions and re-intubated with size 3.5EYTmi @t the lips’. Once this was done
the baby had good colour, good heart rate and wesdhing. Dr Knight feels that the
endotracheal tube was not in the right place By A] was reintubated by the
retrieval team. It needs to be noted that the etiob did not occur till [Baby A] was
30 minutes of age and by this time the inadequeatdilation would have contributed
to her outcome.

[Ms C] has not mentioned in her letter the siz¢hef ET tube she used for intubation
nor the length that had been inserted. Thoughish&g minor omission knowing the
length that had been inserted would have diminigtexdreservation of pulling it out
completely when [the paediatrician] phoned and satggl that ET tube get withdrawn
in case it was too far. There is no mention inl#t&er or documentation in clinical
records of the length and frequency of chest cosgwas provided to [Baby A] or of
whether air entry was checked following intubatiblawever, checking of air entry
on both sides was mentioned by [Ms C] at the Déibgemeeting on the 1%
September 2005.

The NBU retrieval team was not contacted till 1hr27 It is not clear why an earlier
call had not been made as it takes 30 minuteshertéam to arrive from [the]
Hospital.

The resuscitation provided by [Ms C] is not of wmaable standard as chest
compressions were commenced before good ventilavas achieved. Further
attempts at suctioning, repositioning the head eexkaling the mask may have
resulted in better ventilation. The decision tabdte to maintain an airway needed to
occur earlier than at 23 minutes when it was ats¢mpted, particularly if suctioning,
repositioning the head and resealing the mask whsffective. The peers would view
this departure with moderate disapproval.

The NZCOM (2005) standard of practice of relevaisce
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» Standard Six, criteria 4 ‘demonstrate competencydb effectively in any
maternity emergency situation’ — appropriate amaety actions are taken at
the time of resuscitation.

[Ms D]

vii Did [Ms D’s] management of [Mrs A’s] third stage ptethe accepted
standard? Please comment?

[Ms D] had provided some antenatal care to [MrsTjerefore when she noticed that
[Ms B] and [Ms C] were busy with resuscitation &@apy A] she asked the two
midwives what she could do to help.

The sequence of events relating to the third stddabour are documented on pages
104-105. When and who documented the events isleart as there is no date and no
signature.

[Ms B] has documented in clinical records at 11r43hat [Ms D] was giving 101U of
syntocinon IM to aid birth of the placenta and meanies.

[Ms D] has described the management of third s(pg88—240). There are no times
in the description to HDC but [Ms B] has documentied times in clinical records
(p110). When the placenta was not separating fallgwan injection of 10IU of
syntocinon at 11.45hrs IV cannula size 16G wasriedein [Mrs A’s] right arm. A
litre of Normal saline was commenced. This is reabte practice. [Ms D’s] rationale
for inserting the IV cannula as risk of PPH is l@gkwvhen the third stage has become
abnormal is sound. At the time of insertion of asarblood is also taken for group
and hold. There is no mention of whether this wased However, blood for group
and hold was taken from [Mrs A] at time of admissio [the] Hospital.

When placenta still remained adherent [Ms D] fokowthe [the] District Health
Board retained placenta protocol which involveaating 201U of syntocinon diluted
in 20mls of saline into the umbilical cord to assseparation. This was done at
11.50hrs which is five minutes after the administra of 10IU of syntocinon IM.
There is first documentation of maternal pulse labQhrs of 80 and Blood Pressure
(BP) of 90/60. There is discrepancy about the prdase and BP between pages 104
and 110. [Ms D] was unable to apply steady tractmthe cord as it was friable. It
appears that blood loss during this stage was wraaitand found not to be excessive.
However, with a high pulse rate and low BP one wadnclude that there was some
bleeding occurring internally. Blood pressure regdat 12.04hrs is documented as
98/54 and on page 104 as 100/60. A urinary cathetey inserted at 12.10hrs to
ensure that the bladder was empty. Clear urinenith@iis documented in clinical
records. The procedures undertaken are appropiiageplacenta birthed 15 minutes
after the insertion of urinary catheter (12.25lars)l 50 minutes after administration of
syntocinon (There is discrepancy about the timet&ynon was administered —
11.35hrs or at 11.45hrs as documented. This coalldue to each midwife using her
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own watch to document the time the actions occuyrElde uterus was checked to
ensure it was contracted and massaged to expektlatsy The documentation in

clinical records of the measured blood loss is Dl8Gt 12.26hrs which is considered
to be postpartum haemorrhage (PPH).

[Mrs A] on page 14 mentions that she was gushirg this was attributed to the
separation of the placenta. When the placenta atgsafrom the wall of the uterus
there is sometimes a gush of blood through thenaagihe blood loss then settles
quickly and usually is less than 500mls. The tbtabd loss at the time of completion
of third stage is documented as 1000mls.

At 13.06hrs [Mrs A] faints, looks pale, has a weaitse (128) and her blood pressure
is 100/70 (88/60 on page 105). Syntometrine IM wagen. Uterine fundus on
palpation was found to be boggy and massaged. i$happropriate action. A brisk
bleed of 400mls is documented. Syntocinon infusiwwas commenced and an
ambulance called to transfer [Mrs A] to [the] Hdapi Enroute to [the] hospital
500mls of Gelofusion was administered. A furthe@@@s of blood loss was noted in
the ambulance. A total of 1800mls of blood loss hesllted from the '3 stage of
labour prior to arriving at [the] Hospital.

[Ms D] (p239-240) states that she believes thas[Mrwas haemodynamically stable
during third stage of labour and that when [Mrs Bifthed her placenta and
membranes she was not in a compromised state. M¥ispulse was tachycardic
(102) at 11.50hrs and her blood pressure was I8#%(9. This was the first recording
of [Mrs A’s] pulse and blood pressure so they ccaddhormal values for her and [Ms
D’s] assessment of [Mrs A] may be reasonable. Hawnekiigh pulse rate and low
blood pressure is usually associated with bleedihghe bleeding is not obvious
externally then it needs to be anticipated tharimdl bleeding may be occurring.

The actions taken by [Ms D] of administering Symoa 10IU IM to birth the
placenta and membranes, of inserting a cannuldigs A’'s] arm, of commencing
intravenous infusion of normal saline, of insertegrinary catheter and undertaking
[Mrs A’s] vital signs (pulse and blood pressureg agasonable. In relation to [the]
DHB protocol of retained placenta [Ms D] followduketprotocol by injecting 201U of
syntocinon diluted in 20mls of Normal saline intee tumbilical cord as placenta and
membranes had not birthed for 30 minutes.

[Ms D] states in her letter that she did leave [Mijsfor few minutes at a time and
apologises that she added further stress. Midwdedsave to occasionally leave to get
relevant equipment, drugs and fluid to administeeavhen it is safe to do so.

There is no documentation of the monitoring of bldoss between 12.26hrs and
13.06hrs when [Mrs A] fainted/crashed. [Ms D] wast mear [Mrs A] when the
placenta birthed as [Mrs A] had to shout out t@inf them of the appearance of third
stage. [Mrs A’s] third stage was being actively mged and a practitioner needs to be
vigilant when there is a blood loss of 1000mls.
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The peers would view this departure with mild dm&val as [Ms D] had anticipated
that postpartum haemorrhage may result from pradripird stage and overall had
taken appropriate actions even when [Mrs A] faifdexshed. It needs to be noted that
[Ms D] had gone to help her colleagues and was tirdge because she had a woman
at [the maternity unit] that she was responsible foleaves one wondering what
would have happened if [Ms D] had not volunteerdthelp her two colleagues who
were busy with resuscitation. Usually if there andy 2 midwives available then one
who came to assist is responsible for the baby's aad the other (LMC usually) is
responsible for the mother and completion of thel thtage of labour. However, when
chest compressions are required as well as bagnsask ventilation then two
practitioners providing resuscitation enables thec@dure to occur with ease than
doing it on your own.

vii Are there any aspects of the care provided by [JIs[®Bs C], and [Ms D]
that you consider warrant additional comment?

Vaginal Examinations

The issue of vaginal examination in labour is usudiscussed during the antenatal
period. This was apparently done by [Ms B]. Howeueappears that it may not have
been rediscussed at the time of admission to [tiemity unit] at 08.00hrs.

Use of water

The bath/pool helps to relax and save energy dwarty phase of labour, and also
soothes the back. If the contractions seem to bedess strong, women could get out
of the pool for a while until they intensify agaamd then get back in when they want
some help with the pain.

Hospitals often have a policy which states that wonshould not get into the
bath/pool until the cervix (neck of your womb) isef centimetres dilated. This is
because getting into the bath/pool sometimes cdabesir to slow down. This was
the intention of [Ms B] so [Mrs A] could save engiand have some rest. Getting into
the pool before the cervix has been opened up rhydhe contractions might mean
that the labour goes on for longer. Once the wog®s in, she might find either that
her contractions are less intense for a while,hat they suddenly become more
frequent and stronger. Either way, she will bendfitthe first case, shwill have an
opportunity to rest, and in the second, her lawillrprogress rapidly. This is what
happened in [Mrs A’s] case.

Perineal tear, repeating blood tests and confiderslity

On page 11 [Mrs A] mentions lack of regular assesgmby [Ms B] to the perineal
tear, blood checks and issues relating to confidiyt It is difficult to comment on
these due to lack of postnatal records followingdM'’s] discharge from secondary
care.
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The usual practice is to visualise any perineal algirepairs regularly during the
postnatal period to ensure healing is occurringrs[M\] had blood transfusion

following [Baby A’s] birth. The haemoglobin wouldatte been checked prior to

discharge from secondary care as [Mrs A] requirlead transfusion. A plan to re-

check the haemoglobin level at approximately foeeks is often discussed and can
be organised by the LMC as [Mrs A] would be on irsupplements. Sometimes
following discussion with the woman this may eveet grganised by the GP.

However, it needs to be checked at some point leEtwk-6 weeks in view to

discontinuing iron supplements.

Issues of confidentiality are hard to comment onnas all discussions between
woman and the practitioner are documented.

Communication

[Mrs A] in phone conversation with HDC (p234-236)mtions communication
regarding putting [Baby A] in foster care as wedl @her aspects of communication
between [Ms B] and herself. These are again diffimucomment on as they are not
always documented.

Changes to Documentation

[Mrs A] (p32, point 8.1) states that the copy otessent by [Ms B] prior to ACC
were different in relation to timing of the fetaddrt rate recordings (p69 & p70). If
this is the case then it is not acceptable pracBteh changes can be perceived as
being not competent as a practitioner.

As mentioned previously in this report (page 6h# teport) if changes or additions

are made to the documentation it is important tie,déme and sign the changes. If

involved in administering care then documentingetmospect is acceptable as long as
there is consistency and accuracy in the documentathese may help to reassure
women/whanau that notes are not altered to suprhetitioner.

Competency regarding Neonatal resuscitation

It appears that all three midwives have maintaitieeir skills in resuscitation
including intubation by attending study days. [Mk Has included the certificate of
attending the Advanced CPR refresher course"bauby 2006. [Ms C] has included
her annual certificates (2004—-2006) as well asdasanced CPR certificate (2006—
2007) and the ALSO course undertaken in 2003. [Wdd3 also attended Retrieval
seminar days. However, at the time of [Baby A'sjuscitation unfortunately the
documentation does not reflect the appropriat@astnecessary to ventilate the baby.
Without good ventilation stabilising the heart raecame a challenge for [Ms B] and
[Ms C].
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Focus of care on [Baby A]

For the midwives the priority was [Baby A] once skas born as she had severe
asphyxia and this is reasonable. The challengeloéaing good ventilation kept both
midwives with [Baby A]. The enrolled nurse was edlko come and assist but there is
limited role she would have been able to take. I|UMs D] arrived to help which |
believe was about 11.23hrs [Mrs A] would have fading left alone. As [Ms D]
stated there were people in the room so [Ms B] masalone however, the feeling of
being alone has to be acknowledged.

Consumer feedback

The Standard eight states the midwife evaluatesphastice (NZCOM, 2005). The
NZCOM encourages midwives to continuously involvemen in the evaluation of
their practice. Feedback forms from NZCOM are aldé for consumers. Midwives
usually give out consumer feedback forms to wonhey have provided care for and
[Mrs A] should have been given one to complete. BJss better placed to respond
in relation to when she distributes the feedbacinfoto women.

It needs to be noted that [Ms B] has participatednediation process in 2005 and
2006.

Further comments

[Ms C] has commented on the changes that have legle to aspects of practice
since [Baby A’s] birth (p265). It would be usefwrfall staff to be familiar with
changing the oxygen cylinders as | believe this thasssue at the time of [Baby A’s]
birth. It probably had very little impact on [BaBys] outcome but it can be perceived
as lack of familiarity with the equipment.

It is pleasing to note that one person is allocdtedhe job of documenting on the
form that has been developed in the unit. This ailsure accuracy and consistency
that is important when documenting in an emergesitcyation.

Summary

The information provided in the file shows that tilesing [Baby A] became a
challenge for the practitioners and adequate \aittit was not established in the first
23 minutes and probably not accomplished for a goodr following birth. This
would not have helped in correcting asphyxia andld/dave contributed to [Baby
A’s] outcome.

Postpartum haemorrhage is unpredictable and thex® awareness that it had a
potential to occur as third stage had been longré&lappropriate actions were taken
but there appears to be a lack of awareness ttemhal bleeding may be occurring as
maternal pulse was high and blood pressure was low.
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NZCOM CONSENSUS STATEMENT

Fetal monitoring in labour
This Consensus Statement was ratified at NZCOM AGM005

The New Zealand College of Midwives (Inc) considerthat one to one midwifery

care and intermittent auscultation of the fetal he# is the most appropriate method

of assessing fetal wellbeing in an uncomplicateddaur. The New Zealand College of
Midwives does not support the routine use of contimous electronic fetal monitoring

on admission or in labour for women who have unconiated pregnancies.

Rationale:

* Continuous electronic fetal heart rate monitoringmpared with intermittent
auscultation has not been shown to improve fetalemnatal outcomes as measured
by a decrease in morbidity or mortality.

« Electronic fetal monitoring is associated with ancrease in inappropriate
interventions including augmentation of labour, depal anaesthesia, vaginal
operative delivery, and caesarean section.

* There is no evidence to support the routine usecasftinuous electronic fetal
monitoring on admission to hospital.

e The routine admission cardiotocograph significantiycreases inappropriate
interventions for low risk women, with no improvem¢o neonatal outcomes.

« Evidence suggests that the ongoing support of iaetglaperson (midwife) during
labour and birth should be a priority because duces the likelihood of operative
delivery, the use of analgesia; the likelihood ehhute Apgar scores less than 7.0
and increases the mother’s satisfaction.

Recommendations:

Midwives caring for women in labour provide contius close support and monitoring.
The assessment of fetal wellbeing is one compoménthis intrapartum care and
consideration must be given to the woman'’s prefsgemand priorities in light of potential
risk factors to both mother and baby. The follomagommendations are made:

«  Women must be able to make informed decisions daggitheir care with access to
evidence-based information.

e Prior to any form of fetal monitoring, the maternalilse should be palpated
simultaneously with FHR auscultation in order t&edentiate between maternal and
fetal heart rates.
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* For a woman who is healthy and has had an uncoateticpregnancy, intermittent
auscultation with a Pinard stethoscope or hand Beldpler, is the recommended
method of monitoring fetal wellbeing in labour.

* Continuous electronic fetal monitoring is recommashdor high-risk pregnancies
where there is an increased risk to the baby.

» Continuous electronic fetal monitoring should bedisvhere oxytocin is being used
for induction or augmentation of labour.

« Commencement of continuous fetal monitoring needbe considered if any fetal
heart rate abnormalities are detected in labour.

References:

Title: Fetal health surveillance in labour. Clifipaactice guideline

Authors: Society of Obstetricians and Gynaecologit Canada, Clinical Practice
Guidelines No. 112. Fetal health surveillance bola.

Source: Journal of Obstetrics and Gynaecology Carizl(3) March 2002 pp 25262.

Title: The use of electronic fetal monitoring. These and interpretation of
cardiotocography in intrapartum fetal surveillanEgidence-based clinical

guideline no 8
Authors: Royal College of Obstetricians and Gynémgists, 2001.

Title: The use of electronic fetal monitoring: These and interpretation of
cardiotocography in intrapartum fetal surveillaiGaideline C).

Authors: National Institute of Clinical Excellence.
Source; www.nice.org.uk

Title: Randomised controlled trial of cardiotocopng versus Doppler auscultation of
fetal heart at admission in labour in low risk @bst populations

Author: Mires, G Williams, F and Howie, P.

Source: British Medical Journal, vol. 322, No. 7300ne 2001, pp 1457-1450.

Title: Appropriate perinatal technology: a Worlddith Organisation perspective
Author: Chalmers, B and Mangiaterra, V
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The purpose of New Zealand College of Midwives @mssis Statements is to provide women, midwivesthad
maternity services with the profession’s positionany given situation. The guidelines are desigimedducate ang
support best practice.

All position statements are regularly reviewed apdated in line with evidence-based practice.

NZCOM CONSENSUS STATEMENT

The use of water in labour and birth
This Consensus Statement was ratified at NZCOM AGQMy 2002

The New Zealand College of Midwives (Inc) supportsnmersion of women in warm
water during labour as a method of pain managementThere is no evidence that
remaining in water for the birth of the baby leadsto adverse outcomes for the
mother or baby where the labour has been within nanal parameters.

Definition:
Water birth means where a baby is born fully sulgeernto water.
Rationale:

* Evidence supports immersion in warm water as agct¥fe form of pain relief that
reduces the use of narcotics.

* There is no evidence to suggest that immersion atewduring labour or birth in
water leads to any detrimental effects for eitherrnother or her baby.

* Evidence that immersion in water during labour wEduthe length of active labour is
inconclusive.

» Evidence that birth in water reduces perineal twmblood loss is inconclusive.

Guidelines:

Midwives offering water immersion for labour and farth are responsible for ensuring
the information given to women is accurate andaidate. The following guidelines are
recommended:

e There are no adverse factors noted in fetal or maltevellbeing during labour.

* Baseline assessments of both maternal and babpeiell should be done prior to
entering the bath/pool and assessments continuedgimout the time in water as for
any normal labour.

* Vaginal examinations can be performed with the womavater.

* Pethidine should not be given to women labouringater.
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* The water temperature should be kept as cool awdnean finds comfortable during

the first stage of labour (aroundOBB and increased to no more tharfCB'/for the
baby’s birth.

(0]
» If maternal temperature rises more tha@ Above the baseline temperature then the
water should be cooled or the woman encourageshicelthe bath/pool. Women need
to be aware of this in advance.

e Water temperature should be recorded as the womérsethe bath/pool and
regularly during the time she remains in the pool.

e Careful documentation should be kept of materndl\aater temperatures, FHR and
the approximate surface area of the woman’s bobdgnsuged.

* The cord should not be clamped and cut until afterbirth of the baby’s body.

* The baby should be brought to the surface immdgjatéth the head facing down to
assist the drainage of water from the baby’'s manthnose.

* The baby’s body can remain in the water to maintsarmth, unless the baby’s
condition dictates otherwise. (Note: babies bormvater may take slightly longer to
establish respirations than those born into airink&n close observation of colour,
heart rate and respirations.)

» Third stage should be managed physiologically asafty other low risk birth. If
oxytocin is required or third stage is prolonged thoman is assisted to leave the
bath/pool.

* Midwives must ensure that baths and pipes are tigiMy cleaned after use.
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Additional advice on complaint

“I have been asked to provide further advice to @@mmissioner on case number
07/08615, and that | have read and agree to fottmvCommissioner’s guidelines for
Independent Advisors.

The following sources of information that were séave been reviewed prior to the
further advice being given:

Provisional opinion by the Health and Disabilityr@missioner

The initial advice provided by Nimisha Waller

The fax of responses by [Mrs A] and [Ms B] from théCOM

The letter from HDC investigator dated™Bune following an email on
10" June 2008

PoONPE

| have been asked to respond to the four questielsvy:

1) On page 2 under the heading ‘Page five’ [Ms Cpramented on your advice
regarding chest compressions. | note that when Retrieval Team assessed [Baby A’s]
blood pH level on the I-stat machine shortly aftéreir arrival at about midday, her pH
was 6.82. In light of that recording, are [Ms C’sjomments reasonable?

There was no sign of fetal distress until the sdcstage of labour. These babies do well
if they are ventilated without delay following WirtThe documentation by [Ms B] does
not give one confidence to say with certainty thdequate resuscitation was being
provided to [Baby A|.

2) On page 4 under the heading ‘page 14’, secondldiypoint, [Ms C] contends that
LMCs are not expected to be skilled at intubatiddould you please comment on what
would be expected of a midwife in a rural settingriegards to training?

Irrespective of where the midwife LMC works the LME€required to have the skills to
perform basic resuscitation of the Neonatal BallyisTis supported by the Midwifery
Council, the New Zealand College of Midwives an@ tHew Zealand Resuscitation
Council. Basic resuscitation includes ventilatiohvwbag and mask (intermittent positive
pressure ventilation — IPPV) and external cardiassage (chest compression).

Advanced resuscitation of the Neonatal Baby caomsief intubation and the
administration of drugs. The rural midwifery LMC it expected to be skilled in
advanced resuscitation unless he/she chooses tthisloand maintain these skills.
Paediatricians such as Dr Knight have regularlygested and recommended the
importance of maintaining good ventilation in arplasciated baby by use of bag and
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mask ventilation (IPPV) rather then intubating thaby unless the practitioner
experienced in this is available.

3) Again on page 4 under the heading ‘page 15, rthibullet point refers again to
bag/mask ventilation. Could you clarify if as, [lajcounsel for the midwives] suggests
that bag/mask ventilation will not be effective wentilating a minority of babies and
whether this has any relevance to [this] case?

In my original opinion | had mentioned that majprdf the babies will be effectively
ventilated by use of bag and mask. There are sab&d that may not be successfully
ventilated by bag and mask. These are babies wetihePRobin syndrome where the jaw
is short and getting a tight seal on the mask canabchallenge or babies with
diaphragmatic hernia where bag and mask ventilatiag not be affective as abdominal
contents are in the chest preventing lung exparmidrabies with congenital abnormality
such as choanal atresia where the nostrils arpatent. None of these were applicable to
[Baby A] as she was not diagnosed with any abnatiesl

4) On page 5, third bullet point under the headimgge 19, comment is made that the
NGT nasogastric tube was introduced with the aimsiabalise ([Baby A’s]) heart rate.
(I imagine this actually refers to a ET tube). Wadilthe introduction of the ET tube
stabilize the baby’s heart rate? Please comment.

| believe the midwives mean the introduction of @nalcheal (ET) tube and not the
Nasogastric tube (NGT). If the heart rate doesstabilise by bag and mask ventilation
then a ET tube can be introduced and attachedetd#ély with 100% oxygen so that
ventilation administered are effective as the tisb the trachea and near the bronchus.
This has the effect of stabilising the baby’s heaie as respiration gets established.

Further comments

1) | apologise for stating the maternity unit as [Bighing Unit] throughout my initial
report.

2) The midwives question whether | as an expert advesn familiar with rural
midwifery practice. My caseload consists of womemweside in the city, in semi
rural area and in rural area of the Counties Manukaave had homebirths in semi-
rural and rural areas.

3) | have discussed with midwives who practice pred@taly in rural and remote areas
in regard to calling the ambulance and a requiré¢rf@rhaving a paramedic on the
team. They have all confirmed my understanding thlaén making a call to an
ambulance centre you are able to ask if a paramedidd be available. If the
paramedic is not available immediately they havenb&ble to meet one en-route to
the tertiary unit. 1 acknowledge that the ambulanoev who are volunteers may
have less skill than a midwife.
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4)

5)

In April 2008 | had contacted the NZCOM Nationaficd to clarify the consensus
statement relating to ‘use of water in labour. amted to confirm that the
undertaking of maternal vital signs particularlynfgerature and documenting water
temperature hourly was applicable to women who Wsghls as well as a pool. | was
informed that if the woman uses water in labourti{bar pool) she should have
hourly maternal temperatures and hourly water teatpee documented on
partogram or clinical records.

[Ms C] states that when a baga mask is mentioned it always means bag and mask.
| disagree. | have asked numerous colleagues hewwould interpret ‘oxygen by
mask’ or ‘by mask’. They all confirmed that they wig think that free flow oxygen
was being administered by the mask. Practitionersse the mask on the Laerdal
bag to give free flow oxygen by holding the maskme of centimeters away from
the face and the nose. The terms ‘bagging’, ‘pasifiressure’, ‘ventilating’ always
meant bag and a mask to the colleagues | disctissedith.

Under Question 1 the following sentence has betgiatEby mistake

[Ms C] was the second midwife and therefore | agseeuld be in charge of the
resuscitation. My apologies if it was not evident my first opinion. However, the

documentation regarding resuscitation has been bpfids B]. [Ms C] has an obligation

as a lead practitioner in that procedure to do mpmehensive documentation of the
resuscitation provided to [Baby A]. | couldn't saey documentation in the clinical
records from [Ms C]. [Ms B’s] document and verbalformation at meetings is

inconsistent and one cannot say with certainty #olgquate ventilation was provided to
[Baby A].”

'3 part of the oxygen delivery system used in resation.
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