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MPHSC Executive Summary

In 2003, the perinatal mortality rate was p&r 1,000 births (>499 grams to 7 days).
In 2004, the perinatal mortality rate was 9&¥ 1,000 births. The three-year average
was 8.9 per 1,000 births.

First Nations women were 1.8 times more likely D02 to have a baby die in the
perinatal period than other Manitoba women. In 20@4rate of fetal death was equal
between First Nations and other Manitoba womens Tumpares to 2.2 times in
2002.

There were no maternal deaths in 2003 and one nahideath in 2004.

In 2003, all 131 perinatal deaths were reviewed th@se, there were 35 cases where
a change in medical care might have altered theomg and at least 25 cases where
patient/family issues may have adversely affectesl dutcome. In 2004, all 147
perinatal deaths were reviewed. Of these, theme W2 cases where a change in
medical care might have altered the outcome andeadt 6 cases where the
patient/family may have altered the outcome byange in their actions.

In 2003, 204 cases of neonatal morbidity and 4@sad maternal morbidity were
reviewed. In 2004, 139 cases of neonatal morbiditgl 15 cases of maternal
morbidity were reviewed. The lower number in 2Q@flects a narrower list of
morbidities reviewed rather than a drop in morlyidétes.

In 2003, there were 46 educational actions takew i@ 2004, there were 41
educational actions taken. Starting in 2002, ttteas taken at hospital level were
included in the total count. When hospitals were &b take action, there was a much
quicker turn-around time for resolution of concernalso, when reviewing care in
the context of their own environment, health carevyglers were better able to
identify what changes could be made and effect ghajuickly. Preventable features
were also identified at the family/patient leveackors such as poor attendance for
prenatal care, substance abuse, and non-compliitbetreatment plans had a
significant impact on the outcome.

During the preparation of data and statistics tmglete the 2003 and 2004 Annual
Report, the committee continued to review curreatamal and issues.

The database classification system and data dolledorm were reviewed and
revised with a focus on streamlining and harmogzallection methods.
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Definitions

Births, Gestational Age and Birth Weight

Livebirth: The complete expulsion or extraction from its heotirrespective of the
duration of pregnancy, of a product of conceptionwhich, after such expulsion or
extraction, there is breathing, beating of the hgaulsation of the umbilical cord, or
unmistakable movement of voluntary muscle, whetlarot the umbilical cord has been
cut or the placenta attached. (Taken ftbmn Vital Statistics Act)

The data in this report are limited to births whefee birth weight was 500 grams or
greater.

Total Births: All live births and stillbirths (defined undernoeatal mortality).

Gestational Age: The duration of gestation measured from the fiay of the last
normal menstrual period. Gestational age is espesn completed days or completed
weeks. If the date of the last menstrual periodnisertain or unknown, an age estimate
based on the ultrasound will be recorded as theag@sal age:

» preterm: less than 37 weeks of gestation (<259 full days)

= term: between 37 and 41 weeks of gestation (betweena@89286 full

days)
= postterm: more than 41 completed weeks of gestation (>2B@l&ys)

Low Birth Weight: Deliveries (live or stillborn) weighing less thaB00 grams at birth.
Delivery: For the purposes of this report, a delivery iefey the completion of a

pregnancy, regardless of how many fetuses are vadol(i.e. a multiple birth is
considered one delivery).

Perinatal Mortality

Abortion: The complete expulsion or extraction from its haostof a fetus or embryo of
less than 20 weeks gestation, whether there iseee@ of life or not, and whether the
abortion was spontaneous or induced. This usuallsetates with a weight of less than
500 grams.

Stillbirth (Fetal Death): The birth of a fetus weighing 500 grams or mard/ar having
a gestational age of28 weeks from last normal menstrual period (LNMiho shows
no sign of life after birth.

Neonatal Death: The death of a live born infant occurring lesantt28 full days after
birth:

= early: before the % full day of life

= late: between the'8and 28" full day of life
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Perinatal Death: All stillbirths (fetal deaths) and early neonadehths.

Delayed Neonatal Death: The death of an infant occurring after 28 daysagé who,
under natural selection circumstances without thaebt of neonatal intensive care,
would have died before 28 days of age.

Maternal Mortality

Maternal Death: The death of a woman known to be pregnant orini#2 days of
delivery or termination of the pregnancy, irrespextof the duration of or site of the
pregnancy:

= direct obstetric: resulting from complications of pregnancy, chitdj or
the puerperium (e.g. exsanguination from rupturéhefuterus)

» indirect obstetric: a non-obstetric medical or surgical condition vihic
either antedated pregnancy or was aggravated ksiglbgical adaptations
to pregnancy (e.g. mitral stenosis)

» non-obstetric: resulting from accidental or incidental causesxinway
related to pregnancy (e.g. automobile accident)

Mortality Rates

Unless otherwise specified, overall rates are camgwn the basis of births and deaths
of infants weighing 500 grams or more. For purmosé international comparison, we

also give “standard” mortality rates obtained frodata on births and deaths of infants
weighing 1,000 grams or more. These rates dommtde births and deaths where the
weight is unknown.

Stillbirth Rate (fetal death rate): The number of stillbirths per 1,000 total births.
Neonatal Mortality Rate: The number of neonatal deaths per 1,000 live dairth

= early: before the ¥ full day of life

= late: between the'8and 28" full day of life

Perinatal Mortality Rate: The total number of stillbirths and early neonat@aths per
1,000 total births (live births and stillbirths).

Corrected Rates: Mortality rates excluding those infants who diedni a major
congenital anomaly.

Maternal Mortality Rate: The number of maternal deaths that occur as dt resthe
reproductive process (i.e. direct and indirect mmetedeaths) per 10,000 live births.
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Three-Year Moving Average: Three-year averages are used to reduce largediimbs
in rates due to small numbers. The rate for eaeln is calculated by averaging the rate
for the year preceding, the year of interest, &edyear following.

Levels of Facility Service

Level 0— No organized elective obstetrics. (unintenddivelées may occur)

Level | — Primary Care Centre: An obstetrical facility for mothers and newbornsow
have no detectable major risks in the prenatabgeri

X Provides peripartum care for normal pregnancies.
<> Ideally performs 25 or more deliveries per year.
X Ideally has the capacity to perform Caesarean@ecti have Caesarean section

services available within 30 minutes from the deiaation of the need to do so.

Level Il — Intermediate Care Referral Centre: A facility which has additional
obstetrical and neonatal resources to a Level piteds and can provide treatment of
mothers and newborns who present a risk.

X Meets all Level | requirements.
<> Meets all considerations of the delivery of themal to intermediate/high risk
pregnancy and care of the neonate.

<> Ideally performs 250 deliveries per year.
X Functionally organized to accept referred patiémi defined level of care.
Level lll — Tertiary Care Referral Centre: In addition to Level I, and Level Il services,

supplemental technical services are available éalidg with high-risk pregnancies and
for providing specialized perinatal care.

X Meets all Level I, and Level Il requirements.

X Provides all associated maternal and neonatal lrgind medical services
including high-risk obstetrical and neonatal sezsic

<> Accepts transfers of infants and mothers from itgdilevels I, and I1.
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Introduction

The College of Physicians & Surgeons of Manitobaldshed the Perinatal and
Maternal Welfare Committee (PMWC) in 1977. Renantisel Maternal and Perinatal
Health Standards Committee (MPHSC) in 2001, thiswodtee reports to the Central
Standards Committee of The College of PhysiciarSu€geons of Manitoba. The major
function of every standards committee is to mamtaid improve quality of care through
education. These educational functions of the College are separate and distinct from
itsdisciplinary functions.

Educational strategies used by the MPHSC include:

Sending letters to physicians, hospitals, Regioaatl Area Standards
Committees.

Publishing articles in the College Newsletter, tie College website, and
through Annual Reports that draw members’ attentmoimportant aspects of
obstetrical and neonatal medical care.

Participating in development of Statements to eobaobstetrical and
neonatal care.

Advocating for the health of Manitoba women and ieabby informing
government and other public agencies of recommendatto improve
legislation or public policy.

Goals and Objectives

To contribute to the monitoring and improvementha quality of obstetrical and
neonatal care in Manitoba by the following actisti

Review: To collect and review relevant data pertaining to

— all stillbirths (>499 grams),

— neonatal deaths (>499 grams to 28 days of lifdygine),

- maternal deaths,

— specified morbidity in neonates and mothers,

— other pertinent data which the MPHSC may from ttm&me determine.

Classification: To determine the factors responsible for all keaand
specified morbidity at family, community and medicare levels.

Surveillance: To maintain a current database for the ongoingitaong of
perinatal, late neonatal and maternal mortality specified morbidity which
will allow for meaningful interpretation.
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* Analysis: To examine trends in perinatal and maternal rhtytand
morbidity in the province.

e Education: To ensure that education is provided to practéis and agencies
where need has been identified.

* Recommendation: To explore policy development related to prevamtand
make appropriate recommendations.

* Publication: To produce an annual report outlining activitieé the
committee, data reviewed and recommendations fpramement of outcome,
as a public document.

Sources of Information

The MPHSC is notified of all stillbirths, neonatidaths, and maternal deaths via
Manitoba Vital Statistics and Manitoba Health Damwis Support Services. Selected
morbidities are identified by hospital-based staddacommittees using International
Classification of Diseases, (ICD-9 and ICD-10). &khthere are maternal and perinatal
standards committees (St. Boniface General Hospitahlth Sciences Centre, Victoria
General Hospital (to 2005), and Brandon Generalpifal§, all mortalities and selected
morbidities are reviewed by the hospital commitegarding the quality of care provided
in that facility. Cases are referred to the MPH®8KEen care involved more than one
facility and/or is of a nature that requires theentise of the MPHSC.

Several differences exist in criteria as defingd Marious agencies for data
collection. These differences include:

e Vital Statistics defines a stillbirth by weight dod gestational age (>499
grams or>20 weeks), whereas the MPHSC reviews stillbirthsvieyght only
(>499 grams).

e Vital Statistics includes all neonatal deaths rdgms of weight and
gestational age for rate calculations, whereasviReISC includes only those
neonatal deaths >499 grams.

» Vital Statistics counts all deaths occurring in Maba regardless of the place
of birth, whereas the MPHSC records those borrobptovince separately.

« Manitoba Health reports their figures by fiscal yé&' April to 31% March),
whereas data collection by the College, Vital Stats and most hospital
committees is by calendar year.

This results in minor discrepancies between thesrabmpiled by the above-mentioned
agencies and the MPHSC.
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Committee Activities

The MPHSC held seven meetings in 2003 and fourtimgein 2004. They
actively reviewed perinatal and maternal mortadityd specified neonatal and maternal
morbidity.  Educational action was taken where appate in addition to the
development of Newsletter items.

An annual meeting of the Chairs of MPHSC subcort@®# was initiated in 2003
to discuss concerns and develop harmonized pra@sessg all committees that look at
maternal and perinatal health issues.

Communication Strategies

Topical issues are communicated to the medicalfepston through the
development of Statements and/or the publicatiateafs in the College Newsletter.

The MPHSC developed four Newsletter items in 2808 2004:

* Neonatal Resuscitation

* Reminder to Record Status of All Prenatal Patid#itg¢ Screening on the
Prenatal Record

* Completion of the Manitoba Prenatal Record

* Emergency Perinatal Transport

In 2002, the committee participated with Brandoegi®nal Health Centre
(BRHC) in a Caesarean Section audit. Rising Caasasection rates in previous years
were higher than provincial average or when contpaii¢h the three Winnipeg hospitals
performing deliveries. BRHC identified that thetstics reflected different backgrounds,
training, and experience in newly recruited physisi They initiated educational action,
ensuring that evidence-based national standardsacé are utilized at the centre.
Ongoing MPHSC audits monitor the Caesarean Sectaia and indications for
Caesarean Section in all facilities in Manitobalsat trends may be recognized early and
managed in a timely way.

Topics considered by the MPHSC in 2003-2004 aseudised further in this
report. Topics for future exploration include deldd access to care, readmissions, patient
error (non-compliance), failure to respond appmately to abnormal fetal heart rate
tracings, loss of fetal heart rate tracings, inaég monitoring, failure to properly assess
a pregnant patient, inadequate or poor documentatioappropriate dose/use of
medications, single layer closure for Caesareantid®ectrauma associated with
Caesarean section, maternal death, communicatiablgons, informed consent,
diagnosing heart murmurs in neonates, ultra-sourat,eErbs Palsy, failure to act on
confirmed IUGR, delayed eclampsia, abruptio plageKteihauer testing availability for
diagnosis of fetal maternal hemorrhage, stillbfonatal autopsy rates, standardizing
prenatal tests forms, opt-in policy for HIV testjramd congenital anomaly register.
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Report from The College of Midwives of Manitoba
For the years 2003 and 2004 Submitted by Janiak$&m, Registrar

The College of Midwives of Manitoba (CMM) expressagpreciation to the
CPSM for its invitation to submit a report to itsaMrnal and Perinatal Health Standards
Committee annual report. We are pleased to proxadewith highlights of the Standards
and Perinatal Review Committee work that has beeoraplished over the years 2003
and 2004. In addition we are happy to provide daatamidwifery-attended births in
Manitoba for the years 2003 and 2004. We woulé & thank Manitoba Health for
being able to provide this data to us.

The Perinatal Review Committeemet in 2003 to set its terms of reference and
case review criteria. The criteria set are a®¥ad!:

Perinatal Mortality (>500 grams)
All stillbirths
All neonatal deaths under 29 days of age

Perinatal Morbidity(>1000 grams)
Five minute Apgar <7

Seizures

Meconium aspiration

Admission to NICU >37 weeks
Significant trauma to the neonate
Prematurity

Maternal Mortality
The death of a woman known to be pregnant or wdlRimlays of delivery or termination
of the pregnancy, irrespective of the durationrodite of the pregnancy.

Maternal Morbidity

Uterine rupture

Caesarean hysterectomy

Fistula involving the female genital tract

Admission to an Intensive Care Unit

Peripartum hysterectomy

Venous thrombotic episode

Eclampsia

Postpartum return to caseroom/OR for operative gamant

In 2003, the Perinatal Review Committee received for review, 3 cases of

perinatal death, one case of prematurity and ose chinfant death after 28 days of age.
The committee did not receive any cases of matenoabidity or mortality for review.
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In 2004,the Perinatal Review Committeedid not receive any cases of maternal
or perinatal morbidity or mortality for review babntinued its review of cases received
in 2003.

In 2003, the Standards Committee reviewed the following Standards and
Guidelines.
e Standard on Consultation & Transfer of Care
e Core Competencies

In 2004, the Standards Committee reviewed the following Standards and
Guidelines.

* Guideline for the Management of Pre-Labour Ruptaifglembranes at Term
(PROM)

* Guideline for Vaginal Birth after One Previous L&ggment Caesarean
Section (VBAC)

e Standard for Emergency Manual Removal of the Placen

* Guideline for Emergency Manual Removal of the Ritae

Manitoba Midwifery Program Data

The following data is compiled from the Midwifery id@harge Summary
Database. Information is collected by Manitoba Itheftom each midwife after a client
has been discharged from care. Typically, a mielvafovides prenatal, intrapartum,
postpartum and newborn care from the first trintesté pregnancy through to
approximately 6 weeks postpartum. Continuity ofegaver throughout pregnancy,
labour, birth and postpartum is an important pathe philosophy of midwifery care.

Midwives in Manitoba also aim to provide care ttaege proportion of women
who historically may not be well served by the Heatare system. The ‘priority
population’ is defined as women who are adolescén®®), immigrants, aboriginal,

socially isolated, single, or poor.

Information from the Midwifery Discharge

Summary Database (as of Sept. 19, 2006) fo

Midwife attended births in Manitoba

January 1, 2003
to
December 31, 2003

January 1, 2004
to
December 31, 2004

Total births 643 712
Hospital 534 (83%) 599 (84%)
Home 103 112
Other 6 1

Caesarean births 83 (12.9%) 64 (9.0%)

Assisted vaginal births 26 (4.0%) 31 (4.4%)

Spontaneous vaginal births

534 (83.1%)

617 (86.6%)

Analgesia:
Spinal / Epidural 126 140
Narcotic 48 72

Total neonates 643 712
Five minute Apgar <7 10 10
Preterm (<37 weeks GA) 28 (4.3%) 32 (4.5%)
Stillbirth 2 1
Neonatal death 0 0

MPHSC Annual Report 2003 and 2004
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Statistical Summary

In 2003, the MPHSC reviewed 145 cases of periratdllate neonatal mortality,
of which 116 were Manitoba residents and 29 wesmfout of province who delivered in
Manitoba. An additional two deaths occurred bey@8ddays of age from conditions
arising in the perinatal period. These cases whkrssified as delayed neonatal deaths
and were reviewed by the MPHSC with regard to peaincare.

In 2004, the MPHSC reviewed 150 cases of periratdllate neonatal mortality,
of which 136 were Manitoba residents and 14 wesmfout of province who delivered in
Manitoba. Two additional deaths occurred beyondda®s of age from conditions
arising in the perinatal period.

There were no maternal deaths in 2003 and onermahigeath in 2004.

In 2003, 40 cases of maternal morbidity were reggbto the committee for
review as follows:

* 12 because of admission to an Intensive Care Unit
Pregnancy induced hypertension (1), reproductigamrinjury (1), hepatic
hematoma with rupture (1), HELLP Syndrome (1), &ssttomy (1),
eclampsia (1), pneumonia (1), postpartum hemorrtfapesepsis (1), motor
vehicle accident (1), diabetes mellitus (1), acetpiratory distress syndrome,
pneumonia, mild congestive heart disease (1)

» 5 for thromboembolism

» 3 for peripartum hysterectomy

» 3 for hemorrhage

» 3 for uterine dehiscence

» 3 for C-Section

« 2 for uterine rupture

e 2 for postpartum pulmonary edema

» 2 for hypertension

e 1 for abruption

* 1 for post partum bleeding

e 1 for organ injury

» 1 for readmission to hospital

» 1 for breech delivery on ward

In 2003, 204 cases of perinatal morbidity wereorsgdl to the committee for
review as follows:

e 26 for Apgar scores <6 at 5 minutes

e 12 for meconium aspiration with low Apgars
e 29 for birth trauma

* 1 home delivery transferred to hospital
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4 readmissions

2 jaundice

1 no prenatal blood work

7 for neonatal seizure activity

1 for congenital anomalies

3 below ¥ percentile birthweight

118 transfer to intensive care for management of

= Seizures (3), respiratory distress (31), hypaoagyoia (3), jaundice (1),
meningomyelocele (2), low apgars (12), other (66)

Following 2003, inclusion criteria for “transfer totensive care” were reviewed
and revised to exclude babies who were held in i@Wbservation only.

In 2004, 15 cases of maternal morbidity were reggbto the committee for
review as follows:

3 because of admission to an Intensive Care Unit
= postpartum haemorrhage (1), other (2).
12 for other significant morbidity, not requirinGWU admission

» inverted uterus (1), eclampsia (5), hysterectomy f{dtula (1), abruptio
placenta (1).

In 2004, 139 cases of perinatal morbidity wereorsgdl to the committee for
review as follows:

23 for Apgar scores <6 at 5 minutes

10 for seizures

8 for meconium aspiration

9 for birth trauma

= abrasions (1), fractured humerus (1), lacerati@hsshoulder dystocia (2),
fractured clavicle (2), other (no reason given) (1)

73 because of admission to an Intensive Care Unit

= Apnea (1), fever (2), low apgars (8), meconium @n (5), pneumonia
(3), pneumothorax (2), prematurity (1), respiratdigtress (3), seizures
(5), SVT (1), TTN (2), UTI (1), subgaleal bleed ,(Dther (no reason
given) (38)

16 other cases of morbidity, not requiring ICU aslsion

= Other (7), fetal distress (1), less thaff Bercentile birthweight (4),
massive aspiration syndrome (1), Erb’s palsy (idwh restriction (1),
referral from another regulatory body (1)

The following statistical calculations are basedlorths to Manitoba residents
and non-residents who delivered in Manitoba. Pt®rl994, the MPHSC reported
statistics based on births to Manitoba residentg. omhe data is limited to births where
the birth weight was 500 grams or greater. In 2008e were an additional 34 stillbirths
and nine neonatal deaths where the birth weigldrteg by Manitoba Vital Statistics was
<500 grams. In 2004, there were an additional tilbighs and 20 neonatal deaths
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where the birth weight reported by Manitoba Vitahtistics was <500 grams. These
were not included in the review process or in tldsics.

Regional mortality rates are reported using thenbaries of the Manitoba
Regional Health Authorities. Three-year moving agess, used in some calculations,
eliminate large fluctuations in rates from yeary®ar which sometimes occur when
studying small populations. The rate for each ygaalculated by averaging the rate for
the preceding year, the year of note, and the fpdlaming.

This report deals with care provided by physician$y. If concerns are raised

regarding care provided by non-physician healtle gaoviders, review of that care is
referred to the appropriate regulatory body.
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Births
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Figure 1 — BIRTHS IN MANITOBA (1977-2004)
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Figure 2 — MANITOBA BIRTH RATE (Births per 1,000 Wo men)
Note: The denominator for these calculations was thebar of women 15 to 44 years of age.
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Distribution of Births — Hospital Type

Table 1 — NUMBER OF HOSPITALS BY DELIVERIES PER YEAR FOR 2003/2004
Number of Number of Hospitals
Deliveries Per Level I: Primary Level lI: Intermediate Level lll: Tertiary
Year Care Centre Care Centre Care Centre
1-25 16° - -
26 — 50 2 - -
51 -100 4 - -
101 - 500 7 - -
501 — 1,000 1 2 -
1,001+ - 1 2
TOTAL 30 3 2
* Includes where deliveries occurred at Level 0 htafgpand Nursing Stations
Distribution of Births — Out-of-Hospital
Table 2a — OUT-OF-HOSPITAL BIRTHS 2003
Attendant
Place of Birth Physician/ Ambulance
Unattended Midwife Nurse Attendant Total
Home 21 121 1 7 150
En route to hospital 3 1 3 3 10
Nursing Station 0 0 1 0 1
TOTAL 24 122 5 10 161
Table 2b — OUT-OF-HOSPITAL BIRTHS 2004
Attendant
Place of Birth Physician/ Ambulance
Unattended Midwife Nurse Attendant Total
Home 14 139 2 6 161
En route to hospital 4 0 6 2 12
TOTAL 18 139 8 8 173

18
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Canadian Perinatal Mortality

1997 | 1998 | 1999 | 2000 | 2001 | 2002 | 2003 2004
Province/Territory | PMR | PMR |PMR | PMR | PMR | PMR | PMR PMR
Canada 6.6 6.2 6.2 6.1 6.3 6.3 6.3 6.2
Quebec 5.9 6.3 5.4 5.5 5.8 5.7 5.2 5.5
British Columbia 6.0 5.1 4.9 4.4 5.5 5.1 5.4 5.2
New Brunswick 6.4 5.8 7.2 5.6 6.0 5.1 4.5 4.4
Nova Scotia 6.3 6.5 4.7 5.7 7.5 5.6 5.7 5.1
Alberta 6.2 4.7 6.7 6.7 6.5 7.3 7.0 7.3
Yukon 8.4 76 | 129 ] 8.0 5.8 11.7 6.0 10.9
Ontario 7.0 7.0 6.5 6.7 6.5 6.7 6.7 6.5
Manitoba 7.3 7.6 8.7 7.6 7.8 7.4 9.0 8.6
Newfoundland 7.4 7.2 6.9 5.9 5.7 4.7 6.9 5.6
Prince Edward Island | 5.0 8.0 8.5 5.5 9.4 3.0 7.0 6.5
Saskatchewan 8.7 7.2 7.3 7.4 7.5 8.2 7.4 6.8
Northwest Territories | 10.2 9.6 | 144 | 13.3 6.5 12.5 8.5 2.9
Nunavut 4.1 11.2 | 10.9 9.2 12.0

Source: Statistics Canada, Catalogue 8#&F0211XIE2004000: Deaths 2004 Statistics Can&dble 7 — Perinatal mortality and
components by geography.

The perinatal mortality rate for Manitoba contisug be higher than the
Canadian average. This presents a challenge tthhezak providers, especially in regard
to our demographics as well as the presence ofhdeuof at-risk groups, e.g. diabetics
in the First Nations population.
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Perinatal Mortality — Stillbirths

Rate/1000 Birhts
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Figure 3 — STILLBIRTH RATES/1,000 BIRTHS BY WEIGH T

Perinatal Mortality — Neonatal Deaths

Rate/1000 Births
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Figure 4 — EARLY NEONATAL DEATH RATES/1,000 BIRTHS BY WEIGHT
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Births By Maternal Age

Percentage of Provincial Births

wgqm\looo'éljlﬁwﬁ

The percentage of births to women under 18 yehegie has decreased slightly.
Women who are older continue to contribute an iasirey percentage of birthsigure 5
shows that the percentage of births in Manitobailagased in women aged 35 years or
the past decade with 12% of all birth@94 occurring in women aged 35 years
It is also notable that the perinatalrtaldy rate in women aged 40 years or

older in

or older.

older is
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Figure 5 - DISTRIBUTION OF BIRTHS BY MATERNAL AGE

significantly higher than the majoritytbe population.

Perinatal Deaths by Maternal Age

Percentage of Perinatal Deaths
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Figure 6 - DISTRIBUTION OF DEATHS BY MATERNAL AGE

TABLE 4 - NUMBER OF PERINATAL DEATHS BY MATERNAL AG E
2000 2001 2002 2003 2004 Average
< 18 Years 6 8 2 10 7 6.6
18 — 34 Years 113 102 97 105 94 102.2
> 34 Years 21 26 22 29 21 23.8
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Perinatal Mortality — First Nations*

There were a total of 131 perinatal deaths in kéoai in 2003, resulting in a
perinatal mortality rate of 9.2 per 1,000 birth€wenty-nine of these deaths were not
residents of Manitoba.) 2,015 babies were borRitst Nations women in 2003. There
were thirty deaths in this population resultingaimate of 14.9 deaths per 1,000 births.
For non-First Nations women, there were 101 peaird¢aths among the 12,258 births, a
rate of 8.2 per 1,000 births.

First Nations women were found to be 1.8 timesaniikely to experience a
perinatal death than other Manitoba women in 200&s is lower than the average from
the previous three years (1999-2001) of 2.0.

There were a total of 139 perinatal deaths in kéwai in 2004, resulting in a
perinatal mortality rate of 9.8 per 1,000 birth§-ourteen of these deaths were non-
resident.) 2,101 babies were born to First Natwomen in 2004. There were twenty-
one deaths in this population resulting in a rdt&®0 deaths per 1,000 births. For non-
First Nations women, there were 118 perinatal deathong the 12,014 births, a rate of
9.8 per 1,000 births.

First Nations women were found to be 1.02 timesariikely to experience a
perinatal death than other Manitoba women in 20ds is the lower than the average
from the previous three years (2000-2002) of 2.5.

The Maternal and Perinatal Health Standards Coreeniéind the Child Health
Standards Committee identified some factors astsuatimith higher perinatal mortality
among this population, many of which are relatedségio-economic conditions and
jurisdictionally and geographically limited accessappropriate health care services.

! Defined as an individual who is registered uriflee Indian Act of Canada
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Perinatal Mortality — Regional

Table 5a -REGIONAL STANDARD* PERINATAL MORTALITY RATES 2003
(Rate/1,000 Births >999 grams, living up to 7 days)

Regional Health Corrected 3-Year Average

Authority (RHA) No. of Deaths Rate/1,000 Rate*/1,000 (Corrected Rate)
All Manitoba 89 6.3 4.9 5.9 (4.7)
Assiniboine 0 0.0 0.0 7.1(4.7)
Central 7 7.1 6.1 6.5 (5.1)
Parkland 1 2.5 2.5 3.3 (1.7)
Interlake 1 3.9 3.9 6.4 (3.8)
Burntwood 3 4.3 4.3 7.0 (6.4)
Brandon 5 4.6 4.6 4.4 (4.1)
Winnipeg 64 6.6 4.9 6.1 (4.1)
NorMan 3 6.1 2.0 6.2 (4.1)
South Eastman 5 14.8 11.8 5.9 (4.9)

Table 50 —-REGIONAL STANDARD* PERINATAL MORTALITY RATES 2004
(Rate/1,000 Births >999 grams, living up to 7 days)

Regional Health Authority (RHA) No. of Deaths Rate/1,000 Corrected Rate*/1,000
All Manitoba 84 6.0 4.8
Assiniboine 0 0.0 0.0
Central 8 8.3 7.2
Parkland 0 0.0 0.0
Interlake 2 8.1 4.0
Burntwood 5 7.1 7.1
Brandon 6 5.1 5.1
Winnipeg 59 6.2 4.7
NorMan 3 5.9 5.9
South Eastman 1 2.8 2.8

* Mortality rates excluding those stillbirths and natal deaths that were the result of a lethal coitgjemalformation.
North Eastman and Churchill RHAs are not included tb small number of deliveries in these regions.
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Causes of Death

In 2003, there were 84 stillbirths, 47 early ndahdeaths, and 11 late neonatal
deaths. In 2004, there were 78 stillbirths, 6l1yeaeonatal deaths, and 9 late neonatal
deaths. The causes of death were as follows:

In 2003, 23% (19/84) of all stillbirths were unéaiped and 15% (13/84) were
due to congenital malformation. Prematurity accednfor 26% (12/47) of neonatal
deaths and 30% (14/47) were secondary to congengkibrmation.

In 2004, 41% (32/78) of all stillbirths were unéaiped and 15% (12/78) were
due to congenital malformation. Congenital malfatiora accounted for 15% (9/61) of
neonatal deaths and 38% (23/61) were secondamgtogburity.

In 2003, the overall autopsy rate was 44% (55% shiibirths and 27% for
neonatal deaths). Forty-seven percent of unexmlastitbirths had autopsies performed.
In 2004, the overall autopsy rate was 44% (56%stdlbirths and 28% for neonatal
deaths). Eighty-eight percent of unexplained sttlis had autopsies performed. It is
anticipated that autopsies performed in the remgigases may have resulted in a better
understanding of the causes of death.

Maternal Mortality

Table 6 - MATERNAL DEATHS BY FIVE YEAR TRENDS

1975- | 1980- | 1985- | 1990- | 1995- | 2000-
Type of Death | 1979 1984 1989 1994 1999 2004 Total

Direct

Obstetric* 5 4 4 1 1 1 16
Indirect

Obstetric* 4 5 2 7 0 1 19
Non-

Obstetric* 1 2 4* 2 1 1 11

No. of Births* | 84,248 | 82,216 | 84,402 | 84,037 | 77,249| 72,019| 484,171

*See definitions on Page 6.
*Two of these were N.W.T. residents whose deathe veggistered in Manitoba.
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Caesarean Section

In 2004/2005, there was an overall provincial Ceesa section rate of 20.5%,
based on the total number of deliveries in Manitobais is below the Canadian average
which was in 2001 = 22.5, in 2002 = 23.7, and iM032G= 24.8 per 100 hospital
deliveries.*

Thirty-four Manitoba hospitals offered obstetricarvices in 2004. Only 17 of
these hospitals had the capability to perform Qaesesections.

Table 7 — PERCENTAGE OF CAESAREAN SECTIONS BY HOSPTAL TYPE
Type of Hospital 1999-00 | 2000-01| 2001-02 | 2002-03 | 2003-04 2004-0%
Level I: (with Surgical
Capability) 17.5 15.4 18.1 17.1 19.8 20.6
Level ll: 17.5 18.3 17.3 17.3 20.6 20.0
Level lll: 194 19.1 18.7 21.2 19.3 20.6
Overall Provincial Total 18.0 18.2 18.0 18.9 19.9 20.5

*(Source: Canadian Institute for Health Informati@@iHI), Health Indicators June 2006 Catalogue 8@-221-XIE,
Vol. 2006, No. 1.)
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Caesarean Sectioftontinued)

Table 8 — REGIONAL CAESAREAN SECTION NUMBERS AND RATES 2004/2005
# of Total # # Primary # Repeat
RHA Deliveries* C/S C/S (%) CIS (%) %

Provincial Total 13,874 2,840 1,867 (66) 973 (34) 20.5
Interlake 215 38 25 (66) 13 (34) 17.7
South Eastman 379 70 48 (69) 22 (31) 18.5
Burntwood 704 88 65 (74) 23 (26) 12.5
Central 970 207 129 (62) 78 (38) 21.3
Assiniboine 128 39 21 (54) 18 (46) 30.4
Winnipeg 9,508 1,940 1,302 (67) | 638 (33) 20.4
Parkland 373 70 48 (69) 22 (31) 18.6
Norman 468 97 55 (57) 42 (43) 20.7
Brandon 1,129 291 174 (60) 117 (40) 25.8
North Eastman No Caesarean section capability

Churchill No Caesarean section capability

* Number of deliveries >499 grams reported by Mditélealth, 2004/2005 fiscal year, at hospitals @tesarean
section capabilities.

There are marked variations in Caesarean sedtes between regions. Some of
these differences may be accounted for by out-ofipce patients delivering in a
particular centre, referral patterns within the inge, reluctance to leave a remote
community for trial of labour, and lack of facilityesources/staffing appropriate to
conduct a trial of labour. The MPHSC is conductnigng-term review of indications for
Caesarean Section to evaluate practice patterm&eetregions and over time.
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Educational Action

There is an improvement in overall perinatal mdytaates over the past 20 years
in Manitoba. During case reviews, factors werenidied which may decrease both
mortality and morbidity if interventions had occeslt The focus of the MPHSC is to
reduce preventable mortality and morbidity throughmultifaceted approach. This
approach includes better prenatal care, educatiommgrams (e.g. improving nutrition,
smoking cessation), improved technology (e.g. sttumd, fetal monitoring), and
advances in prenatal care.

Educational actions were taken by the MPHSC igakies in 2003 and there were
two referrals to another regulatory body. In 20@#re were 54 educational actions
taken. Starting in 2002, the actions taken at ialsfevel were included in the total
count. Actions may include a letter of educationato individual or forwarding of
information to a specific individual or group s@atlthanges could occur. An example of
this was when a poor quality test result with tesuttant miss of significant anomalies
was forwarded to the individual involved. New gmuent and methods of transmission
together with audits were put in place. Where nesigs other regulatory bodies were
informed of situations so that they could take @i As well, the Chairs of Standards
Committees and appropriate individuals in the regiohealth authorities, and
government including Manitoba Health, have beermiapg of our concerns.
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Summaries, Comments & Recommendations

The following are examples of cases reviewed byH®E. They are intended to
be educational and illustrate some of the actiakert, recommendations made and
conclusions drawn. These casesra&ll-inclusive.

Lack of Resources (delayed inductions — fetal dena}

Over the years, a limitation in resources has teduin patient transfers,
intermittent closures of both low and high-risk w@hgcal units, NICUs, and delays in
Caesarean section, induction, admission, or ofhy@ropriate clinical care. In November
2002, the MPHSC began to collate cases where pomomes were associated with
delayed or disrupted clinical care stemming frostrieted resources.

MPHSC first reported to the Women’s Health Progi@tandards Committee on
this matter in June 2003 when 5 cases of fetal dassirring in 2002 were attributed to
lack of resources. Recognizing the need to iderttie clinical impact of limited
resources, the committee wrote a letter to the WRWAmen’'s Health Program
requesting information on inter-facility transfefr matients and the incidence of neonatal
nursery and labour floor closures due to manpowertage. The WRHA acknowledged
the need to establish a regional process for eassind diversions of obstetrical patients.
The WRHA has also responded with efforts to aud#rivals associated with induction of
labour and Caesarean section and identify thecelimmpact associated with delays.

Recognizing a system-wide desire to reduce hareMRHSC will continue to
advocate where resource limitations are assocvaitbdadverse clinical outcomes.

1.1 A 3400 gram male stillborn was delivered spontaisgoat 39 weeks gestation to
a 39-year-old Gravida 4 Para 2 mother. Fetal duadatresia and ventricular
septal defect had been noted on ultrasound exaommnat Amniocentesis
confirmed Trisomy 21. Because the patient lived alutown, had a history of
rapid labour, and had a favourable cervix, inductras planned at the Women’s
Hospital at 38 weeks gestation. Induction was deldpur days because of other
patients in preterm labour. When the patient priegseon the rescheduled date,
the fetal heart could not be auscultated. Thereeveencerns that this baby’s
death could have been averted if the intended tmwluof labour had been carried
out. This baby could not be delivered at St. Barefalospital because of the need
for pediatric cardiology and surgery services aldé only at Children’s.

Re-Admissions

The number and causes for readmission followinghdisge have not been
monitored or assessed consistently in the paststudy is now underway to review this
problem after concerns were raised by MPHSC.
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Five cases of newborn readmission to hospital eedum 2003 and 2004 and

were reviewed together in April 2005. Given théuna of the readmissions, the question
of a systemic problem was raised regarding the keage level of the mothers prior to
discharge, assessments done prior to dischargeshadge criteria, follow-up
arrangements, and attending physician involvenretiie discharge process.

2.1

2.2

2.3

2.4

30

The baby was born by Caesarean section at 39 wpetation to a 34-year-old

Gravida 6 Para 0 mother. The baby’s birth weighs w200 grams. The baby was
discharged home exclusively breastfed and at tweke/@f age, was admitted
with severe hypernatremic dehydration, with seroditem 197 and a 30% weight

loss. A CT scan demonstrated a superior saggialssihrombosis and cerebral
edema. The baby developed seizures, was treatbdLawhzepam, evaluated by
Neurology and Hematology, and was started on Pleebdhl and Enoxaparin.

Serum sodium normalized with treatment.

Decision/CommentThe baby was discharged home with a mandatoryretfer
the Public Health nurse.

The baby was born at 37 weeks gestation after malgyregnancy and delivery to
a Gravida 1 Para 0 mother. The baby’s birth weigls 3100 grams. The baby
was discharged in good health. A public healtrsawdid a home visit on day
five and at this time the baby was found to be sdygaundiced. The baby was
sent to the Emergency Room at Children’s Hospital #he bilirubin was 550.
The baby was lethargic and moderately dehydrated.baby was rehydrated and
received several courses of intravenous albumin.

Decision/CommentAt six months of age, neurological examination andRI
were normal with no evidence of sequelae of keenirs.

The baby was born after a normal vaginal delivaryil weeks gestation to a
Gravida 1 Para 0 mother. Apgars were 9 and 9. bahg’s birth weight was 2700
grams. At 26 hours of age the baby weighed 2600ngraThe baby was
discharged at 36 hours of age. Three days lates (&tys of age), the baby was
seen by a Public Health Nurse. The baby had beelusxely breastfed every
two hours and had a 14% weight loss compared tbithie weight. The baby was
admitted to ICU weighing 2400 grams. Serum sodiuras wi57. Careful
rehydration was done over a period of three day€TAscan of the head on day
seven of life was normal.

Decision/Comment:It may have been unwise to discharge a small baBQ
grams at 41 weeks), who had lost 4.5% of body wemh26 hours of age,
especially with no health care professional sediegoaby until three days later.

The baby was born with Apgars of 9 and 9 to a Glavl Para 3 mother. The
baby’s birth weight was 3600 grams. At 28 houragé, the baby weighed 3400
grams (a 7% weight loss). The baby was discharged®urs later. The baby
was followed by a health care provider who notedesgaundice on day three and
increasing jaundice by day ten. The baby had n@isfor five days and increased
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2.5

2.6

2.7

sleepiness for three days prior to admission. @ulmession on day eleven, the
baby was found to be profoundly jaundiced with dkmn and weighed 3000
grams (a 15% weight loss). The baby’s bilirubintlas time, was 499. With

rehydration and phototherapy the bilirubin came nldw acceptable levels. The
baby started to feed orally and was discharged hamighing 3350 grams. An

MRI of the brain was normal.

Decision/Comment: There was delay in sending the baby to the hospital
missed weight loss. This case was referred tchanoegulatory body.

A baby was born to a 28-year-old Gravida 1 Paraobnan at 40 weeks. The
baby’s birth weight was 4100 grams. Apgar scoreseveand 9. At 29 hours of

age, the baby weighed 3800+ grams, a weight los6.3%. The baby was

discharged about six hours after this. Shortly efdischarge, the mother was
seen by a social worker who recorded that the pastated that she was very
tired as the baby was at the breast a lot and Imaitknot yet come in. At 79 hours
of age, the baby was brought to the Emergency Roecause of poor feeding,
irritability, and decreased urine output. The babsighed 3760 grams,

approximately a 10% weight loss from birth. Sodiwas 158. The diagnosis was
hypernatremic dehydration. The baby was treatedogpiately in the ICU.

Decision/Comment: There was concern about sending the baby home after
6.3% weight loss identified at 29 hours of age waittirst time mother whose milk
had not yet come in. It was felt that the morlyidvias preventable.

A baby was born, to a Gravida 2 Para 1 mothegrat tvith Apgars 8 and 9. The
baby’s birth weight was 3900 grams. The baby wssharged at 26 hours of age
in good condition and was breastfed. On day foulifef a Public Health Nurse
visited and noted that the baby was jaundiced. oRewendations were made to
the mother to expose the baby to sunlight. Theutiln was not checked. On day
eight, the baby saw a paediatrician who ordereddlwork. The bilirubin level
was 501 but it appears there was no paediatrioviellp of the results. At 14 days
of age, a paediatric surgeon noticed the baby waadiced and consulted a
paediatrician who then saw the baby. Bilirubin w9 and the baby was
admitted for urgent exchange transfusion. The @gilof the jaundice was never
established. An MRI done at 7 months of age wamabr

Decision/Comment: The committee felt there was an error in managéent@mn
day four, a bilirubin should have been ordered. dagy eight, a bilirubin was
ordered but there was no follow up. It was fortenthat the baby did not have
permanent brain damage as a result of the highubitis. Educational letters
were sent to the paediatrician and Public Health.

A baby was born vaginally at 39 weeks gestaticatattiary hospital to a Gravida
1 Para 0 mother from rural Manitoba. The babyirthbiveight was 3700 grams.
The baby had Apgars 8 and 9. In the nursery, #i®y bvas jittery and calcium
was 1.57. After feeding, the jitteriness subsiddte baby was sent home on day
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four, weighing 3600 grams and returned to Childsedbspital on day 46 with
seizures. He was hypocalcemic (1.58) and had bioicia rickets.

Decision/Comment: The hospital sent an educational letter to the jp&gclan
involved with a reminder that infants at risk shtbble discharged on Vitamin D
800 IU per day.

Patient Error (Non-Compliance)

3.1

3.2

3.3

32

A 21-year-old Gravida 3 Para 2 mother had poor gtadrcare mostly because of
her non-compliance. She was a gestational diab&ie was admitted with pre-
term labour at 31 weeks gestation. She receiveiiatits. She discharged
herself from the hospital against medical advideeré was one clinic visit at 34
weeks gestation. She presented to hospital ateéBswgestation with loss of fetal
movements and the diagnosis of a stillbirth. She mduced and delivered a baby
weighing 4200 grams. Placenta pathology showednthosed villi and fetal
vessels.

Decision/Comment: The committee felt that the patient made an error i
judgment.

This Gravida 3 Para 2 lady was seen in the ERaoinamunity hospital with chest
pain and hypertension at 35 weeks gestation. ammdy physician was consulted
and instructed the patient to go to a tertiary itakprhe patient was made aware
of this before she was discharged but did not shp\at the tertiary hospital. Her
family physician subsequently saw her in the offate36 weeks. At that time,
fundal height was measured at 34 cm and blood pressas 150/100. She was
feeling better and indicated to the family physicihat she did go to tertiary
hospital 5 days after being seen at the commuragpital. Work-up when she
did go to the tertiary hospital was negative altffoblood pressure was 184/105.
At the clinic visit with the family physician, pragncy induced hypertension
related blood work was requested but the patiehtdt go for tests. At 37 weeks
gestation, she was referred by her family physittathe Fetal Assessment Unit
because of apparent fetal growth restriction. Rlmeight was still 34 cm and
diastolic blood pressure was 90. Fetal assessshented the baby on the 10
percentile with a reversed end diastolic artef@lf The mother’s uric acid was
429 and diastolic BP was 100 mm. Induction of labwas carried out.

The mother was a 17-year-old Gravida 1 Para O wefosed all attempts at
prenatal care and avoided medical treatment whieoulafirst began. A 1500
gram baby was born by Caesarean section for fetimeds. There was a history of
alcohol abuse. No obvious birth defects were iteporThe baby developed
tremors and was found to be positive for abstineseming. Phenobarbital was
ordered and phototherapy for hyperbilirubinemia Wwagun. Tube feedings were
started. Necrotizing enterocolitis developed. Thbybwas intubated and placed
on a ventilator. The baby was on insulin and aqgratéd gut was confirmed. A
“mini-laparotomy” was done to clean stool from tAédomen, to repair as
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3.4

3.5

necessary, and for drain insertion. Despite wicecpm IV antibiotic coverage,
the baby developed septic shock and diffuse pnesisaintestinalis through the
entire gut. The mother opted for palliative camd aactive treatment was
discontinued.

The mother was a 27-year-old Gravida 4 Para 3 atv86ks noted to have
reduced amniotic fluid. She had a history of atdabuse and 3 children in care.
Her blood sugars were normal. She had a normahabdirth. The baby’s

Apgars were 6 and 8. Umbilical artery pH was 7.2dn day two, the baby
suffered neonatal seizures and it was felt thatrigpresented alcohol withdrawal.

Decision/CommentThis situation was preventable at the level of fgfpatient.

This was a small for gestational age fetus borm t@ravida 1 Para 0 mother.
Induction of labour occurred at 40 weeks. Thers wancern about fetal heart
rate tracing 24 minutes before delivery. The paitigas taken to the case room
for an operative vaginal delivery. The patientused any intervention and the
baby was born by spontaneous vaginal delivery a&fpésiotomy. A tight nuchal
cord was identified. The baby weighed 2600 grarbsnbilical artery pH was
6.98 with base deficit of -12.7. The baby needesitive pressure ventilation and
Narcan. Low Apgar scores were thought to be aemuence of ® stage hypoxia
as a result of the tight nuchal cord.

Decision/Comment:This was identified as a preventable morbidityhiére had
been earlier intervention. Since the patient refube recommended intervention,
the patient was considered to be at fault.

Failure to Respond Appropriately to Abnormal FHR Tracing or Inadequate Monitoring

4.1

4.2

There was a delay by nursing staff in recognitibrfietal distress in a Gravida 1
Para 0 mother. There was a subsequent delay ificattn of the attending
physician. There was also a delay getting theepatio the operating room
because it was in use. An emergency Caesareamrsecetis eventually carried
out. There was some difficulty with delivery. iaitheart rate was 60 beats per
minute. The baby had no tone, was intubated, arslgiveen 100% oxygen. The
heart rate increased in 45 seconds but respiratiimksup to 3 minutes to develop
and tone was recovered at 7 minutes. Apgars wexed26. Cord pHvas 6.91.
The baby was admitted to ICU to be watched whesg thd well. The baby was
discharged and was to be followed in one week pgealiatrician.

Decision/CommentThis was identified as a theoretically preventablaospital
error in management. The committee referred tase dor educational action by
the Nursing Director for failure to recognize fetigdtress.

This 34-year-old Gravida 2 Para 0 mother preseiethbour at 38 weeks
gestation. Her blood pressure was 130/93 but isedkdo 170/100. She had
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4.3

4.4

4.5

34

proteinuria but the rest of her preeclampsia wgrkwias negative. Vacuum
extraction took place and the baby’'s Apgars wean@® 4 with a pH of 6.67. The
baby suffered perinatal asphyxia. The fetal hestg tracing was non-reassuring
at 1 %2 hours prior to delivery and quite ominou8&minutes prior to delivery.

Decision/Comment: Neonatal status could have been improved throaglee
delivery by Caesarean section. This appeared téaihee to recognize fetal
distress.

This Gravida 5 Para 1 mother was a type 2 diakmtignsulin. Amniocentesis
showed a mature lung profile and an elevated amsrfloid insulin level. Labour
was induced at 35 weeks. A non-reassuring fetatthede tracing was not
appreciated until 9 cm dilation at which time alggaH showed values of 7.10
and 7.12. By the time the procedure was completeldize results were obtained,
the patient was fully dilated. The patient had a-pelvic vacuum and forceps
delivery. The baby weighed 3600 grams. The baby beas depressed with 1
minute Apgar of 3, 5 minute Apgar of 5, and 10 nenApgar of 7. The umbilical
cord artery pH was 6.99 with a base deficit of 910'he baby needed nasal
CPAP and bicarbonate, had two seizures shortly dékvery, was intubated, put
on Phenobarbital, and sent to ICU. There were nadhdu seizures and
Phenobarbital was stopped on day two. A head oltre and CT scan were
normal. A scalp pH should have been done two hearriger.

Decision/Comment:The morbidity might have been preventable with ioved
obstetrical care.

The mother was in her first pregnancy (Gravida ta®Pg. Her fetus was known to
have Trisomy 21 and an atrioventricular canal héeféct. Labour was induced at
42 weeks gestation. In the hours before deliveagument late decelerations were
unappreciated by the medical and nursing staffc@ipspH was ultimately done
and the result was 6.86. An emergency Caesaredmoses carried out for a
baby weighing 4200 grams. Apgars were 2, 4, ankh8.umbilical artery pH was
6.81. The baby had multi-organ system dysfunctiod aeizures. A CT scan
showed a bleed in the right frontal part of theibiend a smaller one in the left
frontal part of the brain.

Decision/Comment.The baby’s morbidity was due to intrapartum asphytiat
had been developing for some hours but was unajppedc Educational action
was undertaken with the appropriate parties.

A 21 year old Gravida 1 Para 0 mother was admit#te®@5 weeks gestation
because of pre-eclampsia. She was induced at 3tkswgestation. After
observation for several hours without contracti@ing was sent to the antepartum
ward. Ten hours later, the patient was contractwgry 3 to 4 minutes and the
cervix had dilated to 1 cm. The patient was deetodzk in latent labour and was
given morphine. Less than 2 hours later, the patias fully dilated and was sent
to the labour floor. Twenty-five minutes later, thevas a spontaneous vaginal
vertex delivery of a 2400 gram baby. Apgar was 1 atinute, 5 at 5 minutes, and
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8 at 10 minutes. The umbilical cord artery pH wa66PCQ was 95, and there
was a base deficit of —10.4. The baby needed ciatien. In the first day of life,
the baby developed seizures and was transferriltavith ventilation for three
days. MRI at eight days of age suggested a peappattern of hypoxic ischemic
encephalopathy, probably the result of intraparasphyxia that occurred while
the patient laboured on the antepartum ward arre twas no fetal monitoring.

Decision/Commentit was felt that the main problem had been the Edkmely
recognition that the patient was in labour on timepartum ward. Following
communication with administration, the hospital@ipy was changed to prevent
women labouring following induction to be transéztrto the antepartum ward.
This was another example of lack of recognitiofetdl distress.

Loss of FHR Tracings

Repeatedly, fetal heart rate tracings cannot batéakc after completion of the
delivery. Technology exists for permanent pres@waof this information, which is
crucial for the protection of the public and theofpssion. Concern has been and
continues to be expressed to the appropriate pamtier a number of years.

Monitor Tracings. Current technology includes availability of dalitfetal
monitors which permit effective storage and retales monitor tracings. Acquisition of
this technology was recommended by MPHSC for theHARVomen’s Health Program
and anywhere those high-risk deliveries occur.

5.1 There was concern regarding absence of a norsdeet (NST) result from the
chart. The midwife did not have a copy of the NS because the Medical
Records Department could not locate the NST, thanaidtee relied on the
midwife documentation that the NST was reactive &/sd before the baby
succumbed.

Failure to Properly Assess a Pregnant Patient

6.1 A 2l-year-old at term presented in labour to a hakphat does not provide
obstetrical service. She was put in an ambulanoa-émergent) without being
assessed or examined and transferred to a tehaapital. She delivered in the
ambulance.

Decision/CommentThere was concern that this patient was not exairimany
way prior to being put in the ambulance. There wdailure to perform a pelvic
exam as part of the assessment of a pregnant wodareducational letter was
sent to the director of ER at the facility. A Néeiter item was developed
recommending that prenatal patients presenting wligtetrical concerns should
be assessed and examined before being transferegather facility.
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6.2

A 24-year-old Gravida 1 Para 1 was initially se¢r2@ weeks gestation in the
Emergency Room of a Level 2 hospital. The admissbaet shows that the
patient was noticing increasing, crampy lower abi@mdiscomfort. She was
very tender over the lower abdominal muscles. flimelal height was normal.
She was diagnosed as having abdominal musculam.sBtae was put on bed rest,
given Tylenol, was given a note to be off work, autbsequently was sent home.
She was re-admitted two days later complaining shathad been cramping since
last being seen. She was 6 cm dilated and subsiygweent on to deliver a
breech infant. The infant did not survive. Therens evidence on the initial
emergency assessment sheet that a pelvic exanmnedi® done.

Decision/Comment:Possible premature labour was missed. The fetait hate
tracing was non-reassuring 1.5 hrs prior to dejivend was quite ominous 35
minutes prior to delivery.

Inadequate or Poor Documentation

Cases were referred to MPHSC from both commumty tartiary hospitals with

concerns about missing documentation on prenataords. Availability and
completeness of documentation is becoming more ilitapb as care is more often
transferred between providers. Reminders were &ergppropriate administrators to
assure that complete documentation of care is geoMivhen patients are transferred.

7.1

7.2

36

A 28-year-old Gravida 3 Para 2 mother at 37 weastagion, with average birth

weight babies in the past, presented for inductibtabour. Shoulder dystocia
was diagnosed after the birth of the head and wasaged appropriately by
McRobert's and Wood’s manoeuvres. The delivery tdbkee minutes and

Apgars were 1 and 6 with pH of 7.11 and base defit#. The baby was flat at
birth and intubated because of acidosis. The drtheobaby was noted to be in a
state of palsy but recovered by time of discharfjevas noted that no maternal
weights, blood work, obstetrical history, or blosdgars were recorded on the
prenatal sheet.

Decision/Comment:This concern was referred to the Registrar of tbheGe of
Physicians and Surgeons of Manitoba.

The 39-year-old Gravida 8 Para 6 mother was fuillgted at 5:30 a.m. At 6:10
a.m. there was a failed attempt at vacuum extnaddowed by forceps for a
station —3. There were no operative notes writteticiated in the chart regarding
that attempt. The patient was subsequently augmiebte had to have a
Caesarean section two hours later.

Decision/Comment:Documentation was poor and apparent inappropriséeot
vacuum and forceps was concerning
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Inappropriate Dose/Use of Medications

8.1

8.2

A 2800-gram baby was delivered at 39 weeks by vactar fetal distress. The
mother was Gravida 3 Para 1. Apgars were 2, banthe baby was resuscitated
and started on ampicillin 250 mg IV gql12h and gemtam62.5 mg IV gl2h.
Three doses were given before the gentamicin desereassessed and found to
be incorrect by a factor of 10. Gentamicin waspgeal when the error was
realized. Ampicillin was continued for 48 hourstilurcultures came back.
Hearing was assessed at one and six months. Thangem peak dose would
have been calculated to be 27.6 and, in the liiegagentamicin levels less than
30 for short periods are not usually associatet @#mage to the ear or kidney.
The baby was voiding normally.

Decision/Comment:Educational letters were sent to the involved phgsi the
pharmaceutical regulatory body, and the hospitaliastration.

Cervidil was used in a post dates Gravida 3 Paratignt with a growth-restricted
fetus and reduced amniotic fluid. There was bradyi@ four hours after
placement of Cervidil. The mother had to be rusioeithe OR where a Caesarean
section was done. Biophysicial assessment scatebba 10/10 with amniotic
fluid of 3.2 cm the day before. The baby was baith old meconium at delivery
and Apgars of 8 and 9.

Decision/Comment: There was a question as to why Cervidil was thentagé
choice for cervical ripening in the context of berthe amniotic fluid and ripe
cervix (chart documents 2 cm). Educational lettart to physician.

Referral to Another Regulatory Body

9.1

A Gravida 2 Para 1 mother had a spontaneous veldbxery of a baby with
Apgars of 9 and 9 and a cord pH 7.43. This dejiveok place in another
province. Within two hours, the baby started gnmtwas transferred to ICU,
and was seen by the paediatrician on call. A clesty showed significant
opacity, especially in the lower areas with lossh# costophrenic angles. The
white count was elevated and had a left shift. Tdaby was treated with IV
antibiotics appropriately. The baby continued teederate. Hyperventilation was
carried out, volume expansion with albumin was used bicarbonate was given
to try and increase the pH and decrease pulmomsigtance. Umbilical artery
and umbilical vein lines were inserted. The patssabndition was unstable and it
was felt that this baby would likely need full swppincluding morphine and
ventilation. LifeFlight was called. Subsequenthastbaby’s transfer to Winnipeg
for treatment of sepsis, cultures came back showiaglacenta to be colonized
by Group B Strep. A small pustule on the baby wdsiced and also grew Group
B Strep. Group B Strep screening was not carrieganatally.
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Decision/Comment: The case was referred to the regulatbogly of the other
province for review.

9.2 This was a home birth. The baby had a meconiumatgm and was depressed at
birth even though it was suctioned. The baby meguipositive pressure
ventilation (PPV). It would have been more appiatprto intubate and suction
before giving PPV. The care provider agreed tha should have initiated
intubation and deep suctioning, given that she waough the NRP course.

Decision/CommentClassified as theoretically preventable, this caas referred
to another regulatory body.

Single Layer Closure with Caesarean Section

10.1 This issue was reviewed by MPHSC and a clinicaitauds done by the WRHA
Women'’s Health Program Standards Committee to wevierine ruptures. They
found that there was no proof that single layersates are more frequent in
uterine ruptures than double layer closures ang #re continuing to monitor
this.

Decision/CommentA definitive recommendation could not be made & time.

Maternal Death

11.1 The 26-year-old Gravida 2 Para 1 mother at 40ke/@estation was transported
by ambulance, unresponsive and intubated. She cbh#ddpsed following a
sudden, severe left-sided headache. CT and MRI irosed a large
intraparenchymal hemorrhage of the left cerebdilmisphere. An emergency
Caesarean Section was performed for a 3200 graambkby with good Apgars.
The mother met the criteria for brain death and wassferred for organ
donation. The baby did fine and was discharged hwitiethe father.

Decision/CommentThere were no concerns with the management of thteen
and/or baby, the death was considered nonpreventabl

Problems with Communication

There are instances where poor communication sesaltpoor outcome. By
looking at these cases, it is hoped that bettemmonication will occur in the future and
prevent morbidities

12.1 A Gravida 8 Para 5 mother was admitted at 25-27ke/ggstation because of
spontaneous rupture of membranes. She was givénadics. The baby was felt
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to be a breech presentation. The mother was adinatéhe ward where later in
the evening and during the night she complainecbatractions. The resident on
call felt she was not in labour. The complaint ohttactions was further voiced
again in the morning. The resident attended tarbéher but did not do a pelvic
examination given the gestational age. The attgndias informed, requested a
speculum exam be done, but none was done. Demaigiven to the mother.
Two hours later the mother delivered on the watenated by a different resident
who performed an assisted breech extraction. A&t time of delivery the
attending was not informed. The attending was wenycerned that he was not
called and that no speculum exam had been dorexjassted.

12.2 A 31-year-old Gravida 6 Para 5 mother was refetedhospital at 38 weeks
gestation due to hypertension and diabetes. A jutérk evaluated the mother in
triage. No resident assessed the mother. Theletat rate tracing was ominous
with a loss of variability and late deceleratiombe mother was sent to the ward.
The attending was under the impression that blookvand non stress test had
been reassuring. The next morning the mother haspantaneous stillborn
delivery.

Decision/Comment: The attending physician was reminded of the respoitg

to ensure that lab and monitor tracing results khba reviewed by the attending
physician personally within a few hours of the eatibeing seen in the triage
area. Postgraduate medical educators and nurdmgnistration were asked to
review this case. It is now protocol for attendiplgysicians to view charts,
tracings, and lab results, and sign the chart beitois sent to MedicaRecords.
This case demonstrated a failure in communicaton, a failure to follow up lab
results.

12.3 A 35-year-old Gravida 2 Para 0 obese lady who aggel for dates with a normal
glucose tolerance test was admitted for inductidnlabbour at 41+ weeks
gestation. = When she went into active labour, shas wransferred to
labour/delivery/recovery/post-partum where intetemt auscultation was carried
out. Augmentation with oxytocin was initiated aslwas electronic fetal
monitoring with an external monitor. Recurrent ighle decelerations and
reduced variability developed but were not perativeg the bedside. The
attending physician performed an artificial ruptuoé membranes but no
assessment was documented at that time. Afteemlawct of an epidural (during
which monitoring was interrupted), the fetal headte pattern was very
concerning and the senior resident came to assElss. situation was reviewed
with the attending doctor by phone and the decisiadle to transfer the patient to
labour and delivery for fetal scalp sampling. Aisttime, the fetal heart tracing
was very abnormal. The senior resident was calded toncurrent emergency,
leaving the junior resident to obtain a pH. A tarah bradycardia occurred
during this procedure. The patient was transfetoeitie case room and delivered
by Caesarean section. The baby was stillborn.uggation was unsuccessful.

Decision/Comment: An educational letter was sent to the physicianuélibe
need for improved communication between physicemd house staff. A letter
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12.4

12.5

was sent to the Program Director for the Women’altheProgram regarding this
non-recognition or lack of action to an abnormaéif@eart rate tracing.

A 38-year-old grand multiparous (Gravida 11 Paran®ther in a pregnancy
complicated by gestational diabetes presented aetmeres during the pregnancy
for concerns about her blood glucose levels. Al fatgaessment showed that the
baby was growing along the B@ercentile. Most of the higher glucose levels
were related to dietary indiscretions. She preskate39 weeks in active and
rapid labour. There was no history of spontaneopsure of membranes but no
fore waters were noted. She delivered quickly. ételd had an initial blue spell
but responded to suctioning as well as some oxyglered tests were done and a
significant thrombocytopenia was noted but thiginfation was not given to the
attending doctor until the next day. The baby wasdferred to Winnipeg for
further investigation.

Decision/Comment: There was a question about communicating lab edalt
attending physicians in a timely fashion. Verbascdission took place with
appropriate individuals.

A 20-year-old Gravida 2 Para 1 mother who had aipus stillbirth, had an
uneventful pregnancy, and was induced at 40 weeks td severe maternal
anxiety. Prostin and Syntocinon were used. Sheahadginal delivery of a live
baby with Apgars of 8 and 9. On physical exangw petechia on the back and
face were noted. Otherwise the initial exam wasmetely normal. A stat CBC
was ordered to monitor platelet count. The nurke wead the results looked at
the wrong line of the reference value sheet andrteg to the physician that the
platelet count was normal. The baby was transdleirweNICU when repeat blood
work showed that the baby’s platelet count was A@2,0 The baby received
platelet transfusion and IV immunoglobulin. Theneender of the infant’s stay
was unremarkable. No definitive diagnosis for tteombocytopenia was
determined prior to discharge and it was thoughtb& immune in nature.
Ultrasound of the brain and abdomen were normalm@attlets held steady at a
normal level.

Decision/CommentThere was concern regarding poor communicatione [&h
did not contact the nursery to inform them abowt thitical result. No actual
values were reported or read to the attending playsinor did he request them.
Also, the reference sheet used by the nurses imtngery was outdated and
confusing. This situation was referred to the raalnteam for review because of
the hospital error in management, error in docuatemt, and failure in
communication.

Failure to Consult

13.1

40

A 35-year-old Gravida 2 Para 0 mother with preggamciuced hypertension
presented to hospital in labour with blood presda4@94. She was transferred to
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a tertiary hospital. She appeared jaundiced, hadusl| elevated liver enzymes,
and high uric acid. She was under the care of ayghysician. The anaesthetist
requested a consultation with obstetrics regardieg high blood pressure and
increased liver enzymes. A specialist obstetriclahivered the patient and after
delivery she was started on Hydralazine, Aldomei &abetalol. Her liver
function tests started to improve postpartum.

Decision/CommentThe concern was that this case should have beemadfto a
specialist obstetrician earlier because she wasertgmsive. A gestational
hypertension work-up and antenatal home care pmodadow up would have
been appropriate in the antenatal period. This vass an example of a delay in
consulting.

13.2 A 28-year-old Gravida 1 Para O mother was adohite41l weeks gestation for
induction of labour because of decreased amnittid.fOxytocin was started at
1200 at which time she was 2 to 3 cm dilated. AAQL.&he patient was noted to
have hypertension and a preeclampsia work-up wase @dich proved normal.
At 1835 she was 5 cm dilated and an artificial voptof membranes was done.
There was no amniotic fluid noted at this time. &mdural was given at 2400 and
Oxytocin was increased. By 0310, she was febhl€320 there were fetal heart
rate decelerations. At 0400, there was no chandbercervix. An obstetrician
first saw the lady at 0450. Scalp pH was 7.25 &wed 7.23. A Caesarean section
was done and baby delivered at 0658. Apgars weard29 with an umbilical
arterial pH of 7.22. Postpartum, the patient waablmto bend her knee. There
was left facial droop secondary to a right hemisighstroke. She had frontal
headache. CT scan noted massive hemorrhage inrighe frontal lobe.
Neurology was consulted. The patient was transfeto a tertiary care centre.
During the intrapartum period, her diastolic blqueéssure remained between 70
and 95 mm of mercury. Her postpartum blood pressaalso in that range.

Decision/Comment:It was felt that the stroke was most likely notvyaetable
and management was appropriate although consultafiiihn an obstetrician was
delayed.

Heart Murmurs (Paediatric)

14.1 An infant was born at 38 weeks with Apgars of 7 8ndThe mother was Gravida
2 Para 1. Ultrasound had been normal at 20 weegstgm. The baby was
somewhat sluggish, fed poorly but was dischargechehat four days after a
paediatric assessment raised no concerns. A muwasrdocumented on the
discharge summary. The management plan was towfothe baby as an
outpatient in one week. The baby developed senesratory distress on th&' 7
day of life and was brought to the Children’s HeaspEmergency Room. The
baby had ashen color, a pan systolic murmur, apdtbenegaly. Echocardiogram
demonstrated hypoplastic left heart syndrome. iGlgly was consulted. The
baby was admitted to the NICU. The following dthe parents selected comfort
care and the child died soon after.
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Decision/Comment: If hypoplastic left heart syndrome had been diagoprior
to the development of severe cardiac failure, uaetion in the form of a
Norwood procedure would have given a significanarsde of survival. A
recommendation that all children with a murmur iathbhave oxygen saturations
performed was included in a Newsletter iteéssessment of Neonates for
Suspected Congenital Heart Disé€aspublished in September 2004 by The
College of Physicians and Surgeons of Manitoba.

Ultrasound Error

15.1

The mother was Gravida 3 Para 2. The baby was &btarm weighing 4600
grams following an uneventful prenatal course watkcellent documentation.
Immediately after delivery, the mother breastfeel ¢hild, the child turned a blue
color, and was rushed back to the nursery. There decreased breath sounds on
the left side. A chest x-ray showed the heartldgd to the right and the left
lung field could not be seen. There was a loofaaje bowel present. The baby
was transferred to tertiary care with a diagnosisliaphragmatic hernia. This
baby had an ultrasound done at 36 weeks at whieh & diaphragmatic hernia
was not noticed.

Decision/Comment: Educational action was undertaken with the
ultrasonographer.

Erb’s Palsy

16.1

The mother was in her first pregnancy (Gravida af®a and labour was induced
at 41 weeks gestation. There were no problems gluhe first stage of labour.
The second stage lasted 77 minutes and there \spsrdaneous vaginal vertex
delivery of a 4400 gram baby. There were no repodificulties at the time of

delivery. Apgars were 8 and 9. Umbilical cord arteH was 7.26. After birth, the

baby was found to have a left Erb’s Palsy. Theterdit appear to be shoulder
dystocia or excessive downward traction to delitaershoulders.

Decision/CommentA literature search showed that Erb’s Palsy cowlclio even
if everything appears normal with the pregnancy a@eldvery.

Failure to Act on Confirmed IUGR

17.1

42

A 2200 gram stillborn infant was delivered by ay&hr-old Gravida 1 Para 0
mother. The mother had no significant medicakiises except cervical dysplasia
in the past and was not on any medications. Prenata started at 15 weeks
gestation. Mother had a smoking history up to tgarettes per day. Intrauterine
growth retardation (IUGR) was diagnosed on ultrasbat 37 weeks gestation.
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Mom was advised to check fetal movement regulaynon stress test (NST)
twice a week was scheduled pending a more favoeiradavix. Two NSTs were
reactive. The mother missed one and presentedverk-post the last NST. At
this time, she complained about not feeling fetabvement. Ultrasound
examination confirmed fetal death. Autopsy findimgsluded intrauterine growth
retardation, moderate autolysis of internal organsl, no congenital anomalies.

Decision/Comment: The committee was critical of a delay in inductioh a
patient with known IUGR at term. Education was emaken with the physician
and with the hospital.

Trauma Associated with Caesarean Section

18.1 A baby weighing 4100 grams was born to a 40+ weestagion, 22-year-old
Gravida 1 Para 0 mother. Her pregnancy was unauenBecause of failure of
induction, the baby was delivered by Caesareanoseatith Agpars of 7 and 9.
An x-ray showed a fracture of the right humeruse Dlaby was kept in hospital
for three days.

Decision/Comment.Concerns were raised regarding a fractured humeithsa
Caesarean delivery and an audit was conductedi¢onti@e the frequency of this
occurrence.

Delayed Eclampsia

19.1 A 25-year-old Gravida 4 Para 1 Therapeutic AbortBomother was admitted to
triage at 38 weeks gestation with a blood presetire71/111. It was noted she
was severely proteinuric at 5 grams. Inductiorabblur took place with the use of
Cervidil and she was started on Labetalol but h@odpressure remained high at
172/109, with one reading of 198/120. On day thwestpartum, she was sent
home although she was complaining of headachdmatitne. Labetalol has been
discontinued and replaced by Adalat XL. On day fame day after discharge,
she had seizures at home and was immediately ¢éraedfback to tertiary care
where she was noted to be quite edematous andidragsc Magnesium sulphate
was started. Her CT scan was normal and she veadually discharged in stable
condition.

Abruptio Placenta

20.1 A 29-year-old Gravida 2 Para 0 mother presentaabssible labour to Triage. A
cardiotogograph showed excessive uterine actipitgy fetal heart rate variability
and decelerations. Within an hour, she had an esneygCaesarean section at 38
weeks gestation for a 2709 gram baby with Agpar ahd 4, arterial cord pH
6.87, and umbilical vein pH 6.99, with a base defiel5. A large abruptio
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placenta was identified. The baby needed ventildtoo a week and had persistent
pulmonary hypertension requiring nitric oxide andtropes. Head imaging at 12
days of age was normal.

Decision/Comment: The hospital classified the case as nonpreventable,
unavoidable, and sent a letter of commendatioméontedical resident who had
assessed the patient and promptly arranged fora@zaas section.

20.2 AZ20-year-old Gravida 1 Para 0 mother presented tevEfRabdominal pain and
no fetal movement. Patient stated she had a ¢&lindthe stairs two days prior.
The patient spontaneously delivered a stillbormget No congenital anomalies
were noted. The baby was 28+/- weeks gestationtopsy revealed a disrupted
placenta with severe chorioamnionitis along withl@od clot in the placenta.

Decision/CommentThere was concern that the fall might have beemdbelt of
abuse and/or alcohol may have been a factor. éurgview was unable to
determine the event that caused the fetal demise.

Kleihauer Testing Availability

21.1 A pregnant patient was involved in a motor vehiakxident and required a
Kleihauer test to determine if there was fetal mmetehemorrhage. This test was
not available in Winnipeg 24/7. Timely diagnosisdamanagement of fetal
maternal hemorrhage is needed to assure good iteEteutcome.

Decision/Comment: The committee brought this issue to the attentidn o
Canadian Blood Services. Kleihauer testing islalsé in the Brandon Hospital
on a 24/7 basis.

Stillbirth/Neonatal Death Autopsy Rates

A concern was raised relating to the low percemtafgautopsies being performed
on unexplained stillbirths and infants who suffenednatal deaths. The legal mandate is
being met but there could be significant benefinfr an educational and quality
improvement perspective if there were more autgpperformed. The Registrar was
alerted to the committee’s concerns so that fundimg) staffing issues of concern can be
discussed with government.

Standardized Prenatal Tests

In 2000 — 2001, there was discussion about stammlagdesting and collection of
prenatal blood tests. A “maternal package to plemsgd with pre-labelled requisitions
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that would include a universal requisition for patal blood testing was suggested.
Discussions were undertaken with Cadham Provih@hbratory.

Opt-In Policy

Concern was raised about there being a perceiopd-ii” policy for HIV
screening in Manitoba. Available information inding the pamphlet “Plan for a Healthy
Baby” was circulated, supporting an opt-out polity Manitoba. Pregnant women
should be encouraged to have routine HIV testiftPHSC published a newsletter item
“Reminder to Record Status of All Prenatal Patigdty Screening on the Prenatal
Record”.

Congenital Anomaly Register

There has been ongoing discussion with Decisiqmp8u Services of Manitoba
Health regarding collection in Manitoba of congah@&nomaly information.

Ongoing Issues of Concern

0 Province-wide Caesarean Section audit

o0 SIDS prevention

o Joint Statement “Obstetrical Consultation and Tiemasf Care” with the College
of Midwives of Manitoba.

o High perinatal mortality and morbidity rates amdfigst Nations populations

The committee advocated its concerns to all lexbks Minister of Health, with deputy

ministers, CEOs of regional health authorities, pitass, departments, and specific
individuals. This has resulted in changes bettetfve care of Manitobans.
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