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3.0		 Ad	hoc	reviews	

3.1	 Indigenous	maternity	and	newborn	indicators

Council is concerned about the continuing high incidence of adverse outcomes of pregnancies to 
Indigenous women when compared with non-Indigenous women.

In 2007 the Executive Management Team of Queensland Health endorsed eight Key Performance 
Indicators (KPIs) for Aboriginal and Torres Strait Islander health, four of which relate to maternal and 
newborn health:

• the proportion of women who give birth who have five or more antenatal visits during pregnancy
• the proportion of live birth, singleton babies born weighing less than 2,500 grams
• the proportion of pregnant women who smoked at any time during pregnancy
• the proportion of pregnant women who had quit smoking by 20 weeks gestation.

Initiatives to implement the eight KPIs are reviewed in the Queensland Health Aboriginal and Torres 
Strait Islander Health Branch publication “Successful Initiatives in Aboriginal and Torres Strait Islander 
Health” (http://qheps.health.qld.gov.au/atsihb/docs/successfulinitiative.pdf ).

Two of these Aboriginal and Torres Strait Islander maternity/newborn health key performance indicators 
are part of the Queensland Health suite of district Tier 1 KPIs:

• KPI 5a – Indigenous antenatal visits 
The percentage of Aboriginal and Torres Strait Islander women who attended at least five antenatal 
visits and give birth at 32 weeks or more.

• KPI 5b – Indigenous low birth weights 
The percentage of live born, singleton, low birth weight (<2500g) babies born to Aboriginal and 
Torres Strait Islander women.

The Queensland Health Tier 1 KPIs are an agreed set of measures by which the Department will monitor 
progress towards achieving its objectives. They are designed to provide a cross-section of performance 
against the strategic objectives articulated in the Strategic Plan. These KPIs and their associated targets 
are a key component of Executive (Tier 1) Performance Agreements. Targets were individualised for 
each district by the Performance and Accountability Division of Queensland Health.

Council sought information from all health service districts regarding strategies which have been 
implemented to move towards their targets, with the aim of assisting maternity and newborn care 
providers with “distributed learnings”. All District CEOs were asked to provide a brief statement to 
QMPQC KPIs 5a and 5b, with reference to Council wishing to review the steps that have occurred in 
those districts which have led to performance on or better than target, and steps which are being taken 
in districts where performance is unfavourable to target. 

Partnership programs with local Aboriginal and Torres Strait Islander health organisations figure 
prominently in many of the strategies being implemented. Table 20 provides summary information of 
strategies being actively pursued by a number of districts, and maternity services are strongly advised 
to follow such examples.
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General measures

• Inclusion of specific maternal and neonatal elements in a district “Close the Gap” plan.

• Increased employment of Aboriginal and Torres Strait Islander people by the health service district and 
other measures to improve the cultural competence of the organisation as a whole, with a focus on all 
Indigenous women’s health issues.

• Identification of training that supports women’s health nurses and women’s Aboriginal and Torres Strait 
Islander health workers; provision of support to health workers to undertake Cert IV maternal and child 
health training and qualification.

• Partnerships with USQ, UQ and QUT to support Nursing/Midwifery training; SARAS policy implemented to 
support Queensland Health staff to upgrade qualifications. 

• Increased number of Nursing Cadetships offered in partnership with the Office of the Chief Nursing 
Officer; Bachelor of Midwifery Indigenous Pilot Program; Indigenous Mentoring program with a number of 
Senior Nursing Staff identified as “Mentors”. 

• Investment in partnerships with local Indigenous community controlled health organisations, including 
review of formal Memoranda of Understanding; development and implementation of an Aboriginal and 
Torres Strait Islander Partnership Advisory Council (A&TSI PAC) Action Plan.

• Improve rates of identification of Aboriginal and Torres Strait Islander status at patient registration. 

• Indigenous consumer representative on maternity reference groups.

• Creation of culturally welcoming spaces including the commissioning of ‘Birthing Place’ artwork for 
maternity units, creation of Indigenous healing gardens, Indigenous murals and artwork at the entrances 
to hospitals and health centres, and Aboriginal and Torres Strait Islander flags in prominent positions.

Specific pregnancy measures

• Development of Aboriginal and Torres Strait Islander maternal and infant care services through the 
use of ‘Close the Gap’ funding, primarily providing antenatal, postnatal and early childhood care and 
incorporating flexible service delivery to breakdown barriers to health care access currently experienced 
by Aboriginal and Torres Strait Islander women.

• Investigation of Ferret system to improve patient tracking and recall.

• Development of continuity model of care based on caseload model specifically for Aboriginal and 
Torres Strait Islander women. “Known midwife” caseload management and Midwifery Group Practice 
as alternative models of care, with the one-on-one approach allows the maternity team to focus on the 
specific needs of the client, including health, diabetes, and drug and alcohol habits.

• Outreach midwifery antenatal booking-in visits to Indigenous community controlled health organisations.

• Medical and midwifery outreach programs (including ultrasound) to remote/isolated communities.

• Structured home visitation for Aboriginal and Torres Strait Islander mothers and their children.

• Hospital doctors, GPs and health care providers strongly encouraged to refer pregnant women for early 
booking-in visits.

• Public hospital maternity units to notify GP practices and midwife/child health nurses of client’s chosen 
model of care when client presents for booking.

• Risk assessments with regard to smoking, alcohol and other drugs and women being able to access an 
ATODS worker at the clinic or on referral.

• Brief intervention and treatment and referral options offered routinely to all pregnant women identified 
as smokers or with alcohol/drug issues at each antenatal visit. Smoking cessation programs specifically 
designed for the needs of pregnant Aboriginal and Torres Strait women.

• Early identification of pregnant women with low and high BMI’s and with pre-existing conditions (e.g. 
anaemia, diabetes, etc.) so that nutrition education, brief intervention and referral to dietician can be 
provided.

• Implementation of models of care which involves multi-disciplinary team case conferencing of all new 
booking-in women, with use of telehealth to case conference the outreach centres. 

• Working with local Aboriginal and Torres Strait Islander Family Support Services to improve early parenting 
and antenatal information via education sessions for youth. 

• Regular Indigenous Mums and Bubs group offering education and support for expectant and new 
mothers.

• Regular monitoring of pregnancy and birth outcome data from the Queensland Perinatal Data Collection.

• All women with low birth weight infants closely followed-up by the Child Health Nurse.

Table 20: Summary of strategies being implemented in Queensland Health maternity / neonatal services to 
address Aboriginal and Torres Strait Islander maternity / newborn health key performance indicators 5a and 5b
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3.2	 Maternity	and	neonatal	care	incidents

As part of the Council’s quality agenda, it sought to provide maternity and neonatal clinicians with 
a summary of the recommendations which have arisen from reviews of clinical incidents across 
Queensland Health in 2008, so that all may learn from such examination of incidents. 

Information was sourced from the Queensland Health Patient Safety Centre regarding the 
recommendations which arose from reviews of Reported Incidents entered into the PRIME CI 
database between 01.01.2008 and 31.12.2008. These reviews were either Root Cause Analyses 
(RCAs) or Human Error and Patient Safety (HEAPS) analyses. The Queensland Health Clinical Incident 
Management Implementation Standard defines both the use and implementation of Root Cause 
Analysis (systematic process for analysing serious incidents whereby factors that contributed to an 
incident are identified) and HEAPS analysis (a six-part tool to examine less serious incidents relating to 
factors involved in the incident). Both tools provide recommendations, when appropriate, to minimise 
the risk of similar events occurring in the future. 

The information in the report is de-identified for staff and patients, and was provided to QMPQC under 
the exemption Section 62(H) of Health Services Act 1991 for the purpose of “evaluating, managing, 
monitoring or planning health services”. The information in this report was provided to Public and 
Private maternity and neonatal care providers as a “distributed learning” in February 2010. 

Analogous group Recommendations

Improved / increased 
access to training

That further training is required in the following – Interpretation of  “reactive cardiotocograph 
(CTG)”, early and late decelerations, differentiation of baseline (maternal / fetal) and 
management of loss of contact.

The district will consider seeking support of the Maternity Crisis Resource Management 
Program held at the Skills Development Centre. This opportunity will increase the number of 
staff in obstetrics and midwifery trained and competent in CTG application and interpretation.

The district as a matter of priorty will work with Obstetric and Birthing service to standardise 
and update policy and procedure documents relating to maternity assessment, use and 
interpretation and reporting of CTGs.

O&G team education regarding the implications of hyperstimulation and poor beat to beat 
variability as interpreted from CTG traces. 

O&G team education regarding interpreting CTG traces. 

Midwifery team education regarding the implications of hyperstimulation and poor beat to 
beat variability. 

Staff training regarding the indications for and using a fetal lactate instrument.

The Statewide Maternity and Neonatal Clinical Network to develop and distribute statewide 
neonatal hypoglycaemia management guidelines. The neonatal hypoglycaemia management 
guidelines will define ‘infants at risk’ and provide guidance on timeliness of medical review 
and prompt correction of neonatal hypoglycaemia.

A regular multidisciplinary emergency skills training scenario to be incorporated into the 
maternity units in-service program with at least one training session per year on emergency, 
stabilisation and transfer of sick neonates utilising the referral centre paediatric neonate nurse 
educator.

Improved/increased access 
to training (continued)

All outlying facility medical officers including general practitioners employed by the facility to 
attend the following training programs and for new staff this is to take place within a year of 
commencement: a) Neonatal resuscitation program b) Maternity Emergency Crisis Resource 
Management (MaCRM) and where possible according to course availability c) Paediatric 
Emergency Crisis Resource Management (PeCRM ).

Competency in neonatal 
resuscitation training

A consistent approach to education, training and competency testing of Neonatal resuscitation 
be implemented in the District to meet the standard set down by the American neonatal 
resuscitation guidelines.

Implementation of a neonatal resuscitation training program be introduced and mandatory for 
all staff within the Family Unit.

Neonatal resuscitation skills for MO and midwives together with refresher training to be put in 
place.

Implement scenario based neonatal resuscitation training program, managing the sick 
neonate for the first hour of the critical event.

Table 21: Recommendations from Root Cause Analyses (RCAs) and Human Error and Patient Safety (HEAPS) 
analyses, relating to PRIME CI reported incidents from maternity and neonatal services in 2008. 

(continued over the page)
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Analogous group Recommendations

Issues relating to practice 
guidelines and policies

That the requirement for routine urinalysis and actions taken for abnormal urinalysis findings 
will be reviewed.

The district as a matter of priorty will work with Obstetric and Birthing service to standardise 
and update policy and procedure documents relating to maternity assessment, use and 
interpretation and reporting of CTG’s.

Updating of Guidelines for the use of Prostaglandin PGE2 GEL:  
• High-risk patients should be induced during the day with continued CTG monitoring.  
• Non-reassuring CTG antenatally with no established labour would be unsuitable for
   Prostaglandin.

Updating of the CTG rating sticker to incorporate clinical risk and actions based on the RCOG 
guidelines including when abnormal CTG are be reviewed by Senior Registrar and when a fetal 
pH/lactate is indicated.

A fetal lactate instrument is the preferred instrument of measurement and is recommended to 
be purchased for the district. 

Development of policy/procedure for arterial and venous cord pH/lactate sampling and 
implementation plan.

The Queensland Health Safe Infant Care to reduce the risk of Sudden Infant Death Syndrome: 
2005 policy is implemented immediately.

Documentation provided to Neonatal Clinical Guidelines Project and project team have 
confirmed that mental health drugs will be added to the Neonatal hypoglycaemia clinical 
guidelines as a possible cause of hypoglycaemia.

Identify the maternity risk assessment tool to be used and the way in which the risk 
assessment is to be linked to the dynamic service capability of facilities within the district.

The use of the RBWH neonatal hypoglycaemia management guidelines until statewide 
neonatal hypoglycaemia management guidelines are developed.

Need to look at services/information with primary carers and community health that the issue 
of obesity in pregnant women.

That the equipment used for CTG monitoring be reviewed for accessory equipment 
requirements to suit bariatric patients.

Emergency Department (ED) develop, implement and educate staff regarding ED treatment 
guideline for obstetric presentations.

Issues relating to practice 
guidelines and policies 
(continued)

That ‘Management of preterm prelabour rupture of membranes’ procedures for facilities in the 
district be reviewed to include antibiotic prophylaxis for Group B Streptococcus in individuals 
without labour and while pending vaginal pathology swab results’.

Potential for the facility to review the fetal monitoring policy procedure with regard to the 
frequency of CTG monitoring of women of < than 37 weeks gestation.

A benchmarked standardised proforma will be developed and completed at the time of 
identifying maternal risks.

Development of a policy to identify the process of induction including a guide for induction; 
this policy should address identification of risk, make reference to evidence based processes 
(e.g. the bishop score and identify what monitoring should be completed following induction).

The development of a policy that identifies the appropriate levels of monitoring over the 
course of labour and delivery.

Development of a policy regarding pain management.

VBAC protocol needs to be reviewed and updated.

Issues relating to 
investigation of perinatal 
deaths

That autopsy reporting for stillbirths to include reference to investigation of other 
recommended routine stillbirth pathology results (in this case, Kleihauer test).

That Auslab reports clearly indicate that investigations are for stillbirth.

A process to be developed and implemented to label all placentas prior to placing in the 
refrigerator.

Discussion with MO to consider/encourage discussions with families for autopsy as a 
possibility.

Table 21 (continued): Recommendations from Root Cause Analyses (RCAs) and Human Error and Patient Safety 
(HEAPS) analyses, relating to PRIME CI reported incidents from maternity and neonatal services in 2008 
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Analogous group Recommendations

Mental health issues
Identify the referral pathways to the mental health consultation and liaison team for those 
women receiving SSRIs deemed “at risk” following appropriate risk assessment during 
pregnancy.

The Statewide Maternity and Neonatal Clinical Network to provide guidelines for all 
obstetric health service providers regarding SSRIs in pregnancy.

Patient Safety Centre advocate for an alert/advisory to be distributed  that will link 
obstetricians, neonatologists and psychiatrists to the  Royal Australian and New Zealand 
College of Psychiatrists publication “Guidance on the use of SSRIs and Venlaflaxine (SNRI) 
in late pregnancy”.

Neonatal retrieval issues
The process for documentation of the assessment and telephone advice provided through 
QNETS be identified and  formalised.

Request to Queensland Neonatal, paediatric and high risk obstetric Emergency Transfer 
Service (QNETS) to recirculate statement on access to neonatal clinical advice as per 
QNETS operational procedure.

Issues relating to management 
of diabetes/gestational 
diabetes in pregnancy

Clinics for high risk pregnancies who are required to see obstetricians, physician, dietician 
and diabetes educators, may require long duration visits at the hospital, increasing 
likelihood that education and holistic care/consistency approaches is reduced.

It is difficult to track how a patient with Gestational Diabetes is controlling their BGLs, as 
we are currently reliant on the patient to keep a diary and to bring that diary to each clinic 
presentation. This is problematic at times for some patients.

Implementation of the guidelines in the care of pregnant women with diabetes.

All diabetic women who are pregnant to be referred to Telehealth sessions.

Issues relating to management 
of diabetes / gestational 
diabetes in pregnancy 
(continued)

It is recommended that the district consider review of contemporary technology options for 
improved monitoring of BGLs at home to support optimal management.

Education for Registrar/PHO regarding diabetes treatment and care for pregnant women.

SMPU is requested to include neonatal/paediatric hypoglycaemia management guidelines 
in documentation developed as part of the next phase of the Standardisation of QH Blood 
Glucose Record and Insulin Order Forms project.

Clinical Services Capability 
Framework issues

That maternity facilities review admission criteria within level 2 maternity services, 
‘Admission of Maternity Patients’or similar procedures in accordance with the Queensland 
Health Clinical Services Capability Framework v 2.0 document.

That maternity facilities ensure that service level capability is promulgated through facility 
scope of practice correspondence and staff training, to effectively translate into clinicians 
being aware of the level of pregnancy risk able to be admitted and managed at level 2 
maternity services.

That the Queensland Health Planning and Coordination Unit responsible for development 
of the Queensland Health Clinical Service Capability Framework v 2.0 be requested to 
review the criteria and escalation processes within neonatal service levels to accurately 
guide facility and clinician management of patient risk.

Emergency Caesarean section 
issues

The current classification of urgency of Caesarean section process be mapped.

Develop and implement a standardised emergency response process to life threatening 
maternal and fetal situations.

Emergency Caesarean Category system to be developed into a workplace instruction with 
version control.

Laminated table of the emergency Caesarean category system to be placed in OT and Birth 
Suite.

That a vaginal examination in Theatre before commencing LUSCS for failure to progress 
near full dilatation be considered.

Neonatal drug dosage issues
The poster of the correct dosages for neonatal medications and IV fluids to be reviewed 
and updated on annual basis through the Patient Safety Rounds.

Obtain a poster obtained from RCH of the correct dosages for neonatal medications and IV 
fluids to be clearly available on Nursery and Labour Ward walls for staff to access.

Neonatal Intensive Care Unit staff specialists to develop a framework for the introduction 
of new treatment modalities within the unit. This framework will include reference to 
nebulised medications as well as other medical treatments.

Table 21 (continued): Recommendations from Root Cause Analyses (RCAs) and Human Error and Patient Safety 
(HEAPS) analyses, relating to PRIME CI reported incidents from maternity and neonatal services in 2008




