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Presentation Notes
The Stillbirth CRE has led the development of a bundle of care to address the priority evidence practice 
gaps in stillbirth prevention for implementation across maternity services.

The Safer Baby Bundle is a collection of change ideas or interventions designed to reduce late 
pregnancy stillbirth.

This masterclass summarises the 5 bundle elements, highlights key evidence related to the Safer Baby 
Bundle and discusses basic principles for implementation.
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Introduction

Before we get started

The Safer Baby Bundle is based on the best
available evidence at the time of its preparation.

* ltis being led by the Stillbirth Centre of
Research Excellence (Stillbirth CRE).

«  The Stillbirth CRE work in partnership with . & 3 ¢ = Bu ndle

health departments’ parent Organlsatlons, il o ' - WORKING TOGETHER TO REDUCE STILLBIRTH
professional colleges, researchers, clinicians
and women.
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The Safer Baby Bundle is intended to provide general advice to maternity healthcare professionals..
 
It should not be relied on as a substitute for proper assessment with respect to the particular circumstances of each case ands needs of each woman.



Impact of Stillbirth

Mothers Clinic Family and friends Government

2.6
million
stillbirths

EFFECTS OF STILLBIRTH

* psychologicaland * Increased healthcare costs  * Increased risk of family breakdown * Reduced earnings from employment, maternity

emotional distress, Negative effect of staff * Stigma, abandonment and abuse and paternity leave, and healthcare expenses
and isolation
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This immense burden of stillbirth has long-term psychosocial and financial impacts on all involved and wide-ranging economic impacts on health systems and society.

Parents face unique challenges following stillbirth stigma, social isolation and disenfranchised grief are widespread among parents whose baby is stillborn. 

Research has shown that up to 50% of bereaved parents in Australia and New Zealand feel unable to talk   about their stillborn baby because it makes people feel uncomfortable. (Flenady 2016). 

Healthcare workers caring for families during and after grief experience great personal and professional burden

The cost to government was on average $3774 more per mother who had a stillbirth compared with mothers who have a live birth (Emily Callendar 2020)



Australian Stillbirth rates

Introduction

in Australia was 6.7 per

By gestation 1994 to 2018 45 1000 births . This equals

Prospective risk of stillbirth
(per1i000 FAR™)

almost 2,200 babies per
year (AIHW 2018)

20-23 WEEKS 24-27 WEEKS 28-36 WEEKS 37-41 WEEKS OVERALL

rrrrrrr _—

1994 1996 1998 2000 2002 2004 2006 2008 2010 2012 2014 2016 2018

YEAR OF BIRTH
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There has been little improvement in overall stillbirth rates for over 30 years (Flenady 2020 Women and Birth).

In 2018 the stillbirth rate in Australia was 6.7 per 1000 births, this equals almost 2,200 babies per year (AIHW 2018)

Some declines have been seen in stillbirth rates after 28 weeks’ gestation, but there is still room for significant improvement

The Safer Baby Bundle aims to reduce late gestation (particularly term/near term) stillbirths. Even though the risk of stillbirth at term is low at approximately 1 per 1,000 births or less, many of these deaths are potentially preventable.
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Australian Stillbirth rates 5

»  Stillbirth disproportionately affects

Aboriginal and/ or Torres Strait Islander FOR ABORIGINAL AND TORRES STRAIT

5 ISLANDER WOMEN, STILLBIRTH RATES
women ARE OFTEN DOUBLED.

* In 2016 the stillbirth rate for Aboriginal
and Torres Strait Islander women was
10.6 per 1000 births ~

Vs the rate for non indigenous
women of 6.7 per 1000

Safer Baby Bundle %
WORKING TOGETHER TO REDUCE STILLBIRTH 7‘

* Migrant and refugee populations, rural
and remote communities and socio -
economically disadvantaged women
also face significantly increased risks 6
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Aboriginal and Torres Strait islander women – 
The stillbirth rate was 10.5 per 1000 births in 2016 
These rates increased with increasing remoteness
Higher smoking rates contribute to a further increase
Perinatal death was twice as common in indigenous women with pre-existing diabetes

Part of our ongoing work at the Stillbirth CRE is to adapt all our education programs and resources to address the specific needs of Aboriginal and Torres Strait Islander, Migrant and Refugee and Rural and Remote communities. 
This is done in partnership with clinicians and women living and working within these communities and is part of a collaborative codesign process. 
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Introduction

Causes of Stillbirth in Australia

Stillbirth cause of death by early and late gestions

5.8% 5.1%
3.6% 1%

4.3% 4.2%
2.4% | 2.5% o
ol 'l
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This graph represents causes of stillbirth.

For this presentation we have split these into before and after 28 weeks

It is important to note the high percentage of unexplained antepartum deaths after 28 weeks – this shows there is still lots of work to be done 

Improvements in perinatal mortality audit could help identify some of the causes for this group and we will discuss this a little later in the presentation


=

What are the stillbirth risk factors?

Maternal °-16
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Here we see maternal factors that effect stillbirth risk

The aOR indicates the increased risk for a woman with this risk factor compared with women who do not

The PAR is a statistic based on the aOR and the prevalence of the risk factor in the general population

For example women who smoke are 1.4X more likely to experience stillbirth – if all women stopped smoking between 4-7% of stillbirths could be prevented

Some of these risk factors are modifiable and these are factors focused on in the Safer Baby Bundle

It is important to note that due to variances in record keeping throughout Australia it is not possible at this stage to accurately provide PAR for all risk factors. Research into this in ongoing
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What are st|IIb|rth risk factors?

Pregnancy and medical 9-1
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Again we see here risk factors represented in terms of their risk to each women (aOR) and how this effects the wider population (PAR)

See here the huge risk associated with babies that are small for gestational age

This shows the importance of identifying these babies and managing care appropriately



Introduction

We know that ‘bundles of care’
can save lives 1720

Saving INHS, Scottish .
Babies Lives Egpiend Patient Safety | gﬁg%ﬁ%ﬁw'tu
Care Bundle Program
(SBLCB) UK (SPSP)

Scotland

Saving Babies' Lives
A care bundie for reducing stillbirth

20%
REDUCTION
IN STILLBIRTHS

REDUCTION _
IN STILLBIRTHS |


Presenter
Presentation Notes
Key points:

Recently in both Scotland and England care bundles to reduce SB have been implemented with good success.
Care bundles are used frequently to improve health outcomes. They contain three to five evidence-based elements designed to formalise care and/or reduce practice variation.

The UK SBL bundle was launched in early 2015
Stillbirth rates have declined by 20% over the period during which the Saving Babies’ Lives Care Bundle (SBLCB) was implemented
The bundle elements are:
Reducing smoking in pregnancy
Risk assessment, prevention and surveillance of FGR
Raising awareness of reduced FM
Effective fetal monitoring during labour

Scottish patient safety program launched in 2013
18 units participated
Elements are:
Fetal growth
Fetal Movement
Fetal Monitoring
A reduction in stillbirth of 22.5% was seen in Scotland from 2012-2015 although clear links were not made between the safety program and this reduction.




Introduction

What is the Australian Safer Baby
Bundle?

The Safer Baby Bundle is a national initiative with five evidence -based elements to address key areas
where improved practice can reduce the number of stillborn babies.

@ Smoking Cessation

Fetal Growth Restriction (FGR)

GOAL

gestation by atleast 20% by 2023.
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Key points:

This presentation gives an overview of the Safer Baby Bundle and how it should be implemented by health care providers.

Not new concepts, do what we are already doing but doing it consistently and doing it better aligns with best practice.

The five elements of the bundle are: smoking cessation, improved detection of fetal growth restriction, improved awareness and management of decreased fetal movement, the importance of side sleeping from 28 weeks, improving shared decision-making around timing of birth for women with risk factors for stillbirth.

By implementing the Safer Baby Bundle elements of care, the overall goal is to reduce stillbirth in Australia by 20% for women from 28 weeks’ gestation and beyond.



Smoking
Cessation

Evidence summary

Stillbirth CRE position statement
‘Smoking —one of the most
important things to prevent in
pregnancy and beyond” 2

READ MORE

SAFER BABY BUNDLE MASTERCLASS

12

Smoking
Cessation
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Currently about 1 in 10 pregnant women smoke, with disadvantaged women smoking at rates 3 times other women

 Women who smoke are 1.4 times more at risk of stillbirth

Smoking during pregnancy is associated with low birthweight and small for gestational age

Smoking affects how the placenta forms, and reduces the nutrients crossing the placenta to the baby


https://resources.stillbirthcre.org.au/elearn/resources/Element%201_Smoking%20Cessation%20Position%20statement.pdf
https://resources.stillbirthcre.org.au/elearn/resources/Element%201_Smoking%20Cessation%20Position%20statement.pdf

The evidence 22-26

A combined approach to smoking cessation has
shown to be most effective. This includes:

* Behavioural intervention - 'Ask, Advise,
Help’model

- Carbon monoxide monitoring - at the first
antenatal visit for allwomen

- Consideration of nicotine replacement
therapy (NRT) - after careful discussion
around risk and benefits

- Detailed information on NRT available

o

through Quit Victoria website

Smoking
Cessation

CARBON
MONOXIDE
‘ ’ SCREENING

NICOTINE REPLACEMENT THERAPIES

o /

S
Y S
Al g

MOUTH GUM INHALERS LOZENGES

PATCHES SPRAY
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Ask, Advise, Help (discussed in more detail in the next slides)

This model is recommended and adopted by Cancer Council Australia. Some other behavioral interventions are much longer. As the healthcare environment is often very busy the Ask, Advise, Help model the favoured model by many. 

Carbon monoxide monitoring 

The introduction of CO monitoring in the UK and Ireland has been sucessful with increases in referrals and quit rates. 

NRT

Two comprehensive reviews of NRT indicate that NRT used in pregnancy may increase smoking cessation by up to 40% without adverse effects on pregnancy or birth outcomes
It is however important to note careful discussions around risk/ benefits of NRT are vital. 
This should be done by someone who is qualified to do so – often a GP.


The recommendations

Steps to assessing and managing risk factors

'Ask, Advise, Help' model of care

At first antenatal visit

« Screen and document tobacco use on
the antenatal record

« Where available, record the exhaled
breath carbon monoxide (CO) reading
for all women (and their partners
where possible)

At each subsequent antenatal visit
* Reassess smoking status

« Atthe 28 week visit, re -assess smoking
status and exposure to passive smoking

« |[f CO monitor is available, record exhaled
breath carbon monoxide (CO) reading

Ask all women about their smoking
status using the following multiple
choice format

Can | ask you about your smoking
status? Which statement best applies
to you?

* | smoke more since pregnant
* | smoke less since pregnant
« | am smoking the same

* | used to smoke but quit

* | have never smoked

Smoking
Cessation
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Key points:

As discussed in the previous slide the smoking cessation advice follows the ‘Ask, Advise, Help’ model adopted by Cancer Council Australia and QUIT Victoria.

Ask
Ask about smoking status at the initial appointment and all subsequent appointment. 
Always document smoking status in the antenatal record.



The
recommendations 2627

The 3 step 'Ask, Advise, Help' model of care

At first antenatal visit

«  For women who are smokers or recent
quitters, advise them of the benefits
of quitting

«  Explain the importance of smoking
cessation

At each subsequent antenatal visit

- Offer personalised advice on how to
stop smoking

* Reinforce the benefits of quitting and
remaining smoke free at any state in
pregnancy

PLACENTAL
ABRUPTION MISCARRIAGE
CONGENITAL PRETERM
ANOMALIES BIRTH
SUDDEN UNEXPECTED
INFANT DEATH (SUDI)

© sand

Smoking
Cessation
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Advise

Advise women on the benefits of quitting for both them and the baby

Reinforce this at each antenatal appointment

It is also important to reinforce that stopping at ANY time is beneficial for babies. There is no such thing as quitting ‘too late’ in pregnancy.




The recommendations

The 3 step 'Ask, Advise, Help' model of care

At first antenatal visit
Offer to help: .. @) %@
*  Refer to Quitline Q III1

- Consider offering nicotine replacement 13 7848

therapy (NRT)

It's part of routine care for us to refer all
pregnant women who smoke to

At each subsequent antenatal visit
Quitline.

- Consider offering nicotine replacement

therapy 26 They’ve helped a lot of pregnant

women quit. It’s a free, confidential
service. | can make that referral now,
and they’ll give you a call in a few days.

How does that sound?

Smoking
Cessation
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Help

Refer -  refer to quit line or other local smoking cessation services if identified as a smoker and/or CO level elevated (4ppm or above).
Referral processes will differ in each setting

Offer NRT – This will be done by someone qualified to do so. Often by a  GP. 

RACGP and RANZCOG each have guidelines on management of smoking in pregnancy including use of NRT. 


esources

Smoking cessation care pathway

GP, hospital and othar health senace visits

Quit

]

FEANT 3 " waE Cen e

ALL WOMEN

HELP
+  Provide smoking cessation

CHECK AND DOCUMENT « For smokers and recent quittess®,
SMOKING STATUS: schvise on he Importance of PESOUICES
+ Cusrently smokes avpiding relapse and of quitting . Send Guitiine refermsd if
: S PR rmam“:rmmm = S
+ Préviousty smoked L & Sersd Quitline referral it CO
5 ;‘!lrmmmhmn reading =ppm

= Corsider Quitfine referral

.mmmmqﬂmﬂw recently quit”

+  Consider NRT prescription
[ ask | ADVISE HELP
CHECK AND DOCUMENT « For smokers and recen! guitters®, +  Provbie SMokng cessation
SMOKING STATUS: sdhise on the importance of RSOUICes
g . —_ avoiding relapse and of quitting —4 + Send Quitline refermal if
«  Recently quil® Y 2 (08 JUst rbccing smoking of just quit

« The benefits of guitting and
staying smoke frée for woman
and babry

= The best way o quit and stay
auit

» Comsider Quitline referral if
recently quit
» Consider MRT prescription

°  Recemtiy quit Woman who GUITLINE REFERRAL
{women wha quit on finding + Mot any stage, the woman declines Quiting roformal - provide resources and consider NRT prescription.
oul they ane pregnant) or who
quit during the pregnancy National Quitine Number: 13 78 48
Quitkne infarma the Health Service/practiioner of the outb after each referral
Safer Baby Bundle&
R PO TR PO M EUCE T T

L o L T P

kT e lreey e @ T Cww ewwges b Cwir b et

Care Pathway

Smoking
Cessation



esources

quitdbaby

Quit smoking Safer
for baby © Baby

quit4baby Smoking

Q“it sm°king Safer Cessation
for baby Baby

WORKING TOGETHER T0 REDUCE STILLBIRTH WORKING TOGETHER TO REDUCE STILLBIRTH

What are the risks for my baby

frarn iy seking? What can help you quit smoking reg

* Miscarriage or stillbirth Your midwife, GP or obstetrician can help if you are
* Your baby may be born premature thinking about quitting. They will suggest:
(before 37 weeks’ gestation) + Counselling services to help address your triggers
* Sudden Unexplained Death of an Infant + For some women, quit smoking products may be
(SUDI or cot death) needed

* Low birthweight and breathing problems

The most common counselling service for pregnant
women is Quitline, which is staffed by specially-

What are the benefits of quitting trained counsellors who will support you in trying

smoking when pregnant? to quit - not make you feel guilty. Contact your local
Quitline for free on 13 7848 or download the ‘Quit for

- Improved health and wellbeing you - quit for two’ app designed for pregnant women.

= More money in your pocket
* Your baby will get better nourishment
Less harmful chemicals in your bloodstream

Quitting early is best, but stopping at any time in your
pregnancy will benefit you and your baby.
Myths and facts about smoking in pregnancy

I’'m already three months pregnant. What’s the point of stopping now?

3 H It is never too late to quit. Quitting at any time during pregnancy
smOKIng In reduces the harm to you and your baby.
-
pregnancy Is one Cutting down doesn’t reduce the risks to your baby or you.
Smoking relaxes me when I’'m stressed - isn’t that better for my baby?
o e

Smoking actually speeds up your heart rate, increases your blood
pressure and affects your baby’s heart rate. Finding another way to relax
is much better and safer for you both.

How about | just cut down?

Call Quitline on 13 7848 or visit quitline.org.au
Call Quitline on 13 7848 or visit quitline.org.au P—
SOCIETY

®
s @ QUi T gl s @ Quit - f Y

2

A5 Flyer for Women
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A smoking cessation care pathway can be found through the eLearning or on the stillbirth CRE website

The care pathway gives more detail on the recommendations and highlights the process for Quitline referral



Resources

Videos modelling conversations about quitting smoking with pregnant women
using ‘Ask, Advice, Help’ model of care.

Discussing the benefits of
smoking cessation

Talking with women
about smoking cessation

Step 2: ADVISE

For women keen to quit

Step 1: ASK

https://vimeo.com/363969790 https://vimeo.com/364923189

Discussing the benefits of

smoking cessation Providing help for women

on smoking cessation

Step 2: ADVISE

For women reluctant to quit

Step 3: HELP

https://vimeo.com/363974014 https://vimeo.com/363978721

Smoking
Cessation


https://vimeo.com/363969790
https://vimeo.com/364923189
https://vimeo.com/363974014
https://vimeo.com/363978721

Implementation

Questions for discussion:

* What is the process of referring a
woman to Quitline in your service?

*  What resources (eg smokerlyzer and
SBB resources) or equipment
limitations do you have? How can
these be overcome?

* How will you monitor women's
engagement with smoking
cessation services?

Smoking in
pregnancy is one
of the main causes

of stillbirth.

Smoking
Cessation
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Quitvic
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FGR is strongly associated with stillbirth and an increased risk of neonatal morbidity and mortality

It is also linked to long-term adverse outcomes such as impaired neurological/cognitive development, and cardiovascular/ metabolic diseases in adulthood


https://resources.stillbirthcre.org.au/elearn/resources/Element%202_Fetal%20Growth%20Restriction%20Position%20Statement.pdf
https://resources.stillbirthcre.org.au/elearn/resources/Element%202_Fetal%20Growth%20Restriction%20Position%20Statement.pdf

The evidence

* Improving the detection and management
of FGR/ SGA is an important strategy to
reduce stillbirth  29:30

Fetal
Growth

|
% i ® FGR co Restriction
STILLBIRTH

« If FGRis present, but it is NOT detected,
the fetus is eight times more likely to
be stillborn 3232

* Less than 1/3 of growth restricted/small
for gestational age  fetuses are

detected antenatally =~ 33 ‘ @ { \
* Educational programs for maternity care

providers have been shown to improve the FGR /0 ADVERSE LONG-TERM OUTCOMES
detectlon Of SGA/FGR and reduce St|”b|rth LINKED WITH c NEURO, COGNITIVE, CARDIOVASCULAR, METABOLIC

rates 34
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Definitions


Fetal Growth Restriction (FGR) A fetus that has not reached its growth potential.

Small for gestational age (SGA) Estimated fetal weight/birthweight <10th centile.

In practice, small for gestational age (SGA) is often used as a proxy for FGR. However, not all SGA fetuses are growth restricted, and some growth restricted fetuses are not SGA.



The recommendations

Steps to assessing and managing risk factors 31,33-36
Assess all women for risk factors at booking and at each antenatal visit and provided with information about FGR
Standardise SFH measurement for all maternity healthcare professionals.

Consider low dose aspirin (100-150 mg nocte) for women at increased risk of FGR

<
<

Discuss with women the recommended plan for monitoring fetal growth in pregnancy based on risk
factor assessment

Frequency of ultrasound surveillance should be based on the number of FGR risks, prior history
l and service capability

Where modifiable risk factors exist, provide advice and support to women
(e.g. smoking and substance abuse cessation

Fetal
Growth
Restriction
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Assess all women for risk factors

Risk assessment for FGR can be undertaken by healthcare providers prior to conception, in early pregnancy, and at each antenatal visit through inquiry about: 
maternal characteristics and medical history 
2. previous obstetric history 
3. risk factors that may arise in pregnancy 

Risk Factors include:
Age >35
IVF
Nulliparity
Bmi >30
Prev SGA/FGR
Low papp A

Standardise SFH measurement

SFH measurement may not be reliable in some women with a high body mass index, or who have uterine fibroids, in which case ultrasound can be considered for assessment of fetal size and growth

Consider low dose aspirin
100-150mg for women with identified risk factors 

Discuss recommendations with women
Women need to be informed of the recommendations and if further investigations/ monitoring is needed a clear explanation to women and families is necessary

Frequency of ultrasound surveillance 
This decision will be based upon the number of FGR risks present, prior history and unit capabilities 



Resources 37

Fetal Growth Restriction (FGR) Care Pathway

for singleton pregnancies

RISK ASSESSMENT IN AUSTRALIA FOR FOGR AT BOOKING AND AT EACH ANTENATAL VISIT
I, l I, Fetal
v Growth
LEVEL1 EVEL 3 ..
Restriction
e e e
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There is an FGR care pathway available through the stillbirth CRE website and eLearning



Resources

growingmatters

Your baby’s
growth
matters.

All pregnancies are different.

Regardless of your size, what's

most important is a healthy rate

of growth for your baby

= Assess: Early in pregnancy your
risk for fetal growth restriction
(FGR) will be assessed. For women
at a higher risk of FGR It may be
necessary to monitor the growth of
your baby with regular ultrasound.

. & At each al visit
from 24-28 weeks onwands, your
batey's grow th will be measured
and plotted on a growth chart.
Monlter: if your baby is growing
slower than expected. Increased
monitering may be required and any
conoems will be discussed with you.

The Safer Baby program recommends you attend all your pregnrancy care appointments
te assess, measure and mondtor your baby's growth to reduce your rizk of stillbirth.

" e Stillbirth
Safer Bab!% \‘ 0 ':"'. i F::Jnd:!!im

growingmatters

Your baby’s growth matters. y J
2O

What is Fetal Growth RestrictionT
Fetal Growth Restriction (FGR) Is when a baby Is growing slower than
expacted and indicates that the baby Is not reaching its growth potential.

All women should be assessed for thelr risk of FGR In early pregnancy.
Starting from 24-28 weels the growth of your baby will be measured.
Your matemity healthcare professional will use a measuring tape to
measure the size of your abdomen. This is called the symphyseal rundal
height (SFH) This ement should be plotted

on a growth chart and will be noted In your pregnancy record.

For some women it may be necessary to monitor the growth of your baby
by ultrasound.

@ Whien and how will | be assessed?

Why ks ry baky growing at a skewer rate - what ls causing this?
Ira baby s growing siower than expected your matemity healthcare
professional should investigate the cause. Often this is related to how the

placenta Is working but it s important to note that sometimes a cause
cannot be fownd.

Shoukd | be worrked?

Every women Is different and every pregnancy Is unkque. Your matemity
healthcare professional will be tracking your baby's growth at every
antenatal visit and will tallk with you about next steps If there are signs that
your baby's growth has slowed.

What can | do te monitor my baby's health?

It's important to come to each antenatal viskt to have your baby's growth
checked. Additionally, every baby has their own unigue pattermn of movements,
which you will get to know. If your babys movement pattern changes,

it may be a sign that they are umwell

If you hawve guestions about your baby's growth you should discuss this with
your maternity healthcare professional o 3o kg inal Health Prac Gner.

@ 1 lowls srmial b than othér wormen who e due at the tame time a3 me.

www.saferbaby.org.au

A5 Flyer for Women and A3 Waiting room Poster

Fetal
Growth
Restriction



Resources

growingmatters

Your
baby’s
growth
matters.

FIND OUT MORE

#saferbaby

#growingmatters

Worried your
baby is small?

The size of your belly when
pregnant can cause feelings
of concern. Whether you
are big or small, what’s
most important is a

healthy rate of growth.

FIND OUT MORE

#saferbaby

growingmatters

Your baby’s

growth
matters.

saferbaby

growingmatters

Worried your
baby is ?

The size of your belly when
pregnant can cause feelings
of concern. Whether you
are big or small, what’s
most important is a

FIND OUT MORE
saferbaby

growingmatters

Your baby’s
growth
matters.

saferbaby

growingmatters

growth

An important part

of pregnancy care is
to attend all of your
appointments to monitor
the growth of your baby.

saferbaby

Social Media Tiles

growingmatters

or

Regardless of your
size, what’s most
important is a healthy
rate of growth.

saferbaby

#growingmatters

At each antenatal visit from
24-28 weeks your baby’s
growth will be measured and
plotted on a growth chart.

The Safer Baby program recommends you
attend all your pregnancy care appointments
to assess, measure and monitor your baby’s
growth to reduce your risk of stillbirth.

saferbaby

Fetal
Growth
Restriction



Implementation

Questions for discussion:

* Do you have a checklist for assessing FGR
risk factors at every visit?

« Do you have timely and affordable access
to ultrasound scanning for women with
suspected/confirmed FGR?

Fetal
Growth

Fetal Growth Restriction
Restriction is an
important risk

factor for stillbirth.

Safer Baby Bundle
'WORKING TOGETHER TO REDUCE STILLBIRTH |



Decreased Fetal
Movement (DFM)

Evidence summary

Clinical practice guideline for the care of

women with decreased fetal poneased
movements for women with a singleton Movement
pregnancy from 28 weeks’ gestation .=

(7,
>

SAFER BABY BUNDLE MASTERCLASS 28



https://resources.stillbirthcre.org.au/elearn/resources/Element%203_DFM%20Clinical%20Practice%20Guideline.pdf
https://resources.stillbirthcre.org.au/elearn/resources/Element%203_DFM%20Clinical%20Practice%20Guideline.pdf

The evidence

«  Although DFM is a common concern

among women, they often delay talking to ‘ @
their health care provider about it 39

° i FETAL GROWTH DECREASED
Antenatal education about fetal movement _PLACENTAL } st } CREAS ) )
has been shown to reduce the time from e 5 ko MOVEMENT poocese
maternal perception of DFM to health care - Movement

seeking behaviour 40-43

(s L UMBILICAL CORD
*  'Kick counting’ has not shown to COMPLICATIONS

be effective 4445

EMERGENCY
DELIVERY

FETAL MATERNAL
* Implementation of uniform practice HEMORRHAGE

guidelines and raised awareness of DFM has NEURO DEVELOPMENTAL DISORDER
been shown to highlight babies at risk of
stillbirth

INFECTION
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Maternal perception of fetal movement has long been an indicator of fetal wellbeing. This should always be taken seriously.

The largest trial of kick counting showed no reduction in stillbirth overall, but it did show a reduction in stillbirths occurring after 28 weeks – it is postulated that increased awareness of movements contributed to this

Similar reductions were shown in Norway when a quality improvement study was introduced



The evidence

«  The UK AFFIRM study demonstrated no ALL STILLBIRTHS: WOMEN WHO REPORT DFM:
statistically significant reduction in the
stillbirth rate after implementation of their
care bundle #°

4x CHANCE OF
STILLBIRTH

Decreased
Fetal
Movement

* Anincrease in IOL, caesarean section and
neonatal admission to special care was seen

« There was a reduction SGA babies born after
40 weeks suggesting the interventions did
identify a population of high -risk babies

*  More investigation into DFM and potential
unintended consequences is needed
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Presentation Notes
The recent AFFIRM trial in the UK was designed to evaluate a package of care that included raising awareness of the importance of DFM (in both women and health care providers); along with guidelines for assessing and managing fetal well-being, when women presented with DFM. 

The specific intervention was an e-learning  package for clinical staff and a leaflet for pregnant women, alerting them to the importance of DFM in their pregnancy. 

The trial involved 33 maternity hospitals and over 400,000 births

The investigators concluded that changes in practice around DFM should await the results of ongoing trials.



The recommendations

Steps to assessing and managing risk factors

All women should be counselled about the importance of fetal movement before 28 weeks

INITIAL RESPONSE -Don’t delay seeking help, do not stimulate with food or fluid!

v
Decreased

CLINICAL ASSESSMENT Fetal

Movement

v

CARDIOTOCOGRAPHY (CTG)

\ 4

FURTHER INVESTIGATION

vV

BIRTH PLANNING
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Key points:

Initial response
All women who report a concern of decrease in strength and/or frequency of fetal movements should undergo immediate assessment.

Clinical Assessment 
Listen to FHR by hand held doppler or CTG
Take detailed clinical history
Identify any risk factors for stillbirth

CTG
Interpretation of antenatal CTG traces should be in accordance with local guidelines

Further Investigation
Consider fetomaternal haemorrhage testing 
Consider ultrasound 

Birth Planning
Where possible birth should not be planned prior to 39 weeks 
After further investigations it may be necessary to discuss planning for birth earlier
Decisions should be shared and womens preferences considered 
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Decreased Fetal Movement (DFM) Care Pathway

for women with singleton pregnancies from 28+0 weeks’ gestation

INITIAL RESPONSE .

CARDIOTOCOGRAPHY (CTG)

v
FURTHER INVESTIGATION

v

BIRTH PLANNING .

All women who report a concern of decrease in
strength and/or frequency of fetal movements should

undergo immediate assessment.

Listen to fatal heart by hand held or cardictocography

Safer Baby Bundle

WORKING TOGITHER TO RIDUCE STRLIIATH %
-

= Presentation should not be delayed through efforts to

stimulate the baby by food or drink, or by requesting

women to phone back after a period of concentrating
on fetal movements.

(CTG) Doppler. conditions and symptoms such as bleeding and pain.
Datalled fetal movement history, ascertalned from the «  Risk factors for stillbirth should be identifled. (see list)
woman,

Interpretation of antenatal CTG tracings should be in accordance with local guidelines.

Mo further investigations are required for women if: (1) normal CTG and clinical mmwﬂlmrﬂhﬂmmam—'
(3] first presentation for DFM; and (4) no maternal concams of DFM at time of assessment.

FMH testing should be considered if clinical concams (particularly with

history of sustained or recurent DFM).

Ultrasound should ba considered to assess for undetected fetal growth

restriction (if no prior ultrasound in the past 2 wesks),

Uitrasound assessmant should incdude fetal biometry, estimated fetal
welght umbilical artery Doppler and amnictic fluid volume.

The timing of ultrasound will depend on the woman's preferences,
clinical urgency, presence of risk factors and service capability.

If ultrasound findings are abnomal or
FMH results >ImL" sessk obstetric review

Stillby

Psnnz@ =

«  Clinical history and examination to assess for co-existing -+

»  Seek urgent abstetric review
«  Confirm fetal death with ultrasound

«  Manage as per Clinical Practice
Guidelines for Care Around Stillbirth
and Neonatal Death
hittps:bit i 2WzoSnF

—

Medical consultation is required in the

prasence of any concaming findings
including pre-existing medical conditions

If CTG findings are abnormal, seek urgent
obstetric review,

Risk factors for stillbirth A

Individualise care, taking into consideration the woman's  «  When returning to routine care: confirm the importance

preferances ensuring informed shared decision- making

around timing of birth.

Where possible, birth should not be planned prior to 39

weaks” gestation unless clinically indicatad.

of reporting DFM and reassure the woman that she ‘did

the right thing” and not to hesitate to report any further

concems of DFM to her healthcare provider, even if it is

on the same day.

Care Pathway

Maternal age =35 years
smolking

Assisted reproductive technology
Alcohal and other drug use

Aboriginal or Torres Strait Islander, Padific,
African and South Asian ethnicities

No antenatal cara

Low education

Low socioeconomic status

Pravious stillbirth

Pra-andsting hyperansion
Pra-aclampsia

Small for gestational age (<10th centile)
Post term pregnancy (>41 weeks)

E
$

W W W W T T T W
§

Decreased
Fetal
Movement
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matter.
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Resources

r

#movements:matter

Itis a common
myth that having
something to
eat or drink will
stimulate your

#movements:matter

Your baby’s
movements:
matter. -

FIND OUT MORE

saferbaby.org.au

#movements:matter

movements:

myth busters...

98

° ® ® e
- SWIPE FOR ANSWER

i

#movements:matter

Baby movements should
NOT slow down towards
the end of pregnancy.

Which emoji best describes your
baby’s movements?

o W

KICK FLUTTER

A -

SWISH ROLL

Social media tiles

#movements:matter

The common
myth that babies
moyve less
towards the end
of pregnancy

#movements:matter

Your baby’s
movements:
matter.

If your baby’s
movement pattern
changes, it may be
a sign that they
are unwell.

FIND OUT MORE
saferbaby.org.au

#movements:matter

There is t
n r of normal

movements.
Get to know
your baby’s own

unique pattern of I
o.. -~

movements. :‘

If your baby’s
movement pattern
changes,
a sign that they
are unwell...

N

Night or day,
DON’T
DELAY

Call your midwife
or doctor

STRAIGHT
AWAY!

#movements:matter

Decreased
Fetal
Movement



Implementation

Questions for discussion:

* Are there any challenges to
implementing the DFM care pathway
in the context of your local site?

* Are there limitations with access to
equipment or resources?

*  Does your facility have a local
practice guideline?

_d

¢

Your baby’s
movements

matter.

Safer Baby Bundle
WORKING TOGETHER TO RERUCE STILLBIRTH ‘

Decreased
Fetal
Movement





https://resources.stillbirthcre.org.au/elearn/resources/Element_4_Side_Sleeping_Position_Statement.pdf
https://resources.stillbirthcre.org.au/elearn/resources/Element_4_Side_Sleeping_Position_Statement.pdf

The evidence

Accumulating evidence has shown an

association between maternal supine going -to -
sleep position and stillbirth after 28 weeks in
pregnancy. 9201

In Australia and NZ the population attributable
risk is 10%. This indicates 1:10 stillbirths could be

avoided if women fall to sleep on their side. 52
ResearCh in NeW Zealand Used MRI teChnO|Ogy Inferior Vena Cava fully patent . Sid
lae
to assess haemodynamic effects that can Sleeping
compromise fetal wellbeing 53

Inferior Vena Cava compressed
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Presentation Notes
Currently less than 1 in 5 women are consistently being advised about the importance of side sleeping in the third trimester

Going-to-sleep in the supine position (lying flat on the back) from 28 weeks of pregnancy is an identified and modifiable risk factor for stillbirth

The MRI image seen here shows the compressed Vena Cava with a pregnant women in supine position VS the patent Vena Cava of a pregnant women in the side lying position.



The evidence

Inferior
vena cava

. Pregnant uterus
compresses
inferior vena cava

32%

DECREASED

decreases by 32%

“

BLOOD FLOW

85%

DECREASED

2. Blood flow
through vena cava
decreases by 85%

DECREASED
PLACENTAL

5. Placental flow
decreases

eA
=

16%

DECREASED

and cardiac
output decreases
by 16%

LOW
OXYGEN
TO BABY

6. Low oxygen =
baby stressor

Side
Sleeping
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Presentation Notes
Here is another visual representation of what happens to the vena cava when women are in the supine position
Pregnant uterus compresses inferior vena cava
Blood flow through vena cava decreases by 85%
Venous return and cardiac output decreases by 16%
Aortic flow decreases by 32%
Placental flow decreases
Low oxygen = baby stressor






The recommendations

Steps to assessing and managing risk factors

#SleepOnSide

*  Provide all pregnant women with

verbal and written information about
stillbirth risk reduction practices.

Emphasise that supine (on your back)
sleeping position is a risk factor for late
stillbirth

Reassure women that it's normal to
change position during sleep - the
important thing is to start each sleep
on their side

Current evidence shows that both the
left and right side going  -to-sleep
positions are equally safe 9

Sleep on

your side
9

when baby’s

- -

inside

New research shows that going to

sleep on your side from 28 weeks

of pregnancy halves your risk of

stillbirth compared with sleeping
on your back.

Either side is fine.

The important thing is to
start each sleep lying on your side.

If you wake up on your back,
don’t worry,
just roll onto your side.

FIND OUT MORE: www.health.nsw.gov.au/reducingstillbirth

H g
i 2
5 g
H 3
2
)
3
3
3

Saptrnier 100

side sleap study, visit hitps//bitly/2PSIhhC. We

thank Tommy's UK.
. Safer
h  O'Baby

AWz stillbirth
-"'"tl\:\*.- Foundation

S

or allowing us to adapt thelr campaign for our purpo

A3 Waiting room poster

Side
Sleeping
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By starting conversations around sleep positions early in pregnancy and reminding women at 20-24 weeks they can make modifications BEFORE 28 weeks. 

It is important to make it clear that falling to sleep on your side is important not just at night but for naps and short sleeps any time of the day.


esources

#SleepOnSide

Sleep on

your side
when baby’s
inside

New research shows that going to
sleep on your side from 28 weeks
of pregnancy halves your risk of
stillbirth compared with sleeping
on your back.

Either side is fine.

The important thing is to
start each sleep lying on your side.

If you wake up on your back,

don’t worry,
just roll onto your side.

FIND OUT MORE: www.health.nsw.gov.au/reducingstillbirth

For information on the side sleep study, visit https//bitly/2PSJRRC. We thank Tommy's UK for allowing Us to adapt their campaign for our purposs.

Safer
§I|Hb|rth. ©'Baby

ENTRE OF RESEARCH DICELLENCE itk

Stillbirth
= Foundation

SHEN H58) 0484 Septrar 15 HTDOSAT

#SleepOnSide

Sleep on your side
when baby’s inside

Why should | sleep on my side?

After 28 weeks of pregnancy, lying on your back presses on
major blood vessels which can reduce blood flow to your womb

and oxygen supply to your baby.
What Is the risk of stillbirth if | go to sleep on my back?

Stillbirth after 28 weeks of pregnancy affects about one in every
500 babies. Howewver, research has confirmed that going to sleep
on your side halves your risk of stillbirth compared with sleeping
on your back.

Is It best to go to sleep on my left or right side?

You can go to sleep on gither the left or the right side — either
side Is fine.

What K | feel more comfortable golng to sleep on my back?

Ewven if you prefer it, going to sleep onyour back is not best for
baby after 28 weeks of pregnancy.

What if | wake up on my back?

It's normal to change position during sleep and mamy pregnant
women wake up on their back. That's OK! The important thing is
to start every sleep lying on your side (both for daytime naps and
at night). If you wake up on your back, just roll over on your side.

For more information please contact your midwife, nurse or doclor.

For infoamation on e side steep shady, wsi htps /bty 2PSmnC.
Wie thank Tommy's UK for aliowing us 1o adapt their campaign for cur purpose.

www.health.nsw.gov.au/reducingstillbirth

A5 flyer for women (translated language versions available)

SHPH (HS% 190480, Septambor 3008 | NHP DOE4E

Side
Sleeping



Resources

Sleep on

your side

when baby’s
inside

saferbaby.org.au

#SleepOnSide

Sleep on

your side
when baby’s
inside

New research shows that
going to sleep on your side
from 28 weeks of pregnancy
halves your risk of stillbirth

compared with sleeping
on your back.

FIND OUT MORE
saferbaby.org.au

New research

halves your
risk of stillbirth

saferbaby.org.au

Sleep on your side

when baby’s inside

After 28 weeks of

pregnancy, lying on your

back presses on major

blood vessels which can

reduce blood flow to
your womb and oxygen
supply to your baby.

SWIPE FOR NEXT QUESTION @)

Social media tiles

Either side is fine.

don’t worry!

Sleep on your side

when baby’s inside

What if |
feel more
comfortable
going to
sleep on my
back?

Sleep on

your side

when baby’s
inside

saferbaby.org.au saferbaby.org.au

Sleep on your side
when baby’s inside

It’s normal to change
position during sleep and
many pregnant women
wake up on their back.
That’s OK! The important
thing is to start every sleep
lying on your side (both for
daytime naps and at night)
and just roll over on your
side if you wake up.

FIND OUT MORE

SWIPE FOR ANSWER .—} saferbaby.org.au

Side
Sleeping



Implementation

Questions for discussion:

* Are there any challenges or concerns you expect
to face from women when advising them about
side sleeping?

* What questions might be asked by women
about safe sleeping? How would you respond?

BLOOD FLOW

Sleep on

your side
when baby’s

inside

Safer Baby Bundle |
WORKING TOGETHER TO REDUCE STILLBIRTH

BLOOD FLOW

Side
Sleeping





https://resources.stillbirthcre.org.au/elearn/resources/Element%205_Timing%20of%20Birth%20Position%20Statement.pdf
https://resources.stillbirthcre.org.au/elearn/resources/Element%205_Timing%20of%20Birth%20Position%20Statement.pdf
https://resources.stillbirthcre.org.au/elearn/resources/Element%205_Timing%20of%20Birth%20Position%20Statement.pdf

The evidence

 There is clear evidence that some maternal
and pregnancy factors increase a woman’s
risk of stillbirth 3

RISK FACTORS

\ 4

APPROPRIATE CARE

- Early recognition of a woman’s risk of stillbirth
TIMING OF BIRTH

and provision of appropriate individualised
care throughout pregnancy is a key stillbirth
prevention strategy 956

«  For some women with risk factors planned

BENEFITS OF
birth can prevent stillbirth 5758

PLANNED BIRTH
*  The benefits of planned birth need to be
carefully weighed against the risks of

intervention

VS

RISKS OF e
INTERVENTION
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Planned birth to reduce the risk of stillbirth should be targeted according to a woman’s individualised risk, taking into consideration the possible adverse consequences of planned birth before 39 week’s gestation.

The prospective risk of stillbirth increases with gestational age at term, from 0.11 per 1000 births at 37 weeks’ gestation to 3.18 per 1000 births at 42 weeks’ gestation.

The timing of birth element is not applicable for women with other major pregnancy complications e.g. GDM, obstetric cholestasis, hypertension. For these women the plan of care will be decided based on evidence relating to that specific condition.




Recommendations

Steps to assessing and managing risk factors

Stillbirth risk assessment in early pregnancy

Tests and further investigations as indicated

Evaluate and re -assess risk at 34 to 36+6 weeks

Plan for increased surveillance where indicated

Support informed, shared decision -making on timing of birth Timing
of Birth
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An important principle behind the timing of birth element is that an objective, structured approach to risk assessment and consideration of timing of birth should lead to more appropriately targeted interventions.
The ‘5 STEPS’ approach is recommended.

S – Asses risk of stillbirth at the beginning of pregnancy, let her know you’re doing this and be clear if she does have risk factors.

T – Explain and arrange further testing if this is indicated surveillance will vary between hospitals and clinicians, but some examples of this approach are:
BMI >30: additional fetal biometry scans at 28 and 36 weeks' gestation
BMI >40: fetal biometry scans every 4 weeks from 24 weeks' gestation
Smoking continuation >20 weeks: fetal biometry scan at 28 and 36 weeks' gestation

E – Re evaluate Reassess women for their risk of stillbirth between 34 to 36+6 weeks’ gestation to inform shared decision-making around timing of birth.

P - For some women, increased fetal surveillance towards the end of pregnancy may be indicated based on the accumulation of risk factors. This could consist of a range of options including weekly antenatal visits with a careful inquiry about fetal movements, weekly or bi-weekly CTGs, and/or repeat ultrasound assessment.

S - The final step is to make a shared decision with the woman about the agreed timing of birth, taking into account the available evidence. 

Decision-making about timing of birth for women at term is often a preference sensitive decision and materials are needed to enable women to make an informed decision based on a clear understanding of their individualized risks and benefits, and which reflects their preferences and values. 

Resource development is part of the ongoing work at the Stillbirth CRE and tools around shared decision making for timing of birth will be available to women and clinicians from 2021.




Resources

EVERY WEEK COUNTS TOWARDS THE END OF PREGNANCY i e s iference ot short s fong erm hesth autcomes. -

0 [0~ [0 [0

BABY'S BRAIN still mo,, i.cl da

Ababy's brain at 35 _,.-‘“"-.,_ _..-" "'-._ Brain development is
weeks weighs only two- = 5 Frowing responsible for learning,
thirds of what it will Seasic iiiaet . .- movement and

weigh at 39-40 weeks g Sl e o, coordination

BABY'S RISK Babies are less likely to
AT BIRTH oooooooo 00000000 0000 need specialised care
Number of babies 000000000 ; & 0000 Q00 000 for breathing and feeding
spending time in a : 0 QOROO0 0 0 O 0 difficulties when born
special care baby unit Q0 000 QR0 closer to their due date

There is less risk of learning

LEARNING
DIFFICULTIES AT o a R | Bn O (s ._ difficulties at school entry
SCHOOL ENTRY ol onva o oo o oo for babies bor closer to

their due date
STILLBIRTH The rate of stillbirth Timing
2/10,000 2/10,000 3/10,000 3/10,000 4/10,000 7/10,000 increases slightly towards of Birth
Per 10,000 ongoing Pregnancies Pregnancies \ Pregnancies % Pregnancies Pregnancles 9 Pregnancies \ 40 weeks. but remains
single baby pregnancies \ \ iy low
*MSW Perinatal Data

Every pregnancy is unique. The decision about the timing of your birth should be based on balancing health benefits to your baby with any risks specific to your pregnancy.
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Every week counts is resource developed by The University of Sydney
It is aid for clinicians and aids discussion around the benefits of remaining pregnant where there are no risk factors
It had recently been updated to include stillbirth rates per 10000 pregnancies and shows us in a low risk pregnancy, although the risk of stillbirth increases with gestation the risk is still very small (7 per 10 000 at 40 weeks)


Videos modelling conversations about timing of birth.

Discussing timing of birth and Discussing stillbirth risk factors
birth options and timing of birth

Obstetrician and pregnant woman Midwife and pregnant woman
at 34 weeks’ gestation at 34 weeks’ gestation

Raising awareness of the risk of
stillbirth in a sensitive manner

Obstetrician and pregnant woman
at 34 weeks’ gestation
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Embedded in the e-learning we have video examples of Midwives/ Obstetricians communicating risk with women in their care


https://vimeo.com/364919348
https://vimeo.com/364919527
https://vimeo.com/364919760

Implementation

Questions for discussion:

* How will you implement the ‘5 STEPS’ process
contextualised within your local site?

+ Are there any practical limitations?

+ What policies or guidelines are there to identify
stillbirth risk factors at your institution.

Talk about timing
with women who
have risk factors

for stillbirth.

Safer Baby Bundle
WORKING TOGETHER TO REDUCE STILLBIRTH

Timing
of Birth




Risk Communication

«  Communication about stillbirth and risk
factors for stillbirth is often insufficient

« Across all elements of the bundle ,
sensitive evidence -based communication
is key

* Discussion around risk factors for stillbirth
should be part of standard pregnancy care

« Women have expressed that they want | Safer Baby Bundle |
clear and easy to understand _information N
from their health professional about how
they can reduce their risk of stillbirth

Conclusion
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Women need to be informed of any risk factors they may have in early pregnancy and that they will be 
monitored and reassessed throughout pregnancy. 

This can be done as part of a routine antenatal appointment 
using the same process as used at the antenatal booking visit, and taking into account any significant events 
during the pregnancy which may alter risk

Shared decision-making is an approach where clinicians and patients share the best available evidence when 
faced with the task of making decisions, and where patients are supported to consider options, to achieve 
informed preferences.



What new mothers say

“The word stillbirth is
incredibly important

fo include.  Plenty of
information is out
there telling you to
sleep on your side but
none explain why....
no one expects their
baby to die but we
need a warning!”

“‘We know it happens,
we just think it won't
happen to us. Bul we
need to know what we
can do fto prevent it.”

“l think it is important

to mention stillbirth as
the risk  because
otherwise many women
may not take the
message as seriously as
they should.”

‘Please just give
pregnant women all
the information there
/s about preventing
stillbirth.”

Conclusion
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This slide shows what families who have experienced stillbirth have told us about the care they received.

Many women and families express they are given information around these recommendations but the link to stillbirth was often not made clear. 

Families have expressed many times that although conversations around stillbirth are hard and sometimes confronting for families but they HAVE to happen. 

“No conversation is harder than experiencing the tragedy of stillbirth, please just have these difficult conversations so that we, as parents, understand how to minimise the chance of this happening to us” Bereaved father




Continuity of Care

Statement from the Stillbirth Centre of Research Excellence:

The advantages of continuity of carer

Stillbirth is a serious public health problem
with far reaching psychosocial and financial
burden for families and society'.

Every day, six families in Australia will
suffer the loss of a baby after 20 weeks
of preg v, with little impr in
rates for more than two decades®. Some
of those stillbirths are preventable®.

Models of maternity care which provide for
greater continuity, and therefore reduce the
risk of fragmentation, should be provided
and, as far as possible, women should see
the same maternity care provider throughout
pregnancy. There are a range of models of
care which optimise continuity including
midwifery, private and public obstetrician
care and GP obstetric care, especially in

rural areas.

Midwifery continuity of carer offers women
care provided by a known midwife or a small
group of known midwives to women during
pregnancy, birth and the early postnatal
period. This care is provided in collaboration
with other healthcare providers, including
obstetricians, social support workers and
Aboriginal Health Practitioners/Workars.
The WHC Pregnancy Care Guidelines
recommends all women have access to
midwifery continuity of care throughout the
childbirth continuum®. There is high guality
evidence that demonstrates reductions in
overall fetal/neonatal loss when women
receive continuity of care from a known
midwife during pregnancy®. Further research
is needed regarding the impact specifically
on late-gestation stillbirth. Midwifery

a~”
Stillbirth

CENTRE OF RESEARCH EXCELLENCE

continuity of carer is known to be of
additional benefit for women at higher risk of
stillbirth, such as young mothers®, Aboriginal
women’, and women from disadvantaged
groups®. Where possible, women from these
groups should be prioritised into being
offered midwifery continuity of care models.
Midwifery continuity of carer also improves
the quality of care received by families whose
baby is stillborn and is highly valued

by families®.

Thera are many ways for health services to
provide continuity of care. Not all health
services may be able to provide continuity
of care all the time and there are challenges
involved in redesigning services to provide
this to all wemen.® Other approaches which
provide continuity should be supported.
This includes addrassing the principles

of continuity of care and carer, effective
information-sharing and care coordination
and ensuring a woman-centred approach to
decision-making.

The Stillbirth CRE's Safer Baby Bundle aims
to reduce the number of stillbirths after 28
weeks’ gestation by 20% by 2023,

To complement and strengthen the five
elements contained in the Safer Baby Bundle,
the Stillbirth Centre of Research Excellence
(Stillbirth CRE) recommends that maternity
services increase the availability of continuity
of care to all women and, in particular, for
women with known risk factors for stillbirth.
Continuity of care and carer should be an
important strategy to help reduce stillbirth

in Australia.

Safer Baby Bundle

WORKING TOGETHER TO REDUCE STILLBIRTH

In addition to the five Bundle elements, we
emphasise the need for maternity services
to address the other important aspects of

best practice care to reduce stillbirth rates

The Stillbirth CRE have developed a
position statement in support of this

This includes the recommendation that
maternity services increase the availability

of continuity of care models to all women
(reducing the risk of fragmentation of

care), and in particular, for women at
increased risk of stillbirth

Conclusion
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Presentation Notes
The five bundle elements have been chosen as commonly reported care factors that can be moderated and measured.

It is equally important that we continue to focus on other aspects of best practice care, including an emphasis on increasing the availability of continuity of care models to all women, in particular for those with an increased risk of stillbirth.


Perinatal Mortality Audit

- Perinatal mortality audits in the IMPROVE

IMproving Perinatal

Netherlands, the UK and New Zealand Mortaty Review

show substandard care factors are Via Education
present in 20 -30% of cases %960

+  Audit, when combined with feedback
to care providers, can change practice
and improve health outcomes 61

«  Particularly useful when combined
with an action plan and clear
measurable targets

+  IMPROVE elearning covers key skills
and knowledge

Conclusion
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Presentation Notes
Perinatal mortality audit is:

A process to document the medical causes of each death and contributing systemic failures in order to identify solutions and take action. 
It is not a solution in itself. It is a systematic way of improving quality of care through collecting and analysing data, linking solutions and ensuring accountability for changes in care”

IMPROVE

IMproving Perinatal Mortality Review and Outcomes Via Education 

The IMPROVE eLeaning program has been developed to give all maternity care professionals the skills and knowledge they need to provide the best possible care to bereaved families.

It is made up of 6 modules each taking 20 minutes to complete. 





COVID -19 and the Safer Baby Bundle

Safer Baby;

WORKING TOGETHER TO REDUCE STILLBIRTH

Important messages about stillbirth prevention from
healthcare providers during the COVID-19 pandemic.

*  During the COVID -19 pandemic the i AT
Safer Baby Bundle messaging remains il»;vii\pc;\:zianrgtheCOVID—Bpandemlc,momton’ngyourbaby'smovements
largely the same and as important

Please call your healthcare provider immediately if concerned and come in

to be assessed.

« The use of at-home Doppler ultrasound to listen to your baby’s heart rate
as a way of checking your baby’s health is not based on good research and
is not recommended. Your baby’s movements are the most reliable way to
know your baby is well

#Quit4Baby

+ Smoking may increase the severity of COVID-19 infection. Stopping smoking
in pregnancy is important for both you and your baby, particularly during the
COVID-19 pandemic

+ Help is available to help you and your partner to stop smoking in pregnancy. Talk
to your midwife or doctor and seek additional help from Quitline.

* For pregnant women concerns around
being exposed to COVID -19 may lead
them to avoid seeking care to reduce
their risk of contracting the infection

#SleepOnSide

* Going to sleep on your side from 28 weeks’ gestation is safest, do net worry if
you wake up on your back, settle to sleep on your side again. During the
COVID-19 pandemic, this is an important step that women can take to reduce
the risk of stillbirth,

#GrowingMatters

*  We have developed resources for both
clinicians and women to highlight
Changes in practice during COVID -19 Tt;e:\nsk;of.ha;/lng;s‘til\bombaby|ssmal)formcstwomenandtherearewaysto

reduce the risk even further.
Your healthcare provider will talk with you about your own risk for having a
stillborn baby and discuss with you steps you can take to reduce the risks such as
being aware of your baby’s movements and sleeping on your side.

+ For some women, particularly those with risk factors for stillbirth, having the baby
earlier than the due date might be best.
Currently, maternal COVID-19 infection is not considered a risk factor for stillbirth
or a reason for early planned birth unless there are immediate risks to the
woman’s health.

* Monitoring baby’s movements is an important indicator of fetal wellbeing.
» If something doesn't feel right, or if you feel like your baby is not growing
appropriately, please contact your healthcare provider.

Avoiding early planned birth unless clearly clinically indicated will minimise risk of
neonatal complications.

Fact Sheet for Women For more information about the Safer Baby program and reclucing the risk of stillbirth, Conclusion

contact your maternity health care professional or go to
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Presentation Notes
Continue to talk to women about smoking cessation - Following national advice we recommend stopping the use of CO Monitors during the COVID-19 pandemic. Local advice my differ. Please seek further advice from your local health department.

Continue to encourage women to seek help if they have any questions or concerns about fetal movements or the growth of their baby

Continue to promote side sleeping after 28 weeks

Continue discussions around timing of birth

All resources can be found on the CRE website. 




Safer Baby resources available for
women

« Safer Baby resources are available for
clinicians to share with pregnant
women. These are designed using easy
to understand language to educate
women about the risks of stillbirth and
the five elements of care to reduce
stillbirth risks.

Safer Baby,

« Resources available include waiting il Bundle |
room poster, flyer for women and g
website www.saferbaby.org.au

Waiting room poster and flyer for women

Conclusion



http://www.saferbaby.org.au

Safer Baby Bundle eLearning Module

For further detail and evidence base behind the
Safer Baby Bundle, all downloadable resources
and care pathways visit  learn.stillbirthcre.org.au

. FREE educationaltraining

. Accredited CPD points

. Six20 minute chapters,accessible on
all devices

. Interactive learning including videos, quiz
style questions and case studies

. Downloadable resources

WORKING TOGETHER TO REDUCE STILLBIRTH

Register now # % 2O Bundle

Conclusion
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The Safer Baby Bundle eLearning can be accessed online via learn.stillbirthcre.org.au 

CPD points are available through ACM, ACCRM and RACGP.

Obstetricians can also self claim for CPD points through RANZCOG.


https://learn.stillbirthcre.org.au/

Thank you

The Safer Baby Bundle was
developed by the Stillbirth
CRE in partnership with
professional colleges and
organisations and parent
advocacy organisations.

stillbirthcre.org.au/safer
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Key points:

The following organisations have formally endorsed the Safer Baby Bundle, and many others will be involved in 
its delivery over the coming years.

We would like to particularly thank all of these organisations for their involvement in developing the Safer Baby 
Bundle and endorsing its implementation.


http://www.stillbirthcre.org.au/safer-baby-bundle/
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