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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.

Safer
Baby

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

* The Stillbirth CRE work in partnership with . E mmmﬂggﬁgg!ﬂg
health departments, parent organisations, :
professional colleges, researchers, clinicians
and women.

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.




Introduction

National Impact of Stillbirth'+67-¢s

Annually, 2270 stillbirths = 20 weeks gestation occur
(710 stillbirths > 28 weeks)

1. Parents

+ Family and friends, care-givers,
— maternity healthcare professionals,
services Community Government community

2. Health services, society, government

— : * Increased risk of family breakdown
& friends (A + Stigma, abandonmentand abuse
Negative effect on staff

Maternity healthcare - -
professionals 3. Health services, society, government

* Increased healthcare costs

* Reduced earning from employment,
Society maternity and paternity leave, and
healthcare expenses

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)
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Australian Stillbirth rates

By gestation 1994 to 2018 56
20-23 WEEKS 24-27 WEEKS M-EE“ 37-41 WEEKS OVERALL

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

YEAR OF BIRTH

* 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.




Australian Stillbirth rates®

* Stillbirth disproportionately affects
Aboriginal and/ or Torres Strait Islander
women?

* In 2020 the stillbirth rate for Aboriginal
and Torres Strait Islander women was 11.9
per 1000 births®

* Vsthe rate for non-Indigenouswomen of
7.4 per 1000°

* Migrant and refugee populations, rural
and remote communities and socio-
economically disadvantaged women also
face significantly increased risks?

FOR ABORIGINAL AND TORRES STRAIT
ISLANDER WOMEN, STILLBIRTH RATES
ARE OFTEN DOUBLED.

*

A

-
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Introduction

* Aboriginal and Torres Strait islander women —
* The stillbirth rate was 11.9 per 1000 births in 2020
* 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.




Causes of Stillbirth in Australia®

Stillbirth cause of death by early and late gestions

I <28 weeks >28 weeks

Introduction

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
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What are the stillbirth risk factors?
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PAR (%)
Prevalence of the risk factor
in the general population

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




What are stillbirth risk factors?

Pregnancy and medical©-17

Introduction

* 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




We know that ‘bundlies of care’

can save lives'c?

Saving (INHS |
Babies Lives England
Care Bundle
(SBLCB) UK

Saving Babies’ Lives
A care bundio for reducing stilbirth

20%

REDUCTION
IN STILLBIRTHS

Scottish

i SPSPMaternity
Patient Safety :
Program | and Children
(SPSP)
Scotland

22.5%

REDUCTION _
IN STILLBIRTHS

‘ Introduction

* Key points:

+ Both Scotland and England introduced 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:

10



* 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.

10



Introduction

What is the Australian
Safer Baby Bundie?

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

GOAL

Decreased Fetal Movement (DFM) Reduce stillbirth from 28 weeks’

Fetal Growth Restriction (FGR)

gestation by at least 20% by 2025.
Side Sleeping

Timing of Birth

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.

11



Smoking
Cessation

Smoking
Cessation

Evidence summary

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

READ MORE

o

SAFER BABY BUNDLE MASTERCLASS

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

12



The evidence 277

Smoking

Cessation
A combined approach to smoking cessation A
has shown to be most effective. This includes:
Behavioural intervention - ‘Ask, Advise, CARBON
Help’ model MONOXIDE
Carbon monoxide monitoring - at the first < ’ SCREENING
antenatal visit for all women

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

Detailed information on NRT available MICOTINE REFLACEFIENT THERAPER

through Quit Victoria website

™ -
Use of e-cigarettes (vaping) is not ' \
recommended in pregnancy
PATCHES  'aopay UM INHALERS ~ LOZENGES

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.

13



¢ 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

® |tis 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.

13



The recommendations

'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

At the 28 week visit, re-assess smoking
status and exposure to passive smoking
If 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?
* |Ismoke more since pregnant
* |Ismoke less since pregnant

| am smoking the same

| used to smoke but quit

| have never smoked

Smoking
Cessation

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.

14



The recommendations’=

Smoking
Cessation

At first antenatal visit

PLACENTAL
For women who are smokers or recent ABRUPTION MISCARRIAGE
quitters, advise them of the benefits
. CONGENITAL PRETERM
of quitting ANOMALIES BIRTH
Explain the importance of smoking SUDDEN UNEXPECTED

i INFANT DEATH (SUDI)
cessation

At each subsequent antenatal visit

Offer personalised advice on how to stop

smoking @ ‘)\‘ A
Reinforce the benefits of quitting and LUNG & BRAIN

DEVELOPMENT
remaining smoke free at any state in
pregnancy

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 »

Cessation

At first antenatal visit

ooy o

Offer to help: . O@"‘ """ c@@j‘*
Refer to Quitline m tll
Consider offering nicotine replacement 13 7848

therapy (NRT)
It's part of routine care for us to refer all

pregnantwomen who smoke to Quitline.

At each subsequent antenatal visit They've helped a lot of pregnantwomen

Consider offering nicotine replacement quit. It's a free, confidential service. | can
therapy? make that referral now, and they'll give
you a call in a few days.

How does that sound?

* 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.

16



Resources

Pathway
Smoking
Smoking cessation care pathway mu“, "20p . Cessation
e docon o thrmterty hsthcar rcesions Wit 09 5@
ASK - ~ ADVISE - G mocee
+ Ot CO montorng
+ Document smoking status In materniy record regnancy and pospartum oo envwonment
S —
ADVISE ADVISE
° e sMBOm or bom 100 eardy
: #0m Quiting Compietedy
+ Ahisnth sty 1.t s sy ke e
HELP

« Provide smoking cessation rescurces

o who Conbent 10 sppont
+ For women who dectne, use the S8R5 (o 10 the figh

 FoBowup w1 week o rederial

Safer Baby Bundla& )
Safer Baby Bundle o
Tre Sater Bty Burcie rescasces are Lased on Cessation

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

17



Resources
Poster and Flyer

Smoking
Cessation

QuitaBaby
Quit smoking
for baby. @

QuitaBaby - QuitaBaby

Quit smoking 2 ! . .
for baby © Quit smoking for baby @

co .
all Quitiine on 13 7848 or visit quit.org.au

E-cigarettes (vaping) are not recommended
in pregaancy

Smoking in pregnancy
increases the chance your

baby may be stillborn or

born too early. Smoking in
pregnancy

your baby

may be stillborn or
born too early.

Call Quitline on 13 7848 or vish quit.ors.su

3’.;:_':1' .. Quit ) “_::

Parent resources can be found on Learn.stillbirthCRE.org.au for clinicians to
download and print, or alternatively saferbaby.org.au for patents.




Resources

Social media tiles
Smoking
Cessation

“ounamsny

Counselling

A smoke free and support is
environment available to help

is best during you quit smoking.
pregnancy.

Call Quitline
on 13 7848

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

)

Parent resources can be found on Learn.stillbirthCRE.org.au for clinicians to
download and print, or alternatively saferbaby.org.au for patents.



Resources

Talking with women
about smoking cessation

Step 1: ASK

https://vimeo.com/363969790

Discussing the benefits of
smoking cessation

Step 2: ADVISE

r women reluc

https://vimeo.com/363974014

Discussing the benefits of
smoking cessation

Step 2: ADVISE

https://vimeo.com/364923189

Providing help for women
on smoking cessation

Step 3: HELP

https://vimeo.com/363978721

20



Implementation

Questions for discussion:

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

*  What resources (e.g. smokerlyzer and
SBB resources) or equipment limitations
doyou have? How can these be
overcome?

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

Smoking
Cessation

Smoking in
pregnancy is one
of the main causes
of stillbirth.

Safer Baby

Quitvic

21



Fetal Growth
Restriction (FGR)

Fetal
Growth

Evidence summary Bty

Position Statement: Detection and
management of women with Fetal
Growth Restriction in singleton
pregnancies?®

READ MORE

SAFER BABY BUNDLE MASTERCLASS

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

22



The evidence

Improving the detection and management of
FGR/ SGA is an important strategy to reduce
Fetal

s ]
stillbirth303 H FGRCg getal_
If FGR is present, but it is NOT detected, %%% Restriction
STILLBIRTH

the fetus is eight times more likely to

be stillborn3233

Less than 1/3 of growth restricted/small

for gestational age fetuses are

detected antenatally3*

Educational programs for maternity care

providers have been shown to improve the @

detection of SGA/FGR and reduce stillbirth

rates® FGR P /ZIIRIELONGTERM OUTCOMES

LINKED WITH NEURO, COGNITIVE, CARDIOVASCULAR, METABOLIC

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.

23



The recommendations ‘

Steps to assessing and managing risk factors3234-37

l Assess all women for risk factors at booking and at each antenatal visit and provided with information about FGR

1 Standardise SFH measurement for all maternity healthcare professionals

Consider low dose aspirin (150 mg) for women at increased risk of preterm preeclampsia®®

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

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

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

Fetal
Growth
Restriction

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:

1. maternal characteristics and medical history
2. 2. previous obstetric history
3. 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
150mg for women with increased risk of preterm preeclampsia

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

24



Resources

Care pathway?

Fetal Growth Restriction (FGR) Care Pathway ‘ ‘ .

RISK ASSESSMENT FOR FGR AT FIRST ANTENATAL VISIT

LEVEL1 LEVEL 2

No ris tactors for FGA identitied

. More than SO% of FGR cases ocowr in women

with NO identifiabie risk factors

Safer Baby Bundle g (53]

S st 2 s e .
e o i e - e
Pttt S .

A

rvon 32 oot oty 3023

Fetal
Growth
Restriction

There is an FGR care pathway available through the stillbirth CRE website.

25



Resources

Poster and Flyet

Fetal
GrowingMatters Growth
Restriction

GrowingMatters

GrowingMatters

Your baby’s
growth
matters. @

Your baby’s growth matters.

Your baby’s
growth

matters.

Even though all pregrancies are.
ifferent. 3 heaithy rate of growth

saferBaby® g »
. saferbaby.org.au

Safer Baby§ .-».,6

Parent resources can be found on Learn.stillbirthCRE.org.au for clinicians to
download and print, or alternatively saferbaby.org.au for patents.

26



Resources

Social media tiles

GrowingMatters

Gromingatatters ~Growinghtters

Your ~ Even though all JUA—

baby’s e are different. Fetal
wi! What's most important Growth

gro h for your babyh s u‘-n'::; rate of

matters.

growth for your baby. Restriction
is important.

What can | do Why does

to my growth matter?
baby’s health? An important part

of pregnancy care Is

to attend all of your
appointments to monitor
the growth of your baby

What is a healthy
for my baby?

Social media tile resources can be found on Learn.stillbirthCRE.org.au for clinicians
to download and use

27



Implementation

Questionsfor discussion:

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

* Doyou havetimely and affordable access
to ultrasound scanning for women with
suspected/confirmed FGR?

Fetal Growth

Fetal

Restriction is an Growth
important risk

Restriction

factor for stillbirth.

Safer Baby Bundle

28



Decreased Fetal
Movement (DFM)

Evidence summary

Clinical practice guideline for the
care of women with decreased
fetal movements for women with
a singleton pregnancy from 28
weeks' gestation3®

READ MORE

SAFER BABY BUNDLE MASTERCLASS

Decreased
Fetal
Movement

29



The evidence: fetal movements0:

Maternal perception of fetal movement haslong been an
indicator of fetal well-being. ‘
No definition of DFM has been shown to perform better

than a woman's perception.

PLACENTAL FETAL GROWTH DECREASED

TION i/ FETAL

MAY LEAD TO STILLBIRTH MOVEMENT
WHICH 15 LINKED WITH

*  Concernsabout a reduction in strength and/or frequency is
associated with up toa 4-fold increase in stillbirth.

. . . . D sed
The mechanism is through to be placental insufficiency UMBILICAL CORD EMERGENCY F:::.ea ©
COMPLICATIONS
leading to the fetus conserving energy. DELVERY Movement
: DFM is associated with slow fetal growth and other adverse FETAL MATERNAL rECTION
HEMORRHAGE
outcomes.

. . . - NEURO DEVELOPMENTAL DISORDER
Many women who experience stillbirth report being

concerned about DFM in the day's prior.

. . . ALL STILLBIRTHS: WOMEN WHO REPORT DFM:
All pregnant women should be given information about
what to expect in regard to fetal movements, including
that strength and frequency normally stay the same or 55% 4x Sianceor
increase as pregnancy advances and that healthy fetuses o
24 HRS

are most active in the evening.*2

° Maternal perception of fetal movement has long been an indicator of fetal
wellbeing. Asking women about fetal movements =during routine antenatal
care is accepted as best practice

i No definition of DFM has been shown to perform better at identifying a baby
at risk than a woman’s perception

° Concerns about a reduction in strength and/or frequency is associated with a
4 fold increase in stillbirth.

° Many women who experience stillbirth report being concerned about DFM in
the days prior—up to 55% reported in the literature

° However women often delays in talking to their health care provider about
their concerns — often due to lack of appropriate information provided
during antenatal care, often resulting in feeling unsure about their concerns

30



and not wanting to bother busy midwives and doctors.

Antenatal education about fetal movement has been shown to reduce the
time from maternal perception of DFM to health care-seeking behaviour

30



The evidence: education to improve
outcomes for women with DFM+0-52

A 2015 Cochrane Review concluded that there was no benefit for kick

counting.
Observational studies of education for women and their health care provider O —
aboutdetection and management of DFM suggests benefit. SACE Y e it
Two subsequent large scale cluster randomised trials of similar interventions .
have not shown a reduction in stillbirths. However, all existing trials have had i avors £ Decreased
limitationsand the evidence remains unclear. ! ) f,,e:\a,me
Need for high level evidence to inform the optimal management protocol. g
The large UK AFFIRM trial 5 also showed a reduction SGA babies born after 2 -
40 weeks associated with an increase in IOL, caesarean section and neonatal @ T
admission to special care. P w
The MBM trial (Australiaand New Zealand) also showed no reductionin —
stillbirth rates but less intervention than AFFIRM and recommended to % -
continuethe MBM approach. LGOS o 2
=

Safer Baby Bundle resources are based on those used in the MBM trial. k — J

*  Thelargest trial of kick counting for women showed no reduction in stillbirth
overall, but it did show a reduction in stillbirths occurring after 28 weeks
over the course of the trial — it is postulated that increased awareness of
movements contributed to this

i Similar reductions were shown in a non-randomized QI study in Norway

when a quality improvement study was introduced — information for women
and a management protocol for HCP

° Observational studies suggest that education for women and their health
care provider about detection and management of DFM reduces stillbirth

° However, subsequent large scale randomised trials have not shown benefit.

®*  Thelarge UK AFFIRM trial 4’ also showed an increase in I0L, caesarean
section and neonatal admission to special care.

31



A reduction SGA babies born after 40 weeks suggesting the intervention did
identify a population of high-risk babies

More investigation into DFM and potential unintended consequences is
needed

31



The recommendatlons

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!

CLINICAL ASSESSMENT -Take a detailed clinical history, identify risk factors, listen to FHR
CARDIOTOCOGRAPHY (CTG) - Interpret antenatal CTG according to local guidelines
FURTHER INVESTIGATION - Consider fetomaternal haemorragetesting if clinically indicated

BIRTH PLANNING - After further investigations it may be necessary to discuss a planned birth

Decreased
Fetal
Movement

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

* |dentify 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

32



Resources
Care Pathway >3

Decreased Fetal Movement (DFM) Care Pathway
for

women with singleton pregnancies from 28+0 weeks' gestation

INITIAL RESPONSE ANl women who report a concern about fetal + Presentation should not be delayed though efforts
s should undergo immediate 10 stimuate the baby by food or drink
CUNICAL . . y for
 Conduct a Al antenstal a3sessment with addon 8k 1actors for adverse cutcome (see table)

of cariorocograph (CTG).

—

e - antenatal CTG tracings shouldben  (2) frst presentation for DFM; and
oudeines.

L4

urgent obstetric review

Seok
Contem fetal Gosth with utsasound

Manage as per Cheucal Practice
Guidelines for Care st

and Neonatal Death
DRtos i b/ 2WzoSeE

bt

vestoations are recqueed for women it rommes during assessment
) normal CTG and clincal assessment: and

restriction (FGR); o¢ .

(3) there are other anamokes in the chrcal
the last 2 weeks.
MANAGEMENT . other . e ddthe
FOLLOWING ASSESSMENT  custing chevcal gucieines 719 thing and not 10 hestate o report any Rather
+ 1there s no cbrective evidence of fetal compromise  €OnCarns of DFM 10 har Care provider
assessment. . for DFM ave
o
Iave utrascund assessment 23 part of subseauent

Fetal Growth Decreated Fotal , .
Restriction (FGR) Movements (OFM) oo o For more rtamamon.
Soe e OFM Corict
Pracce Guaeine

Decreased
Fetal
Movement




Resources

Poster and Flyer

MovementsMatter

v
Your baby’s tovementubtotior - S
movements Your baby’s
Your baby’s movements: matter.
matter.® movements:
v matter. ° o —— Decreased
Fetal
Eaa o o Movement

G Con 1 use & hame Dappier 10 chach on babys Mearbast?
%

saferBabyfy 8 @

Parent resources can be found on Learn.stillbirthCRE.org.au for clinicians to
download and print, or alternatively saferbaby.org.au for patents.




Resources

Social media tiles

oo mastimsttes

From 28 weeks

onwards, you should Your baby’s

avemnass every il movements
FSgertiess o¥ whvérs matter.

your placenta lies.

R ———

Can | make
my baby
move?

Call your maternity
healthcare professi
STRAIGHT AWAY!

Your baby’s
movements
matter.

No, having something
to eat or drink to
stimulate your baby —%

o

orementisster

If you have
questions about
your baby’s
movements,

you should
discuss this with
your maternity
healthcare
professional.

Do babies move
less towards
the end of
pregancy?
1

1f you notice your baby Is moving
less and less, or the movements.
are not as strong, contact your

rnity healthcare professional
without delay.

Decreased
Fetal
Movement




Implementation

Questionsfor discussion

Are there any challenges to implementing
the DFM care pathwayin the context of
your local site?

Are there limitations with access to
equipment or resources?

Does your facility have a local
practice guideline?

Your baby’s
movements:
matter.
Decreased
Fetal
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Side Sleeping

Evidence summary

Position Statement:
Mothers' going-to-sleep
position in late pregnancy>*

READ MORE

O

SAFER BABY BUNDLE MASTERCLASS

Side
Sleeping
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The evidence

* Accumulating evidence has shownan
association between maternal supine
going-to-sleep position and stillbirth after
28 weeks in pregnancy.'0.5536

* Inaninternational meta-analysis the
population attributable risk is 5.8%. This
indicates 1:17 stillbirths could be avoided if
women go to sleep on their side from 28
weeks of pregnancy.’©

* Research in New Zealand used MRI
technologyto assess haemodynamic
effects that can compromise fetal
wellbeing.>®

Side
Sleeping

Inferior Vena Cava compressed

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.
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The evidence

N S ‘\ ~

. Pregnant uterus 2. Blood flow
compresses through vena cava
inferior vena cava decreases by 85%

and cardiac
output decreases
by 16%

Side
Sleeping

LOow
OXYGEN
TO BABY

DECREASED

PLACENTAL
FLow

6. Low oxygen =
baby stressor

5. Placental flow
decreases by 32% decreases

* 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




Ther commen_dation

1SSESSINg al I Mmar agingris ! rs

* Provide all pregnant women with verbal and written
information about stillbirth risk reduction practices.

* Emphasise that going-to-sleepin the supine (on your back)
position is a risk factor for late stillbirth.

* Reassure womenthat 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.’®

Side
Sleeping

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.




Resources

Poster and Flyer

SI SleepOnSide SleepOnSide
eep PI’I Sleep on your side
your side when baby's inside.
when baby’s
inside. Q ’ Sleep on
- your side

when baby’s

: .0

Side
ing to sleep on my back? Sleeping

our Back s not best for

ore: health.nsw.gov.au/reducingstilibirth
saferbaby.org.au

Bty suo@ seimm. g B

Parent resources can be found on Learn.stillbirthCRE.org.au for clinicians to
download and print, or alternatively saferbaby.org.au for patents.




Resources

Social media tiles

Sleep on
your side
when baby’s
inside,

#3i0epOntie

From 28 weeks

of pregnancy, It is
safest for your baby
I you 9o to slieep

Either side Is fine.

1t you wake up
on your back,
don’t worry!

Just roll on your side.

Research shows that

halves your
risk of stillbirth

your side
when baby’s

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

don’t worry!
Just roll onto
your side.

Sleep on
your side
when baby’s
inside,

Sleep on
your side
when baby’s
inside,

#ieepOnside

Sleep on
your side,
when baby’s
inside.

What if | Side
wake up Sleeping
onmy
back?




Implementation

Questionsfor discussion:

* Arethere 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?

Sleep on

your side
when baby’s

inside.

Safer Baby Bundle

Side
Sleeping
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Timing of Birth

Evidence summary

Position Statement: Improving
decision-making about the timing of
birth for women with risk factors for
stillbirth.5°

READ MORE

Timing
of Birth

SAFER BABY BUNDLE MASTERCLASS

Improved decision making around timing of birth is an important strategy to reduce
the rate of preventable stillbirth.
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There is clear evidence that some
maternal and pregnancy factors
increase a woman's risk of stillbirth4

Early recognition of a woman'’s risk of
stillbirth and provision of appropriate
individualised care throughout
pregnancy is a key stillbirth prevention
strategy®06!

For some women with risk factors
planned birth can prevent stillbirth263

The benefits of planned birth need to be
carefully weighed against the risks of
intervention

RISK FACTORS

4

APPROPRIATE CARE
TIMING OF BIRTH

BENEFITS OF
PLANNED BIRTH

Vs

RISKS OF
INTERVENTION

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.
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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

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.
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Resources

EVERY WEEK COUNTS TOWARDS THE END OF PREGNANCY

WEEKS
GESTATION

BABY'S BRAIN

BABY'S RISK
AT BIRTH

Brain development is
responsible for learning.
movement and

coordination

t)[l?:?m?lzsn o °° [ @ ] oo o Og o Dn 0700 000

SCHOOL ENTRY

* Every week counts is resource developed by The University of Sydney

* |tis aid for clinicians and aids discussion around the benefits of remaining
pregnant where there are no risk factors

* |t 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)
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Resources

Timing of Birth video

timing

of birth

Timing
of Birth

Parent resources can be found on Learn.stillbirthCRE.org.au for clinicians to
download and print, or alternatively saferbaby.org.au for patents.
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Slide 48

NCO Let's Talk Timing Video
Natasha Cocker, 2023-08-17T03:23:45.117



Resources

Timing
of Birth. ®

Most women go into labour on
their own between 37 and 42
weeks. Having your baby as
close to your due date as
possible is generally best for
your baby’s development

In some pregnancies, planned
(early) birth might be considered
to reduce the risk of stillbirth
and/or for your own health.

Talk with your maternity healthcare
professional about having a safe
and healthy pregnancy, and
decide together the right timing
of birth for you and your baby.

BEly @ Moo= MPEF

Timing
of Birth

Parent resources can be found on Learn.stillbirthCRE.org.au for clinicians to
download and print, or alternatively saferbaby.org.au for patents.
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Resources

ngratulations on your

Timing
of Birth

@ s oo o

Your baby s estimated date of b

might a planned birth be considered?
The masn reascn woemen have & planned birth is o red

1 o chue date s usually 40 weeks after the Broblems for therm o thee baby, including stABWth St
. s before birth and whée this is a tragedy
Stieth i shoRtly higher

fest day of your last per wer

prognancy and is higher post-term

blood pressure), or

rom some cultural groups or ethniciies,
1u3ing Aborignal and Torres Strat isiander

W any of these apply to you. it does NOT
mean you will have & st th. Your mdwife
‘or doctor wil expian your chance of

StADirth and discuss with you options for

Timing
of Birth
the chance of stiluth & very low, your
mudwife or doctor will usually recommend
that you simply wast for your baby to
come when your labour starts

really impartant when deciding on tim

“LetsTalkTiming

Parent resources can be found on Learn.stillbirthCRE.org.au for clinicians to
download and print, or alternatively saferbaby.org.au for patents.
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Resource

Shared Decision-Making — Poster and Flyel

Shared
Decision-Making @ ;

Shared

Decision-Making

Timing
of Birth

Parent resources can be found on Learn.stillbirthCRE.org.au for clinicians to
download and print, or alternatively saferbaby.org.au for patents.
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NCO SDM resources added
Natasha Cocker, 2023-08-17T03:23:19.286



Resources

timing of birth timing of birth

saterbaby.org.au

e m

a planned birth
before labour starts.
swwe

*"—

“letstaiktioming

Every pregnancy
is unique.

“letstaiktiming

Speak to your midwite or doctor and
decide together the
safest timing of birth

for you and your
baby.

o
e

Cletstaintiming
Talk it through and
decide what is best for you

The decision about the timing of your baby’s
'birth should consider your own beliefs and

whether to have a planned birth
or wait for your baby to come is not always.
easy and Is different for every woman.

timing of birth

Deciding whether to have 3

saterbaby.o

“letstaiktioming

The chance of Raving & stibieth is
igher for 10ome women, including

rg.au

swghtly

women who.

continwe to
‘umone

Timing
of Birth
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Discussing timing of birth and Discussing stillbirth risk factors X Raising awareness of the risk of
birth options and timing of birth stillbirth in a sensitive manner

Embedded in the e-learning we have video examples of Midwives/ Obstetricians
communicating risk with women in their care




Implementation

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

* Are thereany 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

Timing
of Birth
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Translated resources

Safer Baby resourcesare available in over 20 languages

English master booklet available for clinicians

Translated
Resources

Parent resources can be found on Learn.stillbirthCRE.org.au for clinicians to
download and print, or alternatively saferbaby.org.au for patents.
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Adapted resources

There are culturally adapted resources being co-designed and developed, which will be available soon, for:
. Aboriginal and Torres Strait Islander communities

Arabic, Dari, Dinka and Karen language-speaking communities

v

_ - - '.Y'Auz' S
Quit smokes”.©

@ soeraby sunce

Translated
Resources

Resources can be found on Learn.stillbirthCRE.org.au for clinicians to download
and print

For parents: strongerbubbaborn.org.au or growingaheathybaby.org.au
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Conclusion

SAFER BABY BUNDLE MASTERCLASS

Safer

Baby
Bundle

WORKING TOGETHER TO REDUCE STILLBIRTH

Conclusion
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Risk Communication

Communication about stillbirth and risk
factors for stillbirth is often insufficient

%Safer

YRahv (

| %Safer
Baby

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
clear and easy to understand information
from their health professionalabout how
they can reduce their risk of stillbirth

Conclusion

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.
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What new mothers say

“The word stillbirth is
incredibly important
to 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. But we

need to know what we

can do to 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
is about preventing
stillbirth.”

Conclusion

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

I
The advantages of continuity of carer

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

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.
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Perinatal Mortality Audit

Perinatal mortality audits in the
Netherlands, the UK and New Zealand
show substandard care factors are present
in

20-30% of cases®465

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

Particularly useful when combined with an

action plan and clear measurable targets
IMPROVE elearning covers key skills and ‘

knowledge

Conclusion

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.

* |tis 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 elLeaning 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.

* |tis made up of 6 modules each taking 20 minutes to complete.
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COVID-19 and the Safer
Baby Bundie

Safer Baby

During the COVID-19 pandemic the Safer
Baby Bundle messaging remains largely
the same and as important

as ever

aag
For pregnant women concerns around m e
being exposed to COVID-19 may lead them

to avoid seeking care to reduce their risk of Fieaconsa
contracting the infection m

* We have developed resources for both
clinicians and women to highlight changes
in practice during COVID-19

Conclusion

* 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.
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Safer Baby resources available
for parents

* Safer Baby resources are available for
clinicians to share with pregnantwomen.
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.

* Resources available include waiting room 2 Safer Baby
poster, flyer for women and website
www.saferbaby.org.au =

Waiting room poster and flyer for women

Conclusion




Safer Baby Bundle eLearning
Module

For further detail and evidence base
behind the Safer Baby Bundle, all
downloadableresources and care
pathwaysvisit learn.stillbirthcre.org.au
* FREE educational training

* Accredited CPD points

¢ Six 20-minute chapters, accessible on
all devices

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

* Downloadableresources

Register now

Conclusion

* 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.




Thank you

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

Strongerbubbaborn.org.au

Growingahealthybaby.org.au

saferbaby.org.au
learn.stillbirthCRE.org.au
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3T Government ~= I plus
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‘. Safer Care
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i

WOMEN'S
HEALTHCARE
AUSTRALASIA

Conclusion

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.
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