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Before we get started

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

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

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

Q ) Bundle

WORKING TOGETHER TO REDUCE STILLBIRTH
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National Impact of Stillbirth' 6768

Introduction

Annually, 2270 stillbirths = 20 weeks gestation occur

(710 stillbirths = 28 weeks)

1.
Health c .
services AL

2.

Family Qare-

& friends givers

Maternity healthcare

professionals 3.

Society

Parents

« Family and friends, care-givers,
maternity healthcare professionals,
community

Health services, society, government

* Increased risk of family breakdown
« Stigma, abandonment and abuse
 Negative effect on staff

Health services, society, government

* Increased healthcare costs
 Reduced earning from employment,
maternity and paternity leave, and

healthcare expenses



Introduction

Australian Stillbirth rates

By gestation 1994 to 2018 ¢




Introduction

Australian Stillbirth rates®

* Stillbirth disproportionately affects

Aboriginal and/ or Torres Strait Islander FOR ABORIGINAL AND TORRES STRAIT
women? ISLANDER WOMEN, STILLBIRTH RATES
ARE OFTEN DOUBLED.

* In 2020 the stillbirth rate for Aboriginal
and Torres Strait Islander women was 11.9 A

per 1000 births8

* Vsthe rate for non-Indigenous women of
7.4 per 1000° §afer Baby Bundlﬁ%

*  Migrant and refugee populations, rural
and remote communities and socio-
economically disadvantaged women also

face significantly increased risks”



Introduction

Causes of Stillbirth in Australia®

Stillbirth cause of death by early and late gestions




What are the stillbirth risk factors?

Maternallo-17

Introduction



Introduction

What are stillbirth risk factors?

Pregnancy and medicall©-"




We know that ‘bundlies of care’

can save lives's?

Saving INHS
Babies Lives Aison
Care Bundle
(SBLCB) UK

Saving Babies’ Lives
A care bundle for reducing stillbirth

20%
REDUCTION
IN STILLBIRTHS

Scottish |
Patient Safety | Spgzm%temltu
Program | andCrildren
(SPSP) B gt 2015
Scotland

22.5%

REDUCTION _
IN STILLBIRTHS |

Introduction



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

GOAL

Reduce stillbirth from 28 weeks'

Fetal Growth Restriction (FGR)

@ Decreased Fetal Movement (DFM)

gestation by at least 20% by 2025.

Side Sleeping
@ Timing of Birth






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 2377

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 all women

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

°*  Detailed information on NRT available
through Quit Victoria website

* Use of e-cigarettes (vaping) is not
recommended in pregnancy

Smoking
Cessation

S0l = CARBON
MONOXIDE
SCREENING

NICOTINE REPLACEMENT THERAPIES

o /
A
NN
| N
MOUTH
PATCHES SPRAY GUM INHALERS LOZENGES



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

° 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

Smoking
Cessation

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
* |Ismoke less since pregnant

° lam smoking the same

* |l used to smoke but quit

° | have never smoked



The recommendations?

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

Smoking
Cessation

At first antenatal visit

PLACENTAL MISCARRIAGE
*  Forwomen who are smokers or recent ABRUPTION
quitters, advise them of the benefits
L. CONGENITAL PRETERM
of quitting ANOMALIES BIRTH
*  Explain the importance of smoking SUDDEN UNEXPECTED
cessation »

At each subsequent antenatal visit

*  Offer personalised advice on how to stop
smoking

LUNG & BRAIN
DEVELOPMENT

8®“A

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



The recommendations

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

Smoking
Cessation

At first antenatal visit

(\e NLen 490 i@:.
Offer to help: 2@ I§©©Zﬁ
* Refer to Quitline QUIt ine.

* Consider offering nicotine replacement 13 7848

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

pregnant women who smoke to Quitline.

At each subsequent antenatal visit ,
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.

* Consider offering nicotine replacement
therapy?’

How does that sound?



Resources
Pathway

Smoking cessation care pathway

Quit

e @

PSANZ

For midwife, doctor or other maternity healthcare professionals
ALL WOMEN PARTNERS
K - Askatfirst antenatal appointment and subsequent appaintments about ADVISE + Ensure complete smoke free environment at home and other Engage partner and other
AS cument and past tobacco use AND second hand smoke exposure e places household members to quit
+  Offer CO manitaring +  Reinforce the benefits of staying smoke free throughout smoking and support 8 smoke
pragnancy and postpartum free envirenment

«  [Document smoking status in maternity record

WOMEN WHO SMOKE REGULARLY OR HAVE CUT DOWN

WOMEN WHO HAVE STOPPED SMOKING

ADVISE

+  Provide strong non-judgemental advice to quit smoking as soon as possible

« Inform women that g in preg ¥ the chance your baby may
be stillborn or born too early

+ Emphasise it is important to quit, not just cut down. The greatest benefits come
frem quitting completaly

+ Advise the best way to quit and stay smoke free

!

HELP

+ Provide smoking cessation resources
+  Offer referral to Quitline or other smoking cessation service and make referral for
women who consent to support

+  For women who decline, use the 5Rs (box to the right)
« Facilitate access to nicotine replacement therapy (NRT) if clinically appropriate
+  Faollow-up within 1 week of referral

Safer Baby Bundle (53]

Smoking Fetal Growth
Cessation Restriction (FGR) Movements (DFM) Sleeping

The Safer Baby Bundle rescurces are based on

five key areas to support healthcare professicnals
and women with strategies to help reduce taBaby
stilloirth during pregnancy.

ADVISE

+  Congratulate on success with quitting and reinforce the benefits of staying smoke
free thraughout pregnancy

5 Rs RELEVANCE

RISK
REWARDS

ROADBLOCKS
REPETITION

E-cigarettes (vaping) are not recommended in pregnancy.
Approved NRT remains the preferred method of nicotine
replacement.

Decreased Fetal Side

#LetsTalkTiming

QUITLINE REFERRAL

National Quitline number:

1378 48

To submit a
referral online
scan the GR

For guidance on providing NRT
in pregnancy in Australia and
Mew Zealand, please see the
following links:

Smoking
Cessation



Resources

Poster and Flyer

Quit smoking
for baby.

pretermalliancecom.su  saferbaby.org.au

What are the benefits of quitting
smoking when pregnant?

= Safer for your baby and better health for you
= Your baby will grow better
» Fewer chemicals in your bloodstream

Your maternity healthcare professional can help
you to quit smoking and avoid second hand smoke,

Counselling and support is available -
call Quitline on 13 7848 or visit quit.org.au

E-cigarettes (vaping) are not recommended
in pregnancy

Smoking in pregnancy
increases the chance your
baby may be stillborn or
born too early.

FIND OUT MORE:
saferbaby.org.au and pretermalliance.com.au
or speak to your maternity healthcare professional
if you have guestions about guitting smoking.

Quit smoking
for baby @

pretermaliisncecomau  saferbaby.orgau

What are the risks of smoking
when pregnant?

= Miscarriage or stillbirth

*  Your baby may be born too early
{before 37 weeks' gestation)

ight and hing bl

= Low bir
+  Sudden Unexplained Death of an Infant
(S5UDI or cot death)

What are the benefits of quitting

smoking when pregnant?

= Safer for your baby and better health for you
Your baby will arow better
Fewer chemicals in your bloodstream

Smoking in
pregnancy

your baby
may be stillborn or
born too early.

Call Guitline on 13 7848 or visit quit.org.au
PERINATAL

DRl @ Quit Tl M=

PaANZ W sivasca

QuitdBaby

Quit smoking for baby ()

Quitting smoking in pregnancy

our midwife, GP or obstetrician can help if you are thinking about quitting.
Things to know
A smoke free environment is best during pregnancy.
Counselling and support is available. The most common counselling service is
Quitline They can support you and your family members with quitting. and can be
contacted on 13 7848,
PR o guit g e . such as nicoting replacement therapy (NRT),
may help.
E-cigarettes (vaping) are not recommended In pregnancy,
SMI:;I:,MHBIOMMMMIM you can do for you and
your

Myths and facts about smokin: pregnancy

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

Itis never too late to quit. Stopping smoking will help protect your baby from being
stillborn or bom too early.

How about | just cut down?

Quitting is the best way to protect yourself and your baby.

Smoking relaxes me when I'm stressed - isn't that better for my baby?

Mo, smoking speeds up your heart rate. increases your blood pressure and means less
cxygen goes to your baby. Finding another way to relax is much better and safer for
you both. Guitline or other smoking cessation services can help you manage stress and
cravings when quitting

Call Guitline on 13 7848 . Safer
or scan the GR code to visit Stillbirth Baby

H gquit.erg.au

saferbaby.crg.au

Smoking
Cessation



Resources

Social media tiles

Smoking
Cessation

Guit4Baby o #GuitaBaby % Quit4Baby

Counselling - Approved quit
e, ol o " P Eoch o nicsige
environment available to help

- & - _ replacement
is best during you quit smoking. therapy, may
pregnancy. - ’

call Quitline . help you to

@ on 13 7848

FIND GUT MORE i el o —
saferbaby.org.au o RS B, saferbaby.org.au

#QuitaBaby Quit4Baby
Smoking

Quitting early is -

best, but stopping KUProSnancy

is one of the
main causes of
stillbirth. Quitting

at any time in your
pregnancy will
benefit you and
your baby.

o

FIND QUT MORE
saferbaby.org.au

s best for you

saferbaby.org.au




Resources

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

Talking with women Discussing the benefits of
about smoking cessation smoking cessation

Step 1: ASK Step 2: ADVISE

For women keen to quit

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:

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

*  What resources (e.g. 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
Cessation

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

Safer Baby





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
stillbirth30:31 H

* If FGRis present, but it is NOT detected, %%%
the fetus is eight times more likely to
be stillborn3233

* Lessthan 1/3 of growth restricted/small
for gestational age fetuses are
detected antenatally®#

* Educational programs for maternity care
providers have been shown to improve the ‘ @ @
detection of SCA/FGR and reduce stillbirth
rates® FGR e SUERSEICON Ca ERING YRS OIS

LINKED WITH NEURO, COGNITIVE, CARDIOVASCULAR, METABOLIC

Fetal

FGRE Growtn
STILLBIRTH




The recommendations

Steps to assessing and managing risk factorss24-37

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 (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
factor assessment

<
<«

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



Resources

Care pathway?®

Stil.birth.

CINTRE GF WIRAICH PECTLUTNEE

Fetal Growth Restriction (FGR) Care Pathway

for singleton pregnancies

RISK ASSESSMENT FOR FGR AT FIRST ANTENATAL VISIT

! l l

LEVEL1 LEVEL 2 LEVEL 3

Risk factors for FGR identified

Mo risk factors for FGR identified

] +  Age =40 years or age <20 years = Previous early (<32 weeks) FGR/SGA
More than 50% of FGR cases occur in women ; : s i
with NO identifiable risk factors' * IVF singleton pregnancy = Previous stillbirth with FGR/SGA
+ High risk for preterm presclampsia™ = Maternal medical conditions, eg:

+  Substance use during pregnancy: smoking, drugs
+  BMI>35or BMI <18

Antiphosphoelipid antibody syndnome*
Renal impairment”

= Previous late (>32 weeks) FGR/SGA = Chronic hypertension®
= Papp A <0ud MoM - Diabetes with vascular diseasa®
*  Limited antenatal care

Sul ance and management
+ Standardised serial SFH 1t at each +  Consider fetal growth ultrasound at 28 weaks = Consider fetal growth ultrasound every 4 weeks
antenatal visit from 24 weeks gestation, plotted on gestation and 36 weeks gestations from 24 weeks gestation
an 5FH chart «  Additional ultrasounds as clinically indicated +  Additional ultrasounds as clinically indicated
+  Ultrasounds as clinically indicated PR dised serlal SFH t at each - serial SFH at each
antenatal visit from 24 weeks gestation, plotted on antenatal visit from 24 ks gest 1, plotted on
an SFH chart an SFH chart (optional)

Safer Baby Bundle

WORKING TOGETHER TO REDUCE STILLIMRTH

(7]

Fetal Growth Decreased Fetal Side Sleeping Timing of Birth

The Safer Baby Bundie resources are based on Restriction (FGR) Movamants (DFM)
e key aseas to support healthcare professionals HGult4Baby BGrowingMatte M M
with new strategies 1o help reduce stillbeths.

Smoking Cessation

#LetsTalkTiming

Wersion 3.0, updated Jusy 2023

Fetal
Growth
Restriction



Resources

Poster and Flyer

GrowingMatters

Your baby’s
growth
matters. {4

Even though all pregnancies are
different, a healthy rate of growth
for your baby is important.

« 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.

Measure: Al aach antenatal visit
from 24 weeks onwards, your baby's
growth will be measured and
plotted on a growth chart,

Monitor: If your baby is growing
slower than expected, increased
monitoring may be required and any
cancerns will be discussed with you,

The Safer Baby program recommencds you attend all your antenatal appointments
to assess, measure and monitor your baby's growth to reduce your risk of stilibirth.

FIND ©UT MORE: visit saferbaby.arg.au or speak to your maternity
healthcare professional if you have guestions about your baby's growth.

Safer Baby@ "‘@ Stullbarth.

WERIONG TOGETHEN TE REDUCE STILLBSRTH || CENTRE OF FESEARCH EXCELLENCE

The . -

GrowingMatters

Your baby’s
growth
matters. (=

Even though all pregnancies are
different, a healthy rate of growth
far your baby is important.

« 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 moniter the growth of
your baby with regular ultrascund.

* Measure: At each antenatal visit
from 24 weeks onwards, your
baby's growth will be measured
and plotted on a growth chart.

Monitor: Il your baby is
growing slower than expected,
Increased monitoring may be
required and any concerns

will be discussed with you.

The Safer Baby program recommends you attend all your antenatal appolntments to
assess, measure and monitor your baby's growth to reduce your risk of stillbirth.

GrowingMatters

ur baby’s growth matters

What Is fetal growth restriction?
Fetal Grewth Restriction (FGR) is when a baby is growing slower than
expected and indicates that the baby is not reaching its growth potential.

When and how will | be assessed?

All women should be assessed for their risk of FGR in early pregnancy.
Starting from 24 weeks, the growth of your baby will be measured.

Your maternity healthcare professional will use a measuring tape to
measure the size of your abdomen. This is called the symphyseal fundal
height (SFH) SLAF nt. This went 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.

@ Why Is my baby growing at a slower rate - what Is causing this?

If a baby is growing slower than expected your maternity healthcare
professional should Investigate the cause. Often this is related to how the
placenta is working but it is important to note that sometimes a cause
cannct be found.

time as me - should | be worrled?

@ My baby bump looks smaller than other women who are due at the same

Every woman is different and every pregnancy is unique. Your maternity
healthcare professional will be tracking your baby's growth at every
antenatal visit and will talk with you about next steps if there are signs that
your baby's growth has slowed.

@ What can | do to monitor my baby's health?

It's important to come to each antenatal visit to have your baby's
grawth checked, Additionally, feeling regular baby movernents is a sign
that your baby is well. If your baby's movements stop or slow down
contact your maternity healthcare professional without delay.

saferbaby.org.au

Fetal
Growth
Restriction



Resources

Social media tiles

GrowingMatters

Your

baby’s
growth
matters.

FIND GUT HORE
saferbaby.org.au

GrowingMatters

An important part

of pregnancy care

is to attend all your
antenatal appointments
to the growth

of your baby.

faa

saferbaby.org.au

GrowingMatters

Your

baby’s
growth
matters.

What is a healthy

for my baby?

Every baby is different, so a healthy
rate of growth will be individual

to you. Attend all your antenatal
appointments to assess, measure
and monitor your baby's growth.

FIND GUT HORE
saferbaby.org.au

GrowingMatters

Your
baby’s

saferbaby.org.au

GrowingMatters

What can | do
to my
baby’s health?

It is important to

attend all your
antenatal appointments
to check your baby's
growth. Feeling regular
movements is a sign
that your baby is well.

FIND GUT HORE
saferbaby.org.au 5

GrowingMatters

Even though all
pregnancies are
different, a healthy
rate of growth

for your baby

is important.

saferbaby.org.au

growth

An important part

of pregnancy care is

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

saferbaby.org.au

#GrowingMatters

All pregnancies
are different.

What's most important
is a healthy rate of
growth for your baby.

aby.org.au

#GrowingMatters

Why does
growth matter?

An important part

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

saferbaby.org.au

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
Restriction is an
important risk

factor for stillbirth.

Safer Baby B_undle

Fetal
Growth
Restriction



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



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: fetal movements-o-

Maternal perception of fetal movement has long been an
indicator of fetal well-being.

No definition of DFM has been shown to perform better
than a woman's perception.

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

The mechanism is through to be placental insufficiency
leading to the fetus conserving energy.

DFM is associated with slow fetal growth and other adverse
outcomes.

Many women who experience stillbirth report being
concerned about DFM in the day's prior.

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
increase as pregnancy advances and that healthy fetuses
are most active in the evening.42

"

PLACENTAL FETAL GROWTH DECREASED
DYSFUNCTION RESTRICTION/ FETAL
STILLBIRTH MOVEMENT
WHICH IS LINKED WITH

MAY LEAD TO

UMBILICAL CORD EMERGENCY
COMPLICATIONS DELIVERY
FETAL MATERNAL
HEMORRHAGE INFECTION

NEURO DEVELOPMENTAL DISORDER

ALL STILLBIRTHS: WOMEN WHO REPORT DFM:

4x CHANCE OF
STILLBIRTH

Decreased
Fetal
Movement



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
about detection and management of DFM suggests benefit.

* Two subsequent large scale cluster randomised trials of similar interventions
have not shown a reduction in stillbirths. However, all existing trials have had
limitations and the evidence remains unclear.

* Need for high level evidence to inform the optimal management protocol.

* The large UK AFFIRM trial 9 also showed a reduction SCA babies born after
40 weeks associated with an increase in IOL, caesarean section and neonatal
admission to special care.

*  The MBM trial (Australia and New Zealand) also showed no reduction in
stillbirth rates but less intervention than AFFIRM and recommended to
continue the MBM approach.

* Safer Baby Bundle resources are based on those used in the MBM trial.

My Baby's A

Movements (* '-‘5"—*
e

i Information about movements

Decreased
Fetal
Movement



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

CLINICAL ASSESSMENT -Take a detailed clinical history, identify risk factors, listen to FHR Decreased

Fetal
Movement

\ 4

CARDIOTOCOGRAPHY (CTGQG) - Interpret antenatal CTG according to local guidelines

v

FURTHER INVESTIGATION - Consider fetomaternal haemorrage testing if clinically indicated

\ 4

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



Resources

Care Pathway ~°

Decreased Fetal Movement (DFM) Care Pathway

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

» Presentation should not be delayed through efforts
to stimulate the baby by food or drink.

Safer Baby Bundle

WORKING TOGETHER TO REDUCE STRLBIRTH

é Stlllblrth.

CENTRE OF RESEARCH EXCELLENCE

PSANZ

Q‘; If no fetal heart heard:

INITIAL RESPONSE + Al women who report a concern about fetal
maovements should undergo immediate
assessment.

- - - R —— —

CLINICAL ASSESSMENT + Listen to fetal heart to exclude fetal death.

+ Conduct a full antenatal assessment with addition
of cardiotocograph (CTG).

CARDIOTOCOGRAPHY (CTG) * [nterpretation of antenatal CTG tracings should be in
accordance with local guidelines.

* No further investigations are required for women if:
(1) normal CTG and clinical assessment; and

w

* Review clinical history and fetal movement histery for
risk factors for adverse outcome (see table).

(2} first presentation for DFM; and
{3) maternal perception of normal fetal movement
resumes during assessment.

+  Seek urgent obstetric review

= Confirm fetal death with ultrasound

* Manage as per Clinical Practice
Guidelines for Care Around Stillbirth
and Neonatal Death
hi LBt/ 2V nE

Medical consultation is required in the
presence of any concerning findings
including pre-existing medical conditions.

IF CTG findings are abnormal, seek urgent

obstetric review.

FURTHER INVESTIGATION = Ultrasound scan should be offered if:

(1) clinical assessment suggests fetal growth
restriction (FGR); or

(2) maternally perceived fetal movements remain
decreased during CTG; or

(3) there are other anomolies in the clinical
assessment, and there has been no ultrasound in
the last 2 weeks.

v
MAMNAGEMENT + Manage FGR or other abnormal findings according to
FOLLOWING ASSESSMENT existing clinical guidelines.

+  If there is no objective evidence of fetal compromise
revealed during clinical assessment, the woman can
be reassured that planned birth is not required.

= Ultrasound assessment should include fetal biometry,
estimated fetal weight, and amniotic fluid volume.

+ If not already assessed, and the woman agrees, a
fetal morphology scan should be arranged

= If fetomaternal haemorrhage (FHM) is suspected,
and i diate birth is not indi d by CTG findings,
senior obstetric input should be sought.

« The woman should be reassured that she did the
right thing and not to hesitate to report any further
concerns of DFM to her care provider.

*  Women who present multiple times for DFM are
at increased risk of adverse outcomes and should
have ultrasound as part of sub it
investigations.

to mform o of women who repart DFM price 1o 28 weeks' gestation

*# women have a concern of DFM prior to 28 weeks” gestation, they should be advised to contact thew care provider. Thore is currently insufficent ov

Disciaimer: This DFM Care Pathway i for genersl guidance crly snd is subject to & cinician's expert jdgement. The DFM Care Pathway should not be relied on a2 5 substitute for clnical advice.

Safer Baby Bundle @ @

WORKING TOGETHER TO REDUCE STILLBIRTH

Fetal Growth
The Safer Baby Bundle resources are based on
five key areas to support healthcare professionals #Quit4Baby e M.
with new strategies to help reduce stillbirths,

Smoking Cessation Restriction {(FGR)

()

Decreased Fetal
Movements (DFM)

7

Side Sleeping

E,
—
_’
—

If ultrasound findings are abnormal or
FMH is suspected, seek obstetric review.

Risk factors for adverse
ocutcome in presentation

with DFM

Abnormal CTG

Maternal age >35 years

Cigarette smoking

Overweight and obesity

Recurrent presentation for DFM
Previous stillbirth or SGA
Pre-existing diabetes or hypertension
Symphysis-fundal height <10th centile
Raised uterine atery Pl in the

2nd trimester

Delayed presentation

(=24 hrs without movemant)

Timing of Birth

For mare information

#LetsTalkTiming see the DEM Clinical
Practice Guideline

Decreased
Fetal
Movement



Resources

Poster and Flyer

MovementsMatter saferbaby.org.au

00|

'

Your baby’s
movements
matter.

You will start to feel baby movements
between 16 and 24 weeks of pregnancy.,

The movements are small at first but you
will feel therm more and more as baby
grows. From 28 weeks onwards, you should
feel regular baby movements every day,
regardless of where your placenta lies.

It is easier to feel your baby's movements
when sitting quietly or laying on your side,
especially in the evening.

Babies continue to move every day, ~
right up until their birth,

If you baby's movements stop or slow down, contact your maternity
healthcare professional without delay. C IT until your next
appointment, or the next day.

Safer Baby%

W TOGETHEN 153 ECUCE STILLESRTH

Stillbirth

NIRE OF RESEARCH EXCELLENCE

#MovementsMatter saferbaby.org.au

Your baby’s

movements:
matter.

Feeling regular baby movements is a sign that
your baby is well. If your baby’s movements stop
or slow down, contact your maternity healthcare
professional without delay.

How often should my baby move?

You will start to feel baby movements between 16 and 24
weeks of pregnancy. The movements are small at first but
you will feel them more and more as baby grows. From

28 weeks onwards, you should feel regular baby movements
every day, regardless of where your placenta lies.

It is easier to feel your baby’s movements when sitting
quietly or laying on your side, especially in the evening.

At the end of pregnancy, healthy babies begin to
have longer rests between their active times.
However, babies continue to move every day
right up until their birth.

‘What should | do if my baby’s
movements stop or slow down?

If you notice your baby is moving less
and less, or the movements are not as

strong, contact your maternity healthcare
professional without delay.

It is important for your maternity
healthcare professional to know if you are
concerned about your baby’s movements.
You are not wasting their time. Do not
‘wait until the next day or your next
appointment.

#MovementsMatter " : “

Your baby’s =
movements: matter.

professional about my baby's movements?
Your maternity healthcare professional should ask you to come in for
a check-up (staff are available 24 hours, 7 days a week).

e What happens when | contact my maternity healthcare

Imvestigations may include:

* Checking your baby’s heartbeat » Ultrasound scan
* Measuring your baby's growth * Blood test

Can | make my baby move?

Can | use a home Doppler to check on baby's heartbeat?

Safer Baby

WY TOGRTHER O RESUSE FTRRSTH

% ,;SAN.ZIé S:l.lb-rthe

\CENTRE OF RESEARCH EXCELLENCE
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Fetal
Movement



Resources

Social media tiles

HMovementsMatter

From 28 weeks
onwards, you should
feel regular baby
movements every day,
regardless of where
your placenta lies.

saferbaby.org.au

HMovementsMatter

If your baby’s
movements stop 4
or slow down, =
it may be a sign
that they are
unwell...

Call your maternity

healthcare professi
STRAIGHT AWAY!

FIND QUT MORE

saferbaby.org.au

bs
-
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MovementsMatter

Your baby’s
movements:
matter.

saferbaby.org.au

HMovementsMatter

Can | make
my baby
move?

FING CUT HORE SWIPE FOR ANSWER

saferbaby.org.au

Your baby’s
movements
matter. '

MovementsMatter

No, having something
to eat or drink to
stimulate your baby ﬁ

HMovementsMatter

If you have
questions about
your baby’s
movements,
you should
discuss this with
your maternity
healthcare
professional.

FIND OUT MORE
saferbaby.org.au

b

HMovementsMatter

Do babies move
less towards

the end of
pregancy?

FIND GUT HORE SWIPE FOR ANSWER
saferbaby.org.au

MovementsMatter

If you notice your baby is moving
less and less, or the movements
are not as strong, contact your
maternity healthcare professional
without delay.

saferbaby.org.au

FIND OUT HORE
saferbaby.org.au

Decreased
Fetal
Movement



Implementation

Questions for discussion

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

Your baby’s

L . movements:
° Arethere limitations with access to tt
eguipment or resources? 4 matter.
.. ’ D d
* Does your facility have a local e Fotal o
practice guideline? 5 Safer Baby Bundle I Movement




Side Sleeping

Evidence summary

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

READ MORE

O

SAFER BABY BUNDLE MASTERCLASS

Side
Sleeping

37



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.'0>56

°* 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.!© Side

Sleeping

* Research in New Zealand used MRI
technology to assess haemodynamic
effects that can compromise fetal
wellbeing.>8

Inferior Vena Cava compressed




The evidence

O _ N

BLOOD FLOW

%A
=

16%

DECREASED

Inferior
vena cava

85%

DECREASED

q& 3. Venous return

= and cardiac
output decreases
by 16%

. Pregnant uterus
compresses
inferior vena cava

2. Blood flow
through vena cava
decreases by 85%

= LOW
DECREASED \ OXYGEN
PLACENTAL Q. TO BABY

6. Low oxygen =
baby stressor

5. Placental flow
decreases

4. Aortic flow
decreases by 32%

Side
Sleeping



The recommendations

Steps to assessing and managing risk factors
* Provide all pregnant women with verbal and written
information about stillbirth risk reduction practices.

°*  Emphasise that going-to-sleep in the supine (on your back)
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.!©

Side
Sleeping



Resources

Poster and Flyer

SleepOnSide

Sleep on

your side
when baby’s
inside.

Either side is fine.

The important thing
start each sleep lying
on your side.

If you wa up on your bac
don’t worry,
j roll onto your side.

Find out more: health.nsw.gov.au/reducingstilibirth
r saferbaby.org.au

Safer Sl Stillbirth EXRIIAL
VBaby silorn @ S S, of \ :‘%

CENTRE OF RESEARCH EXCELLENCE Australia SNEReENT

SleepOnSide

Sleep on

your side
when baby’s
inside. Q@

Research shows that

going to sleep on your side
from 28 weeks of pregnancy
halw ur risk of stillbirth
compared with sleeping

on your back.

Turn over to find out more

CENTRS ¥ SUSEARCH EETRLENCE

AWk

Stibieth ST g
our ﬂa‘ n
Austraiia I=5-‘N{@ MNSN__w

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. However, 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 either the left or the right side - either side
is fine.

What if | feel more comfortable going to sleep on my back?
Even if you prefer it, going to sleep on your 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 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). If you wake up on your back, just roll over on your side.

For more information please contact your maternity healthcare professional.

For infarmation on the side sleep study, visit hitps://bit ly/2PSJrhC.
We thank Tommy's UK for allowing us to adapt their campaign for our purpose.

Find out more:
health.nsw.gov.au/reducingstillbirth

or saferbaby.org.au

HPN (HSP

Side
Sleeping



Resources

Social media tiles

Sleep on
your side

when baby’s
inside,

saferbaby.org.au

#5leepOnSide

From 28 weeks

of pregnancy, it is
safest for your baby
if you go to sleep
on your side.

Either side is fine.

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

Just roll on your side.

FmD wE
saferbaby.org.au

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.

saferbaby.org.au

Sleep on
your side

when baby’s
inside.

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 QUT MORE
saferbaby.org.au

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.

saferbaby.org.au

Either side is fine.

Sleep on

your side
when baby’s
inside,

saferbaby.org.au

Sleep on
your side

when baby’s
inside,

SWIPE FOR QUESTIONS
AND ANSWERS

saferbaby.org.au B+

#5leepOnSide

Sleep on

your side,
when baby’s
inside.

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 HORE
saferbaby.org.au

#5leepOnSide

What if |
wake up
on my
back?

FIND OUT HORE SWIPE FOR ANSWER
saferbaby.org.au H

Side
Sleeping



Implementation

Questions for 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
WORKING TOGETHER TO REDUCE STILLBIRTH |

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#

RISK FACTORS

\ 4

APPROPRIATE CARE
TIMING OF BIRTH

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

strategy®9°!
*  For some women with risk factors BENEFITS OF
planned birth can prevent stillbirth©263 PLANNED BIRTH
*  The benefits of planned birth need to be Vs
carefully weighed against the risks of RISKS OF I;rgiir:tgh
intervention INTERVENTION




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



Resources

Every Week Counts”©

EVERY WEEK COUNTS TOWARDS THE END OF PREGNANCY

WEEKS’
GESTATION

BABY’S BRAIN
Ababy's brain at 35

weeks weighs only two-

thirds of what it will
weigh at 39-40 weeks

BABY’S RISK
AT BIRTH
Number of babies
spending time in a
special care baby unit

LEARNING
DIFFICULTIES AT
SCHOOL ENTRY

STILLBIRTH
Per 10,000 ongoing

single baby pregnancies*

*NSW Perinatal Data

g 35 weeks

22092000
200000000
99999009

¢ Og

2/10,000

Pregnancies

still moy,

009009000

©.00

2/10,000

Pregnancies \

0000
8888

o290

3/10,000

Pregnancies LY

N

Every pregnancy is unique. The decision about the timing of your birth should be based

Srowingd

@ 40 weeks

to'dy

9399 900 838

3/10,000 4/10,000 o

Pregnancies Pregnancies Pregnancies

on balancing health benefits to your baby with any risks specific to your pregnancy.

7/10,000 0

N

Through research we're discovering that every week your baby continues to grow
inside you makes a difference to their short and long term health outcomes.

0 0

Brain development is
responsible for learning,
movement and
coordination

Babies are less likely to
need specialised care

for breathing and feeding
difficulties when born
closer to their due date

There is less risk of learning
difficulties at school entry
for babies born closer to
their due date

The rate of stillbirth
increases slightly towards
40 weeks, but remains
very low

Timing
of Birth



Resources

Timing of Birth video

timing

of birth




Resources

Poster

saferbaby.org.au

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.
Timing
of Birth

FIND OUT MORE: saferbaby.org.au or speak to your healthcare professional.

AUSTRALIAN
Australian Government Preterm Birth
Deoartment of Health Prevention
Department of Health ALLIANCE
v

CENTRE OF RESEARCH EXCELLENCE and Aged Care

Version 1.0 February 2023



Resources

Brochure

Timing
of Birth

Information to help you

talk with your midwife or
doctor about the best timing
for your baby’s birth.

Preferm Bith
th and Aged Care

> o 1
e Congratulations on your

This information to help y« afe he
pregnancy, and to help you understand the best time for your baby's birth.

@ When will my baby be born?

Your baby's estimated date of birth or due date is usually 40 weeks after the
first day of your last period. However, it is sometimes calculated based on your
earliest ultrasound. Most women (around 90%) have their baby between 37 and
42 weeks and this is called full term. Before 37 weeks is called preterm, from
37-29 weeks is referred to as early term, and from 42 weeks on is called post
term. In many pregnancies the timing of birth is decided when your labour starts
on its own. Giving birth close to your due date is generally best for your baby’s
development. However, sometimes babies need to be born at an earlier time and
this is called planned birth.

@ What is a planned birth?

A planned birth is when a woman has her baby at a specific time instead of
waiting to go into labour for her baby to be born. This is usually done by an
induction of labour or, if necessary, a caesarean section. However, if a planned
birth is decided, it is very important to pick the right time.

Every Week Counts

Your baby still has growing to do, is still developing and is becoming stronger
right up to 40 weeks. Every week that a baby is born early can impact their
health. Sometimes you might reasonably ask ‘why wait until term?’ especially if
there are any concerns. The facts are that being born preterm (even close to 37
weeks), and in the early term period (37-39 weeks) can lead to a higher chance
of some outcomes for children, such as learning difficulties at school and/or
behavioural problems. Getting the balance right between benefits and risks is
really important when deciding on timing of birth.

#LetsTalkTiming

Scan this GR code to take a closer look at the benefits of a
longer pregnancy for babies.

o When might a planned birth be considered?

The main reason women have a planned birth is to reduce the chance of
problems for them or their baby, including stillbirth. Stillbirth is when a baby
dies before birth and while this is a tragedy, it is a very rare event. The chance of
stillbirth is slightly higher later in pregnancy and is higher post-term.

For women with a medical condition (eg. diabetes or high blood pressure), or
if there are pregnancy complications (eg. concerns about baby’'s growth), a
planned birth may be recommended. Other factors that increase a woman's
risk of stillbirth include being older, being overweight (having a high body mass
index or BMD), having your first baby, conceiving using IVF, and continuing to
smoke, use drugs or drink alcohol throughout pregnancy.

Women from some cultural groups or ethnicities,
including Aboriginal and Torres Strait Islander
women, and women born in Sub-Saharan
Africa or South Asia have a slightly higher
chance of stillbirth. However, this is thought
to be caused by factors other than culture
or ethnicity.

If any of these apply to you, it does NOT
mean you will have a stillbirth. Your midwife
or doctor will explain your chance of
stillbirth and discuss with you options for
the timing of your baby’s birth, and if you

or your baby need closer monitoring. If
the chance of stillbirth is very low, your
midwife or doctor will usually recommend
that you simply wait for your baby to
come when your labour starts.

Timing
of Birth



Resources

Shared Decision-Making — Poster and Flyer

Shared
Decision-Making &

Shared decision-making is an ongoing conversation between you and your maternity
healthcare providers to ensure your care meets your needs, preferences, values, beliefs,
and taking inta account your health and your baby's health. It acknowledges the two
experts in the room, which includes you.

Shared decisi king is a p you and your maternity
healthcare providers.

It's never too early to start asking your maternity healthcare provider questions.
Asking questions can help you to get the information you need to decide what is the
right care far you and your baby:

‘What are the options available to me?

‘What are the benefits?

What are the risks?

Can you give me some written
information so | can review this
at home?

Talk with your maternity
healthcare professional

about having a safe

and healthy pregnancy.

FIND QUT MORE: saferbaby.org.au ¢

ALUANCE

DR @ Mo S

Verign 10 Juma 3038

INFORMATION FOR HEALTHCARE PROFESSIONALS

Shared

Decision-Making

Shared decision-making is a process of and by

a women and Ith P It ack led the two experts in the room
and ensures that healthcare decisions are based on both clinical expertise and the
woman's needs, preferences, values and beliefs.

To support shared decision-making in your practice:

o Treat every encounter a5 an oppertunity to bulld trust, strengthen relationships,
and create a culture of partnership and collaboration.

Make it clear when a decision point is reached and explain that decisions
are made as a team.

“This rsans there is & decsion to make together about the best time for your baby
to be bom.”

o Ask about and respect consumer preferences for how to be involved.
15 7 ok if wa tal about this today?
Is there anything you'd B me to consider about you, yoaur famiy or cultural nesds?
Is there anyone else you'd prefer 1o have present for this conversation?”

o Clearly explain the available options and the benefits and harms of each,
including the option of doing nothing.
“Thits Freans Wwe have tweo Main opticns. Tha AIrst option is 1 wa for Ibour 1o $1art on its own
Thae socand option is to have an induction of labaur befors your due date, at 33 wasks. Thore
are pros and cons of each sption

e TE

e Use teach-back ta check clarity and understanding.

“50 | know that Fve explained this well if someone in your family ssked you what options
we discussed today, what would you say?

e Explore what the woman llkes and disiikes about each option before seeking
to identify the right option.
“Mow that we've talked about what it can be like to have an induction of labour,
1 want to hear what you think about that opticn. What do you like and dislike about 17°

o Dalay offering a and indlvidualise all rec
' oy te share what | think but any advice | provide naeds to conskior what mattars mest
to you, 5o would it be ok far us ta talk a little mare first?
Because you said that reducing the chance of stillbirth is very important to you, and other
Things aee not quite a8 IMportant, then i Might be that planaing ta have your baby once you
roach 33 woeks is the right way forward. What do you think®

o If a decision can't be made right away, make a plan for what will happen next
and document it,

"D you fesl ready for us to make a Socksion abeut this new?”

9 Ensure the woman's preferences and values are Scan here to view the
integrated when the decision is made. Salb/BALy watule

“Based on everything we've discussed, is there an option that
foals ko It might e the right one for you?”

"It swarns from evarything we've discussed that waiting for
labaur to start on its cwn might be the right aption for you,

What de you think?” Scan hare te view the

Every Weok Counts
website

@ Refloct on how It want and what you might do
differently next time.
A% a prompt for your reflection, consider how the woman
might answer these three questions: Scan here 1o view the

“Hew much effart wad made to understand your health issues? Learn STt CRE
wabsite

How much affort was made to Bten 1o the things that matter

mast te you abaut your health issues?
How much effort was made to include what matters maost

e you in chooting what to do next?”

Timing
of Birth



Resources

Social media tiles

timing of birth

The decision about the timing of
your baby’s birth should consider
your own beliefs and preferences
and be based on balancing the
health benefits to you and your
baby with any risks specific to
your pregnancy.

Your midwife or doctor will
discuss any questions you
might have and

saferbaby.org.au

timing of birth

Being born as close as
possible to your due date,
and waiting for labour to
start on its own, is usually
best for you and the
development of your baby.

everyweekcounts.com.au
saferbaby.org.au

While having your
baby close to your due
date and waiting for

#letstalktiming

Every pregnancy

is unique.

The decision about the timing
of your baby's birth should be
based on balancing the health
benefits to you and your baby
with any risks specific to your
pregnancy.

Speak to your midwife or
doctor and decide together
the safest timing of birth for
you and your baby.

FIND OUT MORE saferbaby.org.au

#letstalktiming

Speak to your midwife or doctor and

decide together the

#letstalktiming

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
preferences and be based on balancing the
health benefits to you and your baby with any
risks specific to your pregnancy.

Speak to your
midwife or doctor and
decide together the
safest timing of
birth for you and
your baby.

e saferbaby.org.au

timing of birth

Deciding whether to have a
planned birth or wait for your
baby to come is not always easy

and is different for every woman.

Speak to your midwife or
doctor and decide together the
safest timing of birth for you
and your baby.

£ saferbaby.org.au

#letstalktiming

The chance of having a stillbirth is slightly
higher for some women, including women who;

= G labour to start on its
t imin own is safest timing of birth \
9 =i
of birth for you and your
ba by- are older are above a healthy  continue to
weight range smoke

Deciding whether to «.in some
have a planned birth pregnancies, it may
or wait for your baby be safer to have
to come is not always &
a planned birth

easy and is different
for every woman... before labour starts.

Deciding whether to have a planned birth are having are of some have conceived

SWIPE or wait for your baby to come is not always et fvshaby:  Sulesisroupe using IVF L.
*— easy and is different for every woman. Timi ng
It is important to remember the of Birth

chance of stillbirth is

= saferbaby.org.au RrE saferbaby.org.au

& saferbaby.org.au




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

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



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.

S_e_;fe_r_ _Ba_b_y__ B_u_ndle j

Timing
of Birth




Translated resources

Safer Baby resources are available in over 20 languages

Let’s ‘ What do | do if | notice my baby’s movements have If you ever notice your baby’s movements stop or slow down,
A hea“hy stopped or slowed down or | am feeling worried? please do not delay ing your health i They
will be very happy to hear from you and to hear about your
baby to g It is common for women to feel worried about their baby at some .
concerns. They are here to help you at any time of day or night.
o ma stage during pregnancy. Feeling worried does not always mean
Your baby is able that something is wrong. However, sometimes baby’s movements What happens next?
re n pregnancy becau change because they are not well or are having trouble growing.
The placenta first Babies who are unwell or are having trouble growing have a higher Your health professional may invite you to hospital to help them
to support your k chance of stillbirth than other babies check on baby’s wellbeing. They can check on baby in different
ways, including:
Your baby receive To help us identify when babies are not well or are having trouble . .
the placenta. The growing, we ask everyone in pregnancy to get to know their Cardiotocograph (CTG) - A CTG involves placing two elastic
It can be helpful baby’s movements. We also ask everyone to contact their health belts around your stomach to measure baby'’s heart rate and
during pregnanc! professionals if they ever notice their baby’s movements stop or contractions (if you are having any) over time. Your health
e i healti Slowldown professionals will also measure your stomach to see how baby is

O ——— growing and what position your baby is laying in
from the sun and

tree to grow tall ¢

Ultrasound - An
ultrasound scan can help
Just like a young your health professionals
air and the right f
and healthy.

more accurately measure
baby’s growth, as well as
check baby’s heart rate

The placentais v and blood flow.

important for bal
and wellbeing. Tt
however some thi
can make it harde
placenta to work

pregnancy, which
make it harder for
to grow strong ar

Checking Mum’s health -
Your health professionals
may also assess your
wellbeing by checking
your blood pressure,
temperature, pulse, and
sometimes a blood test

10 Your baby’s movements

English master booklet available for clinicians

Py
3
Y

i
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Translated
Resources



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

Safer Baby £
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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

Safer Baby Bundle |
should be part of standard pregnancy care G| ov roommeORuce s (

*  Women have expressed that they want
clear and easy to understand information
from their health professional about how
they can reduce their risk of stillbirth

Conclusion



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



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 pregnancy, with little improvement 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/Workers:

The WHO Pregnancy Care Guidelines
recommends all women have access to
midwifery continuity of care throughout the
childbirth continuum?, There is high quality
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 continuity of carer is known to be
of additional benefit for women at higher
risk of stillbirth, such as young motherss,
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®.

There 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 women.” Other approaches which
provide continuity should be supported.
This includes addressing 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 Stillbir

'WORIING TOGETHER TO REDUCE STILLBIRTH

(CENTRE OF RESEARCH EXCELLENCE
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For more information about the Safer Baby Bundle
program and to access the elearning resources for health

care professionals go to

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
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Perinatal Mortality Audit

*  Perinatal mortality audits in the IMPROVE
Netherlands, the UK and New Zealand li‘:rt;ﬁ’;%:.'“:"
show substandard care factors are present —

g

20-30% of casest+65

° 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 elLearning covers key skills and
knowledge
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COVID-19 and the Safer
Baby Bundie

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 Safer
Baby Bundle messaging remains largely
the same and as important
as ever

#Quit4Baby

Smoking can make COVID-19 infection worse. Stopping smoking in pregnancy is
important for both you and your baby, especially during the COVID-19 pandemic.
Help is available to stop smoking in pregnancy, for both you and your partner.
Talk to your midwife or doctor and seek additional help from Quitline

#GrowingMatters

- Monitoring baby's movements is an important indicator of fetal growth
and wellbeing.

+ If you feel lie your baby is not growing appropriately, please contact your
healthcare providler.

#MovementsMatter

+ Even during the COVID-19 pandemic, monitoring your baby's movements

is important

You should be able to feel your baby move every day from 28 weeks of
pregnancy. Please call your healthcare provider if your baby’s movements have
stopped or slowed down and come in to be assessed.

Using at-home Doppler machines or phone apps to listen to your baby’s
heartbeat is not a reliable way to check on your baby’s health and is not
recommended.

* 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 for your baby. If
you wake up on your back, do not worry, just roll over and 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.

The risk of having a stillborn baby is small for most women and there are ways to
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

*  We have developed resources for both
clinicians and women to highlight changes e e it s b, s

monitoring or planning to have the baby earlier than the due date might be best.
COVIDA9 infection is considered a risk factor for stillbirth, and may be a reason
for planned early birth in some cases,

in practice during COVID-19
the chance that baby needs to stay in hospital after being born.

For more information about the Safer Baby program and reducing the risk of stillbirth,
Contace Yok atormey HOAR RN Brorestinalor G 80 Stilloirt
e iaamaines

Fact Sheet for Women
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Safer Baby resources available
for parents

* Safer Baby resources are available for
clinicians to share with pregnant women.
These are desighed using easy to
understand language to educate women
about the risks of stillbirth and the five ,
elements of care to reduce stillbirth risks. ‘ J @

* Resources available include waiting room Safer Baby

. Safer Baby
poster, flyer for women and website bl

www.saferbaby.org.au

Waiting room poster and flyer for women
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For further detail and evidence base
behind the Safer Baby Bundle, all
downloadable resources and care
pathways visit 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

* Downloadable resources

Register now

Safer Baby Bundle ,

WORKING TOGETHER TO REDUCE STILLBIRTH |'
\
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Thank you
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