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Welcome and introduction

Angela Cunningham (Chair)

MCQIC Maternity Clinical Lead

Healthcare Improvement Scotland



Agenda
Time Topic Lead 

11.30-11.35 Housekeeping Dagmara Lukowiec 
Senior Project Officer 
Healthcare Improvement Scotland 

11.30-11.35 Welcome, introductions & aims 
 

Angela Cunningham (Chair) 
Midwifery Clinical Lead, MCQIC 
Healthcare Improvement Scotland 

11.35-12.15 Assessment of fetal wellbeing in practice: 
 

Jane Ramsay, Consultant 

Obstetrician, NHS Ayrshire & Arran 

Marie Anne Ledingham, Consultant 

Obstetrician, NHS Great Glasgow & 

Clyde 

12.15-12.40 Panel-led Q&A: 

 Jane Ramsay, Consultant Obstetrician, NHS 
Ayrshire & Arran 

 Marie Anne Ledingham, Consultant Obstetrician, 
NHS Great Glasgow & Clyde 

 Brian Magowan, Consultant Obstetrician and 
Gynaecologist, NHS Borders 
 

Angela Cunningham (Chair) 
 

12.40-12.45 Next Steps  Angela Cunningham (Chair) 

12.45 Thank you and close 

 



Aims of the webinar

• Sharing individual experiences around assessment of fetal wellbeing. 

• Discuss options for a collaborative approach to improve outcomes. 

• Discussion of fetal wellbeing outcomes in the QI journey.

• Connect with others through the panel-led Q&A session. 



Stillbirth Webinar Series Context

• Concerns raised about stillbirth rate during Covid-19 period (March – September 2020).

• HoMs interested in carrying out a ‘deep dive’ into existing data.



Reported themes based on completed questionnaires



Improving rates of perinatal morbidity and mortality in 
Ayrshire – The long and winding road. 

Dr Jane Ramsay

Consultant Obstetrician

NHS Ayrshire and Arran
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Setting the scene

• Why do 17 babies die every day in the UK? 

• In the UK 1/200 babies are stillborn

• 1/300 dies within four weeks of birth

• This level of death is unacceptable

• Stillbirth rates have remained the same for the 
last ten years. 

• Stillbirths are ten times more common than cot 
deaths. 



Meanwhile….June 2015

June 2015

June 2015

June 2015

MBRRACE-UK - UK Perinatal Deaths for Births from January to December 201322

Table 3: Stillbirth, neonatal and extended perinatal mortality rates (95% CIs) by country: United 

Kingdom and Crown Dependencies, for births in 2013

Rate per

1,000 births *
UK ^ England Scotland Wales

Northern 

Ireland

Crown 

Dependencies

Stillbirths †
4.20

(4.06 to 4.35)

4.26

(4.1 to 4.42)

3.78

(3.3 to 4.32)

3.78

(3.18 to 4.5)

4.33

(3.58 to 5.24)

3.25

(1.65 to 6.40)

Antepartum †
3.62

(3.94 to 3.76)

3.69

(3.54 to 3.83)

3.14

(2.67 to3.60 )

3.22

(2.62 to3.83 )

3.83

(3.06 to 4.61)

1.62

(0.03 to 3.21)

Intrapartum †
0.37

(0.33 to 0.42)

0.36

(0.31 to 0.40)

0.50

(0.31 to 0.68)

0.41

(0.20 to 0.63)

0.37

(0.13 to 0.61)

0

(0.00 to 1.22)

Unknown 

timing†

0.21

(0.18 to 0.24)

0.21

(0.18 to 0.25)

0.14

(0.04 to 0.24)

0.15

(0.02 to 0.28)

0.12

(0.00 to 0.26)

1.62

(0.03 to 3.21)

Neonatal deaths ‡
1.84

(1.75 to 1.94)

1.83

(1.73 to 1.94)

1.66

(1.36 to 2.04)

1.90

(1.49 to 2.42)

2.44

(1.89 to 3.15)

1.22

(0.42 to 3.59)

Early neonatal

deaths ‡
1.31

(1.23 to 1.39)

1.28

(1.2 to 1.37)

1.22

(0.96 to 1.54)

1.34

(1 to 1.79)

2.11

(1.61 to 2.78)

1.22

(0.42 to 3.59)

Late neonatal

deaths ‡
0.54

(0.49 to 0.59)

0.55

(0.5 to 0.61)

0.45

(0.3 to 0.66)

0.56

(0.36 to 0.88)

0.33

(0.17 to 0.65)

0

(0.00 to 2.60)

Perinatal deaths †
5.50

(5.34 to 5.67)

5.54

(5.36 to 5.72)

4.99

(4.44 to 5.61)

5.11

(4.41 to 5.93)

6.43

(5.5 to 7.52)

4.47

(2.50 to 7.98)

Extended perinatal 

deaths †
6.04

(5.87 to 6.21)

6.09

(5.9 to 6.28)

5.43

(4.86 to 6.08)

5.68

(4.93 to 6.53)

6.76

(5.81 to 7.87)

4.47

(2.50 to 7.98)

† per 1,000 total births
‡ per 1,000 live births

* excluding terminations of pregnancy and births <24+0 weeks gestational age

^ including the Crown Dependencies

Data sources: MBRRACE-UK, NN4B, ONS, NRS, ISD, NISRA

In the UK in 2013 there were 781,932 births at 24+0 weeks or greater gestational age (excluding terminations 

of pregnancy). Of these births 3,286 resulted in stillbirths (4.20 per 1,000 total births) and 1,436 neonatal 

deaths (1.84 per 1,000 live births). Table 2 shows the number of stillbirths, neonatal deaths and extended 

perinatal deaths for the UK and Crown Dependencies as a whole and separately for the four countries of the 

UK and the Crown Dependencies. The associated mortality rates are shown in Table 3. Comparing England, 

Scotland, Wales and Northern Ireland revealed no major differences in the rates; the number of babies 

born in the Crown Dependencies is too few to permit reliable comparison with the four countries of the UK. 

The slightly higher rate of stillbirth and neonatal death in Northern Ireland was not signifi cantly different to 

other parts of the UK and may well refl ect differences in the law in Northern Ireland relating to termination of 

pregnancy.

4.1. Mortality rates by NHS organisation responsible for population based care 

commissioning

As set out in the Section 3.4, an important feature of this report is to present data that have been adjusted to 

take account of fundamental differences between the parts of the country being compared (e.g. very deprived 

versus very affl uent areas) or services being compared (care organisations treating low risk women versus 

those providing high risk care). 

The geographical distribution of stillbirth, neonatal and extended perinatal mortality rates by CCG (England), 

Health Board (Scotland and Wales), LCG (Northern Ireland), and Crown Dependency are presented 

in a series of maps (Figure 3 to Figure 8). A pair of maps is presented for each mortality outcome: one 

presents the crude rate and the other the stabilised & adjusted rate. The colour coding for each organisation 



“Safe”

• August 2013 discussed at Governance, 
questions from SANDS

• Stillbirth rates from 2012 and the 1st half of 
2013 appeared to be increasing in comparison 
to National data
– Can’t predict and prevent every case: 

abruption/preterm birth/congenital abnormalities

– Some deaths are preventable

– Must have data to understand where we can 
improve: own deep dive



Causes of stillbirth for 2011 and 2012 
in Ayrshire and Arran

• Risk factors for stillbirth not acknowledged 
– care plan inappropriate  

• When identified high-risk: 58% deaths small (<10th centile)
• Of those deaths with small baby 

– 50% had reduced fetal movements prior to presentation
• Either didn’t report or no scan done 

• 30% of small babies died after 37 wks (term) 
• Of 35 cases reviewed at least 9 (25%) potentially preventable 
• Findings presented to maternity governance August 2014
• Training and initiate the GAP programme for better detection of SGA by the 

end of 2014
– Obvious issues around Sonographer workforce



What is GAP/Grow:  

1st trimester risk assessment

RFs=Serial 
growth scans

NO RFs: SFH

Plot both on customised 
growth chart

Follow 
protocol for 
monitoring and 
delivery plan



Risk factors screening and protocol



Risk factors screening and protocol

2016
MCQIC tailored 
package of care 
2015 : 
smokes≥11/day

2018: Changed to: 
smokes ≥10 
cigarettes/day or 
CO ≥ 16



Risk Assessment
Covid amendments (RCOG) 2020



Problems

• Probably over diagnosis/alarmist
– What is difference between SGA and IUGR

• AFFIRM effect

• Delivery at 37 weeks
– Induction overload 

– Failed inductions

– New data on Late preterm complications

• Solutions from SBL version 2 



Local protocols 
(most recent based on SBL V2 March 2019)
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The good news story: stillbirths

• 21 % reduction in rate 
of stillbirth (2013-15) 
in line with McQIC
aims (15%)

• 50% reduction to end 
of 2016, with our 
lowest rate ever 

• Over 3.5 years of data 
collection statistically 
significant reduction 
(p=0.049).    
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GAP 
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and Fetal 
movements 
pocket card 

Risk factor and 
Customised Birth centile 
audit of  2011-12 stillbirth 

RCOG reduced fetal movements 
guideline reinforced with checklist and 
flow chart for appropriate investigation 

Initiated
AFFIRM 
elearning 
package for staff 
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NHS A&A crude stillbirth rate per 1000 births from 2013 to end of August 2021*

*cases reported to MBRRACE-UK by AMU (excludes deaths in other units, TOPs and LFL)



Thank you



Intergrowth-21st project and stillbirth

Marie Anne Ledingham

Consultant in Fetal and Maternal Medicine

The Queen Elizabeth Hospital Glasgow



• The International Fetal and Newborn Growth Consortium for the 21st Century, or 
INTERGROWTH-21st, global, multidisciplinary network 

• 300 researchers and clinicians from 27 institutions in 18 countries worldwide 
coordinated from the University of Oxford.

• Dedicated to improving perinatal health globally and committed to reducing the 
millions of preventable newborn deaths that occur as a result of preterm birth or 
poor intrauterine growth

• 60,000 pregnancies in 8 International centres follow up to age 2

• All pregnancies dated by US, mothers screened for other illnesses, standard 
machines, training package for sonographers, quality control





Why we still need to be concerned…

• Uk has higher rates of 
stillbirth than many other 
European countries  
(Netherlands, Andorra, 
Denmark, Croatia, Finland, 
Iceland 1/500 or lower)

• 18% stillbirths occur in 
women with identifiable risk 
factors at booking (SBLV2)



Rationale for Intergrowth-21st project

• 60% 4million neonatal deaths worldwide annually associated with LBW
• 50% stillbirths associated with FGR
• Hypothesis that identification of SGA/FGR and timely intervention may reduce risk 

of NND
• Traditionally US charts assessment fetal growth based on small populations in US 

and UK- not representative of worldwide population
• Production of fetal and newborn growth standards- large multicentre, multi-ethnic, 

longitudinal fetal growth standard based on early assessment of gestational age
• FGLS (SFH and US from 14 weeks)
• Preterm postnatal follow up study (26- 37 weeks)
• Newborn cross sectional study (12 months- anthropomentric data, morbidity and 

mortality)



• Background: Fetal Longitudinal Growth study, part of Intergrowth-21st

project, aim to produce international growth and size standards for 
foetuses. Based on same methodology and conceptual approach as WHO 
standards published 2006

• Setting: 8 international urban populations in which of the nutritional 
needs of the population were met and adequate antenatal care 
provided. FLGS involved accurate dating (CRL) and serial growth scans 5 
weekly (HC, BPD, OCFD, AC, FL) until 42 weeks

• Findings:13,108 women screened, 4607 (32%) eligible, 4321 (94%) 
analysed (low risk of adverse outcomes). Calculated 3rd, 5th, 10th, 
50th,90th, 95th and 97th centile curves according to gestational age for 
these ultrasound measures



Fetal Longitudinal Growth Study- Advantages 

• Accurate pregnancy dating <14 weeks

• Low risk population (multi-ethnic, adequate nutrition)

• Standardised ultrasound assessment- Philips machines 

• Standardised measurement protocol developed

• Training of ultrasonographers and quality control

• 3 measurements assessed for reproducibility- blinded

• Spot checks 10%

• Longitudinal rather than cross sectional data

• Prospective study



INTERGROWTH-21st (ox.ac.uk)

http://intergrowth21.ndog.ox.ac.uk/fetal/en/ManualEntry


But how good are the charts and which is best….?

INTERGROWTH-21

CUSTOMISEDCHARTS

HADLOCK

CHITTY
WHO





Customised (Grow) versus Intergrowth-21st publications 
(March 2020)









So where should we go from here??

• Consensus on charts to use?

• Consensus on definitions of SGA and FGR?

• Consensus on management of early and late onset fetal growth 
restriction?



SGA or FGR?



Management of SGA and FGR- Saving babies Lives

• Absent or reversed end diastolic flow in the umbilical artery is a feature of FGR prior to 32 weeks.
• A normal umbilical artery Doppler after 32 weeks of gestation does not mean that the fetus is not 

growth restricted, nor that there is no evidence of fetal compromise. 
• After 34 weeks providers with capacity may wish to use assessment of Middle Cerebral Artery (MCA) 

Doppler pulsatility indices (PI) to help identify and act upon potential fetal compromise in later 
pregnancy

• Trusts caring for such women should have access to personnel who can carry out DV Doppler 
assessment and computerised CTG. If Trusts do not have access to DV Doppler or access that is 
intermittent then computerised CTG must be provided for monitoring and a pre-established referral 
pathway should be present to enable assessment of women by a specialist fetal medicine service within 
72 hours. 

Saving-Babies-Lives-Care-Bundle-Version-Two-Updated-Final-Version.pdf 
(england.nhs.uk)

https://www.england.nhs.uk/wp-content/uploads/2019/03/Saving-Babies-Lives-Care-Bundle-Version-Two-Updated-Final-Version.pdf


Management of SGA and FGR- saving babies Lives

• For fetuses with an EFW <3rd centile in later pregnancy delivery should be initiated at 37+0 weeks’ 
gestation (or earlier if there are other concerning features present depending on the protocol).

• In fetuses with an EFW between the 3rd and 10th centile, other features must be present for delivery to 
be recommended prior to 39 weeks, as described above, for the definition of FGR (for example, fetal
[based on Doppler assessment] or maternal [maternal medical conditions or concerns regarding fetal
movements]). If FGR cannot be excluded, then delivery after 37 weeks should be discussed with the 
mother and an ongoing management plan individualised.

• For all fetuses with an EFW or AC <10th centile where FGR has been excluded, delivery or the initiation of 
induction of labour should be offered at 39+0 weeks after discussion with the mother. 

• For women who decline induction of labour or delivery after 39+0 weeks, counselling must include a 
discussion regarding evidence that there is no increase in risk for the baby or for the mother from 
delivery/induction at this gestation and that there is no evidence to determine how fetuses with 
SGA/FGR should be monitored if pregnancy continues.

Saving-Babies-Lives-Care-Bundle-Version-Two-Updated-Final-
Version.pdf (england.nhs.uk)

https://www.england.nhs.uk/wp-content/uploads/2019/03/Saving-Babies-Lives-Care-Bundle-Version-Two-Updated-Final-Version.pdf


Keep in touch

his.mcqic@nhs.scot

@mcqicspsp 

To find out more including all resources visit ihub.scot 

Stay in touch



Thank you for joining us today


