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1. INTRODUCTION TO THE REPORT 

Health outcome indicators 

1.1 This report is one of-a series containing the recommendations of working groups 
set up to develop on 'ideal' indicators of the health outcomes of specific 
conditions. The background to the work, commissioned by the Department of 
Health, is summarised in Appendix A. 

1.2 Health outcomes have been defined as changes in health, health related status or 
risk factors .affecting health, or lack of change when change is expected. They may 
be the result of the natural history of the c9ndition or may be the effect of 
interventions to prevent or treat it The particular concern of the working groups 
has been to make recommendations about outcomes which may be attributable to 
interventions or the lack of them. 

1.3 The term indicator has been defined as an aggregated statistical measure, describing 
a group of patients or a whole popUlation, compiled from measures or assessments 
made on people in the group or the population. An indicator may not necessarily 
provide answers to whether care has been 'good' or 'bad'; but well chosen 
indicators, as the term implies, should at least provide pointers to circumstances 
which may be worth further investigation. 

lA An 'ideal' indicator has been taken to mean what should be known, and realistically 
could be known, about the outcomes of the prevention an~ care of specific 
conditions. The development of the recommendations has, of course, been 
tempered by considerations of the likely cost and availability of information. 
However, the working groups have tried to be reasonably far-sighted in their views 
about future advances in information systems. 

1.5 For each condition the working group has developed a menu of indicators which 
can be used by different groups of people for a variety of purposes. In particular, 
an attempt has been made to recommend, within each set, indicators which reflect 
a population, clinical, patient, and in relevant cases, a family perspective. 

Pregnancy and Childbirth Working Group 

1.6 The terms of reference and membership of the Group are shown in Appendix B. 
The Group included representatives of professional, managerial and patient groups 
involved with the support of pregnancy and childbirth. 
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1.7 The work of the Group had three main components: 

- development of check lists including a health outcome model for pregnancy and 
childbirth to assist members choose candidate indicators 

- specification of candidate indicators 
- recommendations about implementation and further development. 

1.8 In this report we include: 

- the health outcome model in Section 2 
- check lists for choosing candidate indicators in Appendix C 
- guidelines for specifying candidate indicators in Appendix D 
- candidate indicators chosen for specification in Section 3 
- candidate indicator specifications in Section 4 
- recommendations about implementation and development in Section 5 
- references to publications and Appendices in Appendix E. 

Recommendations 

1.9 The recommendations made by the Group were categorised as those which: 

- can be implemented generally throughout the NHS as there are systems 
available which can provide the requisite data, although these may currently be bf 
poor quality 

- could be implemented now when local circumstances allow, and more generally 
in the near future once expected developments are in place 

- will not be possible to implement in the near future but, because of their 
desirability, they should be considered in the future development of clinical 
and management information systems 

- require further work before a recommendation can be made. 

1.10 The recommendations have been further categorised as to whether the requisite 
indicators should be available: 

- on a routine basis 
- from periodic surveys and/or sampling, either at different points in time nationally 

or in geographical areas when there is a particular need or interest. 



2. HEALTH OUTCOME MODEL FOR PREGNANCY AND CHILDBIRTH 

Definition and scope of the work 

2.1 The Group's remit from the Department of Health was to develop outcome 
indicators for 'normal' pregnancy and childbirth. Although the sense of what was 
required was cleaf' it proved difficult to obtain a definition of 'normal' pregnancy 
and childbirth. Many pregnancies start normally but complications develop 
later. Some complications are important and common outcomes of otherwise 
normal pregnancy. 

2.2 The Group required a definition of normal pregnancy in order to: 

- have a clear idea of the topic under discussion 
- identify risk factors and interventions associated with the condition 
- define denominators for the outcome indicators required. 

2.3 It was agreed that for the purposes of scoping the subject, the definition of normal 
. pregnancy should be 'a pregnancy lasting at least 24 weeks' and thus leading to a 
registrable birth. For the purposes of this work the term baby has been used to 
include both baby and fetus. The indicators recommended relate in the main to 
singleton births. 

2.4. The work on outcome indicators which could be generated from a review of all 
aspects of pregnancy and childbirth was considered too great for the Group in 
the time available. It was decided that the scope of the work should not include: 

2.5 

2.6 

- family planning 
- outcomes of pregnancies lasting less than 24 weeks and therefore it would not 

include comprehensive coverage of the outcomes of ante-natal screening 
- outcomes of pregnancy occurring more than one year after childbirth. 

The issues excluded are important and need addressing by others and' of particular 
note is a requirement for work on the long term effects of pregnancy on mothers. 

The health outcome model was developed as an aid to help Group members 
identify potential indicators. Other aids which were used, in particular a 
classification of types of outcome indicator, are reproduced in Appendix C. 

The basis of the model was a classification of the objectives of the support of 
pregnancy and childbirth and. the various interventions which might be required 
to achieve them. Three main objectives were identified (A-C) and associated 
with objective A there were two groupings of interventions (1 and 2). 
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2.7 

2.8 

2.9 

The classification used was as follows with the objectives being to ensure where 
possible: 

- The wellbeing of mother and baby are maintained during and after pregnancy, 
which comprises interventions, when necessary, to: 

* promote the general wellbeing of mother and baby during and after 
pregnancy (Al) 

* ensure effective and safe care during pregnancy, labour, delivery and post 
delivery (A2). 

- Any problems of mother and baby arising in pregnancy are identified and 
responded to effectively and sensitively, which includes interventions when 
necessary to: 

* detect specific disorders affecting the baby (B). 

- Mother is satisfied that she and her baby have been at the centre of care and 
with the support she has received, which comprises: 

* obtaining maternal views of the experience of pregnancy/childbirth (C). 

In reviewing potential indicators related to each objective and its associated 
interventions, consideration was given first to direct outcome indicators. Criteria 
were then agreed to assist in deciding which indirect indicators might also be 
included. 

It was agreed that: 

- For a risk factor to become a candidate indicator: 

* it should be common in the population 
* it should directly affect pregnancy outcomes 
* there should be evidence that there are effective interventions 

to modify it. 

- For a care process or intervention to become a candidate indicator: 

* there should be strong evidence that it directly affects pregnancy 
outcomes 

* there should be evidence that it is an effective intervention 
* it should add extra information not already available from 

direct indicators. 



General wellbeing of mother and baby (A!) 

2.10. The Group considered both direct and indirect outcome indicators which might be 
related to the promotion of general wel1being. Direct indicators which were 
considered suitable for speCification were: 

- general health after pregnancy 
- incidence of post-natal depression. 

2.11 Having followed the criteria noted in paragraph 2.9, it was agreed to develop 
candidate indicators in relation to: 

- cessation of smoking 
- use of illicit drugs 
- misuse of alcohol 
- domestic violence. 

2.12 It was decided not to develop candidate indicators related to poor diet, specific 
contacts with health professionals, the mobilisation of social support and mothf;!rs' 
time offwork as they did not fit the criteria noted in paragraph 2.9. Some of these 
issues have also been considered in the recording of the mothers' e~perience of 
pregnancy. 

Pregnancy, labour, delivery and post-delivery care (A2) 

2.13 The Group considered direct and indirect outcome indicators which might be 
related to pregnancy, labour, delivery and post-delivery care. Direct indicators 
which were considered suitable for specification were: 

- with respect to mortality: 

.,. mortality of mother 

.,. mortality of baby 

- with respect to mother: 

.,. eclampsia 
1< pain in labour and delivery 
1< state of perineum 
1< post-partum haemorrhage 
1< urinary incontinence. 
1< faecal incontinence. 
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- with respect to baby: 

* gestation 
.,. birthweight 
* condition of baby at birth. 

2.14 It was decided not to develop an indicator related to major haemorrhage during 
pregnancy because it cannot generally be prevented, although good management 
will prevent a fatality. Thrombo-embolic disorders such as deep vein thrombosis 
and pulmonary embolus were also rejected because of difficulties in diagnosis and 
the lack of an effective intervention to prevent them. It was decided not to develop 
an indicator related to dyspareunia because of the difficulties of defining the 
symptom. 

2.15 The outcome indicators for mothers with pre-pregnancy diabetes have been 
reviewed by the Working Group on Health Outcome Indicators for Diabetes and 
they are reproduced in Appendix? 

2.16 Having followed the criteria noted in paragraph 2.9, itwas agreed to develop 
candidate indicators in relation to: 

- intensive care for mother during and after pregnancy 
- use of ante-natal corticosteroids to enhance pulmonary maturity 
- use of Caesarean section 
- use of instruments during labour 
- separate care for baby at term 
- emergency admission for mother post-natally 
- emergency admission for baby post-natally 
- breastfeeding. 

2.17 It was decided not to develop candidate indicators related to the use of induction, 
labour inhibiting drugs, pain control and support given in labour. Indicators related 
to fetal monitoring, immediate resuscitation and prophylactic measures given to the 
newborn were also rejected as outcome measures as they did not fit the criteria 
noted in paragraph 2.9. However, the Group recognised that many of these factors 
may need to be measured when monitoring the process of care or the quality of 
services. 

2.18 It was decided not to develop indicators related to screening for diabetes or 
hypertension and these may be reviewed by the Ante-Natal Screening Sub
Committee of the National Screening Committee. Process measures of general 
ante-natal care and the use of specific investigations were also rejected as was a 
measure related to admission to hospital during pregnancy. 

--._----"_. -----------------------------------------



Specific disorders affecting the baby (B) 

2.19 It is now possible to detect a large range of physical disorders affecting the baby. 
These include: 

- genetic disorders or fetal abnormalities 
- maternal infections affecting the baby 
- rhesus isoimmunisation. 

2.20 Because the Group limited its work to pregnancies lasting at least 24 weeks it was 
not appropriate to review the whole range of outcomes of ante-natal screening, 
many of which relate to pregnancies terminating before 24 weeks. Ante-natal 
screening outcomes are currently being reviewed by the Ante-Natal Screening 
Sub-committee of the National Screening Committee. 

2.21 It was agreed to only consider indicators for a condition which: 

- occurs commonly. 
- can be detected reliably 
- can be treated effectively. 

2.22 The following issues were considered: 

- rhesus-isoimmunisation for which the Group agreed to specify a candidate 
indicator 

- hepatitis B which will shortly be the subject of Department of Health guidance 
- haemaglobinopathies, which are relevant to specific sub-groups of the general 

population only 
- phenylketonuria and hypothyroidisim, which should be addressed by the National 

Screening Committee. 

Maternal views of the experience of pregnancy and childbirth (C) 

2.23 To identify whether the mother is satisfied that she and her baby have been at 
the centre of care and with the support she has received, it was agreed to develop 
candidate indicators in relation to: 

- maternal involvement in choice at all stages of pregnancy and labour 
including ante-natal screening and its consequences 

- satisfaction with the pregnancy including the support given during it. 
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APPENDIX A : BACKGROUND TO THE WORK 
Summary 

A lOver the last few years a major component of the Department of Health's and 
NHS Executive's strategy has been to promote the development and use of 
measures of health outcome. In July 1993 the Central Health Outcome Unit 
(CHOU) was set up within the Department of Health (DoH). Commissioned by 
the DoH, in 1993 a feasibility study of potential outcome indicators was published 
by the Faculty of Public Health Medicine and a package of indicators was 
published by the University of Surrey for consultation. Following these two 
phases of development, a third phase of work was initiated by the CHaD. Its 
remit is to report on <ideal' health outcome indicators. 

Central Health Outcome Unit 

A2 The CHOU is an internal DoH unit whose goal is 'to help secure continuing 
improvement in the health of the people of England through cost-effective and 
efficient use of resources' (Lakhani 1994). The objectives of the Unit are to: 

- encourage and co:-ordinate the development of health outcome assessment, 
particularly in respect of the development of appropriate methods, appropriate 
data collection systems, expertise, analytical skills, and interpretation 

- encourage and support the use of health outcome assessment and information 
in making policy about health interventions and in the planning, delivery and 
monitoring of services. 

.A3 Several national committees have a special interest in outcomes and have been 
kept informed of progress: 

- Clinical Outcomes Group 
- Public Health Network 
- CMO Working Group on Information Management and Technology. 

Phases 1 and 2 

AA The Faculty of Public Health Medicine was commissioned to undertake a feasibility 
study of potential indicators which reflect health end-points for health services ~md 
which cover topics in which health c¥e has an important contribution to make. 
This work, (McColl and Gulliford 1993) was constrained in that the set of 
indicators were to: 

- be based on reliable routinely collected data 
- reflect health service interventions rather than the wider influence on health. 



AS The University of Surrey was commissioned to produce a package of comparative 
statistics based on the outcome measures recommended in the feasibility study. 
Forty indicators were chosen, 18 for matema1.and child health, 3 for mental health 
and the rest for other topics in adult health. The publication (Department of 
Health 1993a) contained indicator definitions, maps and scatter plots showing 
geographical variations, and tables presenting the rates, with corresponding 
observed numbers and confidence intervals when appropriate. 

The Phase 3 work: ideal indicators of health outcome 

A6 In the third and current phase of the work on health outcomes a number of 
research institutions were commissioned to assist in developing a structured 
approach to identify indicators to cover a number of clinical topics. The prime 
contractor is the Unit of Health-Care Epidemiology, Department of Public Health 
and Primary Care, University of Oxford. 

A 7 The respective roles of the supporting organisations are as follows: 

- Unit of Health-Care Epidemiology, University of Oxford, to provide 
epidemiological and managerial support to the Group and co-ordinate the input 
of the other agencies. 

- CASPE Research, in London, to provide technical advice with regard te 
the indicators and their data sources, and prepare the detailed indicator 
specifications. 

\ 

A8 In the previous work a key criterion for selection of indicators was the requirement 
for the work to be based on routinely available data. This practical constraint has 
meant that the recommended indicators were selected and opportunistic rather 
than an ideal set. This inevitably led, as the DoH acknowledged, to a bias towards 
outcomes which may be measurable now but which may not necessarily be those 
which are most appropriate and most needed. The aim of the third phase is to 
advise on and develop 'ideal' outcome indicators without confining 
recommendations to data which have been routinely available in the past. 

A9 The initial task of the third phase of the work was to select clinical topics for 
detailed study. In order to ensure that the work would be manageable, and that 
the NHS would have the capacity to absorb the output, the CHOU decided to limit 
the activity to S clinical topics a year. 
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AIO A workshop to initiate the work which was attended by over 70 individuals 
representing a wide range of interests was held in January 1995. A report of the 
proceedings has been published (Goldacre and Ferguson 1995). The main aims of 
the workshop were: 

- to identify the criteria which should be used to choose clinical topics for the 
c Phase 3 work 
- to suggest a list of potential clinical topics which workshop participants would 

like to be included in the Phase 3 work. 

All Following further consultation within and outside the DoH, the CHOU decided in 
June 1995 to include the following topics in the first two years of phase 3 work: 

- Asthma 
- Breast cancer 
- Cataract 
- Diabetes mellitus 
- Fracture of neck offemur 
- Incontinence 
- Myocardial infarction 
- Pregnancy and childbirth 
- Severe mental illness 
- Stroke. 

Health outcome information 

Al2 In this work the potential uses of outcome information have been identified as 
follows: 

- for clinical decision-making and audit of clinical work, including: 

* management of individual patients 
* audit and management of health prQfessionals' practice 
* research 

- for informing decisions about the strategic and operational development of 
services 



- for comparisons of organisations in the delivery of services which may be: 

* provider based 
* population based 

- for assessing progress towards agreed standards or targets for health outcomes, 
agreed nationally or locally, which may be: 

* identified from the research literature 
* set by clinical and managerial decisions. 

Al3 Current managerial interests which are relevant to the use of health outcome 
information include: 

- The NHS goal 'to secure, through the resources available, the greatest 
. improvement in the physical and mental health ofpeop\e in England' 

- clinical audit 
- evidence-based commissioning. 

A14 An important purpose of the work has been to recommend indicators which, if 
possible, would allow 'health gain' to be assessed alongside information used to 
measure health service input. The particular focus has been to make 
recommendations about aggregated statistical information about people with 
particular conditions which can be used to: 

- enable providers of care to review outcomes of the care oftheir patients 
- make comparisons, where appropriate, of health outcomes against locally agreed 

targets and/or between different places and/or over time. 

A15 The information may be obtained from continuous data collection systems but, 
when having continuously collected information is unnecessary, or when the cost 
or complexity of this is high, use should be made of sample survey techniques or 
periodic surveys. 

A16 Health indicators are more likely to be successful if they fit naturally into the 
everyday work of health care professionals than when they have to be collected as 
a separate activity. The aim is to have indicators that are: 

- Relevant because professionals use them everyday in treating their patients and 
will record them accurately. 

- Reliable because they can be validated or cross checked from other sources. 
- Responsive because they readily identify changes in the patient's state of health. 
- Research- based because there is a plausible link between processes of care and 

outcome. 
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A.17 In· common with the approach taken to other types of indicators by the NHS, it is 
recognised that useful outcome indicators should be capable of identifying 
circumstances worthy of investigation but that, in themselves, they may not 
necessarily provide answers to whether care has been 'good' or 'bad'. In 
particular it is acknowledged that there may be difficulties in drawing causal 
conclusions - say, that a particular aspect of care caused a particular outcome -
from indicators derived from non-experimental clinical settings. Nonetheless, the 
vast majority of clinical care is delivered in routine rather than experimental 
practice. The assessment of it$ outcomes entails, by definition, the use of 
observational rather than experimental data. 

A. 18 To be useful, work on 'ideal' outcome aspects needs to incorporate considerations 
of practicability. It is a time of rapid change in information technology. What may 
be feasible now in some places may not be feasible everywhere. What may not be 
practical today may become so in a year or two. 



APPENDIX B : PREGNANCY AND CHll.DBIRTH WORKING GROUP 

B 1. The Pregnancy and Childbirth Working Group was formally consituted in May 
1997 and met three times completing the work in January 1998. Its terms of 
reference were: 

- To advise on indicators of the health outcomes of 'normal' pregnancy and 
childbirth. 

- To make recommendations about the practicalities of their compilation and 
interpretation; and to advise if further work is needed to refine the·indicators 
and or make them more useful. 

B2. The membership of the Working Group and the staff of the supporting 
organisations are shown below. The composition of the Group included 
professional and managerial groups involved with pregnancy and childbirth as well 
as representatives representing service users' perspectives. 

'I< Chairman & members 

Obstetricians 

Midwives 

MEMBERSHIP OF THE GROUP 

Michael Maresh, Manchester 
Gaye Henson, London 
James Neilson, Liverpool 
Mavis Kirkham, Sheffield 
Lynn Thomas, Tower Hamlets 
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Health visitor 
GPs 

Karen Baker, North Hampshire I' 
Jennie Billings, Health Visitors Association 

N eonatologist 
Researchers! 
Public health 

Voluntary groups 

Chief executives 

DB 

'I< Secretariat and support 

Pat Hoddinott, Suffolk 
Sam Richmond, Sunderland I 
Pat Troop, Oxford & East Anglia (Chair) , 
Paul Bingham, Isle ofWight Jvt"'I b"~ L....a. I l II-. i-. ...J • 

Jean Chapple, London ' I 
Alison McFarlane, Nat Perinatal Epidemiology Unit ' 
Meg Goodman, Maternity Alliance 
Rosemary Green, National Childbirth Trust 
Irene Borgardts, formerly Solihull Health Authority 
Hilary Scott, Tower Hamlets 
Gwyneth Lewis· 
Jenny Carpenter 

I 
I 

Michael Goldacre, Alastair Mason and Ewan Wilkinson, Oxford University 
Robert Cleary, CASPE Research 

I 
I 
I 

Vincent O'Brien, CHOU, DH 

I 
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Cl. 

C2. 

C3. 

C4. 

cs. 

APPENDIX C : METHODS FOR CHOOSING INDICATORS 

Candidate indicators were identified by the Group with the help of the following: 

- the health outcome model for normal pregnancy (see Section 2) 
. - various classifications of the characteristics of outcome indicators. 

The Group noted that indicators may be related to: 

- 1. environmental factors in the general population or relating to the individual 
- 11. knowledge, attitudes and behaviour in the general population 
- Ill. knowledge, attitudes, including satisfaction with services, and behaviour of 

mothers 
- IV. mothers' physical and emotional state, health status and wellbeing 
- v. socio-economic impact of pregnancy on mother and the family 
- vi. babies' physical state, health status and wellbeing 
- vii. mothers' pathologicaVpsychological state 
- viii.babies' pathological state 
- IX. events and/or interventions occurring to mother or baby such as particular 

procedures, health care contacts and death. 

The data sources for the indicator entities noted in paragraph C2 will differ. 
It is likely that: 

- indicators for (i) and (ii) would come from population surveys 
- indicators for (iii) to (vi) would come from individuals either opportunistically or 

when specifically called 
- indicators for (vii) and (viii) would come from doctors and other health 

professionals 
- indicators for (ix) would come from administrative information systems. 

The Group recognised the high cost and complexity of obtaining information from 
continuous data collection systems. Particular consideration was given to obtaining 
outcome indicator data from sample survey techniques such as a periodic survey 
when it is not essential to have continuously collected information. 

Four characteristics of an outcome indicator have been identified in the health 
outcome work. They are: 

- measurement perspective, relating to whose perspective the indicator is most 
relevant (see paragraph C6) 

- specificity (see paragraph C7) 
- measurement timeframe (see paragraph C8) 
- outcome relationship, in that the indicator is either a direct or an indirect, proxy 

measurement of outcome (see paragraph D9). 



C6. 

C7. 

C8. 

Not all of these characteristics are particularly relevant to pregnancy. 

For the Group's purposes, measurement perspective was classified as that from the 
patient's, the familys', the clinical, or the populati on's viewpoint. F oHowing 
pregnancy the presence of incontinence may be most relevant to the patient's 
perspective while clinical concerns may properly focus on the complications of 
Caeserian Section. The population perspective has a broader view, best addressed 
by measures able to assess the the impact of pregnancy as a whole. Of course, 
these perspectives are not necessarily in opposition and will often be associated 
with shared goals. Where possible, a set of indicators should be developed which 
satisfies all the measurement perspectives. 

The specificity of an indicator relates to whether it is specific or generic in 
application. For example, the occurrence of eclampsia in pregnancy is specific 
while the measurement of mobility is much less so and would be influenced by a 
number of conditions. Condition-specific indicators have the advantage that their 
relative insensitivity to other conditions is likely to increase their sensitivity to 
changes in the condition of interest. Generic measures provide outcomes relevant 
to a wide range of conditions. 

The measurement timeframe relates to whether the indicator is: 

- cross-sectional and thus an indicator at a single point in time for anyone 
individual 

- longitudinal measure of progression qver time for anyone individual. 

C9. The Group's main task has been to develop direct indicators of health outcome 
although in many areas it may be difficult to identify or obtain such information. 
However, it is recognised that some care processes are so closely related to the 
production of benefits that the successful completion of the intervention might be 
used as a proxy measure of the actual outcome. In the absence of direct outcomes, 
proxy indicators have therefore been developed. 

CIO. . There is increasing recognition of the importance of outcome measures derived 
from data generated by patients. For the purposes of the Group's work, three main 
areas of interest have been identified: 

- involvement of the mother with the support given, degree of choice available, 
and satisfaction with the support given 

- socio-economic impact of the condition on the mother and family 
- maternal awareness of the management of the condition and services 

available. 
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APPENDIX D : GUIDANCE NOTES FOR CANDIDATE INDICATOR 
SPECIFICATIONS 

Indicator title 

Aim of health 
intervention 

Characteristics 

Indicator 
definition 

Rationale 

A short title to identify the indicator. 

Distinguishes the level of intervention for which the indicator is 
primarily developed. It is assumed that, for a given condition, an 
ideal set of indicators would be reasonably balanced across the 
spectrum of health intervention stages. For normal pregnancy 
these stages are: 

- promote general well-being of mother and baby during and after 
pregnancy 

- ensure effective and safe care during pregnancy, labour, delivery 
and post-delivery 

- detect specific disorders affecting the baby 
- obtain maternal views of the experience of pregnancy and 

childbirth. 

Classifies the indicator on four dimensions: 

- Specificity: Condition specific or generic. 
- Perspective: Population, clinical or patient. 
- Timeframe: cross-sectional measure or longitudinal 

assessment of change. 
- Outcome relationship; whether it is a direct measure of 

outcome or an indirect measure of structure, process, 
knowledge or satisfaction used as a proxy for outcome. 

In addition to a definition of the variable of interest, the description 
specifies: 

- how the variable is to be aggregated across cases, eg definitions of 
both a numerator and a denominator 

- if a variable is to be reported with respect to a set of denominators, 
eg mortality broken down by age and sex 

- if appropriate, how longitudinal change in the variable is to be 
represented, eg over what time interval and whether absolute 
difference or proportional change. 

A brief statement of the reasons and objectives behind the indicator, 
both in terms of the issues it addresses and it's selection from a range of 
potential alternatives. 
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CANDIDATE INDICATORS FOR CONSIDERATION AT 
PREGNANCY OUTCOME \VORKING GROUP - 13/1/98 

Promote the general well-being of mother and baby during and Page 
after pregnancy. 
1 Percentage of women smokers giving up during pregnancy. 2 
2 Weekly alcohol consumption among pregnant women. 5 

Status 

Rev. 
New 

Illicit drug use among pregnant women. For discussion 
.., 

Prevalence of breastfeeding among babies two months after birth, 7 New -' 
4 Incidence of post-natal depression 9 Rev. 
5 Incidence of domestic violence associated with pregnancy and 12 New 

childbirth. 
6 General health status post-partum 14 Ne\\" 

Ensure effective labour, delivery and post-delivery care. 
7 Maternal mortality 16 Re\', 
8 Stillbirths, neonatal and post-neonatal mortality 18 Rev, 
9 Maternal admissions to ICU 20 Ne\\" 
10 Pain in labour and delivery 22 As \\'OS 

11 Mode of delivery rates r -) Re\', 
12 Perineal trauma and episiotomy rates, 28 Ques. 
13 Incidence of severe postpartum haemorrhage 30 Rev. 
14 Incidence of postnatal urinary incontinence "? -'- Re\'. 
15 Incidence of postnatal faecal incontinence 35 New 
16 Admission to Special Care Baby Unit 37 Ne\\' 
17 Emergency postnatal admission of mother. 39 Re\', 

Detect and respond to specific disorders affecting the baby. 
18 Detection and treatment of rhesus isoimmunisation in pregnancy 41 I As \\"::1S 

Maintain the pregnancy. 
19 Incidence of eclampsia 43 Rev, 
20 Gestational age 45 Rev. 
21 Birthweight 47 New 
22 Use of ante-natal corticosteroids to enhance pulmonary maturity 49 Rev. 

Ensure mother is satisfied with the support she has received and 
that she and her baby have been at the centre of care. 
?"" --' \Vomen's experience of maternity sen'ices. 51 I Re\". 



Characteristics 

Candidate indicator 1 PerspeClil'e: Populntion 
Oil/COllie re/aIiOl/ship: Direct 

Title Percentage of women smokers giving up during pregnancy. 

Inten'ention aims Promote the general well-being of mother and baby during and after 
pregnancy. 

Definition 

Rationale 

For a given resident population and year: the number a/women smokers 
delivering within the given year who report giving lip smoking dllring 
their pregnancy, divided by the l1umber a/women smokers delivering 
within the gh'en year, The resulting fraction should be expressed as a 
percentage and reported with its denominator. 

Two additional pieces of information should be presented provide a 
context for this indicator. Firstly, the percentage of women delivering 
within the year who have given up during pregnancy cmd who are not 
smoking two months after the birth, should be reported. Secondly, to 
indicate the prevalence of smoking 'within the childbearing population. 
the number of women smokers delivering within the given year (whether 
they give up during pregnancy or not) should be r.eported as a percentage 
of all women delivering in the given year. 

The relevant data are derived from two questions taken from the Infant 
Feeding Survey (Foster et al 1997; Stage One Questionnaire, completed 
at around two months after the birth): 

About h011' many cigarettes a day were YOll smoking be/ore Y01l 

became pregnant? 
Abollt hall' many cigarettes a day were YOll smoking while ),011 orae 
pregnant? 
About how many cigarettes a day are you smoking now? 

The respondent is requested to give 'average' figures. 

The association between smoking and adverse outcomes of pregnancy 
has been well established. In particular, it is a factor in intra-uterine 
gro\\1h retardation and is associated with the risk of miscarriage, 
prematurity and haemorrhage from the placenta. A recent review of 
prenatal smoking cessation interventions suggests that they can be 
effective both in increasing smoking cessation and reducing the 
incidence of low birthweight (Dolan-Mullen et al 1994). W'hile the 
majority of the interventions tested have proved ineffective, further 
systematic review has identified those most likely to have an impact 
(Lumley 1994a,b). . 
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The indicator measures progress towards the Health of the Nation target I 
of at least one third of women smokers to stop smoking on becoming 
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Potential uses 

Potential users 

Possible 
confounders 

Data sources 

Data quality 

Comments 

pregnant by the year 2000. The 1995 Infant Feeding Survey shows that 
this target has already been achieved nationally although there is 
evidence of regional variation as \vell as scope for additional overall 
improvement in the indicator. The use of question formats compatible 
with those of the Infant Feeding Survey will allow comparisons between 
local surveys and national figures. 

Population based comparisons; assessment of local/regional trends. 

Commissioners; clinicians; national/regional policy makers. 

There is strong evidence of that those in lower socio-economic groups 
are much more likely to smoke during pregnancy and find it harder to 
give up (Foster et a11997; Lumley 1991). The strength of these effects 
makes it highly desirable that the proposed indicator be made available 
broken dO\\TI by social class - most readily defined by the occupation of 
the \voman"s husband or partner, if any. The Infant Feeding Survey 
includes standard ONS questions whereby social class may be identitied. 

The Infant Feeding Survey collects baseline data on smoking using a 
postal survey at around two months after the birth. If local circumstances 
make it more practical to survey women earlier (e.g. before discharge 
from hospital) it will be important to establish that the difference in 
timing does not have a significant effect on responses. It should also be 
noted that earlier surveying would preclude reporting on women who 
maintain their abstinence to t\\"o months after the birth. 

Data collection timed to be compatible with the national survey might be 
undertaken in a general practice setting as part of routine post-natD] 
follow-up. Again. the effect of the clinical setting on self reports will 
need to be established to ensure that data used in comparisons are not 
systematically influenced. 

The Read codes provide a reasonably rich vocabulary to code smoking 
behaviour, including: 'current smoker' (l37R); "ex-smoker' (Xa1 b\'); the 
time since cessation (UbOp 1); and the level of daily consumption 
(Ub 1 tl). Given a suitable data structure such terms could be combined to 

encode the information required by the proposed indicator. 

The Infant Feeding Survey obtains repose rates approaching 75%. 
although these are achieved following up to three postal reminders. 

A reliance on self report has the obvious disadvantage that respondents 
who are smokers may be motivated to deny their habit. However. no 
alternative method for assessing smoking behaviour exists that is both 
practical and ethical. The resulting bias may be less important in 
comparative reports across similar populations. 

This indicator uses a different definition of smoking cessation during 
pregnancy to that employed by the NHS Common Information Core 



Headline Indicator B5. The Working Group felt that the B5 definition 
was cumbersome and that its incompatibility with the Infant Feeding 
Survey was a significant disadvantage. 

Further work The effects of survey timing and setting on self reports of smoking 
required behaviour during pregnancy need to be established. 

Conclusion & 
priority for 
implementation 

References Dolan-Mullen, P., Ramirez, G. and Groff, J.Y. (1994). A meta-analysis 
of randomized trials of prenatal smoking cessation interventions. 
America/1 Journal oJ Obstetrics and Gynaecology, 171, 1328-34. 

Foster, K., Lader, D. and Cheesbrough S. (1997).lnftIl11 Feeding 199j, 
ONS, London. 

Lumley, J. (1991). Stopping smoking again. British Journal oJObstetrics 
(lI1d Gynaecology, 98,847. 

Lumley, J. Strategies for reducing smoking in pregnancy. (1994a) In: 
Pregnancy and Childbirth l'vfodule (eds. Enkin, M. W., Keirse. M.J.N.C.. 
Renfrew, M.J., and Neilson, 1.P.), 'Cochrane Pregnancy and Childbirth 
Database': Review no. 03312, Update Soft\yare, Oxford. 
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Lumley, 1. Advice as a strategy for reducing smoking in pregnancy. I 
(1994b) In: Pregnancy and Childbirth Module (ed. Enkin, M.W .. Keirse, 
M.J.N.C., Renfrew, M.L and Neilson, lP.), 'Cochrane Pregnancy and I 
Childbirth Database': Re\'iew no. 03394, Update Software, Oxford. 
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Candidate indicator 2 PC:fSpftClil'e: Population 
Oil/come re/miol1ship: Dir~cl 

Title \Veekly alcohol consumption among pregnant women. 

Inten'ention aims Promote the general well-being of mother and baby during and after 
pregnancy. 

Definition 

Rationale 

Potential uses 

For a given resident population, year and consumption category (defined 
below): the number o/women delivering within the given year \ rho fall 
within the given consumption categOlY, divided by the number o/women 
delivering within the given year. The following consumption categories 
should be reported: 

Did not drink during pregnancy. 
Drank during pregnancy, but <1 lInit per week 
1-7 units per week 
8-14 lIJiits per lreek 
> 14 units per week 

The resulting fractions should be expressed as a percentages and reponed 
with the denominator. The relevant data are derived from a questions 
taken from the Infant Feeding Survey (Foster et al 1997; Stage One 
Questionnaire, completed at around two months after the birth). These 
request self-report of the weekly frequency 'when you \\'ere pregnant' of 
drinking \'arious types of alcoholic drink. and the associated 'usual 
amounts' . 

There is general agreement that women should not drink excessively 
during pregnancy. However, while there no evidence of fetal harm at 
levels equivalent to less than 10 units per \\'eek, there is little consensus 
as to whether a 'safe' limit should be set and if so, at what level 
(MIDIRS and NHS Centre for Reviews and Dissemination 1997a). \Vith 
this uncertainty in mind, the indicator specified here simply attempts to 
use established methods to gain a picture of the distribution of alcohol 
consumption within a surveyed population of pregnant women. The use 
of question formats compatible with those of the Infant Feeding Survey 
will allow comparisons b~tween local surveys and national figures. 

Relatively simple advisory interventions have been shown to have some 
influence over the minority of women who drink heavily (rvHDIRS and 
NHS Centre for Reviews and Dissemination 1997a). Current estimates of 
drinking in pregnancy would indicate that less than 3% of pregnant 
women dFink more than 7 units per week (Foster et al 1997). 

Population based comparisons; assessment of local I regional trends. 

5 



Potential users 

Possible 
confounders 

Data sources 

Data quality 

Comments 

Further work 
required 

Conclusion & 
priority for 
implementation 

References 

Commissioners; clinicians; national/regional policy makers. 

As with the smoking behaviour addressed by Indicator 1, socio-economic 
variables are likely to have a significant role in explaining variations in 
alcohol consumption among pregnant women. The use of ONS standard 
descriptors social class, duration of education and age etc. in the Infant 
Feeding Survey provide a reliable basis for reporting important 
contextual data for the indicator defined here. 

The Infant Feeding Survey collects data on drinking during pregnancy 
using a postal survey at around two months after the birth. 

Data collection timed to be compatible with the national survey might be 
undertaken in a general practice setting as part of routine post-natal 
follo\v-up. The effect of the clinical setting on self reports will need to be 
established to ensure that data used in comparisons are not systematically 
influenced. 

The Infant Feeding Survey obtains response rates approaching 75%, 
although these are achieved following up to three postal reminders. 

A reliance on self report has the obvious disadvantage that respondents 
who may under-report their consumption, either by accident or design. 
The resulting bias may be less important in comparati ve reports across 
similar populations. 

The effects of survey setting oil self reports of drinking during pregnancy 
need to be established. 

Foster, K., Lader, D. and Cheesbrough S. (l997).Infan! Feeding 1995, 
ONS, London. 

MIDIRS and NHS Centre for Reviews and Dissemination (1997a). 
Informed choice for professionals. Alcohol and pregnancy. MIDIRS, 
Bristol. 
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Chnractrrj~lics 

Candidate indicator 3 Perspecliw; Population 
. Outcome re/aliOl1ship: Direct 

Title Prevalence of breastfeeding among babies two months after birth. 

Intervention aims Promote the general well-being of mother and baby during and after 
pregnancy. 

Definition 

Rationale 

Potential uses 

Potential users 

Possible 
confounders 

For a given resident population and year: the number a/babies born 

within the given year who are wholly or partially breasfjed ar 8 (:1:2) 
weeks old, divided by rhe number babies born wifhin rhe given year. The 
resulting fraction should be expressed as a percentage and reported with 
its denominator. 

The relevant data are derived from a questions taken from the Infant 
Feeding Survey (Foster et al 1997: Stage One QuestiOImaire, completed 
at around two months after the birth): 

Ar the moment is YOllr baby: breast fed; bOffle fed; or both? 

The benefits of breast feeding are widely recognised, and their is good 
evidence of its association with improved health for the baby covers a 
wide range of potential illness, including gastroenteritis, respiratory 
infection, and diabetes mellitus (MIDIRS and NHS Centre for Re\'iews 
and Dissemination 1997b). In support of breast feeding as the best way to 
ensure a healthy start for the newborn, the Department of Health has for 
some time recommended that mothers should be encoural.!ed to . -
breastfeed, preferably for at least four months (Department of Health 
1994). The indicator specified here examines a more modest target -
breastfeeding at two months - for which current estimates of pre\'alence 
are around 40% (Foster et al 1997), 

The use of question formats compatible with those of the Infant Feeding 
Survey will allow comparisons bet\veen local surveys and national 
figures, 

Population based comparisons; assessment of local I regional trends. 

Commissioners; clinicians; national I regional policy makers. 

As with the smoking behaviour addressed by Indicator 1, socio-economic 
variables are likely to have a significant role in explaining variations in 
the prevalence of breastfeeding. The use of ONS standard descriptors 
social class, duration of education and age etc. in the Infant Feeding 
Survey provide a reliable basis for reporting important contextual data 
for the indicator defined here. 

7 



Data sources The Infant Feeding Survey collects initial data on breastfeedin!2 smoking: - .. "- .... 
using a postal survey at around two months after the bilth. 

Data collection timed to be compatible with the national survey might be 
undertaken in a general practice setting as part of routine post-natal 
follow-up. The effect of the clinical setting on self reports will need to be 
established to ensure that data used in comparisons are not systematically 
influenced. 

Data quality The Infant Feeding Survey obtains response rates approaching 75%, 
although these are achieved following up to three postal reminders. 

Comments 

Further work The effects of survey setting on self reports of breastfeeding during 
required pregnancy need to be established. 

Conclusion & 
priority for 
implementation 

References Department of Health (1994). Weaning and the It'eaning diet. Report of 
the working group on the weaning diet of the Committee of the }vledical 
Aspects of Food Policy. HMSO, London. 

Foster, K., Lader, D. and Cheesbrough S. (1997).lnfill1t Feeding 1995, 
ONS, London. 

MIDIRS and NHS Centre for Reviews and Dissemination (l997b). 
Il1formed choice for professionals. Breastfeeding or bOffle feeding. 
helping women to choose. MIDIRS, Bristol. 

8 

I· 
I 
I 
I 
I 
I 
I 
I 
I 
,I 

I 
I 
I 
I 
I 
I 
I 
I 
I 
I 



I 
I 
I 
I 
I 
I 
I 
I 
I 
I, 

I 
I 
I 
I 
I 
I 
I 

Characteristics 

Candidate indicator 4 PerspeClil'e: Patient 
Oil/come re/aliollsllip: Dir~cl 

Title Incidence of postnatal depression. 

Intervention aims Promote the general well-being of mother and baby during and after - - ~-

Definition 

Rationale 

pregnancy. 

For a given resident population, year and follow-up period: The number 
of women delivering within the given year who are identified as suffering 
from post-natal depression, divided b,v the number of lFomen delivering 
within the given J'ear. The resulting fraction should be expressed as a 
percentage and reported with its denominator. 

Post-natal depression is operationally defined as a score of more than 12 
on the Edinburgh Post-natal Depression Scale (EPDS). Two follow-up 
periods are proposed: 6 weeks and either 4 or 6 months post-partum. 

It is estimated that around 10-15% of mothers experience a marked nOll
psychotic depressive illness in the early months following childbirth 
(Kumarand Robson 1984; Cox et al 1993). Both antidepressant drug 
therapy and cognitiye-behm'ioural counselling have been sho\yn to be 
effective in reducing such post-natal depression (Meager and Milgrom 
1996; Holden et al 1989; Wickberg and H\yang 1996a; Appleby et al 
1997), 

The EPDS is a well validated and practical 10 item scale for the 
detection of post-natal depression (Cox et al 1987; Murray and'Carothers 
1990; Warner et al 1996; \Vickberg and Hwang 1996b). A threshold 
score of 12 has been used as an indication of more serious morbidity. 
correctly identifying - with respect to formalised clinical assessments - at 
least 80% of mothers \\,'ith major depression (Cox et al 1987; Harris et al 
1989; Murray and Carothers 1990). 

The indicator specifies the administration of the EPDS at 6 weeks and 
either 4 or 6 months post-partum. While the earlier measure may be 
considered as an outcome indicator in itself (in that it might reflect 
modifiable ante- or intra-partum causal factors) its main role is as a case 
mix descriptor, indicating the level of serious depression in the rele\'ant 
population. The later assessment is timed to reflect the effects of any 
interventions to reduce the level of serious morbidity. The timing of the 
follow-up assessment may be influenced by a number of factors: later 
assessment may make sense in terms of the schedule of any relevant 
intervention, as well as data collection opportunities afforded by Health 
Visitor appointments. Ho\ye\'er, delayed assessments are likely to be 
increasingly influenced at the population level by the difficulty of 
obtaining data from women returning to work (Callender et al 1996). 

9 



Potential uses 

Potential users 

Possible 
confounders 

Data sources 

Data quality 

Comments 

Further work 
required 

Population based comparisons; assessment of local! regional trends. 

Commissioners; clinicians; national! regional policy makers. 

Analysis of a substantial UK database of EPDS scores suggests that 
neither age nor social class are in themselves significant risk factors for a 
six week EPDS of more than 12 (Warner et al 1996). Ho\vever the same 
study identified a number of variables, \vhere influence through health 
service interventions may be difficult or impossible, that were 
significantly associated with the proposed operational definition of 
postnatal depression: unplanned pregnancy; a lack of breast feeding at 6 
\veeks; and maternal or head of household unemployment. The influence 
of these and similar variables later EPDS scores is unknown. 

Any comparisons based on this indicator will require highly cautious 
interpretation and a knowledge of social factors applying in the 
populations under consideration. 

The EPDS is a 10 item instnllnent suitable for self-completion. The 
developers suggest that a child health clinic, postnatal check-up or home. 
visit provide suitable opportunities for its completion. Very high 
response rates (97%) have also been obtained in a p~stal administration 
to a UKsampIe of primiparous women with partners (Murray and 
Carothers 1990). 

No significant data quality issues have been identified by the existing 
research literature. The use of repeated measures, as specified by the 
indicator, is likely to reduce the overall response rate. The exclusion 
from self-completion surveys of\vomen with visual or cognitive 
disabilities, or who are not English speaking, may have a systematic 
effect on aggr,egate data. 

The fact that the EPDS has been designed primarily as a screening 
instrument is recognised in the specification of the indicator presented 
here: each administration of the instrument yields a simple cross
sectional screen of the population using a single cut-off point. The EPDS 
scale, however, offers a number of other options for presenting outcome 
data. For example, mean, median or other descriptions of the distribution 
of scores could be presented for each follow-up period (see, for example, 
Appleby et al 1997). Altefi1atively, a truly longitudinal indicator could be 
defined which aggregated individuals' changes in EPDS score. It will be 
important to evaluate the indicator specified here against such 
alternatives, before recommendin~ its implementation. 

Evaluatim-;- of alternative statistics to describe .the distribution of EPDS 
scores and!or their changes over time. This work should include an 
examination of the implications of reporting aggregate EPDS scores \vith 
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, respect to various screening thresholds. 

The effect on response rates of delaying follow-up assessments to six 
months should also be examined. 

Appleby, L., Warner, R., Whitton, A. and Faragher, B. (1997). A 
controlled study offluxetine and cognitive-behaviour counselling in the 
treatment of postnatal depression. BA'iJ, 314,932-6. 

Call ender, C., Millward, N., Lissenburgh, S. and Forth, J. (1996). 
J\1({fernity rights and benefits in Britain. DSS Report 67. HMSO, 
London. 

Cox, lL., Holden, J .M. and Sagovsky, R. (1987). Detection of postnatal 
depression: development of the 10-item Edinburgh Postnatal Depression 
Scale. British Journal oJ P!>~vchiclfl)', 150, 782-6. 

Cox, 1.L., Murry, D. and Chapman, G. (1993). A controlled study of the 
onset, duration and prevalence of postnatal depression. British Journal oJ 
Psychiao)', 163,27-31. 

Harris, B., Huckle, P., Thomas, R. et al (1989). The use of rating scales 
to identify post-natal depression. British JOllJ'11Ct! oJ P!>},chiafl)" 154, 813-
7. 

Holden, 1.l\.L Sagovsky, R. and Cox, J.L. (1989). Counselling in a 
general practice setting: a controlled study of health visitor inten'ention 
in the treatment of postnatal depression. BA'iJ, 298, 223-6. 

Kumar, R. and Robson. K.M. (1984). A prospective study of emotional 
disorders in childbearing women. British JOltrl1al oJ Psychiclfl}'. 1984. 
35-47. 

Meager, 1. and Milgrom, J. (1996). Group treatment for postpartum 
depression: a pilot study. Australian & New Zealand Joul'l7al oJ 
Psychiafly, 30, 852-60. 

Murray, Land Carothers, A.D. (1990). The validation of the Edinburgh 
Post-natal Depression Scale on a Community Sample. British Journal oJ 
PsychiatlY, 157, 288-90. 

Warner, R., Appleby, L., Whitton, A. and Faragher, B. (1996). 
Demographic and obstetric risk factors for postnatal psychiatric 
morbidity. British Journal oJ PsychiatlY, 168, 607-11. 

Wickberg, B. and Hwang c.P. (1996a). Counselling of postnatal 
depression: a controlled study on a population-based Swedish sample. 
JournaloJ Affective Disorders, 39,209-16. 
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Cll:Iractcrislics 

Candidate indicator 5 Perspecri\'e: Patient 
Olllcome rciationship: Dir.:ct 

Title Incidence of domestic violence associated with pregnancy and 
childbirth .. 

. Intervention aims Promote the general well-being of mother and baby during and after 
pregnancy. 

Definition 

Rationale 

Potential uses 

Potential users 

Possible 
confounders 

Data sources 

For a given resident population and year: The number o.fwomen 
delivering within the given year lI'ho are identified as sl!ffering d0117estic 
violence associated with pregnancy, divided by the number of women 
delivering within the given year, 

The role of pregnancy as a trigger for violent attacks on women by their 
husbands or partners has been highlighted recently (Mezey and Bewley 
1997). In pregnancy domestic violence endangers the health and safety of 
both the mother and the fetus. In reviewing a range ofU.S. studies 
Mezey and Bewley note that estimates of the incidence of such attacks 
within a given pregnancy vary between 4% and 17%. There is also 
evidence that the risk continues into the post-partum period (Gielen et al 
1994). 

Monitoring popUlation based comparisons and trends o\'er time may help 
identify where practice is effective in reducing the risks of \'iolence faced 
by pregnant women. Mezey and Bewley conclude that more research is 
needed to identify interventions that might offer \vomenprotection from 
attacks. The nature of these interventions may help inform decisions 
regarding the appropriate point(s) in time during pregnancy and the 
neonatal period to capture rele\'ant data. 

Population based comparisons; assessment of local I regional trends. 

Commissioners; clinicians; national! regional policy makers. 

A range of social and demographic factors may be associated with the 
risk of domestic violence associated with pregnancy and the neonatal 
period. The Department of Health has recently commissioned a 
substantial survey of pregnant women in the UK to measure the 
prevalence of the phenomenon and identify the associated risk factors. 

The use of structured questions to screen US obstetric populations has 
been shown to improve detection rates (e.g. Norton et al 1995). Mezey 
and Bewley point out that recent changes in maternity services. such as 
patient held notes and the encouragement of partners to accompany 
women to clinics and in labour, may reduce the opportunity to identify 

13 



Data quality 

Comments 

and intervene in cases of domestic violence. 

It is to be expected that self-reports of domestic violence will be strongly 
infl uenced by the nature of the screening process - who is asking, in \vhat 
context, at what point in the pregnancy etc .. To provide a suitable basis 
for making comparisons of aggregated figures a practical methodology 
capable of reliable implementation \vill have to be developed. 

Further work Development of an operational definition of domestic violence 
req uired associated with pregnancy and childbirth; development of practical 

screening methods. 

Conclusion & 
priority for 
implementation 

References Gielen, A.C., O'Campo, P.l., Faden, R.R., Kass, N.E. and Xue, X. 
(1994). Interpersonal conflict and physical violence during the 
childbearing year. Social Science and }v/edicine, 39, 781-7. 

Norton, L.B., Piepert, J.F., Zierler, S., Lima, B. and Hume, L. (1995). 
Battering in pregnancy: an assessment of two screening methods. Obsrel. < 

Gynaecol., 85, 321-5. 

Mezey, G.c. and Bewley, S. (1997). Domestic violence and pregnancy. 
BJlJ, 31-', 1295.< < 

14 

I 
I 

I 
I 
I 
I 
I 
I 

I 
I 
I 

I 
I 



I 

I 
I 
I 
I 
I 
I, 
I 
I 

I' 
I 
I 

I, 

I' 
I 
I 

Chnraclcl"islics 

Candidate indicator 6 Po!rspeClil'e: Pali~nt 

O/llCOme rc/miOIlShip: Dir~ct 

Title General health status post-partum 

Intervention aims Promote the general well-being of mother and baby during and after 
pregnancy. 

Definition 

Rationale 

Potential uses 

Potential users 

Possible 
confounders 

For a population of women under the care ofa given maternity service 
having delivered within a given survey period: Aggregate summa!:v 
scores 011 a multi-dimensional general health status instrumei71 
adminisTered at pre-determined point post-partum, 

In addition to the indicators related 'to specific post-partum 
complications, the Working Group recommends that methods be 
developed for comparing the general, health status of women with 
newborn children, with appropriate population norms. Two kinds of 
comparison may be valuable: 
- between women who have recently given birth and similar women 

who have not and; 
between subsets of women who ha\'e recently given birth. These 
might be defined in terms of, for example, their social circumstances 
or aspects of the maternity care they haw received. 

The use of general measures, encompassing a relatively broad conception 
of heal th status would, it is hoped, allo\v a greater opportunity for the 
impact of childbirth to be assessed on a basis that incorporates the values 
approximating those of the women concerned. This contrasts with an 
approach based on the assessment of a necessarily limited number of 
specific problems. the selection of which may reflect primarily clinical 
concerns. 

The use of an established general heath status measure, such as the SF-36 
(Ware et al 1993) would have the advantage of facilitating comparisons 
with non-childbirth groups. However the validity of such measures has 
not as yet been established in a post-partum population. Augmented or 
modified versions of such standard instruments may provide an effecti\'e 
way forward. 

Population based comparisons: assessment oflocal! regional trends. 

Commissioners; clinicians; national! regional policy makers. 

It is known that general health status measures may be influenced by a 
range of demographic and socio-economic variables. 

15 



Data sources 

Data q uaJity 

Comments 

Further work 
required 

Conclusion & 
priority for 
implementation 

References 

The instrument envisaged for this indicator is likely to be suitable for 
self-completion, with administration by post a possibility. Intervie\v 
administration may hO\vever have advantages in terms of improved 
response rates. 

A review of the suitability of instruments available 'off the shelf'; 
consideration of the pros and cons of inodifying existing instruments to 
enhance their validity in a post-partum population; pilot testing of 
potential instruments. 

Ware, lE., Sno\v, K.K., Kosinski, M., and Gandek, B. (1993). SF-36 
Health Survey, }vlanual and Il1terpretation Guide. The Health Institute. 
New England Medical Center, Boston, ivlA. 
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Chll .. acterisrics 

Candidate indicator 7 Perspeclire: Popuinriol1 
Oil/COllie reloliollshiV' Direct 

Title Maternal mortality 

Inten'ention aims Ensure effective ante-natal, labour, delivery and post-delivery care. 

Definition 

Rationale 

Potential uses 

Potential users 

Possible 
confounders 

Data sou rces 

Data quality 

Comments 

Further work 
required 

For a given three year period: the number of direct and indirect maternal 
deaths (as per ICD-9 definitions) associated wilh pregnancies of Clt least 
241Feeks gestation per 100,000 total births. In addition to the overall 
rate, direct and indirect rates should be reported separately. 

While the rate of maternal mortality in the UK has fallen (for the period 
1991-1996) to 9.8 per 100,000 total births, its importance as an ad\'erse 
outcome remains. The continuing work of the Confidential Enquiries 
into Maternal Deaths (Department of Health et al 1996) reveals that tli.e 
proportion of deaths in which substandard care was considered a factor is 
substantial, implying that the rate could be reduced still further. 

Population based comparisons: assessment of national trends. 

Commissioners; regional/national policy makers. 

The Confidential Enquiries into rvIaternal Deaths. 

It is unknown'\vhether case ascertainment is complete, depending as it 
does on the diagnosis of pregnancy, and the reporting of the death to the 
relevant Confidential Enquiry (McColl and Gulliford 1993). Ho\\'ever. of 
the deaths known to the Enquiry detailed assessment is possible in a very 
'high proportion of cases (in excess of 99% in the most recent report). 

Maternal deaths are sufficiently rare that analysis at the national level is 
required to reduce statistical uncertainty. 

The Working Group als0110ted that while maternal deaths are an 
important outcome of pregnancy and childbirth, they fonn only one 
component of the mortality associated with women's reproductive role, 
the others, outside the remit of the Working Group, being deaths 
associated with contraceptive use and the management of sub-fertility .. 

17 
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Conclusion & 
priority for 
implementation 

References . Department of Health, \Velsh Office, Scottish Home & Health 
Department and Department of Health & Social Services, Northern. 
Ireland. (1996). Repor! Ql1 cOl1fidential enquiries intoll1aternal deaths ;'1 

the United Kingdom 1991-1993. HMSO, London. 

I 
I 

McColl, A.L and Gulliford, M.C. (1993). Poplllation health olltcome 
indicators jar the NHS: ajeasibility study. Faculty of Public Health I 
Medicine of the Royal College of Physicians. London. 
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Characteristics 

Candidate indicator 8 Perspec/i,"e: Population 
Ou/collle relationship: Direct 

Title Stillbirths, neonatal and post-neonatal mortality 

Intervention aims Ensure effective ante-natal, labour, delivery and post-delivery care. 

Definition 

Rationale 

Potential uses 

Potential users 

Possible 
confounders 

For a given resident population and year, the following statistics should 
be compiled per 1,000 total live and still births: 

The number of stillbirths (fetal deaths occurring after 24 weeks 
gestation) 

The number of ne 0 nata I deaths (deaths of infants aged less than 28 
completed days) 
The number of post-ne onata I deaths (deaths of infants aged 28 days 

to one year) 

Figures should be tabulated by birthweight intervals of 500g; i.e. <500g: 
500-999g; 1 000-1499g, etc., and separately by ONS cause groups. 

Stillbirths and infant mortality rates reflect some of the most serious 
adverse outcomes of pregnancy and childbirth and can be used to provide 
an estimate of the overall risk faced by an obstetric population. As 
advances are made in neonatal intensive care, the proportion of infants 
sustained shortly beyond the perinatal period may increase (Field et al 
1988). For this reason it is now considered appropriate to monitor 
neonatal and post-neonatal deaths in place of the perinatal mortality rate. 

The indicators presented here are similar to Public Health Common Data 
Set indicators CDS-C8 and C9 the crucial differences being division of 
perinatal deaths between stillbirth and neonatal deaths and the 
specification of birth weight based tabulations. The importance of 
birthweight in the interpretation of perinatal mortality \\"as discussed 
during the development' of the PHCDS indicators (Mc ColI and Gulliford 
1993), and its use in the presentation of these mortality data is considered 
cruciaJ by the Working Group. The additional specification of tabulation 
by ONS cause groups will allow more detailed analysis, enabling. for 
example separate consideration of deaths associated with congenital 
abnormali ties. 

Population based comparisons; assessment of regional I national trends. 

Commissioners; regional/national policy makers. 

The risks of stillbirth, neonatal and post-neonatal deaths are influenced 
by a wide range of maternal factors - including age, parity, socio
economic status - as well as by improvements in obstetric care. 

19 



Data sources ONS registration data. 

Data quality While registration data on which this indicator is based are likely to be of 
an acceptable quality, it has been noted that unreliability in the 
classification of viability may influence registration of live births and 
hence neonatal mortality rates (Fenton et al 1990). 

Comments Additional data on casual factors will be available from the ongoing 
Confidential Enquiry into Stillbirths and Deaths in Infancy (Department 
of Health 1996). 

Further work 
required 

Conclusion & 
priority for 
implementation 

References Department of Health (1996). Confidential enquily inlo stillbirths and 
deaths in infancy. AnnZlal report. Department of Health, London. 

Fenton, A.c., Field, D.l., Mason, E., and Clark, M. (1990). Attitudes to 
viability of pretem1 infants and their effect on figures for perinatal 
mortality. British Aledical JOIlrnal, 300, 434-6. 

Field, DJ., Smith, H., Ml;son, E., and Milner, AD. (1988). Is perinatal 
mortality still a good indicator of perinatal care? Paediatric and 
Perinatal Epidemiology, 2, 213-9. 

McColl, Al., and Gulliford, M.C. (1993). Population healIh Olllcome 
indicators for the NHS: afeasibility study. Faculty of Public Health 
Medicine of the Royal College of Physicians. London. 
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Chllractcrj~tics 

Candidate indicator 9 PerspeClin:: Clinical 
Olllcollle relationship: Indirect 

Title l\'laternal admissions to ICU 

Intervention aims Ensure effective ante-natal, labour, delivery and post-delivery care. 

Definition 

Rationale 

Potential uses 

Potential users 

Possible 
confounders 

Data sources 

For a given maternity unit, year and admission period (defined below): 
the number of women delivering within the given year who are admitted. 
for any reason related to pregnancylchildbirth, to an intensive care unit, 
divided by the number of women delivering within the given year. T\vo 
admission periods are relevant to this indicator: 

- ante-natal (at more than 2-1 completed weeks' gestarion); 
- post-natal (within 6 weeks ofrhe delil'elJ~. 

In this indicator maternal admissions to intensive care within the two 
specified periods are taken as a proxies for any of a wide range of serious 
complications of pregnancy and childbirth. As some admissions within 
the definition above will not reflect such complications (e.g. admissions 
follo\ving a road traffic accident). individual cases will require review to 
exclude irrelevant admissions. The specification of a relatively brief 
post-natal period within the indicator is made to increase the proportion 
of relevant admissions among those being considered, and thereby 
reduced the impact of any diagnostic uncertainty on the indicator. 

Clinical audit; provider-based comparisons. 

Clinicians. 

\Vhile the development of serious complications may in part reflect the 
effectiveness of prior medical and midwifery care, a \vide range of 
maternal and fetal pre-disposing factors will influence the risks faced in 
any given case. 

Cases in which a particularly high risk of complications is anticipated are 
likely to be over-represented among women under the care of maternity 
units with ready access to lCU facilities. The local availability of 
facilities may also influence the admission thresholds. 

Data would be potentially available from two sources. The routine 
records of the ICU to which the women was admitted would allo\v all 
relevant admissions to be identified" but the reporting of admission rates 
by maternity unit ,,"ould be complicated by inter-hospital transfers. 
Unless data were being collected fr0111 every lCU that might accept 
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Data quality 

Comments 

Further work 
required 

Conclusion & 
priority for 
implementation 

References 

transfers from a given maternity unit, data capture might be incomplete. 
The existence of a national reporting structure, such as that being 
developed by the Intensive Care National Alldit & Research Centre 
(Rowen I 99?), would overcome this problem. The alternative would be 
to capture data from individual maternity units. The difficulty here would 
be to ensure complete capture of cases admitted to ICU independently of 
the maternity unit, for example following sudden collapse. 

The reliability with \vhich 'pregnancy related' admissions may be 
identified will require assessment. 

Pilot testing of different data capture methods. The development of a 
detailed definition of 'pregnancy related' should be considered. In the 
case of the post-natal indicator, the impact of recasting reports in terms 
of the unit at \vhich the women was originally booked - rather than the 
delivery unit - should be assessed. 

Rowen, K. (1 99?) ...... 
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Clmnlctcristics 

Candidate indicator 10 Perspecri\'e: Patient 
Oufcollle relariollShip: Dir<'ct 

Title Pain during labour and delivery 

Intenrention aims Ensure effective labour, delivery and post-delivery care 

Definition 

Rationale 

For a given survey period, and maternity unit or midwifery team: the 
distribution of responses Fom women, delivering within the survey 
period, across the self-report categories of pain in (a) labour and (b) 
delivelY, given below. The resulting fractions should be expressed as 
percentages and reported vvith their denominator, both as overall figures 
and by parity (0, 1,2,3 or more). 

Reports of pain should use the following question fonnat, taken from the 
National BirthdayTrust's (NBT) national survey of pain and pain relief 
in childbirth (Chamberlain et al 1993): . 

Holl' much pain would you say you felt during the labour? (or during the 
delivelY of your baby?, as appropriate): 

A great deal, unbearable 
A great deal, bearable 
Some pain 
VelY little pain 
No pain at all because of effective pain relief 
No pain at allwithollt any pain relief 
Other I don't know 

The proposed indicator focuses on overall estimates of the levels of pain 
experienced in labour and delivery. It identifies those cases where pain 
was not an issue because of effective intervention and also allows the 
derivation of a simply defined ad,'erse outcome: a failure to prevent 
'unbearable' pain. The latter approach has been used in nurnber of 
published trials (e.g. Thornton 1992; Fraser et al 1992). \Vithin the NBT 
survey 16% and 14% of women reported unbearable pain for labour and 
delivery respectively. 

The uncomplicated approach proposed here is expected to have 
advantages over the multi-dimensional McGill Pain Questionnaire 
(MPQ; Melzack 1975, 1983) in terms of the ease with which it may be 
integrated with a self-completed instrument which might be used to 
capture data relevant to a range of outcome indicators. While the MPQ is 
well established within the research literature, the rich information it 
provides on the pain experienced is possibly more relevant to detailed 
evaluations of particular interventions. However, its use in measuring 
labour pain has already been examined (Wilkie et al 1990) and it \vould 
be appropriate to formally assess any practical advantages the NBT 



categories might have o\'er the lvlPQ. 

A focus on perceived pain has the disadvantage of ignoring other 
potential adverse outcomes of pain relief interventions. For example a 
policy that promoted the use of epidural anaesthesia might reduce the 
incidence of high levels of pain, but might also be associated \Vi th a 
variety of negative outcomes such as reduced feelings of control and/or 
enjoyment during labour or additional adverse side effects follo\ving the 
delivery. The NBT survey provides some evidence consistent with this 
hypothesis. It will be important for this indicator to be analysed 
alongside other indicators of the mother's perception oflabour, delivery 
and the immediate postnatal period. 

Potential uses Clinical audit; provider based comparisons. 

Potential users Clinicians; commissioners; service users 

Possible - Parity is included in the definition of the indicator as a control for the 
confounders . longer labours likely to be experienced by nulliparae. The influence of 

socio-demographic factors on reported pain is unkno\vn and will need to 
be disentangled from their effects on the type of analgesia received by 
women in labour. 

Data sources The NBT survey successfully employed a postal self-completion 
questionnaire administered at six months post-partum. There. would be 
potential to integrate similar data collection \vith that required for a 
number ofthe other indicators defined by the Working Group. Ho\vever. 
the NBT survey provides evidence that the timing of the self-report may 
have a significant effect on women's assessments. This effect \vill 
require further investigation if self-reports \vere to be elicited at other 
points in time. 

Data quali~' A response rate of 82% \vas obtained by the NBT postal survey (7~% 
was obtained without reminder). 

Comments Variability in this indicator across providers has not been documented. 
Pilot testing of provider based comparisons is required 10 establish its 
utility as a summary of the effects of pro\'ider policy and practice on the 
effectiveness of pain relief. 

Further work Pilot testing of the indicator should examine the extent to which it has 
required practical advantages over the use of Mc Gill Pain Questionnaire. Socio

demographic and provider effects on self-reported labour and deli\'ery 
pain should also be examined. Additional multivariate analysis of 
existing survey data may be an appropriate way to undertake this \vork. 
Additionally, further study of the effects of survey timing \vill be 
required before implementation using follo\v-up periods other than six 
weeks could be recommended. 
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References Chamberlain, G., Wraight, A. and Steer, P. (1993). Pain and its reliefin 
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Characrrri~lics 

Candidate indicator 11 Perspec/il'e: Cl inical 
Oil/come relationship: Il1dir~ct 

Title Mode of delivery rates 

Intervention aims Ensure effective labour, delivery and post-delivery care. 

Definition For a given maternity unit and year: the number of deliveries associated 
with each of the following modes: 

Spontaneous; 
Assisted; 
Caesarean undertaken before or at onset oflabollr; 
Caesarean undertaken during labollr, 

1 
1 
I 
I 
1 
1 
I· 

each divided by the fatal number of deliveries. The resulting fractions 'I 
should be expressed as percentages, and the results should be reported 

Rationale 

Potential uses 

Potential users 

Possible 
confounders 

both for the \vhole popUlation as well as separately for cephalic and 1 
breech presentations. Assisted deliveries for cephalic presentations 
should be further broken down between ventouse and forceps deliveries; 

The mode of delivery has a potentially wide range of effects on the 
outcome for both mother and infant (e.g. lohanson et a11993; Grant 
1997) and thus, although it is a measure of process, it may be useful to 
those examining clinical practice with a vie\\' to improving outcomes. In 
particular, units with an atypical distribution of cases across delivery 
modes may use this fact as a starting point for further investigation of 
their management of labour and delivery. Users of maternity services 
may also find value in revie\ving this indicator as one means of matching 
their preferences with respect to obstetric intervention to the available 
maternity services. 

Clinical audit; provider based comparisons; assessment of regional 
national trends. 

Clinicians; provider management; commissioners; national! regional 
policy makers; consumers! public. 

A wide range of maternal and fetal risk factors will be associated with 
mode of delivery. In particular, units receiving substantial numbers of in
utero transfers might wish to examine those cases separately. More 
generally, the validity of inter-unit comparisons of obstetric practice with 
respect to delivery methods could be improved by reporting the indicator 
within risk factor defined case mix groups such as the 'standard 
primipara' (Paterson et al 1991; Cleary et al 1996). It should also be 
recognised that the personal preferences of the women served by a given 
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Data sources 

Data quali!)' 

Comments 

F-urther work 
required 

Conclusion & 
priori!)' for 
implementation 

References 

maternity unit may also have some influence on its practice with respect 
to delivery method. 

The required data are available from within the Contract Minimum Data 
Sets for Admitted Patient Care (delivery episodes) and Home Births (all 
episodes). The denominator is given by the total number of babies 
recorded on such episode records. These records may then be broken 
down across the required delivery mode categories, witI1in cephalic and 
breech subsets, with reference to the delivery method, ICD-l 0 diagnosis 
and OPCS-4 procedure fields. 

There is evidence that a substantial proportion of units do not complete 
the de livelY method and number of babies fields of the Contract 
Minimum Data Set for Admitted Patient Care (Middle and Macfarlane 
1995; CleaI)' and Griffin 1997). TI1e completeness of the Home Birth 
CMDS has not been assessed. It may be necessary to use OPCS-4 
procedure fields to identify surgical and instrumental deliveries. Linked 
birth episode records may also be used to count multiple births in the 
absence of an explicit record. Where data are available, there should be 
no major obstacles to recording tolerably well the basic classification of 
mode (and presentation). The distinction between caesareans undertaken 
before or during labour may be less reliable for the subset of operative 
deliveries occurring around the commencement of labour. 

Additional subdivisions of forceps deliveries (e.g. lift out ,·s. rotational) 
may also be of interest in the context of this indicator. Howewr data 
quality considerations make it prudent to begin with a relatiwly crude 
classification, adding detail as information systems begin to demonstrate 
competence. 

Cleary, R., Beard, R.W .. Chapple. l., Coles l., Griffin, M., loffe. 1\1. and 
Welch, A. (1996). The standard primipara as a basis for inter-unit 
comparisons of maternity care. British Journal of Obstetrics aild 
Gynaecology, 103,223-9. 

CleaI)', R. and Griffin, M. (1997). Obstetric quality indicatorsfi'om 
routine data: methods for inter-unit comparisons. CHKS, A1cester. 

Grant, A. Elective wrsus selectiw Caesarean delivery of the small baby. 
(1997). In: Neilson, l.P., Cro\\1her, c.A., Hodnett, E.D., Hofmeyr. G.J .. 
and Keirse, M.l.N.C. (eds.) Pregnancy and Childbirth Module of The 
Cochrane Database of Systematic Revie,vs. The Cochrane Library, 
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Chanlc[e risfirs 

Candidate indicator 12· Perspectin!: Clinical 
Oll/coml? relatio/1ship: Direct 

Title Perineal trauma and episiotomy rates. 

Intervention aims Ensure effective labour, delivery and post-delivery care 

Definition 

Rationale 

Potential uses 

Potential users 

Possible 
confounders 

Data sources 

For a given year, and maternity unit / mid\'v"ifery team: the nllmber of 
lFomen, delivering vaginally in the given year, experiencing a perineal 
tear and/or episiotomy, divided by the number of women delivering 
vaginally in the given year. The following classification should be used: 

Intact perineum: no episiotomy or tear; 

1 sf degree tear; 

2nd degree tear; 

3rd or 4th degree tear; 

Episiotomy (including those to facilitate an instrllmental delire/J). 

The resulting fractions should be expressed as percentages, and reported 
with the denominator, both as an overall figure and broken do\vn by 
parity (0, 1,2,3 or more). ICD-lO definitions of perineal laceration are 
to be used. It is recognised that the categories are not mutually exclusive 
in that an episiotomy may be preceded by a tear. and vice versa. 

Inclusion of vaginal lacerations to be discussed. 

Perineal wounds, whether traumatic or surgical, are associated with a 
variety of adverse outcomes including pain, oedema, infection, and 
sexual dysfunction. The benefits and risks of episiotomy as a means of 
avoiding more severe damage to the perineum and possible cranial 
trauma to the neonate are still matters of research and debate - with 
currently avai'lable research evidence supporting restrictive rather than 
routine use of the procedure (Carrolli et al 1997). 

Clinical audit; provider based comparisons. 

Clinicians; consumers / public 

Parity is included within the definition of the indicator, primarily as a 
proxy for previous perineal trauma or episiotomy. 

The required data are available from within the Contract Minimum Data 
Sets for Admitted Patient Care (delivery episodes) and Home Births (all 
episodes). The denominator is given b); the number of episodes ,,"ithil1 
these data~sets recording a vaginal delil'elY method. This denominator 
may then be subdivided on the basis of parity recorded in the CMDS 
field pregnancy: total previolls pregnancies. These records may then be 
broken down across the required perineal \,'ound categories with 
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Data quality 

Comments 

Further work 
required 

. Conclusion & 
priority for 
implementation 

References 

reference the ICD·I ° diagnosis (070, 'perineal laceration during 
delivery') and OPCS·4 procedure (R17.1 'episiotomy to faciE tate 
delivery') fields. 

There is evidence that a substantial proportion of units do not complete 
the delivery method field of the Contract Minimum Data Set for 
Admitted Patient Care, required to identify the denominator (Middle and 
MacFarlane 1995; Cleary and Griffin 1997). The completeness of the 
Home Birth CMDS has not been assessed. Where data are available, 
there should be no major obstacles to recording tolerably well the basic 
facts of tears and episiotomies. However, it is likely that a relience on 
general diagnosis and procedure fields will result in less complete data 
capture than would be the case if coding was mediated by dedicated 
multiple choice fields \vithin the CMDS. In the absence of such 
dedicated fields this indicator will be critically dependent on the quality 
of the general coding process. Furthermore the distinctions between tears 
of different degrees may be uncertain due to unreliability in either the 
clinical record or the coding process. In particular, the differentiation 
between 3rd and 4th degree tears is believed to be unreliable, and the 
indicator definition avoids this issue by aggregating the data across this 
distinction. 

Carroli, G., Belizan, J., Stamp, G. (1997). Episiotomy policies in \'aginal 
births. In: Neilson. J.P., Cro\\1her, C.A., Hodnett ED .. Hofmeyr, G.J .. 
and Keirse, M.J.N.C. (eds.) Pregnancy and Childbirth Module of The 
Cochrane Database of Systematic Reviews. The Cochrane Library, 
Oxford. 

Clea!)', R.and Griffin, M. (1997). Obstetric quality indicators from 
rOlltine data: methods for inter·zlJ1it comparisons. CHKS, A1cester. 

Middle, C. and MacfarIane, A. (1995). Labour and delil'el}' in 'normal' 
primiparolls women: analysis of routinely collected data. National 
Perinatal Epidemiology Unit, Oxford. 
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CharaC!l'I"istic, 

Candidate indicator 13 Perspective: Clinical 
: Outcome relationship: Dir\!CI 

Title Incidence of severe postpartum haemorrhage 

Inten'tmtion aims Ensure effective labour, delivery and post-delivery care. 

Definition 

Rationale 

Potential uses 

Potential users 

Possible 
confounders 

Data sources 

Data quality 

Comments 

For a given year, and maternity unit / midwifery team: the number of 
women delivering in the given year, sliffering a major postpartum 
haemorrhage (defined as more than 1.000m!), divided by the number of 
women delivering in the given year. The resulting fraction should be 
expressed as a percentage, and reported with its denominator. 

Postpartum haemorrhage (PPH) is associated with maternal morbidity 
and mortality, not only through direct effects and subsequent disease 
(e.g. acute anaemia), but also as a result of the interventions a major 
haemorrhage may necessitate (e.g. general anaesthesia, manual removal 
of the placenta). 

The risks of postpartum haemorrhage may be influenced both by the 
management of the third stage of labour (Prendiville et al 1997) and 
manner in which the placenta is removed following caesarean section 
(Enkin and Wilkinson 1997). 

Population based comparisons; assessment of local/regional trends. 

Commissioners; clinicians: national/regional policy makers. 

PPH is coded within the delivery episodes of the Contract Minimum 
Data Set (lCD-l 0 diagnosis 072 'post-partum haemorrhage'). The 
identification of the subset of these cases meeting the definition of a 
'severe' PPH (> 1 ,000ml) would then rely on a review of cases notes to 
find those meeting the criterion. 

Using the method outlined above case ascertainment would be critically 
dependent on the completeness of routine PPH diagnostic coding. 
Beyond this, the indicator \viII be influenced by the accuracy of the 
clinical note regarding the extent of a given haemorrhage. In addition to 
measurement uncertainty, 'digit preference' may influence the recording 
of bleeds close to the significant 1,000ml threshold. 
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References Enkin, M. W., Wilkinson, C. (1997). Manual removal of placenta at I 
Caesarean section. In: l.P. Neilson, C.A. Cro"vther, E.D. Hodnett, G.J. 
Hofmeyr and M.J.N.C. Keirse (ed.) Pregnancy and Childbirth A10dllle 0/ I 
The Cochrane Database of Systematic Reviews, 'Cochrane Pregnancy . 
and Childbirth Database'. Update Software, Oxford. . 

Prendiville, WJ., Elboume, D. and McDonald, S. (1997). Active versus 
expectantmanagement of the third stage oflabour. In: l.P. NeiIson, CA. 
Cro\\1her, E.D. Hodnett, G.l. Hofmeyr and M.l.N.C. Keirse (ed.) 
Pregnancy and Childbirth jvfodllle o/The Cochrane Database of 
Systematic Reviews, 'Cochrane Pregnancy and Childbirth Database'. 
Update Software, Oxford. 
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Chal":tCluislics 

Perspec/i,.e: 
Oil/come relatiollslrip: Candidate indicator 14 Patient 

Direct. 

Title Incidence of postnatal urinary incontinence. 

Intervention aims Ensure effective ante-natal, labour, delivery and post-delivery care 

Definition 

Rationale 

Potential uses 

Potential users 

Possible 
confounders 

For a given year, follow-up period, and maternity unit / midwifery team: 
the number of women, delivering vaginally in the given year, suffering 
urinary incontinence at the given follmv-up period post-parfllm, divided 
by the number of lFomen delivering vaginally in the given year. Three 
follow-up periods are relevant to the indicator. At around 6 weeks post
partum a baseline rate (excluding the most transient symptoms) may be 
established, the modification of which may be assessed in longer term 
follo\v-upS - 4 and 12 months being suggested as suitable. 

The resulting fractions should be expressed as a percentage and reported 
with the denominator. Figures should be reported both for the whole 
population and broken down by parity (0, 1, 2, 3 or more). The 
operational definition of urinary incontinence remains to be defined. and 
is discussed further in 'Data sources', below. 

Urinary incontinence is a distressing and disabling condition \vith 
implications for the social, psychological occupational, domestic, and 
sexual lives of those it affects (Thomas et al 1980). 1l1e aetiology of 
post-partum urinary incontinence is multifactorial, including both pre
pregnancy and ante-partum factors as well intra-partum causes (Beck and 
Hsu 1965). Approximately 20% of mothers suffer some incontinence of 
urine at three months post-partum (Sleep et al 1984). 

On the basis of existing trials, there is no evidence that episiotomy is 
useful in preventing post-natal incontinence (Carroli et al 1997). A lack 
of research evidence precludes an evaluation of ante-natal pelvic floor 
exercises (PFEs) as a preventative measure (Eastwood 1997). There is 
however research support for the use of PFEs as a treatment for stress 
incontinence. 

Clinical audit; provider-based comparisons. 

Clinicians; commissioners. 

Multiparity is included in the indicator's definition as the main ante-natal 
risk factor a risk factor for post-natal incontinence of urine. 



Data sources 

Data quality 

Comments 

Further "'ork 
required 

Conclusion_& 
priority for 
implementation 

References 

The prevalence of urinary incontinence might be appropriately captured 
using questions such as (taken from Dunn and McIlwaine 1996): 

Do you lose urine when you do not mean ro, with exercise or 
coughing? 
Jfyolllose urine lvhen you do nor mean/o, 1l'ClS if more than twice in 
Ihe last week? 

Jfyou lose urine, was it troublesome enough to wear a pad? 

However, the optimal wordings, the timing of any assessment and the. 
balance between frequency and severity dimensions within the 
operational definition remain to be defined. 

Sleep and Grant (1987) successfully used a postal questionnaire to 
capture incontinence data, using similar questions to those above, at three 
years post-partum. 

An alternative approach to data collection would rely on routine health 
care contacts. In general practices maintaining computerised clinical 
records, relevant data could, in theory, be identified through the use of 
Read codes for childbirth (birth details (63 .. », and urinary incontinence 
(1A23.), stress incontinence (lA24.), or urge incontinence (1A26.). 
Health Visitor records might also be a valuable source of data to support 
this indicator. 

Sleep and Grant (1987) obtained a 67% response rate for a three year 
postal follow-up, higher levels of response might be expected with a 
shorter follow-up period or interview assessment. The development of 
routine clinical data from general practices is at a very early stage, and 
widespread accurate data collection via this route is currently unlikely to 
be obtained. 

Urinary incontinence needs to be operationally defined in terms of a 
standard instrument. Such an instrument could also be used to validate 
routine data collection in the primary care setting. 

I 

Beck, R.P. and Hsu, N. (1965). Pregnancy, childbirth and the menopause 
related to the development of stress incontinence. American Journal of 
Obstetrics and Gynaecology, 91,820-903. 

Carroli, G., Belizan, J., Stamp, G. (1997). Episiotomy policies in vaginal 
births. In: Neilson, J.P., CrO\\1her, c.A.. Hodnett, E.D., Hofmeyr. G.J .. 
and Keirse, M.J.N.C. (eds.) Pregnancy and Childbirth Module of The 
Cochrane Database of Systematic Reviews. The Cochrane Library. 
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Dunn, p.M. and McIlwaine, G. (1996). Perinatal audit. Prenatal and 
Neonatal Medicine, 1, 160-94. 

Eastwood, A (1997). Interventions associated with pregnancy and 
childbirth. In Working Group on Olllcome indicators for lIrinwy 
incontinence: report to the Department of Health. (ed. 1 Brocklhurst 
M. Goldacre, A. Mason, E. Wilkinson, A Eastwood. CASPE Research / 
Unit for Health Care Epidemiology, London / Oxford. 

Sleep, 1. and Grant, AM. (1987). West Berkshire perineal management 
trial: Three year follow up. Bl\1J, 295, 749-51. 

Sleep, l., Grant, AM., Garcia, 1., Elbourne, D.R., Spencer, lAD, 
Chalmers,1. (1984). West Berkshire perineal management trial. Bl\1J, 
289,587-90. 

Thomas, T.M., Plymat, K.R., Balnnin, 1. and Meade. T. W. (1980). 
Prevalence of urinary incontinence. BAlJ, 281, 1243-5. 
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Ch:1 nl ctrristics 

PerspeCli,'e: 
O/llcome relationship: Candidate indicator 15 P~tienl 

Direct 

Title Incidence of postnatal faecal incontinence. 

Inten'ention aims Ensure effective ante-natal, labour, delivery and post-delivery care 

Definition 

Rationale 

Potential uses 

Potential users 

Possible 

For a given year, follow-up period, and maternity unit! midwifery team: 
the number of women, delivering vaginally in Ihe given year, suffering 
faecal incontinence at the given follow-Ifp period post-parIum, divided 
by the number of women delivering vaginally in the given year. 

The resulting fraction should be expressed as a percentage and reported 
with the denominator. The operational definition of faecal incontinence 
remains to be defined, as does the appropriate follow-up interyaL 

The distressing nature of any forn1 of faecal incontinence can lead to 
significant social disablement (Sultan and Kamm 1997). In a recent 
survey of 900 women, 4% had developed new faecal incontinence by 
approximately 10 months after delivery (MacArthur et al 1997), For o\'er 
half these women the symptoms were unresolved by the time of follo\y
up, and only a small proportion had consulted their doctor regarding the 
problem. \Vhile the onset of symptoms tended to be soon after deli\'ery, 
this was not always the case, Among yaginal deliyeries, instrumental 
delivery (forceps or \·acuum) was the only significant obstetric risk factor 
identified. In reyie\ying a range of eyidence, Sultan and Kamm conclude 
that liberal use of episotomy cannot be justified with respect to the 
prevention of anal incontinence, and emphasise the need for education 
among obstetric staff as to the proper identification and appropriate 
managementof anal sphincter disruption, 

The likely early onset of faecal incontinence following childbirth 
(MacArthur et al 1997) would allow this indicator to use a relatiyely 
short follow-up period - perhaps three months - for the purposes of data 
capture. However in addition the prevention of faecal incontinence. the 
effectiveness of its treatment is an additional concern. If, as MacArthur et 
al report, in the majority of cases symptoms remain unresolved at 10 
months, then a longer follow-up, relying on retrospective collection of 
data relating to incidence and time of onset, may be advantageous. 

Clinical audit; provider-based comparisons, 

Clinicians; commissioners, 

The likelihood that subsequent vaginal delivery may exacerbate faecal 
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confounders 

Data sources 

Data quality 

Comments 

Further work 
required 

Conclusion & 
priority for 
implementation 

References 

incontinence due to pre\'ious anal sphincter trauma may make it 
appropriate to break this indicator down by parity. 

Data capture for this indicator will require a specific survey, presllmably 
of a sample of the relevant obstetric population. The extremely sensiti ve 
nature of the subject makes a postal survey, or other method based on a 
self-completed questionnaire, inappropriate. MacArthur et al specifically 
excluded questions on faecal incontinence from the questionnaire phase 
of their wider study of post-natal morbidity, and approached the issue in 
a subsequent home interview by a research midwife. Their methods 
probably provide the ideal model for data collection; however their 
practicality outside the context of a research project are doubtful. The 
practicality, and impact on women's reports of faecal incontinence, of 
alternative methods based around existing health service contacts should 
be explored. The MacArthur sprvey also provides an operational 
definition of faecal incontinence including frank incontinence, soiling 
and urgency, although it has been suggested that it would be additionally 
useful to enquire about the involuntary loss of flatus (Dunn and 
McIlwaine 1996, Sultan and Kamm 1997). 

MacArthur et al \\"ere able to interview a high proportion (78%) of the 
women identified by their sampling frame. Attempts to move data 
collection to routine health service contacts may suppress self-reports of 
incontinence. 

Development and piloting of practical data collection methods. 

Dunn, P.M. and Mcllwaine, G. (1996). Perinatal audit. Prenatal and 
Neonatal A1edicine, 1, 160-94. 

MacArthur, c., Bick, D.E. and Keighley, M.R.B. (1997). Faecal 
incontinence after childbirth. British Journal 0/ Obstetrics and 
Gynaecology, 104,46-50. 

; 

Sultan, A.H., and Kamm, M.A. (1997). Faecal incontinence after 
childbirth. British Journal o/Obstetrics and Gynaecology, 104,979-82. 
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Charactcri~tir~ 

Candidate indicator 16 Perspectil'e: Clinical 
Olltcollle relationship: Inuirect 

Title Admission to Special Care Baby Unit 

Intervention aims Ensure effective ante-natal, labour, delivery and post-delivery care 

Definition 

Rationale 

Potential uses 

Potential users 

Possible 
confounders 

Data sources 

For a given year and maternity unit f midwifery team: the number of 
babies ~vithollt congenital malformation and of at least 37 completed 
weeks gestation 11'110 are born lFithin the given year and admitted to a 
special or neonatal intensive care unit within 7 days of birth, divided by 
the number of babies without congenital malformation and of at least 3/ 
completed weeks gestation born within tile gi .... en year. The resulting 
fraction should be expressed as a percentage and reported with its 
denominator. 

In order to reduce the effect of inter-unit variability in the definition of 
special or neonatal intensive care, admission is taken to imply a physical 
separation of mother and baby. In order to reflect serious problems rather 
than brief precautionary observations, admissions are only included 
within the numerator if they last for at least 48 hours. 

A high rate of admission to special care of non-malformed term babies to 
special care, relative to other units with a similar case mix, may reflect 
suboptimal intra-partum or neonatal care (Dunn and McIlwaine 1996). 

Clinical audit; provider-based comparisons. 

Clinicians; commissioners. 

While the indicator specifies term babies, \'ariation in birtlnveight within 
this group will be associated with the rate of admission to special care. 
The local provision and availability of special care facilities is likely to 
influence admission and discharge thresholds, and thereby the number of 
cases meeting the operational definition of an admission to special care. 

Relevant data are held witf1in the Contract Minimum Data Set for 
Admitted Patient Care and Home Delivery. Tern1 babies born within the 
given year may be identified with reference gestation and date ofbirth 
fields within birth episodes for the unit or team under consideration. The 
birth epsiodes, and general epsiodes for the same neonate (linked via the 
NHS number), could then be examined for lengths of stay in excess of 
two days which that include a neonatallerel of care field coded as 1. 1 
or 3 ('special care', 'level 1 intensive care' and 'level 3 intensive care') 
respectively. This method however identifies a superset of the numerator 

38 

I. 
1 
I 
1 
1 
1 
1 
1 
1 
1 
1 
I 
I 
I 
I 
1 
I 
I 
I 
1 



I 
I 
I 

I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 

Data quality 

Comments 

Further work 
required 

Conclusion & 
priority for 
implementation 

References 

specified by the indicator. Additional data would ho\vever be required 
identify those cases where at least 48 hours \vere spent in special care 
(the neonatallevel of care indicator refers to the highest level of care 
within an episode). Furthermore, while any admission to 'level 2' or 
'level 3' intensive care is likely to meet the indicator's operational 
definition of special care, the CMDS designation of 'special care' may 
include cases where there is no physical separation from the mother. 

Where special care units have their own clinical information systems, 
these may provide a more practical source for the routine capture of this 
indicator. 

The general completeness ana. accuracy of the neonatallevel of care field 
of the CMDS has not been established. The quality of information from 
specialised clinical information systems covering special care \vould 
depend on local circumstances. 

Dunn, P.M. and McIlwaine, G. (1996). Perinatal audit. Prenatal and 
lYeonatal !\fedicine, 1, 160-94. 
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Ch:lrarlcrisrics 

Candidate indicator 17 Perspecliw: Clinical 
all/COme relmiOllship: Illdirect 

Title Emergency postnatal admission of mother. 

Intervention aims Ensure effective ante-natal, labour, delivery and post-delivery care. 

Definition 

Rationale 

Potential uses 

Potential users 

Possible 
confounders 

Data sources 

For a given year, follow-up period and maternity unit) mid\vifery team: 
the number a/women delivering within the given year and subsequently 
admitted 10 hospilCll as emergencies, within Ihe specified period post
partum, divided by the number o/women delivering within Ihe given 
year. T;\vo follo,v-up periods are suggested, although others may also be 
relevant: 

7 days post-parIum; 

28 days post-partum. 

Tbe resulting fraction should be expressed as percentages and reported 
,,,,itb the denominator. 

Unplanned re-admissions may reflect an adverse outcome of antecedent 
health care and/or the development of complications. With appropriate 
consideration of patient risk factors readmission rates may draw attention 

'to aspects of the planning, organisation and delivery of care which may 
require review. 

Due to acknowledged problems with routine diagnostic coding, it is 
recognised that the information required to distinguish relevant and 
irrele"ant re-admissions may not be readily available. Additionally. 
dial!nostic uncertainty durinl! such emen!encv admissions ,,'ill also affect -- ......... - . 
the reliability with which this distinction may be made, To be inclusive. 
therefore, tbis indicator counts all admissions irrespecti,'e of the recorded 
reason. 

Clinical audit. 

Clinicians; commissioners. 

A wide range of maternal risk factors are likely to influence the postnatal 
emergency admission rate. Additionally, those units with relatively long 
average lengths of stay for delivery epsiodes may have reduced 
readmission rates, as complications have a greater opportunity to become 
apparent prior to discharge. 

The required data for capturing the index deliveries are available from 
within the Contract Minimum Data Sets for Admitted Patient Care 
(delivery episodes) and Home Births (all episodes). Subsequent 
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emergency admissions would be identifiable from the Admitted Patient 
Care CMDS for general episodes, and could be linked with the index 
deliveries by means of the NHS number. 

The basic facts of the occurrence of a delivery and a subsequent 
emergency admission are likely to be tolerably well recorded by the 
CMDS. 

Many questions remain about the validity and utility of this indicator (see 
for example~ Milne and Clarke (1990» and it cannot be recommended for 
implementation in advance of pilot testing. However, its potentially 
straightforward derivation from routine information systems (once 
developments such as the NHS number are in place) makes such 
exploratory work \yorthwhile. Where such pilot testing undertaken, 
parallel consideration could be given to the merits of an indicator 
covering the emergency inpatient readmission of neonates. 

Milne, R. and Clarke. A. (1990). Can re-admission rates be used as an 
outcome indicator? British Jledical Journal, 301, 1139-40. 
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Charactcri~tirs 

Candidate indicator 18 Perspecliw: Clinicnl 
Oil/come refa/iOllship: Indirect 

Title Detection and treatment of rhesus isoimmunisation in pregnancy 

Inten'ention aims Detect and respond to specific disorders affecting the baby. 

Definition 

Rationale 

For a given survey period, and maternity unit I midwifery team: 

Detection: 

The number of women booked within the survey period fOJ' pregnancy 
care, 'who have their Rh group determined antenataliy, divided by the 
number of women booked within thesurl'ey periodfor pregnancy 
care. 

- The number of women booked within the Sllrvey period for pregnancy 
care who are screened for a17libodies between 28-36 1reeks gestation, 
divided by the 17l1mber of1romen booked within the surrey pel'iodfor 
pregnancy care. 

Treatment: 

- The number o/,women booked 1l'itl1i17 the SIllTe}' period fOJ' pregnal1cy 
care and who meet rhe criteria fOJ' ami-D immu11oglobulin treatmen! 
(see belollJand are so treared, divided by 'he number of1romen 
booked within the surrey period for pregnCtl1C)' care and 11'ho meetti7e 
criteria for anri-D immunoglobulin treatment. 

The criteria for the administration of anti-D IgG are given in BenbO\Y 
et al (1997) and comprise two categories of indication: foIIO\ying the 
delivery of a RhD-positive baby; and following an event or procedure 
(e.g. choronic villius sampling, closed abdominal trauma) that carries 
a risk of transplacental haemorrhage. Full details of the latter are 
given in Benbo\v et al (1997). 

The resulting fractions should be expressed as percentages and reported 
with their denominators. 

Without prophylaxis a significant proportion ofRhD-negative \yomen 
who give birth to a RhD-positive baby will develop immune anti-D as a 
result of feta-maternal haemorrhage. The recommended practice of 
administering anti-D IgG postnatally in such cases, as \yell as following 
miscarriage and a range of antenatal events associated with feto-maternal 
haemorrhage has contributed to a substantial fall in deaths attributed to 
haemolytic disease of the newborn (Clarke and Hussey, 1994). However. 
there is evidence that aspects of the guidelines are not being adhered to 
universally (Howard et aI, 1997). The indicator defined here measures 
compliance with the guidelines, as recently reiterated by Benbow et al 
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(1997). 

Clinical audit; provider based comparisons; assessment of regional / 
national trends. 

Clinicians; provider management; commissioners; national/regional 
policy makers. 

Audit of case notes. 

The accuracy of the indicator will depend on the completeness of clinical 
notes with respect to screening and its results, the administration of 
anti-D IgG, and the occurrence of a wide range of antenatal events which 
may be associated with feto-maternal haemorrhage. 

References Benbow, A. Semple, D. and Maresh. 1'v1. (1997). Effectiye procedures in 
maternity care suitable for audit. The Royal College of Obstetricians and 
Gynaecologists, London. 

~ 

Clarke, CA. and Hussey, R.M. (1994). Decline in deaths from Rheslls 
haemolytic disease of the ne\yborn. Journal a/the Royal College of 
Physicians of London, 28,310-1. 

Howard, H.t., Martlew, V.J., McFadyen, l.R. and Clarke, CA. (1997). 
Preventing Rhesus D haemolytic disease of the newborn by giving anti
D immuglobulin: are the guidelines being adequately followed?, 10-&. 37-
41. 
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Chal'actcl"i~tics 

Candidate indicator 19 Perspective: Clinical 
Olltcome relatiollsilip: Direct 

Title Incidence of eclampsia. 

Intervention aims Maintain the pregnancy. 

Definition. 

Rationale 

Potential uses 

Potential users 

Possible 
confounders 

Data sources 

Data quality 

For a given resident population and year: the number of cases of 
eclampsia (both pre- and post delivelY) among women delivering in the 
given year, divided by the number afwomen delivering in the given year. 
The resul ting fraction should ~e expressed as a rate per 1,000 women. 

Eclampsia, defined as the occurrence of one or more convulsions (fits) in 
association vvith the syndrome of pre-eclampsia, is a rare but serious 
complication. In the UK it has a incidence of approximately of 1 in 2000 
deliveries (Douglas & Redman 1994) and is associated with significant 
morbidity and mortality. One aim of antenatal care is to detect pre
eclampsia, in the hope that the onset of serious complications (including 
eclampsia) can be delayed or prevented. There is some evidence that the 
occurrence of eclampsia can be reduced by the use of anti-convulsant 
drugs (Duley et al 1997). The risks of eclampsia may also be increased 
among women receiving relati"ely low levels of ante-natal care. 

Assessment of regional! national trends. 

Commissioners; clinicians; national! regional policy makers. 

It may be helpful to examine indicator results in the light of additional 
infonnation on the distribution of parity and the occurrence of multiple 
pregnancies within the relevant population. 

The required data are available from within the Contract Minimum Data 
Sets for Admitted Patient Care (delivery episodes). The denominator is 
given by the number of such episode records. The numerator is the size 
of the subset of records which include an I CD-l 0 diagnosis of 
'eclampsia' (015). , 
The validity of comparative reports based on this indicator will be 
dependent on the reliability of the clinical diagnosis of eclampsia. The 
salience of this complication increases the likelihood that where a 
clinical diagnosis has been made it will also be recorded within the 
relevant lninimum data set. However the rarity of the event means that 
missing even small numbers of cases via the routine coding of diagnostic - . --
infom1ation can have a large impact on the indicator results. It may be 
that a dedicated 'adverse event' recording system would more easily 
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Chllrarrcrbrics 

Candidate indicator 20 Pcrspcclh'c: Clinical 
Oil/come re/Clliol1ship: Direc( 

Title Gestational age 

Inten'ention aims Maintain the pregnancy 

Definition 

Rationale 

Potential uses 

For a given year, and maternity unit or midwifery team: rhe disfribufion 
of gestational age associated with registrable births within the given 
year, across the following categories: 

Extremely pre-term: Gestation < 28 completed weeks (CW) 

Very pre-ferm: 28 eW:5 Gestation < 32 ew 
Pre-term: 32 efV:5 Gestation < 37 ew 

- Term.' 37 CW :5 Gestation < 42 CW 

- Post-term: Gestation ~ 42 CW 

The resulting fractions should be expressed as percentages and reported, 
with their denominators, separately for single and multiple births. 

In line with the WHO definition, gestational age should be measured 
from the first day of the last normal menstrual period (LMP). 

If the LMP is not kno\yn or is uncertain, or if the discrepancy bet\yeen 
the expected date of delivery based on ultrasonography and on LMP 
exceeds two s.tandard deviations about the mean at the time of 
examination (5 days for examinations up to 14 \yeeks, increasing to 6 

, days thereafter), the duration of pregnancy should be based on 
ultrasonography dating, proyiding the relevant examination has taken 
place prior to 20 weeks. 

j 

Preterm birth represents a major factor in perinatal and infant mortality 
(Rush et al 1976). Delaying birth and prolonging gestational age may 
improve a newborn's chances of survival and reduce the risk of 
subsequent morbidity. The indicator reflects the extent to which the goal 
of term pregnancies has been achieved. There is some evidence that the 
risk of preterm birth can be influenced by interventions addressing social 
factors and 'life-style' factors - for example by encouraging appropriate 
use of maternity leave (P.piernik 1995). Beyond this role as an outcome 
measure, the indicator is likely to primarily be of use as a case mix 
descriptor for a number of other indicators specified by the Working 
Group. A provider-based denominator is specified above, however 
reporting the gestation figures on a popUlation basis would be feasible 
and woulg be of value in the interpretation of other population based
indicators. 

Case mix descriptor; assessment of regional/national trends. 
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Potential users 

Possible 
confounders 

Data sources 

Data quality 

Comments 

Further work 
required 
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priority for 
implementation 
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Clinicians; commissioners; national/regional policy makers. 

A \-vide variety of factors are associated 'with pre-term birth, including 
maternal socio-demographic factors, medical complications and obstetric 
history (Alexander et al 1991). 

The required information is available from birth registrations. 
Alternatively the data are available from within the Contract Minimum 
Data Sets for Admitted Patient Care (delivery episodes) and Home Births 
(all episodes). The denominator is given by the total nllmber of babies 
recorded on such episode records. These records may then be broken 
down across the specified gestation categories with reference to the 
gestation length field. 

There is evidence that a substantial proportion of units .do not complete 
the birtlnreight and number of babies fields of the Contract Minimum 
Data Set for Admitted Patient Care (Middle and Macfarlane 1995; Cleary 
and Griffin 1997). The completeness of the Home Birth CMDS has not 
been assessed .. 

The accuracy of the routine recording of gestational age may be 
compromised by a failure to comply with the completed weeks 
definition. Systems based on the capture of the underlying dates may 
have advantages in this respect. 

Alexander, G.R., Weiss, J., Hulsey, T.e. and Papiernik, M. (1991). 
Preterm birth prevention: an evaluation of programs in the United States. 
Birth, 18, 160-9. 

Cleary, R. and Griffin, M. (1997). Obstetric quality indicators ji-om 
routine data: methods for inter-unit comparisons. CHKS, A1cester. 

Middle, C. and Macfarlane, A. (1995). Labollr and delivelJI in 'normal' 
primiparous women: analysis ofroutinely collected data. National 
Perinatal Epidemiology Unit, Oxford.Dunn, P.M. and McIlwaine, G. 
(1996). Perinatal audit. Prenatal and Neonatall\1edicine, 1, 160-94. 

Papiernik, (1995). Prevention of preterm birth in France. In: B. Sachs 
et al (ed.) Reproductive health care for 11'0men and babies: policy and 
ethics., Oxford University Press. 
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Cllllrartrri~lics 

Candidate indicator 21 Perspecfil'e: Clinical 
Ollfcome relatiOllship: Direcl 

Title Birthweight 

Intervention aims Maintain the pregnancy 

Definition 

Rationale 

Potential uses 

Potential users 

Possible 
con founders 

, Data sources 

For a given year, and maternity unit or midwifery team: the distriblllion 
of birth weight associated with registrable births within the given year, 
tabulated by intervals of 500g, 

The figures should be expressed per 1,000 births and reportedo with their 
denominators, separately for single and multiple births. 

Many maternal behavioural and biological factors contribute to low 
birthweight, which in turn can increase infants' likelihood of disease and 
death. Among singletons born in 1993, birth weights below 1500g 
accounted for around 40% of still births and neonatal deaths, with rates 
of 60% and 75% respectively applying to multiple births (OPCS 1994). 

The association of birth weight \vith gestation makes the comments on 
the maintenance of pregnancy noted in Indicator ?? relevant to the 
indicator specified here. Additionally, education programmes 
encouraging smoking cessation - see Indicator ?? - may have a role in 
reducing intra-uterine grO\\1h retardation and thereby improving 
birthweights. ' 

As an outcome statistic. the indicator reflects the extent to which the 
avoidance of 10\\' birth\\'eight has been achieved, Howe\'er, it is also 
likely to be of use as a case mix descriptor for a number of other 
indicators specified by the Working Group. A provider-based 
denominator is specified above. ho\vever reporting the gestation figures 
on a population basis would be feasible and would be of\'alue in the 
interpretation of other population based indicators. 

Case mix descriptor; assessment of regional/national trends. 

Clinicians; commissioners; national/regional policy makers. , 
A wide variety of factors are associated \vith low birthweight, including 
maternal socio-demographic factors, medical complications and obstetric 
history. 

The required information is available from birth registrations. 
Alternatively the data are a\'ailable from within the Contract Minimum 
Data Sets for Admitted Patient Care (delivery episodes) and Home Births 
(all episodes). The denominator is given by the total HlImber of bClbies 
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Data quality 

Comments 

Further work 
required 

Conclusion & 
priority for 
implementation 

References 

recorded on such episode records. These records may then be broken 
down across'the specified gestation categories with reference to the 
birtlnveight field. 

There is evidence that a substantial proportion of units do not complete 
the birthweighl and 11lllilber of babies fields of the Contract Minimum 
Data Set for Admitted Patient Care (Middle and Macfarlane 1995; Cleary 
and Griffin 1997). The completeness of the Home Birth CMDS has not 
been assessed. 

Cleary, R. and Griffin, M. (1997). Obstetric quality indicatorsji'om 
routine data: methods for inter-unit comparisons. CHKS. Alcester. 

Middle, C. and Macfarlane, A. (1995). Labour and delivery in 'normal' 
primiparous women: analysis ofroutinely collected data. National 
Perinatal Epidemiology Unit, Oxford. 

Office of Population Censuses and SUI'yeys (1994). Infant and perinatal 
mortality 1993: RHAs and DHAs. OPCS Monitor. Series DH3 9411. 
London, HMSO. 
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Characlcri~lks 

Candidate indicator 22 Perspec/i\'c: Clinical 
Oil/collie re!a1iOl1ship: [ndirt:ct 

Title Use of antenatal corticosteroids to enhance pulmonary maturity 

Inten'ention aims Detect and respond to specific disorders affecting the baby 

Definition 

Rationale 

Potential uses 

Potential users 

Possible 
confounders 

Data sources 

Data quaIit~y 

Comments 

Further work 
required 

Conclusion & 
priority for 
implementation 

For a given year and maternity unit: the number of women delivering in 
the given year at less than 36 completed weeks gestation and for whom 
the administration of corticosteroids is indicated. and who receive this 
treatment, divided by the number of women delivering in the given year 
at between 24 and 36 completed weeks gestation andfor lvhom the 
administration of corticosteroids is indicated. The resulting fraction 
should be expressed as a percentage and reported with its denominator. 

Indications for the use of corticosteroids are given in the relevant 
guideline from the Royal College of Obstetricians and Gynaecologists 
(1996). 

A policy of administering corticosteroids to \vomen who are expected to 
deliver preterm can achieve substantial reductions in neonatal morbidity 
and mortality. The proposed indicator measures compliance \vith current 
recommended practice in this area. 

Clinical audit; inter-provider comparisons; assessment of regional I 
national trends. 

Clinicians; commissi<;>ners: regional I national policy makers. 

Audit of case notes. 

The accuracy of the indicator will depend on the completeness of clinical 
notes with respect to relevant indications, contraindications and details of 
corticosteroid administration. 
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Characteristics 

Candidate indicator 23 Perspeclil'l!: Pati~llI 
O/llcome relaliollsbip: Dir~ct 

Title \Vomen's experience of maternity services. 

Intervention aims Ensure mother is satisfied with the support she has received and that she 
and her baby have been at the centre of care. 

Definition 

Rationale 

Potential uses 

Potential users 

For the population of women under the care of a given maternity seryice 
and delivering within a given survey period: a summary of women's 
responses to a standard questionnaire assessing their experiences of / 
satisfaction with the maternity services they received. Summary / 
aggregate scores should be presented together with details of sampling 
and response rates. 

The recent report of the Expert Maternity Group (Department of Health 
1993) identified the following objective for the development of maternity 
services in the UK: 

The Vie)l'S of women who use the service should be regularly 
monitored and services adjusted to reflect their needs, 

Surveys of users' satisfaction with the services provided to them 
represent one practical and potentr~dly valuable method of monitoring 
those views and providing a basis for modifying the service. While the 
use of structured questionnaires does not obviate the need to explore 
users' views using in-depth qualitative methods, the availability of 
standard indicators of user views will allO\\' providers to analyse their 
results on a comparatiye basis. Such inter-service comparisons can be 
used to highlight problem areas and guide more detailed local 
investigations. As noted below, variables reflecting the population sen'ed 
by a given maternity unit are likely to influence the results obtained in a 
survey of that population's experiences. It is therefore vital that any 
comparative analysis is undertaken in a collaborative spirit intended to 
improve services for alL Data on women's experience of, and satisfaction 
with, services are not a suitable basis for a simplistic 'league table' 
approach to comparisons. 

While there may be cl!}ncerns about the potential for satisfaction data to 
be misinterpreted, units undertaking surveys of this kind may feel it is 
appropriate to publish the results in such a way as to allow potential 
future service users to compare the views of their predecessors across the 
range of service options available to them . 

. -
Clinical audit; provider based comparisons; regional and national trends. 

Clinicians; provider management; commissioners; consumers / public. 
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Possible 
confounders 

Data sources 

Data quality 

A variety of socio-demographic factors and variables related to obstetric 
history are likely to influence women's reports of their experience of 
maternity services. While inter-unit comparisons, particularly against 
norms derived from a peer group units (e.g. inner city, non-teaching) 
may be useful, conclusions drawn in this way should be treated with 
caution. 

A variety of suitable measures are available; off-the-shelf. The 
availability of such measures obviates the need to develop and test 
questionnaires from scratch, and \vould allow a group of units to agree 
on the use of a given questionn~ire in order facilitate inter-unit 
comparisons of the results. Several of the available options, all suitable 
for postally administered self-completion, are noted here. The final 
choice of questionnaire is likely to be guided by local consideration of 
issues such 'as the instruments' relative coverage of different aspects of 
the maternity services. 

Survey of Women 's experience a/maternity services, short form. 
(Lamping and Rowe 1996). A relatively brief questionnaire that 
allows summary scores to be calculated for each of several aspects of 
care: overall care; antenatal care: care during labour; and postnatal 
care. 
Women's experience a/maternity care - a survey manual (Mason 
1989). This much more detailed, and longer, survey instrument 
produced by the OPCS, was the basis for the 'short form' developed 
by Lamping and Ro\\-e. 
1\1arernity care SllITe)' (Audit Commission 1997). This is the 
questionnaire used in the Commission's 1997 audit of maternity 
services - the report of which pro\'ides a source of some comparati \'e 
data - has a strong bias towards coverage of post~natal care. 

Additional guidance on the selection and use of off-the-shelf measures 
will be available shortly in the form of a resource pack, in preparation by 
the College of Health, that is to include a revie,Y of the pros and cons of 
a range of quantitative instruments and other, qualitative, approaches to 
gauging the views of maternity service users. 

On the basis of previous experience with the instruments discussed 
above, response rates of around 70% can be expected with questionnaires 
of this kind. Ho,vever, while and the demographic and clinical details of 
responders and non-responders may be compared to establish whether 
substantial differences exist, the satisfaction of the latter group will 
remain unknown. The exclusion from postal surveys of women with 
visual or cognitive disabilities, or who are not English speaking. may 
have a systematic effect on aggregate satisfaction data. These factors 
underline the need to supplement standard postal surveys with other 
forms of data collection. 
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