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Adverse events still occur in maternity care, and many could be
avoided. We must be better at learning from our own mistakes.

Despite the high standard of maternity care in Norway, adverse events with serious outcomes for the
mother and|or child sometimes occur. Reports of serious incidents in connection with childbirth
regularly appear in the media, often in relation to fatalities or injuries as a result of inadequate health
care or medical errors. These stories leave a lasting impression.

Itis not only the family in question that suffers; the obstetricians and midwives involved are also
affected. For some, the psychological strain can be so great that they do not want to continue working
in maternity care (1). About half of such adverse events could have been prevented if the birth had been
handled differently (2-4). What can go wrong during childbirth, and why do the same types of events
seem to happen repeatedly?

Major changes

Maternity care in Norway has changed dramatically in the last 100 years. In 1920, there were three
maternity units in Norway. Most women gave birth at home, with only the poorest giving birth in
hospitals. By around 1970, there were almost 200 maternity units. The current figure is 45, and more
than 55 ooo babies are born every year (5).

The birthing population has also changed. The average age has risen, and more women are successfully
conceiving despite complicating factors such as obesity and chronic disease. The number of pregnant
women with an immigrant background has also risen. This can entail communication problems and
make it difficult to obtain important information about the woman's health and previous births.

In addition, the number of induced births has doubled in the last 15 years. In 2020, labour was induced
in almost one in every three births (5). Nowadays, it is not only women with high-risk pregnancies who
are induced, but also healthy expectant mothers with no complications or who are not overdue. This
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increase has no clear clinical justification. Induced labours are resource-intensive, because close
monitoring is required by both a midwife and an obstetrician.

«The changes have led to much higher workloads at several maternity wards»

The changes have led to much higher workloads at several maternity wards. Maternity staff have
expressed that the situation is unsustainable and that something needs to be done, but hospital
management and politicians have yet to act. Many midwives are leaving or threatening to leave the
profession. They fear that staff shortages will prevent women in labour from receiving proper care.

Where is maternity care failing?

Norway is one of the safest countries in the world to give birth in. Perinatal mortality is low, with only
3.8 deaths per 1000 births (5). Expectations are therefore high as regards safe and good-quality
maternity care. However, when assessing the quality of maternity care, we cannot solely rely on official
statistics such as perinatal mortality, maternal deaths, number of perineal lacerations or other quality
indicators (6). In order to form an overall picture, adverse events must also be recorded and analysed
internally in the ward to ascertain whether routines and practices should be changed.

It is important to identify the underlying causes of substandard care. Feedback must therefore be
sought from patients and their families after an adverse event has occurred. In a hectic working day,
quality assurance is often downgraded, which is unfortunate because it prevents lessons being learned
from adverse events.

In 2004, a nationwide inspection was carried out in Norwegian maternity units. The results showed
that routines and practices for dealing with acute incidents, calling a doctor, accountability,
documentation and training of obstetricians and midwives had scope for improvement (7).
Improvements have been made since this inspection, but experiences from the inspection and some of
the cases in the Norwegian System of Patient Injury Compensation show that there are still
shortcomings in maternity care. It is particularly concerning that the same errors appear to recur over
time (2,3, 8, 9).

During childbirth, acute events are not uncommon. Most are dealt with quickly and in accordance
with good practice. However, accidental injuries, complications that require further treatment,
prolonged hospital stays or, in rare cases, death can also occur. International studies show that adverse
events occur in one in every ten births (10). Adverse events may be the result of medical errors, but can
also be due to other reasons. In 2016, the Norwegian Board of Health Supervision investigated how
three categories of acute events with adverse outcomes were dealt with in Norwegian maternity units.
Substandard maternity care was found in six out of ten events, and this was shown to be directly
associated with the serious outcome (8). We discuss below some areas where errors are often repeated.

«A breach in the standard of maternity care was found in six out of ten events, and
this was shown to be directly associated with the serious outcome»

It is important to monitor the fetus during labour. A fetal stethoscope or handheld Doppler is used to
monitor low-risk parous women, while electronic fetal monitoring (cardiotocography (CTG) and ST
analysis of the fetal ECG (STAN) are used for high-risk parous women (11). Several studies, both
Norwegian and international, have shown that the recommendation to use CTG monitoring in high-
risk cases is not always followed. In addition, CTG findings can be misinterpreted, which has been the
case in many of the events with adverse outcomes (8, 9).

In order to prevent injury in an acute event, the timing of the delivery is of the essence. Delays in
diagnosis and delivery often lead to adverse outcomes. Misinterpretation of CTG over several hours and
failure to examine the patient when serious complications arise, such as placental abruption or uterine
rupture, are some examples. Precious time may also be lost after the decision has been made to
perform a surgical delivery, e.g. delays in getting the patient to the operating theatre, lack of
information/communication about the degree of urgency, and delays due to the anaesthesia method
chosen. Delivery can also be delayed because an attempted forceps or vacuum extraction has exceeded
the recommended maximum of 15-20 minutes (8).

Alarge proportion of parous women are given oxytocin to increase uterine activity, which in some
cases leads to uterine hyperstimulation (when contractions are too frequent). This can reduce the
placental blood flow and thus also the oxygen supply to the baby. Obstetricians and midwives are now
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more aware of the risks with oxytocin, but it is still used uncritically, particularly so in relation to
women who have previously had a caesarean section and have a high risk of uterine rupture (12).

«Obstetricians and midwives are now more aware of the risks with oxytocin, but it
is still used uncritically»

Postpartum haemorrhage is another serious complication that is relatively common. There are various
ways to treat this, but medication to stimulate uterine contractions is extremely effective in stopping
atonic bleeding. Reviews of such events show that medication is underused, and when it is used, the
dosage is not in accordance with stipulated recommendations (8).

In order to provide good maternity care, the midwife and obstetrician must work together when
necessary, likewise the doctor on duty and the doctor on call at home. The midwife may have sole
responsibility for normal deliveries, but when complications occur, an obstetrician needs to be
involved. A multitude of inspections have found that obstetricians and midwives do not always seek
assistance when necessary. In such cases, they go beyond their scope of expertise, thereby increasing
the risk of errors of judgement. This has proven to be the case in a number of adverse events in
maternity care (3, 8).

Responsibility of the health institutions

Several inspections of maternity care have shown that maternity staff do not always have sufficient
knowledge or skills to deal with common events, such as threatening birth asphyxia, shoulder dystocia
or severe haemorrhage. Why is this? The health institutions are responsible for ensuring that all
obstetricians and midwives have the required competence, and they must provide regular training and
skills upgrading. The Norwegian Board of Health Supervision's surveys showed that almost half of the
maternity units did not carry out practical training in accordance with national requirements (8, 13),
thus increasing the likelihood of obstetricians and midwives lacking necessary skills. Practical training
is particularly crucial in small maternity units, where complicated labours are rare.

«Almost half of the maternity units did not carry out practical training in
accordance with national requirements»

In the past, it was often the individual healthcare worker who was held responsible when an adverse
event occurred. However, it is more appropriate to try to identify the underlying causes of errors, i.e. in
the health institution's responsibility for facilitating a professional standard of health services (cf.
section 2 - 2 of the Specialist Health Service Act). The Norwegian Board of Health Supervision has shown
that serious outcomes in maternity care are often the result of institutional failures (2, 3), such as
inadequate interaction practices, implementation of guidelines, training and skills upgrading,
accountability and efforts to improve quality and patient safety. Learning from serious adverse events
and changing clinical practice when necessary are key parts of quality assurance and patient safety
work (14).

Quality assurance and patient safety work

The health and care services must work on quality improvement on an ongoing basis. This includes
identifying shortcomings or areas that can be improved, cf. section 8 of the Regulation on
management and quality improvement in the health and care services.

The fact that the same adverse events keep re-occurring makes it pertinent to question whether the
maternity units' quality improvement efforts are sufficient. The Norwegian Board of Health
Supervision investigated whether maternity units report serious adverse events in their internal
quality assurance systems and whether relevant assessments were made of reported events.
Unfortunately, it transpired that only g % of serious events were reported. Relevant assessments were
performed for half of these (15). Nineteen per cent of events with a very serious adverse outcome were
reported in the internal quality assurance system.

The quality assurance and patient safety work therefore needs to be improved. We must create a
culture where quality assurance is prioritised. This requires transparency in relation to adverse events.
Events that have been assessed by external bodies, the supervisory authorities or the Norwegian
System of Patient Injury Compensation must be followed up and form the basis for further quality
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assurance. Ultimately, it is executive management that is responsible for establishing quality assurance
and patient safety work and ensuring that it functions as intended. It is our view that a stronger focus
should be given to quality assurance. We must learn from events involving substandard care and
establish the necessary barriers to preventing similar events in the future.

REFERENCES

1. Coughlan B, Powell D, Higgins MF. The Second Victim: a Review. Eur ] Obstet Gynecol Reprod Biol 2017; 213: 11-6.
[PubMed][CrossRef]

2. Johansen LT, @ian P. Neonatal deaths and injuries. Tidsskr Nor Legeforen 2011; 131: 2465-8. [PubMed [ CrossRef]

3. Johansen LT, Braut GS, Andresen JF et al. An evaluation by the Norwegian Health Care Supervision Authorities of
events involving death or injuries in maternity care. Acta Obstet Gynecol Scand 2018; 97: 1206-11. [PubMed]
[CrossRef]

4. Oslo universitetssykehus, Norsk gynekologisk forening. Hvorfor der kvinner av graviditet i Norge i dag?
Rapport maternelle dedsfall i Norge 2012-2018. https:|/oslo-universitetssykehus.no/seksjon/nasjonal-
kompetansetjeneste-for-kvinnehelse/Documents/M%C3%B8dred%C3%B8dsrapport%202021_web.pdf?
fbclid=IwAR2Dj27QqIfN22kV5YyzefkEZpt GEOUFBofT2£3Q7xSf5vg8Z4NWyWq-3bM Accessed 21.2.2022.

5. Folkehelseinstituttet. Medisinsk fodselsregister. https:/fwww.thi.no/hn/helseregistre-og-registre/mfr/ Accessed
21.2.2022.

6. Helsedirektoratet. Nasjonale kvalitetsindikatorer (NKI).
https:/[www.helsedirektoratet.no/statistikk/kvalitetsindikatorer/fodsel-og-abort/erfaringer-med-f%C3%B8dsels-og-
barselomsorgen Accessed 21.2.2022.

7. Helsetilsynet. Oppsummering av landsomfattende tilsyn med fodeinstitusjoner. Rapport fra Helsetilsynet
11/2004. https:/[www.helsetilsynet.no/historisk-arkiv/rapport-fra-helsetilsynet/rapport-helsetilsynet-
2004 /oppsummering-landsomfattende-foedeinstitusjoner-2004/ Accessed 21.2.2022.

8. Johansen LT, Braut GS, Acharya G et al. How common is substandard obstetric care in adverse events of birth
asphyxia, shoulder dystocia and postpartum hemorrhage? Findings from an external inspection of Norwegian
maternity units. Acta Obstet Gynecol Scand 2021; 100: 139-46. [PubMed][CrossRef]

9. Andreasen S, Backe B, Jorstad RG et al. A nationwide descriptive study of obstetric claims for compensation in
Norway. Acta Obstet Gynecol Scand 2012; 91: 1191-5. [PubMed|[ CrossRef]

10. Aibar L, Rabanaque M], Aibar C et al. Patient safety and adverse events related with obstetric care. Arch Gynecol
Obstet 2015; 291: 825-30. [PubMed ][ CrossRef]

11. Den norske legeforening. Fosterovervakning under fodsel, avnavling og syre-baseprever fra navlesnor (2014). I:
Veileder i fodselshjelp (2020). https://[www.legeforeningen.no/foreningsledd/fagmed/norsk-gynekologisk-
forening/veiledere|veileder-i-fodselshjelp/fosterovervakning-under-fodsel-avnavling-og-syre-baseprover-fra-
navlesnor-2014/ Accessed 10.4.2022.

12. Al-Zirqi I, Daltveit AK, Forsén L et al. Risk factors for complete uterine rupture. Am | Obstet Gynecol 2017; 216:
165.1-8. [PubMed][CrossRef]

13. Johansen LT, Pay ASD, Broen L et al. Are stipulated requirements for the quality of maternity care complied
with? Tidsskr Nor Legeforen 2017; 137. doi: 10.4045/tidsskr.16.1070. [PubMed][ CrossRef]

14. Findings, conclusions and essential actions from the independent review of maternity services at the
Shrewsbury and Telford Hospital NHS Trust. Ockenden report - final.
https:|/assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1064302[Final-
Ockenden-Report-web-accessible.pdf Accessed 10.4.2022.

15. Johansen LT, Braut GS, Acharya G et al. Adverse events reporting by obstetric units in Norway as part of their
quality assurance and patient safety work: an analysis of practice. BMC Health Serv Res 2021; 21: 931. [PubMed]|
[CrossRef]

Publisert: 10 May 2022. Tidsskr Nor Legeforen. DOI: 10.4045/tidsskr.22.0208
Received 11.3.2022, first revision submitted 5.4.2022, accepted 21.4.2022.
© Tidsskrift for Den norske legeforening 2022. Lastet ned fra tidsskriftet.no 17 August 2022.

Room for improvement in maternity care | Tidsskrift for Den norske legeforening


http://dx.doi.org/10.1016%2Fj.ejogrb.2017.04.002
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28526169&dopt=Abstract
http://dx.doi.org/10.1016%2Fj.ejogrb.2017.04.002
http://dx.doi.org/10.4045%2Ftidsskr.11.0775
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22170131&dopt=Abstract
http://dx.doi.org/10.4045%2Ftidsskr.11.0775
http://dx.doi.org/10.1111%2Faogs.13391
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29806955&dopt=Abstract
http://dx.doi.org/10.1111%2Faogs.13391
https://oslo-universitetssykehus.no/seksjon/nasjonal-kompetansetjeneste-for-kvinnehelse/Documents/M%C3%B8dred%C3%B8dsrapport%202021_web.pdf?fbclid=IwAR2Dj27QqIfN22kV5YyzefkEZptGEOUFBofT2f3Q7xSf5vg8Z4NWyWq-3bM
https://www.fhi.no/hn/helseregistre-og-registre/mfr/
https://www.helsedirektoratet.no/statistikk/kvalitetsindikatorer/fodsel-og-abort/erfaringer-med-f%C3%B8dsels-og-barselomsorgen
https://www.helsetilsynet.no/historisk-arkiv/rapport-fra-helsetilsynet/rapport-helsetilsynet-2004/oppsummering-landsomfattende-foedeinstitusjoner-2004/
http://dx.doi.org/10.1111%2Faogs.13959
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32668008&dopt=Abstract
http://dx.doi.org/10.1111%2Faogs.13959
http://dx.doi.org/10.1111%2Fj.1600-0412.2012.01409.x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22486308&dopt=Abstract
http://dx.doi.org/10.1111%2Fj.1600-0412.2012.01409.x
http://dx.doi.org/10.1007%2Fs00404-014-3474-3
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25245667&dopt=Abstract
http://dx.doi.org/10.1007%2Fs00404-014-3474-3
https://www.legeforeningen.no/foreningsledd/fagmed/norsk-gynekologisk-forening/veiledere/veileder-i-fodselshjelp/fosterovervakning-under-fodsel-avnavling-og-syre-baseprover-fra-navlesnor-2014/
http://dx.doi.org/10.1016%2Fj.ajog.2016.10.017
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27780708&dopt=Abstract
http://dx.doi.org/10.1016%2Fj.ajog.2016.10.017
http://dx.doi.org/10.4045%2Ftidsskr.16.1070
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28925199&dopt=Abstract
http://dx.doi.org/10.4045%2Ftidsskr.16.1070
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1064302/Final-Ockenden-Report-web-accessible.pdf
http://dx.doi.org/10.1186%2Fs12913-021-06956-6
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=34493278&dopt=Abstract
http://dx.doi.org/10.1186%2Fs12913-021-06956-6

