OBSTETRICS CLINICAL OUTCOMES MANAGEMENT COMMITTEE

ANNUAL REPORT TO THE PUBLIC FOR 2010/11
ON
QUALITY IMPROVEMENT ACTIVITIES UNDERTAKEN OR OVERSEEN
BY

OBSTETRICS CLINICAL OUTCOMES MANAGEMENT COMMITTEE —
KING EDWARD MEMORIAL HOSPITAL FOR WOMEN

Please send completed reports to:
Director, Office of Safety and Quality in Healthcare
Department of Health
PO Box 8172 Perth Business Centre
Western Australia 6849

If you require any further information, or have any queries, please contact the
Office of Safety and Quality in Healthcare on 9222 4080.

Please note: The information you provide in this form must not identify,
directly or by implication, any individual health care provider or receiver.

Contact details of person providing the report:

Name: Dr Cliff Saunders

Position: Head of Department, Obstetrics
Tel: 9340 1393

Email: Cliff. Saunders@health.wa.gov.au

Signature: %;&_



OBSTETRIC CLINICAL OUTCOMES MANGEMENT COMMITTEE 2010/11

The Health Services (Quality Improvement) Act 1994 provides for the approval and
protection of quality improvement committees reviewing, assessing and monitoring
the quality of health services and for related purposes. Section 9 of the Health
Services (Quality Improvement) Regulations 1995 each committee is to make a
report available to the public at least once in each period of 12 months.

The following fulfils the requirements of the committee under section 9 of the Health

Services (Quality Improvement) Regulations 1995.

A copy of the committee’s Terms of Reference is attached.

Activity of the Committee:

Description — The Committee reviews any delivery where there was maternal or fetal
morbidity or mortality and cases where there was a ‘near miss’. She the attached

terms of reference for a list of the types of events reviewed.

Action taken — There were a total of 260 incidents that were reviewed by the

Committee.

Outcomes — Of the incidents reviewed, the Committee concluded that in 156 cases,
the management was appropriate. There were another 15 cases where the
documentation was inadequate to be able to be certain there was no system

problem, but none were identified.

Actions taken in other cases included education, developing specific guidelines and
providing new resources in cases where a shortage or equipment failure was
identified. Funding is being sought for research into the benefit for the newborn in
reducing maternal psychiatric medications prior to delivery. An identified problem of
limited assessment beds has been resolved with the opening of the expanded

Maternal Fetal Assessment Area.
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