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1. Introduction.
During 2021, a total of 28, 879 live births were recorded within Wales, by the National Community Child Health Database (Welsh Government, 2021a), across seven health boards. Approximately six thousand babies were born in Aneurin Bevan University Health Board (ABUHB), which is a National Health Service (NHS) organisation, which is paid for by the British Government and funded by taxpayers. 

Aneurin Bevan’s maternity services cover a vast geographical area, starting from the Welsh English borders in Monmouthshire, encompassing Abergavenny, Newport, Torfaen, Caerphilly, and Blaenau Gwent.  

The health board offers both obstetric-led care (OLC) and midwifery-led care (MLC), employing 700 members of staff within maternity. Due to the vast geographical area, women have a variety of options to choose from, concerning their preferred place of birth for their babies.  

There are four standalone birth centres and one alongside birth centre, based within the main hospital, the Grange University Hospital (GUH). Women who opt to have a home birth, are supported by the community midwives to do so, who provide a 24-hour on-call service. 
Women who require OLC, are advised to have their babies at the GUH, which is in Torfaen and provides women with 24-hour access to emergency services. Although, women may choose to have their baby in any care setting against medical advice if that is their informed decision. 

During pregnancy routine antenatal care is provided by community midwives based within primary care settings. Women who require obstetric advice, access these services through antenatal clinics based at four community hospitals: Nevill Hall Hospital (NHH), Royal Gwent Hospital (RGH), Ysbyty Aneurin Bevan (YAB), and Ysbyty Ystrad Fawr (YYF). 

Upon booking maternity services, community midwives visit women at home to complete their paper hand-held maternity records. At the end of their booking appointment, the community midwife will either post or travel to the nearest antenatal clinic to submit the handheld records, to ensure that these are available to staff, during the woman’s first-trimester scan, which is scheduled between 11 weeks and 14 weeks of pregnancy (Antenatal Screening Wales, 2022). 

Once the first scan is complete, they are provided with their maternity records and are reminded of the importance to attend all of their maternity appointments with their records, so that all their information is available to the relevant clinicians. 

Following the birth of their baby/ babies, the pregnancy records are retained by the health board and women are issued with paper postnatal records, one for the mother and one for the baby, which women take home for their community midwives to complete. Upon discharge from the hospital, midwives electronically discharge women, however, the information is printed and placed in the postnatal records, as this is required to officially register the baby’s birth and is needed to obtain their baby’s birth certificate.  

All being well, women are discharged from maternity services at approximately 14 days postnatal and care is handed over to the health visitor. The postnatal records are retrieved by the community midwives and are repatriated with the rest of the maternity records, which are electronically uploaded to the woman’s main medical record contained within the Clinical Workstation (CWS), which is ABUHB core electronic system for the patient’s radiology, pathology, surgical and other reporting activities. 

1.1 Business problem:
Several key risks arise from a shared paper handheld record and partial use of digital systems. There is an inability to provide continuous and accessible information throughout women’s care pathways.

Women who attend appointments without their maternity records or who are unfortunate enough to lose their records, are at risk of wrong decision-making due to information being unknown, inaccurate, or missed by clinicians across a variety of care settings, which has an associated financial cost and reputational damage to the organisation. 
The above risk was realised over the course of the Coronavirus (Covid-19) pandemic when pregnant women were advised to shield themselves, and routine hospital appointments were suspended. The Royal College of Obstetrics and Gynaecologists (RCOG) advised maternity units to conduct appointments remotely via teleconferencing and videoconferencing, to minimise the risk of spreading Covid-19 infection, with the recommendation that an electronic record system, with remote access, should be expedited. 

Throughout the pandemic staff within ABUHB did their best to mitigate this risk by scanning care documents into CWS, however, this did not eradicate the risk as the inability to provide a continuum of information remained.  

Not having a single source of truth for pregnancy information causes difficulties in data collection and analysis for local and national reporting. Currently, data extraction from the maternity record is a manual process, which is time-consuming and results in unreliable data, thus impacting national reporting and a poor comparison of ABUHB performance against national maternity performance indicators. 

A digital maternity system would eradicate the current business problem, by allowing women and health professionals to simultaneously access a maternity record with the confidence that it is a single source of truth, with seamless information sharing and the ability to make timely referrals, allowing more time for midwives and obstetricians to provide one to one care. 

The digitalisation of the maternity records within ABUHB would be the first of its kind in Wales and if there are demonstrable benefits such as mitigating the current organisational risks associated with having a shared paper handheld record and partial use of digital systems, ABUHB could be used as a pilot site of an All-Wales digital maternity system. 

2. Justification:
A full digital maternity system will be procured, with functionality that can be adapted to meet local and national guidelines to support current working practices within ABUHB, eradicating the need for paper-based documentation. Instead of service users carrying their pregnancy notes, these will be accessible via their mobile devices, by downloading the relevant application. This will give service users full access to their records and the ability to share their pregnancy information when needed, which would be invaluable during out-of-area emergency hospital attendance. 

The maternity system will integrate with current local and national system architecture, to ensure seamless sharing of information between professionals, not only in primary and secondary care settings but to include information sharing outside the organisation, thus improving communication, and reducing referral waiting times. 

These changes are important still within maternity services, universal change is needed now more than ever. It is well recognised that person-centred, safe, and high-quality care for both mothers and babies throughout pregnancy and during the early days of childhood, creates the foundations for good health and has a positive impact on children’s development (Welsh Government, 2019).  

Unfortunately, the findings of the Cwm Taf maternity report (Evans et al, 2019) identified serious patient safety concerns whereby the maternity service failed to ensure family-centred care, safe and effective care, continuity of care, skilled multi-professional teams, and a sustainable quality of service, the five main principles which Welsh government set out to achieve in their maternity five-year vision for the future (Gething, 2019). 

Sadly, these failures are not unique to Cwm Taf and have been highlighted within the Ockendon review (2022), an investigation into maternity services at Shrewsbury and Telford hospital, which commenced in the summer of 2017 and drew its conclusions in March 2022. The investigation grew, from what originally was to investigate 23 families’ cases, to include a review of nearly 1,500 families, who received care between 2000 and 2019. 

Emerging themes from both investigation reports identify an urgent need for change within maternity services. Even now NHS maternity services are still failing to adequately address and learn lessons from serious maternity events as demonstrated, by The- Party Parliamentary Group (APPG) report on baby loss and maternity which iterates the need for urgent national improvement. Common themes identified from serious maternity events have identified that there is:

· Poor communication and lack of engagement with service users,
· Failure to learn from patient safety incidents, 
· Poor multidisciplinary team (MDT) working relationships, 
· Inaccurate reporting of outcomes with underreporting of serious incidents impacting national data,
· Lack of governance structures to support safe practice with board members not having oversight or understanding of issues and concerns within maternity. 
· Lack of awareness, accessibility, and failure to follow guidelines, protocols, triggers, and escalation standards resulting in delayed care and poor outcomes. 
· A significant shortfall in staffing resources and insufficient safety training. 

The digitalisation of the maternity record within the health board would improve data quality and analysis thus, improving the quality of care, learning, and productivity by making it easier for data to be collected and shared between organisations and service users (National Maternity Review, 2016). 

Having a consistent statistical approach to reporting will ensure that national reporting to measure the health boards' performance against national maternity performance indicators, are accurate and will support the Welsh Government's Quality and Safety Framework (2021b), by identifying key clinical priorities and driving organisational improvements. 

In addition, it will tailor the support that is to be offered by the Maternity and Neonatal Safety Programme, a Welsh Government-led Programme, initiated in January 2022, because of the Cwm Taf maternity report findings. The Programme is to improve the safety, experience, and outcomes for women and their babies and provide support to organisations to deliver high-quality healthcare within Wales. Therefore, it is crucial that a consistent statistical approach within maternity is achieved, to make sure that the data truly reflects what is needed, so that Welsh government support will be specific, meaningful, and have an immediate impact within ABUHB. 
3. Aim:
To implement a digital maternity system within Aneurin Bevan University Health Board.

4. Objectives:  Are we only allowed 4 objectives? as I feel need 6 objectives to get to the stage to implement. 5. Training  6. Implement solution
1. Procure a digital maternity system by May 2023.
2. Procure IT Hardware, including mobile devices by June 2023.
3. Digital maternity system integration with local and national system architecture is to be completed and assured by October 2023.
4. Undertake and complete user acceptance testing (UAT) by November 2023. 
 
5. Literature review:
Key search terms to be used for the literature review: is this too many??
· Benefits of digital maternity record 
· EHR maternity AND benefits
· EHR AND maternity risk reduction 
· EHR AND data reporting
6. Methods 
7. Discussion 
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