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Providing feedback and comment  
on HSIB reports

At the Healthcare Safety Investigation Branch (HSIB) we welcome feedback on 
our investigation reports. The best way to share your views and comments is to 
email us at enquiries@hsib.org.uk or complete our online feedback form at  
www.hsib.org.uk/tell-us-what-you-think.

We aim to provide a response to all correspondence within five working days.

This document, or parts of it, can be copied without specific permission providing 
that the source is duly acknowledged, the material is reproduced accurately, and 
it is not used in a derogatory manner or in a misleading context. 

© Healthcare Safety Investigation Branch copyright 2022.

2

mailto:enquiries%40hsib.org.uk?subject=
http://www.hsib.org.uk/tell-us-what-you-think


3

About HSIB 

We conduct independent investigations of patient safety concerns in NHS-
funded care across England. Most harm in healthcare results from problems 
within the systems and processes that determine how care is delivered. Our 
investigations identify the contributory factors that have led to harm or the 
potential for harm to patients. The safety recommendations we make aim to 
improve healthcare systems and processes, to reduce risk and improve safety. 

We work closely with patients, families and healthcare staff affected by patient 
safety incidents, and we never attribute blame or liability. 

Considerations in light of coronavirus (COVID-19) 

A number of national investigations were in progress when the COVID-19 pandemic 
significantly affected the UK in 2020. Much of the work associated with developing 
the investigation reports necessarily ceased as HSIB’s response was redirected. 

For this national report, while the learning described has not changed due to 
COVID-19, the processes HSIB used to engage with staff had to be adapted. This 
included fewer face-to-face interviews and interactions and an increased use of 
virtual interviewing. Owing to the nature of this investigation there was no need to 
visit clinical areas to observe work in practice.  
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A note of acknowledgement 

We are grateful to the family whose experience is central to this investigation. 
In accordance with their wishes, the mother is referred to by her name, Amy, 
the father is referred to by his name, Jeremy, and their son is referred to by his 
name, Benjamin. The information Amy and Jeremy shared helped to inform the 
investigation and provided invaluable insight into the impact of such incidents. 
Amy and Jeremy hope that their story might help to promote change. 

We also thank the NHS staff and subject matter advisors who gave their 
time to provide information and expertise which contributed towards this 
report, and the stakeholder organisations and professional bodies that have 
supported the investigation. 

About this report 

This report is intended for healthcare organisations, policymakers and the public 
to help improve patient safety in relation to the instructions 999 call handlers give 
to women and pregnant people who are waiting for an ambulance because of an 
issue with their pregnancy.
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 Our investigations

 Our investigators and analysts have diverse experience of healthcare and 
other safety-critical industries and are trained in human factors and safety 
science. We consult widely in England and internationally to ensure that our 
work is informed by appropriate clinical and other relevant expertise.

 We undertake patient safety investigations through two programmes: 

 National investigations

 Concerns about patient safety in any area of NHS-funded healthcare in 
England can be referred to us by any person, group or organisation. We review 
these concerns against our investigation criteria to decide whether to conduct 
a national investigation. National investigation reports are published on our 
website and include safety recommendations for specific organisations. These 
organisations are requested to respond to our safety recommendations within 
90 days, and we publish their responses on our website.

 Maternity investigations 

 We investigate incidents in NHS maternity services that meet criteria set out 
within one of the following national maternity healthcare programmes: 

• Royal College of Obstetricians and Gynaecologists’ ‘Each Baby Counts’ report

• MBRRACE-UK ‘Saving Lives, Improving Mothers’ Care’ report.

 Incidents are referred to us by the NHS trust where the incident took place, 
and, where an incident meets the criteria, our investigation replaces the trust’s 
own local investigation. Our investigation report is shared with the family and 
trust, and the trust is responsible for carrying out any safety recommendations 
made in the report.

 
 In addition, we identify and examine recurring themes that arise from trust-

level investigations in order to make safety recommendations to local and 
national organisations for system-level improvements in maternity services.

 For full information on our national and maternity investigations please visit 
our website. 

https://www.hsib.org.uk/investigations-cases/
https://www.hsib.org.uk/
https://www.hsib.org.uk/


6

 Executive Summary

 Background

 This investigation explores factors influencing the instructions 999 call handlers 
give to women and pregnant people who have called an ambulance because of 
problems with their pregnancy and are waiting for it to arrive. These instructions 
are known as ‘pre-arrival instructions’. As an example, which is referred to as the 
‘reference event’, the investigation considered the experience of Amy, a woman 
aged 30 who called 999 when she experienced abdominal pain and vaginal 
bleeding during her pregnancy. 

 The reference event 

 Amy, who was 39 weeks and 4 days pregnant with her first child, telephoned 
her local maternity unit for advice as she had “fresh red vaginal bleeding”. She 
was advised to ring 999 for an ambulance to take her urgently to hospital. Amy 
called 999. The information the call handler received was that she was bleeding 
vaginally, with constant abdominal pain and that she was at home on her own. 

 The call handler asked Amy to collect towels and blankets, string or a shoelace, 
a safety pin and sheets (items she would need if she gave birth at home). When 
Amy had collected the items, she was advised to lie on her back in the centre of 
the bed or on the floor and raise her head with pillows until the ambulance arrived. 

 The ambulance arrived and took Amy to hospital where baby Benjamin was 
delivered by emergency caesarean section. It was confirmed after the delivery 
that the placenta had come away from Amy’s uterus prematurely; this was the 
cause of her pain and bleeding. Amy had lost 1.4 litres of blood and was admitted 
to the high dependency unit (HDU) for 12 hours following the birth.

 At birth Benjamin required resuscitation to help him breathe on his own, he 
was intubated (a tube was inserted into his airway to help him breathe), and he 
received 72 hours of therapeutic cooling (his body was cooled down to prevent 
further brain injury following lack of oxygen to the brain). Benjamin required 
hospital care for 13 days.

 The reference event formed one part of an initial investigation carried out by the 
HSIB maternity investigation programme, as it met the ‘Each Baby Counts’ criteria 
(a set of criteria defined by the Royal College of Obstetricians and Gynaecologists 
and used by HSIB to decide what to investigate). HSIB maternity programme 
investigations are not published or made publicly available. The initial investigation 
identified a potential patient safety risk regarding the pre-arrival instructions given 
to women/pregnant people by 999 call handlers while they wait for an ambulance. 
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Aspects of the pre-arrival instructions did not align with UK evidence-based 
maternity guidance (for clinicians in a clinical setting). This was considered to 
present a risk of harm to women or pregnant people and/or babies. 

 Similar concerns relating to maternity pre-arrival instructions given by 999 call 
handlers were identified in 15 HSIB maternity investigations. These were referred 
to HSIB’s national investigation programme for consideration for a national 
investigation.

 The national investigation 

 HSIB looked into the reference event further in terms of the triage process and 
the and pre-arrival instructions given by the 999 call handler. The investigation 
contacted the Ambulance Trust where the reference event 999 call was triaged, 
to gain further understanding. 

 Following additional information gathering and evaluation against the HSIB patient 
safety risk criteria, HSIB’s Chief Investigator authorised a national safety investigation. 

 The objective of the investigation was to understand the context and contributory 
factors influencing maternity pre-arrival instructions given by 999 call handlers. 
The investigation reviewed the triage clinical decision support systems in use 
across ambulance trusts in England to understand consistency, alignment to 
evidence-based guidance, and governance and regulatory mechanisms. 

 The investigation visited organisations that had chosen different triage systems to 
share learning from their use of these systems and engaged with key national and 
international stakeholders that provided valuable insight to this aspect of healthcare.

 Findings 

• There are two triage clinical decision support systems in use in England which 
provide different pre-arrival instructions for the same maternity clinical scenario 
for women/pregnant people who are waiting for an ambulance to arrive. 

• Specific to a woman/pregnant person describing their symptoms as per the 
reference event, the two triage clinical decision support systems would provide 
noticeably different pre-arrival instructions for:

- the collection of items in preparation for birth

- how a woman/pregnant person should position themself (with regard to 
aortocaval compression, where the weight of the baby in the uterus presses 
on the main blood vessels in the woman’s/pregnant person’s abdomen, which 
can cause a restriction in oxygen supply to the baby)
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- umbilical cord clamping (if a woman/pregnant person gave birth before an 
ambulance arrived).

• Pre-arrival instructions used for triage of maternity emergencies are derived from 
guidance that has been developed by clinicians for clinicians working in a clinical 
environment, or from expert consensus of maternity specialists familiar with the 
pre-arrival environment.

• The different pre-arrival instructions across triage clinical decision support 
systems, for the same reported symptoms, have different clinical implications/
risks, creating a ‘postcode lottery’ of care.

• Where there is no definitive guidance to inform maternity pre-arrival instructions 
in the non-visual, non-clinician-attended environment (that is, where guidance is 
given over the phone, and there is no healthcare professional with the patient), 
expert opinion has been used.

• Stakeholders acknowledged a gap in maternity emergency guidance relating to 
the non-visual, non-clinician-attended environment.

• The investigation found no evidence of a regulatory mechanism for 999 call 
handler pre-arrival instructions. 

• The investigation did not identify any ‘poor outcome’ evidence linking pre-arrival 
instructions given in the Advanced Medical Priority Dispatch System (AMPDS) 
clinical decision support system (for a woman/pregnant person to lie on their 
back) to a recognised patient safety risk (aortocaval compression).

• Local (hospital/trust level) investigations into poor outcomes for either a 
woman/pregnant person or baby, do not routinely consider the clinical impact of 
pre-arrival instructions given by ambulance trust call handlers.

HSIB makes the following safety recommendations

Safety recommendation R/2022/180: 
HSIB recommends that the Department of Health and Social Care commissions 
the National Institute for Health and Care Excellence to work with relevant 
stakeholders to develop guidance for maternity emergencies in the non-visual, 
non-clinician-attended environment.
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Safety recommendation R/2022/181: 
HSIB recommends that the Department of Health and Social Care identifies a 
suitable regulatory mechanism to provide formal oversight of 999 maternity pre-
arrival instructions across NHS-funded care in England.

Safety recommendation R/2022/182: 
HSIB recommends that NHS England and NHS Improvement develops the content 
of the patient safety incident investigation (PSII) standards to further support 
cross-boundary investigations.

 





11Click here for contents page

 

© Healthcare Safety Investigation Branch copyright 2022. Any enquiries 
regarding this publication should be sent to us at enquiries@hsib.org.uk

WWW.HSIB.ORG.UK
@hsib_org

Further  
information 
More information about HSIB – including 
its team, investigations and history – is 
available at www.hsib.org.uk 

If you would like to request an  
investigation then please read our  
guidance before contacting us.

 @hsib_org is our Twitter handle.  
We use this feed to raise awareness of 
our work and to direct followers to our 
publications, news and events.

Contact us
If you would like a response to a query or 
concern please contact us via email using 
enquiries@hsib.org.uk 

We monitor this inbox during normal office 
hours - Monday to Friday from 09:00 hours to 
17:00 hours. We aim to respond to enquiries 
within five working days.

To access this document in a different format 
– including braille, large-print or easy-read – 
please contact enquiries@hsib.org.uk


