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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.
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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.  

A note of acknowledgement 

We would like to thank the parents whose experience is documented in this 
report. In accordance with their wishes, the mother, father and baby are referred 
to by their names – Alex, Robert and baby Aria – throughout this report. 

We would also like to thank the healthcare staff who engaged with the investigation 
for their openness and willingness to support improvements in this area of care. 

About this report 

This report is intended for healthcare organisations, policymakers and the public to 
help improve patient safety in relation to emergency blood transfusions for newborn 
babies following acute blood loss during labour and/or delivery. 
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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/
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 Executive Summary

 Background

 This investigation looks at the issue of emergency blood transfusions given to 
newborn babies who need resuscitation when they are born. If a baby has lost 
blood before or during birth, efforts to resuscitate them may be less effective 
because they may not have enough blood to carry the oxygen their body needs. 
Delays in the administration of a blood transfusion in this scenario can therefore 
result in brain injury caused by lack of oxygen to the baby’s brain. 

 This investigation explores the issues that influence the timely administration of 
blood transfusion to newborn babies following acute blood loss during labour 
and/or delivery. Specifically, it explores:

• communication between the different medical teams involved in the care of women/
pregnant people and their babies during labour and birth 

• national guidance for medical staff on when to consider the option of a blood 
transfusion for a newborn baby. 

 As an example, which is referred to as ‘the reference event’, the investigation 
examined the experience of Alex and Robert, whose baby Aria was born by 
emergency caesarean section following an acute blood loss. 

 The investigation’s findings and safety recommendations aim to prompt clinicians to 
consider the option of a blood transfusion at an early stage in the resuscitation of a 
newborn baby. 

 The reference event 

 Alex and Robert went to the hospital where they were booked for maternity care 
after Alex’s waters broke at home. While at the hospital Alex experienced sudden 
unexpected blood loss and was transferred to the labour ward. Baby Aria’s 
heartbeat could not be found on a cardiotocograph (a machine that monitors 
a baby’s heartbeat and a woman’s or pregnant person’s contractions during 
labour), but an ultrasound scan identified a slow heartbeat. Alex was transferred 
to an operating theatre for an emergency caesarean section and baby Aria was 
delivered soon after. Baby Aria required resuscitation and was given a blood 
transfusion before being transferred to the neonatal (newborn baby) unit. Baby 
Aria sadly died when she was 2 days old.
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 The national investigation
 
 Delays in neonatal blood transfusion had emerged as a safety risk from 

investigations carried out under HSIB’s maternity investigation programme. 
HSIB contacted the hospital Trust where the reference event occurred. The Trust 
welcomed HSIB’s involvement and collaborated with information gathering. 
After the initial information had been gathered and evaluated, HSIB’s Chief 
Investigator authorised a national safety investigation. 

 Findings

• The administration of a blood transfusion as part of resuscitation requires a 
number of preparatory steps, including collecting the blood and undertaking 
various checks before using it. Inclusion in resuscitation training of a prompt 
for clinicians to consider the need for a transfusion, and to prepare for it if 
appropriate, may help reduce any delay. 

• Involving members of neonatal teams (staff who specialise in the care of 
newborn babies) in multidisciplinary training in maternity units is not routine. 
Standardising their inclusion in such training would promote a shared 
understanding of relevant clinical information and ways of working.      

HSIB makes the following safety recommendations

Safety recommendation R/2022/183: 
HSIB recommends that NHS Resolution, working with relevant specialities 
through the clinical advisory group, amends the maternity incentive scheme 
guidance for year five to include the neonatal team as one of the professions 
required to attend multi-professional training.

Safety recommendation R/2022/184:
HSIB recommends that the Resuscitation Council (UK)’s Newborn Life Support 
training course highlights that neonatal resuscitation teams should consider 
fetal blood loss in the event of neonatal resuscitation that includes chest 
compressions. In addition, this consideration should be included in the guidance 
to support the newborn life support algorithm.   
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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


