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Maternity Newsletter  
Introduction

Introduction  

As part of the clinical improvement cycle, reporting an investigation 
is just the beginning. Recommendations can be made but if they are 
not implemented, no improvement will be forthcoming. 

One of the exciting developments over the three years of our 
activity, is the close relationships we have developed with trusts. 
We have been delighted that trusts have been embracing our 
reports and implementing change based on our recommendations. 
Adopting our recommendations will help improve safety for both 
mothers and babies. The next thing we need to do is to share 
improvements and innovations to enable maternity services 
to become more cohesive and collaborative in their approach, 
ultimately creating the momentum to develop this collective 
thinking within maternity care.

The newsletter, which was developed and piloted in London, is a 
collection of these changes put forward by trusts in response to 
incidents and the recommendations made. The learning that has 
been shared with us by trusts reflects their voice and interpretation 
of how they have implemented change.

What is really exciting is the way this is now shared amongst all 
trusts in England where ideas can be found and adapted to enable 
implementation within a particular maternity service. As we move 
forward, we welcome examples from all trusts. In the future, these 
developments will be put onto the HSIB website. 

We would like to thank all the trusts that have contributed to this 
newsletter and its development.

Sandy Lewis, Associate Director of Maternity programme and 
Professor James Walker, Clinical Director Maternity programme
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Arrangements for booking      
We heard from HSIB … the evidence

We had a maternal death last year; the family did not want a HSIB 
investigation, but we could improve our booking system.

We did this, and it worked for us … the change

As a result of this maternal death we have developed a telephone 
pregnancy booking line that is run by midwives. There is also the 
option for women to email the pregnancy booking line. This means 
the women have their risk assessment at the first point of contact 
with maternity services. Those women identified as high risk are 
offered an urgent appointment with a consultant obstetrician and a 
booking appointment with a community midwife. There is ongoing 
work to develop electronic self-referral to maternity services.

Northampton General Hospital NHS Trust 

Maternity Newsletter  
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Information about reduced  
fetal movements 
                              
We heard from HSIB … the evidence

A mother was not given a reduced fetal movement leaflet.

We did this, and it worked for us … the change

Reduced fetal movements leaflets are now available in a variety 
of languages for midwives to give to mothers. These are also 
available on the Trust website in several languages. There has been 
a targeted piece of work with community midwives asking them to 
improve the dissemination of reduced fetal movement leaflets and 
also documenting any reduction in fetal movements. This work has 
improved compliance. Mothers are also surveyed to assess their 
experience of information regarding reduced fetal movements. All 
audits and feedback have been shared with staff.

Northampton General Hospital NHS Trust 
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Our telephone triage process   
                       
We heard from HSIB … the evidence

We learned that we could improve our telephone triage process. 
We were asked to ensure that the telephone triage risk assessment 
supports a consistent questioning approach to enable full 
consideration and documentation of the full clinical picture and 
identification of risks. This will ensure advice given to mothers is 
clear with detailed timeframes and actions.

University College London Hospitals NHS Foundation Trust

We did this, and it worked for us … the change

We built a proforma in our electronic health records to aid a 
systematic risk assessment for staff to use when providing 
telephone triage assessments to help capture the full clinical picture 
and identification of risk that is clearly visible within the notes. We 
shared tip sheets on how to use this function with all staff and a 
message went out to highlight this change to staff in our weekly 
‘big 4 safety messages’ newsletter. 
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Structured telephone triage
                       
We heard from HSIB … the evidence

HSIB identified that our telephone triage service takes place in a 
busy labour ward and the Trust telephone assessment guideline 
did not advise where women should be seen or how quickly. 
This meant that women may not always be seen in the most 
appropriate place and in the correct timescales.

So, a recommendation was made that the Trust should ensure 
that the telephone triage guidance is written in a structured way 
that supports staff to recognise complications and direct the 
woman to the most appropriate area in a timely manner.

Northern Lincolnshire and Goole NHS Foundation Trust

We did this, and it worked for us … the change

We worked in collaboration with our information technology 
(IT) colleagues to produce an online triage tool; when a mother 
contacts a midwife, the tool can be completed. From the 
information inputted, the computerised system informs the 
midwife where and when the mother should be seen. This has led 
to consistency and improved safety.
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Telephone logbook – capturing  
advice given to mothers
                       
We heard from HSIB … the evidence

There is no system in place to capture advice given to callers 
when the maternity helpline is closed. The clinician is unable 
to make a full risk assessment when giving advice and this 
information is not captured in consistent manner.

We did this, and it worked for us … the change

We have introduced a maternity telephone logbook to help us 
capture all calls made by a mother when the helpline is closed.

Barts Health NHS Trust (Newham University Hospital)
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Guidance for pre-labour spontaneous 
rupture of membranes (SROM)                                 
                       
We heard from HSIB … the evidence

HSIB investigations highlighted a lack of clarity within local 
guidance and inconsistency with national guidance regarding 
management of pre-labour rupture of membranes. 

This led to a recommendation that the Trust ensure that the 
local induction of labour (IOL) and pre-labour SROM guidance 
incorporates national recommendations with reference to the offer 
of immediate IOL with pre-labour SROM. 

We did this, and it worked for us … the change

We changed practice to ensure those attending with 
uncomplicated pre-labour rupture of membranes are offered 
immediate (as soon as able to accommodate) IOL if they wished. 

This facilitates a discussion around; the IOL process, risks and 
benefits of induction, risks associated with prolonged rupture 
of membranes, choice on how long to allow for conservative 
management if desired and opportunity to asks questions. This 
allows individualised care planning with an emphasis on informed 
decision making.  

Our local guidance and care bundle have been updated clearly and 
concisely to reflect this change in practice. 

Feedback from staff, women and families has been positive 
regarding promoting informed choice and decision making.

Somerset NHS Foundation Trust (Taunton)
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Improving our triage pathway                                                     
                       
We heard from HSIB … the evidence

It was recommended that the Trust ensure that there is a robust 
pathway for initial triage of mothers to facilitate timely review and 
correct care pathway allocation.

We did this, and it worked for us … the change

Every shift now identifies a triage midwife who will triage mothers 
therefore facilitating a timely review and to ensure correct care 
pathways are followed.

The triage midwife name is also documented on our daily ward  
huddle paperwork. 

Our triage area was a four bedded bay. We have now changed this 
area to accommodate an area where the triage midwife can sit and 
document on our electronic care pathway system. This enables the 
midwife to stay in the bay and have an oversight of care given.

Kettering General Hospital NHS Foundation Trust 
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Introduction of safe gestational  
ranges for induction of labour (IOL)     
                       
We heard from HSIB … the evidence

It was recommended that the Trust ensure that an individualised 
risk assessment for mothers requiring IOL considers the most 
suitable venue and plan of management for their ongoing care.

We did this, and it worked for us … the change

As part of booking IOL, all women are individually risk assessed 
and using national and local guidance, a safe gestational range is 
allocated for undertaking IOL.

This allows for safe oversight of booking and improved management 
of capacity across both areas for induction.

All staff are provided with a ‘Safe Gestational Range’ cards to support 
decision making and to identify situations for escalation. 

Birmingham Women’s and Children’s NHS Foundation Trust
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Place of Labour risk assessment tool 
                                                        
We heard from HSIB … the evidence

There was no risk assessment in place to determine the appropriate 
place for labour and birth for women who attend in labour.

We did this, and it worked for us … the change

Working collaboratively with our service users and various teams, 
a Place of Labour risk assessment tool was created for women 
who attend in spontaneous labour or for induction of labour. This 
has helped to keep our women safe by ensuring that women are 
appropriately risk assessed and the most suitable place of labour is 
determined in relation to their risk factors. 

Barking, Havering and Redbridge Hospitals NHS Trust,  
Queen’s Hospital, Romford
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Guidance for the latent phase  
of labour
                       
We heard from HSIB … the evidence

The Trust to embed the local guidance on caring for women in the 
latent phase of labour.

We did this, and it worked for us … the change

We developed a Latent Phase of Labour guideline prior to the 
completed HSIB investigation. This has now been embedded 
in practice by sharing widely the incident and the rationale 
for the guideline with all maternity staff. Audit demonstrates 
excellent compliance.

Northampton General Hospital NHS Trust
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Improving our response to  
obstetric emergency in the  
midwifery led unit (MLU)
           
We heard from HSIB … the evidence

HSIB investigation found that members of the obstetric team were 
not orientated to and therefore less familiar with the midwifery led 
birth centre environment. The unfamiliar surroundings may have 
influenced clinical decision making so that the trained response to 
a breech presentation was not instinctively followed. It would be 
beneficial for all staff to understand what emergency equipment is 
available on the MLU.

Example of the HSIB safety recommendation from a report,

‘The Trust to ensure that intrapartum training for obstetric 
emergencies should be aimed at all birth settings. Obstetric 
emergency training drills for management of a breech delivery 
should incorporate education regarding demonstrating who is 
taking the lead in instruction to the team and the family and 
alternative positions to lithotomy for delivery (such as all-fours 
position) and who is the lead clinician.’

Chelsea and Westminster Hospital NHS Foundation Trust

Maternity Newsletter  
Intrapartum
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Improving our response to  
obstetric emergency in the  
midwifery led unit (MLU)
   
We did this, and it worked for us … the change

The orientation of new staff has been adapted to include all areas 
of the maternity unit so they are more familiar with the environment 
and the layout. This includes raising awareness of the equipment 
that is available in all settings. Staff are provided with a booklet 
which is currently accessible online.

The mandatory training programme has been adapted to 
incorporate the scenario which led to the HSIB investigation, 
including a focus on appropriate maternal positioning as well as a 
‘Think Breech’ approach when thick meconium is present. 
In response to the findings from the investigation we have also 
reviewed the layout of the Birth Centre and Maternity Assessment 
Suite to ensure adequate space for all emergency equipment 
including the installation of ‘cosy cabinet’ resuscitaires.

Chelsea and Westminster Hospital NHS Foundation Trust
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Intelligent intermittent  
auscultation (IIA)   
                                                    
We heard from HSIB … the evidence

We had two recommendations related to this topic. 

The Trust to ensure staff are supported to undertake intermittent 
auscultation in line with national guidance.

The Trust to ensure that the intermittent auscultation guideline, 
training and clinical care are in line with agreed national best practice.

We did this, and it worked for us … the change

We developed an intermittent auscultation assessment tool to be 
used in conjunction with reviewing a partogram hourly in the first 
stage of labour, and every 30 minutes in the second stage. This is 
to replicate the fresh eyes perspective used in CTG review. 

Core staff on the midwifery led unit and homebirth team 
championed the completion of the IIA e-learning module and 
were the first to replicate this learning into practice. As a result, 
the division included IIA module and assessment on E-Learning 
for Health as mandatory for this financial year for all registered 
midwives working within the division. 

IIA was also presented as the topic of the month on our ‘hot topic’ 
board and has been presented on the fetal monitoring workshops.

Mid Cheshire Hospitals NHS Foundation Trust
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Vaginal breech birth
  
We heard from HSIB … the evidence

We had two recommendations related to this topic. 

The Trust to ensure that all staff are trained in supporting safe vaginal 
breech birth including intervention techniques when birth is delayed 
or in an emergency.

The Trust to ensure that staff can manage a vaginal breech delivery 
including effectively monitoring the baby in labour.

We did this, and it worked for us … the change

1 A group of midwives are now trained to undertake presentation 
ultrasound scans, which are performed for all women attending 
with SROM, IOL or latent phase of labour if fetal presentation 
cannot be confirmed on vaginal examination (VE). This has 
significantly reduced the number of breech presentations 
diagnosed in labour.

2 A breech proforma has been developed to standardise counselling 
and documentation for vaginal breech birth, but to also support 
clinicians conducting vaginal breech deliveries to appropriately 
manage any concerns (such as offering/recommending caesarean 
delivery, or breech extraction).

3 A breech masterclass was held to discuss learning from local 
cases and optimal management of vaginal breech births, including 
more complex scenarios. This session was recorded and is still 
available to all staff who were not able to attend on the date of 
the live session.

4 It is mandatory for every clinician to attend Practical Obstetric 
Multi-Professional Training (PROMPT), and so an abridged version 
of the breech masterclass has been delivered via this platform 
which has meant all staff have accessed this information.

5 Simulation training runs in the clinical areas, and part of the 
simulation programme is vaginal breech births, including the 
opportunity for staff to practice manoeuvres on the training manikin.

The Leeds Teaching Hospitals NHS Trust 



1717Click here for contents page

Supporting staff in systematic 
approach to CTG (cardiotocograph) 
interpretation and fresh eyes review 
  
We heard from HSIB … the evidence

It was recommended that the Trust ensure staff are supported to 
systematically categorise CTGs and undertake fresh eyes review in 
line with guidance.

We did this, and it worked for us … the change

Our CTG lead midwife is now undertaking regular 
multidisciplinary CTG training for staff and has encouraged 
them to participate in the ‘Monitoring May’ CTG training by Mid 
Yorkshire NHS Trust.

A literature search has been undertaken to review ‘Fresh Eyes’ 
evidence, and revised guidance has been given to staff via the 
divisional weekly newsletter.

Our protocol for ‘Intrapartum Fetal Monitoring and Fetal Blood 
Sampling’ is being updated following these recommendations 
and to meet Saving Babies’ Lives Version Two standards.

Blackpool Teaching Hospitals NHS Foundation Trust
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Vaginal breech birth                      
  
We heard from HSIB … the evidence

It was recommended that the Trust:

Ensure that senior clinicians are available to provide support in person. 

Ensure that staff are trained in supporting safe vaginal breech birth 
including intervention and communication techniques to use when 
birth is delayed or in an emergency. 

Share information regarding the risks and benefits of vaginal breech 
birth, including local frequency figures with mothers to aid their 
decision making.

We did this, and it worked for us … the change

The Trust’s ‘Breech presentation’ guideline has been amended to 
include the recommendation that the obstetric consultant should be 
present in the birth room for all vaginal breech births.

The Trust’s ‘Role of the consultant when on duty for obstetrics’ 
guideline has been amended to include that a face to face holistic 
review should be performed by the obstetric consultant when asked 
to review a woman. 

Staff attend annual, multi- disciplinary PRactical Obstetric Multi-
Professional Training (PROMPT) which covers the management of 
vaginal breech birth and how to respond when birth is delayed, or 
concerns arise. 

K2 Human factors training has been added to the training needs 
analysis (TNA) for all maternity and obstetric staff, training is to be 
completed on an annual basis. 

The patient information leaflet for breech birth has been reviewed 
and is currently being updated to include the Trust’s 2020 figures for 
vaginal breech birth to assist mother’s decision-making regarding 
birth options.

Lancashire Teaching Hospitals NHS Foundation Trust



1919Click here for contents page

Operative delivery tool to support 
safety and effective communication            
    
We heard from HSIB … the evidence

We learnt that the Trust should review the process for 
communicating the category of caesarean section between the 
multidisciplinary team to minimise misunderstanding in practice.
The operating theatre preparation checklist sticker does not include 
an area for the planned delivery method or categorisation. Clearly 
communicated and documented categorisation of operative 
delivery allows all team members to be working towards a common 
goal whilst understanding the level of urgency and avoiding delay. 

We did this, and it worked for us … the change

To prompt thought about the urgency of delivery and clear 
communication within the team we developed and introduced 
an ‘Categorisation of Operative Delivery’ sticker. This is a simple 
tool that is quick to fill out and promotes safety and effective 
communication.

Somerset NHS Foundation Trust (Taunton)
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Management of impacted fetal  
head at caesarean section                     
  
We heard from HSIB … the evidence

Example of HSIB safety recommendation from a report;

‘The Trust to ensure that obstetric and midwifery staff attend local/ 
regional training on anticipation and management of an impacted 
fetal head’.

HSIB acknowledged that there was currently no national or local 
guidance on the management of impacted fetal head at caesarean 
section and that midwifery staff have learned to push a baby’s head up 
through the vagina through experience in practice. It was suggested 
that midwives should first receive formal training on pushing a baby’s 
head up through the vagina prior to undertaking this skill.

We did this, and it worked for us … the change

We have introduced a standard operating procedure (SOP) for the 
management of impacted fetal head at caesarean section and staff 
have been informed of this. The Trust has already rolled out training 
in this skill for senior clinicians and core central delivery suite (CDS) 
midwives. We are also in the process of introducing training in the 
management of an impacted fetal head which will be included in the 
multi-disciplinary training programme for all midwives and doctors 
as part of mandatory Practical Obstetric Multi-Professional Training 
(PROMPT) from September 2021.

Gloucestershire Hospitals NHS Foundation Trust
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Storage of homebirth equipment                                                                                                                
We heard from HSIB … the evidence

The process of storing homebirth kit in different bags caused the 
clinician to make several trips to the car.

We did this, and it worked for us … the change

We are in the process of supplying identical bags to staff members, 
so all equipment is present.

Dorset County Hospitals NHS Foundation Trust
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Introduction of categorisation  
sticker for instrumental deliveries, 
emergency and urgent caesarean sections                      
  
We heard from HSIB … the evidence

We had a recommendation that staff ensure that when making 
a decision for a caesarean section, the categorisation must be 
communicated to the team and documented in the notes. 

We did this, and it worked for us … the change

A documentation tool in the form of a ‘Categorisation of Delivery 
Sticker’ has been developed. The tool categorises all deliveries that 
require obstetric assistance i.e. instrumental deliveries or category 1 
or 2 caesarean sections. This supports the urgency and timings from 
decision to delivery interval, as well as prompting the team to review 
the case every 30 minutes to review any changes in a woman’s 
clinical condition. 

If there is a delay in the transfer of the woman to theatre of more 
than 30 minutes, the clinician must re-assess and document 
the reason(s) for the delay. There is clear escalation to the on-
call consultant following this review and the on-call team has 
the opportunity to review the workload in the unit and triage 
priorities accordingly.

The tool also helps to prioritise the workload on delivery suite and 
acts as an aide memoir for escalation of concerns e.g. deterioration in 
clinical picture. 

Bedfordshire Hospitals NHS Foundation Trust –  
Luton & Dunstable University Hospital site
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Instrumental delivery categorisation                                                                                                             
We heard from HSIB … the evidence

The Trust to ensure the purpose and urgency of transfer to the operating 
theatre for an operative vaginal delivery should be communicated with 
the multidisciplinary team (MDT) using a clear categorisation scheme 
similar to that used for a caesarean section (CS).

We did this, and it worked for us … the change

Initially we formed an MDT development group (including 
obstetricians, anaesthetists, theatres, midwives, and governance) 
to introduce the same categorisation of instrumental deliveries as 
emergency CS - namely the timings. 

Following an audit of decision to delivery interval (DDI) timings, and 
a staff survey which was sent out to identify areas where time could 
be saved - the issues identified were addressed and these were 
focused on to reduced DDI. Areas identified included the amount 
the midwife had to do to prepare the woman for theatre, the degree 
of urgency needed and lack of communication of urgency.

There was a change in practice, when making decision for trial, to 
categorise and put out 2222 call when category 1.

This was communicated with staff via posters/cue cards and the practice 
development midwives (PDM) team, and members of the multi-disciplinary 
team (MDT) being on the delivery suite during the initial launch.

The wording used when making a crash call was altered to include 
the delivery room number and whether trial of instrumental or CS 
and a bleep was given to a maternity support worker to attend the 
room to assist the midwife in preparing the women for theatre, as 
well as pre-made Cat 1 grab-packs with all the required paperwork/
equipment needed.

We are in the process of approving pre-printed risks/benefit consent 
stickers for gaining consent and adding mandatory box on Badgernet 
for declaring category of delivery when completing notes. 

A further audit was completed three months after launch and 
findings communicated to both midwifery and medical staff.

Birmingham Women’s and Children’s NHS Foundation Trust
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Learning from fetal monitoring
  
We heard from HSIB … the evidence

A number of investigation reports highlighted that some areas of 
improvements were needed with regards to CTG interpretation, 
intermittent auscultation (IA), and escalation. 

We did this, and it worked for us … the change

A fetal surveillance midwife has been appointed. 

Antenatal CTG guidelines were developed.
Weekly CTG/ fetal monitoring sessions are offered to staff. 

Regular audits on CTG and IA are being undertaken to monitor 
compliance and effectiveness of measures put in place. 

The unit has undertaken a gap analysis following the publication 
of the HSIB national investigation report on ‘Delays in intrapartum 
intervention once fetal compromise is suspected’, to identify areas 
requiring improvement and monitoring.

London North West University Hospitals NHS Trust 
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Maternity Newsletter  
Information sharing with mothers

We did this, and it worked for us … the change

1 The Trust developed and implemented a ‘Birth Choices Clinic’ led 
by a senior midwife and obstetric consultant. The clinic provides 
women who are choosing to step out of a recommended pathway 
of care the opportunity for support during their pregnancy, and 
full information giving of risks and benefits. This clinic provides 
continuity of care to families in relation to information giving 
and choices. Information giving and support can be revisited 
throughout the pregnancy to empower women with their choices, 
while ensuring that all risks and benefits have been discussed.

2 We now hold monthly ‘Live Facebook’ events via our public 
maternity page. These events provide an opportunity for questions 
to be answered by the maternity team. Subjects are chosen relating 
to themes identified from investigations and feedback received 
and have evaluated very well. Recent themes include induction of 
labour, homebirths and COVID vaccination Q&A.

Supporting informed choices    
                                             
We heard from HSIB … the evidence

The Trust to ensure staff are supported to clearly explain the risks 
and benefits of all options to mothers, to assist them to make 
informed decisions.

The Leeds Teaching Hospital NHS Trust 
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Parent Information
We heard from HSIB … the evidence

We had no local guidance to support the home birth team to 
provide standardised information to parents.

We did this, and it worked for us … the change

We have introduced leaflets (NHS) detailing benefits and risks for 
families planning home births.

Dorset County Hospital NHS Foundation Trust
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Support for women choosing to birth 
outside of guidance                                                                                                               
We heard from HSIB … the evidence

When women decline care and opt to birth outside of guidance, 
the Trust to ensure they have a clear process in place to support 
clinicians and acknowledge the mothers’ and fathers’ requests.

We did this, and it worked for us … the change

A clear process of referral for women who opt to birth outside of 
guidance has been implemented. Individualised care plans, outlining 
both local and national guidance and options to optimise mitigation 
of risk have been written by the consultant midwife and named 
consultant obstetrician. 

Care packages have been co-produced with the woman and her 
family to ensure full informed choice is supported.

Birmingham Women’s and Children’s NHS Foundation Trust
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Maternity Newsletter  
Postnatal

Placental histology                                                                                                                                        
       
We heard from HSIB … the evidence

Placental histology can give important information in cases 
of adverse perinatal outcome, which can be used to plan 
appropriate care in subsequent pregnancies.

The Trust did not always send a placenta for histology when 
a baby was born in poor condition and required therapeutic 
cooling. HSIB recommended that the Trust review national 
guidance and ensure all staff know under which indications to 
send a placenta for histology.

We did this, and it worked for us … the change

We remind staff at every possible opportunity to send placental 
histology with posters in place in the sluice/treatment room. We 
are planning on adding to the SBAR handover when babies are 
transferred to SCBU to remind staff to send the placenta.

Dorset County Hospital NHS Foundation Trust
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Placental histology                                                                                                                                        
       
We heard from HSIB … the evidence

Placenta met criteria for histology but was not sent. 

We did this, and it worked for us … the change

We remind staff at every possible opportunity to send placental 
histology with posters in place in the sluice/treatment room. We 
are planning on adding to the SBAR handover when babies are 
transferred to SCBU to remind staff to send the placenta.

Bradford Teaching Hospitals NHS Foundation Trust
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Improving compliance with 
placental histology
         
We heard from HSIB … the evidence

It was recommended that the Trust should implement a system to 
ensure that placental histology is undertaken consistently and in line 
with national guidance.

We did this, and it worked for us … the change

• Worked closely with pathology to agree a set criterion

• Updated the placental histology request form

• Provided information and updates to the midwifery team

• Developed an SOP to include criteria and practical instructions

• Implemented a fridge to store placentas with a process for disposal

• Audited compliance

Birmingham Women’s and Children’s NHS Foundation Trust
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New guideline that details which 
placentas need to be sent to 
histopathology as per Royal College 
of Pathology guidelines 
               
We heard from HSIB … the evidence

The latest HSIB investigation report highlighted that the placenta 
was disposed of after the birth of the Baby and was not sent for 
histological examination. The Baby’s weight at birth was on the 
9th centile, which met the criteria for the Baby’s placenta to be 
sent for histo-pathological examination. This was not identified 
prior to the placenta being disposed of. HSIB considers that the 
results of the examination may have provided useful information, 
potentially providing an explanation for what happened and 
helping with the planning of any future pregnancies.

We did this, and it worked for us … the change

We have developed and ratified a new guideline to ensure 
placentas are sent for pathological examination including histology 
in line with national guidance (RCPath 2019).

 Whittington Health NHS Trust 
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Addressing the theme of  
clinical escalation 
      
We heard from HSIB … the evidence

We have made links with the Trust Quality and Safety 
Improvement team who are supporting our project.

During May and June, we conducted a series of focus groups over 
three weeks featuring clinicians from across the maternity and 
neonatal unit. These groups were categorised by clinical area to 
assess the current practice and culture surrounding clinical escalation.

We found that in general staff were well aware of the requirements 
of clinical escalation and what makes this effective, however multiple 
barriers have been identified which are challenges to successful 
escalation in everyday clinical practice. From our focus groups we 
noted the lack of medical representation therefore reached out 
specifically using an open-ended question questionnaire which was 
well received, and response rates were proportionate to the number 
of midwifery and neonatal staffing meaning we could be reassured 
that our findings were representative of our working clinical structure.

The barriers we identified are: 

‘permissions’
personality and attitudes
competing priorities 
human factors -tiredness/ stress etc..
visibility of senior clinicians
lack of insight into other clinical areas.

We have recognised that many of these will take time to overcome 
as they involve cultural changes.

North Bristol NHS Trust

Maternity Newsletter  
Improving escalation
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Addressing the theme of  
clinical escalation 
      
We did this, and it worked for us … the change

So far, we have begun compiling an interactive staff video ‘Call 
me baby’ featuring our senior clinicians to enhance their visibility 
and accessibility to staff of all levels. During all MDT ward rounds 
following the completion of review the senior professional is 
encouraged directly give an opportunity for the providing care 
professional to identify any worries or concerns they have. It is 
hoped that by providing this platform and open communication this 
will improve the senior clinician accessibility by all staff members.

We have made links with our Trust and internal patient experience 
leads to include families who are willing to share their stories/ 
journeys within which clinical escalation (positive and negative) 
has featured within their care at NBT.

We have contacted external agencies to facilitate training for all staff 
to encourage working as one team with the aim to provide excellent 
care to the mother and baby throughout their maternity pathway.

Our senior midwives are beginning ‘a day in the life of’ in 
November where they will spend a supernumerary shift in another 
clinical area to gain a better understanding and knowledge of the 
clinical pressures and daily activity in another area of our unit.

We have an allocated session within our mandatory fetal 
monitoring study day starting in September 21 where Recognition, 
Evaluation, Assessment, Critical Treatment and Stabilisation 
(ReACTS) will feature and provide staffing with face-to-face 
education surrounding clinical escalation - we hope to use the 
patient stories and ‘call me baby’ videos as part of this session.

North Bristol NHS Trust
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Improving escalation – 
Kobi’s promise and iCare
      
We heard from HSIB … the evidence

Kobi’s promise was developed after he died during his delivery in 
2019. We have not had an HSIB recommendation about escalation 
since we implemented this change. 

We pledged to Kobi’s family that we will learn from the events 
surrounding that day. We recognised that we needed to continue 
to develop a culture of openness and honesty with our staff and 
to equip them with confidence to challenge where necessary and 
support them in escalating their concerns. 
 
We also wanted to be open and honest with our families and 
increase the support we offer to them. 

James Paget University Hospitals NHS Trust
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Improving escalation – 
Kobi’s promise and iCare
      
We did this, and it worked for us … the change

We co-produced Kobi’s promise with Kobi’s family. Staff are 
supported to follow this and especially to use the words “ Can I 
just confirm” as a way of speaking up. 

Keep calm and think is this right? 

Does it feel right? 

Opportunity to challenge is there for everyone. You will 
be supported and encouraged to challenge if you feel that 
something isn’t correct. 

Be Bold, confirm what is happening “Can I just confirm” that you 
want to continue with this mode of delivery/ action? 

Inform the family at every stage of what is happening during and 
after an incident. This is their baby and they have the right to be 
involved and informed. 

Our fetal monitoring lead midwife has also developed iCare.
This follows on from Fresh Eyes and the takes the place of 
our older Fresh Ears too. We felt that Fresh Eyes gave the 
connotation that you just looked at the CTG - we wanted this 
to incorporate the whole clinical picture therefore iCare was 
developed. Within iCare is also the “Can I confirm” element to tie 
in with the work we did for Kobi’s promise.

This has been shared with the Norfolk and Waveney Local 
Maternity and Neonatal System (LMNS) and will be an LMNS 
system wide change.

James Paget University Hospitals NHS Trust
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James Paget University Hospitals NHS Trust

James Paget University Hospitals NHS Trust

Improving escalation – 
Kobi’s promise and iCare
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Thematic review of learning from  
HSIB investigation reports
      
We heard from HSIB … the evidence

We received several reports from HSIB outlining multiple learning 
points within a relatively short timeframe, spanning cases that 
occurred over several months. 

We did this, and it worked for us … the change

We completed a thematic review of the reports received with 
support from both clinical and non-clinical members of the multi-
disciplinary team.

All safety recommendations and findings were mapped out  
to themes. 

The most common elements of the safety recommendations/
findings were identified through analysis and when they were 
plotted the top 3 were; education, staffing/capacity, and guidelines. 

A SMART action plan to address all themes and common elements 
was developed by the MDT, with oversight for completion through 
governance processes.

Birmingham Women’s and Children’s NHS Foundation Trust

Maternity Newsletter  
Thematic review of learning 
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