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Maternity Newsletter  
Introduction

Introduction  

HSIB is pleased to share the first newsletter of 2022. This follows 
our previous newsletters sharing the work trusts have undertaken 
in response to our investigations. This work comes despite the 
significant continued pressures on maternity services due to the 
COVID-19 pandemic.
 
This newsletter gives an opportunity for trusts to learn from each 
other by understanding what worked well in other organisations. The 
continuous feedback we receive demonstrating the huge amount 
of work that trusts are undertaking to improve the care provided to 
families is inspiring, and we want to share this across the country.

Some examples described in this newsletter relate to improvement 
work following a single recommendation and others to themes that 
have arisen from more than one investigation in the same Trust. 
Many are experiences that trusts across the country can relate 
to. These provide an opportunity for the solutions to be adapted 
and incorporated to meet the needs in other trusts. The sharing of 
learning and collaboration across the maternity system is key to 
improving care for all mothers and babies.

We would like to thank the trusts that have taken the time to kindly 
share their work with us. Please feedback to us on what you think of 
the newsletter and any ideas you have on how we can make it more 
helpful to you.

Sandy Lewis, Associate Director of Maternity programme and 
Professor James Walker, Clinical Director Maternity programme
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Maternity Newsletter  

Antenatal, ideas around  
triage services     
Kettering General Hospital NHS Trust introduced a 
yellow badge for the triage midwife identified on shift 

HSIB report recommendation 
The Trust ensures that there is a robust pathway for initial triage of 
mothers to facilitate timely review and correct pathway allocation. 

At the beginning of every clinical shift on Delivery Suite a midwife 
is allocated to be the triage midwife. The midwife wears a yellow 
badge so the whole of the multi-disciplinary team is aware of the 
role. This midwife works in the 4 bedded bay to assess pregnant 
women in a timely and correct manner.

The standards of record keeping have improved. The Trust say ‘the 
role of the telephone triage and triage midwife will be more in line 
with continuity of care to provide a better patient experience’. 

Clinical Risk Sister Julie Ames julie.ames1@nhs.net 
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Leeds Teaching Hospitals NHS Trust – have implemented 
the Birmingham symptom-specific obstetric triage 
system (BSOTS©) within maternity services. 

They have also made a change to telephone triage to include early 
invitation to hospital of some women in the latent phase of labour.  
The Trust say ‘We learned that we needed clear concise guidance 
for our maternity assessment staff in relation to triage and invitation 
to hospital of women in early labour with specific maternal and fetal 
risk factors which have required increased surveillance throughout 
pregnancy. A working group, including the fetal monitoring lead 
midwife, worked together to develop an agreed list of maternal and 
fetal conditions which would require early invitation to hospital in 
early labour.’

agnes.woodhouse@nhs.net 

Medway NHS Foundation Trust – a quality improvement 
project to improve access to advice 

The problem: Feedback from women highlighted a poor experience 
of the existing Call The Midwife (CTM) service which was based on 
delivery suite.  Service users highlighted difficulty in accessing the 
24/7 clinical advice line. 

Feedback highlighted delayed pick-up times, that calls were 
sometimes unanswered, and conversations were occasionally 
rushed. This had resulted in some women feeling that they were a 
burden to the service.  

Staff also experienced dissatisfaction when rostered to this line as they 
were frequently moved to another area of maternity to support acuity 
challenges. This resulted in a lack of consistent call receiver, inconsistency 
in advice and advice not always being electronically logged.

Some evidence from an HSIB investigation included a COVID-19 
positive woman not being able to access telephone advice 
and support in a timely manner, therefore early recognition in 
deterioration was not responded to promptly. 
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There was further evidence of a mother calling with polyhydramnios 
who had spontaneous rupture of membranes (SROM). The mother 
recalls calling the “Call the Midwife” (CTM) line, however, this call 
was not logged on the electronic maternity system due to not 
having a dedicated call-taker on this day. This woman was not 
invited to the unit for a review which was a missed opportunity and 
a delay in delivering safe care.

The aim: To move the CTM to work remotely, providing a 24 hour 
responsive service run by experienced Band 6 midwives.

The method: The Trust describe 5 key phases of the work:

After defining the problem (1) and setting the aim (2) we used a 
driver diagram to look at change ideas for improvement (3).  We 
engaged with all key stakeholders and ensured there was a shared 
goal.  There was a need to ensure all staff had the correct resources 
and equipment to ensure there were no system errors. Staff needed 
access to laptops, share drive, E3, viewpoint, VPN, pathology.

A Plan, Do, Study, Act (PDSA) cycle (4) was used determine 
whether change has resulted in improvement.  The final stage 
(5) was to implement and sustain the service.  Communication 
was key in ensuring all CTMs felt supported with this new way of 
remote working, therefore the matron called each shift to ensure 
they had access to everything. 

The outcome: Service user feedback was excellent following the 
pilot. Women are delighted to receive a phone call back as the CTM 
has a list of ‘missed’ phone calls whilst the phone line is engaged.

A survey was sent to the midwives in charge, senior sisters and 
the feedback from the senior team has been largely positive.  The 
feedback from CTMs pilot team and obstetric triage, completed 
following the pilot was overall positive.  

k.harris4@nhs.net or helen.money@nhs.net
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South Tees NHS Hospitals Foundation Trust – third 
episode of reduced fetal movements

The Trust describes one of the actions taken to ensure that all women 
are referred to a senior obstetrician if they have attended with 3 
episodes of reduced fetal movements over 26 weeks gestation. 

Prompts have been placed on all CTGs on the Maternity Assessment 
Unit to remind staff to refer to a senior obstetrician if it is their 3rd 
attendance with reduced fetal movements over 26 weeks gestation.

A regular audit has been started to look at the management of ≥3 
attendances with reduced fetal movements to ensure compliance 
with Saving Babies Lives V2.

Medical and midwifery staff are now all aware that referral to a 
senior obstetrician is required if a woman has attended with 2 
episodes of RFM over 26 weeks.

stephanie.lishman@nhs.net

 
North Cumbria Integrated Care Trust – action planning 
in response to a recommendation about triage 

One of our HSIB investigation reviews recommended that the 
Trust ensure staff use a systematic approach to triage calls from 
mothers that supports a robust risk assessment to inform the 
timing of a mother’s admission. It was also noted that this should be 
documented contemporaneously.

Our aims were

• To improve the quality of telephone triage assessment by 
promoting a more holistic approach to a telephone clinical review  

• Improve identification and recognition of a problem to ensure 
early intervention
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• Promotion of professional curiosity, particularly for 
inexperienced midwives

• Improve documentation of telephone triage assessment

These were the actions we planned and put in place:-

1 Review of guidance around triage communication and 
introduction of a new triage SOP.

2 Removal of all message books and ad hoc pieces of paper to 
record telephone calls.

3 Re-education of staff around appropriate record of triage 
contacts immediately onto the BadgerNet patient record and 
recognition of repeat calls.

4 Review of BadgerNet ‘alert’ so that the system alerts the user if 
there have been more than two contacts from a mother within 
the last 48 hours.

5 Amendment of BadgerNet Triage workflow to incorporate new 
enhanced questions and ‘drill-down’ questions. 

6 Introduction of poster prompt sheet to sit alongside new 
BadgerNet Triage workflow as a reminder to staff.

7 Monthly audit of new triage process.

The change has been reinforced through Safety Message of the 
Week and detailed information has been included within the 
Maternity Safety Bulletin.

By removing all paper and message books and promoting the 
BadgerNet Triage workflow, improvements in triage assessments 
have already been identified.

Once the new workflow questions are embedded, further 
improvements will be tracked by regular audit.  

Alison.Dann@ncic.nhs.uk Q&S lead 
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Team working and collaboration 
                              
Nottingham University Hospitals - improving clinical 
escalation through collaborative decision making

In keeping with findings in national reports we found a breakdown  
in escalation was a contributing factor in some of our incidents. 

We wanted to learn from best practice nationally. We utilised 
approaches shared at the national ‘Monitoring May’ networking 
events. We also used the Each Baby Counts learn and support 
‘Teach or Treat’ initiative. The concept encourages colleagues 
to actively give each member of the team a voice, and to make 
decisions collaboratively. Collaborative decision making removes  
the need for a colleague to challenge a decision made in isolation  
by a colleague.

We have done several social media campaigns and interactive multi-
professional learning events on the topic of clinical escalation. We 
have also created a 15 minute YouTube video. The video highlights 
the impact of hierarchies on team communication. It also looks at 
how the involvement of women, their companions and colleagues in 
assessments and decision making processes can improve safety. 

The video can be accessed via the following link:  
https://youtu.be/fREPO9yzAvo

Staff have fed back that the work has been really helpful as it has 
improved the wider teams awareness of the lived experience of 
colleagues that are from different professional groups, levels of 
seniority or experience. As a result, it has opened conversations 
about sociocultural barriers to escalation within the department, 
enabling us to address these.

naomi.taylor@nhs.net
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Nottingham University Hospitals - Improving the 
kindness in our maternity service

Feedback from HSIB, our CQC inspections, CCG visits and our own 
staff surveys and freedom to speak up guardians suggested that 
not everyone felt that the culture of the maternity service fostered 
kindness and compassion for each other. 

To help build a culture of psychological safety and one where  
teams developed;

We ran several social media campaigns and a campaign called 
‘You’ve Been Mugged’ where staff could nominate a colleague to 
receive a mug of kindness. Our week long social media campaign 
posted suggestions of different acts of kindness each day.

Staff fed back that they enjoyed the week of activities posted on 
social media and the acts of kindness that we suggested they 
could do. It made them think about kindness and how their actions 
affected one another.

We repeated the work again in January.

Carolyn.Jenkinson@nuh.nhs.uk

Barnsley Hospital NHS Foundation Trust -  
wanted to improve escalation to the paediatric team  
in an emergency when they were needed by the 
neonatal team.

The Trust say ‘We developed MDT training that included midwives, 
support workers, obstetricians, anaesthetist, neonatal nurses and 
paediatric doctors. Our fully case based training day merges a 
couple of HSIB cases with MIS (maternity incentive scheme) year 4 
requirements and local learning to create a representative mother 
called ‘Kay Swan’. We follow Kay throughout her pregnancy journey 
and baby loss exploring national publications, local learning and 
exploring the ‘what ifs….’ We have also incorporated human factors 
training into this day.
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This training has received great feedback from all staff allowing staff 
to discuss the learning for ‘Kay Swan’ as if she was a real mother. We 
have been able to communicate the learning and to discuss national 
and local changes to practice in a more relatable way. Training with 
the midwifery, obstetric, neonatal and paediatric team together 
has improved communications and prompted further quality 
improvement projects to be looked at jointly.’ 

(Natasha) n.geldart@nhs.net 

Darent Valley Hospital as part of Dartford and 
Gravesham NHS Trust – clearer pathways for pregnant 
women who access ED who are Covid-19 positive.

A mother attended the Emergency Department (ED) for a non-
pregnancy related minor illness where she tested positive for 
COVID-19. She was unvaccinated. 

No concerns were identified regarding the pregnancy and a referral 
to obstetrics was not judged to be needed. No follow up plan was 
made in view of the mother being COVID-19 positive. The mother had 
atypical COVID-19 symptoms and she deteriorated very rapidly over 
four days when she was readmitted again with an intrauterine death.

Multidisciplinary meetings were held with the ED governance  
team to ensure a robust joint ED and Obstetric pathway for pregnant 
women which included information about COVID-19 management for 
women who attend ED and who are either admitted or discharged.

A ‘Maternity Covid Escalation Pathway’ was introduced which RAG 
rates women depending on the severity of their condition which in 
turns triggers actions to be taken. The pathway covers women of all 
gestations that need admission and those discharged.

Joanne Seymour, jo.seymour@nhs.net 
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Homebirth   
                       
Dorset County Hospital NHS Foundation Trust – 
standardising homebirth emergency equipment

Following an HSIB investigation it was highlighted that the home 
birth midwives carried their equipment in a variety of bags which 
were not standardised. This could result in midwives wasting time 
trying to locate equipment in different bags when they attend a 
homebirth, especially as the 2nd member of staff. 

All eight members of the Cygnet team now carry the nationally 
recognised homebirth bags, produced by Baby Lifeline so staff 
can provide the safest and best care at home. Funding enabled 
Baby Lifeline to donate four of the bags to the team and the local 
amazing Bridport Ladies Circle fundraised for the remaining four,  
so the homebirth continuity team all have one of their own.

Standardising all equipment improves safety as staff would be 
able to locate equipment, in a time critical situation, regardless of 
whichever team member was attending the homebirth.

Since this has been identified and these improvements have been 
made, individual midwives have stated they now feel more prepared 
for an emergency in the community setting. This also helps the 
team members to look professional.

linda.deadman@dchft.nhs.uk
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University Hospitals Dorset NHS Foundation Trust - 
risk assessment for homebirth

The Trust wanted to ensure that all women planning to birth in 
the home environment have a robust risk assessment and receive 
evidenced based information to make an informed decision on their 
birth preferences, and that this discussion is clearly documented. 

What did they do?

A comprehensive ‘Homebirth Discussion Checklist’ was produced, and 
the Homebirth Policy updated with the ‘checklist’ as an appendix. 

Community Midwives base their conversation around the checklist 
at the 36 week antenatal appointment. All risks and benefits of 
labour and birth in the home environment are outlined and includes 
statistics based on both national and local data.

The proforma is then signed and dated by the midwife before being 
uploaded to the patient’s electronic records. This process ensures 
there is consistency in information provision to all women and 
documentary evidence that the conversation has been held. 

claire.white@uhd.nhs.uk
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Intrapartum care 
                       
Portsmouth Hospitals University NHS Trust – THINK at PINK

A recommendation was made by HSIB around staff seeking review 
for documented ‘pink liquor.’ There was lots of debate amongst staff 
about the impact of treating pink loss as abnormal and the risk of 
unnecessary transfer from low risk settings to consultant care.

We needed to find a balance between reducing the impact of 
intervention with normal pink loss but still recognising that blood 
staining of the liquor is not normal.

We recognised that this may be a documentation issue. Midwives 
document ‘pink’ for liquor, on the partogram for example, when what 
they mean is pink loss and not liquor. Pink vaginal loss (where clear 
liquor has flowed through show) is normal whereas if the liquor itself 
is pink i.e., blood stained, this is not normal.

We raised awareness for midwives to ‘THINK at PINK.’ To consider and 
document whether the loss is pink but the liquor clear or whether the 
liquor itself is pink, in which case they should seek a review.

We sent out a simple short message as part of our weekly safety 
message (below).

Contact lisa.wood@porthosp.nhs.uk  
Maternity Governance Administrator

 

THINK at PINK 
HSIB have recently highlighted a documentation issue around defining vaginal loss. It is well 
recognised that some pink vaginal loss during labour is normal and is as result of bloody show mixing 
with clear liquor. 

Blood staining of the liquor itself is not normal and needs further risk assessment - considering 
antepartum haemorrhage.  

Differentiating between simple and normal pink vaginal loss and blood-stained liquor is important, 
both in our risk assessment of the labour and how we document our findings. 

When documenting vaginal loss, it is important to: 

• Be clear when the vaginal loss is pink but the liquor itself is clear – you may need to document 
that you are going to observe this for a period until you are sure 

• Consider obstetric review if you have suspicions or confirmation that the liquor itself is blood 
stained as this is not normal 

This learning was identified in a recent HSIB investigation. HSIB reports are available for staff to view on the Trust Intranet. 
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Tameside and Glossop NHS Trust – respiratory 
depression in neonates

HSIB investigations found that use of opioid analgesia in labour 
may have contributed to respiratory depression in neonates. 

It was recommended that we ensure the cumulative effect of 
opiate-based medicines in labour is considered and that we 
personalise a mother’s dosage and implement an individualised 
plan of care for the newborn. 

We discovered that midwives believed that a doctor’s 
prescription was required for Diamorphine. Diamorphine is 
covered under the NMC Midwives Exceptions. 

Education was provided to midwives by attaching posters to 
controlled drugs cupboards and discussing the topic in ward 
safety huddles. A newsletter was produced with input from the 
Trust Lead Pharmacist. 

The Trust has since moved towards using Diamorphine for 
analgesia with smaller doses at regular intervals which reduces 
the risk of depressed respirations in the neonate.

Ella.Weatherhead@tgh.nhs.uk

Quality Governance Lead – Division of Surgery, Women & Children
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Fetal monitoring in labour 
                       
University Hospital of Morecambe Bay NHS  
Foundation Trust 

HSIB safety recommendation

The Trust to ensure that all staff in all birth settings where 
intermittent auscultation is used, monitor the baby’s heart rate  
in the second stage of labour in line with NICE (2014) guidance.

We amended our fetal monitoring guideline to remove 
differentiation between the passive and the active phase of the 
second stage of labour for the timing of intermittent auscultation 
of the fetal heart rate. This has removed any ambiguity and ensured 
that the fetal heart rate is always monitored at least every 5 minutes 
in the second stage in line with NICE guidance.

alison.mayor@mbht.nhs.uk

Great Western Hospitals NHS Foundation Trust – actions 
taken to ensure that HSIB recommendation is met

HSIB safety recommendation 

The Trust to ensure that current labour practice is consistent with 
local guidelines relating to intermittent auscultation of the baby’s 
heart rate and monitoring a mother’s progress in labour. 

These are the actions we planned and carried out.

• A fresh ‘hourly-review of labour and care provided’ sticker has 
been implemented. Monthly data collection will allow us to audit 
these for a bi-annual review.

• A training package on ‘intelligent intermittent auscultation’ (IIA) 
has been implemented through PROMPT multidisciplinary teaching 
sessions. In addition, IIA cases are discussed on a 6-weekly basis at 
the local weekly CTG and fetal monitoring meetings.
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• The Trust aimed to ensure that the e-learning for health platform 
on IIA was completed by 90% of midwives, and this was achieved 
in September 2021.  

• We provide monthly fetal surveillance updates to all staff, one-
to-one sessions for those who feel they need further support and 
feedback to staff when working clinically. 

• A review of local guidelines and publication of IIA guidelines for 
midwives to begin using in August 2021.

We are carrying out a review of all ATAIN babies to include auditing 
whether IA (pre-August 2021) or IIA is happening, as per the 
national guidelines for frequency and review.

We have been able to evidence improved compliance with our 
e-learning for health IIA fetal monitoring training programme: 

 

angela.willis5@nhs.net Fetal Surveillance Specialist Midwife
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Royal United Hospitals Bath NHS Foundation Trust – 
recognising the need to escalate when a CTG has non-
reassuring features 

Live Learning has been introduced on the acute birthing centre.  
This involves Fetal Monitoring midwives reviewing all mothers 
having fetal monitoring. This occurs while the morning obstetric 
handover is in progress, allowing midwives to not only learn more 
about fetal monitoring but also to help empower midwives to 
escalate when required. 

Laura.Price18@nhs.net – Patient Safety Midwife

Royal Berkshire NHS Foundation Trust - planning 
actions after HSIB investigation

We heard from HSIB… the evidence
• Not recognising chronic hypoxia on CTG
• Occasions where the CTG was misclassified by all levels of 

midwifery and obstetric staff
• No attempt to contact on call consultant to assist with the workload
• No escalation of fetal demise

Some of our aims were to ensure that:
• All relevant multi-disciplinary staff are informed of birth 

emergencies
• CTGs are categorised and escalated if abnormal
• Safety huddles were prioritised 
• CTG reviews take place in the delivery room 
• All staff are up to date on fetal monitoring training

What actions did we take? 
• Developed and implemented a fetal monitoring action plan 
• Introduced additional Dawes–Redman machines across service
• Developed an antenatal CTG monitoring decision making tool 
• Reviewed guidance on categorising fetal heart rate changes
• Monitored mandatory CTG Training completion
• Incorporated Fetalink into Electronic Patient Records (EPR)
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We also
• Ran a rapid improvement event focussing on handover
• Reviewed handover tools 
• Encouraged staff to feel safe to escalate concerns – using 

focus groups
• Reinforced the structure and purpose of safety huddles 

WORK IN PROGRESS!!  But….
• HSIB evidence shows that CTG interpretation has not been 

featured as a root cause in recent investigations.
• Mandatory training compliance, both medical and midwifery, at 

an all time high. 

Sharon.Andrews@royalberkshire.nhs.uk
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Keeping babies safe postnatally                                 
                       
Sheffield Teaching Hospitals NHS Foundation Trust - 
Skin to Skin check in

Following the publication of the HSIB National Learning Report 
Neonatal collapse alongside skin-to-skin contact’ (2020) https://
www.hsib.org.uk/investigations-and-reports/neonatal-collapse-
alongside-skin-to-skin-contact/national-learning-report-
neonatal-collapse-alongside-skin-to-skin-contact/  
a benchmarking exercise took place. 

A number of areas of good practice were identified including: 
• Infant feeding documentation supporting a ‘safe holding discussion’ 
• ‘Safe holding’ included in Infant Feeding Training
• A bed sharing and co-sleeping guideline in place. 

There were already ‘Holding your baby safely’ posters displayed 
in all the labour rooms and wards; indeed, the safe holding poster 
featured in the HSIB report originated from Sheffield.

Following completion of the benchmarking exercise, a detailed 
action plan was developed by a multidisciplinary group. 

Actions included:
Updating of ‘safer sleep’ in the infant feeding policy to reflect 
the findings. 

Identifying how clinical and environmental factors potentially 
contributed to neonatal collapse.

What else did we do? 
• Additional lamps were purchased to ensure that staff had 

adequate lighting when suturing in the labour room, so that 
there was no need to leave the room to find equipment and that 
the mother and baby could be clearly seen.

• So that staff did not need to leave the birthing room to find 
Vitamin K for the baby, additional key-pad locked cupboards 
were purchased. This means time is not wasted trying to find 
the location of the keys.
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• Completion of birth records in the labour room was identified and 
promoted as best practice by the Clinical Safety Lead midwife, 
and laptops were made available for this purpose.

• Making Every Contact Count - other opportunities to 
communicate the safe holding message were identified, including 
during NLS training, infant feeding training, and as part of the 
safer sleeping discussion by community midwives antenatally.

• Staff were also reminded of the principles of effective 
positioning and attachment during breastfeeding which support 
safe holding techniques.

• A proactive, staff and family facing poster was developed to act 
as an aide memoir for the principles of safe holding of the baby, 
especially on the labour ward.

All of the above were pulled together in displays throughout the 
maternity unit and ‘5in5 handovers’ featuring the attached poster 
(also see attached photo of the whole displays).

sue.cooper31@nhs.net Infant Feeding Coordinator

skin-to-skin 
check-in 

Keeping cuddled babies safe: 
Key considerations 

     Information from a National Learning Report by HSIB ‘Neonatal collapse alongside skin-to-skin contact’.  

 
Parental  

• Has information about holding the baby safely been 
explained to the mother and birth partner? 

 

• Has understanding been confirmed? 
 

• Do they have means to summon help if needed? 
 

 

Environmental 
• Is the lighting adequate? 

 

• Is all the equipment to hand? 
 

• Is there someone to support the 
mother or midwife, if needed? 

 

 
 

Maternal 
• Is the mother 

alert? 
 

• Is the mother 
able to focus   
on the baby? 

 

• Is the mother in 
a semi-
recumbent 
position? 

 
• Is the mother 

able to move 
and adjust her 
position easily?  
 

• Can she see 
the baby’s face? 
 

 
 

 

Baby  
• Have you 

assessed the 
Apgar score 
at  1, 5 & 10? 
 

• Is the baby in 
a good 
position to 
support its 
airway? 
 

 

skin-to-skin 
check-in 

Staff – can you hear and respond to parents’ questions?  

Record discussions in Infant Feeding Documentation  
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Have you spotted the new displays in each clinical area? 
 

                                   

                                                                           
            

They contain VERY important information for all staff.                       
 

Please take a moment to read one. 
  
 
 

Any questions ?   Skin to Skin 

                                                                                                                                           Check in 

Please ask your matron or  
Helen Baston, Sue, Bev or Rachael. 

     

ANC Rivelin Labour ward corridor Norfolk Whirlow 
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University Hospitals Southampton NHS Foundation 
Trust - Raising awareness of atypical presentations of 
herpes simplex virus (HSV) in the neonate

We heard from HSIB … that diagnosing an unwell baby with HSV 
was difficult as there were no maternal risk factors and the team 
were falsely reassured by ‘normal’ infection markers and blood 
tests. Despite this the team commenced treatment. 

This case demonstrated that HSV can present as overwhelming 
sepsis in the first two weeks of life and that a negative blood test, 
including a normal ALT in the course of the illness, may not rule out 
neonatal HSV infection.

We did this, and it worked for us … the change 
1 All neonates who are screened for sepsis will have HSV testing 

as part of the septic screen.
2 Our neonatal collapse guideline will include the 

administration of acyclovir in all infants <2 weeks, and low 
threshold in older neonates.

3 If there is clinical suspicion of HSV infection, then HSV testing 
will be repeated despite a previous negative result. 

4 In the event of clinical deterioration, there will be a low threshold 
for HSV treatment until results are available.

hannah.mallon@uhs.nhs.uk / hannah.leonard@uhs.nhs.uk
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Interpreting services 
                       
Imperial College Healthcare NHS Trust wanted to 
increase awareness of interpreting services amongst 
services users  

Some investigations concluded that interpretation services were 
not used or only partially used and that this was a detriment to the 
safety of mothers and babies. 

We designed a poster to be placed in all outpatient areas. This 
was aimed at service users to raise awareness of the availability 
of interpreting services and boost inclusivity. The poster reads ‘if 
you need an interpreter let us know’ in 7 different languages (most 
spoken within Trust area demographic – Hindi, Guajarati, Arabic, 
Polish, Romanian, Farsi).

The poster was received positively by staff and patients. It is part of a 
wider improvement project across the local maternity system (LMS) 
to boost the awareness and utilisation of interpretation services.

norafarrelly@nhs.net

 

If you need an interpreter please let us know 
 

 

 

 

 

 

 

 

 

Jeśli potrzebujesz tłumacza, skontaktuj się z nami. 
 

 .كلذب انمالعإ ىجُریف ،مجرتُم ریفوت ىلإ ةجاحب متنك اذإ
 

Dacă aveți nevoie de un traducător, vă rugăm să ne anunțați. 
 

.دیھد عالطا ام ھب افطل ،مجرتم ھب زاین تروص رد  
 

જો તમને અનુવાદક (ટ. ા/સલેટર) ની જ4ર હોય તો કૃપા કરી અમન ેજણાવો. 
 

यिद आपको अनुवादक की आव/कता है, तो कृपया हम6 बताएं। 
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WWW.HSIB.ORG.UK
@hsib_org

3.22.V5

Thank you for reading the newsletter.  
We hope you have found it useful. 

Please continue to tell us about the improvements that you 
are making in response to findings and recommendations from 
HSIB investigations. 

If you have any suggestions for future newsletters please let 
us know via your HSIB maternity investigation team leader or 
through Maternity@hsib.org.uk   

Sandy Lewis
Associate Director of 
Maternity Investigation 
Programme

James Walker
Clinical Director of 
Maternity Investigation


