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Providing feedback and comment on  
HSIB reports

At 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

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. 

www.hsib.org.uk/tell-us-what-you-think

© Healthcare Safety Investigation 
Branch copyright 2020.

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

The Healthcare Safety Investigation 
Branch (HSIB) conducts 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 recommendations 

we make aim to improve healthcare 
systems and processes, to reduce risk 
and improve safety. Our organisation 
values independence, transparency, 
objectivity, expertise and learning for 
improvement. We work closely with 
patients, families and healthcare staff 
affected by patient safety incidents, 
and we never attribute blame or 
liability to individuals.

to patients. The recommendations 
we make aim to improve healthcare 
systems and processes, to reduce risk 
and improve safety. Our organisation 
values independence, transparency, 
objectivity, expertise and learning for 
improvement. We work closely with 
patients, families and healthcare staff 
affected by patient safety incidents, 
and we never attribute blame or 
liability to individuals.

Considerations in light of coronavirus (COVID-19) 

A number of national reports were in 
progress when the COVID-19 pandemic 
significantly affected the UK. Much of 
the work associated with developing 
the reports necessarily ceased as 
HSIB’s response was redirected. For 
this investigation, even though not all 
activities and planned observations 

were completed, it was thought that 
the findings and recommendations 
would be unlikely to change. This was 
because the views of stakeholders, 
along with the conclusions of national 
reports, echoed findings from the 
investigation so far. It was, therefore, 
agreed to publish the report.

A note of acknowledgement

Thank you to the families affected 
by delays in intrapartum intervention 
who shared their experiences with us 
during the investigation into their care, 
which we write about in this report. 
We are grateful to them for generously 
giving their time and thoughts in the 
aftermath of such personal tragedy. 

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. 
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Our investigations

Our team of investigators and 
analysts have diverse experience 
working in 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

Our national investigations can 
encompass any patient safety concern 
that occurred within NHS-funded 
care in England after 1 April 2017. 
We consider potential incidents or 
issues for investigation based on wide 
sources of information including that 
provided by healthcare organisations 
and our own research and analysis of 
NHS patient safety systems.

We decide what to investigate based on 
the scale of risk and harm, the impact 
on individuals involved and on public 
confidence in the healthcare system, 
and the learning potential to prevent 
future harm. We welcome information 
about patient safety concerns from 
the public, but we do not replace local 
investigations and cannot investigate 
on behalf of families, staff, organisations 
or regulators.

Our investigation reports identify 
opportunities for relevant organisations 
with power to make appropriate 
improvements though:

• ‘Safety recommendations’ made with 
the specific intention of preventing 
future, similar events; and

• ‘Safety observations’ with suggested 
actions for wider learning and 
improvement. 

Our reports also identify ‘safety 
actions’ taken during an investigation 
to immediately improve patient safety.
 
We ask organisations subject to our 
recommendations to respond to us 
within 90 days. These responses are 
published on our website.

More information about our national 
investigations including in-depth 
explanations of our criteria, how we 
investigate, and how to refer a patient 
safety concern is available on our website.

Maternity investigations

From 1 April 2018, we have been 
responsible for all NHS patient safety 
investigations of maternity incidents 
which meet criteria for the Each Baby 
Counts programme (Royal College 
of Obstetricians and Gynaecologists, 
2015) and also maternal deaths 
(excluding suicide). The purpose of this 
programme is to achieve learning and 
improvement in maternity services, 
and to identify common themes 
that offer opportunity for system-
wide change. For these incidents 
HSIB’s investigation replaces the 
local investigation, although the trust 
remains responsible for meeting the 

https://www.hsib.org.uk/investigations-cases/
https://www.rcog.org.uk/eachbabycounts
https://www.rcog.org.uk/eachbabycounts
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Duty of Candour and for referring 
the incident to us. We work closely 
with parents and families, healthcare 
staff and organisations during an 
investigation. Our reports are provided 
directly back to the families and to the 
trust. Our safety recommendations are 
based on the information derived from 
the investigations and other sources 
such as audit and safety studies, made 
with the intention of preventing future, 
similar events. These are for actions 
to be taken directly by the trust, local 
maternity network and national bodies.

Our reports also identify good practice 
and actions taken by the Trust to 
immediately improve patient safety.

Since 1 April 2019 we have been 
operating in all NHS Trusts in England.

We aim to make safety 
recommendations to local and 
national organisations for system-
level improvements in maternity 
services. These are based on common 
themes arising from our trust-level 
investigations and where appropriate 
these themes will be put forward 
for investigation in the National 
Programme. More information about 
our maternity investigations is available 
on our website.

https://www.hsib.org.uk/maternity/
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Executive Summary

Introduction

A review of Healthcare Safety 
Investigation Branch (HSIB) maternity 
investigations was carried out to identify 
recurring themes. Delays in interventions 
during labour (intrapartum) once there 
were signs indicating that a baby may 
not be well (fetal compromise) was 
one such theme. The review identified 
issues such as inadequate staffing, 
poor infrastructure and high workload 
as contributory factors to the delays. 
Evidence from national reports confirms 
that such delays constitute a recognised 
patient safety risk. 

The investigation explores this safety 
risk through the lens of organisational 
(as opposed to individual) resilience 
- that is, the ability of the system to 
successfully respond to changing 
circumstances. This is a recognised 
approach to understanding the safety 
and performance of a system. We 
consider systemic (system-wide) and 
contextual elements that may affect a 
maternity unit’s capacity for resilient 
performance. The investigation visited 
two maternity units to aid understanding 
of the systems and context within which 
delays to intrapartum intervention 
once fetal compromise is suspected 
occur. The investigation makes one 
safety recommendation and presents 
considerations for trusts that may 
increase organisational resilience and 
therefore reduce the potential for harm. 

Findings

• There has been a national focus on 
improving safety in maternity care 
over the last five years. This has 
resulted in the publication of multiple 
national reports, with multiple 
recommendations and multiple 
programmes of safety improvement 
work initiated as a result. There are 
recurring themes in the reports, such 
as loss of situation awareness (an 
awareness and understanding by 
staff of everything that is going on 
around them and its potential effects) 
and the importance of teamworking 
and multidisciplinary training.

• Situation awareness is often 
characterised in national reports as 
something that is under an individual’s 
control. As a result, training is often 
proposed as a means of avoiding 
loss of situation awareness. However, 
situation awareness is more 
appropriately seen as the outcome 
of the interaction between staff and 
all the other elements that make 
up a work system and hence is an 
organisational issue.

• Without a shared understanding 
of what is happening across the 
whole maternity unit it is not 
possible for staff to effectively 
monitor performance or anticipate 
future requirements. The labour 
ward co-ordinator is expected to 
be supernumerary to facilitate this 
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understanding. This is often not 
possible due to work demands. A 
role divorced from delivering hands-
on care and dedicated to monitoring 
activity across the maternity unit and 
anticipating future events provides an 
organisational means to foster such 
understanding.

• Regular multidisciplinary ward rounds 
enable staff to monitor, anticipate 
and respond in a timely way to 
emerging problems. They promote a 
shared knowledge and understanding 
of the situation (known as a shared 
mental model). They also provide an 
opportunity for role-modelling values 
and standards of practice.

• Shared situation awareness can be 
promoted by activities such as safety 
huddles (short multidisciplinary 
briefings where staff focus on at-risk 
patients or potential/existing safety 
problems) and structured information 
sharing tools. 

• The benefits of multidisciplinary 
training, including in-situ simulation 
have been highlighted in national 
reports and other studies. Such 
training supports three of the abilities 
necessary for resilient performance – 
response, anticipation and learning.

• Learning from experience is an 
important aspect of organisational 
resilience that requires time and 
resource.

• Management of the flow of patients 
between different parts of the 
maternity service is critical to resilient 
performance. Providing senior 
clinical review at triage assists with 

flow management by promoting an 
early and effective response and 
anticipating future needs.

• Having a second supernumerary 
labour ward co-ordinator to oversee 
elective and emergency workload 
may, in larger units, reduce delays 
in response to elective cases and so 
increase the resilience of the unit. 

• Although it is difficult to change 
some aspects of a healthcare 
setting’s physical infrastructure, there 
are some adjustments that can be 
made that may increase resilience, 
such as use of digital enhanced 
cordless technology (DECT) 
telephones and locating consultant 
offices on or near the labour ward.  

• National reports have highlighted 
the negative impact of inadequate 
staffing and high workload on safe 
care. The effect may be ameliorated, 
to a degree, through organisational 
resilience created by other factors.

• Teamwork and psychological 
safety form the bedrock of resilient 
performance. The significance 
of these factors has long been 
recognised and there are ongoing 
national initiatives directed at 
assessing and improving teamwork 
and psychological safety.

• The Care Quality Commission is 
considering how to incorporate 
the assessment of factors such as 
teamwork and psychological safety in 
its regulation of maternity units.

 Based on the above findings, HSIB 
asks maternity units to consider the 
following questions: 
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• Does your unit have a role, or 
another means, separate from 
the labour ward co-ordinator, 
dedicated to monitoring and 
anticipation of activity across 
the maternity service and 
troubleshooting, such as a roving 
bleep holder? 

• Do you have regular 
multidisciplinary ward rounds 
throughout the day?

• Do you have regular safety huddles 
and multidisciplinary handovers 
using a structured information tool?

• Do you hold multidisciplinary in 
situ simulation and facilitated 
debriefing that includes both 
technical and non-technical skills? 
Are scenarios and incidents 
encountered in your unit included 
in the training?

• Do you know what your staff’s 
perceptions of teamwork, 
psychological safety and 
communication are within 
your unit? Are actions taken in 
response? How are midwifery staff 
empowered to contact consultants 
directly if they have concerns?

• Is time and resource dedicated to 
regular multidisciplinary forums 
that provide a safe space to openly 
discuss scenarios where things did 
not go well? Do these forums also 
include discussion and reflection on 
scenarios where things went well 
despite unexpected events? 

• Are senior midwifery staff assigned 
to triage and assessment areas? Is 
there adequate medical presence 
in these areas?

• In larger units, is the workload on 
the labour ward separated into 
elective and emergency work? If 
so, are there separate labour ward 
co-ordinators for each?

• How does the physical 
infrastructure support work? For 
example, use of DECT telephones, 
availability of equipment, 
consultant offices on/near the 
labour ward, proximity of antenatal 
ward and neonatal unit to the 
labour ward.

• How are issues with staffing and 
workload escalated and responded 
to? Are senior trust personnel 
aware and involved?

HSIB makes the following safety
recommendation

Safety recommendation R/2020/103:
It is recommended that the Care 
Quality Commission, in collaboration 
with relevant stakeholders, includes 
assessment of relational aspects such 
as multidisciplinary teamwork and 
psychological safety in its regulation 
of maternity units. 
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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 (not bank holidays) 
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


