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 Background 

• In November 2017, the Secretary of State for Health announced a new maternity 

safety strategy – and directed HSIB to conduct 1000 independent safety 

investigations  

 

• The investigation element is part of an national strategy to improve maternity 

safety 

 

• A maternity implementation team was established to develop the approach, the 

methodology, and recruit investigation teams  

 

• The programme started in April 2018, with full national coverage expected by 

April 2019  

 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/662969/Safer_maternity_care_-_progress_and_next_steps.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/662969/Safer_maternity_care_-_progress_and_next_steps.pdf
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MATERNITY INVESTIGATIONS 
SUMMARY 
Total Investigations (1 April 2018 - 30 September 2019) 

125 78 128 490 821 134 80 1035 

DHSC, NHSI, Exec, SMT 

*134 = 39 did not meet HSIB criteria, 87 duplicated, 6 congenital      
abnormalities, 2 Sudden Infant Death 

Total 
referrals 
submitted 

Rejected 
(no family 
consent) 

*Rejected 
(other) 
 

Progressed to 
investigation 

Current live 
investigations 

Draft 
reports at 
internal 
quality 
assurance  
stage  

Draft 
reports 
with Family 
/ Trust 

Maternity 
reports 
completed  
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MATERNITY INVESTIGATIONS 
CATEGORIES 

Further information on cooled babies investigation type is currently being 

collected 



Maternity Family Engagement 



Family Feedback Quotes 



What have we learnt so far ? 
• Assessment of mothers and Babies  

• Risk assessment on initial booking for maternity care   

• Identification of Small Gestational Age (SGA) , Large Gestational Age (LGA) 

• Confirmation of Labour –  

• ‘ The magic 4 cm’ 

• Administration of opioids – discharging mothers home 

• Apgar scores – how they are carried out  

• Number of attendances prior to admission  
• Accumulation of risk – Reduced fetal movements/ Vaginal bleeding/ Anxiety  

• Location of assessment  
• Presentation of mother in established labour to areas identified for assessment/transitional care 

• Capacity in Delivery units 

• Transfers  
• Monitoring of mothers and baby during transfer between clinical areas 

 

 
 
 



Communication  

• Communication to Mothers and Fathers  
• Triage – What service and structure is in place  

• Who is the advice/guidance given by  

• What information is given  

• How it is recorded 

• How it is shared between clinical areas  

• Pre-labour rupture of membranes – when to attend /what to do/ information given  

• Post-natal care – Transfer of baby’s to neonatal units 

• Handover 
• Communication of care, when transferring mothers from one area to another 

• Communication between staff at change of shifts – Why was the IOL started ? 

• Fresh Eyes 
• How is it applied in practice ? 

 

 

 
 



Intrapartum findings 

• Group B strep 
• Screening – When should it be done / Why was it done  

• Swabs taken and not reviewed – no red flags - no action 

• Information given to mothers in relation to Group B strep 

• What should they say when informing maternity unit that they think they are in labour  

• What advice should they expect to be given –told  to stay home until labour “established” 

• Awareness on admission if identified as positive and increased risk 

• Timely administration of IVAB 

• Shoulder dystocia 
• Anticipating  

• Managing 

• Time delay between delivery of head and body 

• Neonatal presence 

 

 



CTG monitoring 
• CTG machines – different machines in unit/different paper – scales 

• Disconnection to go to the toilet /availability of telemetry 

• Recording of maternal heart rate  

• Categorisation –  
• Use of different tools or combination of tools  

• Medical staff not using tools  

• Escalation of concerns 
• False reassurance – confirmation bias  

• Response when conservative measures are not successful  



Neonatal Resuscitation/Collapse   
 
• Anticipation of baby requiring resuscitation at delivery  

• What level of support will be required due to condition of baby during labour  

• Skill mix /training of staff doing resuscitation  

• Allocation of scribe to obtain contemporaneous notes  

• Location of Resuscitaires 
• baby’s taken away from parents /transferred outside of room or down a corridor  

• Checking of resuscitation equipment 

• Senior oversight/escalation  

• Baby delivered in retrievable condition and resuscitation 
is prolonged 

• Placement and positioning of baby post birth – Skin to 
Skin 

• Observation of baby – Apgar score    

• Staff supporting mother and baby 

• Response to mothers/fathers concerns  

• Transfer responsibility of baby to mother who may not be physically able to see/reposition 
baby  

 

 
 

 

 

 



Organisational issues  

• ‘Helicopter’ view of care  
• Who co-ordinates care when multiple specialities are involved  

• Mothers admitted outside of maternity services  

• Mothers admitted to maternity services needing other speciality involvement 

• Hierarchy/Culture  
• Challenging poor behaviour  

• Apportioning blame  

• Supporting staff ‘Second victim’ 

• ‘Work as imagined’ versus ‘Work as done’ 
• Policies/guidelines 

• Targets that influence decisions /care  

 

 



Next steps – Sharing learning  

• HSIB Early Learning Report –  end of 2019 

• Collaboration:  
• LMS/LLS – share learning 

• Clinical Networks 

• EBC/MBRRACE/NHSR 

• Skin to Skin – UNICEF Baby Friendly Initiative  

• CTG Monitoring – RCOG  

• Strep B – Nottingham University Clinical trial 

• EBC Learn & Support – Escalation  

• Providing information to support -Addressing inequalities in perinatal and maternal 
mortality work with NHS-E  

• WS2  

 

 



 

Questions ? 


