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Reducing Major Obstetric Haemorrhage Through a \yye valley

() Structured Obstetric Bleeding Strategy NS Trust
‘From insight to implementation for safer care’
BACKGROUND & WHY THIS MATTERS Sarah Morris Consultant Midwife OBSWV"
In November 2024, Wye Valley NHS Trust identified Obstetric Bleeding Strategy for Wye Valley Trust
higher rates of postpartum haemorrhage (PPH) AIMS & OBJECTIVES Postpartum Haemorrhage Management Checklist
and major obstetric haemorrhage (MOH) compared
with national rates. Thematic reviews highlighted e i, peswT b
lyﬂunic ISSUeS: @, ry s Postpartum Haemorrhage Management Checklist
O Reduce PPH rate (>1000ml) e e [ Aasressorsen ]
Delayed or inaccurate measurement of biood loss, from 18% to 12% of births p \ New OBSWVT
M in theatre Stage 0 ﬁ Stage 1 "“‘ o
(1 8‘2 W mnm) PPH Risk Assessment | =>500ml ongoing blood loss .ChGCklISt
Hmhm;ﬁmi; _ Hem”‘““““““"‘ _ implemented 15t
Delayed escalation and management EL‘L*E:T“__;; i - o October 2025
Anenatal or Admission — alongside new
: . . Reduce rate (>1500m rams Roe  Tmeames e
Minimal prevention, imited use of uterotonics MOH (>1 ) :Hmmﬁﬂzﬂhﬁf guideline and new
and low awareness of risk factors from 3.8% to 3.0% o v g ACT PROMPT training
per 1,000 births e T e || e T programme 2026
Concems around teamwork and situational e %ﬂ% sEe |
aWarenoss Intrapartum Risk Assessment E%:ﬁ“‘m; oeanes
- j‘fmﬁ:ﬁjf_’f—’m‘ MImm;T:ﬂ;;w|“m
@ Guideline not fit for purpose Secondary aim: Cument it M| e Sy
Significant impact on women — physical, psychological of blood products through ; i B G| v
and on breastfeeding and bonding earlier recognition and | Fintomemmee 8 e a.i".,]:: "ﬁﬁm=

1
! ) | f
Compleied oy o i) Comgier=d by _— L
Dt Teme:_: Locaton . Dam Tme:__: [ocaton .~
— -

=
-
A
0
o

3
#

« Standardisod audit tool for MOH to identify loaming opportunitios
« Triangulation of PPH incidence data vs Inphase reporting

* MDT-deveioped QI programme focusing on prevention,
QI PROGRAMME  recognition/escalation and managemeont

* Leaming from reviews directed priorities
* New guideline: OBSWVT -~ Obstetric Bleeding Strategy for
GUIDELINE
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Wye Valley Trust
* Accompanying PPH checldist —w— TOTAL FOR MONTH Moan - UL - LCL

3 e o PPH Risk Assesament Compileted at Booking

+ Digital PPH Risk Assessment in BadgerNet at booking, 100%
PREVENTION 34/36 weoks, on admission and during labour 80%
Q * Fibrinogen levels on admission for high-risk women 60% |
» Porsonalised circulating blood volume (weight & BMI) 0%
to enable earfier escalation 20% ¢
» 0%
@ AECOGNITION 7 * Emphasis on key escalation points and PROMPT education f'ﬂ,"”,"’w-’”’,’f’ ,,‘f""f‘f‘f’O,‘P&#{“P«*"f’#"f“"fé”@
* Mandatory training in accurate blood loss measurement, _
ESCALATION gl —e— % Completed at Booking - = Target
. : inphase compiletion for PPH >1000mis
* Use of OBSWVT checidist to identify cause and guide s —
MANAGEMENT appropriate management 100% ----w.w- .f".’.“.‘i'f’_".'."l“.“.'f. .........
* Increased use of uterotonics and TXA 25%
* Debriefs highlighted breastfeeding difficulties after PPH 57 M\W
« Women with PPH placed on Amber foeding chart to ensure e
enhanced postnatal breastfeeding support 0%

KEY LEARNING NEXT STEPS FOR 2026
IMPACT & OUTCOMES (Jan 2025 - Jul 2026)

Staff engagoement early in the « Continue to review/audit MOMs
MOH rate (> 1500mi) Inphase reporting Q Process mmproves uptake and feod learming into MDT
average birts per month por 1,000 births compliance of changos. « Support accurate blood loss
measuremont in all settings
: Use the OBSWVT chockiist
18.2 - 121 3.8 - 2.7 31% - 91% R P ST + OAS! bundie
(Dasedne) {current)  (2024) (Lowest MOM flowes?) {current) at cach stage. * Reviow anaomia protocol to
rate 2026 so far) optimise pregnancy
PPH/MOH will st occur. + Continue monitoring compliance
Lowest rate: demonstrates a @ i s L in and offect; of OBSWVT
March 2026 - Target <3.0* positive psychological complex sconaros (0.g « Improve PPH Risk Assessment
8.3% of births safety climate instrumental dolivery, compliance (target >85%)
suturing) remains a challenge. * Re-run Matermal Escalation Survey
@@ 57T FEEDBACK SUMMARY (2026 SURVEY CONCLUSION
improvements in blood loss measurement, early escalation, Huge thank you to all :
.‘ PPH risk assessment, prevention, MOT working and confidence L R AWWWW
to escalate. Strongest gains linked to structured PPH i e focusing on prevention, recognition,
processes and mutidisciplinary leaming across Wye Valley NHS Trust escalation and management has led
for their support, ongoing to measurable improvements in PPH
feedback and for and MOH rates, stronger governance,

REDUCTION IN BLOOD PRODUCT USAGE ﬁm‘m the W toamwork and enhanced
Monthly blood product utilisation fell by 39.5%, OBSWVT and PPH Risk support for women and their babies.

from an average of 6.4 units to 3.9 units per month,

Estimated potential annual saving: £9,500-£13,500 wvw \H,w W «’ww

Change takes time - but together,
we are making a difference.




Standardising the Assessment of Threatened Preterm Labour (TPTL): NHS|

Improving Risk Stratification Using Actim Partus, Cervical Length and QUIPP  Frimley Health
A Quality Improvement Audit at Frimley Health NHS Foundation Trust AR tOR e

Hafiza Ateeqa Mubarak (Senior Clinical Fellow), Saadia Hassan (Clinical Fellow), Sarah Smyth (Consultant)
Maternity Services, Frimley Park Hospital & Wexham Park Hospital, Frimley Health NHS Foundation Trust

BACKGROUND & WHY? AIM & OBJECTIVES

o OUR INTERVENTION / INITIATIVE

Preterm birth remains a leading cause of neonatal

Developed a standardised TPTL pathway:
Actim Partus testing for all eligible women
with symptoms — Cervical length
assessment — QUIPP risk calculation,

To evaluate the consistency and robustness
of assessment and management of women
Accurate risk stratification of women presenting with presenting with TPTL in accordance with
threatened preterm labour (TPTL) is essential to ensure local guidance.

timely intervention while avoiding unnecessary

morbidity and mortality.

Increased use of the QUIPP app to support

Objectives:
) consistent risk prediction. |

admissions and treatments.

® To assess adherence to recommended risk
Current Trust guidance recommends risk stratification stratification using Actim Partus, cervical |

using Actim Partus and/or cervical length assessment length and QUIPP. |

Targeted training for junior and middle grade
doctors in cervical length assessment in

with QUIPP scoring, alongside timely administration of collaboration with Oxford Fetal Medicine team.

appropriate interventions and senior obstetric review
when the risk of birth within 7 days exceeds 5%.

timeliness of interventions and senior
clinical involvement,

Improved senior obstetric involvement when

® To evaluate the appropriateness and ‘
risk of birth within 7 days »5%.

® To identify areas for improvement to '
enhance outcomes and reduce variation
in practice.

Reinforced documentation standards,
including Actim Partus lot numbers and
complete recording.

Design: Retrospective audit

Setting: Frimley Park Hospital & 5|_J|, KEY FINDINGS [BASELINE AUD”]

Wexham Park Hospital
Summary of Key Gaps Identified (n = 114)

Re-audit registered — data collection
ongoing to assess impact of interventions.

®
O
0
@
®

R

Discharged after assessment but later delivered praterm 8114
i‘ Participants: 114 women presenting Incomplete assessment despite multiple presentations 4/114
*® with symptoms of TPTL between A T b s i 28/114
2243 and 34+6 weeks' gestation B g it il
Incomplete documentation of Actim Partus lot number 11/114
Data collected using a standardised proforma: i (el ot Reerediies 9/114
v Presenting symptoms & risk factors QUIPP app oo B 1/114
i B . .
L e Senior clinical review documented 63/114
v Cervical length assessment
+" QUIPP scoring Pregnancy Outcomes - Preterm Births
+" Senior clinical involvernent s e
v Interventions, transfers Extreme PTB Very PTB Moderate PTB Late PTB
v Pregnancy outcomes i) el L s e o e
‘I_pl- [ IS I.l..__ in__
@ Findings measured against the Trust 'i ‘i, "’ "
Preterm Labour Guideline.
3 6 9 9 IMPACT WE AIM TO ACHIEVE
OUR ASSESSMENT TOOLS Interventions Required o
{n = number of women) Improve identification of women
Actim Partus at increased risk of preterm birth.
Rapid test to detect
Fetal Fibronectin @ @ - -
(fFN) in vaginal Ensure timely and appropriate
‘ Admission Steroid Mgs0, Transfer interventions.
Sacrations. (Antenatal]  (Meuroprotection)
12 12 -] 3 o
- v\ Reduce unnecessary admissions,
Eemcal Le:gth antibiotics and interventions.
= Ay IMAGING EXAMPLES
Transvagimal ultrasournd o

Period; October - December 2024

to measure cervical .— Enhance documentation and
length. Actim 4 traceability.
QUiPP App ;
B e ol o : g @ @ Promote consistent practice
T
callculating risk of c ol A’ @@ :acrossall staff groups.
pretenm birth within "
T and 14 days. —
Transagnal corvical length CUIPP app risk calculation Actim Partus test
RN, example, {Pogithee resull)

i PROJECT TIMELINE REFERENCES

This auwdit highlighted significant variation in assessment and 1. RCOG. Threatened Preterm Labour: Green-top Guideline Me. 60
management of women presenting with TPTL. Standardising RCOG; 2011,
fie use of Actim Partus, cervical length assessment and . @ @ @ 2. Melka 5, et al. QUIPP app: a preterm barth risk prediction tool,
CQLiPP risk prediction, alongside improved training and BJOG, 2014,

senior involvement, has the potential to improve outcomes, Audit Period Interveantions Re-audit Evaluate Impact 3 Moore A, 8t al, Role of fetal Abronectin in the assessment
support safer decision-making and optimise use of resources, Oct - Dec 2024 Jam — Mar 2025 Apr - Sep 2025 Oct 2025 onwards of preterm labour, Ultrasound Obstet Gynecol, 2017,

We are itted to re-auditing to measure the impact of Baseline data Training, pathway Data collection Analysis & sustained 4, MICE. Preterm labour and birth: management. NICE Guideline
these changes. collection implementation, angaing quality improwvement MG2S, 2021,

awareness O .

Frimley Health NHS Foundation Trust | High quality care for all, now and for the future



Peter Chilton!, Will Parry-Smith'>, Caroline Gillett?, Richard Lilford

From Uncertainty to Informed Choice:

Co-Producing an Accessible Shared Decision-Making
' Tool for Suspected Large-for-Gestational-Age Pregnancies '

Annie Lester!?, Sadia Hagnawaz!, Samantha Russell!, Mairead Black3, Abi Merriel?,

1. Midlands Patient Safety Research Collaboration, University of Birmingham; 2. University Hospitals Birmingham; 3. The University of Aberdeen;

4. The University of Liverpool; 5. The Shrewsbury and Telford Hospital NHS Trust

The Challenge: Stakeholder engagement across our Patient Safety Topic choice: Suspected large-for-

N
Research Collaboration maternity research programme identified a need gestational-age (LGA) pregnancies @ -
for clearer, more accessible and culturally appropriate information to present particular challenges, as

U

support choice, effective risk communication and shared decision making discussions regarding birth options

between women and clinicians. are based on predicted weights,

whereas the outcomes come from In a recent study,

The Aim: Co-produce a patient-facing decision aid to
improve risk communication and support women to make
informed choices about their care when their baby appears

to be big on scan at term.

Wording of title uses woman NTHR | Fotiont seety Decision aid on one side
. Research Collaboration _
Centred non'qmblguous anguage . . “Big” also known as: growing larger than Of A4 fOI’ edse Of CIlthlGn use
\ Opl‘lons for Blrth When Your Baby expected, large for ggstational age (LGA),
o above the 90t centile, more than 4kg at
Appears to be Big on a Scan term (37-42 weeks)
Grd hIC Of mtheI’ Gnd bq b Scans late on in pregnancy are not very accurate at predicting birth weight. LR £ DeCISlon mdde On red |C1-ed b”"rh
W
h I I h In a recent study, only 4 out of 10 babies predicted to be big were actually big at birth. Not big Big _
G Ve n e UII- rq CO O U rS/S d es [ . Chance of Shoulder Dystocia 1 — 1
P Why Does Having a Big Baby Matter? ey (RO weight — acknowledges inaccuracy
Women have an increased Babies who weigh illi: ngst:aa bies gg§§§§§§§§§§§§§§§§§§§§§§§ f d h
@ﬁ? chance of having an emergency % more than 4kg at Ry ey e e e e e e ye e reva v e e e O SC q n CI n 1- 01- O U.I-CO m e S q re O n
° caesarean birth during labour, a birth have an  girthweight $2888800000000000a2832228
perineal tear involving the anus, increased chance of 4.00-4.25kg: B 30 6 508 07 08 0 8 0 08 0 0 6 0 o S ° °
I n fo rmd 1-I on I d y ere d 1.0 n 01. and/or a significant bleed after shoulder dystocia 5 in 100 babies ‘5@%%§§§§§§§§%%§§%§§§§%%§§ d CTU a I b I I’"|'h wel g hll-
. . the birth of a big baby. (difficulty birthing the **ﬁ;ﬁﬁéwééﬁ%ﬁﬁéﬁﬁéﬁﬁgﬁéﬁ%
overwhelm. The other side is shoulders, vy, AREEEREEEEGIERIRIIRIREIYE
° ° women... than e shoulders are R A R A °
a patient into leartlet that EE—— than ke | than 48 | 45i released with simple  ithweight  A&&EEEEEEEEEE5EE5E5E5555E
7 Caesarean manoeuvres without 450475k AAkiioiiii ey (| < —— Info grap hic to su pport
explains terms used and d ding of risk
involvi injury. b ww_- ) ¢ e i
p Ilf:;:u:' "8 1/100| 2/100| 3/100 Bithweight  ARRARRS SIS0 58558608888080 unders TCI nain g OT TIS
fers links to furth SR
0st0l * This will be lower if you have in AMes R O P R e e et
offers links to turther resources bleed 2100 | 00 | 00 | sy not  vesioel i H LR EEEEEEEERE
You have been given an estimated weight; however, this information is based on ACTUAL birth weight.

Language, colours and graphics
v e . Optio 0 Consider for b Remember scans are estimates o l ] .
PrOmpfS 1-0 SUppOrf The CllthIdn / Previous births Clinical assessment Maternal expectations & preferences dGSlgned 1-0 be CICCGSSIble Gnd

[ ] [ ] [ )
I h f . Discussed . Discussed || Planned caesarean Discussed M I M d I M
1.0 per50nC| ISe 1- e In OrmGTIOn Wait and See g Induction at 38-40 weeks birth at 39-40 weeks |nc USlveI e.g‘ ys eX|O
oo start by itself. (% Reduces chance of shoulder % Prevents shoulder dystocia.
) e ) e vl [ dystocia because the baby will be
c‘% shoulder dystocia will be barn

smaller: 3 in 100 vs 4 in 100 babies. Minimises chance of having an
e

T i C k b Oxe S e n S U re 'I'h e C I i n iCi q n promptly and safely with simple Reduces chance of having an mergency caesarean birth in labour.
BEHEﬁtS manoeuvres. % emergency caesarean: I{l‘]} Around 1 in 10 women go into labour N e Ut rq I I d n g U O g e SO G I I
28 in 100 vs 32 in 100 women. before their scheduled date. If this _

No difference in chance of tear we. vou will be given the obtion
W in Y g p

volving the anus. % No difference in chance of assisted
birth with forceps or ventouse.

discussed ALL options options are given the same

continue .. “~a| birth.

c{%} The longer you wait, the larger the é} Increased need for phototherapy in %?} Increases chance o i m .I.
baby will grow. newborn babies to treat jaundice. after birth. p O r CI n C e
M Increases chance of shoulder ' %‘} Increases chance of infection.
B q S e d O n CO m m O n I y U S e d B e n ef | TS - / Risks % dystocia: 4 in 100 vs 3 in 100 babies. Longer hospital stay. % Longer recovery and increased pain
%;a} Increases chance of having an after birth.
H H 141 H :321in 100 i
Risks-Alternatives-Intuition-Nothing G P f Impactssubsequent pregnancies Data quoted from: Al-Qudah et
Membrane Sweeps can be given to If labour starts by itself before the ° ° °
( B RAI N) frd mework Alternatives {‘} help soften the cervix, which may %} date of your planned caesarean, you a I. (2026). EleCflve IndUCfIOH versus
help labour to start. could choose to aim for a vaginal birth.

expectant management for suspected

Other Things You Might Want to Think About or Discuss with Your Doctor/Midwife

\(}:\?;s:(ilering y]::turI his'gom{rhealth/previous births: (What i Iq rge-fO I’-geSTCIﬁOhCI I -Clge feTUSGS: d
— atl do you reel Is rg OI:YOU? . . .
Are there any further questions you want to ask? to you? N Sys-l-emq-l-lc review qnd me-l-q_qnq IYS'S.

For example, will this impact my preferred place of birth? Can | still have a water birth?
BMC Pregnancy Childbirth. 26: 338.

Questions to support the woman

to make an informed choice

Working in Partnership:

Our working group included Defining the

doctors, midwives, researchers & problem

lived experience (PPI) voices

Building the
evidence
base

Iterate &
converge

21 Iterations

Co-desigh &
evidence integral
to tool
development

“| remember feeling afraid when |
was told | was having a ‘big baby’.
| wish | had access to this type of

decision aid tool, to remove some Testing

language &
format

Listening to
women

of the fear and answer important
questions. | enjoyed working on this
project, it was a lot of hard work

but | felt listened to and | am so

proud of the final version.” Making risk
-- Sadia Hagnawaz, PPl Member under-
standable

and Social Care.

actual birth weights. Scans late on in
pregnhancy are not very accurate at
predicting birth weight. Decision

only 4 out of 10
babies predicted to
be big were actually

big at birth.

making can therefore be complex.

The Impact:

The Royal College of
Obstetricians &
Gynaecologists are
including a link to the
decision aid in the useful
resources section in the
new Green-top Shoulder
Dystocia guideline.

Next Steps:

Implementation
& Evaluation:
Evaluate the decision aid in
practice to understand its
impact & inform ongoing
improvement.

Develop Accessible
Versions:
Co-produce animated
versions in multiple
languages to ensure
inclusivity & accessibility
for all.

Develop Further
Decision Aids:

Support informed choice

across new topics

For more information,
scan the QR code

____ . This study is funded by the National Institute for Health and Care Research (NIHR),
Patient Sleety EFI?}RI/IEI:II\T{(S}Igm Midlands Patient Safety Research Collaboration. The views expressed are those of
Research Collaboration sl the authors and not necessarily those of the NIHR or the Department of Health e e N
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Making digital safer: National learning related to EPRIn _qom, |, h w ”“H

Maternity & Newborn

Authors: Rose Kurian Thomas?, Nicola Pusey?, Zoe Hughes', Sonia Barnfield', Louise Page Safety Investigations

Contributors: Andrew Bird, Naomi Kelly

' Maternity & Newborn Safety Investigations (MNSI) programme

Background Key findings

* Electronic Patient Record (EPR) systems are increasingly used across maternity
and neonatal services in England to support information sharing, clinical decision-

making, continuity of care and patient engagement, in line with the NHS long term

plan for increased digitalisation (Department of Health and Social Care, 2025). _ _
Functionality

« While EPR systems can improve safety and efficiency, recurrent patient safety
concerns linked to their design, implementation, and use continue to emerge.

« This review builds on Health Services Safety Investigations Body's recently
published report on EPR and patient safety (HSSIB, 2025), with a specific focus on

perinatal care.

Objectives

The objectives were to:

 ldentify commonly reported EPR-related challenges affecting perinatal care and

Organisational
factors

understand their effect on patient safety and healthcare professionals. Implementation

« Use this learning to develop practical improvement safety prompts to support safer
EPR implementation, optimisation, and governance across maternity and neonatal

services. Accessibility

Methods What did we find:

. A national th i i ken of 1 | |
EiienE] tEr el [EIshy Wes UGS, E @ YIS Telely euel Aeeres - Functionality: EPR systems did not always support maternity and neonatal care

' igati f he Health fety | Igation B h he M '
investigations from the Healthcare Safety Investigation Branch and the Maternity requirements. This included limited integration of key information such as ultrasound

and Newborn Safety Investigations (MNSI) programme conducted in England

between February 2020 and March 2025 that contained EPR-related findings or

results, compromising access to a complete clinical picture, inadequate decision-

support tools that did not align with clinical guidance, and flawed capture or display of

recommendations safety-critical information. This contributed to delays in risk recognition and escalation.

« Using an inductive thematic analysis methodology, investigation findings and . Usability: Staff and women experienced difficulties accessing, viewing and

' | hesise th f ional | | : .. . s . . :
FEEOMMENLELONS WEE EHENEE 1@ Syiulnzelss ITemes or & neonsl [Eeling interpreting information within EPR systems. Key information could not be viewed

report. The review translated learning from safety investigations into actionable . " : . :
simultaneously, such as writing notes at the same time as viewing cardiotocographs

fet ts f ternit tal ' NHS trusts, int t : : : L :
safety prompts for maternity and neonatal services, NHS trusts, integrated care and care plans sometimes required extensive navigation to locate. This reduced

systems, and EPR suppliers in the procurement, implementation, governance, and L. :
situation awareness and patient engagement.

optimisation of EPR systems.

« Organisational factors: Unreliable connectivity, insufficient hardware and workload

— NATIONAL REVI EW s pressures limited effective EPR use and timely documentation.

* Accessibility: Limited interoperability between EPR systems restricted information

sharing across trusts, specialties and community services, resulting in fragmented

care records.

 Implementation: Inconsistent training, incomplete migration of historical paper

records, and delays in updating systems to reflect current guidance contributed to

5 B

variation in practice and reduced confidence in system use.
« Benefits of EPR: When designed and implemented well, EPR systems improved
visibility of maternal risk factors, access to clinical information, structured

documentation, automated safety prompts, and communication with women and

Investigations Recurring Learning filas Thase f 4 safer decis " . d keepi
reviewed of learning themes from England amilies. These features supported safer decision-making, consistent record keeping
identified and continuity of care.

National thematic review of 108 HSIB/MNSI investigations between 2020 and 2025
Conclusion

Maternity and neonatal services are becoming increasingly digital; ensuring EPR systems are safe, usable and interoperable is essential. Across all themes, digital governance
emerged as a key enabler of safe EPR use, requiring clear accountability and end-user involvement. This review highlights recurrent themes and can inform safer implementation,

optimisation and governance of EPR systems, including improving perinatal EPR standards in England.
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To find out more about MNSI and our investigations, or to attend a webinar, please scan the QR
code.

enquiries@mnsi.org.uk

)
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North Cheshire and Mersey

NHS Foundation Trust
Hearing Every Voice: Ambient Voice Technology in UK Obstetric Practice.

Service evaluation of clinician experience and service-user acceptability across obstetric practice

Dr Theo Johnson, ST7 Obstetrics & Gynaecology Trainee
Dr Rita Arya, Consultant Obstetrician & Gynaecologist,

Background Time Spent on Documentation per Documentation being done
- shift. outside of working hours.

Both the Ockenden Review (2022) and the Kirkup Investigation into East
Kent matemity services (2023) made the same uncomionable finding: the:
NHS was not listening 1o wamen and their famibes

A
Fum b
@ e

Ambient Voice Capture Technology (AWT) could be a solution, fraeing 8 e

clinicians o be present and draft clinical notes in real time.

AT listens, ranseribes and uses artilicial imelligence (Al) 10 wm the
transcript into structured notes for patient records,

Evidence s bullding quickly to support the use of AVT,

The largest tial run by Great Ormond Street locked ar 17,000 encounters
and found

+ Patien contact ime rose
* Time was saved

* Fewer clinicians lelt overwkhielmed with their note 1aking burden,

thodol

Whe ran an AVT service evaluation across fetal medicine, antenatal clinlcs,
triage, intraparum reviews, MDT meetings and bereavement debriefs. s e

We surveyed clinitians on

* documentation burden, out-of-hours work
* burmout, AT familianty, concems

= preferred use casas

+ jmerpreter use Clinicians were broadly positive: most believed AVT could improve documentation
* consent refusal, and safety, and no patient ar family refused consent, aven in emotionally difficult
consultations,

‘We also |||‘|rL'|rn'|.'ail'5uI gathered feedback from service users attending fetal
medicine and pregnancy-loss consullations involving AVT NHS England requires that AVT tools
*  Must keep data secure and use the minimum clinical data se1
* Use is dis¢losed 1o patients
* Must be approved by local informalion Governance departments

Findings = Responsibity of the 100f's compliance rests with the trust or chinician rather than

the supplier
+ 12 clinicians responded——6 consultans and 6 specially trainees
+ Burden of documentation is high — most spending 30-60 minutes and NHS England published a national registry of 19 approved AVT suppliers in
over half exceeding 2 hours of documentation time per shift January 2026 and has actively encouraged adoption, The MHS 10 Year Health
* Staying late to finish documentiation was common Plan (July 2025) names Al scribes explicitly as a core teol for reducing
* AVT mostly seen as a positive tool administrative burden and releasing clinical ime.
* Despite most clinicians having never used AVT before, the majority saw
it as:a posiive ool Every major national maternity inguiry has told the NHS 1o listen. AVT is a practical
+ Despite AVT's positive impact there, areas of concem or requiring clarity step woward thal, and the workforce needs to engage and help shape its roliout 1o
Wera ensure it truly serves women and families.
» Acouracy of Al generated lexts or omissions particularly in fetal
medicine and obstetric terminology By cutting screen time during maternity consultations NHS England views AVT as
* Medico-legal aspects away to put mothers back at the centre of care, provided clinicians verify the Al
* Privacy generated notes to maintain accuracy.
* Added burden of checking Al-generated notes. Using aminent vaice technology, we are making better use of nonverbal skills

Patent feedback was reassuring i the lact no patient declined 1o have
AVT used during their consull.
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Maternity Disparities Consortium

Tackling maternity & neonatal inequalities through research and action

Working through nine regional hubs across all four UK nations, the NIHR Maternity Disparities Consortium brings together
researchers, health and care professionals, communities and partners to develop, implement and evaluate practical
interventions to reduce inequalities in maternal and neonatal health. Working with Core20PLUS communities, we are testing
how evidence-based and co-produced approaches can be embedded into routine care and delivered equitably at scale.

T e e
R
T A e

Our research adopts a life-course approach to maternity care, structured around three
interconnected themes, two workstreams and two core-functions:

Preconception and Pregnancy, birth, and early Neonatal and longer-term
interpregnancy health postnatal maternal health child and family outcomes

Developing and implementing a systems-based Improving cardiometabolic health, perinatal Co-developing and testing enhanced
blueprint for preconception and interpregnancy mental health and psychosocial wellbeing, neonatal and early-life hospital-to-home
care to improve health before pregnancy and and postnatal recovery through equitable and care for socially and clinically vulnerable
reduce the build-up of risk. better-connected care pathways. babies and their families.

Access,
communication and Racism, discrimination
experience and intersectionality
Addressing access communication and experience in intervention Addressing racism, discrimination and intersectionality in intervention
design, delivery and evaluation. design, delivery and evaluation.

Community - .
engagement and Digital, economics, data
co-production linkage, and analytics
Ensuring women, families, communities and VCSE organisations are Using data linkage and analytics, digital innovation and health
equal partners in shaping, delivering and evaluating our research. economics to design, deliver ondlevoluote interventions and support
scale-up.

Our Capacity Development Programme

We are delivering an innovative capacity development programme offering career development awards and opportunities
embedded within the consortium’s research areas to inspire and support the next generation of researchers working across
clinical, practice and research sectors. Opportunities include:

Embedded Transdisplinary

Pre-Application Support Resedarchers Placements

Methodology PhD

Studentships Salaried Doctorates

Postdoctoral Fellowships

Subscribe to updates

Impact and Outcomes G pacon th OR e o reciv updates

opportunities and news from the NIHR Maternity
Disparities Consortium on our website at:

The consortium has defined implementation outcomes and clear early success indicators, such as www.mde.nihr.ac.uk
increased preconception folic acid uptake, greater continuity of care for women with physical and mental
health copditiong, omd. rgduced ine.q.uolities In access and experienpe. The programme will also develop and Interested in collaborating with the

evaluate innovative clinical and digital tools, including a standardised wound assessment tool to promote 8 consortium or finding out more? We would

love to hear from you at:

postpartum healing and prevent complications. Early measures include reach, uptake, fidelity, acceptability, nihr-mdc@contacts.bham.ac.uk

and clinician adoption, alongside pilot implementation of enhanced maternity and neonatal care bundles.
The consortium has been named in England’s Women’s Health Strategy, and findings will inform UK-wide ® Please follow us:

scale-up and future national policy and guidance. ..'- '-i"ked:."/“ihr'm“"er“itY'diSPGﬁties'
consoriium
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Gloucestershire Hospitals
NHS Foundation Trust

Evaluation of the ONIRY device
for better detection of
Obstetric Anal Sphincter Injury

A Prospective Service Evaluation at
Gloucestershire Hospitals NHS Foundation
Trust

Sophie Carrick, Claire Winchester, Georgia Smith
Gloucestershire Hospitals NHS Foundation Trust

Introduction
¥ Obstetric anal sphincter injuries (OASI) are associated with
significant physical and psychological morbidity.

v Prompt identification and appropriate management are essential
to optimise outcomes.

v The ONIRY device is a novel Al-designed point-of-care impedance

spectrometer used to assist in the detection of OASI at vaginal birth.

v Following higher than expected rates of OASI at our unit, we
decided to trial the ONIRY device.

Methods

Service Evaluation Design

Prospective approach over a
two month period between
February and April 2026.

Use of ONIRY

Number of Births

A total of 476 vaginal births
occured during the trial
period. 261 (54.8%) were
assessed using ONIRY.

Participants

All women following vaginal
births had ONIRY performed
in addition to routine perineal
assessment. Device Reliabity

Cable failure and system
error messages prevented
complete assessment of

all vaginal births.

Results Pathway

e Results reported by the ONIRY
device as ‘PASS' (where
spectrometer indicated no
OASI had occured) or ‘REFER’

(suggesting OASI) .
Pain Scores

Objectives

@ To evaluate the feasibility of implementation of the ONIRY
device at our unit

@ To look at diagnostic performance of the ONIRY device

@ To review patient acceptibility of the ONIRY device

Results & Discussion

Results

* |n patients receiving a ‘PASS’
result, 98.8% represented a
true negative with no
clinically apparant OASI.

ONIRY Device Results

243 (93.1%) received a
‘PASS' result and 18 (6.9%)
a ‘REFER’ result.

e In those receiving a ‘REFER’
result, only 16.7% had
confirmed OASI.

OASI Incidence

There were 13 cases of
confirmed OASI, however
only six had ONIRY
perfomed due to device
issues in the other seven.

* Diagnostic performance
demonstrated specificity of
94.1% and sensitivity of 50%.

Discussion

e All patients with a ‘REFER’
outcome were subsequently
assessed by an obstetrician

e Patient acceptibility was
assessed by self-reported pain
using a 0-5 numerical scale

How does the ONIRY sytstem work?

The ONIRY device is based on measuring
the electrical impedance of tissue, using
machine learning to help accurately
distinguish between healthy and affected
tissue of the perianal area.

Pain scores were
recorded in 62
women (23.7%) and
indicated low levels
of discomfort, with
less than 10% giving
higher pain scores of
3,4 or 5, suggesting
good patient
acceptability.

grade (3a) OASI.

Conclusion

v The ONIRY device is a useful diagnostic
adjunct that is well accepted by patients

v Addressing technical limitations, alongside
evaluation in larger cohorts, will be
essential to determine a more accurate
reflection of diagnostic capability and its
future utility in clinical practice to improve
patient care.

e Device reliability significantly impacted the proportion of included
patients and therefore internal validity of this data.

e ONIRY demonstrated high specificity and a high negative predictive
value, but limited sensitivity, particularly for detection of lower-

e This, coupled with low positive predictive value, suggests its use
alone cannot entirely replace skilled clinical examination.
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Guidelines on Obstetric Anal Sphinceter Injuries

Q Borycka et al. (2025). Detection of obstetric anal
sphincter injuries using machine learning-
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Claire Winchester Dr Georgia Smith Dr Joe Atley
Specialist Midwife Obstetric Lead for Obstetrics & Gynaecology
for Perineal Care Perineal Care Registrar

Obstetric anal sphincter injuries (OASI) are associated
with significant long-term morbidity.
In 2025, Gloucestershire Hospitals NHS Foundation Trust was

identified as a national outlier for OASI incidences, driving a
focus on improvement.

¢ OUR STUDY: FROM PLANNING TO PRACTICE e

Pre-implementation Education & 2-month ONIRY Post-implementation
survey Training trial evaluation

Assessed staff confidence, h Multidisciplinary sessions on h Feb 2026 - April 2026 b Staff experience, feasibility
acceptability, and device use, probe setup Integrated into and perceived impact
anticipated barriers and clinical application routine matermity

carg

STAFF SURVEY RESULTS: POST-IMPLEMENTATION RESULTS:
BEFORE IMPLEMENTATION LIKERT DISTRIBUTIONS

(Pre-implementation survey) (Post-implementation survey)

HOW ONIRY SUPPORTS

CLINICAL PRACTICE

1 (Minimal differ H: 3 4 S (Maximal difference)  Average
Willing te perform ONIRY 100% - i _ — :I score

Improves confidence in assessing

o

| have increased my

; perineal trauma
@ Balieved ONIRY would improve care  100% confidence in 5.0

offering ONIRY

Provides reassurance for women

| perceive patients to Lk
e ottt . ks

@ Supported departmental adoption 100% ONIRY device

My perineal Enhances clinical decision-making
© riioninens e 2. NI - O o

(U

@ Comfortable offering OMIRY 100%

e

improved
evticiontad additional
time 5-10 min e | have increased :
confidence in 10% m 4.6 @ Easy to integrate into busy
Mo concems about consent/privacy 100% using the ONIRY maternity workflows

, | find the ONIRY
s e SN N -
accept ONIRY =y

20% 4% 6% Bl
All responses ane percentages of staff respondents.

n = 20 across pre- and post-implementation surveys

KEY FINDINGS AT A GLANCE - POST-IMPLEMENTATION SURVEY ONLY

Q i o5 e3%

N
100% 100% 100% 100% 100% 100%

had very strong agreed patients felt improvement in had improved agreed ease of use rated device
confidence in ware satisfied perineal assessment confidence in "very accessible’
offering ONIRY (P0% strongly agreed) (70% very strong using ONIRY
improvement)
PASS / REFER PATHWAY WHAT STAFF SAID... IMPLEMENTATION CHALLENGES
o , o (Identified by staff
EASS It Igl_ves .us objective datahtn supp-ll:rt our ,, Q Single device in circulation —
Dl.fsg:esbﬁ nnt clinical judgement and discuss with women. occasionally harder to locat
n
sokoctd “ Easy to use and fits well into routine practice. ,’ ﬁ Theatre availability can be limited
EEHEEH::I' . €€ FReassuring for women to know we are Device/lead robustness and
urther clinica using the best available technology. 5 a technique-related false REFER results

assassment
indicated (Thematic feedback from post-implemaentation survey)

during early implementation

High staff 1 Feasible and L) Supports better
acceptability easy to integrate LN outcomes for

and confidence e into practice Y women and
. Battar care Battar
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FROM INSIGHT TO IMPLEMENTATION

How accurate are our growth scans?

A clinician-led quality improvement project providing the first objective assessment of fetal growth scan accuracy and

clinician variation, to drive safer maternity care.

Dr Emily Fraser-Mackenzie'? Midwife Sonographer and Founder - Jo Lee' Consultant Midwife Sonographer and Lead Clinician for the AST
Wendy Randall’ Director of Midwifery - Dr Peter Fraser-Mackenzie? Founder and Senior Data Scientist
' Hampshire Hospitals NHS Foundation Trust 2 Decision Data Ltd - emily@decisiondata.org.uk

1 Background

In 2023 we began examining the accuracy of third-trimester growth scans in our Trust. bias. Image-based audit assesses scan quality, but is resource-intensive and difficult to

Estimated fetal weight (EFW) influences surveillance and decisions around timing of scale across a service.”

birth, while national guidance emphasises the identification and management of SGA
and FGR."? However, EFW is subject to recognised random and systematic error.>*

As we introduced changes intended to improve scanning practice, a further problem
emerged: we had no robust way of knowing whether accuracy had actually improved.
Small-sample audit can have wide uncertainty, making genuine change difficult to

We wanted to answer a simple question: how accurate were our growth scans? aliTee =
distinguish from normal variation.®

We found this surprisingly difficult. National measures appropriately focus on detection

and management of SGA/FGR, but do not directly quantify EFW accuracy or systematic This reframed the problem. If we could not measure accuracy reliably, how could we

improve it?

That question became the starting point for the Antenatal Sonography Toolkit.

2 The toolkit we built

Clinician-led, developed with a senior data scientist. Sonographers and a data scientist built the method together, so it reflects
how growth scans are performed in practice.

Anonymised, routinely collected maternity data. AST compares fetal growth-scan forecasts with actual birthweight outcomes.

The AST is designed to be developmental, not punitive.
It engages clinicians with their own data to encourage
reflection and support improvement.

Hadlock standard used to model growth curves and calculate scan centiles, giving a consistent basis for analysis.

Case-mix adjusted. Clinicians scan different patient populations, so simple comparison of scan estimates with birthweight can
be misleading. Bayesian hierarchical modelling, developed from 42,672 historical scans, adjusts for relevant maternal, fetal and
scan-related factors and pools information across clinicians, so estimates stay reliable where individual numbers and rare events
are small.

The result: departmental and individual calibration assessed more fairly, and variation in practice monitored over time.

3 What we found

Our department is broadly well calibrated. Between us as individuals, it is not.
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OUR BASELINE, NOT A VERDICT

48.5..

Department Calibration Score

0 to 100, where 100 is perfect calibration. No
other trust has a score to compare with, so
the number isn't important yet. Only
improvement matters. The scale is

FIGURE1 - WHERE OUR FORECASTS ARE ESTIMATED TO LAND AT BIRTH, BY SONOGRAPHER
Case-mix adjusted model estimates. All three rows share one scale, so bar length is directly comparable. Our baseline, May 2026.

FORECAST O = PERFECTLY CALIBRATED SPREAD

centile points from a perfect forecast

-12 -10 -8 -6 -4 -2 0 +2 +4 +6

7th
3rd centile ® ‘ ® 6 pts

the small baby 5th between us sensitive, so change will show quarter on
quarter.
39th 94th

SOth.Centlle ‘ ‘ ‘ 15 pts THE GAP WE ARE NARROWING
the typical baby 49th between us

105,
97th centile PtS
the large baby ‘ ‘ ‘ gvi\?::n e Clinician Variation

O5th I Centile points between the most

& born smaller than forecast born larger than forecast - conservative and most liberal of us. It needs

no external comparison, and it is the biggest

@ Lowest-averaging clinician ’ Department average @ Highest-averaging clinician opportunity we have.

4 What AST has enabled

A whole-service view of performance A low-burden, repeatable process Variation made visible

All eligible third-trimester growth scans in the dataset can be
assessed, rather than relying on a small audit sample.

Quarterly analysis requires around 30 minutes of lead-clinician
time, with anonymisation and encryption completed within the
clinician's browser.

Measurement embedded within governance

Quarterly reporting creates a baseline and allows changes in
practice to be monitored over time.

Personalised feedback with a learning focus

Every participating sonographer and consultant receives
case-mix adjusted feedback designed to support reflection
and targeted improvement.

Baseline analysis identified substantial variation in calibration,
with individual scores ranging from 7.9 to 83.4, that had not
been apparent through existing audit processes.

Designed to be transferable

Because AST uses routinely collected maternity data, the
approach is intended to be applicable across different NHS
maternity services.

5 What we test next

Primary question

Does individualised, non-punitive feedback reduce clinician variation from our 10.5-
centile-point baseline over 12 months?

Would you like this for your
service?

) Join our waiting list.

What we cannot yet claim
= The measure is internally consistent and case-mix adjusted.
We cannot yet show it predicts outcomes, or that improving
the score improves safety. The next twelve months test that.

We will also evaluate

Whether clinicians find the feedback useful, whether seeing their own data supports
changes in practice, and whether AST can detect meaningful change at team level.

= Single site. A local baseline, not a benchmark. No external

. decisiondata.org.uk/toolkits/antenatal-
NHS comparator exists.

Our longer-term aim sonography

For every maternity service to be able to understand, monitor and report the
calibration of its own growth scanning.

Four NHS maternity services will receive a
free Accuracy Snapshot in 2027.

No obligation. Developed with Decision Data.
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Reducing Postpartum Haemorrhage: From

Protocol To Practice In A District General Hospital \h_l\,.g

Dr Nithiya Palaniappan - Anne Mackinnon - Dr Laura Gill F.f
Victoria Hospital, NHS Fife, Kirkcaldy I e

2,666 42.7 100% 5% 85%

births in 2025 PPH 1.5 L and over, per 1,000 births in 2025 — from STEP-2 activation of major obstetric haemorrhage over 2 L now PROMPT attendance, 2023-2025
48.2 in 2023 managed with ROTEM
Background Aim and objectives Methods

NHS Fife is a maternity unit with approximately 2,700 births (2024/2025) annually
serving a population with marked socioeconomic inequalities.

e PPH Focus Group established beginning of 2022

To reduce the rate of postpartum haemorrhage rates by 30% by 2026

e Multidisciplinary team: obstetricians, anaesthetists, midwives

Following an increase in major postpartum haemorrhage (PPH) rates in 2020, a * Quality improvement methodology involving multidisciplinary teams * Deep dive and identification of risk factors
multidisciplinary quality improvement programme was established to address * Establish baseline e Data collected for 2023 to establish the baseline
PPH and also reduce the overall incidence. * Assess risk factors e Run chart analysis of monthly rates against the 2023 median

e Plan intervention
e Staff support and education

Driver diagram: management of PPH

PRIMARY DRIVERS SECONDARY DRIVERS CHANGE IDEAS
Effective risk assessment Standardised PPH risk assessment. Effective communication of risk PPH risk assessment antenatal, during labour, in theatre and following birth - High risk women
between teams identified at all handovers, ward rounds and safety briefings Watchers Board - Deep dive case review
Quantitative measurement of all blood loss. Early recognition of deterioration. Phase 2 — Stop and Check team communication and situational awareness tool - Weigh and
AIM Early recognition and response Early escalation measure all blood loss - Use MEWS and SBAR - Activate MOH protocol at 1500 mL - Use instrumental
Reduce the incidence of PPH by delivery checklist
30% within Victoria Maternity
Unit by 2026 Optimising antenatal haemoglobin. Management of 3rd stage of labour. PRAMS (PRegnancy Anaemia Management Scotland) 2023 - ROTEM 2023 - PPH management
Reliable and evidence based care processes Management of PPH guidelines - PPH management checklist - Tranexamic acid — scoring Red - Report all PPH incidents

on Datix - Use learning from excellence (GREATIXx)

Motivated and engaged staff. Optimal birth environment Skilled and competent teams. Dedicated obstetric theatre(s) PROMPT and PPH drills - Involve staff in generating and testing ideas - Display data and
provide feedback
Interventions in practice
STEP-2 - activated at 1500 mL PRAMS - PRegnancy Anaemia Management Scotland. Haemoglobin before and after prophylacticiron
PPH risk assessment chart Co-ordinated by the senior charge midwife. A structured Introduction of prophylactic iron throughout pregnancy improved haemoglobin
Scored on admission, in labour, in the Il stage and in theatre, with a points score stop-check every 15 minutes, with defined roles, drugs, levels in pregnancy. Project commenced March 2023; results noted from
driving green, amber or red actions for the third stage. intervention options and a formal stand-down. December 2023. Reduction in antenatal and postnatal anaemia.

PPH Risk Assessment Addressograph h_l!g_% Criteriafor Activation PRAMS (PRegnancy Anaemia Management Scotland) Introduction of Prophylactic Iron Throughout Pregnancy
F * Blood loss 1500mlsand ongoing . . .
Complete on admission in lzbour, for I0L or augmentation of lzbour. @ RESUSCITATE *PPH going to theatre Improved Haemoglobin Levels in Pregnancy. Project commenced 2022 December
C | 4 h Iyinlab . pri cecond stage, h v in second stage and following birth. Al — wremoovesoss = H H
Sompeta TROUTYITSR0uT, priaf fa sscand Stage, Moury in sscondstsss sndiolowine o Breathing st o DTSN Comparison of data Pre and Post PRAMS Haemoglobin Data. Project commenced March 2023. Results noted
Circulati R - .. .
= g —— - FEEREE et s ) from December 2023. Reduction in Antenatal and postnatal anaemia
Cats, Cats, Cats, Management for 3 stage and following -
Time Time Time delivery CAUSE OF ' On arrivalin theatre )
ANTEMATAL RISK FACTORS Alternative plans should be documented on ELEEDING 4 T'S START THE CLOCK
E-a::l_ger Tone DESIGMATE TEAM LEAD (FROLE AS DESCRREED BELOW)
S{WE Iﬂﬁ- thﬂn E Tissue RECORD BLOOD LOSS OM WHITE BOARD s sussms rotsg .
- - - Trauma ACTIVATE MOH IF NOT ALREADY DONE 30.00% |
: = Syntometring IMat delivery orif ) \ -
Multiple pregnancy contraindicatedgive gusngn 10U Thrombin . — _ r
Current Hp =85 M5 IV = DRUGS Vs STOP CHECK every 15 mins \\‘
Intrauterine Desth ! OHYTOCIN Vocalise findings and agree actions with the team

# Piezsure a2l blood loss CRGOMELTRING

* Routine postnatal observations s Aemsess fctians

_ F' _ MISOFROSTOL Drugs administered Update and give if indicated 35 0%

*  Give TEAifblood lossreaches 1 litre TRANDKAMIC ACID Update Bood loss .
RE-DOSE ANTIBKITICS

Severe Pre-eclampsia
hMaternal Clotting Disorder

Previous PPH ar Retained placenta S 6-O ks bleeding under control? Do we need help? 7 Obs/Gynae mns or 10U input
F‘aﬁt‘y‘}q- ore Considéer local hdpﬁmuisurgmfurdu-,g\-nn all

—r—— Follow green action PLUS: INTERVEMTION OFTIONS Is the patient stable? s fluid resuscitation optimised? Are blood or bood I
arity = - _ AR BALDOM products indicated? Clotting optimised? | Monmal -
e * |Vaccess—Greyvenflan ama T e, €4} Ansibiotics re-domd? B Dec-22
— - *  Group & sawe + FBC VAT ARLATIC {3 UTERLE: What next?® Consider reguirements for interwentional o
_isilns cl s *  Owytocin infusion HESTERECTOMY radislogy/vascular surgery 20.00% - — W lan-23
Recurrent APH [minar) 40iu/500m| 0.9% saline @ 125mis/hr R A—— NTER VENTICRAL RADICLOGY IS MOT AVAILASLE I MHE FIFE - FATIENT WILL BE HAVE TO BE
Elective ar FII'E'I.I'-IDLE Ccaesaresn ssction or EI'HEIEEI'IE‘!,I'E—SEEEIEH‘I [I'Iﬂt-ll'l labaou F' ® C - MOBEWS and d . EQUIPRENT TO CONSIDER I'-,L TRAMSFERERED TO MINEWELLS IF REQUNRED — i nhe stfaxathon is mof setiMag qedckly amdyor y H Fe b -23
ommence 2nd recan ] Ll T “.. matient b5 pastable then fronsfer mast be conpdered ond fociiated sooner rather than kater
Antanztal Score bservations ot leact eve 20 “RAPID INFUSER/WARMER jpatheat I5 anstable then tronsfer must be considered and faclaled sooner rather than hatey
INTRAPARTUM RISKE FACTORS minutesfor 2 hours ¥ Ef‘ﬁl‘biﬁm[ I ROLE OF THE 2™ CONSULTANT — FRCSH CY LS ™ W Dec-23
- #
Induction of labour/augmentation of labour . . "LAPAROTOMY TRAS g
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POSTNATAL RISK FACTORS ®  Givesacond ytametring ~ axytsin - , =TI AN
Ll nlt Lol S — - I * Tirmwe awailabde from lab D beieF pat il
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Outcomes and results

Rate of postpartum haemorrhage over 1.5 L, 1 January 2023 - 30 July 2026 . .. Analysis of 2025 data
ROTEM point of care testing in theatres

| . . _ e Thereis evidence of a temporary improvement during late 2024 and
e Introduced in May 2023; now used in 75% of major obstetric early 2025

90 haemorrhage over 2 L , , , ,
<tically sienificant reduction i . 4 cell e Improvement was interrupted by very high rates in Jul-Aug 2025. This was
y\ * Stat'St'C? y signiticant reduction in cases requiring red ce reviewed and reasons clearly understood and addressed. This has skewed
2e transfusion, 88.5% to 68.9%, and fresh frozen plasma, 21.2% to 6.5% the data
e Fibrinogen replacement, with either cryoprecipitate or fibrinogen :
’ Further d d trend f Sept 2025 — 10 dat t
concentrate, more than doubled with ROTEM guided treatment * Further downward trend seen from September 2025 data points
P e Current performance (2026) appears relatively stable at around 40-45 per
e 60 1,000 births
=
S aseline median 47.2 Results
3 4 Conclusions
T Measure 2023 2025 u
Q
9 Total birth 5733 5 666 e Reliable processes in place, although no significant reduction in PPH
Y 30 otat bIrths ’ ’ rates. This is also partly affected due to increase in operative delivery
PPH 1L and over 398 (145.6) 369 (138.4) observed over the last 4-5 years along with significant change in other
demographic factors
15 PPH 1.5 L and over 132 (48.2) 114 (42.7) e Management of PPH is however well embedded in practice, with good
. . leadership and reliable teamwork
Sustained downward shift Stable 40-45 PPH 2.5 L and over 16 (5.85) 24 (9)
0

Jan23 Apr23  Jul23 Oct23 Jan24 Apr24 Jul24 Oct24 Jan25 Apr25 Jul25 Oct25 Jan26 Apr26 Jul2¢ Counts withrateper1,000 birthsin brackets.
e Risk assessment tool completed for all major PPH
@ Points in a shift below the median Points in the Jul-Nov 2025 trend @ Other monthly points e STEP-2 activation: 100%

Going forward

A . _ e Use of MABL: maximum allowable blood loss
e Utilisation of ROTEM: now used in 75% of major

obstetric haemorrhage

e Use of carbetocin

Run chart analysis demonstrated a sustained downward shift in PPH rates e Continuous audit processes in place

following implementation of the improvement bundle. e PROMPT attendance: 85%, 2023-2025
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National scale-up of PROMPT Wales and its impact on maternity safety culture

Sophie Renwick, Jane Storey, Sarah Hookes, Sarah Morris, Erik Lenguerrand, Tim Draycott, Christy Burden and the PROMPT Wales National Implementation Team

Birmingham e 16 September 2026

I Why does effective scaling of interventions in maternity matter?

* Reduce unwarranted variation: National maternity inquiries have highlighted persistent variation in the quality and safety of
care, demonstrating the need to reliably implement evidence-based interventions across services.

* Improve equity and outcomes: Variation in maternity care can contribute to inequitable outcomes; effective scale-up can help
ensure that women and babies benefit from evidence-based, safety-focused care regardless of where they receive maternity
services.

* Move from evidence to system-wide impact: Evidence-based interventions can have limited impact if implementation is

inconsistent.

Effective scaling provides the governance, support, resources and quality assurance needed to translate proven interventions into

sustained improvements across whole healthcare systems..

I What is PRactical Obstetric Multi-Professional Training (PROMPT)?

PROMPT is an evidence-based, multi-professional maternity safety programme using interactive drills and workshops.
When implemented authentically improvements in clinical outcomes for mothers and babies have been published.

MULTI-PROFESSIONAL Midwives e Obstetricians ® Anaesthetists ®¢ Wider maternity team

IN-SITU Training in the clinical environment using local equipment and systems
ANNUAL Maternity staff trained regularly to maintain readiness

TEAMWORK + HUMAN FACTORS Teamwork and human factors training embedded — communication, teamwork, situational awareness,
leadership

PROMPT has been implemented internationally however it has not always achieved improvements in outcomes across all
settings, which may be due to the challenges with scaling up a complex intervention

AIMS

e To measure safety attitudes in all the maternity units undertaking PROMPT Wales training, and analyse if implementing this
training had a meaningful impact on these outcomes.

e To compare outcomes across health boards and professional groups.

I What made PROMPT Wales different?

PROMPT Wales followed a structured affiliation scaling model informed by the IHI Framework for Going to Full Scale.

01 | National infrastructure

Governance e standards e accountability ¢ Welsh Government sponsorship

02 | Implementation support

Context assessment e |ocal planning e faculty development e coaching

03 | Quality & learning

Monitoring e quality assurance ¢ feedback ¢ networking ¢ shared learning

The difference: moving from “help it happen” to “make it happen” through structured, longitudinal implementation support.

I Process measures

12/12 >90% 326 HIGH FIDELITY
obstetric-led units eligible staff trained local facilitators 100% core elements
implemented within 15 months trained 93% courses observed

The scaling methods reduced the variation in adoption, reach, timescale and authenticity of implementation between units, previously identified

as a challenge in large-scale PROMPT implementation projects.

I Safety culture evaluation design

Validated Labour & Delivery Sexton Safety Attitudes Questionnaire (SAQ) assesses safety culture across six domains

2018 baseline SAQ - 2018-20 national implementation - 2020 post-implementation SAQ - 2022 follow-up

663 RESPONSES 64% midwives ® 14.6% obstetricians ® 13.3% anaesthetists
354 pre ¢ 309 post 6.5% allied health professionals ¢ 0.8% managers

Main area of work: 55.5% delivery suite ® 19.6% antenatal/postnatal ® 13.3% community

I Methods & statistical analysis

e 57-item UK Labour & Delivery SAQ; six domains converted to 0—100 climate scores.
e Descriptive analysis: frequencies/percentages, plus mean (SD) SAQ scores pre/post nationally and by Health Board.

e Multinomial logistic regression stratified by Health Board and adjusted for job role, main area of work and length of time

working in the hospital.

FROM INSIGHT - IMPLEMENTATION

Ethics & data HCRW classified the project as a service evaluation exempt from formal ethical approval; written approval was obtained

. from Heads of Midwifery and R&D departments across all 7 Health Boards.
collection

Anonymous secure online survey; paper copies added post-implementation to improve uptake.

I Results
Change in mean 100-point scores per SAQ domain on a national level comparing pre-implementation of PROMPT Wales

and post-implementation periods.
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Chart: Change in mean 100-point SAQ scores nationally, pre- vs post-PROMPT Wales.

I What changed?

Mean SAQ scores improved across all six domains.

MULTINOMIAL LOGISTIC  Outcomes were not significantly affected by job role, main area of work or length of time working in the
REGRESSION unit.

5/6 MOST SIGNIFICANT IMPROVEMENT

domains improved significantly Perception of management

l Primary multinomial model
Odds of a more positive SAQ score after PROMPT Wales

Teamwork climate 1.86 <0.001

Safety climate 1.90 <0.001

Job satisfaction 2.24 <0.001

Perception of management 2.95 <0.001

Working conditions 1.51 0.011

Stress recognition 1.21 0.202
DID IT LAST?
2022 SAQ A further survey (n=185) found mean climate scores across all six domains remained above baseline,

suggesting that improvements were maintained beyond the initial implementation period.

I Strengths and Weaknesses

e National, multi-professional implementation across all 12 obstetric-led units

e Large pre/post sample with representation across professional groups

e PROMPT Wales showed a greater improvement in safety attitudes measured by the SAQ than a similar large-scale PROMPT
scaling project in Australia

e Pre/post cross-sectional design; individual respondents were not matched

e The SAQ is a one-dimensional measure of safety culture and cannot replace in-depth qualitative and quantitative research;
however, it provides a validated, standardised measure to assess and compare changes in staff perceptions of safety culture at

scale

e Response represented approximately 13—15% of eligible staff

This national scaling project led to successful implementation of PROMPT across all health boards in NHS Wales, with >90% of all eligible midwives, obstetricians and anaesthetists trained between Jan 2019—March 2020.

Improvements in safety culture were demonstrated nationally as measured by a validated questionnaire

Implementation success was driven by a deliberate and structured scaling approach, with an implementation team providing longitudinal support, monitoring and networking for maternity units, accountability with national

standards and sponsorship by Welsh Government.

To achieve safer care at scale, we need to purposively design the implementation infrastructure around evidence-based interventions — not just the intervention itself.
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Background Aim, Objectives & Method

Aim

To evaluate the adequacy of antenatal information, intrapartum counselling, and shared
decision-making for women undergoing assisted vaginal birth, and to identify
opportunities to strengthen antenatal education and reduce through standardised
information provision and improved psychological follow-up.

Assisted vaginal birth (AVB) using forceps or suction cup is a key component of intrapartum care. Women often give the impression of unfamiliarity about
assisted births & having information on this for the first time when offered in labour. It is also commonly observed that women who have assisted birth in
previous pregnancy identify their experience to be traumatic & request a planned caesarean section.

National guidance (NICE NG192) emphasises the need for antenatal counselling, clear intrapartum communication, and shared decision-making.

Objectives

To determine:

Proportion offered antenatal classes

Whether assisted birth was discussed antenatally
Source and clarity of information

Whether risks/benefits were explained in labour
Whether women felt involved in decision-making
Willingness for assisted birth in future pregnancies
Themes from free text feedback

The Physical Birth Injuries (PBI) survey undertaken by the Australasian Birth Trauma Association (ABTA), Birth Trauma Association (BTA) and Make Birth
Better (MBB) in May 2022 recommend development of national standards around consumer antenatal education content and curriculum.

The MASIC Foundation carried out an online survey in November 2022, exploring women'’s experiences of having a vaginal birth assisted by instruments
(Forceps or Ventouse). 78% of the respondents felt they did not have enough information to make an informed decision about having an instrumental birth and
the type of instrument used. 57% of respondents were not aware of factors which mean some women are more likely to need an assisted vaginal birth. These
factors include having a first baby, the baby becoming distressed, having an epidural for pain relief, the baby being too big for the mother’s pelvis and being
unable to push the baby out. The majority of the respondents (73%) were not made aware antenatally that instrumental deliveries are associated with an
increased risk of maternal injury.

Patient feedback nationally suggests inconsistent antenatal information and variable experience of involvement in decision-making.

Methodology

Sample: 60 women who had assisted vaginal birth over a 6month period from July to Dec
2025 had questionnaire handed out post birth .13 responses were obtained by sharing
qguestionnaire online in Feb 2026 through Maternity and Neonatal voices partnership
(MNVP) to women who have had assisted birth at UHNM in the last 2 years

Interviews with community midwifery antenatal education teams at UHNM confirmed a lack of discussion around assisted births during antenatal classes or at
36 weeks appointment to avoid creating anxiety among pregnant women.

We were keen to explore antenatal education & women’s experience around assisted birth at UHNM. We believed this would identify the gaps in practices &

help us improve women ‘s knowledge about assisted births to be better prepared when indicated in labour. Data source: Patient survey through structured questionnaire

Audit type: Local retrospective audit

Design: Quantitative + qualitative thematic analysis

Data collection: Structured questionnaire

Data analysis: Descriptive statistics

Were you offered antenatal classes? The information about assisted delivery (forceps/suction

cup) was sufficient & easily understandable-
N Women'’s perspectives

Clear communication
Supportive staff

Positive _ Good coordination

themes Feeling prioritised and safe

If yes then, did you attend the classes? Method of assisted birth in our audit cohort / . .
Example-‘Amazing quality of

, - care. Very satisfied.”
Lack of antenatal education

“More information to be given
at midwife appointments...
not relying on people to
self-educate.”

Were you given clear information about the risks &

benefits of the procedure in labour? Traumatic experience

“I found forceps delivery to be
very traumatic...”

Negative Lack of involvement in

Q4. Did you have information discussed about assisted
delivery (forceps/suction cup) during pregnancy?

o
V =

= decisions

“I was never involved in that
decision.”

If yes then, who was it from? Did you feel involved in decision making? |nconsistent Communication

“Mixed opinions from
different consultants.”

themes

Midwife during birth plan sessions

Poor intrapartum support

“I received very little and poor
support during labour.”

Recommendations

* Introduce a standardised antenatal information package on assisted birth (leaflet + digital video) to be shared through My pregnancy notes & on antenatal classes.
* Ensure midwives discuss assisted birth during the 36-week birth plan appointment.

* Perinatal mental health team to keep a database for PTSD associated with assisted births & birth choices team to keep a database of women requesting planned CS after
assisted births for audit & service improvement for women.

Conclusion References

This audit demonstrates significant gaps in antenatal counselling regarding assisted NICE NG192 (2021) Intrapartum Care

vaginal birth, with only half of women reporting that the topic was discussed. RCOG Green top Guideline 26 (2011) Operative Vaginal Delivery
Intrapartum communication was generally good, but a notable minority felt Trust Consent Policy (2024)

excluded from decision-making, and several reported traumatic experiences.

There is a clear need for structured antenatal education, consistent messaging, and
enhanced shared decision-making
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Transforming Maternity Triage:

Improving Flow, Experience and
Timely Assessment in a High-Volume
Maternity Service

Maternity

-'\/\/v- : Triage

. Maternity triage services nationally are
/}l' experiencing increasing demand, workforce
pressures and challenges in meeting timely
assessment standards.

BHRUT’s maternity triage service manages
'.‘ approximately 70 women per day within
\ / one of the largest maternity services in London.

To improve patient flow, reduce delays and
enhance patient experience within maternity triage. .)

A multidisciplinary improvement programme was implemented focusing on:

Workforce
; Additional Imrfroved Enhanced
redesign and patient @ operational

enhanced assessment Sheamin !
i 9 oversight
leadership m CRpSAY processes i
presence
[ Y- Continuous
‘_‘:". Daily flow Improved I monitoring of i} improvements, including
vual management escalation [ triage performance ') refreshments and
processes S R === environmental
enhancements
@ RESULTS The service demonstrated a reduction in breach rates despite
— increasing demand. Operational flow improved and women
' ‘L | Thz service demonstrated ar ?d“‘:'°" experienced more timely assessment and review. Patient
N ek fwtos despite kicressing demanc. feedback highlighted positive improvements in experience
‘/ o®s |  Operational flow improved and women and communication.
\ 7@/ experienced more timely assessment
and review.

’ . Patient feedback highlighted positive
' improvements in experience and
communication.

~259%

of women now supported through
outpatient induction processes

( & Outpatient induction pathways also :
89/ contributed to reducing inpatient demand. . ;

Improving maternity triage performance requires a whole-system approach .
9 CONCLUSION that combines operational leadership, workforce optimisation, patient ® ‘ o
experience initiatives, and robust performance monitoring. - . '

The programme demonstrates how large maternity services can improve
flow and reduce delays whilst maintaining quality and safety.

Safe care | Kind care | Excellent care We care, We respect, We are inclusive
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Reducing Health

Inequalities Through a
Multi-Ethnic Empowerment
Programme:

Improving Access, Communication and
Personalised Care Across the Maternity Pathway H

—

Su Fﬂl"tmﬁ
P P
Every ¥
" _ — b, .E-‘I" E'rEI Jﬂ@u i
- __ﬁ.{'-ll ____r__ &Y :' '
] T T
Accessible Culturally Improved Reduced
care responsive gxperience inequalities
“[i/hen [ can
BHRUT serves one of the most ethnically diverse Hﬂderstﬂ'"d* "r ﬁd
populations in England, with approximately half of maore ﬂﬂnﬁtﬂmt
WOomen accessing maternity services speaking English and involved
as an additional language. Language barriers, health ! ’
literacy challenges and digital exclusion contribute to L miy Care.
inequalities in access, experience and cutcomes., e Torar

To improve communication, engagement and personalised

care for women from diverse ethnic backgrounds throughout
pregnancy, birth and the postnatal period.

A Multi-Ethnic Empowerment Programme was developed to
address barriers to access and engagement. Key interventions included:

@@ Focritmentand oo Enhanced Support throughout Comemunity
8 deployment of T — the matemity journey :.' engagement
m bilingual support cane pathways frem bocking to (|
Wiorkers posinatal cane
Translation and Developmient of Exploration of Partnership working
u lerpeetation . rrwditfingual } inrovative lachnologses wilh local comemunities
‘ Support educational inchading Pockotalk and vohmiany sector
FESOUrCES translaton solulxons organisabions
“T felt respected
heard and supported e
Improved access to information. in my language,
Stronger communication between women I t made a f:‘f
and healthcare professionals. difference.” #

Enhanced personalised care delivery. - Service user

Women reported increased confidence
navigating maternity services and improved
understanding of their care.

5taff reported greater confidence supporting
women with complex language needs.

@
@
v
G
o

() concrusion Different

languag®
Addressing communication barriers requires more than interpretation S : hnpﬁ
services alone. Embedding culturally competent support throughout the tﬂmgrrﬂ"«'-'s

| strengthen personalised care. This model demonstrates a practical approach
| to advancing equity within maternity services.

o Safe care | @ Kind care | o Excellent care | @ Inclusive care
WA

-__151

maternity journey can improve patient experience, reduce inequalities and Bnﬂhtﬂr v
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Redesigning a
Homebirth Service:

Balancing Women'’s Choice,
Workforce Sustainability and

Patient Safety in a Large
Urban Maternity Service

Workforce
sustainability

@ BACKGROUND
Maintaining a safe and sustainable homebirth service calm, J"E!.‘FE-‘:E?H and
presents significant challenges for maternity providers EMpOWering experience
: nationally. Workforce shortages, staff fatigue, service [ wanted. with a tetm

suspinsions and concerns regarding resdience have resulted

in many organisations reducing or restricting homebirth who listened and
provision. At BHRUT, we recognised the need to redesign L1 me.”

our homebirth model to improve sustainabllity whiist @
preserving women's access to personalised birth chosces.

To develop a clinically safe, workforce sustainable and resilient
homebirth service through engagement, consultation and
workforce redesign.

e METHODS A comprehensive senviog review ws undertaken imvoling community midwives,
operabonal leaders, obstetnc colleagues, HR and stalf side reprasentalines.

Waorkforce data, service activity, escalation incidents, staff feedback and on call arrangements were reviewed.

The redesign included:
E: !ml'f bitrodoction of & Chear escalation Imgroved
2 Q Bad s il and busingss compersatony
oncal model ':' S gkiaris i o
Sex manthly community Strengthened Orerarsy warkdater
::m,;m,_.m specific ees through a
"“?‘mlm SNy govermance I and safety
<hlis and drills '.‘dnh:i:.ﬂth-:mrbﬂh | o
PrOQramime Steering Group

@ RESULTS & A et

lience and reduced the risk \ N tmhonring
Improved service resilence T :
ofsenvice suspension e
Women masntasmed access to homebirth. xn:ﬂ;r’;;.r -
Staff reported improved confidence, wellbeing R Nop ﬁr
and sustainabiitty. ~ Serace user
strengthened integration Between community '
and hospial teams, Supporting maintenance ‘ﬁ- "
of intrapartum skills Per Sa ﬁ. et
ﬁ Improved governance oversight through regular R Enmﬂ':ﬁ:ll
manitoring of worldorce, acthvity. safely meltnics b
and senvice avallabllity. Together

() concrusion G

A collaborative workforce redesign approach enabled the development of a sustainable EW
homebirth sendoe that balances women's cholce with workiorce wellbeing and patient safety.

This model demonstrates how large matemnity providers can maintain homebarth provision bnght"
through robust governance, workforce planning and staff engagement and may provide a
transferable framework for other NHS maternity services. |':|.llt|-l""'5 Q?

O Safe care @ Kind care | a Excellent care | @ Inclusive care
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PPH >1500mls and the impact on breastfeeding
rates through the implementation of Amber Feed
Charts to aid risk assessment and care planning.

.Audit Overview

. . . During_the period December 2024- May 2025 there were 29 PPH
Following service user feedback, an audit was undertaken for >1500mls

the period December 2024 - May 2025 June looking at the 17 PPH >1500ml but <2000mls

impact of PPH rates on breastfeeding rates at 3 key points, 8 PPH >2000mls but <2500mls

birth, discharge from hospital and discharge to health visitors. 4 PPH >2500mls.

This was repeated for the period June 2025 -December 2025, ?]‘érc')g%qtlze period June- December 2025 there were 33 PPH
to measure the impact of the implementation of Amber feed 19 PPH >1500mI but <2000mls

charts to support initial risk assessment and identification of 6 PPH >2000mls but <2500mls

the potential need for extra feeding support following a PPH. 6 PPH >2500mls.

(2 births sadly resulted in NND and were therefore excluded from the data.)

Key Highlights and recommendations.

e To measure the impact of use of the Amber
feed chart to identify the need for additional T —
feeding support following a PPH >1500mls to
increase breastfeeding rates within this
cohort.

It can be seen that the number
of PPH >2000mls have
significantly reduced following
the implementaiton of the OBS

To audit feeding outcomes following
WVT PPH risk assessment tool.

implementation of the Amber feeding charts .
at 3 key points, first feed, at time from | _Numim;m "_'fm Us_l.m
discharge from hospital and at time of

discharge to health visitor - usually day 10-

14 after birth (where data available) .

Breastfeeding / Breastmilk on discharge to HV with
PPH >2500mls

® Pre Amber feed chart = Post Amber feed chart

December 24 - May 25

After the implementation of Following implementation of the Amber Feed Charts in the PPH >2500mls
Amber feed charts in June cohort - 17% had a first feed of breastfeed or EBM ( of which 67% intended on
2025 it was noted that there breastfeeding). - However on discharge to health visitor 66% were giving
I I I was an overall increase in breastmilk after receiving feeding support which is a significant increase from
I M i I II bre.ostfeedlr?g feed!ng, most 25% prior to implementation of the Amber Feed charts to aid the identification
noticeably with the first feed . . .
of the need for additional feeding support.

Feedingintention First feed Disch fram hos Disch from HV

BAF MBEF MEEM Emixed WOOASSCBU

PPH >1500mls - 84% had a first
feed as a breastfeed or EBM -
June 25- Dec 25 (previously 45%)

PPH >2000mIs - 50% had a first
feed as a breastfeed or EBM

service users, can be seen to have a positive effect in identifying mothers and babies
Feadingintention Firstfeed Dischfromhos  DischfromHV that may require additional feeding support following a PPH. These include a shorter
WiF WEF WEBM mmixed WOOA hospital stay, and an increase in initiation of breastfeeding, an increase in breastfeeding
rates on discharge from the hospital and also on discharge to health visitors. Therefore
As part of the QI project learning, was disseminated to staff for the need to consider the clinical having not only an increase in service user satisfaction of achieving their feeding goals
situation in PPH cases, ensuring that the PPH be managed appropriately, however that it was but also wider positive benefits of helping to reduce health inequalities along with a
also of great benefit to risk assess the baby to ascertain if there is a clinical need to supplement positive financial benefit for the Trust.
| offer formula in the first instance (i.e. an ‘at risk’ baby). The use of the risk assessment and
Amber Feed charts therefore aids informed clinical decision making that a healthy well term Increases in longer term breastfeeding rates could save the NHS over £11 million to £100
infant may benefit from waiting for a first breast / EBM feed rather than a formula feed if the million annually in treatment costs and GP consultations as a result of the known
situation does not allow for hand expression whilst in theatre. Supplementation with formula evidence based health benefits of breastfeeding.
milk without clinical indication can impact on establishing breastfeeding, a reduction in
breastmilk supply, reduction in mothers confidence in breastfeeding and can cause issues Testament to the ongoing work to support breastfeeding within the Wye Valley NHS

such as increasing risk of allergies, thus in turn, reducing longer term breastfeeding rates. Trust maternity is further acknowledged by the recent achievement of being awarded
the prestigious UNICEF Baby Friendly Initiative (BFI )Gold Award (February 2026)

(previously 13%)
I I I I II I The implementation of the Amber feed charts , as a direct result of listening to our




Creating a Culture of Respectful Escalation: Implementing a “Pause for Review”
in Obstetric Emergencies

Bethan Percival, ST7 0&G" - Jessica Thomas, Lead PMA/Labour Ward Sister' - Divya Nambiar, Consultant Obstetrician & Gynaecologist'

'Buckinghamshire NHS Foundation Trust NATIONAL MATERNITY SAFETY CONFERENCE 2026

AIMS AND OBIJECTIVES THE INTERVENTION

Independent maternity investigations and Maternity and Newborn Safety Investigations (MNSI) recommendations repeatedly

identify delayed escalation, poor communication, and dismissive responses to challenge as contributors to avoidable harm.'3

\ PAUSE FOR REVIEW

Following a neonatal injury during a complex assisted vaginal birth, our maternity service was tasked with introducing an

interruption system to create a clear “pause and review” moment during obstetric emergencies when concerns are raised.
Can we take

This quality improvement project aimed to co-design and implement a standardised escalation process using shared safety- a pause for

. " o, : review?
critical language, a structured “Pause for Review” intervention, and an agreed respectful response to challenge. The

objectives were to improve psychological safety, reduce hierarchy-related barriers, standardise escalation behaviours, and

support timely senior review during emergencies to improve maternity safety. | Acknowledge immediately <

Create space for discussion

What is the concern?

¥

What are the options?

(ensure all opinions are
respectfully heard)

+

Close the loop:

METHODS

The agreed plan is..

Using a multidisciplinary Ql approach and PDSA methodology, the project engaged midwives, obstetricians, anaesthetists,
theatre staff and maternity voices representatives. Baseline work included a multidisciplinary focus group involving 22

participants and a wider staff survey exploring “work as done” around escalation and speaking up.

Key themes identified included fear of speaking up, inconsistent responses to concern, hierarchy, incivility, and lack of a
standard escalation process. Staff strongly supported introducing a structured pause mechanism that was non-

confrontational and safe to use in front of women and families.

The intervention evolved from “Safety Pause” to the patient-centred phrase “Pause for Review”. A graded escalation

model was developed:

e Gentle prompt: “Can we pause for a moment?”

e Explicit concern: “l have a concern — can we pause and review?”
”

e Formal escalation: “I’'m calling a Pause for Review.

A standardised response protocol was embedded:

Acknowledge immediately

Pause and create brief reflective space

Structured review of concern and options

Agree and close the loop on the ongoing plan.

The intervention has been incorporated into visual prompts for labour ward, WHO theatre time-out, PROMPT simulation

training and labour ward handovers.

m IMPACT AND OUTCOME DATA

Baseline findings demonstrated significant cultural and communication challenges:

e Survey respondents described escalation as challenging in some situations.

e Psychological safety and hierarchy emerged as dominant barriers across all staff groups.

e Staff identified a need for simple, standardised escalation language and clearer behavioural expectations.
Early implementation outcomes include:

e Multidisciplinary agreement on standardised escalation language

e Integration planning into theatre safety processes and PROMPT simulation

e Increased engagement in discussions regarding civility, respectful challenge and escalation culture.

Prospective measures include frequency of “Pause for Review” use collected through labour ward morning safety huddles,
feedback from staff gathered through PMA follow-up discussions and debriefs with those involved, staff confidence in

escalating concerns, and qualitative measures of team culture, civility and psychological safety.

W CONCLUSION

We wnII review agam at X stage

“Are all team members in
agreement with the plan?”

‘?_J

| =)
Thank the team Escalate
and proceed « Escalation to coordinator
and OG2/senior registrar m—
« Escalation to Consultant/MoC

Reflect on ‘pause for review’ :
with team prior to end of shift P ;

Document in PMA folder for follow
up and support.

EVERY VOICE MATTERS. @
RESPECTFUL CHALLENGE. SAFER CARE.
STOP « LISTEN » REASSESS « DECIDE TOGETHER

PAUSE FOR REVIEW

...........................................

A simple, standardised
“Pause for Review”
process in maternity.

................................

Loss of situational awareness
and task focus can affect all

of us, especially in high
pressure situations.

Staff feedback shows hierarchy,
communication and inconsistent
® responses can make it harder

to speak up.

a
National safety reviews
recommend creating
opportunities to stop,

reassess and hear every voice
to improve patient safety.

@ 3. WHAT DOES THIS MEAN IN PRACTICE? Q 4. KEY REMINDERS

Any member of the team can request a “Pause for Review” A "Pause for Review" supports open discussion,
if they would like to query a decision, share a concern, % shared thinking and respectful challenge -
offer a suggestion, or discuss an alternative point of view not blame or criticism.

during clinical care.

It creates a clear moment
to stop, reassess and
hear everyone’s concerns
so we can make the
safest decisions together.

L]

When a pause is requested, we will:

@ Acknowledge the request and stop briefly
where clinically possible

Listen to concerns respectfully and explore
different opinions

@ Ensure everyone feels psychologically safe to contribute

Review the situation together and agree a plan
before continuing

@ [f concerns remain unresolved, escalate through the
appropriate senior support pathways

@ Reflect on the pause together after the event

Raising a concern or alternative opinion
does not mean it is the correct decision.
The purpose is to ensure all perspectives

are considered.

2 We are a multidisciplinary team. Different
(7<) experience, skills and knowledge add value
to the overall clinical picture.

Listen respectfully, stay open to discussion
9 and respond professionally when concerns
are raised.

O Our aim is collective decision-making that
% % supports safe, compassionate and effective

care for women and babies.

HOW IT WORKS - WHEN A PAUSE FOR REVIEW IS REQUESTED

® >N >

REQUEST PAUSE LISTEN
Someone asks for a The team pauses Concerns are heard
Pause for Review (where clinically respectfully and

possible) everyone can

contribute

REFERENCES

i@ 1

REVIEW DECIDE ESCALATE
The situation is A shared plan If concerns remain,
reviewed together is agreed continue escalation
through the
appropriate

1thw1ys

wm

This project translates national safety recommendations and frontline staff experience into a practical, implementable
intervention aimed at improving safety and culture in obstetric emergencies. By moving from insight, into embedded
behavioural and system change, the project demonstrates how respectful escalation, psychological safety and standardised

communication can be operationalised within maternity care.

Contact: bethan.percival@nhs.net
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EVERY VOICE MATTERS

RESPECTFUL CHALLENGE - SAFER CARE




on Working Group (POWG) - a m
y Improvement (Ql) Project following East and North
of a Multidisciplinary Team (MDT) at a Hertfordshire Teaching

al Unit NHS Trust
horpe, D; Wooldridge, R.

Neonatology and Department of Obstetrics and Gynaecology, Lister Hospital, East and North

eaching NHS Trust, UK.

Background

Aim
To improve delivery of PO interventions in the antenatal, perinatal and postnatal periods for preterm births <

Meth Ods Figure 1.PO MDT goals and scope of work Figure 2. PDSA cycle
An MDT comprising of an obstetrician, preterm-birth -
midwife, neonatal nurse-practitioner, and a
neonatologist used Ql tools to align goals
with national performance metrics commencing in E E33

April 2024. They embarked on a PDSA plan to
improve PO pathway.

ical
tochnical factors

Key Results
During this study period (May 2024 to April 2025), 72 eligible mothers
and 89 babies < 34 weeks’ gestation were identified: . .
* The average compliance in 2" half of the year was 71.5% as compared Overall compliance with all PO measures %
t0 65.5% in the 15t half (Figure 3). 100
* 97% compliance was achieved for “Right place of birth”. %
Individual/multiple measures were targeted for improvement. For &
example, in the first half of the study period, the average compliance

j 60
of normothermia was 56.7%, and for the 2nd half was 91.5%. 0
. . . . . 40
* We shared monthly statistics with staff (Figures 4-5); validated the 1
data for regional/national dashboards. 20
*  We disseminated learning monthly (example shown in Figure 6). 10
* We held MDT study days including parent delivered talks and 0
conducted in-house training to foster improvement (Figures 7-8). \\f‘b"‘ i %’IP Q,W“ > in” S PP
. N P W ) © g @ 2 2 Q
+ We launched the use of perinatal passports. A A S A A
o 3 A «“, .
We collaborated Wlth' other prOercts/team member‘s‘such as “Golden Figure. 3 —aOverall compliznce with all PO measures %
Drops”, Safety Champions and strived to foster a positive culture.
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Conelsc References
We established a PO-MDT and through a cycle of ongoing continuous Ql, ke e e et
AN , e e sy oy i e s SlyHee S Bt Kren Lyt -
targeted PO measures resulting in improved engagement and compliance. Mtymﬂmg;mm,m 4 i
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Mothers and Babies: Reducing Risk through

u Audits and Confidential Enquiries across the UK

Supporting Safer Maternity and Neonatal Care:
Use of MBRRACE-UK resources

GL Page, LK Smith and BN Manktelow on behalf of MBRRACE-UK

LEICESTER

MBRRACE-UK seeks to understand the impact of its work and how
its resources are used to support positive change.

e MBRRACE-UK undertakes national surveillance and in- .
depth confidential enquiries into perinatal deaths and
maternal mortality and morbidity to improve outcomes in
the UK. * Anongoing survey is gathering feedback from healthcare

professionals to identify opportunities for improvement,

understand the limitations of current resources, and maximise their

Impact.

Supporting Safer Maternity and
Neonatal Care- MBRRACE-UK

e MBRRACE-UK provides a range of resources, with aims of
supporting improvements in maternity and neonatal care
by sharing morbidity and mortality data and making
national recommendations.

Perinatal Mortality Review Tool (PMRT)
A tool for mandatory, systematic review of stillbirths
and neonatal deaths

State of the Nation surveillance reports
Annual reports detailing maternal morbidity and mortality and
perinatal mortality rates for the UK

Saving Lives, Improving Mother’s Care report
Includes surveillance, epidemiology and confidential

Annual reports for trusts and health boards enquiries into maternal mortality and morbidity-

Confidential, individualised perinatal mortality reports Infographics brief
for all NHS trusts and health boards - i i i Data briefs
ISaUnZZZS'e”g MEEnTE AnreE Srplls ee € Iy amel plEn High level maternal mortality data published online ahead

of the Saving Lives, Improving Mothers Care report to
improve the timeliness of data availability

Perinatal mortality data viewer
Comparison of perinatal mortality rates across

organisations in the UK Confidential enquiries

Detailed, expert review of clinical care using anonymised
Real-Time Data Monitoring (RTDM) tool medical notes
A tool for monitoring and identifying trends in perinatal

mortality in real-time

Annual conferences

Key findings from the annual Saving Lives, Improving Mothers e e el O
Care report
Key findings from surveillance and PMRT annual reports,
stakeholder responses, good practice examples and the
experiences of bereaved parents

Signs of Life Guidance: UK clinical guidance on the
determination of signs of life in babies born before 24
weeks gestation (including training videos)

Lessons learned to inform matemity cane from the UK
and Ireland Confidential Enguiries into Matemal Deaths
and Modbadty 2021-23

Free CPD training course

Lessons from the previous years' MBRRACE-UK Perinatal Report,
the Perinatal Mortality Review Tool annual report and Saving
Lives, Improving Mother’s Care report

State of the nation report (7JMBRRACE-UK v @ Pernotalmortait y dataviewer | % |
UK tal deaths of babies born in 2024 O

Access to all MBRRACE-UK Resources

ﬁnabled GAP analysis of \

services and mapping our
position against best practice
and national figures.

ﬁ?M RT resources and best \

practice documents have been
used to benchmark our current
processes and lay out areas

K\Ne have implemented the \

role of Family Liaison Officer
for all PMRT patients to have
an independent point of

KT he vignettes and \

recommendations are really
useful for teaching and
remembering why we do

mregnant women NoOw \

automatically have MEWS
when attending the
emergency department.

where the process can be
improved. ~ Midwife

e There has been increased
robustness in the mortality
review process. ~ Midwife

e PMRT review and learnings
helped improve outcomes.
~ Neonatal Consultant

e PMRT line of questions
highlighted improvements we
needed to make. ~ Midwife

TIMMS

~ Obstetrician

e The PMRT is used to
determine if changes are
needed to guidelines/ways of
working. SMART goals are
always used. ~ Midwife

e Improvement has been made
to guidelines regarding post
partum haemorrhage
management. ~ Obstetrician

« Women whose first language
is not English must now be
seen face to face when they
call triage. ~ Midwife

things and what the pit falls
are. ~ Obstetrician

Data dashboards are useful in
training and education.

~ Midwife

MBRRACE resources have
been used for the infographics
on our maternal medicine
information boards on the
ante/postnatal wards.

~ Midwife

Resources have been used for

university lessons training
future midwives. ~ Midwife

Y

contact throughout the review
process to improve their
experiences. ~ Midwife

e Our bereavement team is now
available 7 days a week for
both staff and families.
~ Midwife

e Improvement in planning for
future pregnancies. ~ Midwife

e The PMRT provides an
opportunity to hear feedback
from families about their care
experience. ~ Midwife

oY

Improving outcomes for babies and children Contact: Georgie Page Research Assistant glp14@Ieicester.ac.uk

~ Midwife

e The maternal mortality report
highlighted VTE was major
cause of maternal death, this
led to improved VTE risk

assessment rates.
~ Obstetrician

e Updates to operational policy
and protocols with other
teams e.g improved working
between perinatal MH and
CAMHS/Addictions services.
~ Psychiatrist

e Data regarding ethnicity and
social deprivation was used to
compare local findings. This
fed into the equity and
equality working group.
~ Midwife
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VTE Assessment 'in AUTHORS & INSTITUTION
Maternity Patients in ® Zer e,
0utlller WardS. A QI Aud.lt Barnsley District General Hospital

\_ /

4 N
OBJECTIVES

INTRODUCTION

e To assess compliance with maternity-specific VTE risk assessment guidelines
in non-maternity wards.

Venous thromboembolism (VTE) is the leading cause of maternal ¢ Assess use of TRAF
mortality. Pregnancy increases VTE risk fivefold, rising to 30-60 ¢ Evaluate appropriateness of prophylaxis dosing
times higher in the postpartum period compared to non-pregnant ¢ Identify areas for improvement
women [1]. Consequently, maternity patients require specialised /
risk assessment distinct from general adult tools.

. o 4 )
The Thromboembolic Risk Assessment Form (TRAF) is a nationally
recognised, evidence-based tool recommended by the Royal METHODOLOGY
College of Obstetricians and Gynaecologists (RCOG) for assessing
VTE risk in pregnant and postpartum women [2]. Its use in non- ¢ A retrospective audit was conducted on pregnant or postpartum women (<6
maternity (outlier) wards is essential to ensure appropriate weeks) admitted to non-maternity wards between 1 June and 30 September 2024.
prophylaxis and dosing. ¢ Exclusions included admissions to maternity/gynaecology wards and short stays

(<6 hours or ED observation units).
k ¢ From an initial sample of 40 patients, 26 met the inclusion criteria. /

Of the women audited, 73% had a VTE assessment done, but 8% had been assessed using the TRAF scoring system.

All women who were admitted for longer than 14 hours had a VTE risk assessment recorded.

0% of postnatal women had a reassessment for VTE risk.

Most people who received appropriate prophylaxis doses had a prescription using the Electronic Prescribing and Medicines
Administration (EPMA) protocol 50-99kg/100-149kg (vs 50-90kg/91-130kg).

RESULT

Performance Findings with Numerical and % Values

Distribution of women (AN vs PN)

VTE assessment done 73.0% (19/26)

VTE assessment using TRAF | 0.0% (0/19)

Appropriate prophylaxis dose given 58.0% (11/19)

37.5% (3/8)

Given treatment dose instead

12.5% (1/8)

Dose less than required m Antenatal (AN)  ® Postnatal (PN)
Distribution of wards (percentages)

Dose more than required 12.5% (1/8)

No prophylaxis given 12.5% (1/8) s
No prophylaxis given (appropriately) 25.0% (2/8) ivhiscnsw,
Postnatal inpatient =3 days reviewed for prophylaxis | 0.0% (0/3)
0 20 20 60 80

Performance (%)

CONCLUSION ACTIONS IMPLEMENTED

e TRAF proforma uploaded to the Trust intranet for wider access
TRAF was not utilised in any outlier ward. ¢ Prompt for TRAF assessment included in CareFlow clinical notes.

Instead, maternity patients were assessed e The RCOG-based prescription protocol was integrated into the generic adult prescribing software.
using general adult VTE tools, resulting in

. ; . . . ¢ A “TRAF How-to-Use” road-map poster was developed for education.
inconsistent and occasionally inappropriate

prophylaxis, posing a patient safety risk. » Staff education was delivered via thrombosis meetings, doctors’ induction, and teaching sessions, with
midwife educator input to improve awareness among adult nursing staff.
Contributing  factors included  limited e Awareness was enhanced through patient safety bulletins.

awareness of TRAF and variation in clinical
systems for assessment and prescribing
across departments.

)
N

N/

NEXT STEPS

¢ Re-audit planned for December 2026 to assess improvement in compliance and patient safety.

\_ AN )
4 N

1. Kalaitzopoulos DR, Panagopoulos A, Samant S, Ghalib N, Kadillari J, Daniilidis A, et al. Management of venous
thromboembolism in pregnancy. Thrombosis Research [Internet]. 2022 Mar;211:106-13. Available from:
REFERENCES https://www.sciencedirect.com/science/article/pii/S0049384822000408.

2. RCOG. Thrombosis and Embolism during Pregnancy and the Puerperium: Acute Management (Green-top Guideline No. 37b)
[Internet]. RCOG. 2015 [cited 2026 July 18]. Available from: https://www.rcog.org.uk/guidance/browse-all-guidance/green-top-
guidelines/thrombosis-and-embolism-during-pregnancy-and-the-puerperium-acute-management-green-top-guideline-no-
37b/
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	Maternity Disparities Consortium
	Tackling maternity & neonatal inequalities through research and action
	.
	Working through nine regional hubs across all four UK nations, the NIHR Maternity Disparities Consortium brings together researchers, health and care professionals, communities and partners to develop, implement and evaluate practical interventions to reduce inequalities in maternal and neonatal health. Working with Core20PLUS communities, we are testing how evidence-based and co-produced approaches can be embedded into routine care and delivered equitably at scale.
	Our research adopts a life-course approach to maternity care, structured around three interconnected themes, two workstreams and two core-functions:
	Preconception and interpregnancy health
	Pregnancy, birth, and early postnatal maternal health
	Neonatal and longer-term child and family outcomes
	Access, communication and experience
	Racism, discrimination and intersectionality
	Community engagement and co-production
	Digital, economics, data linkage, and analytics
	Our Capacity Development Programme
	We are delivering an innovative capacity development programme offering career development awards and opportunities embedded within the consortium’s research areas to inspire and support the next generation of researchers working across clinical, practice and research sectors. Opportunities include:
	Pre-Application Support
	Embedded Researchers
	Transdisplinary Placements
	Postdoctoral Fellowships
	Methodology PhD Studentships
	Salaried Doctorates
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	Evaluation of the ONIRY device for better detection of Obstetric Anal Sphincter Injury
	A Prospective Service Evaluation at Gloucestershire Hospitals NHS Foundation Trust
	Sophie Carrick, Claire Winchester, Georgia Smith
	Gloucestershire Hospitals NHS Foundation Trust
	Introduction
	Obstetric anal sphincter injuries (OASI) are associated with significant physical and psychological morbidity.
	Prompt identification and appropriate management are essential to optimise outcomes.
	The ONIRY device is a novel AI-designed point-of-care impedance spectrometer used to assist in the detection of OASI at vaginal birth.
	Following higher than expected rates of OASI at our unit, we decided to trial the ONIRY device.

	Objectives
	To evaluate the feasibility of implementation of the ONIRY device at our unit
	To look at diagnostic performance of the ONIRY device
	To review patient acceptibility of the ONIRY device

	Results & Discussion
	Use of ONIRY
	Number of Births
	A total of 476 vaginal births occured during the trial period. 261 (54.8%) were assessed using ONIRY.

	Device Reliabity
	Cable failure and system error messages prevented complete assessment of all vaginal births.

	Results
	ONIRY Device Results
	243 (93.1%) received a ‘PASS’ result and 18 (6.9%) a ‘REFER’ result.

	OASI Incidence
	There were 13 cases of confirmed OASI, however only six had ONIRY perfomed due to device issues in the other seven.
	In those receiving a ‘REFER’ result, only 16.7% had confirmed OASI.
	Diagnostic performance demonstrated specificity of 94.1% and sensitivity of 50%.
	In patients receiving a ‘PASS’ result, 98.8% represented a true negative with no clinically apparant OASI.

	Pain Scores
	Discussion
	Device reliability significantly impacted the proportion of included patients and therefore internal validity of this data.
	ONIRY demonstrated high specificity and a high negative predictive value, but limited sensitivity, particularly for detection of lower-grade (3a) OASI.
	This, coupled with low positive predictive value, suggests its use alone cannot entirely replace skilled clinical examination.


	Methods
	Service Evaluation Design
	Prospective approach over a two month period between February and April 2026.

	Participants
	All women following vaginal births had ONIRY performed in addition to routine perineal assessment.

	Results Pathway
	Results reported by the ONIRY device as ‘PASS’ (where spectrometer indicated no OASI had occured) or ‘REFER’ (suggesting OASI)
	All patients with a ‘REFER’ outcome were subsequently assessed by an obstetrician
	Patient acceptibility was assessed by self-reported pain using a 0-5 numerical scale


	Conclusion
	The ONIRY device is a useful diagnostic adjunct that is well accepted by patients
	Addressing technical limitations, alongside evaluation in larger cohorts, will be essential to determine a more accurate reflection of diagnostic capability and its future utility in clinical practice to improve patient care.

	References
	How does the ONIRY sytstem work?
	The ONIRY device is based on measuring the electrical impedance of tissue, using machine learning to help accurately distinguish between healthy and affected tissue of the perianal area.
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	Dr Mitovieya Faith Roman
	Supervised by Dr Bee Chen
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	AUTHORS & INSTITUTION
	INTRODUCTION
	OBJECTIVES
	METHODOLOGY

	RESULT
	Of the women audited, 73% had a VTE assessment done, but 0% had been assessed using the TRAF scoring system.
	All women who were admitted for longer than 14 hours had a VTE risk assessment recorded.
	0% of postnatal women had a reassessment for VTE risk.
	Most people who received appropriate prophylaxis doses had a prescription using the Electronic Prescribing and Medicines Administration (EPMA) protocol 50-99kg/100-149kg (vs 50-90kg/91-130kg).
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