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Initial response to Neonatal findings relating to the Thirwall Enquiry
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Clinicians’ safety concerns and speaking up Hywel D

University Health Board

Datix Incidents Reported 2020-2023 I m proved EVide nce Of PSYChOIOgica I Safety

40% increase in incident reporting without
an increase in the number of adverse events

- Improved trainee
ATIONAL R
I.-.l N ’1-I-;:_I- VEY expe'len ce

Improved staff well-being

Improved National Training Survey conducted by the ~ RCM Wales Branch Survey

. . . . . November 2022
General Medical Council particularly in relation to B ey e vttt contt v e

Improved staff well-being

survey

reporting systems and supportive environment

Improvements noted in RCM Wales Branch Survey

Implementation of the Hywel Dda University
Health Board “Speak Up Safely Scheme”

Speak up safely
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Hywel Dda

University Health Board

Collaborative working across Maternity and Neonatal Service
HSJ énwﬁnn; 202'3: |
WINNER

DEVELOPING A POSITIVE
SAFETY CULTURE AWARD

Winner HDUHB -

MDT Maternity &
Neonatal Risk and
Governance Team

Changing Workplace Culture around Adverse Events
in Maternity and Neonatal Care
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Positive Learning Culture and Review of Adverse
events in Hywel Dda University Health Board
recognised by the Maternity Neonatal Safety Support
Programme as a “Bright Spot”

Clini ’ Trigger List MUST REPORT for SCB

Unexpected death
Cardiac/respiratory arrest

* Call [ failurefdelay to respond
* Child abduction

= Serious infection

* Missed diagnosis

*  Treatment/procedure error

*  Unavailability of appropriate

health care prefessional

Unexpected admission (Any baby 37
weeks or more)

* Re-admission to hespital from

community

* Infiltration/Exiravasation injury
* Medication Error —

P g eror/dela
30 minutes for 4-8 hourly medication
1 hour for 8-12 hourly

Delayed Qi &
Cancelled treatment/surgery

* Delayed discharge
* Lack of suitably trained staff
* Failure To Follow

Protocol/Process

* Accident or injury to

patients/stafiivisitors

LI licati relating to Feeding ie.
aspiration

*  Unexpected complication

* Unexpected readmission

* Failure to access fact on results

Unsafefinappropriate clinical
environment

* Self-harmiself-abuse
* Pressure ulcers
* Discharge against medical advice

= Equipment issue/operational error

Contact/exposure fo infection e.g.
MRSA
Breach of Confidentiality

* Laboratory error
= Communication issues between

and outside team

* Documentation Issues gg

unavailability of patient nofes,
illegible or lack of documeniation
Patient ID

* Consent (inadeguate . poorly

documenied or no consent for
procedure)

Violence or verbal abuse

Ward Closure (Black)

Extreme patient acuity

Drug related eg mislabelling/missing
Inappropriate admission (including
Term)

*  Hospital Acguired Infection
*  Administrafion failure Le. failure to

amrange follow up
appointment/delayed or lost resulis
Major incident (g fire)

Loss of property/theft

Orgarastionsi

Maternal / Birth

Fatal/ Neonatal

Encouraging an
open and honest
reporting culture

HDUHBE MATERNITY TRIGGER LIST 2023

1. Eclawnpaia®

2. Post-partusn Hagmvorrhage >130m "

3, Maternal Death®

4. ITU [inel. HDU] adminion®

5, Pulmanary Embalism®

E. Wenous Thromb-oe mbelisnDVT®

7. Uterime Rupture®

B. Sigréficant infactian Lo WA, (T

9. Madizaticn srror

10. Shoubder dystocia®

11. Updntentionally retadned saab, Incorreet swab ) Instrument count
12, 5%/ 4% dugram tuar

158, Undiapreawnd bresch in Lakawr®

14, Unsuceessful foresps or wenbouse resulting In Caesarcan Birth
15. Doubde Instrument use at an assisted barth*

16. Fmadmimsan |partnatal] of Mother®

17. Pastpansmant of inductian of ibour or slective proced e

18. 5tilibdrth £ Fetal loss Z2wihs®

18. Category 1 J unpl d Earth

0. & | i taat not { ot up

21, Praterm birth <32 wanks pastation [fains <39 weaks gurtation]
22, Mutarral injury during birth, bldderbawal injury

23. Birth of baby with no professtonal in attendance (o BBA, In transit]
24. Delay In planned care of 24 howrs {eg delayed ARMA]

325. Ducidan ta commnemn birth tire not met [ee Cut 2 =75 minute)

1. Baby abdwction Incl. attempted abduction
2 Mwaratsl death®®
2.Unedi Futal kit
4, Unexpested birth trauma [inchuding ke ration)’ brsing] to baby during birth®*
3. Preseribing error
6. Resdmiaian of infant™*
7. Unanpactad BWE <10% cantila™*
B Falhare to follow safeguarding precedure
3. Cord pH <705 Arterial ! <7.1.0 venows
10. Drapped baby

1. Escalation polley triggered (us ao sinfing toves, dedoponty iswes)
2. Equaprment [ facleties faillere
3 Werkal ar physical threat te steff ar patsant
4. RCOE Duties of the On Call Condultant net mek [sg >30 minutei)
* irclicates Erigger iz Hsied under Lishrndsy Care: Massmity Triggess
“arnfacales g 5 kol wender Nevnanal Case: Neonatal Teigeers

Flease ncke (his lisl & not sxhamsirre and ciracians shoeld nee thes discoelion
Blotw; Fattant Fall and Frezzure Damsge weasrant s Dnete seest gatioe

HDRIRS Makvady Tegnir Lt vl 5 Jully 2003




.. . . . . . f‘*Q GIQ | Bwrdd techyd Prifysgol
Gaps in incident reporting and investigation SO s | ’

University Health Board
Standardisation of review pathways of

. PMRT Parent Engagement Flow Chart E![gi::ng:;:‘: GIG mm:ymw
adverse events across Maternity and ettt Mo A s ok ¢ PueEED ATAIN Process Map

Hywel Dda University Health Board

Neonatal Services has been undertaken

‘Week 1: Senior management tearn |
‘eansultant famiiar with the incident
review process to mest face to face with

. et s s e, e s e
There are dedicated governance leads ek L e i R = S e

across midwifery, obstetric, neonatal, & MmN

paediatric and anaesthetic services with a e e

triangulated governance framework to
support oversight

&

‘Week 6-12: Telephane parents and
offer an opportunity of a face-to-face
mesting to share thelr feedbark.

T Seeer
Learning from Events B | oo
e e o e ey

Ve

Incident submitted via RL Datix System

‘The process aims o facitatelearning by promoting  far open, and just cultre that abandons blame and promotes the belefthat
be lnked of the indrvidual sed but rather the system in which the
dhiuss were workn '

‘erm Admission - Refer to ATAIN pat
Incident HIE Refer to HIE =

Submitted 1UD / NND Hefugm " JOOn S e ; : FIMIT LaBm 13 BTANgE mesting with
iahod oo the family (indude wider teams & & M
e DT"‘ et e, T T Perinatal Excellence in Reducing
toordinate meeting date ime to i A S
i Injury in Premature birth
Fthers is & delay dus to post-mortem
results than this should be daarly A bunidhe of permatal seiventon that wil corobute to
No Harm / Low Moderate Harm or Above communicated to the family ' t T
Harm y
Antenatal It apartium Optimal Card
Incident reviewed by Operational Lead Midwife / Ciinical Risk _ﬁ} HBRRACE UK 6_) PM_BI Magnesium Sulphate  Antibiotc Management
Incident identified by ward manager / Team / ward manager (within 72 hours, update re DoC) \_, Rt R ee———

i

fi'i

senior midwife / obstetrician
Timeline completed

Ciptimiss a1 LL eligible

100%  100%

BRI em Optenisstion Tool Prospaciive Dala

o Prophylaxis o
. NERg t:
Y .lul..

Early Maternal Probioti Volume Guarantes
Breast Milk (MEM) {VG) or Volume

= Contributory
No contributory Learning identified
learning but no harm caused

Contributory Leaming
identified resulting in
sever harm
Learning mechanism
agreed

Datix closed Refer to Health Board

pathway for serious incident

Refer to Duty of Candour management

pathway

Datix closed
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Failures in leadership and governance.

The best way to reduce harm ... is to embrace wholeheartedly a culture of learning.” U A UL T

Implementation of a Paradigm shift from individual learning to wider system
collaborative learning.

enhance the quality of care across the maternity service.

. The system is focused on learning, locally and nationally, and makes extensive use
Maternity & Neonatal y g y Y,

The guideline committee is mage up of the Risk and Governance Midhwives, senior midwifery

e e e e | OF iMprovement methodology to test and implement the necessary changes. Near

and senior neonatal nurses.

Risk & Governance Strategy T oo eiaanesr o misses are reviewed regularly to promote learning and system improvements.

The guideline committee is held on the third Friday of every montn, from 2pm-4pm

The meeting runs virtuslly via Microsaft Teams

The Maternity and Neonatal Services across Hywel Dds University Health Board recognise the,

need 10 review any cases that have resulted in poor or unexpected adverse outcomes for either Lead clinicians
mother or baby related to the antenatal period and through the postriatal period. ind Governance Midwife) / Inab Abbasi (Consultant Qbstetrician / Clinical
Lead for Maternity)

This farum also facilitates the presentation of the monthly number of incidents reported, to
provide an overview of the incident type s well a5 to discuss any themes or trends identified
Guring the review process

Aforumto and objectively dis ir i hat have resuitinan
dverse perinatal quicome for ither the mother o infant. The ferum enables the sharing of sy
learning from excellence in dinical practice as well as where care could have been improved. :y Clinical Incident “Datix” Daily Review = W
Importantly the forum prides itself on transparency, professionalism and a just, no blame culture. E. I
Eting to an initial review of clinical incidents across the maternity services.
Learning from the Maternity Clinical Risk Meeting is cascaded widely across the service through
the appropriate channels 3de up of the Risk and Governance Micwives, the clinical and operational
ing is formally minuted but the minutes are not disseminated widely, rather the key awifery ward managers / team leaders, clinical SUBErVSOrs for micwives,
B learning points are cascaded. ians, and consultant obstetricians, senior nurse for neonates as well as
Q GG | Bwrdd techyd Prifysgol ricians fram ot speciities as and when required ywl Dds perinatal Morbidity and Morcaliy Meating
Lead dlinicians: 7 June 2022, 14:00 to 16:00 CT(T!
‘elyn (Risk and Governance Lead Midwife] / Manal Elbadrawy [Consultant Obstetri is an open forum, and al clinicians are invited to attend. Meeting vis MICROSOFT TEAMS 56

NHS

[ Obstetric Lead for Risk and Governance) 2anatal Services acrass Hywel Doa University Health Board recognise the. Reflection

= that have been highlighted through the “Maternity Incident Trigger List’

Al ohstotric, paedi

midwitery and neon

<o
0

ly and objectively nat haveeen identified it ’ a UP -
- " ely and objectively review cases that have zen identified as matermity =
Women and Childrens Risk and Governance Perinatal Morbidity and Mortality Meeting s PV R ?g;%!r{sa'gu

Via Microsoft Teams on the Second Wednesday on alternate months from 2pm-3pm 00 NN Dol B0 = Rt b = &

Strategy hmittee is made Up of a quorate of members from the mult-disciplinary team and s further MDT review il be identified and escalated to the ser
I attendees from ather specialities / heaith boards are invited a5 and when required. meeting for review

st Case presentations

an with a specialist interest is encouraged to attend but will need to contact the lead

Labour Ward Forum clinician to arrange an invitation
tal Mortality and Morbidity Meetings provide a forum to present summary reviews of

Presented face 1o face in the post-graduate centre, Glangwill Hosgital on the First Wednesday on | mortality and morbidity incidents that have occurred within Hywel Dda University

alternate months from 2pm-4pm Healthboard

For those unable to attend in person there is an option to join remotely via Microsoft Teams
& multi-disciplinary forum open to all midwifery, obstetric, neonatal colleagues and anaesthetic of Perinatal Mortality and Morbidity cases are presented jointly by the obstetric and
colleagues. neonatal team and provide an opportunity for lezrning by all grades staff
Aforum to casc foster discussions with an emphs ajustand “no mmary will evidence the structured process of collaborative review that has been
blame” cufture. indertaken, identifying any learning/actions that were pgreed at the review.

Lead clinicians.

Mr Shankar {Labour Ward Lead} and Alison Jenes (Midwifery Operational Lead for Glangwili attendees is maintained and an agends will be circulated one week in advance of the.
Hospital) mesting
on of of maternity dashboard and Tead dmicans
statistical analysis and comparison against new Pickug (Consultant Paediatrician / Paediatric Lead for Risk and Governance e W D 1
== | conceans
national data. 11 Elbadrawy [Consuitant Obstetrician / Obstetric Lead for Risk and Governance) A MO AFIER WRTH 1 reCto rate
Research Update Hywel Dda University isan

Shared Learning

active research site and a Summary of Control D and Guideline Forum Dropped Babies Q i
e = S uality & Safety
within labour ward forum & -
Maternity & Neonatal Clinical Risk Meeting G | G
Bwrdd lechyd Prifysgol
Delivered via Microseft Teams on the second Friday of every month from 2pm-4pm. H | Dd !F' y g
| ywel Dda
The committee is mate up of @ quorate of members from the multi-disciplinary team and N H S A :
addiitional attendees from other specialities / health boards are invited as and when required. University Health Board

Any dlinician with  specialist interest is encouraged to attend but will need to contact the lead
clinicizn to arrange an invitation
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Failures in leadership and governance.
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Hywel Dda
University Health Board

Percentage Apgar score <7 at 5 minutes (Term and Preterm)

3
25
1
D.S | | | I |
0 I
22 Aug2? Sep2? Oct22 Nowd? Dec2? Jan23 Feh23 Mar23 Apr23 May23 Jun23  Jul23  Augl3
Stillbirth Rate per 1000 HDUHB 2019-2022

HDAIE XD [ =T 5 TS0 X
1] 507 30l

Do ol 30

e 3
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Following the implementation of the
Ql project there has been a reassuring
reduction in the number of adverse
events. Including a reduction in the

babies who are stillborn, a reduction
in the number of babies who are in
poor condition at 5 minutes and a
reduction in the number of women /
birthing people who experience a
Haemorrhage following birth

Fabe poi 1500

S BIS
/ N3

Y Weithrediaeth
Executive

Quarterly Mortality Review Forum
with the All Wales Maternity and
Neonatal Network to

comprehensibly and objectively
review all Neonatal deaths from
within the Health Board.

Quarterly “Hypoxic Ischaemic
Encephalopathy” Forum (babies

at risk of long-term physical &
cognitive issues) with the All Wales
Maternity and Neonatal Network
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Hywel Dda
University Health Board

@ M Eﬁﬂf?i}”’i Neonatal Deaths Thematic Review of

\E/ A ol Neonatal Deaths in
HDUHB

Days between deaths 2018|2019 || 2020 | 2021 | 2022 || 2023
Zoom | 1 Month | 3 Months || 6 Months | 1 Year 2 Years || 3Years All From | 01/01/2018 | To | 04/09/2023
= 730 .
i Identify key themes
Z o o
£ 500 - and trends to
IR N : influence learning
a o H
o R o o across maternity and
0 oD O
2018 2019 2020 2021 2022 2023 1
pate of death neonatal services
2017 018 019 2020 2021 2022 2023 i
: : On-going engagement
Number of deaths by Number of deaths by Number of deaths by Number of deaths by

Type of death Timing of death Gestational age (weeks) Codac level | Wit h t h e Qu a I ity a n d
rparm o ik ecin o Patient Safety Team to

Late fetalloss | 0 2227 I Neonatal N 5
—_— Intrapartum | 0
Intrapartum stillbirth 0 2427 I - Gongenital anomaly NN 1 bj t . -ty d
Sfilbith | © Stillbirth of unknown o 2831 I Fetal |0 e n S u re o ec IVI a n
timing 13 I : Cord |0
Early neonatal death 37-41 I Placentz g t ra n S pa re n Cy Of Ca Se

Maternal
Neanatal death >=42 |0 Unknovn I
Late neonatal death 0

Missing | 0 Misging N 2 reVieWS
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Recommendation Hywel Dda

University Health Board

* For the Quality, Safety and Experience Committee to take
assurance from the actions underway in response to the Thirwall
Enquiry.
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DIOGEL | CYNALIADWY | HYGYRCH | CAREDIG
SAFE | SUSTAINABLE | ACCESSIBLE | KIND
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