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Background
In Advise, resolve and learn Our strategy to 2025, our second strategic priority is to share 
data and insights as a catalyst for improvement and our third is to collaborate to improve 
maternity outcomes. Aligned with these aims we have gathered together learning from our Early 
Notification Scheme and produced a number of case stories to help support learning from harm 
identified through claims.

These resources 
Our case stories are illustrative and based on recurring themes from real life events.  These 
experiences have been highlighted and shared with you, to help identify potential risks in your 
clinical area, promote learning and prevent fewer incidents like these occurring in the future. 

How to use the case stories
There are various ways you may use the case stories, from individual self-directed learning to 
support continuous professional development to using them in a team environment. The idea 
is that by learning from the experience of others, maternity unit staff will be able to change their 
approach to care. 

As you read or discuss the examples of incidents that we are sharing we ask you to consider the 
following:
• Could this happen in my organisation?
• What changes within my organisation or team might I consider after reading the material,

including individual practice?
• What information should I share with the team?
• How can I share the learning from this case story?
• Who else needs to know?

Practical applications
1. Consider the key elements of the case story and through reflection apply the learning to

influence your practice in the future.
2. Use this case study as a point of discussion at appropriate multi-disciplinary team meetings,

safety huddles, and/or human factor’s training.
3. Use this case study to create a multi-disciplinary simulation in the clinical area or on

mandatory training.
4. Review your claims scorecard to identify whether there are any themes which relate to this

case story and identify where improvements could be made.
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Topic: Use of intermittent auscultation for intrapartum fetal surveillance 

Key points: 
• The importance of robust antenatal discussions around choices for place of

birth to ensure the mother makes an informed decision1,2.

• The importance of technique for ascertaining fetal heart rate (FHR) using
intelligent intermittent auscultation to ensure accurate assessment of fetal
well-being6,7.

• Ongoing risk assessment during labour in order to determine an appropriate
care pathway with the woman and her partner5.

• Recognition of deviation from normal with consideration of transfer to
continuous electronic fetal monitoring in response to suspected fetal heart
rate abnormality6,7.

Maternity Story 

A mother was booked for shared obstetric and midwifery led care in her second 
pregnancy. The mother had a BMI of 30 and had a previous ventouse delivery, but 
no other risk factors. The risks associated with obesity in pregnancy and advice on 
diet and lifestyle were discussed with the mother and written information provided3. 
The obstetrician discussed choices for place of birth with the mother and advised 
that birth in a consultant unit or a midwife-led unit were suitable options1,2,3,4. The 
mother expressed a wish to wait and see how the pregnancy progressed before 
deciding.    

The pregnancy continued uneventfully, the mother did not develop gestational 
diabetes and the symphysio-fundal height measurements progressed on the 50th  
centile on the customised growth chart. At 36+6 weeks, after a further discussion 
with the midwife regarding options for birth, and a tour of the maternity unit, the 
mother opted to birth in the co-located midwife-led unit. 

At 40+5 weeks gestation the mother contacted the birth centre at 19.45 reporting that 
she had been having irregular contractions throughout the day and that these were 
now 3 minutes apart and were strong and painful. She was invited in to the birth 
centre for assessment and arrived at 20.30. A full risk assessment of mother and 
fetal wellbeing was undertaken, the mother remained low risk and suitable to remain 
in the birth centre5. Abdominal palpation ascertained the baby was in a right occipito-
posterior (ROP) position and the presenting part was 2/5ths palpable. Vaginal 
examination (VE) identified the mother’s cervix was 0.5cm long and 4cm dilated, with 
the baby’s head at 2cm above the ischial spines. The membranes were intact. The 
fetal heart rate was auscultated using a hand-held Doppler at 128 beats per minute 
(bpm) for one minute immediately after a contraction. The mother was confirmed to 
be in established labour and opted to use gas and air and mobilisation for pain relief. 
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The mother continued to experience contractions every 3-4 minutes. Intermittent 
auscultation (IA) of the FHR was undertaken by the midwife at 15 minute intervals for 
1 minute immediately following a contraction and documented as a number that 
remained within the normal range6,7. The mother’s pulse rate was observed and 
recorded at hourly intervals and her temperature and blood pressure were recorded 
every 4 hours5. All the mother’s observations remained within normal limits. 

At 40+6 weeks gestation, at 01.00 a VE to assess progress in labour was performed 
and the cervix was fully effaced and 5cm dilated. The baby’s head remained at 2cm 
above the ischial spines and the membranes remained intact. The FHR was 
auscultated following the VE and was documented at 125bpm. IA continued at 15 
minute intervals and was documented as a number6,7, remaining within normal limits, 
but with a range between 118 and 137bpmFig.1

A spontaneous rupture of membranes (SROM) was documented at 03.15 and the 
liquor was noted to be clear. Following SROM the frequency of the mother’s 
contractions increased to every 2-3 minutes, and IA continued at 15 minute intervals 
and remained within normal limits6,7, with the documented numbers ranging between 
120 and 141bpmFig.1.  The mother continued to mobilise and following discussion 
with the midwife regarding choices of pain relief, opted to continue with gas and air. 

At 04.20 the mother was noted to be involuntarily pushing with some contractions. 
The midwife encouraged the mother to breathe through her contractions and 
continued with IA every 15 minutes for 1 minute immediately following a 
contraction6,7. The FHR remained within normal limitsFig.1.  

The frequency of the mother’s involuntary pushing increased and at 05.00 a VE to 
assess progress was undertaken. The cervix was fully dilated and the baby was 
determined to be in a right occipto-anterior (ROA) position, with the baby’s head at 
the level of the ischial spines. FHR was auscultated immediately following the 
examination and documented at a rate of 140bpm. The mother was encouraged to 
push with her contractions and IA was increased to every 5 minutes6,7. 

The vertex was descending slowly with maternal effort. At 05.05 the FHR was 
recorded at 120bpm and the midwife documented that she was unable to auscultate 
for a full minute due to the frequency of the mother’s contractions. The midwife 
repeated the IA for a full minute immediately after the next contraction and FHR was 
137bpmFig.1. At 05.15 the FHR was auscultated at 115 bpm, increasing to 120bpm at 
05.20. Over the next 10 minutes the FHR was auscultated at 110 and 108bpm 
respectively6,7. The midwife documented difficulty in auscultating the FHR and 
requested that the mother changed position, explaining that this would enable her to 
locate the FHR more easily. 

The midwife encouraged the mother with pushing and the vertex was visible at 
05.30. The midwife called for a second midwife to be present for the birth, who 
entered the room at 05.32 and checked and switched on the resuscitaire in 
preparation for use if it was required. At 05.36 the FHR was auscultated at 105bpm 
and the vertex was observed to be advancing. The second midwife took over IA 
whilst the first midwife prepared for the birth. No further FHR was recorded as the 
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midwife documented she was unable to auscultate accurately due to the frequency 
of the mother’s contractions. At 05.52 the baby was born. 

Figure 1: Summary of Fetal Heart Rate 

 The baby was pale and floppy, making no respiratory effort and with a heart rate 
below 60bpm. The cord was clamped and cut and the baby was taken to the 
resuscitaire by the second midwife. The baby was dried and stimulated and five 
inflation breaths were given8. The first midwife pulled the emergency buzzer which, 
as the birth centre was co-located, alerted the staff on the delivery suite and the 
midwife co-ordinator and obstetric registrar attended within 1 minute. A 2222 
neonatal emergency call was made by the first midwife at the co-coordinator’s 
request. Good chest rise was observed with the inflation breaths. There was no 
increase in the heart rate so 30 seconds of ventilation breaths were given, followed 
by chest compressions as the heart rate remained below 60bpm. The baby was 
reassessed after 30 seconds and the heart rate was above 60bpm and increasing so 
the chest compressions were stopped7. Ventilation breaths continued as the baby 
remained pale and floppy, with no respiratory effort. 

The neonatal emergency team arrived at 3 minutes of age and took over 
management of the baby’s airway. The heart rate had increased to more than 
100bpm and ventilation breaths continued7. As the baby remained unresponsive the 
decision was made to intubate the baby and this was successful at the first attempt 
at 7 minutes of age. Neonatal resuscitation continued and the baby was transferred 
to the neonatal unit. Umbilical cord gases were taken following delivery of the 
placenta and showed the following values: 

Arterial:  pH 6.87, Base excess -16.5 and lactate 8mmol/L 
Venous: pH 6.96, Base excess -12.4 and lactate 5mmol/L 

The baby underwent active therapeutic cooling9 and was rewarmed after 72hrs. MRI 
at 7 days showed changes associated with hypoxic ischaemic encephalopathy. The 
baby was discharged home after 18 days with community support and neonatal 
follow up arranged.   
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Learning Points 

This case highlights the importance of: 

• Antenatal discussions regarding risk factors and place of birth, including
providing written information to women to facilitate informed choice1,2,3,4

• Risk assessment throughout labour, being alert to any changes in clinical risk
factors and making an appropriate plan of care in consideration of these. In
this case the initial progress in labour was slow in a multiparous mother.
When this is considered in the context of the FHR changes, a discussion with
the midwifery co-ordinator or an obstetrician may have led to a clear plan of
care including an agreed threshold to transfer the mother5,6,7

• Appropriate use of intelligent IA including frequency of recording and
recognition of fluctuating baseline rates or FHR changes even if the rate
remains within normal limits, to facilitate appropriate care planning. There was
difficulty in establishing a clear baseline over the course of the labour followed
by a drop in baseline that occurred after the onset of pushing, which may
have been indicative of a deteriorating clinical picture. There was a period of
involuntary pushing indicating a transition between the first and second stage
of labour and difficulty in auscultating the FHR clearly, requiring consideration
of increasing the frequency of IA6,7.Escalation to and request for assistance
from the labour ward at the earliest opportunity, particularly if transfer to
labour ward may not be appropriate if the birth is considered to be imminent.
Following the onset of pushing there was a drop in baseline, difficulty in
auscultating the FHR clearly and a period of 16 minutes prior to birth where
no FHR was heard. Where there is difficulty in auscultating the FHR,
immediate assistance is required as this may represent a deteriorating clinical
picture requiring consideration of transfer to the labour ward and commencing
continuous electronic fetal monitoring67, or expediting the birth if appropriate.
It also provides additional support to enable the midwife to focus on
monitoring the fetal heart rate.

Considerations for your hospital 

• Is written information provided to all women to facilitate informed decision making
regarding place of birth?

• Do midwives and obstetricians use the NICE public resource to inform
discussions with women around choice of birth setting1?

• Do you discuss fetal monitoring options with women as part of their antenatal
care and throughout labour provide information on the fetal monitoring method
being advised and the reasons for this advice6?

• Does current training in fetal heart rate monitoring specifically include the
importance of technique for ascertaining fetal heart rate using intelligent
intermittent auscultation to ensure accurate assessment of fetal well-being, in
accordance with Saving Babies Lives Care Bundle v.210, The Ockenden report11,
and NHS Resolution Maternity Incentive Scheme Safety Actions 6 and 812?
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What has happened as a result? 
This case story is illustrative. If a similar case were to occur, then it would be referred 
to NHS Resolution by the trust, as part of the Early Notification Scheme, as well as 
the Healthcare Safety Investigation Branch (HSIB). NHS Resolution’s in-house, 
specialist team will review all available information about the care received, to decide 
whether there is any evidence of substandard care which could potentially result in 
compensation. 

The expertise of NHS Resolution staff is used to proactively assess the legal risk, 
investigate care, and provide early support to families where liability is established. 

NHS Resolution supports an open, transparent discussion between clinicians and 
families following adverse events13. The scheme is also designed to improve the 
experience for NHS staff by time limiting the need for protracted involvement in the 
legal process and rapidly sharing learning from avoidable harm.  

It is very important to note that no amount of money is comparable with the loss of a 
child or a child living with lifelong neurological injuries. Where poor outcomes occur 
as a result of deficiencies in care, NHS Resolution aims to resolve all such claims or 
cases fairly and as quickly as possible.  

The current compensation cost to the NHS for a baby who has long term severe 
brain injury is on average £13 million. The human costs to the babies, families and 
clinical teams involved are immeasurable. 

Resources: 
1. Intrapartum Care for healthy women and babies NICE CG 190 published
December 2014, Information for the public revised February 2017
https://www.nice.org.uk/guidance/cg190/ifp/chapter/Choosing-where-to-have-your-
baby

2. Where to give the birth: the options
https://www.nhs.uk/pregnancy/labour-and-birth/preparing-for-the-birth/where-to-give-
birth-the-options/

3. Care of Women with Obesity in Pregnancy. Royal College of Obstetricians and
Gynaecologists Green-top Guideline no 72
https://www.rcog.org.uk/guidance/browse-all-guidance/green-top-guidelines/care-of-
women-with-obesity-in-pregnancy-green-top-guideline-no-72/

4. Intrapartum care for women with existing medical conditions or obstetric
complications and their babies. NICE NG121 published March 2019
www.nice.org.uk/guidance/ng121

5. Intrapartum Care for healthy women and babies NICE CG 190 published
December 2014, revised 2018
Intrapartum care for healthy women and babies NICE CG 190

https://www.nice.org.uk/guidance/cg190/ifp/chapter/Choosing-where-to-have-your-baby
https://www.nice.org.uk/guidance/cg190/ifp/chapter/Choosing-where-to-have-your-baby
https://www.nhs.uk/pregnancy/labour-and-birth/preparing-for-the-birth/where-to-give-birth-the-options/
https://www.nhs.uk/pregnancy/labour-and-birth/preparing-for-the-birth/where-to-give-birth-the-options/
https://www.rcog.org.uk/guidance/browse-all-guidance/green-top-guidelines/care-of-women-with-obesity-in-pregnancy-green-top-guideline-no-72/
https://www.rcog.org.uk/guidance/browse-all-guidance/green-top-guidelines/care-of-women-with-obesity-in-pregnancy-green-top-guideline-no-72/
http://www.nice.org.uk/guidance/ng121
http://www.nice.org.uk/guidance/CG190
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6. Fetal Monitoring in Labour. NICE guideline NG229. Published 14 December 2022
www.nice.org.uk/guidance/ng/229

7. Intelligent Intermittent Auscultation in Labour. Health Education England and
Oxford Academic Health Science Network
https://www.e-lfh.org.uk/programmes/intelligent-intermittent-auscultation-in-labour/

8. Newborn resuscitation and support of transition of infants at birth
https://www.resus.org.uk

9. Therapeutic hypothermia for Neonatal Encephalopathy: A Framework for Practice
BAPM November 2020
Therapeutic Hypothermia for Neonatal Encephalopathy | British Association of
Perinatal Medicine (bapm.org)

10. Saving Babies’ Lives Version 2 – A care bundle for reducing perinatal mortality.
NHS England published March 2019
https://www.england.nhs.uk/wp-content/uploads/2019/07/saving-babies-lives-care-

bundle-version-two-v5.pdf

11. Final findings, conclusions and essential actions from the Ockenden review of
maternity services at Shrewsbury and Telford Hospital NHS Trust, Department of
Health and Social Care. Published March 2022
https://www.gov.uk/government/publications/final-report-of-the-ockenden-review

12. Maternity Incentive Scheme year 4 – revised October 2022
https://resolution.nhs.uk/services/claims-management/clinical-schemes/clinical-
negligence-scheme-for-trusts/maternity-incentive-scheme/

13. NHS Resolution Saying Sorry June 2017
Saying Sorry

https://www.e-lfh.org.uk/programmes/intelligent-intermittent-auscultation-in-labour/
https://www.resus.org.uk/
https://www.bapm.org/resources/237-therapeutic-hypothermia-for-neonatal-encephalopathy
https://www.bapm.org/resources/237-therapeutic-hypothermia-for-neonatal-encephalopathy
https://www.england.nhs.uk/wp-content/uploads/2019/07/saving-babies-lives-care-bundle-version-two-v5.pdf
https://www.england.nhs.uk/wp-content/uploads/2019/07/saving-babies-lives-care-bundle-version-two-v5.pdf
https://www.gov.uk/government/publications/final-report-of-the-ockenden-review
https://resolution.nhs.uk/services/claims-management/clinical-schemes/clinical-negligence-scheme-for-trusts/maternity-incentive-scheme/
https://resolution.nhs.uk/services/claims-management/clinical-schemes/clinical-negligence-scheme-for-trusts/maternity-incentive-scheme/
https://resolution.nhs.uk/wp-content/uploads/2018/09/Saying-sorry-leaflet-2019.pdf
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