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Background
In 'Resolution through collaboration', NHS Resolution's 2025-28 strategy, our second strategic priority 
is to contribute our unique data and insights to learn from harm and our third is to support maternity 
and neonatal safety improvements. 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/claims 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. We have had feedback 
that some Trusts use the case stories as part of multidisciplinary mandatory training such as Drills and 
Skills/In situ simulation and also use them to support teaching for student midwives/medical students.  
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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https://resolution.nhs.uk/wp-content/uploads/2025/05/NHSR-corporate-strategy-2025-28-VF-external.pdf


 

Case story 
 
This case story is illustrative and based on a range of litigation cases. NHS 
Resolution is sharing the experience of those involved to help prevent a similar 
occurrence happening to pregnant women and pregnant people, families, and staff.  
 
As you read about this incident, please ask yourself: 

• Could this happen in my organisation? 
• Who could I share this with? 
• What can we learn from this? 

Topic: Maternity triage 
Key points: 

• Triage systems ensure patients receive care appropriate to their clinical need 
by prioritising the order in which they are reviewed based on the urgency of 
their clinical presentation1. 
 

• There has been limited national guidance regarding the standardisation of 
maternity triage services. However, it has been acknowledged that this aspect 
of maternity care requires further national focus to improve perinatal 
outcomes1,2,3.  
 

• The Royal College of Obstetricians and Gynaecologists (RCOG) have 
produced a good practice paper on maternity triage1, additionally, maternity 
triage was highlighted in the Care Quality Commission (CQC) national review 
of maternity services2 and was also a focus of the Maternity and Newborn 
Safety Investigations (MNSI) national learning report3. 

 
• Maternity triage is recognised as the emergency gateway of maternity units, 

where pregnant or newly postnatal women can attend unscheduled, for a 
review of any pregnancy related concerns or problems1.  

 
• Women and birthing people require clear information on how and when to 

contact maternity triage, in a format and language that they can readily 
access and understand3.  

 
• Performing standardised risk assessments during telephone triage reduces 

variation in practice. This ensures that any planned care and advice is 
personalised and considers the woman’s individual risks and circumstances1. 

 
• Perinatal outcomes are improved through a timely and standardised initial 

face-face triage assessment, which further enhances communication of 
urgency amongst the multidisciplinary team (MDT) and optimises subsequent 
reviews and care planning1,2 
 



 

Maternity story 
 
Ms H, a 36-year-old mother, booked for maternity care with her community midwife 
at 9 weeks gestation in her second pregnancy. Her first baby had been recorded as 
small for gestational age (SGA) due to her birth weight plotting on the 7th centile 
following a spontaneous vaginal birth. Ms H’s body mass index (BMI) was 24kg/m2 
at booking and her medical history was unremarkable. She was a known smoker 
with a Carbon Monoxide (CO) reading of 6 parts per million (ppm) The midwife 
offered a referral for smoking cessation support, which Ms H accepted.  She was 
assigned to a shared care pathway with a consultant obstetrician in view of her 
moderate risk factors for SGA5.   
 
The consultant obstetrician reviewed Ms H in antenatal clinic (ANC) at 13 weeks and 
commenced her on aspirin and arranged for serial growth ultrasound scans (USS) 
from 32 weeks gestation, in accordance with national guidelines5.  Ms H’s dating and 
anomaly scans were performed at the relevant gestations, and no concerns or 
anomalies were identified.    
 
Ms H attended all routine antenatal appointments as planned and reported that she 
was reassured by her baby’s movements at each appointment.  Ms H was accessing 
smoking cessation support but reported that she was still finding it difficult to stop 
smoking and her CO readings remained at around 4ppm throughout her pregnancy. 
The fetal heart rate and maternal observations were within normal range at every 
contact. 
 
Ms H attended for her scheduled USS at 32 weeks gestation. This reported the 
baby’s estimated fetal weight (EFW) as just above the 10th centile on her customised 
growth chart, with normal liquor volume and umbilical artery dopplers.   
 
At 36+2 weeks gestation, Ms H attended for her repeat USS and the EFW plotted 
just below the 10th centile on the customised growth chart, with normal liquor volume 
and umbilical artery doppler. The consultant obstetrician discussed and agreed a 
plan with Ms H, that in view of the slowing growth trajectory and SGA, she would 
receive a repeat USS at 38 weeks gestation and booked her for induction of labour 
(IOL) at 39+4 weeks gestation (in accordance with national guidance5 and the 
mother’s wishes).  
 
At 38+4 weeks gestation the USS reported that the EFW was again below the 10th 
centile, but with normal liquor volume and umbilical artery doppler. After consultant 
review, the existing plan for IOL at 39+4 remained, the consultant discharged Ms H 
back to the care of her community midwife.  
 
At 39 weeks, Ms H became concerned about a reduction in her baby’s movements, 
and abdominal pain. She called the telephone triage number, but the phone line was 
constantly engaged, and it took over 35 minutes to be connected. The phone was 
eventually answered by a maternity support worker (MSW), as the midwives working 
within the department were busy.  The MSW recorded Ms H’s details on a piece of 
paper, as she didn’t have the same access to the electronic record as the midwives. 
Ms H explained the reason for her call, following which the MSW informed Ms H that 
she would have to ask a midwife to come to the phone as she was not qualified to 
offer any advice.  



 

 
The MSW approached one of the midwives who was reluctant to leave a high-risk 
mother she was assessing but came to take the phone call. Ms H was frustrated that 
she had to repeat her history and presenting complaint again to the midwife. While 
listening to Ms H repeat her concerns, the midwife became distracted watching the 
fetal heart rate trace of her patient on the central monitoring system and 
subsequently with an emergency in the department.  The midwife apologised to Ms 
H that she would have to end the call and advised her to make her way to the triage 
department for review. Ms H lived 20 minutes away from the hospital, so the midwife 
gave her an appointment time in 20 minutes.  The midwife attended the emergency 
and did not write the appointment down in the unit diary, nor did she file the 
documentation of the call. 
 
30 minutes later Ms H arrived at the maternity department and checked in with a 
receptionist at the front desk. The receptionist was not expecting Ms H so she was 
asked to take a seat in the waiting area while the receptionist called the triage 
department to inform them of Ms H’s arrival. The MSW answered the phone and 
informed the receptionist that the triage area was very busy at present, but they 
would call as soon as a room became available. The MSW verbally informed the 
midwife of Ms H’s arrival and wrote her name on the board in the office.  
 
After approximately 40 minutes Ms H approached the reception desk reporting her 
abdominal pain was becoming unbearable, and she felt she needed some pain relief. 
The receptionist apologised and called the triage unit to inform them that Ms H was 
now in considerable pain. A different midwife answered and was unaware that the 
department were expecting Ms H or the reason for her attendance. She accessed 
Ms H’s electronic record in an attempt to locate more details but could not find record 
of any previous telephone triage. She did however note the history of SGA and the 
presenting complaint of reduced fetal movements and abdominal pain and said she 
would arrange a room to assess Ms H as quickly as she could.  
 
A further 15 minutes passed, and Ms H was now struggling to move as she was in 
considerable pain. She managed to walk across the waiting area to go to the 
bathroom. In the toilet cubicle, Ms H passed a large fresh red blood clot, which was 
immediately followed by a ‘gush’ of further fresh red vaginal bleeding. Ms H pulled 
the buzzer in the cubicle to access urgent assistance.   Several members of the 
maternity team immediately responded to the emergency buzzer and upon 
discovering the active and ongoing vaginal bleeding, acted promptly to transfer Ms H 
to the labour ward. On arrival in the labour room, the midwifery staff obtained 
maternal observations and attempted to auscultate the fetal heart. Ms H’s heart rate 
was recorded as 120bpm, and her blood pressure 90/60 mm/Hg. The fetal heart rate 
was difficult to locate but was audible at around 70bpm with a handheld doppler. The 
obstetrician was present in the room at this time and Ms H provided verbal consent 
for a category 1 caesarean section under general anaesthetic (GA). The anaesthetic 
and neonatal teams were summoned via an emergency 2222 bleep. The baby was 
delivered 11 minutes after the decision for caesarean was made, and a large retro 
placental clot was evident at birth.  
 
The baby boy was born in poor condition, he was pale, floppy and not breathing, with 
a heart rate was less than 100bpm. His umbilical cord was clamped and cut, and he 
was immediately transferred to the resuscitaire where senior members of the 



 

neonatal team were waiting. The baby required extensive neonatal resuscitation 
which was performed in line with national guidance6 and once intubated and stable, 
was transferred to the neonatal unit for ongoing care. His birth weight was on the 2nd 
centile indicating fetal growth restriction (FGR). 
 
 
Table 1 (umbilical cord gas results): 
Cord Vessel 
sampled 

pH Base Excess Lactate 

Arterial 6.82 -18.9mmol/L 9.1 
Venous 7.04 -16.1mmol/L 7.6 

 
 
The baby was reviewed by the neonatal consultant at 2 hours of age, who confirmed 
he met criteria for therapeutic cooling7. He subsequently underwent 72 hours of 
cooling before being re-warmed. An MRI of his brain on day six showed changes 
consistent with severe hypoxic ischaemic encephalopathy (HIE). He remained an 
inpatient until day 32 of age and was then discharged home to community paediatric, 
nursing and therapy teams, to support his ongoing care and developmental needs. 
 
Learning Points: 
 
This case highlights the following important points for consideration: 
 
Telephone triage 
 

• Calls to maternity triage departments are often time-critical, so calls being left 
unanswered or lines being engaged for extended periods can be a risk to the 
safety of mothers and their babies3. Maternity triage phone lines are regarded 
as emergency lines requiring separation from standard hospital telephone 
lines, to prevent bottlenecks and prioritise urgent calls being answered 
promptly. Ensure that contingency plans such as call divert procedures or call 
back services are in place for times of high acuity or when lines are busy, to 
prevent delays and high call drop off rates2. 

• Telephone triage is a significant maternity safety activity, providing an 
opportunity to recognise vital early warning signs and make critical clinical 
decisions on care, which may impact on subsequent outcomes. Any 
miscommunication or loss of information at this stage, could delay the 
identification of emerging problems with a pregnant woman or their baby3.   

 
• The RCOG recommend that telephone triage services be operated by 

appropriately trained midwives who are ideally rostered specifically for 
telephone triage (i.e. not providing clinical care), and who are available 
twenty-four hours a day, seven days a week (24/7) to offer evidence-based 
advice focused on a woman’s risks and individual circumstances4. 
Furthermore, where possible aim for telephone calls to be taken outside of the 
clinical area in a quiet and confidential space away from clinical or 
administrative distractions1.  

 



 

• Ensure telephone triage consultations are performed and documented using a 
structured risk assessment on a standardised template to prevent variation 
and inconsistent care and advice1.  
 

• Ensure any previous telephone triage consultations, including risks identified 
and the advice given, are readily available and accessible to all relevant 
clinicians to inform any subsequent care planning and/or advice1. 
 

• Do not assign a clinical priority or use an appointment system based on 
telephone triage. If a woman is invited to attend the triage unit, she should be 
clearly informed of the urgency and timeframe for attendance. Where a time-
critical emergency is identified advice to call 999 to the ambulance service is 
required.1.  
 

• All clinical staff require timely access to electronic patient records if these are 
in use, to aid decision making and holistic risk assessments1,2,3. 
 

Attendance at the triage unit 
 

• Women who attend maternity triage with unscheduled pregnancy-related 
concerns, require prompt review, within a designated triage department 
without the need for an appointment system1. 
 

• The RCOG recommends an appropriately trained midwife, carries out a 
prompt and concise assessment within 15 minutes of the woman's arrival, 
using a validated system (BSOTS) to consistently determine the level of 
clinical urgency 1  
 

• Perform the initial triage assessment in a standardised manner using a 
formalised tool and/or process, to prevent variation and inconsistent practices, 
within 15 minutes of attendance.  The in-person assessment should be 
prompt and brief and take around 5-10 minutes1, resulting in the mother being 
assigned a category of urgency, determining her risk status, prioritisation of 
care and timescales for review by medical staff2.  
 

• All staff that work within the triage require training specifically in the triage 
method utilised2. An MSW can be an integral part of the MDT team and can 
undertake tasks within their scope of practice, but the RCOG recommends 
that the initial triage assessment, including maternal observations, always be 
performed by a midwife1. 

 
• In addition to BSOTS as the recommended tool for maternity triage 1, other 

tools can aid identification and communication of risk. This includes (MEOWS) 
Modified Early Obstetric Warning Score 8, as part of the physiological 
assessment 1 and (SBAR) Situation, Background, Assessment, 
Recommendation to contribute to effective escalation 9.  
 



 

• The environment within the triage department is critical to ensure effective 
patient flow, promote privacy and dignity and facilitate urgent transfer to the 
labour ward in emergency scenarios2.  

 
• Optimal practice is for the waiting area to be located within the triage 

department, to ensure all women are visible to clinical staff, which facilitates 
timely identification of a deteriorating mother 1, with the waiting area 
containing information for women on how to summon support if their condition 
deteriorates while waiting to be seen2.  
 

• Additionally, to prevent delays to the initial triage assessment and 
categorisation of urgency, it is recommended that there is constant access to 
a designated triage space, which contains adequate equipment for clinicians 
to perform a thorough assessment of both the mother and baby while also 
facilitating urgent transfer where required1. 
 

• A private office space is critical for facilitating safe, structured handovers 
between team members, allowing for confidential conversations to be held, 
while also providing an area for a centralised overview of the department’s 
current and predicted workload, including a clear display of the clinical  
urgency of each patient1. 

 
Triage staffing 
 

• Ensure maternity triage areas are adequately staffed with appropriately 
trained midwives whose primary responsibility is to assess women both by 
telephone and in-person1,2.  
 

• Midwifery and medical staffing numbers and skill mix will vary for each 
individual triage unit and is dependent on the maternity department’s size and 
birth rate. However, the main objective is adequate midwifery staffing to 
ensure the initial triage assessment of mother and baby can be performed 
within 15 minutes of arrival1, followed by sufficient staff to provide ongoing 
clinical care to women in the department. This maintains efficient patient flow 
and reduces the risk of maternal deterioration and adverse clinical outcomes2.  
 

• The RCOG recommend that women who are categorised as urgent, be 
reviewed by an obstetric doctor within 15 minutes, as these women are 
considered the most unwell and require timely clinical attention1. 
 

• Ensure clear escalation policies are in place (for both midwifery and medical 
staffing) for when a triage area exceeds capacity, in order to maintain safe 
and timely triage and subsequent medical review1. 

 
• Systems and processes are required to follow up any women who leave the 

triage department without review, to ensure their safety and wellbeing2. 
 



 

• Regular audit of waiting times for initial triage, categorisation of urgency and 
waiting times for subsequent medical review, can provide robust evidence of 
workload, times of peak activity and staffing levels within the department, 
which can enable maternity units to plan their staffing models more 
efficiently1,2.  
 

Considerations for your hospital  

• Does your trust have well-defined pathways and clearly signposted telephone 
numbers for mothers to call when they have a pregnancy related concern?  

• Is your telephone triage line a dedicated emergency line with access 24/7, 
and are calls answered promptly?  

• Are you able to facilitate triage calls being taken outside of the clinical area in 
a dedicated and protected quiet space? 

• Are all triage calls answered by qualified midwives, and do staffing models 
support telephone triage midwives in addition to midwives providing clinical 
care? 

• Do you have a standardised process for completing telephone triage 
assessments and contemporaneous documentation of the advice given? If 
this is handwritten, how do you ensure robust systems are in place for safe 
storage within the maternity records?  

• Can staff providing telephone triage easily access all the relevant information 
systems?  

• Continuity of the telephone triage services is vital. Do you have local 
escalation policies in place to cover any unexpected absences? 

• Do you have formalised policies and pathways to ensure the initial triage 
assessment is performed by a qualified midwife within 15 minutes of the 
mother’s arrival to the unit? 

• Do you have clear guidelines and pathways to aid the categorisation of 
urgency, and the timings of subsequent medical review? 

• What midwifery and medical staffing models are in place to ensure mothers 
receive timely assessments?  

• Do you have escalation processes in place to support maternity triage during 
times of high workload and/or acuity?  

• Does the layout of your triage estate facilitate a visible waiting area, a 
dedicated and readily available triage room, private office space and ongoing 
treatment rooms?  

• How do you gather feedback about the experiences of staff and service users 
to identify areas for improvement?  

• Do you provide regular training and updates to midwifery and medical staff on 
the specific triage models you use within your organisation? 

• Do you regularly monitor your triage unit’s performance metrics to support 
quality improvement?  

 



 

What has happened as a result? 
This case story is illustrative. If a similar case were to occur in real life, then it would 
be referred to NHS Resolution’s Early Notification Scheme. NHS Resolution’s in-
house, specialist teams 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 is used to proactively assess the legal risk and 
provide early support to families where liability is established.  
 
NHS Resolution supports an open, transparent discussion between clinicians and 
families following adverse events10. 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 share learning.  

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 £13.5 million. The human costs to the babies, families and 
clinical teams involved are immeasurable. 
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