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Child and Family Services Joint Mortality / Morbidity Meeting
Wednesday 14th December 2016
Minutes
	Initials
KD
	Pt No.
	Age
29
	BMI:   17
	Gestation:  25/40

	Parity:  G2 P1

	
	
	
	PMH: Loop excision since last childbirth
POH: Para 1 (Previous emergency LSCS after failed instrumental)

	Synopsis of events
	Learning Points
	Action

	

Presented at 25 weeks in advanced labour having attended with recurrent episodes of mucousy blood stained show in the preceding weeks.  
During arranging transfer, the membranes ruptured.
Emergency classical CS carried out as SROM and transverse lie.  
Baby in NNU for considerable length of time.








	
· LSCS at full dilatation can compromise the integrity of the cervix if the incision on the uterus is not high enough
· LLETZ is an additional risk factor for pre-term birth.  These two factors may well have contributed to weakening of the cervix in this case.
· Typical presentation in mid-trimester with multiple shows followed by advanced labour is characteristic of cervical incompetence

MK review
Although the patient has been seen for a de-brief and there is a plan in place for cervical length scan in a subsequent pregnancy, patient should be offered a cervical suture at 14 weeks based on her history and presentation.  Vast majority of patients with similar history end up with USS indicated cervical cerclage.
	















· Patient should be informed about the plan for next pregnancy.

	

	Initials
LC
	Pt No
	Age
30
	BMI:   
	Gestation:  35+4
	Parity:  G2 P1

	

	
	
	PMH:  
POH:  Previous spontaneous vaginal delivery at 41+0

	Synopsis of events
	Learning points
	Action

	


Para 1, previous delivery at term.
Presented at 35 weeks with some contractions, palpated, small for gestational age.
A growth scan confirmed baby below the 10th centile with liquor just below 95th centile.
Heart was displaced to right with mass seen within the chest.  
The right side of the heart was also dilated.
Stomach was seen low in abdomen, just above the bladder.
Differential diagnosis: Diaphragmatic hernia or Congenital Adenomatoid Malformation of Lungs (CAML).
Discussion with FMU regarding review following scan in the afternoon.
Although patient did not obviously appear to be labouring, she continued to have irregular tightenings.
With the change of shift, the night team liaised with NNU and made them aware of the patient.
Plans were made for transfer to St Mary’s.
Shortly before transfer, the patient ruptured her membranes, there was fetal bradycardia.
The cervix was found to be fully dilated but the head was high and in the occipito-transverse position.
An emergency LSCS was carried out.


	
· Involve NNU early
· Low threshold to perform repeat vaginal examination to confirm labour especially in a multip.
	

	

	Initials
	Pt No
	Age
	BMI:  
	Gestation:  35+5
	Parity:  

	JC
Case 1
	
	
	PMH:  
POH:

	Synopsis of events
	Learning points
	Action

	


Born 19/07/16, grade 1 CS; presumed fetal compromise
Pale/blue, no respiratory effort, HR >100 (at the right side)
NGT passed
Only one artery noted in umbilical cord
Potential congenital diaphragmatic hernia or ‘cystic’ lesion
Transferred to NNU
Transferred to St Mary’s for ongoing care – repair of CDH (July) and also repair of incarcerated inguinal hernia (Aug)
Repair of co-arctation at Alder Hey Hospital (12/9)
FU planned at Stepping Hill
	
· Managed well
· No opportunity for AN discharge
	


	

	Initials
	Pt No.
	Age
	BMI:   
	Gestation:  25/40
	Parity:  

	KD
Case 2
	
	
	PMH:
POH:  

	Synopsis of events
	Learning Points
	Action

	


Fetal anomaly scans NAD
Emergency crash section for placental abruption, failure to progress and transverse lie.
Pale, floppy, no respiratory effort HR<60bpm
Transferred to NNU
Transported to Bolton
Transferred back to Stepping Hill NNU at 7+ weeks age and discharged home from SHH at 16 weeks age on Home Oxygen therapy – Oxygen discontinued in Summer
Good progress since discharge
Ongoing Paediatric FU until corrected age of 2 years

	
· Managed well
· No opportunity for AN discharge
· SHH is LNU so care for babies from 27+0 weeks gestation –  Potential deliveries <27 weeks should be transferred antenatally if possible and postnatally after stabilisation if AN transfer not possible.

	

	

	Presentation – Carrie Heal
	Learning points
	Action

	


	
· Please see discussion points within presentation.
	


	

	Feedback from inquest
	Learning points
	Action

	





	
· Rising baseline could be associated with intra partum sepsis.
· [bookmark: _GoBack]Discussion around definitions of pyrexia in labour and threshold for treatment.
	


	The A-Equip Model – Professional Midwifery Advocate (PMA)
	
	

	




	
· Presentation attached for information.  Verbal update given by Marie Dooley re cessation of Supervision of Midwifery from March 2017.
· Current SOMs are reviewing services currently offered.
	

	

	
Date and time of next meeting
Level 3 Safeguarding – 18th January 2017
1.30pm – 3.30pm







Perinatal presentation KD.pdf


Perinatal Meeting Presentation 
 


Mrs KD 


Dr. Cocker ST2 O&G 







Booking information  


• 29 years old 


• G2 P1 


• Previous emergency LSCS (failed instrumental) at term 


• BMI 17 


• Previous LLETZ x1 for abnormal smear result 


• Booking bloods NAD 







Antenatal clinic 


• Seen at 20+1 


• VBAC/LSCS discussed 


• Plan for serial growth scans in view of BMI 
• 28, 32 & 36 weeks 


• Shared care 







Antenatal visits 


• Seen on triage at 22+2 and 24+6 weeks with PV spotting 


• No bleeding seen on speculum on both occasions and discharged 
• No mention of abdominal pain in notes 


 


• Attended triage at 25+0 with abdominal pain ?contractions 


• 13:52 Speculum passed – showed bulging membranes 


• Cx 6cm dilated on VE, fully effaced 


• Admitted to delivery suite, corticosteroids given 


• 14:31 MgSO4 initiated 


 







Labour and delivery 


• Paeds informed and present at delivery 


• 15:10 involuntary pushing 


• 15:25 SROM – bloodstained liquor. VE - breech presentation 


• 15:53 portable USS – transverse lie confirmed. Ongoing fresh PV 
bleed 


• Transferred to theatre for Category 1 Caesarean section (GA) 


• 16:08 ♀baby delivered by classical Caesarean section 


• Gases: arterial pH 7.313, BE -5.3, venous pH 7.338, BE -5.2 


 







Placental histology 


• Macroscopic 
• Weight 172.5g (trimmed) 


• Small adherent clot 


• Three vessel cord 


• Microscopic 
• No evidence of chorioamnionitis 


• Immature chorionic villi (consistent with gestation) 


• No evidence of fetal vasculopathy 


• No evidence of infarction, although ischaemic changes evident 


• No funisitis/cord thrombosis seen 







Other findings 


• Placental swab – no growth 


• HVS – no growth 


 







Plans for future pregnancy 


• Debriefed 6 weeks following delivery 


 


• Cervical length scan 12, 14 & 16 weeks 


• Serial HVS 24, 28, 32 weeks 


• Steroids at 24 weeks 


• Delivery by planned LSCS (previous classical section) 
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Perinatal presentation LC.pdf


Perinatal Meeting Presentation 
 


Mrs LC 


Dr. Cocker ST2 O&G 







Booking information  


• 30 years old 


• G2 P1 


• Previous spontaneous vaginal delivery at 41+0 


• Low risk pregnancy 







Antenatal care 


• Anomaly USS at 19+6 weeks 


• Posterior placenta, clear of os 


• Normal fetal anatomy 


• Very active fetus noted on report 







Antenatal visits 


• Seen on triage at 35+4 with PV bleeding and contraction-like pain 


• Measuring small-for-dates on triage admission 


• Sent for growth scan, LV & Doppler 
• EFW <10th centile 
• Ill defined heterogenous area in left side of baby’s chest 


• No colour flow seen within 


• Heart deviated to right with dilated right ventricle and outflow tract 
• Stomach seen below diaphragm close to bladder 
• 2 vessel cord 
• Raised umbilical Doppler PI 1.69 
• AFI 235mm (below 95th centile) 







Inpatient management 


• Findings explained to parents & need for urgent FMU referral 


• Seen by paediatrics 
• Counselled regarding possible diagnosis/prognosis 


• ?CDH 


• ?CMAL 


• Given IM corticosteroids 


• Plan to transfer to St. Mary’s Hospital 
• Cot bureau informed and bed secured 


 







Delivery 


• In process of beginning transfer (notes being photocopied) when 
patient reported SROM at 00:56 
• Clear liquor 


• 01:00 Fetal bradycardia 84bpm 


• 01:10 Decision for category 1 LSCS under GA 


• 01:16 Male infant born 
• Arterial pH 7.11, BE -7.0 


• Venous pH 7.19, BE -9.2 


• Handed straight to paediatric team for assessment/resuscitation 







Delivery 


• In process of beginning transfer (notes being photocopied) when patient 
reported SROM at 00:56 
• Clear liquor 


• 01:00 Fetal bradycardia 84bpm 


• 01:04 VE: Cx fully dilated. Vertex @ spines, ROT, no descent with pushing 


• 01:10 Decision for category 1 LSCS under GA 


• 01:16 Male infant born 
• Arterial pH 7.11, BE -7.0 


• Venous pH 7.19, BE -9.2 


• Handed straight to paediatric team for assessment/resuscitation 







Neonatal resuscitation/subsequent events 


• CDH confirmed on CXR 


• Found to have coarctation of aorta on echo 


• CDH repaired 


• Transferred to Alder Hey for cardiac surgery 


• Remained Prostin-dependant 


• For surgical, cardiology and paediatric follow-up 







Congenital Diaphragmatic Hernia (CDH) 


• Affects 1 in 2500 births 


• 50% mortality 


• Associations 
• No significant aetiological factors identified 


• Slightly more common in male fetuses 


• 80-85% are left-sided 


• Lung hypoplasia 
• Lung volume:head circumference ratio correlated with survival 


• 2% risk to future pregnancies 






image4.emf
Neonatal JC Case  1.pdf


Neonatal JC Case 1.pdf


14/12/16 


NEONATAL 


MORBIDITY/MORTALITY 


MEETING  







 35+5 gestation 


 G2P1 


 Normal antenatal course initially  


 Presented with PV bleed 8/7/16 


 US – Ill-defined heterogeneous area. Heart deviated to the right with 


dilated right ventricle and outflow tract. Stomach is seen below the 


diaphragm and close to the bladder 


 <10th Centile growth 


 Transfer to tertiary centre arranged but progressed quickly  


CASE 1 – JC 


ANTENATAL 







 Born 19/7/16 0116 


 Grade 1 CS – presumed fetal compromise 


 Pale/blue, no respiratory effort, HR >100 (at the right side). 


NGT passed 


 3 mins - intubated 


 4 mins - given atracurium, sats 80%, HR 151. Only one artery 


noted in umbilical cord 


 Cord gases – ART - pH 7.11, BE – 7.0, VEN - pH 7.19, BE -9.2 


 Dad updated and explained potential congenital 


diaphragmatic hernia or ‘cystic’ lesion.  


 Transferred to NNU 


CASE 1 – JC 


BIRTH 







 NNU 


 V – SIMV 20/4 rate 40, i-time .35 


 F – 60ml/kg/day 10% dextrose 


 M – Benpen/Gent, IV Vit K, infusion atracurium 400mcg/kg, 


morphine 5mcg/kg 


 Transport team arrive at 0410 – Transferred to St Mary’s 


CASE 1 – JC 


NNU 







 21/7/16 


 ECHO – coarctation of aorta, PDA, PFO, bilateral SVC 


 22/7/16 


 Repair of L sided congenital diaphragmatic hernia  


 31/7/16 


 Extubated and then had 17 days of CPAP 


 17/8/16 


 Hickman line insertion (intubated briefly, extubated to CPAP and 


weaned to optiflow). 


 25/8/16 


 Repair of incarcerated R inguinal hernia (intubated briefly and 


extubated to CPAP 


 


CASE 1 – JC 


ST MARY’S NNU 







 26/8/16 


 ECHO – no obvious coarctation, large PDA. Decision to stop prostin 
(not clear from notes when this was commenced).  


 27/8/16 


 ECHO – evolving coarctation, decision to recommence prostin. 


 28/8/16 


 ECHO – PDA larger than previous day measurement.  


 12/9/16 


 Repair of coarctation of aorta. Had L sided drain insterted for 
chylothorax (L sided pleural effusion) 


 Slow to extubate (not until 13/9/16), went onto optiflow.  


 Required SNP infusion to control BP -> switched to oral diuretics 
(spironolactone) 


 Had extended end-end anastomosis 


Discharged to HDU 


 


 


CASE 1 – JC 


ST MARY’S NNU 
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Neonatal Case 2 – LD.pdf


 Fetal anomaly scans nad 


 Mum’s history: recurrent UTIs, candida, chickenpox, abnormal 


cervical smears requiring colposcopy and laser treatment  


 


 


 


CASE 2 – LD 


ANTENATAL 







 Born 24/2/2016 1525  


 Emergency crash section for placental abruption, failure to 


progress and transverse lie  


 Pale, floppy, no respiratory effort, HR<60bpm 


 1 min 


- intubated, inflation and ventilation breaths, poor AE initially  


- no colour change on ETCO2 monitor  


- HR<60bpm, FiO2 40%, CPR commenced (20s)  


 2 min 


- HR 90bpm, CPR stopped 


- Ventilation breaths, sats probe applied 


 


 


 


CASE 2 – LD 


BIRTH 







 4 mins 


- Sats 57%Fio2 increased to 60% 


- HR>100 


 5 min-6 min 


- Sat 62% in 60% Fio2, increased to  Fio2 80-100% (blue limbs) 


 6.5-9 min 


- Curosurf 120mg given, Sat 99%, Fio2 weaned 


 12 min 


- Sats 100% in 40% Fio2 (good resp effort and perfusion) 


- Bruised in right arm and left leg)  


 14 min 


- Transferred to NNU 


 


 


 


 


CASE 2 – LD 


BIRTH 







NNU 


 V – SIMV 20/4 rate 50, i-time .35, stable gas 


 F – 60ml/kg/day 10% dextrose, UAC and UVC sited (good position)  


 M – Benpen/Gent, IV Vit K 


 Transported to Bolton 


 


 


 


CASE 2 – LD 


STEPPING HILL 







NNU (No notes from Bolton) 


 V – Intubated for 26 days, BiPAP & CPAP, transferred back in CPAP 


 F – 190ml/kg/day EBM 


 M – Abidec, folic acid, sytron, joules phosphate, caffeine, fortifier  


 


Active problems on discharge from Stepping Hill  


 Chronic lung disease (0.05L O2) – note cranial US nad 


 Possible gastro-oesophageal reflux disease 


 Retinopathy of prematurity grade 1 


 Blood transfusions during stay 


 Feeding EBM 


 On vitamins, diuretics, gasviscon, omeprazole 


 


 


 


CASE 2 – LD 


BOLTON  STEPPING HILL 
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Perinatal Meeting14 12 16 Discussion Points.pdf


Perinatal Meeting 
- Discussion Points 


14th December 2016 







Discussion Points - Guidelines 
 
Guidelines updated on:  
 
Management of extremely preterm labour (now on intranet) 
- updated evidence 
- importance of discussion by Obstetric and Paediatric teams and 
appropriate transfer antenatally if possible 
-use of AN steroids and Magnesium Sulphate 
 
Management of preterm delivery (will go to next Labour Ward Forum) 
- Delayed cord clamping 
- Temperature control 
- Resuscitation and Respiratory Support 
- Appropriate use of Surfactant 
- Parent communication 


 







Discussion Points - NNAP 


Temperature  
- Be aware of importance of appropriate temperature 


control 
- Babies admitted to Neonatal Unit should have 


temperature when measured within I hour of birth of 
36. 5oC - 37.5oC 


- Low admission temperature is associated with 
increased morbidity and mortality 


 
AN Corticosteroids 
- Improve respiratory outcome and reduce IVH 







NNAP SUMMARY 2015 – TEMPERATURE ON ADMISSION 


Do all babies of </= 32 weeks gestation have temperature taken within 1 hour 
birth? (previous years data </= 28 weeks gestation) 


2014 - 90% had temperature checked 


 - 2 (20%) had temp 32-35.9, 4 (40%) had temp 36 – 36.5%, 2 (20%) had temp 36.6-37.4 and 1 (10%) 
had temp >37.5 


- 2 babies with temperature <36 were 540g and 910g (35.6 and 35.8) 


 


2015 24 babies 100% had temperature taken within 1 hour, 5 had temp < 36oC and 9 < 
36.5oC therefore only 42% had temperature of >36.5oC when measured in first hour of life 
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NNAP SUMMARY 2015 – ANTENATAL STEROIDS 
Are all mothers who deliver babies between 24 and 34 weeks gestation given any dose of steroids? 
 
2014 –38/44 (86%) eligible mothers received steroids 
National average – 85%, Standard – 85% 
2015 – 64/73 (88%) eligible mothers received steroids 
National Average 85% 
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Discussion Points - NNAP Other 
Questions 
NNAP 2015 
• Mother’s milk at discharge (encourage and support early expression 


for all babies admitted to the Neonatal Unit) 
• Consultation with parents 


 
2016 NNAP includes AN use of Magnesium Sulphate for deliveries <30 
weeks gestation and blood stream infections 
 
Future Focus 
• Reducing term neonatal admissions (Temperature, NEWS and 


management of Hypoglycaemia) 
• Avoiding inappropriate separation of mother and baby for late and 


moderate preterm deliveries 
• NEC 






image7.emf
NF-Inquest.pdf


NF-Inquest.pdf


NF-Inquest 


Alison Jobling 







Birth and resus 


• Emergency Caesarian 


• Offensive liquor noted at birth 


• Maternal pyrexia 


• N cord gases 


• Group B strep from placental swab 


• Poor condition at birth Apgars 4,2,2 







Resus 


• Initially SHO present, called reg who called 
second reg, I was called by them and arrived 
at 12 mins of age 


• Initially floppy, white, grunting and HR 60 


• Attempts at intubation by registrars 
unsuccessful, thick secretions noted at cord 


• Assessment on my arrival- blue, floppy , poor 
chest wall movement and HR 60-80 







Resus cont.. 


• Repeat inflation breaths given with jaw thrust 
and oxygen- no response 


• Intubated at 14 mins no diff intubating but 
thick secretions noted and no chest wall 
movement or improvement 


• Reintubated 4 times each time cords 
visualised but no improvement in condition- 
thick secretions in tube each time. 


• NLS protocol followed 







Resus cont.. 


• 2nd consultant arrived at 27 mins of age tube 
position checked again and with 7 inflation 
breaths eventually saw chest wall movement 
and had rise in HR to 183 by 30 mins of age 


• In 100% Oxygen no spont resp effort and given 
Curosurf at 50 mins 


• Passively cooled and transferred to NNU 


• Seizures from 90 mins 







First few hours 


• Initial cap gas pH 6.7 


• Subsequent art gas pH 7.04 at 2 hours pCO2 16.2 


• CFM commenced and abnormal 


• Reblocked ET tube which was changed  


• Transferred to SMH 


• Diagnosed severe hypoxic encephalopathy 


• Treated Midazolam 


• MRI scan in keeping with severe hypoxic brain 
injury 







Neonatal Progress 


• Extubated on Day 6 to CPAP then to high flow 
oxygen after 4 more days 


• Traeted for gastro-oesophageal reflux and 
seizures 


• Umbilical swab grew Group B Strep 


• Diagnosed as Pierre Robin sequence 


• Required a Jejunal tube for feeding 







Continued course 


• Had Tracheostomy and gastrostomy and 
fundoplication 


• Continued with difficult epilepsy 


• Severe neurological impairment  


• Recurrent pneumonias 


• Died during episode of pneumonia in 
November 2015 







Inquest Expert witness 


• Correct people at resus and consultant arrived 
in reasonable timeframe 


• Resus likely to be difficult due to Pierre Robin 
sequence complicated by solid lungs and thick 
secretions secondary to sepsis- likely Group B 
strep. Poor outcome despite best efforts at 
resus resulting in prolonged poor cardiac 
output and oxygenation. 


 







Points to improve 


• Recommended use of capnograph at resus 


• No UVC had been inserted as attempt by reg 
was unsuccessful but there had been no 
indication for drugs 


• ? Needed higher pressures at resus as there 
had been no mention of pressures used during 
resus 
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The A-EQUIP model.pdf


www.england.nhs.uk 


The England 


Supervision Taskforce 


develops a new model 


of midwifery 


supervision 







www.england.nhs.uk 


Advocating for Education and Quality Improvement 


 


Professional Midwifery Advocate (PMA) 


Deploying the model within a given organisation. 


Competencies aligned with CQC 5 key themes: 


1. Safety and quality improvement    


2. Effective 


3. Caring 


4. Responsive 


5. Well led 


 


The A-EQUIP Model 







www.england.nhs.uk 


The A-EQUIP model  


• A continuous improvement 
process  that builds: personal 
and professional resilience, 
enhances quality of care for 
women and babies and 
supports preparedness for 
appraisal and professional 
revalidation  


• The A-EQUIP model aims to 
ensure that through staff 
development, action to 
improve quality of care 
becomes an intrinsic part of 
everyone’s job, every day, in 
all parts of the system 


 







www.england.nhs.uk 


The A-EQUIP Approach - Restoration 


4 


Restorative clinical supervision 
This element of the model focuses on the 


‘Restorative/Supportive’ function of supervision 


and aims to create space for thinking, feeling, 


reflecting and understanding 


 







www.england.nhs.uk 


The A-EQUIP Approach - Quality 


5 


Personal action for quality 


improvement  
Aims to equip professionals to be familiar with 


and contribute to quality improvement, placing 


women and babies at the centre of care 


 







www.england.nhs.uk 


The A-EQUIP Approach - Education 


6 


Education and development 
Aims to focus on the development of 


knowledge and skills through education  to 


inform appraisal, revalidation and  leadership 


development 


 







www.england.nhs.uk 


The Professional Midwifery Advocate (PMA) 


7 


Improve outcomes – through a process that will support 


personal action for quality improvement. A concept that 


will become a core competence in practice for all doctors 


(Academy of Medical Royal Colleges 2016). Quality 


improvement will become an intrinsic part of everything we 


do, all of the time, in all parts of the system. 


2 


The A-EQUIP approach will support all midwives to: 


Improve  system performance and the experiences of 


midwives and users through restorative clinical 


supervision (Petit & Stephen 2015) Positive staff 


experiences are associated with positive user experiences 


(NHS Institute 2013) 


1 







www.england.nhs.uk 


The Professional Midwifery Advocate (PMA) 


8 


Enhance personal  & professional development through 


education: develop leadership capability 3 


The PMA will support all midwives to: 







www.england.nhs.uk 


 


Using the A-EQUIP model 


 
• Each element of the A-EQUIP model can be accessed in isolation 


of other elements according to the needs of the supervisee 


Alternatively, progression through all elements may be required.  


• The A-EQUIP model can be deployed in a group or one to one 


• Midwives are expected to meet with a PMA as required, but a 


minimum of one interaction per year is advisable 


• The ratio of supervisees to a PMA is to be confirmed. The current 


supervisor to midwife ratio is 1:15, but there is no evidence to 


support this 


 


9 







www.england.nhs.uk 


Midwife 


Address a particular deficit 


Evidence Base 


A-EQUIP will be flexible enough to… 


Woman 


Organisation 


Assess 


Impact at 


3 Levels 


Consider 3 types of impact  


where the intervention… 


Start to cause a developmental change   


Causes a real shift in culture, behaviour or performance  


Account for… 


Opinion Base 







www.england.nhs.uk 


New 


Supervision 


Model 


Development 


Re-evaluate the 


Model & Education 


Prog. 


Model and 


Education 


Programme 


Design 


Piloting 


and 


Evaluation 


Exploratory 


Workshop & 


Insight Analysis 


Guidance, 


Toolkit and 


Example 


Curriculum 


• The evaluation of the  pilot 


sites will include: 


• Establishing baseline data 


• Evaluation of the  


preparation of the PMA  


• Evaluation of the A-EQUIP 


model 


• Assessment of the 


usefulness of using one or all 


elements of the model and 


the perceived impact and 


outcome 
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Our Pilot Sites 







www.england.nhs.uk 


Publication of new model guidance 


• NHS England aims to publish interim guidance regarding the A-EQUIP model  before 
December 2016.This guidance will support system readiness for implementation 


 


• Full guidance will be published once the evaluation of pilot sites  is complete. This 
publication will include the findings of the evaluation and provide implementation 
guidance 


 


Indicative content  


• Guidance for providers of maternity services 


• Guidance for commissioners 


• Guidance for HEI’s 


• Generic guidance 


• Case studies – how to use the model as a clinical and non clinical midwife 


• Frequently asked questions 


 


13 







www.england.nhs.uk 


Supporting transformation–Policy in practice 


• The new model of midwifery supervision in England is a 


fundamentally important part of the wider Maternity Transformation 


Programme (Better Births 2016) 


• A key part of workstream five – transforming the workforce 


• The new model of  supervision will support midwives to provide 


high quality care, placing women and their families at the centre of 


care within a community hub and across a Local Maternity System 


• The model supports the choice, education and safety aspects of 


the vision set out in the National Maternity Review report, Better 


Births 


14 
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‘The secret of change is to focus all of your 


energy, not on fighting the old but on building 


the new’   ….Socrates 


15 


 







www.england.nhs.uk 


Stay connected 


16 


There are many ways you can help shape the new, non statutory model of midwifery supervision. 


 


Watch out for regular updates: 


• https://www.england.nhs.uk/ourwork/futurenhs/mat-transformation/midwifery-task-force/ 


• NHS England bulletins 


• Blogs and case studies 


 


Follow the conversation on twitter and contribute where you can: 


• @NHSEngland 


• #Midwiferysupervision 


 


Email your thoughts and suggestions to: 


• England.midwiferysupervision@nhs.net 


 


Contact your local pilot sites and see how the model is working in practice!   
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‘The secret of change is to focus all of your 


energy, not on fighting the old but on building 


the new’   ….Socrates 


17 
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