
www.hqip.org.uk@HQIPJune 2025 (#CAAW25)

Clinical Audit Awareness Week 2025 
Webinar and Q&A: Data-driven improvements in maternity care
A Regional Medical Director's perspective

Dr Edward Morris CBE FRCOG
Regional Medical Director & Chief Clinical Information Officer
NHS England (East of England Region) 

Tina Strack
Associate Director, National Clinical Audit and Patient Outcomes 
Programme (NCAPOP), HQIP

Thursday 5 June 2025, 2.15pm - 3.00pm

This event will start at 2.15pm 

Presenter
Presentation Notes
Drew: Show slides before event begins so early joiners can see ‘event will start at 12.30’



www.hqip.org.uk@HQIP

Welcome & introduction

• Welcome to Clinical Audit Awareness Week 2025 (2-6 June 2025) 

• More info: www.hqip.org.uk/clinical-audit-awareness-week

• Introduction to today’s topic

http://www.hqip.org.uk/clinical-audit-awareness-week
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A Brief History from my CV

• NHS O&G Consultant from 2001 Norwich (Trained in London)
• RCOG President (2019-2022)
• RCOG Vice President (Clinical Quality) (2016-2019)
• Chair Clinical Quality Board (2016-2019), Member (2009-2016)
• Chair National Maternity and Perinatal Audit Project Board (2016-19)
• Co-Investigator, Each Baby Counts (2016-2019)
• Guideline Committee (2016-2019)
• Nice Guideline Alliance Consortium Board (2016-2019)
• Chair, RCOG Safety and Quality Committee (2009-2013)
• NCEPOD Steering Group 2010-2016
• NHSE HQIP Independent Advisory Group (Women & Children) (2014-2025)
• Vice Chair, Clinical Standards, Academy of Medical Royal Colleges (2020-2022)
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My Current Role 

• The Regional Medical Director (RMD) in NHS England is a key leadership 
role responsible for providing clinical leadership, advice, and support 
within a specific region, focusing on improving quality and safety of patient 
care, and driving transformation. They play a vital role in overseeing 
clinical commissioning, ensuring workforce resilience, and supporting 
trusts facing challenges. 
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Current Maternity Leaders in NHSE

• National
• National Chief Midwife – Kate Brintworth
• National Clinical Director – Donald Peebles

• Regional (NHSE East of England)
• Regional Chief Midwife – Wendy Matthews 
• Regional Lead Obstetrician – Tejinder Kumar
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Current Maternity Support System in NHSE

• National
• Maternity and Neonatal Board
• Maternity Quality, Performance and Surveillance committee

• Direct Support 
• Maternity Service Support Programme via Regional teams
• Early Warning System (In Development)
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Why the Interest in Maternity Safety?

• Numerous maternity investigations

– Morecambe Bay
– Cwm Taf
– Shrewsbury and Telford
– East Kent
– Nottingham

Name, Title
Clinical Audit Awareness Week 2025 (#CAAW25) 
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“Big data” in Maternity
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Each Baby Counts is the RCOG’s national quality 
improvement programme with the aim:

 

@eachbabycounts   

“To reduce the number of babies 
who die or are left severely 
disabled as a result of incidents 
occurring during term labour by 
50% by 2020”

Presenter
Presentation Notes
QI programme

Reduce numbers – die or left severely disabled

Due to incidents occurring during the term labour

Cut by 50% by 2020
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Each Baby Counts
Would different care have changed the outcome?

05/06/2025

2018201720162015
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Each Baby Counts
Key Themes
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National Maternity & Perinatal Audit

• A large scale audit of the NHS maternity 
services across England, Scotland and 
Wales

• Using timely, high quality data, the audit  
evaluates a range of care processes and 
outcomes in order to identify good 
practice and areas for improvement in 
the care of women and babies looked 
after by NHS maternity services

Presenter
Presentation Notes
NATIONAL MATERNITY AND PERINATAL AUDIT

A new large scale audit of the NHS maternity services across England, Scotland and Wales

Using timely, high quality data, the audit aims to: 
evaluate a range of care processes and outcomes 
to identify good practice and areas for improvement in the care 
women and babies looked after by NHS maternity services
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Presenter
Presentation Notes
There remains variation, beyond that which would be expected, in the proportion of women experiencing complications at birth in the form of a third or fourth degree tear, or a postpartum haemorrhage of 1500 ml or more.
National bodies should continue their work to develop and implement package interventions for prevention and management of third and fourth degree tears and postpartum haemorrhage.
 (National bodies including the RCOG and RCM, and national governments and NHS bodies)
 All maternity services should review their clinical practices to ensure an accurate diagnosis and effective prevention and management of:�• postpartum haemorrhage  �• obstetric anal sphincter injury�to minimise variations in care.
 (Maternity service providers)
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Haemorrhage of 1500 ml or more

Presenter
Presentation Notes
2.9% overall proportion of women having a PPH  Range: 0.8-

¾ degree tears: 3.5% proportion overall sustaining a ¾ tear but ranges from 1.3-6.4%
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Stillbirth & Neonatal Mortality – the National Ambition
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Country 2022 2023
UK & Crown
Dependencies

3.35 3.22 

England 3.33 3.27 

Scotland 3.31 2.95 

Wales 3.63 3.32 

Northern Ireland 3.49 2.51 

Country 2022 2023
UK & Crown
Dependencies

1.69 1.63


England 1.67 1.62 

Scotland 1.59 1.61 

Wales 1.91 1.79 

Northern Ireland 2.29 1.66 

Country 2022 2023
UK & Crown
Dependencies

5.04 4.84 

England 5.00 4.88 

Scotland 4.90 4.56 

Wales 5.54 5.10 

Northern Ireland 5.78 4.16 
Rates of baby death continued to
decrease in 2023, mostly because
of a reduction in stillbirths

Compared to 2022, stillbirth rates
were lower in every nation of the
UK, and fewer newborns died in
England, Wales, and Northern Ireland. 
However, changes over a single year 
don’t always tell the whole story, so 
it’s important to look at trends over a 
longer period of time.

Since MBRRACE-UK started in 2013, 
the number of babies who died 
shortly before, during, or soon after 
birth has been falling. In 2023, the 
rate was 4.84 baby deaths for every 
1,000 births. This is 20% lower than 
in 2013, mostly because there were 
fewer stillbirths.

Extended perinatal deaths
per 1,000 total births

6.04

4.84
20% lower than in 2013

2013 2023

4.12

2013 2023

Stillbirths
per 1,000 total births

1.84 1.63

2013 2023

Neonatal deaths
per 1,000 live births

28% lower than in 2013

13% lower than in 2013

4.20
3.22

23% lower than in 2013

11% lower than in 2013

MBRRACE - 2025
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Gestational age 2022 2023

22 to 23 weeks 405.5 403.0 

24 to 27 weeks 216.0 207.8 

28 to 31 weeks 74.4 69.9 

32 to 36 weeks 12.7 12.5 

37 to 41 weeks 1.09 0.99 

Stillbirths
per 1,000 total births

Gestational age 2022 2023

22 to 23 weeks 625.2 641.1 

24 to 27 weeks 139.6 146.1 

28 to 31 weeks 29.5 31.1 

32 to 36 weeks 6.58 5.05 

37 to 41 weeks 0.62 0.60 

Neonatal deaths
per 1,000 live births

Stillbirth rates decreased, but neonatal mortality rates increased for the 
most preterm babies

Stillbirth rates dropped across all stages of pregnancy, with the biggest 
decrease seen in babies born at term (37 to 41 weeks). However, neonatal 
deaths increased for babies born very prematurely, between 24 and 31 
weeks, but decreased for those born at 32 weeks or later.

Babies born at 22 to 23 weeks made up a growing share (25%) of all 
neonatal deaths.

Preterm births remained a major factor in baby deaths, with 76% of stillbirths 
and 75% of neonatal deaths happening in babies born before 37 weeks.

MBRRACE - 2025
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Ethnicity
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Deprivation
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Combined Deprivation and Ethnicity

• xx
xx

• xx
xx
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Turning Data Into Actions

What do we need to do?

These findings show that progress is being made in reducing baby deaths, but there is still important work to do—especially
to
tackle the gaps linked to deprivation, ethnicity, and how early in pregnacy a baby is born.

MBRRACE-UK has previously made national recommendations to help with this, but local services, networks, and
commissioners may need to take a closer look at their own areas to understand what’s happening and take action that works
for their communities.

1. Make sure services are planned and funded to meet the growing need for intensive care for extremely
premature babies

Care commissioners should ensure that neonatal intensive care services have the capacity and resources to support
the increasing number of babies born before 24 weeks who are receiving active care focused on survival.

2. Support thorough reviews of baby deaths to help improve care

All stillbirths and neonatal deaths across the UK should be reviewed with the Perinatal Mortality Review Tool (PMRT),
with input from experienced external clinicians, so services can learn from them and improve how care is delivered.

3. Help healthcare providers use national guidance to improve care for premature babies

Royal Colleges and care commissioners should support healthcare providers to adopt and implement the BAPM
Perinatal Optimisation Pathway, which aims to improve outcomes for preterm babies.

4. Keep taking targeted action to reduce health inequalities

Work should continue at both national and local levels to reduce the unfair differences in outcomes linked to factors like
poverty, ethnicity, and where families live.
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MBRRACE Maternal Deaths
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Title



www.hqip.org.uk@HQIP

A Real World Example…….

• I was contacted by a medical director concerned by a run of adverse 
events within their hospital. He was concerned that perhaps a local 
intervention with clinical teams might be necessary but didn’t want to 
without knowing if this would be the right thing to do.

• I obtained details of the cases, agreed that they were of concern and 
suggested some early things to do and promised to see if there was data to 
support an intervention or otherwise

• For this particular problem with this patient group I could not get 
reassurance from published papers or other leaders

• I remembered an HQIP database from which I could get the detail that 
suggested to me that the number of adverse events was above that 
normally expected and then worked with the MD on service improvements
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So What Does This Data Add?

• Central collection of data:
– Unbiased
– Authoritative
– Trusted
– Influential
– Less demand on the clinical front line

• Driver of improvements in:
– Safety
– Quality
– Choice
– Performance?
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Thank you and over to Tina Strack
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About HQIP
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Maternal Newborn and Infant CORP

• 5 streams of work, split into:
– Maternal mortality
– Perinatal mortality
– Surveillance
– Confidential enquiries

Presenter
Presentation Notes
Aka MBRRACE, delivered by the University of Oxford and Leicester University
Epidemiological, robust, population level data
CE – case note reviews, assessment by external independent assessors
Trigger warning – maternal death
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MBRRACE – Impact and influencing change
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Influencing change - Sepsis 

• 2014 Report 

Presenter
Presentation Notes
First report produced by MBRRACE back in 2014, covering 2009-12, 83 women died in the period (3 years)

Sepsis is a life-threatening reaction to an infection.
It happens when your immune system overreacts to an infection and starts to damage your body's own tissues and organs.
Pregnant women are uniquely at risk from sepsis. Young and fit and able to withstand the physiological impacts of infection. Can appear well until the point of collapse, which can occur with little warning.
However, more often than not a woman’s vital signs, the pulse, blood pressure, temperature and respiratory rate, will give an indication of the early stages of sepsis.
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Sepsis – case studies

Presenter
Presentation Notes
Left is a woman who died, right is a woman who survived – note that there is a morbidity enquiry every year as well
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Sepsis 

Presenter
Presentation Notes
First report produced by MBRRACE back in 2014, covering 2009-12, 83 women died in the period (3 years)
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Sepsis - Impacts

• NHS Education Scotland Maternal Sepsis e-Learning Package
• 60 minute e-learning package, featuring scenarios based on 

the vignettes included in the MBRRACE-UK 2014 report, to 
help improve identification and early management of 
maternal sepsis

Presenter
Presentation Notes
NHS Education Scotland have produced a 60 minute e-learning package, featuring scenarios based on the vignettes included in the MBRRACE-UK 2014 report, to help improve identification and early management of maternal sepsis. The package is available at: http://www.knowledge.scot.nhs.uk/scormplayer.aspx?pkgurl=%2
fecomscormplayer%2fsepsis%2f.

Linking directly with new NICE guidance on recognition, diagnosis and early management of sepsis (National Institute for Health and Care Excellence 2016b), the UK Sepsis Trust has released six new clinical toolkits specifically for women in pregnancy. Tools are available for out of hours/telephone triage, community midwives, pre-hospital/ambulance services, general practice, emergency departments and acute medical units, as well as acute hospital inpatients. All are available from http://sepsistrust.org/clinical-toolkit/ as pdfs which may be edited to suit local need.
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Sepsis - Impacts

• NHS Education Scotland Maternal Sepsis e-Learning Package
• 60 minute e-learning package, featuring scenarios based on 

the vignettes included in the MBRRACE-UK 2014 report, to 
help improve identification and early management of 
maternal sepsis

• UK Sepsis Trust Clinical Toolkits

Presenter
Presentation Notes
NHS Education Scotland have produced a 60 minute e-learning package, featuring scenarios based on the vignettes included in the MBRRACE-UK 2014 report, to help improve identification and early management of maternal sepsis. The package is available at: http://www.knowledge.scot.nhs.uk/scormplayer.aspx?pkgurl=%2
fecomscormplayer%2fsepsis%2f.

Linking directly with new NICE guidance on recognition, diagnosis and early management of sepsis (National Institute for Health and Care Excellence 2016b), the UK Sepsis Trust has released six new clinical toolkits specifically for women in pregnancy. Tools are available for out of hours/telephone triage, community midwives, pre-hospital/ambulance services, general practice, emergency departments and acute medical units, as well as acute hospital inpatients. All are available from http://sepsistrust.org/clinical-toolkit/ as pdfs which may be edited to suit local need.
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Sepsis
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Sepsis - Impacts

• NHS Education Scotland Maternal Sepsis e-Learning Package
• 60 minute e-learning package, featuring scenarios based on 

the vignettes included in the MBRRACE-UK 2014 report, to 
help improve identification and early management of 
maternal sepsis

• UK Sepsis Trust Clinical Toolkits
• Wales Guidelines and Standards

Presenter
Presentation Notes
NHS Education Scotland have produced a 60 minute e-learning package, featuring scenarios based on the vignettes included in the MBRRACE-UK 2014 report, to help improve identification and early management of maternal sepsis. The package is available at: http://www.knowledge.scot.nhs.uk/scormplayer.aspx?pkgurl=%2
fecomscormplayer%2fsepsis%2f.

Linking directly with new NICE guidance on recognition, diagnosis and early management of sepsis (National Institute for Health and Care Excellence 2016b), the UK Sepsis Trust has released six new clinical toolkits specifically for women in pregnancy. Tools are available for out of hours/telephone triage, community midwives, pre-hospital/ambulance services, general practice, emergency departments and acute medical units, as well as acute hospital inpatients. All are available from http://sepsistrust.org/clinical-toolkit/ as pdfs which may be edited to suit local need.
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Sepsis

Presenter
Presentation Notes
Published August 2018
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Pre-eclampsia and Aspirin Use

• 2019 Report identified pre-eclampsia as an issue

Presenter
Presentation Notes
Pre-eclampsia is a common condition affecting between 2-8 women/100 during pregnancy
Pre-eclampsia is a combination of two things – raised blood pressure and protein in urine. Often there are no symptoms. Usually mild but can develop into a serious illness, and can be life threatening for the mother and baby
Dr Greene on ER
Lady Sybil on Downton Abbey
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Pre-eclampsia and Aspirin Use

• Recommendation:

• A national Patient Group Direction, including 
advice relating to safe, timely and cost-
effective local implementation, as a solution 
should be explored to ensure consistent high 
quality care by allowing midwives to supply 
aspirin to eligible women in line with NICE 
Guidance (MPG2, NG133).

Presenter
Presentation Notes
A Patient Group Direction (PGD) is a written instruction that allows specific registered health professionals to supply or administer certain medicines to a pre-defined group of patients without a specific prescription, usually in planned circumstances. You can only supply and or administer medicines under PGDs if there is an advantage for the patient without compromising their safety.
PGDs should be put together by a multi-disciplinary group including a doctor, a pharmacist and a representative of any professional group expected to supply the medicines under the PGD. It’s good practice to involve local drug and therapeutics committees, area prescribing committees and similar advisory bodies.
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Pre-eclampsia and Aspirin Use

Presenter
Presentation Notes
They take a significant amount of time and resource to develop and implement.
Covid in between
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Pre-eclampsia and Aspirin

Presenter
Presentation Notes
Hopefully we will see pre-eclampsia and eclampsia coming down as a result
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So what?
Has any of this made 

a difference?

Presenter
Presentation Notes
A lot of this isn’t just down to what health services do – there are the wider determinants of health
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2024 report

Presenter
Presentation Notes
In the 2014 report, ¼ (85) died from sepsis, not this is down to 25
2020-2022, 275 women died during pregnancy and up to 6 weeks after pregnancy
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2024 report

Presenter
Presentation Notes
2020-2022, 275 women died during pregnancy and up to 6 weeks after pregnancy

83 women affected by sepsis in 2014. Additionally, the report advocated for increased uptake of flu vaccination among pregnant women to prevent flu-related maternal deaths . the flu vaccine
died from sepsis. Notably, influenza was implicated in 36  of the sepsis-related deaths, accounting for approximately 43% of such cases. The majority of these influenza-related deaths were due to the H1N1 strain, and none of the affected women had received the flu vaccine
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Submit a written 
question via Q&A

Q&A
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Clinical Audit Awareness Week 2025 featuring the Clinical Audit Heroes awards

• SIGN UP for tomorrow’s Clinical Audit Heroes Awards COMMENDATIONS webinar on 
Fri 6 June, 10am – 11am 
Find out who won the brand-new NCAPOP and Communicating for Impact 
Commendations
With HQIP’s NCAPOP Associate Director, Rachael Sample

• SIGN UP for tomorrow’s Lunch & Learn on Fri 6 June, 12.30pm – 1.45pm 
Efficiencies
With RCP’s Dr Theresa Barnes, N-QI-CAN, and HQIP’s CEO, Chris Gush

• Find out more about all #CAAW25 activities and releases (event recordings, resources, 
case studies etc)
Scan the QR code or go to: www.hqip.org.uk/clinical-audit-awareness-week

• For those on social media, please share your #CAAW25 updates!

Upcoming Clinical Audit Awareness Week activities

Presenter
Presentation Notes
Thanks to everyone involved in CAAW
NQICAN, speakers, event participants and everyone behind the scenes including judges etc; 
to award winners and everyone for taking part in the CAAW awards (all winners); 
to everyone for sharing, arranging events and activities during CAAW in health and care providers (and other orgs) up and down the country; 
OF COURSE to patients and carers for supporting this work; 
and importantly to everyone involved in clinical audit and quality improvement. 
And anyone I’ve forgotten

-Event recordings/winners/case studies - All things CAAW can be found on our website (page for each of CAAW and awards) – links on the screen here

More info generally:
-Reports and other outputs from national clinical audit can all be found on our website 
-Quality improvement services
Stay up-to-date – mailing list 
Contact us if needed

Back to Vicky

http://www.hqip.org.uk/clinical-audit-awareness-week
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Complete the short form to share your 
feedback about this #CAAW25 event

www.bit.ly/3S6D7LS

Tell us what you think…
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Clinical Audit Awareness Week 2025 (#CAAW25) 

DISCOVER MORE #CAAW25 EVENTS & RESOURCES
Go to www.hqip.org.uk/clinical-audit-awareness-week
Or scan the QR code

In collaboration with

Stay in touch:
• Sign up to HQIP mailing list: www.hqip.org.uk/subscribe-form/
• Follow on X and LinkedIn: @HQIP (use the hashtag #CAAW25)
• Share your feedback about CAAW25 www.bit.ly/3S6D7LS

Presenter
Presentation Notes
Please complete the poll to give your feedback on this event. Link is posted in the chat; it only takes 2 minutes to complete.

IF TIME ONLY – ask Drew for a question or two
We will review the chat for any key questions 
If you have queries, email communications@hqip.org.uk
Happy planning and organising CAAW25!
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