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Welcome & introduction

CLINICAL AUDIT AWARENESS WEEK 2025

#CAAW25

*  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
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http://www.hqip.org.uk/clinical-audit-awareness-week

A Brief History from my CV

e NHS O&G Consultant from 2001 Norwich (Trained in London)

« RCOG President (2019-2022)

 RCOG Vice President (Clinical Quality) (2016-2019)

e Chair Clinical Quality Board (2016-2019), Member (2009-2016)

e Chair National Maternity and Perinatal Audit Project Board (2016-19)

e 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

e 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

e National

 Regional (NHSE East of England)
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Current Maternity Support System in NHSE

e National

 Direct Support
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Why the Interest in Maternity Safety?

£2.20 £145 to subscribers
B o0 70 .
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“Big data” in Maternity

Why Mothers Die 1997-1999
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Maternal, Newborn and
Infant Clinical Outcome
Review Programme

_(JMBRRACE-UK

Molhers and Babies: Reducing Risk through
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Saving Lives, Improving Mothers’ Care
Lessons learned to inform future maternity care
from the UK and Ireland Confidential Enquiries into
Maternal Deaths and Morbidity 2009-2012

December 2014
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B
each baby

COUNTS.

Each Baby Counts is the RCOG’s national quality
improvement programme with the aim:

“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”

@eachbabycounts
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QI programme

Reduce numbers – die or left severely disabled

Due to incidents occurring during the term labour

Cut by 50% by 2020


Each Baby Counts
Would different care have changed the outcome?

Different care is
unlikely to have made
a difference to the
outcome

. Different care might have
made a difference to the

outcome

2015 2016 2017 2018
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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

W www.hqip.org.uk
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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



NMPAQ

National Maternity & Perinatal Audit

There remains variation in
the proportion of women
experiencing a third or
fourth degree tear,or a
postpartum haemorrhage
of 1500 ml or more.

N———
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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)



Haemorrhage of 1500 ml or more

NMPAQ

National Maternity & Perinatal Audit
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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%


Stillbirth & Neonatal Mortality — the National Ambition

Stillbirths and neonatal mortality rates, England, 2010 to 2023

@ Stillbirth rate @® Neonatal mortality rate

Rate per 1,000 births / per 1,000 live births

6
: Government
Available data ¢ .= ambition

5

765 fewer stillbirths

required to meet the
4 ambition

A Y

b Y
LY
-
“

3 AN

238 fewer neonatal

2 \ deaths required to meet
the ambition

1 TS e
0
2010 2012 2014 2016 2018 2020 2023 2025

Source: Child and Infant Mortality in England and Wales, 2023 from the Office for National
Statistics
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MBRRACE - 2025

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

Stillbirths
per 1,000 total births

4.20 \—\/\
3.22

23% lower than in 2013

2013 2023

Neonatal deaths
per 1,000 live births

11% lower than in 2013
1.84 — 1.63

X @Halp ﬁ\w www.hgip.org.uk

Country 2022 | 2023
UK & Crown 5,04 | 484V
Dependencies

England 500 |488 Vv
Scotland 490 |456 V
Wales 554 | 510V
Northern Ireland 578 1416 V
Country 2022 | 2023
UK & Crown 335 | 322V
Dependencies

England 333 | 327V
Scotland 331 [295 V¥V
Wales 363 332V
Northern Ireland 349 | 251V
Country 2022 | 2023
UK & Crown 1.69 | 1.63
Dependencies v
England 167 | 162V
Scotland 159 | 1.61 A
Wales 1.91 1.79 Vv
Northern Ireland 229 | 166 V

@®HQl

Healthcare Quality
Improvement Partnership




MBRRACE - 2025

Stillbirths
per 1,000 total births
Gestational age 2022 2023
22 to 23 weeks 405.5 4030 Vv
24 to 27 weeks 216.0 2078 V T . q
Stillbirth rates decreased, but neonatal mortality rates increased for the
28 to 31 weeks 744 699 V most preterm babies
32 to 36 weeks 12.7 125 Vv —_— . .
Stillbirth rates dropped across all stages of pregnancy, with the biggest
37 to 41 weeks 109 09 ¥ 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.
Neonatal deaths

per 1,000 live births Babies born at 22 to 23 weeks made up a growing share (25%) of all
neonatal deaths.

Gestational age 2022 2023

22 to 23 weeks 625.2 6411 A Preterm births remained a major factor in baby deaths, with 76% of stillbirths
24 to 27 weeks 1396 1461 A and 75% of neonatal deaths happening in babies born before 37 weeks.

28 to 31 weeks 29.5 311 A

32 to 36 weeks 6.58 505 Vv

37 to 41 weeks 0.62 060 Vv
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Ethnicity

Stillbirths

Black

53}

Asian

‘ T T~

Rate per 1,000 total births
.

()

2019 2020 2021 2022 2023

Data sources: MBRRACE-UK, PDS, ONS, NRS, PHS, NIMATS, States of Guernsey, States of Jersey.
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Deprivation

Stillbirths

&

A e ———— Q5 - Most deprived quintile
£z ; I
Z 3
o T eeeeeme—eee——————
=15
=
L]
,::(\:- -
= Q1 - Least deprived quintile
:‘.]_j il
.1|
=
o

q I F) ||||1 M b Tag

(AR Ve [l ¥y ok 2D

L]

[
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Combined Deprivation and Ethnicity

Stillbirths
Asian Bangladeshi d:;r.iﬁ-té&_ ciéhgﬂf;d
—— | < den::::ri;d
Asian Pakistani del‘-:g\srid';iden:;:tecl’
Black Most _ | | keast
deprived ’. | deprived
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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.

. _ Healthcare Qualit
X @HQ'P ﬁ\" WWW.hC“p.Org.Uk @ HQI Irr?;rovcearaeentugalr':{nership




Key messages JMBRRACE-UK
for the care of recent migrant u
women with language difficulties

Language needs should be assessed, documented and
considered at all stages of maternity care

ASK RECORD INTERPRET TRANSLATE
=
o ) K &
7 \ T %
A
Assess women’s Document Use professional  Provide written
language needs women’s interpreter information in
atbookingand  language needs services, at the woman’s
every interaction  and interpreter every interaction preferred
use in the digital including language
maternity record emergencies

Provide women with information about how to access maternity
services in a variety of formats, settings and languages

s

Registration with Seeking care in Late booking f
[ emergency units intenatal car

When women present Consider barriers in
Make women aware
to urgent care or the access to care, facilitate
that they have the right
emergency department with alternative ways of

to access primary care,

including GPs, without

needing to pay or show
proof of address

an unbooked pregnancy,
make a referral to and proactive in follow-up
follow-up with matenity ‘when appointments are
services missed

engagement and be

MBRRACE Maternal Deaths

Key messages

for the care of women with

ectopic pregnancies

_(JMBRRACE

</

‘Think ectopic’

Be aware of the common
symptoms of ectopic pregnancy:
Shoulder tip pain

(tends to develop with
other symptoms)

Diarrhoea or
gastrointestinal
upset

Missed
period or
abnormal
vaginal

bleeding

Abdominal
pain

X @HQIP ﬁw www.hqip.org.uk
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Pre-hospital care

999 calls

Review risk categorisation
for women who are
pregnant, recently
pregnant or who have the
potential to be pregnant

Escalate repeat calls or
calls made by minors

Ambulance

Urgently transfer
reproductive age

‘women in a state of
shock or collapse to the
emergency department

Resuscitation

Consider pregnancy and
the reversible causes of
maternal collapse including
concealed bleeding

Consider a diagnosis of ectopic
pregnancy and do a pregnancy test

Early Pregnancy Assessment Units (EPAUs)

[T ") EPAUS should be

available 7 days a
week

« Provide women with
24 % an appointment within
o5, 24 hours of referral

Key messages

for the care of women
with cancer

Equity in the treatment of pregnant women with newly
diagnosed cancer or a previous cancer diagnosis

of women who died from cancer in

2020-22 entered pregnancy with a

history of past or current cancer
Consultant-led,
multidisciplinary care
should be the standard
of care for women with
prior cancer diagnoses

Provide pre-pregnancy

counselling, including
advice on contraception,
to women with active or
past cancer diagnoses Investigate any
new, persistent
or unusual
symptoms in
pregnant
women

Most imaging and
treatments for cancer
are safe during
pregnancy

and should not

be delayed

Include women
in discussions
on end-of-life
planning and
facilitate time spent
with their children

Recognise the risk
of thrombosis in cancer,
undertake risk assessments
and provide adequate
thromboprophylaxis

of women who died from
cancer in 2020-22 experienced a
thr is or thr i

Healthcare Quality
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Key messages
from the report 2024

275 women died during
pregnancy or up to six weeks
after pregnancy in 2020-2022

13.56 women per 100,000
died during pregnancy or up
to six weeks after pregnancy

-
o

Maternal

©  mortality rate

Causes of women’s deaths

_(JMBRRACE-UK

Mothers and Babies: Reducing Risk through

uﬁ Audits and Confidential Enquiries across the UK

2003

The national risk
assessment tool must be
evidence-based, clear and

Risk happens early - define
pathways so women who need

can access it when they need it,
including in the first trimester

©,
R
accurate JARNY

medication to prevent blood clots

Consider the effects of vomiting,
dehydration, immobility and
other symptoms that can
increase risk

43 women

Blood clots 16%

Inequalities in
maternal mortality

Black women

35.10 per 100,000
maternities

Asian women

20.16 per 100,000
maternities

Most deprived areas
21.28 per 100,000
maternities

Age 35 and older

22.01 per 100,000
maternities

Overweight or obese
177/275 women

Multiple disadvantages
26/275 women

COVID-19 14%

36 women

Cardiac
disease  13%

Mental 31 women
health

conditions 11%

25 women

Epilepsy

and stroke 9%

Other physical

conditions 7%

Obstetric 18 women
bleeding 7%

Early pregnancy

disorders 5% UEE
Other direct

causes 4% 10 women
Cancer 3% 7 women
Pre-eclampsia 3% 7 women

_JJMBRRACE-UK

Mothers and Babies: Reducing Risk through
u Audits and Confidential Enquiries across the UK

Ensure women at high-risk of venous thromboembolism (VTE)
receive pre-pregnancy counselling and are appropriately
managed in the first trimester

Key messages

for the care of women with
thrombosis and thromboembolism

Early risk assessment
Assess VTE risk at the first

opportunity Access to
thromboprophylaxis

[ ) Clearly define who is

responsible for prescribing in

early pregnancy

Pathways for advice

Ensure GPs can obtain
timely specialist advice

1in4
of the women who died from VTE
were in the first trimester of pregnancy

S ——

Research evidence is needed to restructure the existing
national VTE risk assessment tool

Outline how to refer women at
high-risk of VTE

The national assessment tool should:
Be easy to use, clear and accurate

Take into account factors that may arise
during pregnancy or in the postnatal period

Be based on research evidence

RYE(EY

Women should be assessed:

At booking or as early in pregnancy

as possible

After pregnancy, regardless of how the
pregnancy ends

If they are admitted to the hospital or
develop other problems

Evidence-based

NKK
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A Real World Example.......

* |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.

* | 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 | could not get
reassurance from published papers or other leaders

* lremembered an HQIP database from which | 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?

e (Central collection of data:

* Driver of improvements in:
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Thank you and over to Tina Strack
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About HQIP

NHS England

(Policy maker and commissioner) Welsh

Government

Health departments of
Scotland, Northern Ireland
and Channel Islands

{.Oo-

NCAPOP

National clinical Clinical outcome National Joint
audit programme review programmes Registry

i . Healthcare Quality
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Maternal Newborn and Infant CORP

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



MBRRACE - Impact and influencing change

External reviews ordered over trust’s baby
death rates

By Alison Moore | 29 May 2025

00600 HSJ @

Recognising safety, culture and
experience in patient care

> National audit shows high mortality - Leeds says it reflects very high risk and sick 15 September 2025 | Manchester Central, Manchester

e

babies

> CQC reports expected soon

> Trust and NHSE commission external reviews

Most popular Most commented

Two external reviews are being commissioned into maternity and neonatal care at the

New CEO named at trust
- facing calls for public
inquiry
Leeds Teaching Hospitals Trust has claimed its extended perinatal mortality rate - which measures B

trust with the highest perinatal mortality rates.

stillbirths and neonatal deaths - is within the expected range, considering it takes many high-risk

: NHSE director: 50% cut to
% ICB costs ‘may well not be
! right number’

pregnancies, including some where babies are not expected to survive, as a specialist centre.

However, a report to its board meeting today reveals its chief medical officer, Magnus Harrison, is

commissioning an external review of the issue.
-\ | Up to a third of ICBs to

) ) ) ) £ “w ] remain independent
The trust, one of the biggest in England, told HSJ the work was in the “very early stages”. The review D . 0 Gespite budget cut

. Healthcare Quality
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Influencing change - Sepsis

2014 Report

S EP S I

Shivering , Extreme pain or  Pale, discolored, Sleepiness, “| feel like Shortness
fever, orvery discomfort clammy, or confusion, or | might die” of breath
cold sweaty skin disorientation

X~ f

. “177° 10!
S & & o
0 o
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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.




A woman went to her GP in the first trimester
with a sore throat. She had lymphadenopathy
but no other assessment was made. She
presented to the gynaecology department
24 hours later with diarrhoea and vomiting
and feeling unwell. She was hypotensive and
tachycardic. She was reviewed by a junior
doctor almost three hours after admission
who did not recognise the seriousness of her
condition. The obstetric registrar reviewed her
6 hours following admission and prescribed
antibiotics, which were not given for over an
hour. When the seriousness of her condition
was recognised she was transferred to another
hospital for intensive care. Despite emergency
surgery she died from overwhelming Group A
Streptococcal sepsis.

X @Halp ww www.hgip.org.uk

Sepsis — case studies

Awoman who was seven days post spontaneous
vaginal delivery became unwell at home with a
fever. She was advised to attend the maternity
unit immediately. On admission she was noted to
be tachycardic, tachypnoeic and febrile. She was
prioritised for urgent medical review. A diagnosis
of acute sepsis from retained products was
made and fluid resuscitation started immediately.
Intravenous antibiotics were started within one
hour of the diagnosis and she was transferred to
the high dependency unit. The retained products
of conception were removed promptly and she
made a full recovery. Blood culture subsequently
grew Klebsiella. Early recognition, clear advice
and prompt treatment led to a good outcome
without any further complications.

Healthcare Quality
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Left is a woman who died, right is a woman who survived – note that there is a morbidity enquiry every year as well



Sepsis

Think Sepsis
® ®© 0 O

494 ¢

Almost a quarter of women who died had
Sepsis (severe infection).

Women with sepsis need:

- Early diagnosis

+ Rapid antibiotics

« Review by senior doctors and midwives

Prompt treatment and action can make
the difference between life and death

X @HQ'P ﬁ"” WWWhC“porgUk @ HQI :-:r?;lri)hvcearaeer%ugellir?nership



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



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
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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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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
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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.



Sepsis

PATIENT DETAILS:

SEPSIS SCREENING TOOL ACUTE ASSESSMENT L 1= LU LS

DATE: TIME:
NAME:
DESIGNATION:
SIGNATURE:

START THIS CHART IF THE PATIENT LOOKS UNWELL
OR PHYSIOLOGY IS ABNORMAL e.g. MEWS

RISK FACTORS FOR SEPSIS INCLUDE:
[]Recent trauma / surgery / invasive procedure
O Impaired immMunity le.g. disketes, steriods, chemathersay]

[Jindwelling lines / IVDU / broken skin

v

COULD THIS BE DUE TO AN INFECTION?

LIKELY SOURCE:
[ Respiratory Clurine

[infected cassarsan / perinesl wound
[Cereastabscess [ Abdominal pain / distension [ Chericamnionitis / endemetritis

ANY RED
FLAG PRESENT?

[[] objective evidence of new or altered mental ctate

[ Systolic BP = 90 mmHg [or drop of =40 from normal)
Heart rate =130 per minute

[ Respiratory rate = 25 per minute

I New need for 02 [40% or more] to keep Sp02 = 92%
[~88% COPD]

[ Non-blanching rash / mottled / ashen / cyanotic

[ Lactate = 2 mmaol/1*

[ Mot passed urine in 18 hours [<0.5ml/ka/hr if catheterised]
*lactate may be raised in & immediately aftar normal delivery

RED FLAG
SEPSIS

START

SEPSIS SIX

ANY AMEER
FLAG PRESENT?

[ Acute deterioration in functional ability

[ Family report mental status change

] Respiratory rate 21-24

I Heart rate 100-130 or new dysrhythmia

[ systolic BP 91-100 mmHg

[J Has had invasive procedure in last 6 weeks
[=.g. 05, farcaps delivery, ERFC, carclage, CVa, miscarriags, tarmination]

[J Temperature < 34°C

[ Has diabetes or impaired immunity

[ Close contact with GAS

[JProlonged rupture of membranes

[]Wound infection

[] offencive vaginal discharge

I Nt passed urine in 12-18 hr (0.5 mU/kg/hr to 1 mU/kg/hr if

cathsterised)

HO AMBER FLAGS = ROUTINE CARE / CONSIDER OTHER DIAGNOSIS

Interpret physlology In context of Individual patient
ALWAYS REASSESS IF PATIENT DETERIORATES

SEND FULL SET OF BLOOD S INCLUDING VEG
IMMEDIATE REVIEW BY ST3 OR ABOYVE

IF ANTIMICROBIALS ARE NEEDED,

ADMINISTER AS SOON AS DECISION MADE
BUT ALWAYS WITHIN 3 HOURS

I have prescribed antimicrobials | |

is patient does not require antimicrobials as:
- | don't think this patient has an infection ]
- Patient already on appropriate antimicrobials [l
- Esculation is not appropriate [ |

O SEPSIS
TRUST

UKST 2024 1.0 PAGE 10F 2

PREGNANT

OR UP TO L WEEKS POST-PREGHANCY

SEPSIS SCREENING TOOL - THE SEPSIS SIX

PATIENT DETAILS: DATE:
NAME:

DESIGNATION:
SIGNATURE:

COMPLETE ALL ACTIONS WITHIN ONE HOUR

ENSURE ST3+ ATTENDS, CALL CONSULTANT D DT‘HE

NOT ALL PATIENTS WITH RED FLAGS WILL NEED THE ‘SEPSIS & URGENTLY. H D El
ASENIOR DECISION MAKER MAY SEEK ALTERNATIVE DIAGNOSES/ DE~ESCALATE CARE.

NAME: GRADE:

OXYGEN IF REQUIRED TIME

START IF 02 SATURATIONS LESS THAN 92% - AIMFOR 02 SATURATIONS OF 94-38%
IF AT RISK OF HYPERCARBIA AIM FOR SATURATIONS OF B8-92%

SEND BLOODS INCLUDING CULTURES TME

BLOOD CULTURES, VBG, BLODD GLUCOSE. LACTATE. FBC, URES. LFTS, CRP AND CLOTTING
LUMBAR PUNCTURE IF INDICATED. CONSIDER RAPID PATHOGEN ID

GIVE IV ANTIBIOTICS, CONSIDER DELIVERY

T
MAX. DOSE BROAD SPECTRUM THERAPY [CONSIDER ESCALATION IF ALREADY ON ANTIBIOTICS] D D H D D
CONSIDER: LOCAL POLICY / ALLERGY STATUS / ANTIVIRALS

EVALUATE NEED FOR IMAGING/ SPECIALIST REVIEW TO HELP IDENTIFY SOURCE IF SOURCE
AMENABLE T0 DRAINAGE ENSURE ACHIEVED ASAP BUT ALWAYS WITHIN 12H

GIVE IY FLUIDS T

IF LACTATE > Zmmol/L OR SBF < 30 mmHg GIVE 500mL over 15 min AND CALL
ITU REPEAT IF NO IMPROVEMENT.

MONITOR Ll

USE EARLY WARNING SCORE 2. g. MEWS. MEASURE URINARY OUTPUT: THIS MAY REOUIRE A URINARY
CATHETER. REPEAT LACTATE HOURLY IF INITIAL LACTATE HIGH OR CLINICAL CONDITION CHANGES

RED FLAGS AFTER ONE HOUR - ESCALATE TO CONSULTANT NOW

Monitor at least every 30 mins using early warning score e.g. MEWS

RECORD ADDITIONAL NOTES HERE:

o.9. allergy statuz, arrival of zpeclalizt teamsz. de-szcalation of care, delayed antimicroblal declzlon making.

Q SEPSIS
TRUST

UKST 2024 1.0 PAGE 2 OF 2

Healthcare Quality
Improvement Partnership

X @HQIP @ www.hgip.org.uk

2 HQI




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
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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.



Sepsis

WALES MATERNITY NETWORK
Maternity Sepsis Screening

and Management: Guidelines

and Standards for Practice

oFET T

Lead Author: :
Published:
Maternity Network Clinical Lead: Dr Claire Francis Aﬂgul; ;018

Review date:

Co-Author:
Wales Matemity Network: Sepsis Task and Finish Group August 2019

RHWYDWAITH
MAMOLAETH

| cymru
Q) WALES
: MATERNITY
NETWORK

' Healthcare Qualit
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Pre-eclampsia and Aspirin Use

2019 Report identified pre-eclampsia as an issue

Women with risk factors

for pre-eclampsia need
aspirin to be prescribed
from 12 weeks of

pregnancy
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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


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).

X @HQlP ﬁ‘v www.hqip.org.uk @HQ|P Provement Partnershi



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.


Pre-eclampsia and Aspirin Use

Aspirin tablets for use within antenatal and maternity

services
Published 9 February 2022 - Last updated 3 February 2025 - See all updates

Topics: Aspirin - Patient Group Directions - Safety in Pregnancy - Templates

SPS PGD template for the supply of aspirin tablets to individuals at risk of pre-eclampsia
during pregnancy.

Provenance
Developed by SPS and NHS England, reviewed by the Royal College of Obstetrics and Gynaecology (RCOG), with

the support of specialists working within clinical practice for medicines commonly supplied for the prevention of
complications in pregnancy.

PGD template attachment

The template PGD is attached below to download and use in conjunction with our implementation advice.

[# PMP Aspirin National PGD template V2.0 FINAL October 2024 - \Word - 59 KB

More pregnancy and supportive medicines PGD templates
© Omeprazole for use within antenatal and maternity services

© Terbutaline injection for use in labour within maternity services

© Benzylpenicillin for Group B Streptococcus for use in neonates

© Folic acid 5mg tablets for use during pregnancy

All PGD templates

National PGD templates
National PGD templates are developed with experts for clinical specialties. They reduce duplication and variation, and
improve consistency of care.

www.hqip.org.uk @ HQ|

Healthcare Quality
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Presentation Notes
They take a significant amount of time and resource to develop and implement.
Covid in between


Insert logo of authorising body

This Patient Group Direction (PGD) must only be used by registered healthcare
prafessionals who have been named and authorised by their organisation to
practice under it. The most recent and in date final signed version of the PGD
should be used.

PATIENT GROUP DIRECTION (PGD)

Supply of aspirin tablets for individuals at
high risk of pre-eclampsia in
location/service/organisation

Version Number 2.0

Change History
Version and Change details
Date
Version 1 New template
February 2022
Version 2 Planned review. Updated SLWG membership.
October 2024 Minor formatting changes. Watermark removed

Each organisation using this PGD must ensure that it is formally signed by a
senior pharmacist, a senior doctor and any other professional group
representatives involved in its review and that it is reviewed in line with the
organisations’ PGD governance system. The organisation's governance lead
must sign to authorise the PGD on behalf of the authorising organisation to
ensure that this document meets legal requirements for a PGD.

X @Halp ﬁ‘" www.hgip.org.uk

Pre-eclampsia and Aspirin

practise under it (See Appendix A) The most recent and in date final signed
version of the PGD must be used.

PGD DEVELOPMENT GROUP
Date PGD template comes into 1t February 2025
effect:
Review date August 2027
Expiry date 31t January 2028

This PGD template has been peer reviewed by the Preventative Medicines in
Pregnancy PGDs Short Life Working Group in accordance with their Terms of
Reference. It has been reviewed by the Royal College of Obstetrics and
Gynaecology (RCOG) and has been endorsed by Professor Donald Peebles,
National Clinical Director for Maternity NHS England.

This section MUST REMAIN when a PGD is adopted by an organisation.

@®HQl

Name Designation DATE
Amy Moore Pharmacist HIV, Sexual and Reproductive Health Kingston
Hospital NHS Foundation Trust
Christina Nurmahi Women & Newborn Care Group Lead Pharmacist,
University Hospital Southampton NHS Foundation Trust
Emma Luhr Director of Midwifery, Frimley Health NHS Foundation Trust
Felipe Castro Cardona | Head of Midwifery Clinical Workforce
Chief Midwifery Office, NHS England
George Attilakos Consultant in Egtal Medicine and Obstetrics in UCLH,
Clinical Lead for Obstetrics and RCOG Council member
Hannah Putley Policy Manager - Maternity and Necnatal, NHS Quality,
Safety and Investigations, Department of Health and Social October
Care 2024
Jo Jenkins Associate Director Medicines Governance Specialist
Pharmacy Service
Rosie Fumer (Working | Advanced Specialist Pharmacist - Patient Group Directions
Group Co-ordinator] and Medicines Mechanisms, Specialist Pharmacy Service
Sandy Richards BSW LMNS Midwife
NHS Bath and North East Semerset, Swinden and Wiltshire
Integrated Care Board (ICB}
—__. . o mo=m =
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Hopefully we will see pre-eclampsia and eclampsia coming down as a result


So what?

Has any of this made
a difference?
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Presentation Notes
A lot of this isn’t just down to what health services do – there are the wider determinants of health


Blood clots

COVID-19 14%

Cardiac
disease 13%

Mental
health
conditions 11%

Sepsis 9%

Epilepsy

and stroke

Other physical

conditions T%

Obstetric 18 women
bleeding T%

Early pregnancy

disorders 5% 19 women
Other direct

causes 4% 10 women
Cancer 3% 7 women
Pre-eclampsia 3% 7 women

2024 report

2 HQI
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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


2024 report

Blood clots 16%

COVID-19 14%

Cardiac
disease 13%

Mental
health
conditions 11%

Sepsis 9%

Epilepsy
and stroke 9%
Other physical
conditions T%
Obstetric 18 women
bleeding T%
Early pregnancy
disorders 5% 19 women
Other direct
causes 4% 10 women
o Healthcare Quality
Cancer - 3% [ women § HQI Improvement Partnership
Pre-eclampsia 3% 7 women
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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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Upcoming Clinical Audit Awareness Week activities

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.hgip.org.uk/clinical-audit-awareness-week

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

K2 - Healthcare Qualit
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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

share your
feedback

www.bit.ly/3S6D7LS

o . Health Qualit
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Clinical Audit Awareness Week 2025 (#CAAW?25) et
DISCOVER MORE #CAAW?25 EVENTS & RESOURCES

Go to www.hgip.org.uk/clinical-audit-awareness-week
Or scan the QR code

Stay in touch:

e  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

X @HQIP Q www.hqip.org.uk


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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