
Maternity Thematic Review – Review of Neonatal Care 

 

 

Report prepared at request of Professor Chris Gray, Executive Medical Director, 

County Durham and Darlington NHS Foundation Trust.  Following a number of 

incidents during 2015, the Trust had commissioned a maternity review and as issues 

had been identified relating to neonatal care a review of neonatal provision was felt 

to be necessary. 

 

Terms of Reference 

 

The terms of reference for the overall review are attached.  The neonatal review has 

focussed on the particular incidents where infant management was identified as a 

potential issue and organisational factors around neonatal care.  We have explicitly 

not tried to answer all ten key questions in the overall brief. 

 

Neonatal Team 

 

Dr Chris Day BSc, MBCHB, FRCPCH 

Consultant Neonatologist 

Clinical Lead – Yorkshire & Humber Neonatal Operational Delivery Network 

 

Denise Evans: BSc (Hons) Nursing Studies; RN: RM. 

Lead Nurse – Yorkshire & Humber Neonatal Operational Delivery Network 



 

 

Our report has been compiled following a visit to Darlington Memorial Hospital on 

19.10.15.  We had the opportunity to discuss key issues of concern with members of 

the paediatric, obstetric, midwifery, clinical governance / risk department and trust 

management teams. 

 

The Trust provided us with a summary of cases of interest and redacted clinical 

records.  We were provided with root cause analyses for cases of interest enabling 

us to compare the clinical record with the Trust’s investigation and learning from 

these cases.  We were provided with correspondence with the Northern Neonatal 

Network clarifying concerns that had been expressed.  We received the 

spreadsheet, Maternal, Obstetric and Neonatal Thematic Review Summary, which 

brought together key areas of concern and actions being taken by the Trust. 

 

As part of background information the MBRRACE report issued in 2015, but relating 

to births in 2013, was provided.  This gave us helpful context about the community 

being served and rates of problems seen in previous years. 

The most recent NNAP report (published November 2015) was reviewed looking at 

the 2014 data from the Durham and Darlington units. 

 

We have explored, with the Northern Neonatal Network, their perceptions of any 

strengths and weaknesses and in particular what opportunities there are to build on 

current engagement. 

 



 

Having examined all the cases individually and looked at the Trust’s investigation 

and learning, we do not think it is appropriate to provide a commentary on each 

case.  We will try and synthesize our reflections under a number of headings which 

we felt identified the cross cutting themes from a number of these cases. 

 

Maintaining key skills 

 

A number of cases involved challenges for paediatric staff managing critical 

intervention, such as intubation and draining pneumothoraces.   With increasing 

regionalisation of newborn intensive care, it is a recognised challenge for all units to 

be able to maintain skills in this area.  Newborn infants are less often intubated than 

in the past making it even more difficult for staff to be able to intubate in an 

emergency.  Units aim to transfer in utero babies who are at risk of being born at low 

gestation, but there will inevitably be a number of cases which present in advanced 

labour and delivery in non-specialist paediatric services is unavoidable.  This is a 

challenge faced across many units and we noted that action plans focused on 

maintaining newborn life support skills and some specific issues around airway 

management including ET tube fixation.  There is, however, a need to ensure that all 

key staff are able to reinforce competencies at intubation and have documented the 

maintenance of these skills as part of their continuing professional development.  

Although there are no national standards to refer to, we would encourage the Trust 

to explore with the Neonatal Network how this can best be achieved.  Given the vital 

importance of these skills we think it would be reasonable for all permanent medical 



staff, who would be called to support newborn resuscitation, to demonstrate their 

ability to intubate on an annual basis. 

 

Management of acutely sick babies who need ventilatory support is however not just 

an individual skill and it would be very important to ensure the whole team are able 

to initiate breathing support safely, ensuring safe tube fixation and ventilator 

management pending transfer to an intensive care centre.  As well as addressing 

individual skills with members of the special care baby unit nursing staff, it would be 

wise to use simulation “skills and drills” to ensure readiness for these relatively 

infrequent, but extremely important interventions. 

 

Recommendations 

 

 All key personnel who attend deliveries should have up to date NLS provider 

status. 

 All consultants should be able to demonstrate current competencies at 

intubation and chest drain placement. 

 Regular skills and drills to include both admission and stabilisation of the 

extremely preterm infant and intubation. 

 

Communication 

 

Co-ordinating emergency care, particularly when this occurs out of hours, is vital in 

making sure that the appropriate staff and resources are available in a timely 

manner.  We found some evidence of communication challenges both between and 



within units; for example, between delivery suite and the paediatric team and 

between transitional care and other parts of the service.  These have been identified 

as an important issue.  Ensuring that structured communication is taking place and 

that staff respond immediately to emergency calls is vital and it is reassuring to see 

that specific actions have been taken to address this issue. 

 

Recommendations 

 

 That all calls for assistance from delivery suite are given appropriate priority. 

 Ensuring systematic use of structured communication e.g. SBAR in use 

across the service. 

 

Relationships within the Trust 

 

Specific interpersonal relationships were identified as potential causes of challenge 

within some teams.  As in many maternity services, there appeared to be a danger 

that work on delivery suite, within the neonatal unit and separately within the 

paediatric team would not necessarily always be fully co-ordinated.  This is clearly of 

critical importance when high risk deliveries may be occurring in the maternity unit 

and will be an important area to continue to develop the already relatively good 

working relationships between individuals these groups. 

 

Recommendation: 

 



 Developing team working through further joint work e.g. human factor team 

training should be introduced across both sites. 

 

Relationship with the Neonatal Network 

 

We noted in the root cause analysis of some of the very challenging cases that had 

been managed the Trust had felt well supported by clinical teams from tertiary 

neonatal services.  The root cause analysis meeting in relation to the extremely 

preterm twin delivery involved many colleagues from across the region and it had 

been felt to be very helpful.  Staff within the Trust felt that after that meeting 

problems were being flagged up by some members of the network team that had not 

been identified and explored during the case review.  This had left some staff 

expressing feeling that they were undermined rather than supported by some 

aspects of the working relationship with the Neonatal Network. This has the potential 

to manifest into the staff developing reluctance in seeking help and support when 

needed.  It is very important that the Network is a seen as a key part of the solution, 

not the problem.  The Network reported excellent engagement from some key senior 

staff supporting the wider development of the network as well as being actively 

involved in supporting the service in County Durham and Darlington.  However it also 

appears that there is a significant cohort of senior staff who have much less 

engagement with the Network.  While it is inevitable that some staff will take a lead in 

e.g. attending network Board meetings it is vital that all senior staff use the 

educational opportunities to ensure neonatal skills are up to date.  The Network, 

working together with champions within the Trust, could play a vital role in supporting 

specific training for staff, in helping arrange simulation based learning as well as 



ensuring that the development of neonatal services in Durham and Darlington fits the 

needs of the babies being born there.  We would strongly encourage both the 

Neonatal Network and the clinical staff to work very closely together to address 

these areas of common interest. 

 

Recommendation: 

 

 That senior staff from the Trust discuss with colleagues from the Neonatal 

Network to agree how the organisations will work together even more 

effectively in future. 

 

 

Clinical Governance 

 

In reviewing the individual cases and their associated root cause analyses the 

appeared to be a thorough and systematic approach in the way in which the Trust 

has responded to these difficult cases.  The risk management structure appears to 

be robust with good levels of engagement from the clinical staff and support from 

senior management.  As far as we could identify from the individual case reports and 

case reviews, we did not identify any specific staffing issues, though we have not 

looked at overall nurse or medical staffing levels in a systematic way.  Availability of 

equipment appeared to be an operational rather than a procurement challenge – all 

necessary equipment was on site but not always set up for immediate use when 

needed.  Challenges achieving excellent thermoregulation to the extreme preterm 

infant were identified – ready availability of all necessary equipment for the relatively 



rare admission of the extremely preterm infant is a priority.  We found no evidence 

that there was any deficiency in the technical support available to clinical practice.  

One case highlighted the need to ensure appropriate equipment is prepared and 

ready for use, appropriately stocked for complex deliveries.  It will be important to 

ensure that both units are ready for all the potential neonatal problems which can 

present at very short notice. 

The NNAP data showed good data reporting and engagement with this national 

neonatal governance programme.  The unit data showed that, like many units in the 

north of England, breast feeding rates on discharge from both neonatal units are 

below national average.  Low rates of follow up at 2 years of babies born before 30 

weeks for both units are reported.  While these are important issues that we are sure 

will benefit from continuing attention nothing in the NNAP data identified any 

significant issues for this review. 

 

Recommendations: 

 

 That both sites have equipment and consumables ready at all times to safely 

stabilise a critically ill or extremely preterm infant. 

 

Conclusion 

The key question asked of us was ‘is the service safe?’  We found no issues that 

would have identified the Neonatal Service as unsafe, though we did identify areas 

for improvement.  We have summarised all our recommendations below: 

1. All key personnel who attend deliveries should have up to date NLS provider 

status. 



2. All consultants should be able to demonstrate current competencies at 

intubation and chest drain placement. 

3. That all calls for assistance from delivery suite are given appropriate priority. 

4. Ensuring systematic use of structured communication e.g. SBAR in use 

across the service. 

5. Developing team working through further joint work e.g. human factor team 

training should be introduced across both sites. 

6. That senior staff from the Trust discuss with colleagues from the Neonatal 

Network to agree how the organisations will work together even more 

effectively in future. 

7. That both sites have equipment and consumables ready at all times to safely 

stabilise a critically ill or extremely preterm infant. 

 

 

 

 



Terms of Reference for a Review of Maternity Services at County Durham and Darlington NHS 

Foundation Trust 

1. Scope of the review 

The review has been jointly commissioned by County Durham and Darlington NHS Foundation Trust 

and the 3 County Durham and Darlington CCGs (NHS North Durham CCG, NHS Durham Dales, 

Easington and Sedgefield CCG and Darlington CCG). It covers all aspects of maternity services 

delivered both in the acute and community settings. 

2. Outcomes 

The review has been commissioned to answer to the following questions: 

2.1 Is the service safe? 

2.2 Are there appropriate governance structures in place for a service of this size? 

2.3 Is the practice in the department contemporary, particularly in relation to options for sub 

specialisation? 

2.4 Are the staffing arrangements appropriate for the department? 

2.5 Is the model of service delivery correct, including the split between sites, between obstetrics 

and gynaecology and are services correctly configured to put patients first? 

2.6 Does the department learn from patient safety and patient experience incidents to improve 

the care for women and babies? 

2.7 Is there evidence of appropriate good interdisciplinary working between the different staff 

groups both inside and outside the maternity department 

2.8 Is training appropriate for all staff groups? 

2.9 Are the escalation processes appropriate? 

2.10 Are the standards of record keeping and documentation appropriate? 

 

3. Timescales 



The review should be concluded and a written report produced within 6 months of the agreement with 

the provider. The review will be shared with IMG and the regional quality surveillance group and the 

service and will be available on the Trust website. 

4. Oversight of the review process 

The review process will be overseen by a review group comprising: 

 Medical Director CDDFT 

 Director of Nursing CDDFT 

 Director of Human Resources CDDFT 

 Paul Cummings CDDFT 

 Medical Director NHSE 

 Director of Nursing NHSE 

 Medical representatives from the 3 CCGs 

 Directors of Nursing from the 3 CCGs 

 Julie Clennell, Debbie Anderson and Donna Johnson CDDFT 

 


