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HSIB maternity investigation programme year in 
review 2021/22 

Yesterday, the Healthcare Safety Investigation Branch (HSIB) published a review of its 2021/22 

maternity investigation programme. It also announced the name for the new body which will take 

over responsibility of maternity investigations: the Maternity and Newborn Safety Investigations 

Special Health Authority (MNSI).  

 

This short briefing summarises the key points from the report, along with NHS Providers’ press 

statement. We hope this briefing offers a helpful and accessible insight into the report, but we would 

encourage colleagues to read the report itself in full. As well as a number of recommendations for 

trusts and wider NHS partners, the report contains detailed descriptions of concerns within specific 

trusts across England and the work undertaken to address them. 

 

If you have any questions about this briefing, please email Keegan Shepard, policy advisor for quality, 

(keegan.shepard@nhsproviders.org). 

 

Key points 

HSIB sets out a number of highlights from the year, including: 

• There has been a nine-percentage point reduction in the number of babies with an abnormal 

MRI or evidence of neurological damage from babies referred in 2020/21 compared to 

2019/20 

• HSIB has implemented a race equality group to develop a considered approach concerning 

the use of demographic data, as well as to help them to learn how race impacts on people’s 

lives, experiences and outcomes 

• HSIB has piloted work with trusts to develop a Maternity Quality Matrix to provide each trust 

with insight into their HSIB maternity investigations over time, which it plans to publish in 

2022/23 

 

 

 

https://hsib-kqcco125-media.s3.amazonaws.com/assets/documents/hsib-maternity-investigation-programme-year-in-review-2021-22.pdf
https://hsib-kqcco125-media.s3.amazonaws.com/assets/documents/hsib-maternity-investigation-programme-year-in-review-2021-22.pdf
https://nhsproviders.org/news-blogs/news/maternity-report-from-hsib-provides-helpful-update-on-progress-being-made
https://nhsproviders.org/news-blogs/news/maternity-report-from-hsib-provides-helpful-update-on-progress-being-made
mailto:keegan.shepard@nhsproviders.org
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Background 

The HSIB maternity investigation programme is part of a national action plan to make maternity care 

safer. Beginning in 2018, its maternity investigation teams currently work with 125 trusts across 

England. Over the course of 2021 to 2022, HSIB received 731 referrals for investigations and 

completed 706 reports with 1,740 safety recommendations to trusts. 

 

Outcomes and impacts: emerging themes from HSIB maternity 
investigations 

HSIB identified five themes within its safety recommendations this year; while we would suggest that 

each theme be reviewed in its entirety within the report, as they each contain extensive detail 

concerning the investigation(s) which led to their recommendations, we will provide short summaries 

as follows: 

 

Clinical assessment 

Due to the pandemic, trusts rightly adapted their method of clinical assessment to minimise the risk of 

transmission to protect staff and patients. However, this has had an impact on the quality of care, as 

staff are no longer able to rely on subtle cues from patients, such as behaviour, body language and 

appearance, that would typically be factored into their clinical assessment. As a result, HSIB has 

recommended that trusts have systematic approaches to their telephone and virtual services to 

enable robust assessment, as well as that clinical teams are informed and utilise an agreed approach 

to clinical assessments and the respective timelines. 

 

Clinical oversight 

Based upon the findings of their investigations into maternity care, HSIB has noted that when the 

holistic and ‘helicopter view’ of clinical care is left unmaintained, that it can result in negative 

consequences to patient care. As a result, HSIB has made a key recommendation to trusts that an 

individual is designated to maintain oversight of clinical care; in particular, during a clinical 

emergency. 

 

Escalation 

HSIB has determined that there are various reasons as to why escalation does not take place when a 

mother’s or child’s health is deteriorating, especially when the situation has been normalised. To 

address this, HSIB emphasises the importance of input from senior colleagues and the 
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multidisciplinary team to decide on an approach to ensure decisions about care are determined from 

several perspectives. 

 

Fetal monitoring 

As highlighted recently within the Ockenden review, HSIB has observed instances of failings around 

fetal monitoring. They have reviewed the contributing factors, including human factors within systems 

and the impact on the quality of care provided, and they have concluded that fetal monitoring using 

a systematic approach to cardiotocograph (CTG) categorisation, including all cumulative risk factors, 

strengthens clinical decision-making. 

 

Guidance 

HSIB has found that some local guidance does not offer staff advice on key areas of clinical 

management, which then has a cascading impact on the quality of care provided. While HSIB 

understands that this may be due to several reasons, including a lack of adequate resource, it is vital 

that guidance be developed to ensure that clinical practice is always informed by the available 

evidence base. 

 

In addition, a particular significant clinical issue concerns the identification and management of 

bloodstained liquor. HSIB has recognised widespread references to liquor which is ‘pink’ within 

maternity notes, as well as that staff have reported that ‘pink’ liquor is normal during labour. As ‘pink’ 

is not acknowledged as a category of liquor by the World Health Organization (WHO), as well as that 

the Royal College of Obstetricians and Gynaecologists (RCOG) and NICE recommend further 

precautions against normalising ‘pink’ liquor, HSIB has chosen to highlight this concern within the 

report. In a number of investigations, HSIB found the normalising of ‘pink’ liquor and the perception 

that the mother remained low risk contributed to possible ongoing bleeding not being recognised. 

Further to its concerns, HSIB has submitted a paper to NICE for consideration during its review of the 

guidance concerning intrapartum care. 

 

The HSIB maternity investigation programme and national 
learning  

Work by the HSIB maternity investigation programme has influenced national learning across 

England, including: 

 

 

https://www.gov.uk/government/publications/final-report-of-the-ockenden-review
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Perinatal meetings 

Each of the seven NHS England regions hosts a surveillance meeting with the aim of supporting the 

timely identification and escalation of concerns, drawing on insights from regional representatives, 

regulators and other national bodies including HSIB to inform action. 

 

Close working with regional chief midwives and regional lead obstetricians 

HSIB regional leads have developed effective relationships with each of the regional chief midwives. 

This helps to facilitate a collaborative approach to maternity safety. The regional chief midwives are 

invited to attend quarterly review meetings with trusts to provide further insight into investigations, as 

well as any recurrent themes. As a part of the process for escalating concerns, HSIB will now notify the 

relevant regional midwife. 

 

Maternity Quality Matrix 

The Maternity Quality Matrix is currently being developed to help provide each trust with insight into 

their HSIB investigations over time, which will be reported on a quarterly basis. The matrix will provide 

data on all ‘referrals, categorisation and cases progressing to investigation, thematic learning, where 

concerns have been escalated, and an overview of the trust’s and family’s engagement and any 

coincidental learning and findings’. This tool should be available to trusts in 2022/23, and will help 

support trusts to achieve the ‘immediate and essential actions’ outlined within the Ockenden review. 

 

Maternity observational diary 

HSIB recently published this tool to help maternity investigators better capture relevant information 

during the course of an investigation, including points of good practice and challenges in working 

with a trust, soft intelligence and coincidental findings, concerns that should be escalated, and 

challenges in undertaking the investigation. The information that is collected is used as supplementary 

context and evidence to support information sharing at quarterly review meetings in trusts, and it will 

also feed into the Maternity Quality Matrix.  

 

Newsletter 

HSIB now publishes a newsletter to share learning between trusts by providing a vehicle for staff to 

share with others what they have done to make changes and improvements. 

 

 

 

https://www.gov.uk/government/publications/final-report-of-the-ockenden-review
https://www.hsib.org.uk/what-we-do/maternity-investigations/reports-and-publications/#hsib-maternity-newsletter
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Planned developments for 2022/23 

It was announced in January 2022 that a special health authority would be established to take over 

the maternity investigation programme from HSIB from April 2023. The new organisation, the 

Maternity and Newborn Safety Investigations Special Health Authority (MNSI), will help to facilitate 

increased levels of learning from investigations and help provide trusts with the ‘expertise, resources 

and capacity’ to take over maternity investigations in the future. The MNSI has funding for five years 

up until 2028. 

 

Press statement  

Responding to the HSIB maternity investigation programme year in review 2021/22, the interim chief 

executive of NHS Providers, Saffron Cordery said: 

  

“We welcome this important report, which provides a detailed overview of the work undertaken by 

their maternity investigation programme over 2021/22, the efforts taken by trusts to improve the 

quality of maternity care they provide, as well as unveils the Maternity and Newborn Safety 

Investigations Special Health Authority (MNSI). 

  

“It is good to see that some improvements have been made in maternity care, and that HSIB continue 

to finetune their collaborative approach of working with trusts by emphasising learning instead of 

blame while developing new ways of sharing examples of safe care trusts provide. 

  

"Trust leaders will welcome some of the recent and upcoming developments by HSIB, including the 

Maternity Quality Matrix and newsletter; in particular, trusts appreciate the implementation of a race 

equality group to explore how best to address the stark disparities faced by black and minority ethnic 

mothers and their children, who are currently at an increased risk of adverse outcomes. 

  

“However, while immense progress has been achieved in improving the quality of maternity care over 

the previous decade, we know that there is progress to be made, and trusts will look forward to 

working with HSIB to respond to and implement the safety recommendations identified. Trusts will 

welcome that emerging themes will be shared with them through regular updates on investigations 

being undertaken, so that continuous improvements can be made, including at a system level. 

  

“Additionally, we continue to voice the need for action at a national level so that trusts have the 

necessary resources, capacity and time required to ensure that trusts have the support they need to 

continue building on positive momentum to improve maternity outcomes and experiences. Maternity 
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care faces substantial challenges, such as significant workforce shortages, an increase in the 

complexity of cases, and a need to bolster local and national learning from concerns.” 

  

Ends. 

 


