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Perinatal Quality Surveillance June 2025



Data -  April 2025









This slide can be used for presentations which are from a health board-wide perspective or for a whole HB audience as the graphic device to the right of the slide includes all four service group colours and red for the corporate team.
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Purpose of the report 

The purpose of this slide set is to ensure the Quality and Performance Committee in Common to have monthly oversight of Maternity moderate and serious incidents.



The report will be presented and structures around the six domains of quality (Safe, Timely, Effective, Efficient, Equitable, Patient-centred [STEEEP])





Measure 1: Local MBRRACE Mortality Reporting 
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The purple line indicates Morriston Hospital Service Group, so this slide can be used for matters which relate to MHSG.
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Domains of Quality - Safe and Patient-centred







		Case 		NND/SB		D.O.B		Gestation 		Ethnicity		Weight/ Birth Weight Centile		Age of death 		Included MBRRACE report 

																

																

																

																



Summary of MBRRACE Eligible cases







 















Measure 2 – Post-partum Haemorrhage ≥ 2500 mls 









Summary of PPH and graph narrative 



Domains of Quality - Safe, Timely, Effective, Efficient, Equality and Patient-centred  













PROMPT Training Compliance 





Measure 3 – Delay in Induction of Labor 









Summary and narrative 

Domains of Quality - Safe, Timely, Effective, Efficient and Patient-centred  















Staffing Acuity, Birthrate Plus 

Staffing levels including Obstetric and Gynaecology (including Gynae Onc), Midwifery Obstetric Unit and Midwifery Community 





Details of Improvement Work







Measure 4 – Babies Diagnosed with Hypoxic Encephalopathy Grade 2 and 3 











Summary and narrative 

Domains of Quality - Safe, Timely, Effective, and Patient-centred 









		Case		Place of Birth		D.O.B		MRI Findings		Inborn > Outborn		Grading of HIE		Avoidable Yes / No		Outcome 

																

																

																

																



		Fetal Surveillance Training 		Month / Year 																

		% Compliance 																		







Measure 5 – Neonatal Late Onset Sepsis











Summary and narrative 

Domains of Quality - Safe, Timely, Effective and Patient-centred 









		Month / Year		Total Blood stream infections 		Organsim 

						

						







Measure 5 – Term admissions to neonatal unit 











Summary and details 

Domains of Quality - Safe, Timely, Effective, Efficient and Patient-centred  











Graph and data 





Other Quality Indicators 









Maternity and Neonatal Triggers – Incident Breakdown for **month**
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Incidents by classification - Maternity









Total	

Access, Admission	Accident, Injury	Assessment, Investigation, Diagnosis	Behaviour (including violence and aggression)	Communication	Equipment, Devices	Infrastructure (including staffing, facilities, environment, security)	Maternity adverse occurrence	Medication, IV Fluids	Records, Information	Transfer, Discharge	Treatment, Procedure	5	7	8	2	4	2	5	68	1	1	1	13	





Incidents by classification - Neonates









Total	

Access, Admission	Accident, Injury	Assessment, Investigation, Diagnosis	Communication	Equipment, Devices	Infection Prevention and Control	Infrastructure (including staffing, facilities, environment, security)	Medication, IV Fluids	Monitoring, Observations	Pressure Damage, Moisture Damage	Records, Information	Treatment, Procedure	1	2	1	1	2	2	1	6	1	2	1	1	





Incident review – Adverse Maternity and Neonatal Outcome review – July and August 2024.
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		Total SI Incidents open 				

		Total ‘Must Report’ Incidents open (MBRRACE reportable incidents)				

		Total 				



		Datix Ref		Directorate		Summary		Grade at Reporting		Completion Due

										

										

										

										

										

										

										

										







Patient, MNVP, family and staff feedback

21









The green line indicates the Primary Care and Community Service Group, so this slide can be used for primary care and community matters.
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Maternity and Neonatal Dashboard 
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Number of women with a blood loss >=1500ml
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Delay Induction of Labour - Maternity Incidents —
Activity over 12 months
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Microsoft_Excel_Worksheet.xlsx

Sheet1


			Row Labels			Count of Classification


			Access, Admission			5


			Accident, Injury			7


			Assessment, Investigation, Diagnosis			8


			Behaviour (including violence and aggression)			2


			Communication			4


			Equipment, Devices			2


			Infrastructure (including staffing, facilities, environment, security)			5


			Maternity adverse occurrence			68


			Medication, IV Fluids			1


			Records, Information			1


			Transfer, Discharge			1


			Treatment, Procedure			13


			Grand Total			117

















Incidents by classification - Maternity








Total	


Access, Admission	Accident, Injury	Assessment, Investigation, Diagnosis	Behaviour (including violence and aggression)	Communication	Equipment, Devices	Infrastructure (including staffing, facilities, environment, security)	Maternity adverse occurrence	Medication, IV Fluids	Records, Information	Transfer, Discharge	Treatment, Procedure	5	7	8	2	4	2	5	68	1	1	1	13	











Datix listing report


			ID			DWEB reference number (if applicable) 			What type of form was used to report this incident?			Approval status			Who was affected?			Name of Person Affected			Incident Service			Location of Incident			Exact location			Date Reported			Incident date			Time			Incident Reviewer  (EF)			Person Responsible for Closing the Incident			Investigator(s)			Description			Brief Description of Actions Taken			Classification			Category			Sub Category			Reporter's initial harm assessment			Manager's interim harm assessment			Post Investigation harm assessment			What were the findings of the management review?			Conclusion			Recommendations			Lessons learned			Closed			Is this related to Coronavirus/COVID 19 


			59625						Logged in form			Closed			Patient/Service User			COX MONIQUE			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Delivery Room						7/17/24			11/29/23									Mrs Liz Garland			Sarah Thomas, Sian Thomas-Evans			term admission to SCBU

			for review via ATAIN			Maternity adverse occurrence			Neonate			Unexpected admission to neonatal unit (gestation 37 weeks+)			None			None			None			ATAIN REVIEW
ST CRM, LES Obs consultant, STE FSM and KA Con Neonatologist
Previous LSCS for breech
Baby confirmed hydro nephrosis
Seen in UHW FM
serial growth scans normal
Developed OC at 34 weeks
Bile Acids >100
Elective LSCS at 37+1 for same as per guidelines
Steroids prior to delivery
Uncomplicated surgery
Apgar's 9, 10
PH 7.30  BE -2.3
PH 7.36  BE -1.1
BW 3040g
BWC > 10th centile approx 40
No Issues with care 
No learning from Obstetric

Neonatal review.
Admitted for respiratory distress at birth
Admitted from birth from theatre 28 minutes.
Appropriate admission
Agars 9, 10
Temp on admission 36.8
BW 3040g
Admitted for over 6 weeks
Cardiac issues ventricular septal defect, hydronephrosis
Appropriate discharge.
No learning from neonates.








			admission appropriate , no contributory factors from Obstetrics
No learning 
appropriate care
						No lessons learned			8/7/24


			58747						Logged in form			Under Investigation			Patient/Service User			RAHMAN AYYASH			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 19						7/3/24			1/12/24												Mrs Kate Bannister, Sarah Thomas, Dr Joanna Webb			The child missed referral to BCG clinic at the time of NIPE check in the postnatal ward after deliver. The documentation in the notes says that the baby was 'not eligible for vaccination'. However as per WHO list of  high risk countries he is from the country with high incidence of TB. Parents born in Bangladesh and hence he fulfilled the criteria for vaccination. The referral was not made.

The error was picked up on 13/1/24 when seen in Paediatric outpatients for different issue. He was then referred to BCG clinic.			Referred to BCG clinic and had his immunisation.			Access, Admission			Patient/service user referral pathway			Referral not made			Low			Low			Low			Baby was not identified as being at risk of TB either antenatally or postnatally at NIPE (parents of Bangladeshi origin and Grandparents also co-located with family). 
Documentation in neonatal record that BCG not required but no reason specified. 
Ethnicity documented as "Asian" but not further information 			Infant not identified as needing BCG vaccination either antenatally or at NIPE. Later identified at Paediatric follow-up. BCG referral pathway to be highlighted in Risky Business newsletter for neonatal staff and incident shared with clinical risk midwives for dissemination to midwives performing NIPE and those in antenatal clinic. 						Enhance documentation of ethnicity and consider whether BCG vaccination required using the available guidance. 


			59631						Logged in form			Closed			Patient/Service User			KAUR BHUPINDER			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Delivery Room						7/17/24			4/18/24									Mrs Liz Garland			Sarah Thomas, Sian Thomas-Evans			term admission to SCBU			for ATAIN review			Maternity adverse occurrence			Neonate			Unexpected admission to neonatal unit (gestation 37 weeks+)			None			None			None			Reviewed in ATAIN 31/07/24
G1P0
BMI- 28.2
MLC
GTT - Normal
20 weeks - repeated due to limited heart views- when repeated reported to be normal
28/40 AFM - AAU Normal CTG
40/40 concerns regarding SFH measurement on Gap- tailed from 90th to below 50th
USS - SGA oligohydramnios - Wished referral for FM in Cardiff  however as term admitted to A/N ward to await delivery decision
13:30hrs CTG - Immediate concerns regarding variability and decelerations
CDF consulted and suggest immediate delivery due to CTG however should have delivered in Bristol
15:45hrs on CDS - CTG concerns continue
15:51hrs decelerations start, consultant review requested- 
Appropriate escalation by midwife and good documentation
1 artery in placenta
17:30hrs spinal not able to be completed therefore GA
Baby born 17:46hrs. - anhydramnios noted at LSCS
Apgars 5, 8, 9
Cord gases normal
BWC - 0.0
Failure to recognise a chronic hypoxia on CTG
Appropriate admission to SCBU
Responded well to initially 
Admitted at 15 mins of life - and discharged at 31 days of life
No neonatal learning identified
			missed congenital abnormality on USS resulting in missed  opportunity to undertake serial scans which may have resulted in earlier intervention, unlikely to have impacted on need for NICU admission.						as above			8/7/24


			59233						Logged in form			Under Investigation			Patient/Service User			DAVIES LOIS			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Antenatal Clinic - Acute Hospital			Ante natal clinic			7/11/24			6/14/24												Karen Thomas, Mrs Rhiannon Griffiths			Combined screening and Virology testing were not performed at dating appointment.  Both these screening tests had been requested by the woman. Clinic staff were made aware of this on 10/07/24 by the community midwife. It is unclear why this has occurred.			The woman was contacted by clinic staff and an apology given for the error. Assurances also given that we would make attempts to ascertain why the error had occurred.
Phlebotomy department contacted but the woman had not been allocated an appointment with them.
Clinic staff have no recollection of the woman. 			Assessment, Investigation, Diagnosis			Screening and surveillance			Other			None			None						For review by ANC manager in Neath


			59917						Logged in form			Closed			Patient/Service User			SUBHAN ISHRAT			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 19			Birth Centre			7/22/24			6/22/24									Mrs Liz Garland			Miss Helen Etheridge			3rd degree tear			Repaired in theatre 			Maternity adverse occurrence			Maternal			Third or fourth degree tear			None			None			None			Perineal trauma is an associated risk with vaginal birth
G1 P0 30+4  MLC had a waterbirth and sustained a 3rd degree tear. 
Correctly identified and sutured in theatre as guidelines. 			G1 P0 30+4  MLC had a waterbirth and sustained a 3rd degree tear. 
Correctly identified and sutured in theatre as guidelines. 						No lessons to be learnt			7/22/24


			58872						Logged in form			Under Investigation			Patient/Service User			UMME TANIA			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Antenatal Clinic - Acute Hospital						7/5/24			6/28/24												Ms Katie Maiden			Antenatal haemoglobinopathy screening requested incorrectly on ETR.
The test set used could have resulted in an automatic comment being generated and prevented the full haemoglobinopathy screen. Fortunately on this episode it did reflex to generate the full screen.
The haemoglobinopathy screen results also require follow up testing which could have been missed
			Clinical area informed and appropriate testing undertaken.
Clinical lead has contacted the appropriate requestors			Assessment, Investigation, Diagnosis			Diagnostic testing - Pathology			Inappropriate request for test/treatment/procedure			Low			Low						For review by antenatal and new born screening specialist midwife.


			58551						Logged in form			Closed			Patient/Service User			BELL SARAH			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Central Delivery Suite						7/1/24			7/1/24									Mrs Liz Garland			Sarah Thomas, Tania Peverley			SVD @ 0721 
EFW 50th centile 3069g on USS in pregnancy
BWC 8.3			DATIX
Early feeding
Keep warm 			Maternity adverse occurrence			Neonate			Delivery of baby born below 10th centile			Low			Low			Low			All babies born with a BWC under the 10th centile are datix reported for review and audit. Audit is ongoing assessing the identification of babies who are small for gestational age and assessment of care planning. The radiology department are reviewing the radiology images for all scans where there was a missed opportunity to identify a baby under the 10th centile for learning and themes. 
 
			Reported for ongoing audit purposes. Superintendent sonographer to review images and action appropriately						Reported for ongoing audit purposes. Superintendent sonographer to review images and action appropriately			7/2/24


			58573						Logged in form			Closed			Patient/Service User			PHIPPEN LOUISE			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Central Delivery Suite						7/1/24			7/1/24									Mrs Liz Garland			Sarah Thomas, Tania Peverley			BWC 6.4
USS EFW 50th centile, prev SGA			Datix
Early feed
Keep warm 			Maternity adverse occurrence			Neonate			Delivery of baby born below 10th centile			Low			None			Low			All babies born with a BWC under the 10th centile are datix reported for review and audit. Audit is ongoing assessing the identification of babies who are small for gestational age and assessment of care planning. The radiology department are reviewing the radiology images for all scans where there was a missed opportunity to identify a baby under the 10th centile for learning and themes. 
 
			Reported for ongoing audit purposes. Superintendent sonographer to review images						Reported for ongoing audit purposes. Superintendent sonographer to review images			7/2/24


			58598						Logged in form			Closed			Organisation						Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Central Delivery Suite			Room 1			7/1/24			7/1/24									Mrs Liz Garland			Laura Morris			Neonatal team attended Room 1 on Labour Ward following a crash call. 

Equipment missing from resucitaire. The following were not available:
* Face masks
* Saturation probe lead
* Thermometer

			Midwife in charge of mother stated the checklist had been signed for that day to indicate it had been checked. 
Midwife in charge made aware, gathered the equipment required. 
Baby admitted to NICU for respiratory management. 			Equipment, Devices			Non-medical equipment			Lack of availability of equipment			Low			Low			None			room has been used during beginning of the shift, pt vacated room. 
Room cleaned and stocked
another pt used delivery room in precipitated labour resus had not been rechecked since being used in am and following cleaning by HCA			room has been used during beginning of the shift, pt vacated room. 
Room cleaned and stocked
another pt used delivery room in precipitated labour resus had not been rechecked since being used in am and following cleaning by HCA						dw coordinator importance of checking especially if pt is about to deliver and mw has yet to check. 			8/7/24


			58606						Logged in form			Closed			Patient/Service User			CLARK AMANDA			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Delivery Room						7/1/24			7/1/24									Mrs Liz Garland			Sarah Thomas			birth weight centile 0.0			admission to SCBU, care to SCBU staff			Maternity adverse occurrence			Neonate			Delivery of baby born below 10th centile			None			None			None			All babies born with a BWC under the 10th centile are datix reported for review and audit. Audit is ongoing assessing the identification of babies who are small for gestational age and assessment of care planning. The radiology department are reviewing the radiology images for all scans where there was a missed opportunity to identify a baby under the 10th centile for learning and themes. 
 
			Reported for ongoing audit purposes						Reported for ongoing audit purposes			7/2/24


			58614						Logged in form			Closed			Patient/Service User			PRITCHARD BOY			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 20						7/2/24			7/2/24			03:30						Mrs Liz Garland			Sarah Thomas			Baby 38/40 SVD. SRC obs for PROM. Admitted @ 0330 to SCBU due to sudden onset increased work of breathing, admitted for CPAP. 			Datix complete			Maternity adverse occurrence			Neonate			Unexpected admission to neonatal unit (gestation 37 weeks+)			None			None			None			G2P1
BMI 32.8
Early referral to fetal medicine due to chylothorax in prev preg - delivered in Cardiff- prev MRP discharged at 24 weeks as all ok.
Serial scans received - unsure for reason- possibly due to concerns with previous baby
Discharged back to MLC at 36 weeks
Attended BBU  for SROM  confirmed 
38+3 IOL for prolonged SROM
Seen by registrar as declined IOL on arrival
Risks discussed 
Erythromycin commenced
Signed own discharge
Came to CDS following morning
VE 2 cm
Agree for syntocinon at 09.50 am
13.20 pm 9cm
CTG concerns, synto < 12mls decelerations notes,
Pushing 2.05pm
Delivery 14.44
Agars 8, 10, 10
BWC 66.1
ARt 7.19  BE -7.2
Ven 7.39 _ 6.2 


Neonatal revie2w
36.9 temp
Baby fed breast
Review from grunting at hour of life clinically well baby NEWTS 0 until 14 hours
Admitted from postnatal ward for respiratory support for 24 hours , no cardiovascular issues. Feeding established

Appropriate admission
Discharged 38 hours appropriately
 Learning from Obstetrics or Neonates.
Full counselling of SROM > 24 hours.

			potential infection risk with PROM, patient decision to wait for IOL.  Opportunity to provide adequate counselling of risks and benefits.						none			8/7/24


			58615						Logged in form			Closed			Patient/Service User			HUGHES SAMANTHA			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Delivery Room			Bay Birth Unit			7/2/24			7/2/24									Mrs Liz Garland			Miss Helen Etheridge			3B perineal tear following water birth at the birth bay unit			Transferred to labour ward, reviewed by obstetric and anaesthetic teams, taken to theatre for a 3B perineal repair. Water birth at 01:42, arrived at CDS at 02.33, suturing commenced at 03:57. Birth weight = 3800g			Maternity adverse occurrence			Maternal			Third or fourth degree tear			None			None			None			Known complication of childbirth. See progress notes			3b tear following waterbirth. 
All care given was appropriate
						No lessons to be learnt			7/3/24


			58621						Logged in form			Closed			Staff/Contractor			FORSTER  GARETH 			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg)			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Central Delivery Suite			Obstetric theatre			7/2/24			7/2/24			03:45						Mrs Liz Garland			Mrs Tracey Edey			The theatre team were called to labour ward at 03:00hrs and were told there was a patient coming to theatre for a perineal tear to be sutured. There was also another lady labouring who was having decelerations but we were told she had settled and to go ahead with the first patient. We were in back up theatre and the spinal had been completed when we were asked could we get another theatre team to go into main obstetric theatre because the second patient had decelerations again and the surgeons were calling a catagory one caesarean section. The surgeons were told that the theatre staff don't have two theatre teams on night duty and we were asked why, it was said that there has never been two teams provided and that there is 2 scrub nurses, 2 anaesthetic nurses and 1 HCSW, there is also 1 scrub nurse on call for the main theatre department. The staffing cover for obstetrics theatre for out of hours are 2 scrub nurses and an anaesthetic nurse, the other anaesthetic nurse is to cover main theatre and cardiac arrests calls, the HCSW is to cover main theatre. The reason for reporting this is because we had to bring everyone from main theatre and leave the department unoccupied because labour ward stated they couldn't provide two HCSW'S so we had to provide our HCSW along with the 2 scrub and 2 anaesthetic nurses in the obstetric theatres. It was also felt by members of the theatre team that more time could have been spent before making sure the lady having decelerations was fully stable before commencing with the first patient, this could have prevented the closure of main theatre.			The surgeons, anaesthetist and ward band 7 coordinator were told we didn't and don't have two theatre teams on a night shift and that we shouldn't be leaving the main theatre department unoccupied in case of any emergencies that may arise within that department from other areas and specialities of the hospital, however we are aware that emergencies do take place and are always at hand to open the two theatres up in obstetrics when required. 			Communication			Communication issues			Communication issues within unit/ward/teams			Low			None			None			Intrapartum Lead discussed with theatre lead - there was a clinical need to open a second theatre. SOP in place for opening of second theatre - this has been disseminated to all staff.			Intrapartum Lead discussed with theatre lead - there was a clinical need to open a second theatre. SOP in place for opening of second theatre - this has been disseminated to all staff.						None			8/8/24


			58632						Logged in form			Management review/Make it safe plus			Patient/Service User			ALIKHANOVA ZALINA			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Antenatal Clinic - Acute Hospital			Antenatal clinic			7/2/24			7/2/24												Alice Slennett			Patient attended ANC for review with scan. Also to discuss delivery as previous LSCS. 
Patient's first language Russian - language line used on iPad. Despite only using audio and not video, multiple drop outs reported by interpreter of signal. 
Also multiple questions to clarify by interpreter and concerns raised by patient (who knows some English) and doctor re accuracy of information interpreted.			Information clarified with interpreter on multiple occasions and opportunity given x 2 for patient to ask questions to ensure that she understood the information. 
This seems an inferior service to the in person interpreters we had in ANC in Neath up until  approx 6 months ago. 			Communication			Interpreter services			Appropriate interpreter - not available / not provided			None			None						For investigation into the efficacy of our interpretation services by Patient experience department


			58642						Logged in form			Closed			Patient/Service User			LLEWELLYN CARYS			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Theatre 1						7/2/24			7/2/24			10:56						Mrs Liz Garland			Sarah Thomas			ELLSCS for previous LSCS in Main. no concerns on admission antenatal check normal. 
On opening abdomen uterine rupture identified, when opened peritoneum membranes visible and ruptured, cord presenting.			Baby delivered in good condition, Apgars 9,10,10
Mum informed by surgeon and aware of implications for future pregnancies 			Maternity adverse occurrence			Maternal			Uterine rupture			None			None			None			See progress notes			Known complication of previous LSCS. Managed well.
No harm caused . 
mother and baby well						none			7/3/24


			58683						Logged in form			Under Investigation			Patient/Service User			JONES NATALIE			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Central Delivery Suite						7/2/24			7/2/24			14:23									Sian Thomas-Evans, Sarah Thomas			Baby Boy born by elective LSCS - Born in good condition, APGARS 9,10,10, cord gases not required. 
Whilst in Low dependency unit - around 2 hours of age,  baby became unwell with grunting and low sats. 			Baby Transferred to SCBU for respiratory support 			Maternity adverse occurrence			Neonate			Unexpected admission to neonatal unit (gestation 37 weeks+)			Low			Low						For investigation in ATAIN MDT meeting


			58732						Logged in form			Under Investigation			Patient/Service User			LLOYD TIA			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 20						7/3/24			7/3/24												Mrs Claire Parkin, Samantha Jones, Sarah Thomas			Call received from Blood Bank to say that there was Anti D in their fridge that had been issued on June 27th following a birth on the 26th that had not been collected and given to patient.			Notes retrieved from coding.  No evidence on drug chart or written in notes that anti D was given although midwife wrote on evening of 27th at 8pm "anti D given"; no red sticker from anti D was attached to notes.  Discussed with Blood Bank; there is still benefit to giving it up to 10 days after birth.  Contacted patient who while unable to come in today, can come in tomorrow - appointment made on ward 20 for midday 4/7/24.  Informed by Blood Bank that this incident is SHOT-reportable.			Treatment, Procedure			Treatment or procedure issues			Care not as directed / clinical practice guidelines not followed			None			None			None			For investigation by ward manager

16/07/24
Notes reviewed
Anti D dispatched from blood bank on 4th July and administered on 4th July , information obtained from blood bank.
Due to missed anti-D on 27th and documentation that it was given needs input from CSFM
Action sent			No harm caused as once identified the patient was contacted and given a convenient time to attend for anti d and administered appropriately.
Staff learning. Will discuss with supervision						To be identified following supervision input


			58848						Logged in form			Under Investigation			Patient/Service User			OWEN KATIE			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 20						7/5/24			7/3/24			20:40									Samantha Jones			Pt readmitted via  a&e with ?sepsis- diagnosed with RPOC. Remains on ward 20 at present on IV abx. 			datix complete			Access, Admission			Unexpected admission / readmission or attendance			Unexpected admission / readmission to ward			None			None						For review by ward manager


			58770						Logged in form			Closed			Public/Visitor			RAFFALE ANTONIO			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg)			Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 19			MIdwifery Led Unit			7/4/24			7/4/24			02:30						Mrs Liz Garland			Sarah Thomas			Woman attending for labour assessment. Partner and Mother present for support. Partner collapsed and became unwell. 			Emergency Call bell used to summon support. Review by anaesthetist and Labour Ward coordinator present. Observations and blood glucose levels checked all stable. Advised to attend A&E but refused as felt given time he would feel better. Remained very pale and reported being to weak to move from floor. Vomiting when sitting up, placed on side on floor and a friend contacted to pick up and accompany him to A&E. On arrival friend had no car and had taken an 'Uber' to come. Further Uber called to leave advised as he was still unwell >1hr post collapse I strongly advised to attend A&E. Friend reported they were returning home first to await transport from friend to A&E			Accident, Injury			Slip, trip or fall			Faint/collapse			None			None			None			No immediate actions required. Not a maternity patient , no direct care involvement, appropriate advise given by staff . Relative left department with clear advise.			No care issues . No harm. 						No care issues . No harm. 			7/4/24


			58798						Logged in form			Closed			Staff/Contractor			BULLOCK CAROLINE			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Antenatal Clinic - Acute Hospital			Entrance/Exit door by the mail room			7/4/24			7/4/24			05:50						Mrs Liz Garland			Miss Zaynor Kadir			IP was exiting the department as IP went through the door caught left hand on the door.			No action required .			Accident, Injury			Contact with object or animal			Fixtures and fittings			Low			Low			Low			Lack of concentration			No faults						N/A			7/9/24


			58826						Logged in form			Management review/Make it safe plus			Patient/Service User			FERRO GIRL			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 20						7/4/24			7/4/24												Ms Helen James, Oliver Walker			SVD 1/7/24 at 17:26, TCB carried out 3/7/24 incorrectly plotted on chart and identified 4/7/24 that treatment should have commenced if plotted correctlt			-Discussed with Paed SHO, who agreed incorrectly plotted and to repeat TCB
-Repeat TCB triggered SBR 
-SBR above treatment line, phototherapy commenced 4/7/24 at 14:30
-Discussed with mum 			Maternity adverse occurrence			Neonate			Other neonatal adverse occurrence			Low			Low						For review by neonates


			58849						Logged in form			Closed			Patient/Service User			EDWARDS SUZANNE			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 20						7/5/24			7/4/24									Mrs Liz Garland			Samantha Jones			Pt readmitted to ward 20 due to bleeding from LSCS site and gaping in area of scar			datix complete			Access, Admission			Unexpected admission / readmission or attendance			Unexpected admission / readmission to ward			None			None			None			Readmitted on 4/7/24 at 23.43 Day 2 following CS due to bleeding to her wound.
Reviewed by Obstetric team. Wound swab taken. New dressing applied.
Remained inpatient until 5/7/24 at 11.00
Reviewed and bleeding settled - dressing dry. no signs of infection. Discharged home
Appropriate discharge and readmission			Appropriate discharge and readmission						None			8/7/24


			59021						Logged in form			Under Investigation			Patient/Service User			ROMERO SANCHEZ DIANA			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Central Delivery Suite						7/8/24			7/4/24												Sarah Thomas, Sian Thomas-Evans			Term admission to NICU			Term admission - to be reviewed in ATAIN			Maternity adverse occurrence			Neonate			Unexpected admission to neonatal unit (gestation 37 weeks+)			None			Low						For ATAIN review


			58865						Logged in form			Closed			Patient/Service User			AMERI NIMISHA			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Delivery Room						7/5/24			7/5/24									Mrs Liz Garland			Laura Morris			NVD 05/07/24 @ 06.17, 3rd degree tear noted.			Tear identified and transferred to theatre for suturing.			Maternity adverse occurrence			Maternal			Third or fourth degree tear			Low			Low			None			3rd degree tear following SVD minimal blood loss
repaired appropriately referral sent 
BWC 9.5			SVD 3rd degree tear noted MBL minimal 
repaired appropriately in theatre
suite 17 referral completed 						nil 			7/18/24


			58867						Logged in form			Closed			Patient/Service User			AMERI NIMISHA			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Delivery Room						7/5/24			7/5/24									Mrs Liz Garland			Sarah Thomas			NVD live baby girl 05/07/24 @ 06.17 
Birth weight 2700g, Birth weight centile 9.5			Parents aware, datix completed.			Maternity adverse occurrence			Neonate			Delivery of baby born below 10th centile			Low			None			None			All babies born with a BWC under the 10th centile are datix reported for review and audit. Audit is ongoing assessing the identification of babies who are small for gestational age and assessment of care planning. The radiology department are reviewing the radiology images for all scans where there was a missed opportunity to identify a baby under the 10th centile for learning and themes. 			Reported for ongoing audit purposes. 						Reported for ongoing audit purposes. 			7/5/24


			58896						Logged in form			Closed			Patient/Service User			WATKINS CERYS			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Central Delivery Suite						7/5/24			7/5/24									Mrs Liz Garland			Sarah Thomas, Tania Peverley			baby boy born t 39 weeks by elective lscs for previous lscs.
Birth weight 3035g, birthweight centile 8.8.
Has had growth scans as growth estimated to be <10th centile.			No further action required.  Datix completed.			Maternity adverse occurrence			Neonate			Delivery of baby born below 10th centile			None			None			None			All babies born with a BWC under the 10th centile are datix reported for review and audit. Audit is ongoing assessing the identification of babies who are small for gestational age and assessment of care planning. The radiology department are reviewing the radiology images for all scans where there was a missed opportunity to identify a baby under the 10th centile for learning and themes. 
 
			Reported for ongoing audit purposes. Superintendent sonographer to review the images as this was missed SGA from Scan.						Reported for ongoing audit purposes. Superintendent sonographer to review the images as this was missed SGA from Scan.			7/9/24


			58918						Logged in form			Closed			Patient/Service User			SCOTT-LEWIS KIERA			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Central Delivery Suite						7/6/24			7/5/24									Mrs Liz Garland			Laura Morris			3A Perineal tear,vaginal tear and a 2nd degree perineal tear 			 sutured in theatre under a spinal analgesia			Maternity adverse occurrence			Maternal			Third or fourth degree tear			None			None			None			P1 SVD 
3rd degree tear identified and sutured in theatre, known risk of SVD			3rd degree tear 
email sent to OASIS clinic to ensure referral was sent.						nil 			7/16/24


			58924						Logged in form			Closed			Patient/Service User			ELLIS DEMI			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Central Delivery Suite						7/6/24			7/5/24			22:00						Mrs Liz Garland			Laura Morris			3a Tear delay in repair due to acuity, see separate Datix for delay. 			Once acuity allowed and MBL over 500mls 2nd theatre opened, transferred into 2nd theatre repair of 3a tear 			Maternity adverse occurrence			Maternal			Third or fourth degree tear			Low			Low			None			G2P1 EDD 30/6/24 T+5 Prev nsd with 2nd degree tear
Suitable for midwifery led care.
Attended in labour at 17:40, progressed quickly and had a NSD at 18:51
On inspection of perineum ? 3rd degree tear.
Delay in review due to acuity in the unit, no beds on cds.
MBL 498mls on transfer to cds at 21:15
Reviewed by anaesthetist and obs team within 10 mins of being on cds.
Patient well and sitting in chair.
Transferred to theatre at 22:00 Repair completed within 4 hrs of birth total mbl 739mls.
All meds prescribed and referral sent to suite 17.			Third degree identified and managed appropriately.						No lessons to be learnt			7/18/24


			58927						Logged in form			Closed			Patient/Service User			ELLIS DEMI			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Central Delivery Suite						7/6/24			7/5/24									Mrs Kim Stephens			Laura Morris, Mr Jonathan Gates, Mrs Kim Stephens, Sister Rhian Medwell, Mr Robert Collins			x2 theatres open at the same time. Trial of instrumental in obs theatre. priority as Maternal tachy 120-140 and vasovagal episodes in labour. 
third deg tear x2 awaiting transfer to theatre when possible neither patient actively bleeding however one then blood loss >500mls, oozing (booking weight 52kg) 
Decision made to open second theatre. Obs Consultant called back into unit. theatre team informed (x2 scrub nurse already in theatre as required) on call scrub nurse called in from home. 
Scrub nurse in theatre obstructive with regards to opening second theatre.   			as above please see acuity tool diary page for full info			Maternity adverse occurrence			Maternal			Other maternal adverse occurrence			None			None			None			For investigation by Ward manager and theatres			Both cases went ahead
Team brief would be be beneficial if time pressures allow. This would allow for MDT discussions.						As above			8/2/24


			58917						Logged in form			Closed			Patient/Service User			REES MARIA			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 19			ward 19			7/6/24			7/6/24			04:02						Mrs Liz Garland			Maria Nash			Waiting over 24 hours for transfer to labour ward for artificial rupture of membranes.  This lady is a high risk pregnancy, IVF, gestational diabetic.			Apologies given several times for delay.  Regular maternal and fetal observations, regular blood sugar monitoring.			Treatment, Procedure			Treatment or procedure issues			Treatment or procedure delayed			None			None			Low			Delay in transfer due to high unit acuity. No adverse outcome from delay in ARM. 			Delay in transfer for ARM managed appropriately due to acuity in unit. 						Managed appropriately. 			7/16/24


			58922						Logged in form			Closed			Patient/Service User			ELLIS DEMI			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Central Delivery Suite						7/6/24			7/6/24									Mrs Liz Garland			Miss Helen Etheridge			Delay in transfer to CDS from BBU following SVD with 3a tear. Also delay in transfer to theatre for repair of a tear. Delay due to trial in theatre taking priority as blood loss initially minimal, however once MBL over 500mls, escalated transferred to CDS and back up theatre opened for repair of 3a tear and management of PPH. MBL 739mls 			Apologies given, MBL over 500mls Transferred to CDS and 2nd theatre opened. Datix performed. 			Maternity adverse occurrence			Maternal			Third or fourth degree tear			Low			Low			None			Labour ward acuity high, no labour rooms available and theatre in use. 			Patient remained stable, when blood loos increased to 498mls transfer expedited. Back up theatre used. 						No lessons to be learnt			7/18/24


			58925						Logged in form			Closed			Patient/Service User			SCOTT-LEWIS KIERA			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Central Delivery Suite			CDS 			7/6/24			7/6/24									Mrs Liz Garland			Laura Morris			DATIX due to delay in repair of 3a tear. Theatre cases trial, another 3a tear with PPH. 			Delay in repair of 3a tear due to acuity and theatre cases. Back up theatre used. 			Maternity adverse occurrence			Maternal			Third or fourth degree tear			Low			Low			None			acuity reviewed -1.7
Pt awaiting repair of tear not actively bleeding
unable to open 2nd theatre due to theatre staffing levels
on the risk register 

			acuity reviewed -1.7
Pt awaiting repair of tear not actively bleeding
unable to open 2nd theatre due to theatre staffing levels
on the risk register 

						nil 			7/16/24


			58938						Logged in form			Closed			Patient/Service User			NIEDZIALEK CLAIRE			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 19						7/6/24			7/6/24									Mrs Liz Garland			Maria Nash			IOL deemed to be Aramable on the 04/07/24 and not transferred within 24 hours to CDS for ARM			Apologies given. CDS aware of need for transfer. Close observation and monitoring on Ward 19			Treatment, Procedure			Treatment or procedure issues			Treatment or procedure delayed			None			None			Low			Acuity -1.7 therefore delay appropriate			Managed appropriately 						Managed appropriately 			7/16/24


			58952						Logged in form			Closed			Patient/Service User			LEWIS CHARLEY			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 19			Room4.2			7/6/24			7/6/24									Mrs Liz Garland			Maria Nash			G2 P0 at 38weeks gestation for recurrent DFM. ARMable at 17.40 on the 05/07/24.has sweep on the06/ 0724  still Bishops score of 6 . Awaiting transfer to CDS. but labour ward acuity not allowing his at present.			Care as per obstetric team plan. Has had  normal ECTG and analgesia( codeine phosphate and paracetamol) and await events.			Maternity adverse occurrence			Maternal			Postponement / delay of induction of labour or elective procedure			None			None			Low			Delay appropriate. Acuity -0.3 midwives moved from BBU to  support 1:1 care			Delay in ARM appropriate due to high acuity in unit. 						Delay appropriate 			7/16/24


			58956						Logged in form			Under Investigation			Patient/Service User			REES MARIA			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg)			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Delivery Room						7/7/24			7/7/24			00:30									Laura Morris			NBF 
PPH 1.7mls 
1 unit RBC administered 			MOH activated 			Maternity adverse occurrence			Maternal			Major post-partum haemorrhage (> 1500mls)			None			None						For review by ward manager


			58989						Logged in form			Closed			Patient/Service User			BENNETT TRICIA			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 20			ward 20 			7/7/24			7/7/24			17:00						Mrs Liz Garland			Sarah Thomas			readmission to ward 20 for raised BP
			Admitted to ward 20 for bp monitoring 
stat dose labetalol 
observe 
datix completed 			Maternity adverse occurrence			Maternal			Other maternal adverse occurrence			Low			Low			None			See progress notes - no harm caused			Hypertensive patient reviewed appropriately in community
Admitted for care plan
seen by obstetric SHO
Plan in place
Patient well on ward 20 
Appropriate care 
No harm caused						None			7/9/24


			58998						Logged in form			Under Investigation			Patient/Service User			DENNIS JAQUITTA			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Antenatal Clinic - Acute Hospital						7/8/24			7/8/24			01:00									Claire Vaughan-Hughes			Woman had GAP Grow chart generated incorrectly. Ethnicity wrong and date of year for EDD wrong. This has caused not being able to calculate BWC and baby having to go on hypopathway at neonatal recommendation as unable to determine BWC			Hypopathway commenced as precaution			Records, Information			Healthcare record			Incorrect information documented			Low			Low						Needs investigation into who generated the chart and what safety procedures are in place to prevent similar occurrence.


			59051						Logged in form			Under Investigation			Patient/Service User			LEE KATIE			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 19			AAU 			7/8/24			7/8/24			16:42									Mrs Kate Bannister, Sarah Thomas			Confirmed antepartum stillbirth by departmental scan on the 08/07/24 @1717 
Patient and partner have questioned telephone advice given 8/7 @0400, reassured by myself and Consultant that this will be investigated and we will be open and honest as per duty of candour
Arrived to AAU 8/7 @1630 in early labour and AFM, mlc pregnancy 			Datix as per triggers as IUD 
Arrived AAU 8/7 @1630 
Unable to find FHR by myself on k2 CTG 8/7 @1642, explained this sensitively and informed patient and partner of findings as will need USS to determine my findings by obstetric team
8/7 @1645 reg into room with the second scanner from CDS as had another patient in AAU who required it urgently too, high acuity in AAU with complex patients/labourers. Short period of time with no second midwife as the original second midwife finished her specialist shift so was awaiting for another midwife to arrive amongst this - I will discuss this further with ward manager as its a separate matter. 
8/7 @1650 absence of FHR by reg on scanner, finding liaised to patient clearly  and condolences offered. Obs reg explained the process or requiring confirmation from consultant, patient transferred to room 7 in AAU for privacy 
8/7 @1655 consultant arrival and made decision for departmental scan, this was questioned by ward manager as ?not usual management. I was asked by consultant to chaperone patient for departmental scan but as I was only midwife in AAU at that time so I was unable to as high acuity, therefore patient and partner chaperoned by obs reg for departmental USS
8/7 @1717 - departmental scan confirmed IUD - no FHR detected. Following this returned to AAU. All options discussed by DR Nair over a long period of time to give them the time they needed to make informed choice for ongoing care. VE preformed by myself and they have decided to commence IOL process as already in early labour, informed CDS for 1:1 care to commence process appropriately. 
8/7 1900 care to night team for 1:1 care on CDS 
 
			Maternity adverse occurrence			Neonate			Stillbirth			Catastrophic / Death			Low						Requires external reporting due to MBRRACE and review


			59074						Logged in form			Closed			Patient/Service User			MCLEAN SOPHIE			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Antenatal Day Assessment Unit - Acute Hospital			Antenatal assessment unit, ward 19			7/9/24			7/8/24			22:20						Mrs Liz Garland			Maria Nash			Patient attended due to suspected rupture of membranes @ 22:20 and was not seen by a midwife until 23:42 			Escalated as she was not attended by a midwife within 30 minutes of arrival			Treatment, Procedure			Treatment or procedure issues			Treatment or procedure delayed			None			None			Low			High unit acuity
Escalated to MOC, 2nd midwife re deployed to provide 1:1 care. 
No adverse outcome to delay. 			Delay due to high acuity. Escalated and managed appropriately. 						escalated appropriately 			7/22/24


			59060						Logged in form			Closed			Patient/Service User			MORSE CHELSEA			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 19			bay birth centre			7/9/24			7/9/24									Mrs Liz Garland			Sarah Thomas			Baby born below 10th centile.
serial uss performed by other Health Board, as previous sga.
No concerns identified with uss, patient referred back to mlc.			Parents informed. 
Hypo pathway commenced.
Datix completed
			Maternity adverse occurrence			Neonate			Delivery of baby born below 10th centile			None			None			None			All babies born with a BWC under the 10th centile are datix reported for review and audit. Audit is ongoing assessing the identification of babies who are small for gestational age and assessment of care planning. The radiology department are reviewing the radiology images for all scans where there was a missed opportunity to identify a baby under the 10th centile for learning and themes. 
 
 
			Reported for ongoing audit purposes. Superintendent sonographer to review images.						Reported for ongoing audit purposes. Superintendent sonographer to review images.			7/9/24


			59110						Logged in form			Closed			Patient/Service User			MARRON MOLLIE			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Central Delivery Suite						7/9/24			7/9/24			14:50						Mrs Liz Garland			Sarah Thomas			Infant born via forceps birth, Birth weight centile 8.4, had serial growth USS due to previous SGA baby - normal growth on USS.			Datix completed.			Maternity adverse occurrence			Neonate			Delivery of baby born below 10th centile			None			None			None			All babies born with a BWC under the 10th centile are datix reported for review and audit. Audit is ongoing assessing the identification of babies who are small for gestational age and assessment of care planning. The radiology department are reviewing the radiology images for all scans where there was a missed opportunity to identify a baby under the 10th centile for learning and themes			Reported for ongoing audit purposes. Superintendent sonographer to review images and feed back to team.						Reported for ongoing audit purposes. Superintendent sonographer to review images and feed back to team.			7/10/24


			59449						Logged in form			Under Investigation			Patient/Service User			ALNOUR SUHA			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Antenatal Clinic - Acute Hospital						7/15/24			7/9/24												Ms Katie Maiden			ANTHAL requested via ETR for haemoglobinopathy testing when family origins mean that ANSCT should have been requested
Only picked up by the laboratory because the MCH <27 therefore the ANSCT was automatically reflexed - if the MCH was >27 the result would have been released and no further testing would have been done
Contacted SANC who confirmed family origins and that ANSCT should have been selected
(Near miss scenario)
			ANSCT processed
ANTHAL request rejected			Assessment, Investigation, Diagnosis			Diagnostic testing - Pathology			Failure to follow protocol/SOP			None			None						This needs investigating by the Antenatal and new born screening midwife


			59275						Logged in form			Under Investigation			Patient/Service User			CARA BABY			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Delivery Room			LDU			7/11/24			7/11/24			23:45									Laura Morris			Mother was receiving IV antibiotics for UTI in the 24 hrs immediately prior to her EL LSCS (I.e not for prophylaxis). Baby was not SRC scored following birth.			discussed with neonatal team who advised SRC scoring was requred and would review. SRC obs performed.			Assessment, Investigation, Diagnosis			Screening and surveillance			Delay to refer			Low			Low						Missed SRC scoring from delivery. To be investigated by the labour ward manager.



			59349						Logged in form			Closed			Staff/Contractor			SMYTH MARY 			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 19						7/13/24			7/11/24									Mrs Liz Garland			Sarah Thomas			Caring for a woman on ward 19 whose partner was hostile and verbally abusive towards the midwife providing care. 			Ward manager and staff on ward informed. Community midwives updated.			Behaviour (including violence and aggression)			Verbal assault (swearing etc.)			Member of the public to staff			None			None			None			Discussed with the ward manager . Staff member spoken to and welfare checked and verified. Email sent to the community team to highlight issue and to ensure information sharing completed.			No harm caused. Staff member spoken to by ward manager and was physically and emotionally well following the incident.						None			7/15/24


			59284						Logged in form			Closed			Patient/Service User			WILLIAMS KAISHA			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 19						7/12/24			7/12/24									Mrs Liz Garland			Maria Nash			IOL not transferred to CDS within 24hrs being deemed ARMABLE. 			Close monitoring and Observation on ward 19, Apologies given, CDS aware the need of transfer   			Treatment, Procedure			Treatment or procedure issues			Treatment or procedure delayed			None			None			None			Delay caused by acuity on labour ward. For investigation by ward manager into out come for family.

Case notes reviewed. Kaisha discharged home following doctors review on 14/07/24.
No ill effects for mother or baby as a result of delay in transfer for augmentation			Workload within the unit contributed to a delay in transfer of this patient. 
No harm caused as a result
						No lesson learned			7/15/24


			59320						Logged in form			Closed			Patient/Service User			GARDNER GEORGIA			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 19						7/12/24			7/12/24			12:50						Mrs Liz Garland			Maria Nash			Awaiting arm over 24 hours on ward 19 during IOL process 			Apologies provided, CTG performed to ensure fetal wellbeing.  Stretch and sweep offered and accepted.  			Treatment, Procedure			Treatment or procedure issues			Treatment or procedure delayed			Low			Low			None			Delay due to acuity on labour ward.
For investigation by ward manager 
			Acuity within the department contributing to minor delay in transfer to labour ward for augmentation
No harm caused.
Mother and baby discharged home safely.						No lessons learned			7/15/24


			59335						Logged in form			Closed			Patient/Service User			STEPHENS ASHLEIGH			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Delivery Room			room 2			7/12/24			7/12/24			15:18						Tania Peverley			Sarah Thomas, Tania Peverley			baby born 1.6th centile on bwc
expected below 10th hence iol			paeds informed observations 
feed early
hypopathway			Maternity adverse occurrence			Neonate			Delivery of baby born below 10th centile			None			None			None			All babies born with a BWC under the 10th centile are datix reported for review and audit. Audit is ongoing assessing the identification of babies who are small for gestational age and assessment of care planning. The radiology department are reviewing the radiology images for all scans where there was a missed opportunity to identify a baby under the 10th centile for learning and themes. 

SGA identified on scan and appropriate care for IOL commenced.
 
 

			SGA detected and induction of labour planned to expedite birth as per guidelines.						No Lessons learned			8/7/24


			59350						Logged in form			Under Investigation			Patient/Service User			WILLIAMS KAISHA			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Central Delivery Suite			ward 21			7/13/24			7/12/24			16:24									Laura Morris			shoulder dystocia 
			McRoberts
super pubic pressure			Maternity adverse occurrence			Maternal			Birth trauma			Moderate			Low						Mother and bay have been discharged home. No harm caused.
For case review by ward manager


			59351						Logged in form			Under Investigation			Patient/Service User			WILLIAMS KAISHA			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Central Delivery Suite			ward 21			7/13/24			7/12/24			16:24									Laura Morris			post partum haemorrhage 			syntometrine 
TXA
syntocinon 40IU			Maternity adverse occurrence			Maternal			Major post-partum haemorrhage (> 1500mls)			Severe			None						PPH known complication of child birth.
Mother and baby have been discharged home.



			59352						Logged in form			Closed			Patient/Service User			YAMAC BETUL			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Central Delivery Suite						7/13/24			7/12/24			04:12						Tania Peverley			Sarah Thomas, Shaun James, Tania Peverley			Baby born by Kiwi delivery. 2940g. birthweight centile 1.6. Has been having serial growth scans with growth between 10th and 50th centile			Baby commenced on hypoglycaemia pathway			Maternity adverse occurrence			Neonate			Delivery of baby born below 10th centile			Low			Low			Low			All babies born with a BWC under the 10th centile are datix reported for review and audit. Audit is ongoing assessing the identification of babies who are small for gestational age and assessment of care planning. The radiology department are reviewing the radiology images for all scans where there was a missed opportunity to identify a baby under the 10th centile for learning and themes. 
 
This was not identified by USS so images will need to be reviewed			The radiology department are reviewing the radiology images for all scans where there was a missed opportunity to identify a baby under the 10th centile for learning and themes. 
 
						To be identified following review of images by radiology			8/7/24


			59348						Logged in form			Closed			Patient/Service User			LEWIS DANIELLA			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Central Delivery Suite						7/13/24			7/13/24									Mrs Liz Garland			Sarah Thomas			BWC 1.8
32+6/40 spontanous labour and delivery
serial scans for previous small baby
plotting just below 10th centile on last uss			DATIX
baby on SCBU			Maternity adverse occurrence			Neonate			Delivery of baby born below 10th centile			Low			None			None			All babies born with a BWC under the 10th centile are datix reported for review and audit. Audit is ongoing assessing the identification of babies who are small for gestational age and assessment of care planning. The radiology department are reviewing the radiology images for all scans where there was a missed opportunity to identify a baby under the 10th centile for learning and themes. 
 
This baby was identified as SGA on scan.			SGA identified by USS.
No harm caused. 
Infant on NICU for prematurity						No lessons learned.
Appropriate diagnosis of SGA baby.
			7/15/24


			59355						Logged in form			Closed			Patient/Service User			DAVIES COURTNEY			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg)			Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 19			room 12			7/13/24			7/13/24			03:15						Mrs Liz Garland			Maria Nash			Patient was in room 12 for early labour care. At 02:10 midwife wanted to transfer care to labour ward as there was a maternal tachycardia and there was difficulty in differentiating this from the fetal heart rate. CTG commenced. Maternal pulse was above 120bpm. Patient declined to go to labour ward even though this was not an appropriate place for birth on the ward and not suitable for the midwife led unit. Patient understood these risks. At 03:30 Patient was in active labour pushing, again refusing transfer to labour ward and wishing to give birth on antenatal ward. Patient also declined sepsis bloods due to maternal tachycardia. At 03:35 Patient declined CTG monitoring but accepted intermittent auscultation although this wasn't an appropriate method of monitoring. Maternal heart rate remained at 125bpm. Baby delivered, uneventful vaginal delivery at 04:10 with 2 midwives at attendance. 			Labour ward coordinator informed of all events. Birth pack and emergency medication available if needed including resuscitaire for infant. Routine postnatal care provided on antenatal ward, no complications arisen.			Transfer, Discharge			Transfer			Transfer delay - other			None			None			None			Mother and bay well following NSD on the antenatal ward.
Transfer advised but declined by patient.
For ward manager to review the incident.
No harm caused

Case reviewed.
All care appropriate
Patient unwilling to move to appropriate area for labour and birth
Labour ward coordinator informed of all events. 
NSD and routine care provided on antenatal ward, transferred to postnatal ward  then discharged home appropriately 			Choice facilitated and care appropriate
No harm caused
All remedial actions undertaken by staff such as gathering all equipment to mitigate risk.
No harm caused						No lessons learned
Appropriate care provided
No harm caused			7/15/24


			59401						Logged in form			Closed			Organisation						Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Obstetric Theatres			ward 20			7/14/24			7/13/24			02:00						Mrs Liz Garland			Mrs Kate Bannister			NICU were contacted multiple times to carry out IV antibiotics on Ward 20. NICU staff explained that they could try and help with one of the doses. NICU staff were later contacted again to help with more antibiotics due to there not being enough IV trained midwives available. NICU staff were made to feel guilty that the dose of antibiotics was going to be late on ward 20. 			Staff from NICU went to check and administer the antibiotics. 			Infrastructure (including staffing, facilities, environment, security)			Staffing			Lack of suitably trained staff			Low			None			None			Unplanned absence of Band 6 midwives identified support was needed for administration of IV abx			Unplanned absence of Band 6 midwives for the night shift resulted in the skill mix on the unit being unable to perform baby iv abx. This was unavoidable. MOC was aware and advised SCBU could help						Unplanned absence - Manager on call asked NICU to support services			7/31/24


			59392						Logged in form			Closed			Patient/Service User			GARDNER GEORGIA 			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Delivery Room						7/14/24			7/14/24			03:21						Mrs Liz Garland			Sarah Thomas, Tania Peverley			Missed SGA baby 
BWC4.6			baby observations 			Assessment, Investigation, Diagnosis			Diagnostic testing - Radiology			Other			Low			Low			None			All babies born with a BWC under the 10th centile are datix reported for review and audit. Audit is ongoing assessing the identification of babies who are small for gestational age and assessment of care planning. The radiology department are reviewing the radiology images for all scans where there was a missed opportunity to identify a baby under the 10th centile for learning and themes. 
 
			Following extensive audit into the reason for missed SGA, the two themes are inaccuracy of USS and SFH measurement.

USS did not identify SGA


						Sonographers to review images , update datix and this will inform their training requirements if any for the team.			7/31/24


			59393						Logged in form			Closed			Patient/Service User			GILES URSULA			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Non Health Board Premises / Patients Home / Patients Home						7/14/24			7/14/24									Mrs Liz Garland			Mrs Rhiannon Griffiths, Stella White			BBA at home, attended by paramedics. Patient and baby then quickly transferred to labour ward to continue care.			datix			Maternity adverse occurrence			Neonate			Delivery of baby with no professional in attendance (e.g. Born before admission (BBA))			None			None			None			Appropriate care and transferred to singleton for routine postnatal care.
Currently on ward 20, awaiting social service involvement.
Mother and baby well			No harm caused.
Rapid delivery at home
All subsequent care provided appropriately						No lessons learned			8/7/24


			59400						Logged in form			Closed			Patient/Service User			GARDNER GEORGIA			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Delivery Room			room 3			7/14/24			7/14/24			03:21						Mrs Liz Garland			Sarah Thomas, Shaun James, Tania Peverley			baby bwc 4.6 below the 10th centile
not picked up on scan 
serial scans for raised bmi...growth was plotted just under 50th centile on 20/6/24 linear			datex completed 
baby 3200kg			Maternity adverse occurrence			Neonate			Delivery of baby born below 10th centile			None			Low			None			All babies born with a BWC under the 10th centile are datix reported for review and audit. Audit is ongoing assessing the identification of babies who are small for gestational age and assessment of care planning. The radiology department are reviewing the radiology images for all scans where there was a missed opportunity to identify a baby under the 10th centile for learning and themes. 
 
SGA not identified by USS			Following extensive audit into the reason for missed SGA, the two themes are inaccuracy of USS and SFH measurement.

USS did not identify SGA

						For images to be reviewed by sonographer, findings to inform the teams ongoing learning
			7/31/24


			59408						Logged in form			Closed			Patient/Service User			DAVIES STACEY			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Non Health Board Premises / Patients Home / Patients Home						7/14/24			7/14/24			08:14						Mrs Liz Garland			Mrs Rhiannon Griffiths, Stella White			Unplanned Homebirth 
Midwife called by patient to report urge to push - at home, no time to travel to planned birth place
G2 P1 EDD 14/7/24 			Midwife advised patient to ring 999
Midwife contacted Singleton Obstetric Unit to advise of emergency 
Midwife contacted 2nd midwife for support 
Birth of baby 14 minutes after midwife's arrival - 2nd midwife present 
Paramedics arrived post birth at 8:20 
			Maternity adverse occurrence			Neonate			Other maternity adverse occurrence			None			Low			None			Incident reviewed by Team Manager - all correct procedures followed 
Rapid progress of labour due to parity - unable to travel to chosen place of birth
Mother and baby well
No harm caused
			All appropriate care provided - no alternative actions could have been taken.
Both mother and baby well. 						N/A
Unavoidable incident and all appropriate actions taken			8/7/24


			59506						Logged in form			Closed			Staff/Contractor			DINIZ  ANA			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Central Delivery Suite						7/15/24			7/15/24			09:30						Mrs Liz Garland			Laura Morris, Mrs Felicity Curtis			Midwife assisting patient to stand to be weighed. Patient lost balance on standing and hand on Midwives shoulder to steady herself. Resulted in jolting of midwives back. Patient weight = 153kg. Witnessed by 2 students and 2 members of staff. 			Midwife informed co-ordinator. 

Myself made aware at 17:00 as 2nd Band 7 on shift, as Midwife in tears in corridor from pain. Midwife explains experiencing electrical shooting pains down spine and legs since incident and becoming increasingly painful. Has taken analgesia with no effect. 

Advised to finish work now and not drive self home. I called MOC to inform. Staff member advised to attend minor injuries for assessment. 			Accident, Injury			Manual Handling - Patient/service user handling			Management of the falling patient/service user			Low			Low			None			All management of the staff member appears to be appropriate. email received from the labour ward coordinator on shift at the time explains staff member attended minor injuries unit .
			Spoken to member of staff, back pain has eased. Has contacted GP and self referral to physiotherapy services. 
Will be returning to work tonight.						nil 			7/17/24


			59511						Logged in form			Under Investigation			Patient/Service User			WILLIAMS JESSICA			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Central Delivery Suite						7/15/24			7/15/24			12:16									Laura Morris			Impacted fetal head diagnosed at Emergency LSCS			Impacted fetal head proforma followed			Maternity adverse occurrence			Neonate			Impacted Fetal Head			Low			Low						Discussed case with labour ward both mother and baby well and are being transferred to the postnatal ward.
No harm caused.



			59536						Logged in form			Closed			Patient/Service User			SMITH CHLOE			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 19						7/16/24			7/16/24			11:52						Mrs Liz Garland			Maria Nash			Delayed on ARM due to CDS being busy at the moment 			Carry out regular monitoring, FM, PV loss and the pain ratio. Apologies given to the patient for the delay. 			Treatment, Procedure			Treatment or procedure issues			Treatment or procedure delayed			None			None			Low			Acuity within the service has caused minor delay in ongoing care plans.
Appropriate increased observations in place in the meantime.
Delay managed appropriately for safety due to high acuity in unit			Managed appropriately 						Managed appropriately 			7/22/24


			59564						Logged in form			Closed			Patient/Service User			KNOX GIRL			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Central Delivery Suite			LW Theatre			7/16/24			7/16/24			13:00						Mrs Liz Garland			Laura Morris			I was a part of an emergency caesarean section. I had a new doctor assisting me. The abdomen was quite tense. The Doyen's was way bigger forWhile incising the uterus the doyen's which was bigger to fit in the pelvis slipped obscuring my vision thereby causing a <1cm scalp laceration on baby's left temporal region of the scalp. I have debriefed the parents about the same. There was no bleeding or any further intervention that was needed.			Debriefed parents
Reviewed by neonates - no concerns			Treatment, Procedure			Treatment or procedure issues			Unintended injury during procedure			Low			Low			Low			Mother and Baby now on post natal ward. 
Two small lacerations on baby's head , mum aware
No concerns, has been seen by paediatricians 
			Known complication from LSCS. Stated on consent form and signed
Parents informed 
No treatment required
Appropriate care following birth						No lessons learned			7/18/24


			60096						Logged in form			Closed			Patient/Service User			THOMAS CATHERINE			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 19			AAU			7/24/24			7/16/24									Mrs Liz Garland			Maria Nash			Patient sent to AAU from ANC NPT due to hypertension 38/40
Patient known to have PIH and medicated on 200mgs labetalol QDS, patient previously had BP checks twice a week 
Patient seen in AAU and assessed and discharged home normotensive 
AAU did not contact community team to inform them patient had been discharged from AAU and patient did not see obstetrician for plan for IOL in regards to hypertension nor any obstetric follow up (no follow up consultant appointment arranged in ANC)

Patient seen in community clinic on due date 8 days later, and had not had BP check since being in singleton nor any obstetric plan for IOL in regards to being medicated on labetalol for PIH.			Obstetric reg on call phoned and explained above situation, advised to come into singleton immediatley for review and to make plan for IOL/BP monitoring etc.			Maternity adverse occurrence			Maternal			Other maternal adverse occurrence			Low			Low			Low			Attended AAU for BP check. Normotensive on arrival, no proteinuria. Discharged to community midwife with next community appointment in records. However Plan by consultant was to discuss IOL, this wasn't done. 			No clear follow up plan in place 						Staff unfamiliar with AAU practices. 			8/7/24


			59637						Logged in form			Closed			Patient/Service User			D'ANGELI KAYLEIGH			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Central Delivery Suite						7/17/24			7/17/24									Mrs Liz Garland			Shaun James, Tania Peverley			Baby born below 10th centile			Baby born 3060g , On 7.3 centile, EFW on scan was below 50th.
Mum is smoker on growth scans with calcified placenta			Maternity adverse occurrence			Neonate			Delivery of baby born below 10th centile			Low			None			None			All babies born with a BWC under the 10th centile are datix reported for review and audit. Audit is ongoing assessing the identification of babies who are small for gestational age and assessment of care planning. The radiology department are reviewing the radiology images for all scans where there was a missed opportunity to identify a baby under the 10th centile for learning and themes. 
 
 All missed cases from USS are having all images reviewed by the superintendent sonographer.			Following extensive audit into the reason for missed SGA, the two themes are inaccuracy of USS and SFH measurement.

USS did not identify SGA
						Email superintendent sonographer to review the images for their on going learning			7/31/24


			59781						Logged in form			Under Investigation			Patient/Service User			GAINES GEORGIA			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Delivery Room			Theatre			7/19/24			7/17/24			16:20									Mrs Felicity Curtis, Ms Melanie Llewelyn			Woman on theatre bed - high BMI - weighing 20 stone.
Had spinal and was effective.
Inserting catheter with medical student.
Without incident, woman started to fall off table. 
As a natural reaction, I caught her weight to stop her falling off the theatre table - injuring my lower back. 			Rest of theatre team helped to place her back onto the table. 
No harm to the woman apart from being shaken by incident. 
I have been taking Ibuprofen for back pain and am in touch with my medical insurance physiotherapist. 
			Accident, Injury			Manual Handling - Patient/service user handling			Management of the falling patient/service user			None			Low						Midwife undertook a task which is not advised which caused injury to her back


			59656						Logged in form			Under Investigation			Patient/Service User			WILLIAMS TERRI			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 19						7/18/24			7/18/24												Laura Morris			Shoulder dystocia birth 
head delivered at 03:18
born at 03:22			call initiated
datix submitted			Maternity adverse occurrence			Neonate			Shoulder dystocia			None			Low						To be reviewed in incidents


			59736						Logged in form			Closed			Patient/Service User			CHELLEY STACEY			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 19						7/19/24			7/18/24									Mrs Liz Garland			Maria Nash			G3   P0 39+4 admitted to ward 19 for IOL for raised BMI. Due to acuity on CDS IOLS on hold and unable to commence IOL. 			Apologies given. Close observation and monitoring on ward 19.			Treatment, Procedure			Treatment or procedure issues			Treatment or procedure delayed			None			None			Low			Escalation within unit - decision to place on hold some inductions of labour. No adverse outcomes			Delay due to acuity in unit. Managed appropriatley. 						Escalated appropriately and decision to put on hold until acuity settled			7/31/24


			59740						Logged in form			Closed			Patient/Service User			HORTON JESSICA			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 19						7/19/24			7/18/24									Mrs Liz Garland			Maria Nash			Ongoing IOL at T+8  for maternal request. Had 1 xpropess. Unable to receive 1st prostin due to IOLs on hold due to unit acuity. 			Apologies given. Close observation and monitoring on ward 19. 			Treatment, Procedure			Treatment or procedure issues			Treatment or procedure delayed			None			None			Low			Escalation to MOC night of 18/7 - acuity -1.4, Unit on red. IOL placed on hold selectively - as maternal request IOL able to place on hold until morning			Managed appropriately 						Managed appropriately. 			7/31/24


			59744						Logged in form			Closed			Organisation						Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Obstetric Theatres			Main obstetric theatre			7/19/24			7/18/24			00:50						Mrs Liz Garland			Laura Morris			Partner of woman wanted to go over to resucitaire to see infant following LSCS. On getting up to walk across he caught his foot on the SATs cable and pulled the fetal monitor off the stand onto the floor. The partner was not injured in any way and the monitor appeared to be working following.			The partner was asked if there was any injury from the incident and stated that he was ok. The monitor was examined and appeared to be intact. It was to be checked by Medical physics.			Equipment, Devices			Medical devices			Accidental damage / loss			Low			None			None			No harm caused to the patient partner or the equipment.
Email sent to incident reporter to identify the patient relative for the datix. No reply as yet. 
No harm caused			Reporter unable to recall patient details. No harm caused or reported to patients partner. Therefore to close						Reporter unable to recall patient details. No harm caused or reported to patients partner. Therefore to close			8/7/24


			59776						Logged in form			Under Investigation			Patient/Service User			WILD ANDORA			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Theatre 1						7/19/24			7/19/24			11:29									Laura Morris			PPH of 1616mls in Main Theatre during an EL LSCS. 

			Obs Cymru commenced.
Increased observations.
Verbal debrief with patient.

			Maternity adverse occurrence			Maternal			Major post-partum haemorrhage (> 1500mls)			None			None						For review of PPH in line with All Wales Maternity triggers


			59819						Logged in form			Closed			Patient/Service User			MANICKAM GAYATHRI			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Delivery Room						7/20/24			7/19/24			16:50						Mrs Liz Garland			Mrs Rhiannon Griffiths, Sarah Thomas, Stella White			Infant born by spontaneous vaginal birth, birth weight 2820g - Birth weight centile = 8.6, no serial growth USS in pregnancy. 			Datix completed.			Maternity adverse occurrence			Neonate			Delivery of baby born below 10th centile			None			None			None			Case reviewed , community midwives SFH measurements show baby well grown almost on the 90th centile. Baby born below the 10th centile.
All USS missed SGA babes referred to the sonographer to review images.
Community based missed SGA to be highlighted to the community team leaders for a learning conversation on appropriate SFH measuring techniques within the teams they manage.
City Team			SFH measurements show growth to just below 90th centile. 
BWC below the 10th centile.
Missed SGA diagnosis and opportunity for  increased fetal surveillance.
						Possible need for SFH measuring technique training for community midwives.			7/22/24


			60018						Logged in form			Closed			Patient/Service User			LEWIS RHIANNON			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Neath Port Talbot Hospital / Antenatal Clinic - Acute Hospital			Antenatal clinic			7/23/24			7/19/24			09:45						Mrs Liz Garland			Mrs Rhiannon Griffiths			Clerical error-
Patient attended for QUAD test on 19.7.24 as Nuchal Translucency was unobtainable at dating scan. appointment made for 18 weeks gestation. Laboratory emailed Antenatal clinic 23.07.2024 as they had flagged up that the Gestation at time of taking blood sample was in fact 18+1/40 and therefore test rejected as gestation is outside of their parameters. 			Discussed with senior manager and in this circumstance and due to clinic error the non invasive prenatal testing (NIPT)can be offered and trust will cover the cost.
Antenatal clinic reception staff manager informed.
Patient informed and apologies given, NIPT offered. Patient informed that if she wants to put in a formal complaint then to contact PALS.			Assessment, Investigation, Diagnosis			Screening and surveillance			Screened Inappropriately - Outside age parameters			None			None			None			Error made in miscalculating gestation and appointment provided for a date outside the testing parameters set out by ASW.			Error made in miscalculating gestation and appointment provided for a date outside the testing parameters set out by ASW.						Mitigation to be put in place with immediate effect for clinic Midwives to confirm the gestation when women attend for Quad testing.
Woman has been contacted and informed of the error. Apologies given and details for PALS provided. NIPT screening offered and accepted. Health board will fund the cost of the test. Woman attending on 26/7/24 for NIPT test.			7/31/24


			60129						Logged in form			Closed			Patient/Service User			DRUMMOND JOELLE			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Central Delivery Suite						7/24/24			7/19/24									Mrs Liz Garland			Sarah Thomas			This patient attended with PET, and has had a retina detach, ? because of the PET			PET management, ophthalmology review and follow up, MDT response 			Accident, Injury			Patient injury			Injury of unknown origin / unwitnessed			Low			None			None			P2 emergency LSCS for DCDA twins with severe PET
Deranged bloods 
CT performed C?O visual disturbances following birth
Ophthalmology referral and review performed MDT review including medical review. performed
Appropriate care and continue to be cared for on the postnatal ward.
Detached retina confirmed as a result of severe PET.
All care and MDT response appropriate.
No care failings or harm caused
			Severe PET 
eye issues known complication of severe PET
MDT response appropriate.
No harm caused
All care appropriate						No lessons learned			7/31/24


			59811						Logged in form			Closed			Patient/Service User			MATHEW MERRY			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Central Delivery Suite			Theater			7/20/24			7/20/24			01:18						Mrs Liz Garland			Laura Morris			G2 P1  at 32weeks and 1 day pregnant. Had previous preterm emergency LSCS at 28 weeks in India for pre-eclampsia. Delivered live boy  via Emergency Lower Segment  Caesarean Section by breech extraction with A/s 7(1)10(10) with good blood gasses venous PH 7.22 and BE -4.4 with arterial ph7.15and BE -2.1. Birthweight was 1300gms with BWC of 0.3 SGA. Had LSCS due to mum being pre-eclamptic again on Labetalol and Nifedepine. Anticipated Birth weight thought to be under 10 th centile. Dawes Redman CTG not meeting criteria. USS on 18/07 /24 showed reduced AFI and increased P Infant admitted to NICU.  Initially  cat 2 section changed to Cat 1. as decelerations occured when having  loading dose of magnesium Sulphate. 			Infant care as per neonatal team plan and mums care as per obstetric team plan.			Maternity adverse occurrence			Neonate			Delivery of baby born below 10th centile			None			None			None			All babies born with a BWC under the 10th centile are datix reported for review and audit. Audit is ongoing assessing the identification of babies who are small for gestational age and assessment of care planning. The radiology department are reviewing the radiology images for all scans where there was a missed opportunity to identify a baby under the 10th centile for learning and themes. 
The growth for this baby was identified as < 10th centile. NOT a missed case.
All care appropriate
No harm caused			No harm caused
All care appropriate						No lessons learned			7/31/24


			59861						Logged in form			Under Investigation			Patient/Service User			BRANNIGAN MOLLY			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg)			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Delivery Room			theatre A			7/21/24			7/20/24			10:40									Sarah Thomas, Sian Thomas-Evans			Unexpected admission of Term baby to NICU.
Attended triage at 1005 with DFM and ? early labour. Abnormal CTG immediately. escalated to registrar at 1020,into theatre at 1026. Delivery via EMLSCS at 1040. APGARS 6,7,9. Cord gases obtained and within normal limits. Baby transferred to NICU for respiratory support.			Neonatal doctors present at delivery.			Access, Admission			Unexpected admission / readmission or attendance			Unexpected admission / readmission to intensive care			Moderate			None						Abnormal CTG recognised and acted on in a timely manner.
Appropriate expeditated delivery for same.
No harm caused
For full MDT review in ATAIN


			59887						Logged in form			Closed			Patient/Service User			CHELLEY STACEY			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Delivery Room						7/21/24			7/21/24									Mrs Liz Garland			Laura Morris			patient required transfer to theatre for instrumental trial
unable to transfer dur to case in main theatre on cds and no second team available to open backup 			datix completed			Access, Admission			Access to services or admission delayed			Allocation delay - No / lack of available resources			None			None			None			Notes delay in transfer to theatre due to emergency on labour ward. Linked to theatre second risk.
Good communication with Obstetric team with review during delay. Excellent documentation.
Transferred to theatre at 15.36 hours
Birth of baby by NBF at 16.20 hours.
Apgars 8 at 1 and 9 at 5
No concerns or adverse outcome due to delay			Linked to risk register for opening of a second theatre. SOP in place. No adverse outcome due to delay in transfer to theatre. 						Linked to risk register for opening of a second theatre. SOP in place. No adverse outcome due to delay in transfer to theatre. 			8/7/24


			59896						Logged in form			Closed			Patient/Service User			EDWARDS AMY			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 19						7/21/24			7/21/24			12:30						Mrs Liz Garland			Maria Nash			Awaiting ARM > 24 hours 			CDS informed.  Apologies provided.  CTG performed to ensure fetal wellbeing.			Treatment, Procedure			Treatment or procedure issues			Treatment or procedure delayed			Low			None			None			Delay in transferring patient to CDS due to acuity within the unit 
All appropriate observations and fetal survellience perofrmed while waiting t=fot transfer.
Both twins on and below 10th centile
Delivered by LSCS
No harm caused.
Currently on ward 20 in TC .

			High unit acuity caused delay in transfer to CDS for ongoing augmentation.
No harm caused.
Tins delivered safely by LSCS as IOL failed
						No lessons learned			7/31/24


			59899						Logged in form			Closed			Patient/Service User			LAW HANNAH			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 19						7/21/24			7/21/24			21:26						Mrs Liz Garland			Maria Nash			Delayed in transferring to CDS for ARM due to CDS being busy, Apologies given to patient and meanwhile, Routine observations and wellbeing of patient and fetus continues. regular monitoring of the fetus carried out, patient offered regular analgesia to manage any pain.  			Routine observations and wellbeing of patient and fetus continues. regular monitoring of the fetus carried out, patient offered regular analgesia to manage any pain.  			Treatment, Procedure			Treatment or procedure issues			Treatment or procedure delayed			None			None			Low			Delay in transfer of patient for ongoing IOL due to acuity.
Appropriate care provided while awaiting transfer.			Delay for safety. Managed appropriately 						Managed appropriately 			7/31/24


			60032						Logged in form			Management review/Make it safe plus			Organisation						Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Antenatal Clinic - Acute Hospital			The exact location was actually in Prince Philip Hospital antenatal clinic in Llanelli			7/23/24			7/22/24												Abigail Morris			I was rostered to provide a registrar-only antenatal clinic in PPH. I arrived at 0855 and was informed that the clinic had not been told that the consultant was not attending, and that there were 22 patients to see.
I worked until after 3pm without a break.  

I was then rostered for a second antenatal clinic in Singleton at 1.30pm but sis not reach there until nearly 4pm despite not stopping for lunch and driving straight there. This second clinic had 27 patients in, but did have a consultant present.			I apologised to all patients for the 3 hour wait, and advised them on how to complain.
I have emailed the directorate manager.			Infrastructure (including staffing, facilities, environment, security)			Staffing			Lack of suitably trained staff			None			None						Logistical clinic rosters and management of Obstetric allocation to be reviewed by department leads


			60078						Logged in form			Under Investigation			Patient/Service User			JOBLING KATE			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Central Delivery Suite						7/24/24			7/22/24												Sarah Thomas, Sian Thomas-Evans			Term admission to NICU			For review in ATAIN			Maternity adverse occurrence			Neonate			Unexpected admission to neonatal unit (gestation 37 weeks+)			None			Low						Unexpected admission to NICU
Full MDT ATAIN review required ASAP


			60079						Logged in form			Under Investigation			Patient/Service User			GODFREY TARA			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Central Delivery Suite						7/24/24			7/22/24												Sarah Thomas, Sian Thomas-Evans			Term admission to NICU			For review in ATAIN			Maternity adverse occurrence			Neonate			Unexpected admission to neonatal unit (gestation 37 weeks+)			None			Low						Unexpected admission to NICU
To be reviewed in MDT ATAIN meeting ASAP


			60176						Logged in form			Closed			Patient/Service User			FITZGIBBON CHANTEL			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 20			Maternity Ward 20			7/25/24			7/22/24			13:00						Mrs Liz Garland			Mrs Kate Bannister			Transfer of care received from neighbouring health board.  All care plans and safeguarding information saved onto maternity safeguarding shared file for access during admission.
Patient admitted for birth.  Care documented in safeguarding file, deterioration of mental health documented.  No escalation for mental health assessment by a mental health practitioner evident. 
Patient discharged without communicating deterioration or plans for discharge to responsible mental health practitioner or perinatal mental health service.			Clarification of discharge pursued to inform perinatal mental health team of discharge from hospital to arrange follow up review and monitoring.			Communication			Communication issues			Communication issues between agency / multiagency			Low			None			None			Action added to datix - Midwife to undertake reflection regarding referral to Mental Health services			CSFM referral made for midwife to discuss referral pathways for MH						CSFM referral made for midwife to discuss referral pathways for MH			8/7/24


			59971						Logged in form			Closed			Patient/Service User			EDWARDS AMY			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Central Delivery Suite						7/23/24			7/23/24									Mrs Liz Garland			Sarah Thomas			DCDA twins IOL for tailing growth/SGA
Twin 1 BWC 0.2 < 10th 
Twin 2 BWC 1.6 on 10th 			Hypopathway for both twins
Keep warm 			Maternity adverse occurrence			Neonate			Delivery of baby born below 10th centile			Low			None			None			SGA was identified on scan 
Care plans as per guidelines
IOL for reduced growth
Mum and babies both well.			Reported for ongoing audit purposes.
Appropriate care provided 
Serial growth scans performed
SGA identified
IOL as per guideline
Safe mother and babies.						No lessons learned			7/23/24


			59981						Logged in form			Closed			Patient/Service User			WILLIAMS SACHEY			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Central Delivery Suite						7/23/24			7/23/24									Mrs Liz Garland			Sarah Thomas			Birth of Live male via EMCS for fetal distress @ 39+4
Estimated to be on the 50th centile via symphysis fundal height.
Birth weight 2820g, BWC 5.0 on gap grow. 			Datix for undiagnosed SGA, appropriate care of newborn. 			Maternity adverse occurrence			Neonate			Delivery of baby born below 10th centile			Low			Low			None			Missed SGA baby through SFH measurements. 
No harm caused. 
Mum and baby well.
 			Missed SGA baby and increased surveillance antenatally 
Community leads informed for learning						Community leads informed for learning			7/23/24


			59984						Logged in form			Under Investigation			Patient/Service User			EDWARDS AMY			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Central Delivery Suite						7/23/24			7/23/24			06:30									Sarah Thomas, Sian Thomas-Evans			DCDA twins born by emergency caesarean for obstructed labour. Twin one birth weight centile = 0.2, admitted to NICU at approx 6 hours of age due to respiratory distress.			Twin two also treated with IV antibiotics. CDS coordinator aware.			Maternity adverse occurrence			Neonate			Unexpected admission to neonatal unit (gestation 37 weeks+)			None			None						Twins induced as identified SGA babies.
Appropriate care plans as per guidelines for SGA
Operative delivery with one twin needing respiratory support and admitted to NICU
For full review in ATAIN meeting


			60051						Logged in form			Closed			Patient/Service User			GASSER CHARLOTTE			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 19			Room 4, Bed 3			7/24/24			7/23/24			22:52						Mrs Liz Garland			Maria Nash, Sarah Thomas, Sian Thomas-Evans			Woman requesting analgesia. Attended bedside to administer and woman felt anal pressure. On further V.E 8cm dilated @ 22.46, Vertex visible@ 22.49. SVD @ 22.52			Unit coordinator advised. Baby delivered on ward 19			Maternity adverse occurrence			Maternal			Other maternal adverse occurrence			None			Low			None			G2 P1 IOL for SGA on ward 19 on 21/07/24
Appropriate care Plan
Propess administered at 15.50
Appropriate care provided for next 24 hours
Further prostin 22/07/24 17.00 hrs
Paracetamol, codeine and pethidine administered during the day.
SROM 21.40 pm
22.00 CTG in situ, Requesting partner to be brought in
22.20 VE 3 cm dilated
22.25 CDS asked for transfer
Acuity does not permit transfer
22.45 Pethidine checked out of CD cupboard
22.45 VE 8cm
Vaginal Birth at 22.52
23.35 Paediatricians at bedside
00.35 Baby transferred to NICU
			No harm caused by not transferring to CDS.
Appropriate care provided in that setting.
						No lessons learned			8/7/24


			60063						Logged in form			Closed			Organisation						Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Central Delivery Suite						7/24/24			7/23/24			19:00						Mrs Liz Garland			Mrs Felicity Curtis, Mrs Tracey Edey			13 midwives on unit overnight			Informed Manager on call at 19:45. IOL selectively delayed at start of shift.			Infrastructure (including staffing, facilities, environment, security)			Staffing			Lack of suitably trained staff			None			None			None			No impact on patient care , all inductions were selectively  delayed based on clinical need
			KB MOC for night.
Informed 13 on shift - all areas staffed appropriate. Escalation guidance commenced and IOL placed selectively on hold. Midwives in all areas including 2 in AAU
On review sickness of two midwives that day reduced to 13 - went to bank and agency no uptake.
No further escalation through night. 						None - appropriate use of escalation guidance			7/31/24


			60052						Logged in form			Closed			Patient/Service User			GASSER CHARLOTTE			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 19			Room 4 Bed 3			7/24/24			7/24/24			00:35						Mrs Liz Garland			Sarah Thomas, Sian Thomas-Evans			Unexpected admission to SCBU			Infant born 23/7/24 @ 22.52 Apgars 9,10,10
@ 23.35 paeds called as baby grunty and dusky
@ 00.35 24/7/24, baby transferred to SCBU ? PULMONARY HYPRTENSION			Maternity adverse occurrence			Neonate			Unexpected admission to neonatal unit (gestation 37 weeks+)			None			None			None			Baby transferred to NICU after rapid delivery following IOL
Baby known to be below 3rd centile.
Crash call after an hour post birth - baby intubated and ventilated immediately.
Sats low ++

Obstetric review in ATAIN 24/07/24
ST STE and KA
G3 P1
Booked MLC 
Serial scans as HC small on anomaly scan
Seen at 26 weeks in ANC EFW > 10th centile back to MLC
However was rescanned 4 weeks later which is < 10th centile
two weeks later growth linear <10th centile 
Further scan in two weeks remains linear, 
34 weeks Tailing growth  normal AFI and Doppla 
Consultant review at 35 weeks IOL discussed , patient anxious, process explained, patient wants LSCS to discuss at next appointment
1 week later at 36 weeks sees registrar, growth > 10th good velocity IOL rational discussed
Charlotte requesting LSCS, mode of delivery discussions had.
Attends at 37+1 
Propess and two prostins
B/S 3 23/07/24
Two lots of pethidine 
SROM 21.40
very distressed. wants partner advised only when on CDS
Acuity stated as high so transfer not facilitated not escalated
Baby born on ward at 22.52 on antenatal ward in 4 bed bay
Apgars 9 and 10
DCC yes 
BWC 28.7
Transferred to CDS at 01.40 am

Concerns with CTG for fetal surveillance midwife to discuss with midwifery staff involved.
Parents made informal complaint being investigated by CSfM and FSM 

Neonatal review.
No concerns initially crash called after an hour
Baby was dusky cyanosed and required intubation and ventilation
Managed for persistent pulmonary hypertension of the new newform
Discharged after 7 days ventilated for 5 days
Appropriate admission and discharge







			Midwife to receive support with the CSfM and FSM						Midwife to be supported by the CSfM team to improve practice.			8/7/24


			60055						Logged in form			Closed			Patient/Service User			BENNETT CAITLIN			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 19			bay birth unit			7/24/24			7/24/24									Mrs Liz Garland			Sarah Thomas			Baby born below 10th centile.
no serial uss performed			parents informed.
datix completed.			Maternity adverse occurrence			Neonate			Delivery of baby born below 10th centile			None			None			None			SGA not detected by SFH measurements.
Reported for on going audit.
All missed by SFH either from USS or SFH get reviewed for themes by the superintendent sonographer and the Community Matron and team leader.			Reported to Community leads for learning						None			7/31/24


			60457						Logged in form			Under Investigation			Patient/Service User			NEAL ABIGAIL			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Antenatal Day Assessment Unit - Acute Hospital			Princess Street Surgery Gorseinon			7/29/24			7/24/24												Claire Vaughan-Hughes			one of my caseload was booked for induction of labour for slow growth which had dropped below the 10th centile on her gap grow chart, the woman really was not keen for induction and was hoping to keep things as normal as possible, but after her appointment with the registrar she was made to feel that she really needed to opt for induction of labour as the baby was measuring small and had slow growth.

I reviewed the notes and noticed that the booking weight had been incorrectly inputted as 200kg making a BMI of over 70 which was incorrect, and therefore would potentially affect the centile lines and plans of care.

I contacted the band 7 in singleton antenatal clinic to ask for advice as i was unable to access the gap system to print a new chart, the midwife was also having the same problem but advised that she would speak to midwife sonographers to help.

i explained all this to the woman and apologised that this error was there, and we would correct it before she had to decide on if she wanted induction of labour the following day. I also followed this up with a text later in the day.

the following day the band 7 met with the woman on ward 19 and issued a new chart and replotted all measurements, which did show slow growth still but the final measurement did not drop below the 10th centile as the previous chart had shown.

			as above			Maternity adverse occurrence			Maternal			Other maternal adverse occurrence			None			None						For comment by ANC manager.
No harm caused
Patient informed and obstetric plan made.



			60185						Logged in form			Under Investigation			Patient/Service User			HAYDEN CHLOE			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 19						7/25/24			7/25/24			10:00									Maria Nash			Patient came for PPROM CTG.  When notes reviewed - PPROM diagnosed 8/7/24 via a positive amnisure in AAU, admitted to Ward 19 for 24 hours and commenced on antibiotics.  Discharged 9/7/24 with instructions to have bloods taken weekly, USS completed - normal AFI.  No plan given re fetal medicine - gestation was below 24 weeks, no plan for twice weekly AN check.  Attended AAU on 15/7/24 as concerned re leaking of more fluid.  Again discharged with advice just to have bloods taken weekly.  No discharge info given to ADAU for follow up of care.  Saw community midwife weeks later who advised attending ADAU.  Attended ADAU 23/7/24 and 25/7/24 and plan given to her going forward.  AAU proforma - no staff name on sheet.  Ward 19 - signature of staff difficult and name not printed.  			Plan made for Consultant clinic and fortnightly scans going forward along with twice weekly checks in ADAU			Maternity adverse occurrence			Maternal			Other maternal adverse occurrence			Low			Low						Patient care now established and plan in place for ongoing PPROM management.
As patient still holding her own notes unable to determine which staff made what plan. 
As plan now established no harm caused , for full review by AAU manager


			60208						Logged in form			Closed			Organisation						Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 20						7/25/24			7/25/24									Mrs Liz Garland			Mrs Felicity Curtis			Shift on ward 20 25/7, 16 patients on ward and 2 midwives but due to activity on ward and quality of work load this was not manageable therefore escalated to RM7 and RM8 on shift. Unfortunately due to sickness and activity on rest of the unit there were no staff to assist. Manager on call called to escalate- no answer. RM7 made aware of situation throughout shift and apologetic for lack of available support. 
			Escalated, apologies made to women for delay in care and delays in discharge. 			Infrastructure (including staffing, facilities, environment, security)			Staffing			Lack of appropriate supervision of staff			None			None			None			No harm caused to any patient.
Acuity within the unit and last minute sickness on the day depleted staff numbers to two qualified midwives on the postnatal ward.
Managers aware for review by the Matron			Short term absence resulted in staffing levels below 14. Matron informed of staffing and attended to support. Appropriate escalation through day. Support staff including NNEB, MCA, HCSW and students present on ward.						Short term absence resulted in staffing levels below 14. Matron informed of staffing and attended to support. Appropriate escalation through day. Support staff including NNEB, MCA, HCSW and students present on ward.			8/7/24


			60219						Logged in form			Closed			Patient/Service User			ALLEN BETHAN			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Obstetric Theatres			theatre A			7/25/24			7/25/24			16:30						Mrs Liz Garland			Sarah Thomas, Tania Peverley			baby born at 38+4 .weight centile 5.7 as per gap grow calculation. not identified as SGA on serial scans (for BMI)			reported as policy			Assessment, Investigation, Diagnosis			Screening and surveillance			Delay to refer			Low			Low			Low			All SGA babies are reported for ongoing audit purposes. All missed cases from USS are having all images reviewed by the superintendent sonographer. All missed SGA cases from SFH are being looked at by the community leads for additional learning or training needs
Uss in this case did not identify SGA			Following extensive audit into the reason for missed SGA, the two themes are inaccuracy of USS and SFH measurement.

SGA not identified on USS
						No lessons learned			7/31/24


			60220						Logged in form			Closed			Patient/Service User			ALLEN BETHAN			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Obstetric Theatres			theatre A			7/25/24			7/25/24			16:30						Mrs Liz Garland			Laura Morris			3A Perineal tear sustained during neville barnes forceps birth			Routine medication prescribed (antibiotics,lactulose,analgesia), Verbal instruction regarding pelvic floor exercises, hygiene measures and signs of infection + follow up by suite 17 (email sent).			Treatment, Procedure			Treatment or procedure issues			Other			Moderate			None			None			Known complication of vaginal birth and assisted delivery
			Known complication of instrumental birth. Episiotomy performed to reduce risk. Appropriate management followed.						None			8/7/24


			60326						Logged in form			Closed			Staff/Contractor			CHOWDHURY NIMAT			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 19			triage aau			7/27/24			7/25/24			08:15						Mrs Liz Garland			Sarah Thomas			Left with only 1 midwife in AAU on ward 19 , no second midwife from 25/7 @0815 for the whole shift until 1930 due to short staffing/acuity
suppose to have 2 midwives 
Had to ask receptionist to answer calls whilst seeing to patients as was unable to do both without the second midwife 			coordinator informed me she escalated to manger on call who authorised this due to acuity/staffing 
datix as advised by coordinator and Manager on call 
			Infrastructure (including staffing, facilities, environment, security)			Staffing			Lack of appropriate supervision of staff			Low			None			None			On the day of the report two members of staff called in sick which depleted staffing within the unit.
All specialist midwives were asked to attend labour ward but only CSfM available to help for short period due to other commitments.
To provide one to one in labour it was deemed only option to leave one midwife in AAU.
Escalated to HOM to remind labour ward coordinators to add rational of moving staff from other areas onto the acuity diary page for assurances.			Short term short notice staff sickness on the day required staff be moved to cover all areas.
All patient care provided .
No harm caused						No lessons learned			7/31/24


			60236						Logged in form			Closed			Patient/Service User			STARBUCK LISA			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Delivery Room						7/26/24			7/26/24			02:33						Mrs Liz Garland			Sarah Thomas			BWC 4.2 undiagnosed antenatally.			Datix completed			Maternity adverse occurrence			Neonate			Delivery of baby born below 10th centile			None			None			None			All SGA babies are reported for ongoing audit purposes. All missed cases from USS are having all images reviewed by the superintendent sonographer. All missed SGA cases from SFH are being looked at by the community leads for additional learning or training needs 			Missed SGA from SFH measurement.
Community leads informed for ongoing learning and training needs.						No lessons learned			7/31/24


			60238						Logged in form			Under Investigation			Patient/Service User			PRICE JESSICA			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Delivery Room						7/26/24			7/26/24			05:45									Claire Vaughan-Hughes			Parents not informed antenatally of the policy of newborn care for their infant with dilated renal pelvis. Given different information by each professional in ANC about the care of their newborn. Told that infant wouldn't need antibiotics and could have outpatient USS. 
All Wales Guideline for Dilated renal pelvis requires infants to have immediate antibiotics and inpatient stay for 48 hours. This should have been accessed, referred to and parents counselled antenatally.
Parents upset by this. 			Apologies given for poor communication antenatally. 
Assured that datix would be submitted to support a change in practise.			Communication			Communication issues			Communication issue with patient/service user			Low			None						Conflicting information giving in ANC 
For review by ANC ward manger to disseminate guideline to all midwives and Obstetricians.


			60249						Logged in form			Closed			Patient/Service User			JONES BABY			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Central Delivery Suite						7/26/24			7/26/24									Mrs Liz Garland			Laura Morris			requested to put DATIX in by paediatric team.  Baby born via SVD on CDS in good condition, APGARS 9,9,10 but gases where poor.
 Arterial Ph: 7.08 BE -14
Venous Ph: 7.24 BE 11.5
Paed team not informed of these gases therefore baby not reviewed 			Baby admitted to TC care. Hypo pathway initiated due to poor gases and obs commenced due to mec stained liquor. 
Paed team reviewed as soon as aware of the gases but not until 5 hours post birth. And only heard about gases by chance overhearing a midwifery handover. 
DATIX completed. Cared for on TC as per plan. Mum aware of situation 			Maternity adverse occurrence			Neonate			Cord PH <7.05 arterial or <7.1 venous			Low			None			None			Delivering midwife in this case did not identify that the cord gases were abnormal. Delay in starting the hypoglycaemia pathway for the neonate.
Once identified appropriate care provided
Baby well on post natal ward 
No harm caused
Staff involved to meet with the labour ward manager to have learning conversation.			Omission to act on abnormal cord gas results caused a 5 hour delay in starting the correct care plan for the baby 
Correct care plan now in place 
Baby on the postnatal ward no concerns
No harm caused						For learning conversation with staff involved			7/31/24


			60291						Logged in form			Closed			Patient/Service User			WILLIAMS ALYS			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 19						7/26/24			7/26/24			09:30						Mrs Liz Garland			Sarah Thomas			awaiting ARM more than 24 hours. 			Datix 
inform CDS			Maternity adverse occurrence			Maternal			Postponement / delay of induction of labour or elective procedure			None			None			None			Baby safely delivered on 27/07/24
Discharged home.
No harm caused by delay in transfer for ARM			High unit work load caused delay in transfer for ongoing augmentation of labour.
No harm caused.
Safe delivery of baby.
						None			7/31/24


			60304						Logged in form			Closed			Patient/Service User			LEWIS ELINOR-SIAN			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Central Delivery Suite						7/26/24			7/26/24			14:13						Mrs Liz Garland			Sarah Thomas			Baby born with birth weight centile of 1 - undiagnosed during antenatal care			Hypoglycaemic pathway commenced, baby nursed in incubator and regular observations performed			Maternity adverse occurrence			Neonate			Delivery of baby born below 10th centile			Low			Low			Low			All SGA babies are reported for ongoing audit purposes. All missed cases from USS are having all images reviewed by the superintendent sonographer. All missed SGA cases from SFH are being looked at by the community leads for additional learning or training needs			Following extensive audit into the reason for missed SGA, the two themes are inaccuracy of USS and SFH measurement.
SFH did not identify SGA
						Email community matron and team leads			7/31/24


			60319						Logged in form			Under Investigation			Patient/Service User			THOMAS CATHERINE			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg)			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Delivery Room			Room 3			7/27/24			7/27/24			00:00									Laura Morris			PPH 2.8L
Cause mainly trauma, some retained products removed which resulted in low tone at start
Managed via OBS Cymru paperwork
All uterotonics given as documented			Managed well
Transfused 2units
HDU care postnatally			Maternity adverse occurrence			Maternal			Major post-partum haemorrhage (> 1500mls)			None			None						For full review by labour ward manager


			60347						Logged in form			Closed			Patient/Service User			CRADDOCK NATALIE			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Non Health Board Premises / Patients Home / Patients Home			26 Six Mills Ave. SA4 4QO			7/27/24			7/27/24			11:10						Mrs Liz Garland			Sarah Thomas			BBA at home. 36+3/40 at 11:10. Paramedic arrived at 11:20. Community midwife arrived 11:55			Transferred into unit for preterm care.			Maternity adverse occurrence			Maternal			Other maternal adverse occurrence			None			None			None			G5 P2 
Rapid birth at home at 36+3 weeks gestation. 
Paramedics arrived on scene prior to midwife. 
Birth at11.10 am, midwife arrival 10 minutes later
Cried once born as stated by mum.
Maternal observations and immediate postnatal care provided at home 
Apgar score 7 at 10 minutes of life as documented by the midwife 
Transferred into unit as premature and is currently on ward 20 in TC.
No harm caused.
All care appropriate.			All care once in attendance appropriate.
Infant identified as premature with Apgar of 7 on arrival
Transferred into maternity unit appropriately.
Currently receiving routine post natal care on postnatal ward.						None			7/31/24


			60369						Logged in form			Closed			Patient/Service User			LAWRENCE LISA			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Central Delivery Suite			Room 9			7/28/24			7/27/24			21:32						Mrs Liz Garland			Laura Morris			Cannula sited for induction of labour by ?obstetric registrar
Syntocinon commenced at 14:36
Increased as per protocol up to 60 mls/hr with no/minimal effect 
Noted at 21:32 IV R upper arm swollen++			Cannula removed 
Infusion stopped
Cannula resited in L arm
Labour progressed to a normal vaginal birth once syntocinon infusing effectively			Medication, IV Fluids			Administration errors			Incorrect administration technique			None			None			None			Canula sited for syntocinon infusion on CDAS
VDASH peripheral IV canula care form completed for each canula sited.
IV removed and resisted on inspection of cannula site and identification of swelling.
Appropriate measures taken 
No harm caused.			Appropriate assessment and management of a tissued cannula.
No harm caused						To continue to use the VDASH assessment tool for observing IVI			7/31/24


			60376						Logged in form			Closed			Patient/Service User			GEORGE RACHEL			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 19			3.1			7/28/24			7/28/24			11:30						Mrs Liz Garland			Sarah Thomas			Multiparous woman waiting over 24hrs for ARM during induction of labour for maternal request on ward 19.			Brought to labour ward 31hrs after being made ARMable and ARM performed, the soonest able to with labour ward acuity.			Maternity adverse occurrence			Maternal			Other maternal adverse occurrence			None			None			None			Normal Vaginal delivery on the 28/07/24.
No harm caused by minor delay in transferring to CDS for ongoing augmentation.			Normal vaginal birth once in established labour 
No harm caused.
Mother and baby well post birth.						High unit activity
No lessons learned
			7/31/24


			60393						Logged in form			Closed			Staff/Contractor			SHAW LOUISE-EMMA			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Central Delivery Suite						7/28/24			7/28/24			21:30						Mrs Liz Garland			Sarah Thomas			Pt transfered to CDS with tightenings following admission for APH previous day.
Evening ward round with consultant obstetrician and Midwife coordinator. Pt and partner woken as both asleep on the bed. Determined suitable for transfer back to antenatal ward. PArtner became verbally aggressive, saying rest was important and he had told the midwife they were going to sleep. No one was answering their questions. Asked what questions they had and attempted to answer but started swearing using a number of swear words about substandard care being given and how their rest was interrupted, that the pt was contracting. Explained would not sleep through contractions. Options of taking recommended care of self discharging, and left the room.			Another senior midwife went in and explained that his behaviour was not acceptable. He apologised to her. They were given another hour to sleep before pt transfered down to antenatal ward and partner sent home.			Behaviour (including violence and aggression)			Inappropriate behaviour / attitude			Inappropriate behaviour / attitude			None			None			None			Patient currently cared for on the antenatal ward.
No further concerns in relation to the partner and aggression.
All staff aware to escalate if any further issues.
No harm caused.
No ongoing threat perceived by staff.			Patient currently cared for on the antenatal ward.
No further concerns in relation to the partner and aggression.
All staff aware to escalate if any further issues.
No harm caused.
No ongoing threat perceived by staff.
No harm caused to staff member reporting case						No lessons learned			7/31/24


			60403						Logged in form			Closed			Patient/Service User			GEORGE RACHEL			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Central Delivery Suite			CDS room 2			7/29/24			7/28/24			23:55						Mrs Liz Garland			Sarah Thomas, Tania Peverley			Undiagnosed SGA BWC 4.3. Had serial USS plotting above 10th centile 			datix done, parents informed 			Maternity adverse occurrence			Neonate			Delivery of baby born below 10th centile			Low			Low			None			All SGA babies are reported for ongoing audit purposes. Following in-depth audit into reasons for missed SGA cases it was identified two contributory factors are:
Inaccuracy of USS or overestimation of SFH measurements.
All missed cases from USS are having all images reviewed by the superintendent sonographer.
All missed SGA cases from SFH are being looked at by the community leads for additional learning or training needs

			Following extensive audit into the reason for missed SGA, the two themes are inaccuracy of USS and SFH measurement.

SGA not identified on USS
						For superintendent to assess training needs for the team if any.			7/31/24


			60434						Logged in form			Closed			Patient/Service User			PRANAVAN RISINTHA			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Central Delivery Suite						7/29/24			7/29/24									Mrs Liz Garland			Laura Morris, Mr Robert Collins			Cut to left leg by theatre team. Verbally handed over leg was cut when taking drapes off ? with scissors but no written documentation by scrub nurse. 			Datix complete with limited information as incident occurred with night team. Theatre lead informed and will investigate further.			Accident, Injury			Contact with needles or medical sharps			During disposal - Safety fitting not deployed contaminated/used			Low			Low			None			Limited information to work with from datix
Patient transferred to postnatal ward.
CRM met with family to ask to inspect the site. Small dressing in situ
Once removed very small graze approx 1 cm long noted with a small steri strip over the area.
Area clean and dry
No oozing or bleeding
Appears superficial
Parents informed of how this occurred. Apologies given
Parents completely understand. Both parents happy with the care and do not want any further action at this time.
All staff informed and advised that the community midwives be informed once discharged home to review .
			Parents understand and do not wish for any further action.
Advised to keep area clean and dry.
No further action required.						For theatre team lead to disseminate any learning			7/31/24


			60470						Logged in form			Closed			Patient/Service User			LEWIS CERYS			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Central Delivery Suite						7/29/24			7/29/24									Mrs Liz Garland			Mrs Rhiannon Griffiths, Sarah Thomas, Stella White			EL LSCS
40+2
BWC 3.8 - <10th centile			DATIX complete			Maternity adverse occurrence			Neonate			Delivery of baby born below 10th centile			None			None			None			All babies born with a BWC under the 10th centile are datix reported for review and audit. Audit is ongoing assessing the identification of babies who are small for gestational age and assessment of care planning. The radiology department are reviewing the radiology images for all scans where there was a missed opportunity to identify a baby under the 10th centile for learning and themes. 
All missed SGA cases from SFH are being looked at by the community leads for additional learning or training needs			Following extensive audit into the reason for missed SGA, the two themes are inaccuracy of USS and SFH measurement.
In this case SFH did not identify SGA
						Community matron and team leads to assess need for any ongoing training requirements with in the community teams.			7/31/24


			60471						Logged in form			Closed			Patient/Service User			THOMAS CARYS			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 19						7/29/24			7/29/24			00:35						Mrs Liz Garland			Sarah Thomas			IOL for raised BMI,
awaiting over 24 hours for transfer to CDS for ARM			Unable to transfer due to accuity on CDS, CDS coordinator aware and apologies to patient given. 			Maternity adverse occurrence			Maternal			Postponement / delay of induction of labour or elective procedure			None			None			None			Patient now on CDS having augmentation of labour as planned.
Acuity caused minor delay in care pathway
No harm caused			High unit acuity caused minor delay in care pathway
No harm caused
Patient now on CDS having care as planned 
						None			7/31/24


			60488						Logged in form			Closed			Patient/Service User			JOSEPH ANSCELLA			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Delivery Room						7/30/24			7/29/24									Mrs Liz Garland			Sarah Thomas, Shaun James, Tania Peverley			Baby born on 2.7% BWC.
Had serial USS (only 1 due to Preterm delivery 31/40) SGA not detected on last USS			Baby admitted to SCBU due to gestation			Maternity adverse occurrence			Neonate			Delivery of baby born below 10th centile			None			None			None			All SGA babies are reported for ongoing audit purposes. All missed cases from USS are having all images reviewed by the superintendent sonographer. All missed SGA cases from SFH are being looked at by the community leads for additional learning or training needs

			Following extensive audit into the reason for missed SGA, the two themes are inaccuracy of USS and SFH measurement.

SGA not identified on USS
						Email superintendent sonographer to review images for QI if indicated

			7/31/24


			60527						Logged in form			Closed			Patient/Service User			BORTHWICK CARYS			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Antenatal Clinic - Acute Hospital						7/30/24			7/30/24									Tania Peverley			Shaun James, Tania Peverley			Pt having serial scans. Scan reported as cephalic with normal doppler. Pt told clinician baby was breech, and doppler only normal with that particular sonographer (raised PI with other sonogrophers)			Escalated to superintendent in clinic, to consider re-scan. Pt returned with new report of breech presentation and raised PI doppler. This made a difference to the follow up appointments needed for fetal surveillance.			Assessment, Investigation, Diagnosis			Diagnostic testing - Radiology			Reporting errors			Low			Low			None			For full review with the sonography team			Sonographer has been reminded of the importance of double checking their reports before validating. 						The need to double check reports.			8/7/24


			60573						Logged in form			Closed			Patient/Service User			ADAMS JODIE			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 19			AAU			7/31/24			7/30/24			21:25						Mrs Liz Garland			Maria Nash			Delay of over 30 minutes in aau 
delivery and IUD in AAU at the time of delay			datix completed
ward manager alerted			Maternity adverse occurrence			Maternal			Other maternal adverse occurrence			None			None			Low			Delay in review due to 2 high risk women in AAU needing 1:1 care. Unable to review woman until they were transferred to CDS> 
			Delay for safety. Escalated appropriatly. 						Managed appropriately 			8/7/24


			60575						Logged in form			Closed			Patient/Service User			ARMYTAGE JADE			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 19			AAU			7/31/24			7/30/24			21:37						Mrs Liz Garland			Maria Nash			delay of over 30 minutes in aau
delivery in triage and IUD			datix completed
ward manager alerted			Maternity adverse occurrence			Maternal			Other maternal adverse occurrence			None			None			Low			Delay in reviewing due to 2 high risk women in AAU being cared for by the midwifery team. Once transferred to CDS they were able to review the remaining women. No adverse outcome for the delay. 			Delay in review for safety. 						Managed appropriatly 			8/7/24


			60563						Logged in form			Under Investigation			Patient/Service User			THOMAS CARYS			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Central Delivery Suite						7/31/24			7/31/24			00:05									Sarah Thomas, Sian Thomas-Evans			admission to SCBU at 30 mins old - following resus at delivery poor APGARS 1 min 0, 5 mins 3 & 10 mins 8. Gestation 40+9 BWC 24.5 - Thick Mec at delivery 
			Paeds at delivery, Registrar called by SHO Paeds at delivery.  			Maternity adverse occurrence			Neonate			Unexpected admission to neonatal unit (gestation 37 weeks+)			None			Low						Rapid review on CDS following receipt of datix.
Primigravida
CLC for raised BMI
Smoker
Asthmatic
Booked for IOL for raised BMI
Propess administered then ARMABLE
Delay in transfer for augmentation
CTG concerns on CDS
Maternal Temp , raise in baseline, Poor variability and minimal cycling
Decision made for LSCS
Infant delivered with APGARS 0,3,8
ph
ART 6.95  BE -14.7
VEN 7.07  BE -13.9
Admitted to NICU
NOT COOLED 
FOR ATAIN REVIEW



			60623						Logged in form			Closed			Patient/Service User			RICHARDS CARLY			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 19						7/31/24			7/31/24									Mrs Liz Garland			Sarah Thomas			Delay in waiting for ARM 			Datix submitted 			Maternity adverse occurrence			Maternal			Postponement / delay of induction of labour or elective procedure			None			None			None			High Unit acuity caused slight delay in ongoing augmentation of labour and transfer from antenatal ward to CDS.
No harm caused.
Baby born
Mum and infant well on post natal ward			High Unit acuity caused slight delay in ongoing augmentation of labour and transfer from antenatal ward to CDS.
No harm caused.
Baby born
Mum and infant well on post natal ward						No lessons learned			8/7/24


			60630						Logged in form			Under Investigation			Patient/Service User			KERN LEAH			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Central Delivery Suite						7/31/24			7/31/24												Laura Morris			PPH 1600MLS - Atony
Obs cymru completed
			as above			Maternity adverse occurrence			Maternal			Major post-partum haemorrhage (> 1500mls)			Low			None						PPH known complication of childbirth.
For full review by labour ward lead.



			60637						Logged in form			Closed			Patient/Service User			JOHNSON HEATHER			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg) / Obstetrics			Swansea Bay UHB / Hospitals / Singleton Hospital / Ward 19			AAU			7/31/24			7/31/24									Tania Peverley			Sarah Thomas, Shaun James, Tania Peverley			Baby born below 10th centile (7.0)
Serial USS performed SGA not suspected			parents informed
datix completed			Maternity adverse occurrence			Neonate			Delivery of baby born below 10th centile			None			None			None			All SGA babies are reported for ongoing audit purposes. All missed cases from USS are having all images reviewed by the superintendent sonographer. All missed SGA cases from SFH are being looked at by the community leads for additional learning or training needs


			Following extensive audit into the reason for missed SGA, the two themes are inaccuracy of USS and SFH measurement.

SGA not identified on USS

						Superintendent sonographers from Main USS and midwife led USS emailed to review images for on going training assessment requirements if any within the team.			8/7/24


			60640						Logged in form			Closed			Staff/Contractor			DAVIES TIRION			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Obstetrics (Surg)			Swansea Bay UHB / Hospitals / Singleton Hospital / Labour Ward or Delivery Room						7/31/24			7/31/24									Mrs Liz Garland			Laura Morris			Member of staff splashed in the eyes and mouth by specs of blood when checking her instruments			Washed out face and mouth.  followed inoculation flowchart			Accident, Injury			Contact with or exposure to hazardous substance			Exposed to blood or bodily fluids (not needlestick or sharps injury)			None			None			None			Staff did not use visor provided while checking instruments, no harm therefore caused.
Labour ward lead to discuss with OCC Health for follow up 			Appropriate following of the inocculation policy. Visors should be worn for incidents where splatter is likely.						Appropriate following of the inocculation policy. Visors should be worn for incidents where splatter is likely.			8/8/24
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			Row Labels			Count of Classification


			Access, Admission			1


			Accident, Injury			2


			Assessment, Investigation, Diagnosis			1


			Communication			1


			Equipment, Devices			2


			Infection Prevention and Control			2


			Infrastructure (including staffing, facilities, environment, security)			1


			Medication, IV Fluids			6


			Monitoring, Observations			1


			Pressure Damage, Moisture Damage			2


			Records, Information			1


			Treatment, Procedure			1


			Grand Total			21

















Incidents by classification - Neonates








Total	


Access, Admission	Accident, Injury	Assessment, Investigation, Diagnosis	Communication	Equipment, Devices	Infection Prevention and Control	Infrastructure (including staffing, facilities, environment, security)	Medication, IV Fluids	Monitoring, Observations	Pressure Damage, Moisture Damage	Records, Information	Treatment, Procedure	1	2	1	1	2	2	1	6	1	2	1	1	











Datix listing report


			ID			DWEB reference number (if applicable) 			What type of form was used to report this incident?			Approval status			Who was affected?			Name of Person Affected			Incident Service			Location of Incident			Exact location			Date Reported			Incident date			Time			Incident Reviewer  (EF)			Person Responsible for Closing the Incident			Investigator(s)			Description			Brief Description of Actions Taken			Classification			Category			Sub Category			Reporter's initial harm assessment			Manager's interim harm assessment			Post Investigation harm assessment			What were the findings of the management review?			Conclusion			Recommendations			Lessons learned			Closed			Is this related to Coronavirus/COVID 19 


			58585						Logged in form			Under Investigation			Patient/Service User			DEVOIS FALLON			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Children Services Specialties / Neonatal			Swansea Bay UHB / Hospitals / Singleton Hospital / Obstetric Theatres						7/1/24			4/26/24												Dr Joanna Webb, Mrs Kate Bannister, Sarah Thomas			The child was admitted to Morriston Paediatric ward following referral by the GP with vesicular rash in groin and increased work of breathing.
There was maternal history of HSV during pregnancy for which she received antiviral therapy at 34 week of gestation and with the plan to have another course at 36 weeks of gestation.
She did take some of the second course of medication but was told by the obstetric team to stop- reason not clear but documented in notes ' it wont be in system'.
Baby was born at Singleton hospital in poor condition and required admission to NICU.
As per the guidelines the baby should have been treated with antivirals given mother's history of infection, but this was not known to team ? no documentation in maternal notes.
The baby was discharged 48 hrs later.
Referred and admitted on 26/4 with vesicular rash and was treated with 14 day course of aciclovir.			Baby admitted to Morriston. Under went full septic screening, discussed with microbiology and treated as per the plan.			Assessment, Investigation, Diagnosis			Clinical assessment, clinical diagnosis			Clinical assessment documentation not completed / missing / inadequate - Patient/service user refusal			Moderate			Low			Low			No documentation of maternal history of HSV infection requiring treatment in neonatal record. Information not shared with neonatal team and therefore correct pathway of treatment post-delivery not followed. 			Awaiting Maternity review 						awaiting maternity review 


			58912						Logged in form			Closed			Patient/Service User			FOX KOA			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Children Services Specialties / Neonatal			Swansea Bay UHB / Hospitals / Singleton Hospital / NICU			SCBU - Ward 5			7/5/24			6/25/24									Mrs Carol Brock			Leanne John, Mrs Carol Brock, Ms Helen James			A baby diagnosed with hyperinsulinism preparing for home was discussed with the tertiary endocrine team who requested the baby have a 6 hour fast to ensure blood sugars could be maintained at a safe level for this length of time before home. On attempting the 6 hour fast the baby's blood sugar dropped to below the desired threshold by 4 hours and consequently meant the baby could not be discharged home. Advice was given by the endocrine team to discuss with our Swansea dieticians to enquire about adding extra carbohydrate to the breast milk to improve blood sugar control. On enquiring with the dietetics team in Swansea Bay by phone and email I was informed that they are not neonatal dietitians and unable to give advice on this case, the dietician advised I should ask advice from a dietician from a different Health Board. 			Advice was sought from a Dietician in Cardiff and Vale Health Board who was very helpful. 			Access, Admission			Access to services or admission delayed			Access to services delayed			Low			Low			Low			Advice sort from core paediatric dietitian, provided feedback based on expertise, and within scope of practice. Prior to responding to the request research was undertaken and was fed back.  Expert Neonatal post is currently vacant. Tertiary Endocrine dietetian could have supported Unit  			Feedback was provided to Unit and advice from specialist endocrine service was obtained to allow patient to be managed appropriately and for ongoing care to be provided  						Specialist Endocrine dietitian in post in tertiary service to establish responsibility for these cases.   Link with specialist neonatal dietetic services, to signpost for queries outside expertise of local dietitian.			7/15/24


			58752						Logged in form			Closed			Patient/Service User			KOWALSSKA GIRL OF LYDIA			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Children Services Specialties / Neonatal			Swansea Bay UHB / Hospitals / Singleton Hospital / Neonatal Unit						7/3/24			6/29/24									Mrs Vicki Burridge			Dr Joanna Webb, Ms Helen James			Baby girl discharged home on 29/06/2024. 
Community Midwife and Health Visitor not informed of discharge, Community Midwife in Hywel Dda area found out by chance and contacted the unit for further information. 
Baby also discharged without new-born hearing screening. 
Safeguarding Lead Midwife in Hywel Dda investigating circumstances surrounding parents. 			Informed Safeguarding Midwife in Hywel Dda, Safeguarding CNS and Midwifery Safeguarding Lead also aware in our locality. 
Message left to see whether new-born hearing screening have arranged a Follow Up appointment. 
Consultant made aware. 
Paediatric Team in Local Hospital aware of baby as requires out patient MRI, OPD Bloods and Neurodevelopmental Follow Up. 			Communication			Communication issues			Communication issues between NHS bodies			Moderate			Low			Low			The discharge of the infant was not appropriately managed with lack of communication to the relevant parties. 
The discharge checklist was incomplete, the community midwife and health visitor were not informed of the discharge and the newborn hearing screen was not completed. 			Infant discharged from NICU without appropriate communication to community services. The discharge process was not correctly followed. This seems to be related to individual staff factors and is being addressed with education. 						Discharge checklist needs to be completed in full prior to discharge. If this cannot be completed for any reason this must be highlighted to the nurse in charge of the shift and handed over to the following day for chasing/completion. 			7/30/24


			58601						Logged in form			Closed			Patient/Service User			BECKETT AMBER			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Children Services Specialties / Neonatal			Swansea Bay UHB / Hospitals / Singleton Hospital / Neonatal Unit			Itu space 5			7/1/24			6/30/24			08:00						Janet Millward			Miss Claire Price, Ms Helen James			baby on cpap 8 cm, nursed via mask bruise right  nostril, cut on left upper lip and indent on bridge of nose			doctors informed, not to use prongs, monitor for pain, duoderm instiu
			Pressure Damage, Moisture Damage			Pressure from medical device developed or worsened during care in this clinical care area/caseload			Device-related pressure ulcer category 1			Low			Low			Low			Bruising first noted on 29/6/24 scoring 1 on the skin integrity form for non invasive ventilation.
Pressure area relief documented on the observation chart and patient having short periods of prong CPAP to offer some pressure relief from mask, but predominantly on CPAP mask. Patient uncomfortable on prongs so only tolerated for short periods.
Duoderm insitu.
Septum recorded as bruised
Premature infant requiring non invasive respiratory support.
			All appropriate measures were taken as part of the care bundle to reduce the risk of damage to the bridge of nose and septum.
There is a known risk of pressure damage when delivering CPAP despite all measures taken to prevent injury. 						As above 			7/31/24


			58744						Logged in form			Closed			Staff/Contractor			MORGAN SWINHOE GABRIELLA			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Children Services Specialties / Neonatal			Swansea Bay UHB / Hospitals / Singleton Hospital / Neonatal Unit			Sluice			7/3/24			7/3/24			16:15						Ms Helen James			Jayne Sage, Miss Claire Price			The above staff nurse was cleaning an incubator of her patient as they had been transferred into a cot.

When the nurse removed the undertray she noted a cannula needle sticking out of the undertray and the top of a yellow butterfly cannula in the bottom of the incubator.  Both the cannula needle and the top of the cannula had been used and had visible blood in them.

No harm to the member of staff as noticed the needle during the cleaning process			Needles removed from incubator nurse in charge/ consultant of the week informed - no harm to the member of staff			Accident, Injury			Contact with needles or medical sharps			During disposal - Safety fitting not deployed contaminated/used			None			None			None			This sharp was found in the incubator of an infant that had been cannulated overnight following admission for respiratory distress and hypoglycaemia when it had been cleaned.
Thankfully the member of staff saw the sharp before it caused a needlestick injury. 			This term infant was cannulated overnight as part of a partial septic screen for antibiotics and provision of IV fluids due to hypoglycaemia. This infant was difficult to cannulate, so much so that a UVC needed to be sited. Cannulating in an incubator carries the risk that sharps can fall down into the tray out of sight until the incubator is dismantled for cleaning. If team members ensure they are limited to 3 attempts, counting in and out sharps from the would help to identify unaccounted for items. Sharps should not be left in incubators but use trolley external to the incubator to provide a safe level surface. Thankfully in this case, the member of staff saw the sharp however the incident has been categorised as near miss, as potential for contaminated sharps injury. 						Staff should be aware of all cannulas that have been opened. Operating a count in and out of sharps would help to ensure all have been identified. A trolley set up next to the incubator should be used to reduce the risk of sharps falling between the sides of incubator doors and tray. 			7/15/24


			58921						Logged in form			Closed			Organisation						Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Children Services Specialties / Neonatal			Swansea Bay UHB / Hospitals / Singleton Hospital / NICU			Ward 5 and transitional care unit			7/6/24			7/5/24			23:00						Miss Claire Price			Ms Helen James			Security doors between transitional care in ward 20 and ward 5 SCBU faulty -doors unlocked and do not lock shut when closed like they should. This meant that ward 5 nursery was accessible to patients on Ward 20 and transitional care unit overnight .			Reported to on call estates who came up to try and fix but it required a part that is not available overnight so he will ask a colleague to fix during the day shift  
Notified Midwifery team on Ward 20 			Infrastructure (including staffing, facilities, environment, security)			Security - NHS premises			Security door left open/inappropriate use			Moderate			None			None			The door to ward 20 was not locking which resulted in a person gaining unauthorised access to ward 5			The estates contacted who identified that a part was needed to be replaced.
The part was sort and fitted the following day						All appropriate actions were taken in this case			7/16/24


			58949						Logged in form			Closed			Patient/Service User			KILEY THEO 			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Children Services Specialties / Neonatal			Swansea Bay UHB / Hospitals / Singleton Hospital / NICU			NICU			7/6/24			7/6/24			10:00						Gemma Davies			Dr Arun Ramachandran, Miss Claire Price, Ms Helen James			Patient on enoxaparin for thrombus in aorta. Protocol is to take an anti-Xa level 4 hours after the dose is given to ensure on correct dosage. The level was planned for 10:00 6/7 however 1 hour prior we realised that the coagulation sample bottles on the NICU had all expired in April. Hospital labs were called, postnatal ward, SCBU and stock cupboards were all checked but no paediatric coagulation bottles were available. Sample bottles found on the paediatric ward but they would arrive in hospital too late to collect sample so not taken. 

By not taking the sample at the appropriate time (after the 5th dose) potential for harm created in that the baby may be at risk of a bleed if the dose is too high. 			With bottles from hospital sourced level then repeated at 22:00, the next dose opportunity available. 			Equipment, Devices			Medical devices			Expired equipment/device			Low			Low			Low			Bloods due to be taken at 10am on 06/07/24 however coagulation bottles were found to be out of date. 
No bottles available in Singleton, PNW, WARD 5 lab and OPD checked 
			Coagulation bottles were requested from Morriston.
The blood tests was arranged to be taken later that evening and the test processed. 
This was in agreement with the lab.						Ensure there is a process of checking the expiry dates regularly 			7/16/24


			58960						Logged in form			Closed			Patient/Service User			GAGE ELIS			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Children Services Specialties / Neonatal			Swansea Bay UHB / Hospitals / Singleton Hospital / Neonatal Unit			HDU BED 3			7/7/24			7/6/24									Mrs Vicki Burridge			Miss Claire Price, Ms Helen James			During handover I cross checked the drug chart and was noticed that sodium acid phosphate oral dose due at 10:00 was not given ,informed in-charge and physician			Informed to in-charge and physician, next dose given at 22:00			Medication, IV Fluids			Administration errors			Omitted medication			None			Low			None			Human error
			Dose of sodium acid phosphate missed 
No harm to patient						As above			7/16/24


			59340						Logged in form			Closed			Patient/Service User			HAYNES FFION			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Children Services Specialties / Neonatal			Swansea Bay UHB / Hospitals / Singleton Hospital / Neonatal Unit			Intensive Care			7/12/24			7/8/24			14:00						Gemma Davies			Miss Claire Price, Ms Helen James			Whilst carrying out cares on the patient a sore area of skin was noted on the heel of the left foot. The skin looked broken but wasn't actively bleeding.			The injury was shown to the doctor who was present at the time. It was also shown to the shift coordinator and senior staff nurse and it was agreed to take a photo of the injury to place in the patients notes (done on neonatal unit ipad). The site has been covered with duoderm protective tape. Parents have been informed of the incident.			Accident, Injury			Patient injury			Injury of unknown origin / unwitnessed			Moderate			Low			Low			The intravenous line was positioned that caused pressure at the top of the back of the heel left foot 			Parents aware of pressure sore spoken to 15/07/24 by matron explained that area is healing and should not cause any long term issue.
Explanation given that this is a known risk for babies receiving intensive care
Photo attached in documents 
Foot examined 15/7/24 area is healing,  heel remains slightly puff. 
Both heels have puncture marks due to bloods being taken which would be expected.						Ensure that when there are intravenous lines they are positioned to reduce the risk of pressure sores from happening.			7/16/24


			59432						Logged in form			Closed			Patient/Service User			SUTER MACSEN			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Children Services Specialties / Neonatal			Swansea Bay UHB / Hospitals / Singleton Hospital / Neonatal Unit			Ward 5 Nursery 			7/14/24			7/14/24			20:00						Gemma Davies			Miss Claire Price, Ms Helen James			Contacted by Estates regarding the burst pipe and made aware that no hot water from taps would be available throughout Ward 5 Nursery and other areas. Water pressure decreased significantly in all taps where only a trickle of water was coming through the taps. Contacted Estates and they arrived to assess all the taps, water pressure improved. 

Water pressure improved however when washing hands discovered discoloured water (Yellow/green). Turned on all the taps and discovered discoloured water in all taps. Contacted nurse in charge and estates and advised by estates to run the taps continuously for 10 minutes and if no improvement to contact estates. 

Staff nurse in charge of night shift made aware of incident throughout and updated regularly. Line manager made aware. 			Informed Estates of water pressure and discoloured water. Advised to run the taps continuously for 10 minutes if no improvements to call estates. Photo and video evidence obtained. Informed nurse in charge of all incidents and updated throughout. Informed parents of situation and kept them updated. 			Infection Prevention and Control			Hand hygiene			Other			Low			Low			Low			The water on ward 5 is affected due to a burst pipe
Estates contacted in the  morning of 15/07/24
An external company is trying to resolve the issue 
			Staff and parents to wash their hands in the milk kitchen where the water supply is not affected.
Alcohol hand sanitisers are available at each cot side.   
Estates contacted the morning of 15/07/24 who advised an outside contractor has been brought in to deal with the issue which is affecting a number of areas in the hospital.
Issue resolved at 17:00hrs						as above			7/16/24


			60530						Logged in form			Under Investigation			Organisation						Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Children Services Specialties / Neonatal			Swansea Bay UHB / Hospitals / Singleton Hospital / Neonatal Unit			Neonatal Unit			7/30/24			7/14/24												Ms Helen James			Controlled drugs were not checked at the change over of shift on the night shift of the 14/07/24
DDA were next checked at the end of the shift and no stock was missing. 			Datix recorded when DDA audit was carried out by Lead Nurse
No stock missing and no stock was needing to be ordered.			Records, Information			Healthcare record			Documentation missing			Low			None						The morning of 14/07/24 the CD balance was not checked as per policy for the management of CD drugs


			59503						Logged in form			Closed			Patient/Service User			LIKA GIRL			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Children Services Specialties / Neonatal			Swansea Bay UHB / Hospitals / Singleton Hospital / Neonatal Unit			HDU space 5			7/15/24			7/15/24			16:00						Mrs Vicki Burridge			Ms Helen James			UAC was back tracking and not infusing heparin 			heparin with sodium bicarb stopped, heparin started at 0.3mls/hr, pressures were increasing, lines were checked, lines all open. pressures remain high and alarm, line was flushed. alarm pressures limit increased to 250, and remained alarming. 
new line and syringe changed. ?blood in transducer from sampling. the syringe had previous been changed at 02.20 
			Medication, IV Fluids			Administration errors			Incorrect administration technique			Low			None			None			The arterial line had high pressures and subsequently the heparin flush was not transfusing but backtracking.			No harm to neonate
Two senior nursing staff and an ANNP reviewed and investigated the UAC as to the route cause.
Appropriate action taken in an acceptable time frame.						Ensure that the arterial lines are flushed adequately to remove blood to prevent blockages 			7/21/24


			59700						Logged in form			Closed			Patient/Service User			LIKA GIRL			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Children Services Specialties / Neonatal			Swansea Bay UHB / Hospitals / Singleton Hospital / Neonatal Unit			HDU BED SPACE 5			7/18/24			7/15/24			02:00						Ms Helen James			Jayne Sage			Nurse checking prescription chart during the morning noticed that labinic was prescribed as IV rather than PO.  Labinic administration is PO			Once identified the prescription was crossed off and rewritten for the correct route PO			Medication, IV Fluids			Medication prescribing error			Incorrect/omitted route of administration			Low			None			None			- As part of the process of prescribing the admission medications for an extremely preterm infant, the drug route for labinic was prescribed intravenously instead of orally.
- This was then signed for as being given for 4 doses. There had been a pharmacy check of the prescription on day 2 of this prescription.
- The labinic was reported to have been given orally as should be given, rather than IV as prescribed, so no harm as a consequence of this. 
			Five oral doses of the drug were administered.
This was the correct route however the route prescribed was intravenously. 
No harm occurred						Vigilance when checking drugs 
No interruptions when drugs are being checked.
Prescriptions not to be writing on ward rounds seek a quiet area.
Display the six steps of the quality improvement in the clinical area.			7/30/24


			59857						Logged in form			Closed			Patient/Service User			FITZGIBBON-NELSON TWIN			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Children Services Specialties / Neonatal			Swansea Bay UHB / Hospitals / Singleton Hospital / NICU			HDU 4			7/20/24			7/19/24			13:25						Mrs Vicki Burridge			Dr Arun Ramachandran, Miss Claire Price, Ms Helen James			Commenced on SMOF Lipids on admission. Infusion rate checked on handover, rate noted to be infusing at 21mls/kg/day (1.1mls/hr). Queried rate with staff nurse, who said the medical team confirmed to start SMOF Lipids at 21mls/kg/day. As this was not the usual infusion starting rate (6mls/kg/day), We discussed with medical team, happy to reduce rate to 6mls/kg/day (0.31mls/hr). This was highlighted to Ward Manager. Infusion rate changed post handover.			We discussed with medical team, happy to reduce rate to 6mls/kg/day (0.31mls/hr). This was highlighted to Ward Manager. Infusion rate changed post handover.			Medication, IV Fluids			Administration errors			Incorrect dose administered			Low			Low			Low			Lipid infusion rate on medication chart had been prescribed as up to 21mls/kg/day
Staff nurse caring for the patient has clearly written in the patient notes that she checked the required infusion rate with the doctor, who confirmed that he wanted 21mls/kg/day to be commenced.			Lipid infusion commenced at 21mls/kg/day rather than 6mls/kg/day.
Nurse queried the infusion rate with the doctor and has documented that the doctor wanted the rate of 21mls/kg/day in the patient notes.						Lipid is always commenced at 6mls/kg/day on day one of life for those patients requiring intravenous nutrition			8/5/24


			59906						Logged in form			Closed			Patient/Service User			FITZGIBBON-NELSON TWIN			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Children Services Specialties / Neonatal			Swansea Bay UHB / Hospitals / Singleton Hospital / NICU			NICU, HDU 2			7/22/24			7/22/24			05:00						Mrs Vicki Burridge			Miss Claire Price, Ms Helen James			I was in HDU 2, i was allocated with twin babies. I checked both cannula during 02.00 feeds. both were fine. At around 03.30 one of the babies was crying, when i assess the cannula i found that it is been swollen. Doctors inserted new one. At around 04.45 while removing the cannula i noticed that there is extravasation. 			Cannula removed, informed doctor. Doctor said to take picture and noting else to do			Monitoring, Observations			Patient/service user monitoring			Failure to monitor patient/service user adequately			None			Low			Low			Hand puffy so decision was to remove the cannula in right hand. 
The tegaderm dressing was removed and under the dressing a extravasation injury was noted.  
Measuring 0.5cms by 1.5cms			All appropriate observations of the site were documented as per policy. VIP score recorded on obs chart.
Extravasation injury was not visible as dressing was covering the area.
Seen and examined by medical staff did not require flushing.
Parents to be informed						Appropriate observations documented on observation chart however the VIP chart was not completed for that morning. 			7/30/24


			60194						Logged in form			Closed			Patient/Service User			EASTER AMEILA 			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Children Services Specialties / Neonatal			Swansea Bay UHB / Hospitals / Singleton Hospital / NICU			ITU SPACE 4			7/25/24			7/22/24			18:00						Janet Millward			Miss Claire Price, Ms Helen James			During 18:00 all cares, trauma to septum noted from CPAP prongs. 
? Due to excessive humidity causing a breakdown of the duoderm barrier and also CPAP hat noted to be stretched post head scan. ? causing tubing to pull. 

Pressure care protocol carried out correctly prior to this with regular pressure relief and clear documentation. 			New hat applied.
New duoderm applied. 
Photo taken on IPAD.
Medical team aware and reviewed 
Parents updated. 
Regular pressure breaks given. 
Nurse in charge updated. 			Pressure Damage, Moisture Damage			Pressure from medical device developed or worsened during care in this clinical care area/caseload			Device-related pressure ulcer category 1			Low			Low			Low			Discussed in huddle 
Performing head scans should involve two people.
Good documentation in the patient notes regarding care of patient's septum, skin red but not broken.
Skin integrity document completed with score of 1 from the 22nd July, evidence of duoderm used, nostrils checked and alternating between mask and prongs for pressure relief .
observation chart shows evidence of hat check and pressure relief performed regularly.
Documentation also states that there was a lot of rainout in the circuit.			Good documentation in the patient notes regarding care of patient's septum, skin red but not broken.
Skin integrity document completed with score of 1 from the 22nd July, evidence of duoderm used, nostrils checked and alternating between mask and prongs for pressure relief .
observation chart shows evidence of hat check and pressure relief performed regularly.
Documentation also states that there was a lot of rainout in the circuit.
To be included in the Risky business poster for August 2024.
Further discussion with the CPAP representative regarding the rainout in the circuit
Possible trial of new protective coverings for the patient's skin and CPAP prongs to be looked into
						as above			7/31/24


			59980						Logged in form			Management review/Make it safe plus			Patient/Service User			LIKA GIRL			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Children Services Specialties / Neonatal			Swansea Bay UHB / Hospitals / Singleton Hospital / NICU						7/23/24			7/23/24			09:10									Jayne Sage			E. coli has been identified from a blood culture sample obtained on 20/07/2024  16:30:00. The clinical team & investigator will need to review and amend Actual Harm section and Potential harm/priority section, both of which have been defaulted to Low.

			Referred to clinical team and ward to review and investigate			Infection Prevention and Control			Healthcare Acquired Infection (community, primary care or hospital)			Healthcare associated - actual			Low			Low						Extremely preterm infant born at 26 weeks gestation. 
Screened and treated for early onset infection with Benzylpenicillin and Gentamicin. 
CRP<5 repeatedly and blood culture negative so discontinued.

Screened and treated for infection on day 8 of life, blood culture grew gram negative bacilli within 1 day, later confirmed as E Coli. There was growth of E Coli on maternal HVS pre delivery, likely maternal source. 


			60038						Logged in form			Under Investigation			Patient/Service User			BECKETT AMBER			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Children Services Specialties / Neonatal			Swansea Bay UHB / Hospitals / Singleton Hospital / Neonatal Unit			Bed 5 NITU			7/23/24			7/23/24			12:00									Ms Helen James			After reallocating the baby's nurse (Nurse A) to a different room to meet clinical demand at 17:00, the baby's mother approached nurse B to ask if the baby's oral medicines had been given, as she didn't think they had been. Nurse B informed me. On checking the medicine chart, it was found that 12:00 and 16:00 medicines had not been signed as given. I checked with nurse A and the medicines had definitely not been given. 			The 16:00 medicine was given, but the 12:00 medicine could not be given as the next dose of that medicine was due at 1800. 
I informed the nurse in charge and the consultant on call. I confirmed with the baby's mother that medicines had not been given and apologised for not administering the medicines in a timely manner. I explained that I could administer the 16:00 medicine, but the 12:00 dose of calvive would be missed. She asked if this would harm the baby at all, and I assured her missing one dose would not harm the baby. I thanked her for telling us and told her that this would be followed up and we would make sure that more support would be given to the nurse so that it would not happen again. I informed her that a senior nurse may come and talk to her in the coming days as a follow up and to make sure she (baby's mother) was ok, and encouraged her to speak to one of the team if she was concerned or worried. 			Medication, IV Fluids			Administration errors			Omitted medication			Low			None						The medication due at 12:00 and 16:00hrs not administered.
Nurse spoken to by ward manager who stated that usually she documents when the meds are due but unfortunately did not on this occasion. 


			60489						Logged in form			Closed			Patient/Service User			EVANS CADE			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Children Services Specialties / Neonatal			Swansea Bay UHB / Hospitals / Singleton Hospital / Neonatal Unit			medicine room			7/30/24			7/27/24			21:30						Mrs Vicki Burridge			Miss Claire Price			Pharmacist noticed discrepancy in morphine 500mcg in 10mls syringes in the Controlled Drug book.
Controlled drug book balance prior to removal of morphine 500mcg in 10mls syringes recorded as 6.
2 syringes taken out of fridge for patient but only one recorded on the entry in the controlled drug book.
Balance recorded as 4.
			Nurses contacted and confirmed that 2 syringes had been used and the balance of 4 was correct.			Medication, IV Fluids			Monitoring errors			Failure to undertake appropriate monitoring			None			None			None			Nurses didn't write x2 when taking 2 syringes of morphine from the CD fridge and completing the CD book.
Busy shift, patient acutely unwell. 			Nurses didn't write x2 when taking 2 syringes of morphine from the CD fridge and completing the CD book.
Busy shift, with an acutely unwell patient.
Human error, CD book entry not accurately recorded.
To be added to Risky business poster for August 2024

						as above			8/5/24


			60522						Logged in form			Management review/Make it safe plus			Patient/Service User			UKPEVO BEZALEL			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Children Services Specialties / Neonatal			Swansea Bay UHB / Hospitals / Singleton Hospital / Neonatal Unit			HDU bed space 4			7/30/24			7/30/24			12:30									Dr Arun Ramachandran, Ms Helen James			UAC no longer sutured to umbilical stump had come loose and was dislodged to 5cm at stump. Fixed by nurse to nappy with tape pending medical review.			Review of UAC. Noted it was mobile and no longer sutured to stump therefore needed removing. Action 1) stop HepSal running in UAC, 2) attempt peripheral access to be able to remove both UVC and UAC ( challenging) decision therefore to remove UAC and leave UVC in situ, on removing UAC significant bleeding from stump requiring kaltostat dressing to stem bleeding.
Consultant informed.
Datix completed.
Line photographed to show suturing knots. (attached to this datix)			Treatment, Procedure			Treatment or procedure issues			Accidental decannulation by staff			Low


			60561						Logged in form			Management review/Make it safe plus			Patient/Service User			GRECU GIRL OF LULIAN			Swansea Bay UHB / Singleton Hospital Service Delivery Unit / Children Services Specialties / Neonatal			Swansea Bay UHB / Hospitals / Singleton Hospital / NICU			Ward 5			7/31/24			7/31/24			04:00									Ms Helen James			Midwife asked if we could help with running a blood gas as her ID/blood gas machine wasn't working. Blood sample accepted. Attempted to scan barcode for details of patient. NHS number invalid so details entered manually. For explain forename and surname inputted as well as date of birth. However, the results printed with different details to what was inputted, including name, DOB. 			Midwife informed medical team that are looking after the patient. Nurse in charged informed by myself of the situation and advised to complete a Datix form. Midwifery team asked to call point of care this morning. 			Equipment, Devices			Medical devices			Medical device user error			None
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