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3. Incident Summary: Death of Baby Following a Difficult Delivery

Case Summary:
Baby X was born on Wednesday and died the following day

Mrs X was booked for shared care. She was Gravida 6, Para 3 and weighed 110 kgs. Her
last child was born weighing 4.4 kgs, slight shoulder dystocia was noted at delivery.

Mrs X was referred back to the Consultant by the Community Midwife at 38 weeks as the
baby felt large for dates. The ultrasound scan estimated that the weight of the baby was
4.5kg. A clinical decision was made in response to the findings from abdominal palpation,
ultrasound and the patient’s previous obstetric history. Firstly, the pregnancy should not
progress more than 6 days beyond its due date before induction of labour, rather than the
usual 12 - 14 days. Secondly, it was recorded that no attempt should be made at a difficult
mid cavity instrumental delivery. Thirdly, the possibility of shoulder dystocia was
anticipated and recorded explicitly to fore-warn the Delivery Suite staff.

Case Chronology:
4 days prior to the birth
Mrs X was admitted from home having complained of vaginal bleeding. Following
maternal and foetal assessment the bleeding was not confirmed. Since Mrs X was not in
labour she was discharged home.
Labour and Birth
09.55*
Mrs X was re-admitted with a history of ruptured membranes.
10.20*
Onset of labour
10.50*
Vaginal examination performed, which found her cervix to be 3cms dilated. The foetal
heart was monitored using external Doppler. At this stage Mrs X requested an epidural.
The Anaesthetist was not immediately available as he was finishing handing over the care
of the patients on the intensive care unit to the Doctor who was coming on duty that
morning. There is not a dedicated on call Anaesthetist available for Maternity Services.
Clinical judgements are made as to the relative priorities with urgent calls from Maternity
normally taking top priority. Mrs X’s labour proceeded rapidly and therefore an epidural
was not carried out.
11.15*
A scalp electrode was placed on the baby’s head as the midwives were unable to monitor
the foetal heart easily in view of maternal size and maternal distress. The trace showed
that the foetal heart was normal.
11.40
Pethidine was administered.
11.50*
A further vaginal examination was carried out. Mrs X’s cervix was 6cms dilated, the foetal
heart rate was normal with good variability.
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12.05*
Mrs X’s cervix was fully dilated. Pushing commenced. Mother unable to co-operate with
staff as she was in pain and very distressed.

12.14 *
Scalp electrode was removed as the head was crowning. The final readings of the foetal
heart before the scalp electrode was removed showed marked decelerations with a
decreasing trend. The delivery did not proceed, the head remained stationary and the
external Doppler was re-attached showing foetal heart rate at 160-170 beats.
12.33*
Medical assistance was sought. The Obstetric Registrar and the Duty Consultant were
instantly available. They carried out a McRoberts manoeuvre, and then supa pubic
pressure was applied so that the baby was delivered at 12.39*.
12.39*
The infant was severely compromised with no heart beat. He was resuscitated and
ventilated and then transferred to SCBU.

The following day
07.37
Baby died.

* All timings are based on the best recollections of staff and have been taken from records
and statements made after the events. The CTG tracings provide corroboration.
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CARE MANAGEMENT PROBLEMS AND CONTRIBUTORY FACTORS
FORM

Use one form for each of the care management problems identified

Care Management Problem

Clinical Context and Patient Factors

Contributory Factors

Specific General

Organisational Management & Institutional Context Factors

Work Environment Factors

Team Factors

Individual Factors

Task Factors

Implications and Action Points

Form C: SUMMARY

Foetal monitoring of first stage and second stage of labour by CTG

Painful and relatively short first stage of labour. Foetal heart rate difficult to monitor and CTG
scalp electrodes placed on head at 11.15. Pethidine  given at 11.40. Cervix fully dilated at 12.05.
Patient became very distressed and unable to co-operate.  Episiotomy recommended but resisted.
Argument involving husband for several minutes. Episiotomy done. Scalp electrode removed as
head crowning at 12.14. CTG prior to removal shows marked decelerations of heart rate and a
slowing trend.

Maternity building undergoing extensive
building works whilst still in use. Normal
geography disturbed

Notes not retrieved from library promptly.
Care plan set out by Consultant not seen. Unit
normally staffed & workload average at
material times

Midwives failed to heed the slowing heart
rate on the CTG as they were distracted by
the mother’s distress and resistance to
advice

Midwives not aware of possible dystocia andpossible delay between crowning  andcomplete delivery. Scalp electrode removalnot covered by policy. Unwise in thissituation

There were management issues within the Unit

None

Shift change procedures, need to ensure
records recovered fast

CTG awareness and training

Lack of clear policy guidelines

1. Review training for midwives on CTG interpretation

2. Improve record retrieval procedures

3. Develop guidelines for removal of scalp electrode
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CARE MANAGEMENT PROBLEMS AND CONTRIBUTORY FACTORS
FORM

Use one form for each of the care management problems identified

Care Management Problem

Clinical Context and Patient Factors

Contributory Factors

Specific General

Organisational Management & Institutional Context Factors

Work Environment Factors

Team Factors

Individual Factors

Task Factors

Implications and Action Points

Form C: SUMMARY

Ante-natal care in last stages of pregnancy

Patient  gravida  6, para 3, weight 110kgs. Last child weighed 4.4kgs, slight dystocia noted.
Referred back to Consultant at 38 weeks. Ultra sound suggests baby 4.5 kg.
Care Plan: Pregnancy not to go beyond term plus 6 days

No attempt at mid cavity instrumental delivery
Shoulder dystocia noted recorded explicitly to forewarn delivery staff

Seen by Consultant and local midwife,
neither will be directly involved in delivery

None

Decision at this stage based on evidence that
intervention does not improve the outcome
for big babies where shoulder dystocia may
occur

None

Assumption that notes will be available
when patient presents in labour

Recurrent problem with peripheral clinics

Service at local clinic high priority for local population. Local LSCS not high

Peripheral clinic at significant population
centre, 14 miles from base

None

1. Ensure notes are available

2. Emphasise care plans in the records
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CARE MANAGEMENT PROBLEMS AND CONTRIBUTORY FACTORS
FORM

Use one form for each of the care management problems identified

Care Management Problem

Clinical Context and Patient Factors

Contributory Factors

Specific General

Organisational Management & Institutional Context Factors

Work Environment Factors

Team Factors

Individual Factors

Task Factors

Implications and Action Points

Form C: SUMMARY

Attendance at hospital at delivery minus 2 days

Passed blood per vaginum. Abdomen soft, no contractions. Abruption excluded.
Discharged. Raised as an issue by the patient and relatives

None None

None None

None None

Common problem - patients often very
worried. Need for effective reassurance

Needs to be discounted

None

None



A Protocol for the Analysis of Clinical Incidents September 1999

51

CARE MANAGEMENT PROBLEMS AND CONTRIBUTORY FACTORS  
FORM  

Use one form for each of the care management problems identified

Care Management Problem

Clinical Context and Patient Factors

Contributory Factors
Specific General

Organisational Management & Institutional Context Factors

Work Environment Factors

Team Factors

Individual Factors

Task Factors

Implications and Action Points

Form C: SUMMARY

Management delay in second stage of labour

Head crowned at 12.14. Patient very distressed and not pushing at this stage. Argument and
delay over  episiotomy . External Doppler attached showing apparent Foetal heart rate of 150-
170 beats per minute.
Crowning at 12.14. Head remained stationary. Medical assistance called at 12.33. Baby
delivered at 12.39 following  Mc Roberts manoeuvre. Shocked baby delivered in poor
condition

Equipment old, but well maintained None

Failure to call on-call medical staff (available
outside labour room) at sufficiently early
stage due to failure to appreciate full dangers
of this delivery

Communication between staff groups

Midwives believed the external Doppler
readings despite their variance from the final
CTG tracing

Hazard notice issued regarding coupling to
maternal heart. Warning attached to
machine

Limitations of equipment not recognised and
failure to act on discordant information

None

There were management issues within the Unit

1. Emphasise to staff that when 2 pieces of equipment give contradictory information always assume the
worst scenario until proved otherwise

2. Check hazard warning systems

3. Strengthen management of unit

4. Review equipment replacement programme
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CARE MANAGEMENT PROBLEMS AND CONTRIBUTORY FACTORS
FORM

Use one form for each of the care management problems identified

Care Management Problem

Clinical Context and Patient Factors

Contributory Factors

Specific General

Organisational Management & Institutional Context Factors

Work Environment Factors

Team Factors

Individual Factors

Task Factors

Implications and Action Points

Form C: SUMMARY

Pain control in first stage of labour

Painful and relatively short  first stage of labour. Patient became distressed and unable to co-
operate

None None

None

None

None

Maternity building separated physically from
the main hospital

As labour was progressing rapidly the
opportunity for setting up an epidural  was
limited

Anaesthetist engaged in other duties in
another part of the hospital (intensive care
unit)

National medical work-force and training policies mean that the Anaesthetic Dept is unable to
provide dedicated cover to the maternity unit. Shift patterns require formal handover of the ICU
patients.

1. Provide better cover for maternity unit if Anaesthetic resources
permit
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Lessons Learned

With the benefit of hindsight, the outcome of this delivery might, on a balance of
probabilities, have been different.

As this baby appears to have been healthy prior to labour, a planned Caesarean section just
prior to term would, in all probabilities, have led to a successful outcome, as in most cases
of birth asphyxia. However, this approach is not backed up by sound clinical evidence, and
the procedure itself was not without risk. Again, armed with the knowledge of what has
happened, an Obstetrician might well decide to deliver Mrs X by that route should she
decide to become pregnant again. None of this, however, invalidates the decision to
deliver normally which was taken at 38 weeks. This judgement relied upon
information regarding best practice which has been accumulated from many cases,
and is the only evidence which can be utilised prospectively.

The delivery itself was undoubtedly very difficult and distressing for all concerned. When
the scalp electrode recorded a decline in the baby’s condition during the second stage, that
in itself should have been a trigger to summon medical assistance which was readily
available, particularly when delivery did not occur quickly and delay was encountered.

Intervention at that stage, again on a balance of probabilities, might have been expected
to have resulted in the delivery of a baby who had temporary, but reversible birth
asphyxia. It was the delay associated with the final stage of the delivery that made the
situation irretrievable. Undoubtedly the two midwives had serious problems with a
distraught mother. The need to act quickly was recognised by both midwives, and
somewhat heated discussion took place between them, the patient and her husband which
led to the episiotomy ultimately being performed.

The degree of urgency, was to some extent, tempered by the misleading readings coming
from the Doppler monitor. These falsely re-assured the midwives as to the baby’s
condition. When medical assistance was summoned the delivery was accomplished quite
quickly. This indicates that whatever mechanical difficulties were associated with the last
stages, they were not insuperable, given the right intervention. Unfortunately, after
delivery had been completed, attempts at resuscitation failed, and Baby X died the
following day.

Where there is conflict between the information given by monitoring equipment
recommended practice would be to assume the worst case and seek medical advice. In
this case the CTG had clearly shown compromise in the second stage. Not withstanding
the Doppler readings, this alone should have been cause enough to take action.

Subsequent Action

Communication
Following the incident, the supervising consultant met the family on various occasions.



A Protocol for the Analysis of Clinical Incidents September 1999

54

The meeting 6 days later dealt with detail and an explanation was given. A record of this
meeting was subsequently prepared and sent to the family.

The community midwife assigned to Mrs X has maintained contact with the family. She
still enjoys a measure of trust and confidence from the family, who have indicated that
they intend to take legal action  arising from these events.

The Communications Manager has fielded a wide range of Press enquiries regarding the
case, and continues to do so. She is in liaison with appropriate managers for this.

Funeral Arrangements

The Trust met the costs of the funeral arrangements. This is standard procedure and would
have happened in any event.

Supervision of Midwives

Following the initial meetings with all staff involved in this case, the Head of Midwifery
has met with the Senior midwife involved (the other midwife has been on sick leave) and
agreed individual objectives with her including a programme of further education for all
midwives in respect of suspected shoulder dystocia and other aspects of this case. This
educational programme will be delivered by the senior midwife involved in this case with
support from the Head of Midwifery Services.

Equipment

The equipment used for monitoring is old. It is limited by comparison with that now
available. The presence of a simultaneous maternal ECG enables situations such as this to
be detected more easily. The Trust should now review these monitors for replacement
through the normal bidding process for Capital Equipment.


