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Aims of lecture

• Setting the scene

• Examples of teamwork

• Experiences of midwives and possible influence 
of training shortfalls on midwives wellbeing

• Proposed minimum standards: views of a 
discussion forum



One Born Every Minute 

“Training the team”



Team members



Team members



Team members
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Team Members & “Collaborating for Quality”

Critical care team/Obstetric 

physicians



Obstetricians & MCC training

• ST1-3 obstetrician on wards 
out of hours 

• First point of call for 
“escalation” in MEOWS

• Foundation training & Early 
recognition of Critical Illness 
-not continued

• Subspecialty training in 
other areas eg perinatal 
medicine

• ?Need lead MCC 
obstetrician  on team

Old style consultant with some 
general medicine training



Midwifery & MCC training

• Direct Entry Midwives 
predominate

• Short staffed

• Extended role

• MCC training needs not 
defined 

• Regional survey backs up 
deficit in training

• Few established 
courses/training 
opportunities



Anaesthesia & MCC training

• Increasing theatre workload 
esp” Out Of Hours”

• Anaes registrar is key 
responder, but not always 
available

• Faculty ICM: impact on obs 
anaes & Intensivist training

• Consultant Intensivist may 
be respiratory physician 
with little obstetrics

• ICU staff & bed pressures



Yorks & Humber Critical Care network
A maternity initiative



Yorkshire Critical Care Network 
MCC Benchmark

Obstetric anaesthetist
Midwife

Obstetrician
Intensivist

Critical care/outreach
University



Benchmarking tool

 1. Physiological observations MEWS

 2. Response strategy

 3. Handover of care on ward

 4. Competency trained staff

 5. Obstetric input on general ICU

 6. Documentation of multi-disciplinary 
working

 7. Care bundles eg sepsis care bundle

 8. Separation of mother and baby

 9. VTE prophylaxis

 10. Patient feedback on critical care 
experience



Recommendations 

in Yorkshire

• Shortfalls in MEWS & escalation & protocols, 

competency trained HDU staff

• Improved Education around Sepsis

• Encourage obstetric staff to ALERT / AIM / course 

with ABCDE approach etc

• Promote links between obs & critical care / 

outreach (clinical, educational)



Insanity

“Doing the same 
thing each time and 
expecting different 
results”

Einstein



Intercollegiate OAA MCC 

Subcommittee

RCoA FICM ICS RCOG RCP RCM RCN BMFMS BACCN NORF SAM CCNAUK



OAA MCC Subcommittee

Aims & objectives

 To identify standards and 
expertise in the management 
of the acutely unwell pregnant 
or recently pregnant mother. 

 Multi-disciplinary training & 
education 

 To develop links between MCC 
specialists via Royal Colleges 
and associated healthcare 
bodies

 Consensus models of care 

Some of the team



Education

Trainee Obstetricians
RCOG working party
Spiralling MCC into existing 
curriculum ST1-3

Midwives/nurses
NMC involvement
Pre-registration MCC topics
Postreg “enhanced care 
competencies”
PROMPT, AIMS, ALERT, in-
house training 

Consultants
Higher specialist module 
(FICM)
Standalone curriculum 
Blended learning emodule
Human factors training



Educational resources

SCOTTIE (Scottish Core Teaching and Training 
in Emergencies) 

PROMPT



Care of the Critically ill 

Childbearing Mother in Yorkshire

• 3 day course twice yearly

• Anaesthesia lead

• Multi-disciplinary
Anaesthesia
Intensive Care
Nursing
Medicine
Critical Care & Outreach



Care of Critically ill Childbearing 
Woman



Care of the Critically ill Childbearing 
Mother



Example video podcast 1



Example video podcast 2



Example video podcast 3



Simulator Training 



Problem Solving



Midwives:

Insight into midwives’ confidence and training-needs.

Developing the curriculum pre and post registration



What we know

• A stressful responsibility

• Professionally rewarding

• Inadequate training and support for midwives: 
• 70% [102/143] hospitals have had cause to question staff skill 

levels for the management of critically ill women on delivery 
suite Quinn et al 2014

• Possibly contributes to poor experiences for 
women and partners



http://concussion.leeds.ac.uk/mainmw.php
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General Statements

Management of 
Emergencies

Cardiovascular

CNS & Pain

Renal

Miscellaneous

Respiratory

Most reported 
confidence in skills 
required on entry to 
the midwifery 
register e.g. 
recognising and 
abnormal blood 
pressure (33/39, 

Some basic skills 
remained a 
challenge e.g. 

Basic life support 
(24/39) 

Recognition of an 
abnormal maternal 
heart rate (14/39) 

http://concussion.leeds.ac.uk/mainmw.php


Variation in confidence with more complex conditions: 

Immediate management of :

•Major haemorrhage 31/41 
•Severe liver problems [HELLP syndrome] 19/41
•Severe abdominal pain 28/41
•Headache 30/41
•Shortness of breath 26/41
•Severe sepsis 19/41
•Collapse 24/41
•Cardiac arrest 17/41
•And recognition of pre-eclampsia 29/41 

21/42 reported confidence with caring for women in critical care whilst most will not have 
received ICU training/de-skilled.



Key Themes:

Confidence and 
passion for their 

role

Challenges 
towards ideology 

of being a 
midwife

Advancement of 
midwives role 

Denial and 
under-

estimation of the 
complexity of 

women’s needs

Fear, exhaustion 
and frustration



Fear, exhaustion 
and frustration

I feel exhausted and frustrated. I feel torn by competing priorities especially when the 
baby needs extra care too. I leave feeling I have been running all night. I can feel tearful 
even if I have worked well just from the amount of tasks and the adrenaline of multi-
tasking and hyper-focus. I sometimes check my heart rate which can be 120bpm (ID19)

I usually feel slightly overwhelmed and I worry that I have done everything correctly and 
thoroughly (ID9)

It makes me feel sad / anxious (ID26)

I often leave work feeling low and wondering if there was anything else I could have done 
to improve the woman’s care (ID31)

Doubtful about my practice; did I do everything I should have done; stressed (ID32)



• …it is not my favourite aspect of care but it is becoming more usual than 
unusual…(ID12)

• It’s not a specialism I am attracted to but I think all midwives should know enough to 
provide safe care with support (ID19)

• I did not think there would be as much critical care as there is…the skills required are 
a natural part of my career progression (ID21)

• I do have moments when women are really critically ill, where I question my career 
(ID31)

Challenges towards 
ideology of being a 

midwife



• I don’t really think about this. I care for all women who are allocated to me, and 
have no concerns or anxieties about caring for women in the HDU environment 
(ID13)

• I’m relaxed and calm [thinking I may care for critically ill women on the way to 
work] (ID15)

• I feel fine caring for critically ill women (ID4)

• I have no issues looking after critically ill women (ID23)

• I do think it is likely and I have no concerns (ID11)

Denial and under-
estimation of the 

complexity of 
women’s needs



So what? 

• Positive and negative reports of midwives care skills contributing to women’s  
traumatic birth, including  post critical illness (Elmir et al 2010; Beck 2011; Health 
talk on-line)

• Sheen et al’s (2013) …”midwives increased stress could increase mother’s

propensity to experience childbirth as traumatic …”: 

• Likely argument where midwives fearful but not so where confident.

• Heightened arousal in some midwives may be direct trauma for midwives: under 
prepared and overwhelmed.

• Denial may be a coping mechanism where midwives not fully prepared



Discussion Forum 07/2014: Draft

Propose three levels of 
competency:

Competencies required at 
the point of entry to the 
midwifery part of the 
Nursing and Midwifery 
Council’s register. 

Competencies required for 
core midwifery staff 
employed on a delivery 
suite on a continuous basis.

Competencies required by 
specialist critical care 
prepared Midwife of Nurse

Discussion Forum
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Example: respiratory competencies: DRAFT

Demonstrate an appropriate response to the observations that you have 

recorded including:

 Re-positioning the patient: on entry to register

 Referral to and working with physiotherapist: on entry to register

 Assisting with deep breathing & expectoration CORE

 Obtaining and processing samples: on entry to register

 Safely perform ABG sampling from arterial lines and report results to 

appropriate team member SCC

 Offer basic interpretation SCC

 Suggest actions following interpretation SCC



Summary

• Address pre-registration education for 
midwives 

• Setting the scene: preparing and supporting 
staff 

• Team needs to work together


