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The purpose of the Board in hearing this story is to raise awareness of how
listening to patients is critical to ensure that women have a good and safe
experience when giving birth. The story also reinforces the need for vital
improvement work that is underway in the department.

During the birth of her second son Siva felt that the lack of pain relief and
actions and attitude of the anaesthetist meant that she had an “awful time”.
Siva said that if she had been listened to from the beginning of her labour this
would have led to a very different experience.

During her pregnancy the family had also made a formal complaint about an
experience in the Emergency Department where there was an issue about
information being given by reception team and the nurse.

Siva and her family hope that this would lead to changes so that other families
would not have similar experiences.

RECOMMENDATION: The Board receives this report for increased understanding of the patient
experience in maternity.

SPECIFIC ISSUES CHECKLIST:

Quality and safety The story supports improvement work already underway in the department
regarding improving pain control for women in labour.

Patient impact Hearing the patient story first hand raises awareness of the importance of
listening and involving patients in their care.

Employee This story demonstrates the impact of attitude and care on a patient’s
experience and reinforces the need for multi-disciplinary team training.

Other stakeholder None identified.

Equality & diversity This story recognises that all patients should have equal access to services so
that they are treated with dignity and respect

Finance No financial impact noted.

Legal No legal impact noted.

Link to Board Assurance
Framework Principle
Risk

AUTHOR Caroline Crabtree, Head of Patient Experience and Involvement

PRESENTED BY Sue Tranka, Chief Nurse

DATE 25 January 2017

BOARD ACTION Review and action
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1. Overview

Around 4,000 babies are born at the Trust every year. This story was selected because it
reinforces the importance of improvements that the Women’s Health and Paediatrics Division has
been working on in the last 12 months, but highlights the need for further roll-out so that all women
can benefit from these changes.

In the last 12 months a full review of care and listening to women and their families highlighted a
number of improvements were needed in maternity services. The theme of inadequate pain relief
was highlighted from this exercise and had filtered through a number of complaints.

As a result of this feedback, in 2017 the division introduced new technology to record a pain score
for each woman in labour. The department also identified that maternity care assistants are most
frequently the health care professional taking women’s observations, but were the group least
likely to have had training in this area. To address this, a dedicated clinical skills facilitator was
identified to support training for these staff members.

This story reinforces that a continued priority for the team is to embed the use of this tool outside
standard observation times and drug rounds. This is the time when women most frequently
describe their pain as uncontrolled. The story also responds to the ambition to introduce a multi-
professional team approach to training involving the anaesthetic team. The aim is for this to be
included as part of the maternity mandatory training sessions during 2018/19.

The story will be told by Siva, who is mother to K (aged 3) and Baby S (born 23 December 2017).
Siva’s uncontrolled pain happened during the night. Siva’s husband recorded her experience
through the birth and wrote to the hospital immediately after the baby’s safe delivery. The story
also raises the family’s additional concerns about safety and attitude of staff. It also touches on an
earlier experience in the emergency department.

The format will be that of Siva telling her story, followed by questions and discussion with the
Board members.

2. Executive Summary

Siva’s waters broke during the early morning of Friday 22 December and she was admitted to St
Peter’s Hospital later that afternoon. During the night of Saturday 23 December Siva was in
extreme distress and pain and specifically requested an epidural. After several hours an
anaesthetist started to insert a cannula but was called away to another emergency leaving Siva
with blood leaking from the cannula wound. Siva said: “I know that there are other emergencies,
but I am my priority and I was crying and screaming. I was in so much pain and nobody was
listening to me.”

Siva and her husband were also extremely anxious about the increasing risk of infection as Siva’s
waters had broken some time ago and there seemed to be a lack of urgency regarding this. Siva
had an epidural later that morning and a scan revealed that the baby was not well positioned and
had his head up, rather than down. Siva was also upset by the attitude and tone of the anaesthetist
whom she found was rude and abrupt which added to her distress.

Baby S was successfully delivered and Siva is particularly grateful to the excellent care of the
midwife and doctor that morning. However, her experience would have been very different if her
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extreme pain had been taken more seriously and she had had the epidural, as she had requested,
from the outset.

In writing to the Trust, Siva’s husband also commented that this was the second poor experience
during this pregnancy. Siva had attended the Emergency Department in May and waited
unnecessarily for hours after a nurse told her she needed to wait for a doctor’s letter to have an
emergency scan. This formal complaint led to a review by the department of information given to
patients.

3. Conclusion

The family hope that telling their story will lead to a better experience for other women
experiencing extreme pain in labour and raise the importance of a caring attitude at such an
emotional time for families.


