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N=pÉííáåÖ=íÜÉ=ëÅÉåÉ=

NHS Quality Improvement Scotland (NHS QIS) was set up by the Scottish 
Parliament in 2003 to take the lead in improving the quality of  care and treatment 
delivered by NHSScotland. We do this by setting standards and monitoring 
performance, and by providing NHSScotland with advice, guidance and support on 
effective clinical practice and service improvements. 
 
^Äçìí=íÜáë=êÉéçêí=

The ‘Clinical standards for maternity services’ were published in March 2005. These 
standards are being used to assess the quality of  services provided by NHSScotland 
nationwide. 
 
This report presents the findings from the peer review of  NHS Lanarkshire. This 
review visit took place on 2 February 2006, and details of  the visit, including 
membership of  the review team, can be found in Appendix 2. 
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NKN= eçï=íÜÉ=ëí~åÇ~êÇë=ïÉêÉ=ÇÉîÉäçéÉÇ=
In June 2002, a maternity services project group was established and chaired by Dr 
Jane Magill, Director, Robert Clark Centre for Technological Education, University 
of  Glasgow. Membership of  the maternity services project group includes both 
healthcare professionals and members of  the public (see Appendix 3). 
 
Members of  the maternity services project group are involved in the quality 
assurance process of: 
 
● developing standards 
 
● reviewing performance against the standards throughout Scotland, using 

self-assessment and external peer review, and 
 
● reporting the findings from the review. 
 
When developing the maternity services standards, a Scotland-wide consultation 
process was undertaken. The views of  health service staff, women (pre and 
postnatally), and the public were sought, and all the relevant evidence available at the 
time was taken into account. Draft standards were also piloted in NHS Highland, 
NHS Lanarkshire and NHS Lothian in June 2004. 
 
NKO= eçï=íÜÉ=êÉîáÉï=éêçÅÉëë=ïçêâë=
The review process has two key parts: local self-assessment followed by external peer 
review. First, each NHS board assesses its own performance against the standards. 
An external peer review team then further assesses performance, both by considering 
the self-assessment data and visiting the NHS board to validate this information and 
discuss related issues. The review process is described in more detail below (see also 
the flow chart on page 9). 
 
pÉäÑJ~ëëÉëëãÉåí=Äó=kep=Äç~êÇë=

On receiving the standards, each NHS board assesses its own performance using a 
framework produced by NHS QIS. This framework includes guidance about the type 
of  evidence (eg guidelines and audit reports) required to allow a proper assessment 
of  performance against the standards to be made. 
 
The NHS board submits the data it has collected for this self-assessment exercise to 
NHS QIS before the on-site visit, and it is this information that constitutes the main 
source of  written evidence considered by the external peer review team. 
 
bñíÉêå~ä=éÉÉê=êÉîáÉï=

An external peer review team then visits and speaks with local stakeholders (eg staff, 
patients and carers) about the services provided. Review teams are multidisciplinary, 
and include both healthcare professionals and members of  the public. All reviewers 
are trained. Each review team is led by an experienced reviewer, who is responsible 
for guiding the team in its work and ensuring that team members are in agreement 
about the assessment reached. 
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The composition of  each team varies, and members have no connection with the 
NHS board they are reviewing. Both of  these factors facilitate the sharing of  good 
practice across NHSScotland, and ensure that each review team assesses 
performance against the standards rather than make comparisons between one NHS 
board and another. 
 
At the start of  the on-site visit, the review team meets key personnel responsible for 
the service under review. Reviewers then speak with local stakeholders about the 
services provided. After these meetings, the team assesses performance against the 
standards, based on the information gathered during both the self-assessment 
exercise and the on-site visit.  The visit concludes with the team providing feedback 
on its findings to the NHS board. This includes specific examples of  local initiatives 
drawn to the attention of  the review team (recognising that other such examples may 
exist), together with an indication of  any particular challenges. 
 
^ëëÉëëãÉåí=Å~íÉÖçêáÉë=

Each review team assesses performance using the categories ‘met’, ‘not met’ and ‘not 
met (insufficient evidence)’, as detailed below. 
 
● ‘Met’ applies where the evidence demonstrates the standard and/or criterion is being 

attained. 
 
● ‘Not met’ applies where the evidence demonstrates the standard and/or criterion is 

not being attained. 
 
● ‘Not met (insufficient evidence)’ applies where no evidence is available for the 

review team, or where the evidence available is insufficient to allow an assessment to 
be made. 

 
A final category ‘not applicable’ is used where a standard and/or criterion does not 
apply to the NHS board under review. 
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NKP= oÉéçêíë=
After each review visit, NHS QIS staff, with clinical input as appropriate, draft a local 
report detailing the findings of  the review team. This draft report is sent to the 
review team for comment, and then to the NHS board to check for factual accuracy. 
The local report is published only after all the visits for that topic have been 
undertaken nationwide. 
 
Once a national review cycle is completed, the expert advisory group convenes to 
examine review findings and make recommendations. The group then oversees the 
production of  a national overview of  service provision across Scotland in relation to 
the standards. This document includes both a summary of  the findings (highlighting 
examples of  local initiatives and challenges for the service) and recommendations for 
improvement. 
 
Part of  the remit of  NHS QIS is to report whether the services provided by 
NHSScotland, both nationally and locally, meet the agreed standards. This does not 
include reviewing the work of  individual healthcare professionals. In achieving this 
aim, variations in practice (and potential quality) within a service will be encountered 
and subsequently reported. 
 
Please note – all reports published are available in print format and on the 
NHS QIS website. 
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O=pìãã~êó=çÑ=ÑáåÇáåÖë=

OKN= lîÉêîáÉï=çÑ=äçÅ~ä=ëÉêîáÅÉ=éêçîáëáçå=
Lanarkshire is situated in central Scotland and has a population of  around 556,114.  
The majority of  the population live in urban areas, of  which Cumbernauld, Hamilton 
and Motherwell are the largest in the region.  The proportion of  older people in the 
population is below the national average, whereas levels of  illness and deprivation are 
relatively high. 
 
içÅ~ä=kep=ëóëíÉã=~åÇ=ëÉêîáÅÉë=

Lanarkshire NHS Board is responsible for improving the health of  the local 
population and for the delivery of  the healthcare required. It provides strategic 
leadership and has responsibility for the efficient, effective and accountable 
performance of  the NHS in Lanarkshire. 
 
At the time of  the review visit, NHS Lanarkshire contained two NHS operating 
divisions: Lanarkshire Acute Hospitals Division (acute care services); and 
Lanarkshire Primary Care Division (primary care services). There are two community 
health partnerships (CHPs). Each CHP covers a geographical area and is a way of  
organising non-acute care where an NHS board maximises its ability to support 
integration across health services and between these and other agencies such as social 
services. 
 
The NHS board is also accountable for both continuously improving the quality of  
health services, and safeguarding high standards of  care, by creating an environment 
in which excellence in clinical care will flourish (framework of  clinical governance). 
 
Further information about the local NHS system can be accessed via the website of  
NHS Lanarkshire (www.show.scot.nhs.uk/nhslanarkshire). 
 
pÉêîáÅÉ=çêÖ~åáë~íáçå=

Information obtained from a scoping study exercise undertaken in 2005 indicated 
that there are 15 NHS boards within Scotland that provide maternity services.   
 
In NHS Lanarkshire, all maternity services are provided across primary and 
secondary care settings throughout the NHS board area, with specialist/tertiary 
services being provided by the regional service within NHS Greater Glasgow. 
 
There is one centralised, specialist maternity unit based at Wishaw General Hospital 
which is supported by a community midwifery service and three maternity day 
assessment centres located throughout the NHS board area.  The number of  births 
have increased over the last 5 years as illustrated in the following table.  
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kìãÄÉê=çÑ=ÄáêíÜë=kep=i~å~êâëÜáêÉ=

OMMN= OMMO= OMMP= OMMQ= OMMR=

táëÜ~ï=dÉåÉê~ä=
eçëéáí~ä=

QISRR= QISSR QITMN QIVVT QIVOP=

eçãÉ=ÄáêíÜë= R= NM OM OS OR=

líÜÉê=EÉÖ=Äçêå=
ÄÉÑçêÉ=~êêáî~äF=

M= M M M NN=

qçí~ä=ÄáêíÜë= QISSM= QISTR QITON RIMOP QIVRV=
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OKO= pìãã~êó=çÑ=ÑáåÇáåÖë=~Ö~áåëí=íÜÉ=ëí~åÇ~êÇë=
A summary of  the findings from the review, including examples of  local initiatives 
drawn to the attention of  the review team, is presented in this section. A detailed 
description of  performance against the standards/criteria is included in Section 3. 
 
`çêÉ=mêáåÅáéäÉë=

NHS Lanarkshire provides a consultant-led maternity service centred at Wishaw 
General Hospital which is supported by three maternity day assessment centres 
based in the community. There are defined lines of  responsibility for the service.  
The director of  public health has responsibility for the service at Board level and the 
divisional nurse director is responsible for the service at both acute and primary care 
levels. 
 
The Board is undertaking work in conjunction with the public, service users and 
staff  to develop a strategy for maternity services which, once finalised, will outline 
the planned provision of  the service up to 2010.  The review team would encourage 
the Board to finalise its strategy for maternity services in compliance with national 
recommendations. 
 
The Board has made considerable efforts to involve local public participation in the 
planning of  maternity services.  There is a maternity services liaison committee 
(MSLC) and a maternity services strategy group through which members of  the 
public can be formally involved as members of  these groups.  The review team 
acknowledged the work undertaken by the Board to sustain public involvement in 
maternity services and would encourage the Board to continue promoting interest in 
this area. 
 
There is a well-established system in place to report, investigate and analyse critical 
incidents.  Training has been provided for staff  to ensure correct recording and 
procedures are followed for all reported incidents.  There are formal arrangements in 
place to ensure that all incidents are investigated by specialist review and 
communicated through the various organisational levels. 
 

bñ~ãéäÉ=çÑ=~=äçÅ~ä=áåáíá~íáîÉÁ=

qÜÉ=_ç~êÇ=Ü~ë=~=ãÉÅÜ~åáëã=áå=éä~ÅÉ=íç=êÉéçêí=Ä~Åâ=íç=ëí~ÑÑ=êÉÖ~êÇáåÖ=ÅêáíáÅ~ä=

áåÅáÇÉåíëK==^=åÉïëäÉííÉê=áë=ÇáëíêáÄìíÉÇ=íç=ëí~ÑÑ=ÇÉí~áäáåÖ=íÜÉ=å~íìêÉ=~åÇ=çìíÅçãÉ=çÑ=íÜÉ=

áåÅáÇÉåíëK==qÜÉ=êÉîáÉï=íÉ~ã=ÅçåëáÇÉêÉÇ=íÜáë=ÖççÇ=éê~ÅíáÅÉ=~ë=áí=~ääçïë=~ää=ëí~ÑÑ=áå=íÜÉ=

ìåáí=~å=çééçêíìåáíó=íç=ÄÉ=áåÑçêãÉÇ=çÑ=~ää=êÉéçêíÉÇ=áåÅáÇÉåíë=~åÇ=áí=Å~å=~äëç=ÄÉ=ìëÉÇ=

~ë=~=äÉ~êåáåÖ=çééçêíìåáíóK=

 
There is a formal operating procedure between the Board and the Scottish 
Ambulance Service which outlines an agreed arrangement for maternal and neonatal 
transfers in accordance with maternity services provision within NHS Lanarkshire.  
This service is supported by the West of  Scotland Neonatal Transport Team which 
undertakes neonatal transfers to the specialised service provided by the Royal 
Hospital for Sick Children, Yorkhill, NHS Greater Glasgow.  The review team 
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recommended that the Board produces a local guideline for staff  outlining details for 
contacting the Scottish Ambulance Service to ensure no time is wasted when a 
specific level of  service is required in emergency situations. 
 
Women and babies have access to a range of  specialist services at Wishaw General 
Hospital and also regionalised specialist services at the Royal Hospital for Sick 
Children. Although the current referral process is normally consultant to consultant, 
the review team would recommend that formal referral pathways are established for 
all women and babies who require referral to a specialist service. 
 
The Board has a comprehensive audit system in place and monitors a wide range of  
maternity care services.  In addition, the Board participates in national audits in 
relation to maternity services. 
 
The Board places a high emphasis on the risk of  domestic abuse and has undertaken 
a multi-agency approach to identifying and supporting women with domestic abuse 
issues.  Many midwives have attended domestic abuse training and have attended 
regular awareness sessions as part of  a local project to support women experiencing 
domestic abuse in the Lanarkshire area. 
 

bñ~ãéäÉ=çÑ=~=äçÅ~ä=áåáíá~íáîÉÁ=

kep=i~å~êâëÜáêÉ=áë=é~êíáÅáé~íáåÖ=áå=~=éáäçí=ãìäíáJ~ÖÉåÅó=êáëâ=~ëëÉëëãÉåí=ÅçããáííÉÉ=

Ej^o^`F=ëíìÇó=áå=ÅçåàìåÅíáçå=ïáíÜ=íÜÉ=mçäáÅÉ=ëÉêîáÅÉK==^í=íÜÉ=íáãÉ=çÑ=íÜÉ=êÉîáÉï=îáëáíI=

íÜÉ=_ç~êÇ=ï~ë=S=ãçåíÜë=áåíç=íÜÉ=éáäçí=éêçÖê~ããÉ=~åÇ=êÉéçêíÉÇ=íÜ~í=çåÉ=ãáÇïáÑÉ=áå=

É~ÅÜ=Åçããìåáíó=~êÉ~=í~âÉë=êÉëéçåëáÄáäáíó=Ñçê=ÇçãÉëíáÅ=~ÄìëÉ=áëëìÉëK==qÜÉëÉ=ãáÇïáîÉë=

~êÉ=íê~áåÉÇ=íç=áÇÉåíáÑó=êáëâ=~åÇ=éêçîáÇÉ=áåÑçêã~íáçå=çå=ëìééçêí=ëÉêîáÅÉë=íç=ïçãÉå=

~ÑÑÉÅíÉÇ=Äó=íÜÉëÉ=áëëìÉëK=

 
Adult intensive care, special care baby unit (SCBU) and neonatal intensive care unit 
(NICU) facilities are available on-site at Wishaw General Hospital.  Although some 
high dependency facilities are also available in the obstetric unit, sufficient clinical 
expertise is not fully in place to provide a complete service and uptake of  training in 
this area has been low. However, should high dependency care be required for an 
obstetric patient, there is capacity for a high risk area to be set up in the maternity 
unit where high dependency care can be provided by a multidisciplinary team. 
 
The Board provides an excellent range of  information for women to enable them to 
make informed choices regarding their pregnancy and childbirth.  Verbal information 
is supported by a range of  national and local literature.  A DVD has recently been 
produced which outlines the facilities available at the maternity unit at Wishaw 
General Hospital as well as practical information for bringing the baby home from 
hospital.  The review team commended the Board’s maternity services website which 
complements the range of  information available.  
 
There is a robust system in place which provides women with an opportunity to 
reflect on their birth experience.  The review team considered it good practice to 
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have a specific section on the care plan to discuss and record this as part of  routine 
postnatal care.   
 
mêÉJÅçåÅÉéíáçå=~åÇ=sÉêó=b~êäó=mêÉÖå~åÅó==

There is no specific pre-conception service for women with diabetes or who have a 
personal or family history of  significant illness. In the absence of  a dedicated service, 
women with diabetes are referred to a joint medical obstetric clinic and women with 
significant illness concerns can be referred to a relevant consultant specialist for 
specialised care and management. 
 
The Board has an early pregnancy assessment service (EPAS) and has set up an 
EPAS Group to identify methods of  providing a consistent service across NHS 
Lanarkshire.  The review team acknowledged the work undertaken by this group to 
take the EPAS forward.  The shortage of  ultrasound equipment and supply of  
appropriately trained staff  was highlighted as a challenge for the service.  The review 
team would encourage the Board to provide prompt access to early pregnancy 
ultrasound facilities. 
 
mêÉÖå~åÅó=

There is a written syllabus for the delivery of  a parent education programme, and 
there is a named midwife who has overall responsibility for co-ordinating the 
antenatal education programme on a service-wide basis.  Midwives provide classes in 
day and evening sessions throughout NHS Lanarkshire.  One-to-one classes are also 
provided for women who cannot attend scheduled classes and there are additional 
education sessions provided for special interest areas, eg pool births, twin 
pregnancies, etc.   
 
The Board is undertaking a pilot education programme for teenage pregnancies in 
the North Lanarkshire area. The Board plans to roll this out throughout NHS 
Lanarkshire following an evaluation of  the pilot process. 
 
Although the parent education programme includes a postnatal reunion, attendance 
at this final session in the programme is very low and as a result is no longer 
provided in many areas.  The Board has undertaken a review to promote interest in 
this area and the review team would encourage the Board in its efforts to re-establish 
postnatal reunions across NHS Lanarkshire. 
 
An antenatal screening and diagnostic service is provided for all pregnant women in 
accordance with the national programme for antenatal screening.  Women identified 
with pregnancy complications or potential complications which may affect their baby 
are managed on an individual basis in accordance with laboratory and clinical 
findings. 
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bñ~ãéäÉ=çÑ=~=äçÅ~ä=áåáíá~íáîÉÁ=

qÜÉ=_ç~êÇ=Ü~ë=Éëí~ÄäáëÜÉÇ=~å=~åíáÄçÇó=Öêçìé=ïÜáÅÜ=ãÉÉíë=çå=~=ãçåíÜäó=Ä~ëáë=íç=

ÅçåëáÇÉê=~ää=ïçãÉå=ïÜç=Ü~îÉ=ÄÉÉå=áÇÉåíáÑáÉÇ=~ë=Ü~îáåÖ=ÄäççÇ=Öêçìé=~åíáÄçÇáÉë=áå=

íÜÉáê=ÄäççÇK==qÜÉ=Öêçìé=ÅçãéêáëÉë=çÑ=~=Åçåëìäí~åí=Ü~Éã~íçäçÖáëíI=~=Åçåëìäí~åí=

çÄëíÉíêáÅá~åI=~=ëÉåáçê=Ü~Éã~íçäçÖó=ãÉÇáÅ~ä=ä~Äçê~íçêó=ëÅáÉåíáÑáÅ=çÑÑáÅÉê=~åÇ=~=ëÉåáçê=

ãáÇïáÑÉK==qÜÉ=êÉîáÉï=íÉ~ã=ÅçåëáÇÉêÉÇ=íÜáë=Öêçìé=íç=ÄÉ=~=âÉó=ëíêÉåÖíÜ=íç=íÜÉ=ëÉêîáÅÉK=

 
Although the Board has arrangements in place for antenatal care for all women, 
formal plans for antenatal care and risk factors are not in place and the review team 
would recommend the Board formalises practice in this area.  A further 
recommendation was made for the Board to adapt its current practice to enable a 
woman to move from consultant to midwifery-led care as risk factors reduce.  
Current practice involves a woman staying in consultant-led care even if  her risk 
factor has reduced and she no longer requires this level of  specialised care. 
 
`ÜáäÇÄáêíÜ=

The review team commended the practice of  all women receiving  
one-to-one midwifery care during advanced stages of  labour and childbirth.  The 
service also has guidelines in place to support home births to ensure that two 
midwives are in attendance for all planned births at home.  There is also an 
established mentoring programme to ensure that student midwives are supervised by 
a trained midwife at all times. 
 
There are policies in place for the management of  all key labour practices.  The 
policies are reviewed by members of  the Board’s clinical effectiveness maternity 
subgroup.  The subgroup meets on a monthly basis and reviews progress on 
updating maternity guidelines.   
 

bñ~ãéäÉ=çÑ=~=äçÅ~ä=áåáíá~íáîÉÁ=

qÜÉ=_ç~êÇÛë=ÅäáåáÅ~ä=ÉÑÑÉÅíáîÉåÉëë=ã~íÉêåáíó=ëìÄÖêçìé=Ü~ë=éêçÇìÅÉÇ=~=éêçÖêÉëë=í~ÄäÉ=

Ñçê=~ää=ã~íÉêåáíó=ëÉêîáÅÉë=ÖìáÇÉäáåÉëK==qÜÉ=í~ÄäÉ=çìíäáåÉë=íÜÉ=íáíäÉ=çÑ=É~ÅÜ=ÖìáÇÉäáåÉI=íÜÉ=

ÅìêêÉåí=ëí~íìë=çÑ=íÜÉ=ÖìáÇÉäáåÉI=ÉÖ=ïÜÉíÜÉê=áí=áë=ÄÉáåÖ=êÉîáÉïÉÇI=íÜÉ=å~ãÉEëF=çÑ=ëí~ÑÑ=

êÉëéçåëáÄäÉ=Ñçê=ÇÉîÉäçéáåÖ=~åÇLçê=ìéÇ~íáåÖ=íÜÉ=éçäáÅó=~åÇ=íÜÉ=éçäáÅóÛë=êÉîáÉï=Ç~íÉK==

qÜÉ=êÉîáÉï=íÉ~ã=ÅçåëáÇÉêÉÇ=íÜáë=~=ÖççÇ=éê~ÅíáÅÉ=~ééêç~ÅÜ=íç=ã~áåí~áåáåÖ=ìéJíçJÇ~íÉ=

ÖìáÇÉäáåÉëK=

 
The maternity unit at Wishaw General Hospital provides a full range of  pain 
management techniques which are discussed as part of  antenatal care between 
midwives and expectant mothers.  Midwives encourage pregnant women to complete 
a birth plan and pain relief  is discussed as part of  this process.   
 
There is an acting lead consultant anaesthetist with responsibility for the 
management of  the obstetric anaesthetic service at Wishaw General Hospital. The 
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Board operates a 24-hour on-call rota to ensure a specialist anaesthetic service is 
available at all times in the maternity unit.  There is an audit process in place for all 
women who have anaesthetic intervention. 
 
The Board reported that there is a process, as part of  the clinical IR1 incident 
reporting system, to monitor delays of  more than 30 minutes which results in 
significant fetal compromise or maternal morbidity for emergency caesarean sections.  
However, there is not a specific system in place to monitor or classify this process.  
The review team would recommend that a system is established to specifically audit 
‘decision to delivery’ intervals and perceived procedure urgency. 
 
mçëíå~í~ä=~åÇ=m~êÉåíÜççÇ=

All women are assessed immediately after giving birth by a midwife.  There is 
ongoing assessment for the recognition of  complications as part of  postnatal 
assessment with input from obstetric and anaesthetic staff  as required.  Details of  
postnatal assessments are recorded in the woman’s maternity care plan. 
 
A transfer summary is completed for every woman prior to discharge from hospital.  
Midwifery staff  discuss and provide contraception to all women prior to leaving the 
maternity unit.   
 
The maternity unit at Wishaw General Hospital is currently working towards 
achieving UNICEF/WHO Baby Friendly status and have been awarded a 
UNICEF/WHO UK Baby Friendly Initiative Certificate of  Commitment in March 
2005 with an aim to achieving full status by March 2007.   
 
Women are provided with a range of  national, local and UNICEF/WHO 
information to support them in their chosen method of  feeding.  The information 
provided contains details for bottle feeding and breastfeeding.  Women are also 
offered practical support with their first breast or formula feed by ward staff.  
Mothers who choose formula feeding are provided with information on the 
preparation of  formula and sterilisation of  equipment.   
 

bñ~ãéäÉ=çÑ=~=äçÅ~ä=áåáíá~íáîÉÁ=

qÜÉ=`çããìåáíó=jçíÜÉêë=_êÉ~ëíÑÉÉÇáåÖ=pìééçêí=mêçàÉÅí=ï~ë=Éëí~ÄäáëÜÉÇ=~ë=~å=

áåáíá~íáîÉ=íç=áåÅêÉ~ëÉ=íÜÉ=åìãÄÉê=çÑ=ÅÜáäÇêÉå=ÄÉáåÖ=ÄêÉ~ëíÑÉÇ=áå=íÜÉ=kçêíÜ=i~å~êâëÜáêÉ=

~êÉ~K=qÜÉ=éêçàÉÅí=éêçîáÇÉë=éÉÉê=ëìééçêí=íç=ÄêÉ~ëíÑÉÉÇáåÖ=ãçíÜÉêë=áå=ÄçíÜ=íÜÉ=

Åçããìåáíó=~åÇ=íÜÉ=Üçëéáí~äK==pìééçêí=áë=éêçîáÇÉÇ=çå=~=îçäìåíÉÉê=Ä~ëáë=Äó=äçÅ~ä=

ïçãÉå=ïÜç=Ü~îÉ=ÅçãéäÉíÉÇ=~=ÄêÉ~ëíÑÉÉÇáåÖ=íê~áåáåÖ=éêçÖê~ããÉ=~ÑíÉê=ëìÅÅÉëëÑìääó=

ÄêÉ~ëíÑÉÉÇáåÖ=íÜÉáê=çïå=ÅÜáäÇêÉåK==

 
There is an infant feeding advisor to provide education and training for healthcare 
professionals who support women in their chosen method of  feeding.  The Board 
has a system in place to monitor admission rates for babies due to inadequate 
nutrition.   
 



içÅ~ä=oÉéçêí=Ekep=i~å~êâëÜáêÉFW=j~íÉêåáíó=pÉêîáÅÉë=Ó=g~åì~êó=OMMT=

 
17 

All babies are examined by a midwife or a neonatal doctor within 72 hours of  birth.  
However, in practice, most babies are examined within 48 hours or earlier if  the 
woman plans to leave hospital within a few hours of  giving birth.  There is a 
protocol and guideline in place for the recognition of  group B streptococcal 
infection.  All babies have a daily examination undertaken whilst in hospital and 
assessment for jaundice forms part of  this examination.  Community midwives 
continue these observations when the mother and baby return home following 
discharge from hospital.   
 
The review team commended the Board’s efficient system to ensure that information 
on women and their babies in the postnatal period is collated and transferred 
between secondary and primary care.  There is an established community midwifery 
service to support women and their babies once they have been transferred from 
hospital to community care.   
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P=aÉí~áäÉÇ=ÑáåÇáåÖë=~Ö~áåëí=íÜÉ=ëí~åÇ~êÇë=

pí~åÇ~êÇ=NE~FW=pí~åÇ~êÇ=N=ú=`çêÉ=mêáåÅáéäÉë=

pí~åÇ~êÇ=pí~íÉãÉåí=
^ÅÅçìåí~ÄáäáíóW=qÜÉêÉ=~êÉ=ÅäÉ~ê=äáåÉë=çÑ=êÉëéçåëáÄáäáíó=Ñçê=íÜÉ=éä~ååáåÖ=~åÇ=ÇÉäáîÉêó=çÑ=
ã~íÉêåáíó=ëÉêîáÅÉëI=ïáíÜ=ÉîáÇÉåÅÉ=çÑ=éìÄäáÅ=áåîçäîÉãÉåíK=

kep=i~å~êâëÜáêÉ=

bëëÉåíá~ä=`êáíÉêá~=

N~KNW= = qÜÉêÉ=áë=~=å~ãÉÇ=áåÇáîáÇì~ä=~í=kep=_ç~êÇ=ÇáêÉÅíçê=äÉîÉä=ïáíÜ=êÉëéçåëáÄáäáíó=Ñçê=
ã~íÉêåáíó=ëÉêîáÅÉëK=

pq^qrpW=Met  

The Board’s director of public health has responsibility for maternity services at 
NHS Lanarkshire Board level. 

 

N~KOW= = qÜÉêÉ=áë=~=å~ãÉÇ=ÅäáåáÅá~å=~í=ÄçíÜ=mêáã~êó=~åÇ=^ÅìíÉ=kep=léÉê~íáåÖ=aáîáëáçå=
äÉîÉä=ïáíÜ=êÉëéçåëáÄáäáíó=Ñçê=ã~íÉêåáíó=ëÉêîáÅÉëK=

pq^qrpW=Met  

The Board’s divisional nurse director has responsibility for maternity services at both 
acute and primary care levels. 

 

N~KPW= = qÜÉêÉ=áë=~=ÅìêêÉåíI=Ç~íÉÇI=ÇçÅìãÉåíÉÇ=kep=_ç~êÇ=ëíê~íÉÖóI=ÇÉîÉäçéÉÇ=Äó=
ëí~âÉÜçäÇÉêëI=ïÜáÅÜ=ëÉíë=çìí=Üçï=ã~íÉêåáíó=ëÉêîáÅÉë=~êÉ=éä~ååÉÇI=ÇÉîÉäçéÉÇ=~åÇ=
áãéäÉãÉåíÉÇI=áå=äáåÉ=ïáíÜ=pÅçííáëÜ=bñÉÅìíáîÉ=eÉ~äíÜ=aÉé~êíãÉåí=EpbeaF=éçäáÅáÉë=
Ñçê=ïçãÉåJÅÉåíêÉÇ=Å~êÉK=

pq^qrpW=Not met  

There is currently not an up-to-date strategy in place for maternity services.  The 
previous strategy was developed in the early 1990s and the review team was provided 
with the Board’s current draft strategy which is in its fourth version and outlines 
service provision between 2005 and 2010. The review team noted the considerable 
work which has been undertaken by the Board in conjunction with the public, 
service users and staff to draft a new strategy for maternity services throughout NHS 
Lanarkshire and would encourage the Board to finalise the strategy and make it 
available as soon as possible. 
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N~KQW= = qÜÉêÉ=áë=ÉîáÇÉåÅÉ=çÑ=~=ê~åÖÉ=çÑ=éìÄäáÅ=áåîçäîÉãÉåí=~ÅíáîáíáÉë=áå=íÜÉ=éä~ååáåÖ=çÑ=~ää=
ã~íÉêåáíó=ëÉêîáÅÉëK=

pq^qrpW=Met  

Local public participation involvement in the planning of maternity services is 
undertaken in a variety of formats.  There is a maternity services liaison committee 
(MSLC) as well as a maternity services strategy group which invites public 
involvement in the form of group membership and participation in decisions 
regarding the planning of maternity services.  The Board informed the review team 
that the process of establishing lay representative involvement has been challenging; 
the review team acknowledged the effort by the Board to encourage public interest in 
this area of the service. 

The public are also invited to make comments and suggestions through a ‘Picker’ 
survey, at a debrief session prior to discharge and through the maternity care plan.  
The review team was provided with feedback from ‘A Picture of Health’ survey 
which covered the general services provided by NHS Lanarkshire. The Board is also 
reviewing its maternity services and is inviting women to complete a questionnaire 
and provide their comments on the service they received from antenatal to  
post-delivery stage as part of its Women’s Services Maternity Charter Review. The 
review team commended this review as well as the action plan drawn up from the 
‘Picker’ survey and would recommend that the Board continues in its efforts to 
encourage and promote public involvement. 
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pí~åÇ~êÇ=NEÄFW=pí~åÇ~êÇ=N=ú=`çêÉ=mêáåÅáéäÉë=

pí~åÇ~êÇ=pí~íÉãÉåí=
oáëâ=j~å~ÖÉãÉåíW=^ää=ÜÉ~äíÜÅ~êÉ=éêçÑÉëëáçå~äë=~êÉ=~ï~êÉ=çÑ=íÜÉ=áãéçêí~åÅÉ=çÑ=êáëâ=
~ëëÉëëãÉåí=~åÇ=ã~å~ÖÉãÉåí=çÑ=éêÉÖå~åí=ïçãÉåI=~åÇ=í~âÉ=~Åíáçå=íç=ãáåáãáëÉ=~îçáÇ~ÄäÉ=
~ÇîÉêëÉ=ÅäáåáÅ~ä=áåÅáÇÉåíëI=áåÅäìÇáåÖ=ÇìêáåÖ=íê~åëÑÉê=~åÇ=~ÅÅÉëë=íç=ëÉêîáÅÉëK=

kep=i~å~êâëÜáêÉ=

bëëÉåíá~ä=`êáíÉêá~=

NÄKNW= = ^ëëÉëëãÉåíW=qÜÉêÉ=áë=~=ëóëíÉã=íç=ÉåëìêÉ=íÜ~í=~ää=ÅêáíáÅ~ä=áåÅáÇÉåíë=~êÉ=êÉéçêíÉÇI=
áåîÉëíáÖ~íÉÇ=~åÇ=~å~äóëÉÇI=êÉëìäíáåÖ=áå=ÅÜ~åÖÉë=áå=éê~ÅíáÅÉI=ïÜÉêÉ=åÉÅÉëë~êóK=

pq^qrpW=Met  

There is a well-established comprehensive system in place to ensure that critical 
incidents are reported, investigated and analysed.  Corporate clinical incident forms 
are in place and training sessions regarding the correct use of these forms have been 
undertaken by the Board’s clinical risk manager for all midwifery staff. It is standard 
practice for forms to be completed for a range of clinical procedures, eg if a woman 
requires more than four units of blood or treatment for a third degree tear. 

All incidents are investigated, coded and actioned by specialist review undertaken by 
the clinical risk manager and relevant member of the medical team (anaesthetist, 
neonatologist or obstetrician).  All staff directly involved would also be informed of 
the incident and the action agreed to be taken.  Should the specialist review consider 
it appropriate, the incident would also be discussed at the Board’s monthly 
directorate risk management meeting and any further action would be agreed at this 
forum.  Supervisors of midwives would also be informed of any risk management 
issue that would require their input and/or consideration. 

The directorate risk management team receives monthly reports of all recorded 
incidents and quarterly reports are produced for the hospital risk management group. 
 

NÄKOW= = ^ëëÉëëãÉåíW=^=ÅçãéäáãÉåíëI=ÅçããÉåíë=~åÇ=Åçãéä~áåíë=éêçÅÉÇìêÉ=áë=áå=éä~ÅÉ=íç=
Éå~ÄäÉ=ïçãÉå=íç=ÉñéêÉëë=îáÉïë=~Äçìí=íÜÉáê=éêÉÖå~åÅó=~åÇ=ÅÜáäÇÄáêíÜ=ÉñéÉêáÉåÅÉK=

pq^qrpW=Met  

There are a number of ways in which women can express their views about their 
pregnancy and childbirth experience.  All women are offered a debriefing discussion 
prior to going home from hospital after the birth of their baby and a satisfaction 
audit is completed as part of the maternity care plan prior to the woman’s transfer of 
care to a health visitor. Women are also invited to comment in a range of Board 
information leaflets.   

All formal suggestions and complaints are recorded, analysed and reported annually.  
Any specific suggestions or trends are discussed at the ward managers’ meeting. 
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NÄKPW= = ^ëëÉëëãÉåíW=qÜÉêÉ=~êÉ=äçÅ~ä=ÖìáÇÉäáåÉë=~ÖêÉÉÇ=ÄÉíïÉÉå=íÜÉ=kep=léÉê~íáåÖ=
aáîáëáçå=~åÇ=íÜÉ=pÅçííáëÜ=^ãÄìä~åÅÉ=pÉêîáÅÉI=Ñçê=íÜÉ=ë~ÑÉ=íê~åëÑÉê=çÑ=ïçãÉå=
ÇìêáåÖ=éêÉÖå~åÅóI=ÅÜáäÇÄáêíÜ=~åÇ=ïáíÜ=ÜÉê=åÉïÄçêå=Ä~Äó=áå=íÜÉ=éçëíå~í~ä=éÉêáçÇK=

pq^qrpW=Not met  

The Board and the Scottish Ambulance Service have discussed and agreed the most 
efficient ways to conduct maternal and neonatal transfers in relation to service 
provision within NHS Lanarkshire. The Board’s acute Maternity Service is based at 
Wishaw General Hospital and arrangements have been agreed with the ambulance 
service to transfer all maternal cases to this hospital where care is specialised.  As a 
result no such case would be transferred to any of the other hospitals in NHS 
Lanarkshire Board area even if this means bypassing any of these hospitals on the 
way to Wishaw General Hospital. 

The Scottish Ambulance Service prioritises calls into a scale of ‘category of urgency’ 
and the Service audits its response times on a daily basis. The West of Scotland 
Neonatal Transport Team undertakes all neonatal transfers to the specialised service 
provided by the Royal Hospital for Sick Children, Yorkhill, NHS Greater Glasgow. 

The review team commended the work undertaken between the Board and the 
Scottish Ambulance Service to establish a transfer procedure for maternity services in 
NHS Lanarkshire. However to meet the criterion, the review team would 
recommend that the Board produces a reference list for all maternity service staff 
outlining how to contact the relevant areas of the Scottish Ambulance Service as 
appropriate to the service required. This could be held centrally in each ward area for 
all staff to access quickly and efficiently as and when required and would be 
particularly useful for new and/or locum staff. 
 

NÄKQW= = oÉÑÉêê~äW=cçêã~ä=~êê~åÖÉãÉåíë=Éñáëí=Ñçê=ïçãÉå=~åÇ=íÜÉáê=Ä~ÄáÉë=íç=~ÅÅÉëë=~=
åÉíïçêâ=çÑ=ëéÉÅá~äáëí=ëÉêîáÅÉëK=

pq^qrpW=Not met  

There are arrangements for women and their babies to access a range of specialist 
services which include access to: allied health professions (AHPs); a dedicated 
anaesthetic service and adult critical care facilities; imaging; laboratory medicine; 
medicine; neonatology; obstetrics; perinatal pathology; surgery; and psychiatry.   
However, while these are mostly consultant to consultant referrals which appear to 
work well in practice, they are not outlined in formal referral pathways.  

Most of these specialised facilities are available on-site at Wishaw General Hospital, 
where maternity services are centrally based for NHS Lanarkshire and some are 
provided by the regional specialised service at the Royal Hospital for Sick Children. 

The review team commended the Board’s specialised neonatal pharmacy service. In 
terms of imaging, there is currently not the capacity within the radiology department 
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to report on diagnostic imaging for neonates.  These images are currently sent to the 
Royal Hospital for Sick Children to report via telemedicine.  Telemedicine facilities 
and training have been introduced to the neonatal unit to enable consultation on 
cardiac problems between NHS Lanarkshire and the Royal Hospital for Sick 
Children. 
 

NÄKRW= = oÉÑÉêê~äW=^ää=ïçãÉå=ïáíÜ=êáëâ=Ñ~Åíçêë=Ñçê=íÜÉáê=éêÉÖå~åÅó=~êÉ=çÑÑÉêÉÇ=~ëëÉëëãÉåí=Äó=
~=Åçåëìäí~åí=çÄëíÉíêáÅá~åK=

pq^qrpW=Not met  

The Board reported that there is a multi-professional team approach to antenatal care 
and, while women can be easily referred to a consultant obstetrician if necessary, the 
review team considered this criterion to be ‘not met’ as there was not a formal 
procedure in place for identifying obstetric risk factors. 
 

NÄKSW= = qê~áåáåÖ=~åÇ=^ìÇáíW=qÜÉêÉ=áë=~å=~ìÇáí=ëóëíÉã=áå=éä~ÅÉ=íç=ãçåáíçê=áãéçêí~åí=
~ëéÉÅíë=çÑ=ã~íÉêåáíó=Å~êÉK=

pq^qrpW=Met  

There is a comprehensive audit system in place to monitor various aspects of 
maternity care, including: instrumental, elective and emergency caesarean section 
rates; anaesthetic interventions during labour and deliveries; infant feeding and 
breastfeeding rates.  In addition, the Board participates in a range of national audits 
for maternity services. 
 

NÄKTW= = qê~áåáåÖ=~åÇ=^ìÇáíW=^ää=ÜÉ~äíÜÅ~êÉ=éêçÑÉëëáçå~äë=ÇáêÉÅíäó=áåîçäîÉÇ=áå=ÅÜáäÇÄáêíÜ=~êÉ=
ÅçãéÉíÉåí=áå=Ä~ëáÅ=~Çìäí=çÄëíÉíêáÅI=åÉçå~í~ä=êÉëìëÅáí~íáçå=~åÇ=áããÉÇá~íÉ=Å~êÉK=

pq^qrpW=Not met  

Resuscitation training is provided and monitored in terms of attendance.  However, 
there is not a system in place to ensure all professionals directly involved in childbirth 
are updated with basic adult, obstetric and neonatal resuscitation training. 

The Board employs a resuscitation training officer and provided the review team 
with an outline of the work undertaken in terms of staff attendances at advanced and 
intermediate life support training courses and midwifery attendance at neonatal 
advanced life support training. In addition, multidisciplinary seminars are held on a 
regular basis which cover emergency situations including how to deal with 
haemorrhage scenarios.  The Board has a clinical skills simulator mannequin which is 
used to facilitate teaching as part of these seminars.  Teaching sessions are also 
undertaken by the Board’s practice development midwife. 

The review team was informed that a system has been established for all new medical 
staff to attend mandatory resuscitation training which involves attendees signing to 
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confirm their attendance.  In addition, there are plans to provide resuscitation 
training for community midwives.  There is, however, no system in place to ensure 
consultant medical staff attend regular resuscitation training.  The review team 
acknowledged the work the Board is undertaking to ensure various staff groups 
receive training in this area, however, would recommend that there is a mandatory 
resuscitation training programme for all professionals directly involved in childbirth 
practice. 
 

NÄKUW= = `äáåáÅ~ä=`çãéäáÅ~íáçåëW=^=ÅäáåáÅ~ä=êáëâ=~ëëÉëëãÉåí=éêçÅÉëë=Ñçê=áåÇáîáÇì~ä=ïçãÉåI=
áåÅäìÇáåÖ=~=ÅçããìåáÅ~íáçåë=ëíê~íÉÖóI=áë=áå=éä~ÅÉI=ïÜáÅÜ=~ÇÇêÉëëÉë=ÉëÅ~ä~íáåÖ=êáëâK=

pq^qrpW=Not met  

The Board reported that clinical risk is assessed as part of routine antenatal care 
observations, however, there is not a formal system in place to assess how risk 
factors would be managed between midwifery and consultant-led care. 
 

NÄKVW= = `äáåáÅ~ä=`çãéäáÅ~íáçåëW=^=éçäáÅó=áë=áå=éä~ÅÉ=Ñçê=íÜÉ=áÇÉåíáÑáÅ~íáçå=çÑ=ïçãÉå=ïÜç=~êÉ=
~í=êáëâ=çÑ=ÇçãÉëíáÅ=~ÄìëÉI=~åÇ=ëí~ÑÑ=~êÉ=íê~áåÉÇ=áå=~ëëÉëëãÉåíI=ÅçããìåáÅ~íáçå=
ëâáääë=~åÇ=ëìééçêí=çÑ=ëìÅÜ=ïçãÉåK=

pq^qrpW=Met  

The review team commended the Board’s practice for the identification of women 
who are at risk of domestic abuse.  There is a guidance pack for staff which includes: 
the NHSScotland publication ‘Responding to Domestic Abuse’; a policy statement 
from Strathclyde Police; as well as NHS Lanarkshire guidelines for domestic abuse.  
An information leaflet for maternity services has also been produced by the Board in 
conjunction with Scottish Women’s Aid.  In addition, many midwives have received 
training in domestic abuse issues and attend regular awareness sessions as part of a 
local multi-agency project. 
 

NÄKNMW= `äáåáÅ~ä=`çãéäáÅ~íáçåëW=eáÖÜ=ÇÉéÉåÇÉåÅó=Ñ~ÅáäáíáÉë=~åÇ=ÅäáåáÅ~ä=ÉñéÉêíáëÉ=~êÉ=
~î~áä~ÄäÉ=ïáíÜáå=íÜÉ=çÄëíÉíêáÅ=ìåáí=Ñçê=~ää=ïçãÉå=áå=äÉîÉä=ff=~åÇ=äÉîÉä=fff=Åçåëìäí~åíJ
äÉÇ=ìåáíëK=

pq^qrpW=Not met  

High dependency facilities are available, however, sufficient clinical expertise is not 
fully in place to provide a complete service. There is sufficient medical expertise, but 
there is not a full capacity of nursing expertise to adequately support this area of the 
service.  

The Board has taken steps to address this by offering specialised training for 
midwives, however, uptake has been low. 
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Current practice involves having a high risk area in one of the wards in the maternity 
unit which is adjacent to obstetric theatres.  Women who require high dependency 
monitoring are cared for in this area by a multidisciplinary team. 
 

NÄKNNW= `äáåáÅ~ä=`çãéäáÅ~íáçåëW=qÜÉêÉ=áë=~=ÇÉÑáåÉÇ=ê~éáÇ=~ÅÅÉëë=êçìíÉ=Ñçê=ïçãÉå=íç=~Çìäí=
áåíÉåëáîÉ=Å~êÉ=~åÇ=ÉñéÉêíáëÉ=áå=~ää=äÉîÉä=ff=~åÇ=äÉîÉä=fff=Åçåëìäí~åíJäÉÇ=ìåáíëK=

pq^qrpW=Met  

There is a defined route for women to adult intensive care and expertise.  The Board 
has a guideline which details the arrangements for accessing this level of service. 
 

NÄKNOW= `äáåáÅ~ä=`çãéäáÅ~íáçåëW=^Çìäí=áåíÉåëáîÉ=Å~êÉ=Ñ~ÅáäáíáÉë=~åÇ=ëéÉÅá~äáëí=ãÉÇáÅ~ä=Ä~ÅâJ
ìé=~êÉ=~î~áä~ÄäÉ=çåJëáíÉ=áå=~ää=äÉîÉä=ffÅ=~åÇ=äÉîÉä=fff=Åçåëìäí~åíJäÉÇ=ìåáíëK=

pq^qrpW=Met  

Adult intensive care facilities and medical back-up are available on-site at Wishaw 
General Hospital which has a centralised maternity service for NHS Lanarkshire. 
 

NÄKNPW= `äáåáÅ~ä=`çãéäáÅ~íáçåëW=tÜÉêÉ=Ñìää=~Çìäí=áåíÉåëáîÉ=Å~êÉ=Ñ~ÅáäáíáÉë=~êÉ=åçí=ÅìêêÉåíäó=
~î~áä~ÄäÉ=çåJëáíÉ=áå=äÉîÉä=ffÅ=~åÇ=äÉîÉä=fff=Åçåëìäí~åíJäÉÇ=ìåáíëI=~=ëíê~íÉÖó=áë=áå=éä~ÅÉ=
çìíäáåáåÖ=íÜÉ=éêçÅÉëë=~åÇ=íáãÉëÅ~äÉ=íç=~ÅÜáÉîÉ=íÜáëK=

pq^qrpW=Not applicable  

The maternity unit at Wishaw General Hospital is a level IIc unit and has adult 
intensive care facilities and specialist medical back-up available on-site.  This criterion 
is, therefore, not applicable to NHS Lanarkshire. 
 

NÄKNQW= `äáåáÅ~ä=`çãéäáÅ~íáçåëW=råáíë=íÜ~í=Çç=åçí=Ü~îÉ=~Çìäí=áåíÉåëáîÉ=Å~êÉ=Ñ~ÅáäáíáÉëI=
~Çî~åÅÉÇ=áã~ÖáåÖ=~åÇ=Å~êÇáçäçÖó=çåJëáíÉI=ãìëí=Ü~îÉ=éêçíçÅçäë=áå=éä~ÅÉ=Ñçê=íÜÉ=
Å~êÉ=çÑ=ïçãÉå=ïáíÜ=ëáÖåáÑáÅ~åí=ãÉÇáÅ~ä=çê=çÄëíÉíêáÅ=áääåÉëë=íç=ÉåëìêÉ=íÜ~í=íÜÉó=~êÉ=
ÇÉäáîÉêÉÇ=áå=~=ìåáí=íÜ~í=Å~å=éêçîáÇÉ=íÜÉëÉ=êÉëçìêÅÉë=çåJëáíÉK=

pq^qrpW=Not applicable  

The maternity unit at Wishaw General Hospital is a level IIc unit and has adult 
intensive care facilities, advanced imaging and cardiology available on-site. This 
criterion is, therefore, not applicable to NHS Lanarkshire. 
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NÄKNRW= `äáåáÅ~ä=`çãéäáÅ~íáçåëW=kÉçå~í~ä=áåíÉåëáîÉ=Å~êÉ=ìåáí=Ekf`rF=Ñ~ÅáäáíáÉë=~êÉ=~î~áä~ÄäÉ=
çåJëáíÉ=áå=äÉîÉä=ääÅ=~åÇ=äÉîÉä=äää=Åçåëìäí~åíJäÉÇ=ìåáíëK=tÜÉêÉ=kf`r=Ñ~ÅáäáíáÉë=~êÉ=åçí=
~î~áä~ÄäÉ=çåJëáíÉI=~=ëíê~íÉÖó=áë=áå=éä~ÅÉ=çìíäáåáåÖ=íÜÉ=éêçÅÉëë=~åÇ=íáãÉëÅ~äÉ=íç=
~ÅÜáÉîÉ=íÜáëK=

pq^qrpW=Met  

Neonatal intensive care facilities (NICU) are available on-site at Wishaw General 
Hospital.  The neonatal unit is located close to the maternity unit and provides 
neonatal intensive care, high dependency care and special care facilities.  The unit has 
eight neonatal intensive care cots.  There is a dedicated team of neonatal consultants, 
neonatal midwives, AHPs and support workers providing specialised care for all 
babies in the unit. 
 

NÄKNSW= `äáåáÅ~ä=`çãéäáÅ~íáçåëW=péÉÅá~ä=Å~êÉ=Ä~Äó=ìåáí=Ep`_rF=Ñ~ÅáäáíáÉë=~êÉ=~î~áä~ÄäÉ=çåJ
ëáíÉ=áå=~ää=äÉîÉä=ff=~åÇ=äÉîÉä=fff=Åçåëìäí~åíJäÉÇ=ìåáíë=~åÇ=íÜÉêÉ=áë=~=ÇÉÑáåÉÇ=ê~éáÇ=
~ÅÅÉëë=êçìíÉ=íç=kf`r=áå=~ää=äÉîÉä=ff=~åÇ=äÉîÉä=fff=Åçåëìäí~åíJäÉÇ=ìåáíëK=

pq^qrpW=Met  

Special care baby unit (SCBU) facilities are available in the neonatal unit at Wishaw 
General Hospital.  There are 14 special care cots supported by a dedicated specialised 
team of multi-professional staff. 

There is a criterion for admitting babies to the neonatal unit as well as 24-hour access 
to neonatal medical staff who can be contacted to review any baby suspected of 
requiring transfer to the unit. 
 

NÄKNTW= `äáåáÅ~ä=`çãéäáÅ~íáçåëW=tÜÉêÉ=íÜÉêÉ=áë=éêçîáëáçå=çÑ=kf`r=~åÇ=p`_r=Ñ~ÅáäáíáÉëI=íÜÉëÉ=
ÅçåÑçêã=íç=~ÖêÉÉÇ=å~íáçå~ä=ÖìáÇÉäáåÉëK=

pq^qrpW=Not met  

The Board aims to conform to national guidelines regarding the provision of NICU 
and SCBU facilities, however, at the time of the review visit, this area of the service 
was unable to be supported by radiologists other than through the links with 
paediatric radiology at the Royal Hospital for Sick Children.  The Board reported that 
it planned to have an additional radiologist in post to allow support to be provided to 
the neonatal and special care facility.   
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pí~åÇ~êÇ=NEÅFW=pí~åÇ~êÇ=N=ú=`çêÉ=mêáåÅáéäÉë=

pí~åÇ~êÇ=pí~íÉãÉåí=
fåÑçêã~íáçåI=`çããìåáÅ~íáçå=~åÇ=pìééçêíW=^ää=ïçãÉå=~êÉ=Ñìääó=áåÑçêãÉÇ=çÑ=íÜÉ=ÇáÑÑÉêÉåí=
çéíáçåë=~î~áä~ÄäÉ=íç=Éå~ÄäÉ=íÜÉã=íç=í~âÉ=~å=áåÑçêãÉÇ=~åÇ=~ÅíáîÉ=êçäÉ=áå=éä~ååáåÖ=íÜÉáê=
Å~êÉI=~åÇ=áå=íÜÉ=ÇÉÅáëáçåJã~âáåÖ=áåîçäîÉÇ=áå=éêçîáÇáåÖ=íÜáë=Å~êÉK=eÉ~äíÜÅ~êÉ=éêçÑÉëëáçå~äë=
~êÉ=ëâáääÉÇ=áå=ëìééçêíáåÖ=ïçãÉå=áå=íÜÉ=ÇÉÅáëáçåJã~âáåÖ=éêçÅÉëëK=

kep=i~å~êâëÜáêÉ=

bëëÉåíá~ä=`êáíÉêá~=

NÅKNW= = qÜÉêÉ=áë=~=å~ãÉÇ=ÜÉ~äíÜÅ~êÉ=éêçÑÉëëáçå~ä=áÇÉåíáÑáÉÇ=Ñçê=É~ÅÜ=ïçã~åI=ïÜç=äÉ~Çë=
~åÇ=éä~åë=ÜÉê=Åçåí~Åí=ïáíÜ=ã~íÉêåáíó=ëÉêîáÅÉëK=

pq^qrpW=Not met (insufficient evidence)  

The review team was unable to confirm from the maternity care plan how the Board 
can ensure that all women have an identified healthcare professional who leads and 
plans her contact with maternity services.  The Board reported that each woman is 
allocated a consultant and a midwife or a team of midwives depending on the size of 
the geographical area.  The review team would recommend a more formal 
arrangement to identify a midwife and/or consultant on the care plan as there is 
currently no dedicated space on the plan for this contact name to appear. 

 

NÅKOW= = tçãÉå=~êÉ=éêçîáÇÉÇ=ïáíÜ=áåÑçêã~íáçå=áå=çêÇÉê=íç=ã~âÉ=~å=áåÑçêãÉÇ=ÇÉÅáëáçå=
~Äçìí=íÜÉ=ÅÜçëÉå=éä~ÅÉ=çÑ=ÄáêíÜ=Ñçê=íÜÉáê=Ä~ÄóK=

pq^qrpW=Met  

Women are provided with a range of both written and verbal information regarding 
the services offered by the maternity unit to enable them to make an informed 
decision regarding their preferred place of birth.  Information provided includes the 
national Ready, Steady, Baby book and a local maternity services guide which 
outlines the services offered at the maternity unit at Wishaw General Hospital.  This 
information is also available on the hospital website.  In addition, community 
midwives discuss options regarding choices available to women as part of antenatal 
care.  Should a situation arise where there are concerns regarding the safety of a 
woman or her baby in terms of the woman’s preferred place of birth, this would be 
explained to the woman and documented in her casenotes.  

The Board has recently developed a DVD which highlights the facilities available at 
the maternity unit at Wishaw General Hospital. 
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NÅKPW= = qÜÉêÉ=áë=ÉîáÇÉåÅÉ=íÜ~í=éêçÑÉëëáçå~äë=çÄí~áå=áåÑçêãÉÇ=ÅçåëÉåí=Ñçê=áåíÉêîÉåíáçåë=~åÇ=
áåîÉëíáÖ~íáçåëI=~åÇ=íÜáë=áë=ÇçÅìãÉåíÉÇK=

pq^qrpW=Met  

The Board has a system in place for professionals to obtain informed consent for 
interventions and investigations.  Informed consent is sought at various stages 
throughout pregnancy, delivery and the postnatal period.  Some of these situations, 
eg pregnancy and newborn screening, require written consent to be obtained while 
for other procedures, such as physical examinations, verbal consent is sought.  
Consent is documented in the woman’s casenotes and also in her maternity care plan. 

 

NÅKQW= = ^ää=ïçãÉå=~êÉ=ÖáîÉå=íÜÉ=çééçêíìåáíó=íç=êÉÑäÉÅí=çå=íÜÉáê=ÄáêíÜ=ÉñéÉêáÉåÅÉK=

pq^qrpW=Met  

Women are given the opportunity to reflect on their birth experience as part of 
routine postnatal care and there is a specific debriefing section on the maternity care 
plan to record details of this discussion.  Care plans are evaluated and monitored to 
check that this section has been completed as a means of ensuring this process has 
been undertaken. 

 

NÅKRW= = qê~áåáåÖ=çå=Üçï=íç=ÅçããìåáÅ~íÉ=áåÑçêã~íáçå=áå=~å=ÉÑÑÉÅíáîÉ=~åÇ=ëÉåëáíáîÉ=
ã~ååÉêI=áë=éêçîáÇÉÇ=íç=~ää=ÜÉ~äíÜÅ~êÉ=éêçÑÉëëáçå~äëK=

pq^qrpW=Met  

The Board reported that communications skills training is included in a variety of 
courses, in particular, the Board’s customer care training. In addition, awareness 
sessions are included as part of the education programme for midwifery staff. Staff 
who have attended the Advanced Life Support in Obstetrics (ALSO) course have 
also received a lecture and information on communication issues. All new medical 
staff have communication skills included as part of their induction process. While 
evidence provided in response to this criterion did not include details of training 
undertaken by senior medical staff, the review team acknowledged that specialist 
medical accreditation incorporates such training and competence. 

 

NÅKSW= = qÜÉêÉ=áë=~=éçäáÅó=Ñçê=ëìééçêíáåÖ=~åÇ=áåÑçêãáåÖ=é~êÉåíë=ÄÉêÉ~îÉÇ=ÇìêáåÖ=
éêÉÖå~åÅóI=çê=ëççå=~ÑíÉê=ÖáîáåÖ=ÄáêíÜK=

pq^qrpW=Met  

There are a variety of information leaflets and services for supporting parents 
bereaved in this way.  The Board has an education pack for staff regarding pregnancy 
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loss which enables staff to provide comprehensive information and support.   
Midwives organise a monthly meeting for parents who have experienced an early 
pregnancy loss.  This is supported by the local Stillbirth and Neonatal Death Society 
(SANDS).  The review team commended the Board’s approach in supporting and 
informing parents who are bereaved during pregnancy or soon after giving birth, 
however, would recommend that the Board has a bereavement counsellor in post to 
provide specialist support in this area. 

 

NÅKTW= = fåÑçêã~íáçå=ÖáîáåÖ=EîÉêÄ~äI=ïêáííÉå=~åÇ=çíÜÉê=ãÉÇá~F=áë=ãçåáíçêÉÇ=~åÇ=Éî~äì~íÉÇK=

pq^qrpW=Met  

The Board has a checklist which allows information provided to parents to be 
monitored and evaluated.  The review team was informed that information is 
reviewed on a regular basis. 
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pí~åÇ~êÇ=NEÇFW=pí~åÇ~êÇ=N=ú=`çêÉ=mêáåÅáéäÉë=

pí~åÇ~êÇ=pí~íÉãÉåí=
m~êíåÉê=~åÇ=c~ãáäó=fåîçäîÉãÉåíW=^ää=ã~íÉêåáíó=ëÉêîáÅÉë=~åÇ=ÜÉ~äíÜÅ~êÉ=éêçÑÉëëáçå~äë=
êÉÅçÖåáëÉ=íÜÉ=áãéçêí~åí=êçäÉ=çÑ=íÜÉ=é~êíåÉêLÑ~ãáäóI=~åÇ=ÉåëìêÉ=íÜ~í=íÜÉó=~êÉ=ÉåÅçìê~ÖÉÇ=
~åÇ=ëìééçêíÉÇ=íç=ÄÉ=áåîçäîÉÇ=áå=éêÉÖå~åÅó=~åÇ=ÅÜáäÇÄáêíÜK=

kep=i~å~êâëÜáêÉ=

bëëÉåíá~ä=`êáíÉêáçå=

NÇKNW= = qÜÉêÉ=áë=ÉîáÇÉåÅÉ=íÜ~í=é~êíåÉêLÑ~ãáäóLÑêáÉåÇ=áåîçäîÉãÉåí=çÅÅìêëI=EáåÅäìÇáåÖ=
áåÑçêã~íáçå=éêçîáëáçå=Ñçê=é~êíåÉêë=~åÇ=Ñ~ãáäáÉë=~åÇ=çéÉåLÑäÉñáÄäÉ=îáëáíáåÖ=íáãÉë=Ñçê=
é~êíåÉêë=~åÇ=ÅÜáäÇêÉåFK=

pq^qrpW=Met  

The Board encourages partners to be actively involved during antenatal, labour and 
postnatal stages.  At antenatal stage, this involves attending parent education classes.  
The Board also has a specific website for fathers where additional information 
regarding parent education sessions can be accessed.  Partners are encouraged and 
welcome during the labour and delivery stages, and also postnatally where visiting for 
partners is on an all day basis (9am–9pm). 
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pí~åÇ~êÇ=NEÉFW=pí~åÇ~êÇ=N=ú=`çêÉ=mêáåÅáéäÉë=

pí~åÇ~êÇ=pí~íÉãÉåí=
oÉÅçêÇJâÉÉéáåÖW=^=ëíêìÅíìêÉÇ=~åÇ=~ÅÅìê~íÉ=êÉÅçêÇ=çÑ=~ää=ÉîÉåíë=ÇìêáåÖ=íÜÉ=~åíÉå~í~äI=
ÅÜáäÇÄáêíÜ=~åÇ=éçëíå~í~ä=éÉêáçÇë=áë=ã~áåí~áåÉÇ=Ñçê=ÉîÉêó=ïçã~å=~åÇ=ÅÜáäÇ=Eâåçïå=~ë=~=
ÚìåáÑáÉÇ=êÉÅçêÇÛFK=

kep=i~å~êâëÜáêÉ=

bëëÉåíá~ä=`êáíÉêá~=

NÉKNW= = ^ää=ïçãÉå=Ü~îÉ=~=ìåáÑáÉÇ=Ü~åÇÜÉäÇ=êÉÅçêÇK=

pq^qrpW=Not met  

The review team was informed that women have a handheld midwifery care plan, 
however, the full record of information is maintained in the women’s casenotes.  At 
the time of the review visit, the Board was working towards implementing the new 
national handheld maternity record. 

 

NÉKOW= = qÜÉ=pjoMOI=pÅçííáëÜ=ÄáêíÜ=êÉÅçêÇ=~åÇ=ÄáêíÜ=åçíáÑáÅ~íáçå=dÉåÉê~ä=oÉÖáëíÉê=lÑÑáÅÉ=Ñçê=
pÅçíä~åÇ=EdolpFI=áë=ÅçãéäÉíÉÇ=Ñçê=~ää=ïçãÉå=~åÇ=åÉïÄçêå=Ä~ÄáÉë=áå=äáåÉ=ïáíÜ=
ÅìêêÉåí=ëí~åÇ~êÇëK=

pq^qrpW=Met  

The SMR02, Scottish birth record and birth notification General Register Office for 
Scotland (GROS) are completed for all women and newborn babies.  The review 
team was informed that all maternity casenotes are coded by the medical records 
department.  In addition, a manual check is undertaken by staff in each ward at 
midnight to ensure a birth notification has been completed for all babies. 

 

aÉëáê~ÄäÉ=`êáíÉêáçå=

NÉKPW= = qÜÉ=å~íáçå~ä=ìåáÑáÉÇ=Ü~åÇÜÉäÇ=êÉÅçêÇ=~åÇ=å~íáçå~ä=ÉäÉÅíêçåáÅ=êÉÅçêÇ=~êÉ=
ÅçãéäÉíÉÇ=Ñçê=~ää=ïçãÉå=~åÇ=åÉïÄçêå=Ä~ÄáÉëK=

pq^qrpW=Not applicable  

The review visit to NHS Lanarkshire took place shortly after the official launch of 
the national unified handheld maternity record.  As the review team considered the 
time between the launch of the national record and this review visit to be insufficient 
to measure progress in this area, it concluded this criterion was not applicable at this 
stage of the review process. 
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pí~åÇ~êÇ=OE~FW=pí~åÇ~êÇ=O=ú=mêÉJÅçåÅÉéíáçå=~åÇ=sÉêó=b~êäó=
mêÉÖå~åÅó=

pí~åÇ~êÇ=pí~íÉãÉåí=
mêÉJÅçåÅÉéíáçå=pÉêîáÅÉëW=^ää=ïçãÉå=ïáíÜ=~=éççê=çÄëíÉíêáÅLãÉÇáÅ~ä=ÜáëíçêóI=~=éêÉîáçìë=éççê=
ÑÉí~äLã~íÉêå~ä=çìíÅçãÉI=çê=ïÜÉêÉ=íÜÉêÉ=áë=~=Ñ~ãáäó=Üáëíçêó=çÑ=ëáÖåáÑáÅ~åí=áääåÉëëI=Ü~îÉ=
~ÅÅÉëë=íç=ëéÉÅáÑáÅ=éêÉJÅçåÅÉéíáçå=ëÉêîáÅÉëK=

kep=i~å~êâëÜáêÉ=

bëëÉåíá~ä=`êáíÉêáçå=

O~KNW= = qÜÉêÉ=áë=~=ëéÉÅáÑáÅ=éêÉJÅçåÅÉéíáçå=ëÉêîáÅÉ=Ñçê=ïçãÉå=ïáíÜ=Çá~ÄÉíÉë=ïÜáÅÜ=áë=Ä~ëÉÇ=
çå=íÜÉ=pfdk=ÖìáÇÉäáåÉ=Ñçê=Çá~ÄÉíÉëK=

pq^qrpW=Not met  

There is not a specific, pre-conception service for women with diabetes; such cases, 
when referred, are currently seen at a joint medical obstetric antenatal clinic.  The 
review team would recommend a specific pre-conception service where women 
considering pregnancy can attend for advice and care management. 

 

aÉëáê~ÄäÉ=`êáíÉêáçå=

O~KOW= = qÜÉêÉ=~êÉ=ëéÉÅáÑáÅ=éêÉJÅçåÅÉéíáçå=ëÉêîáÅÉë=Ñçê=ïçãÉå=ïáíÜ=~=éÉêëçå~ä=çê=Ñ~ãáäó=
Üáëíçêó=çÑ=ëáÖåáÑáÅ~åí=áääåÉëë=EÉÖ=ÉéáäÉéëóI=åÉìê~ä=íìÄÉ=ÇÉÑÉÅíI=ÅÜêçãçëçã~ä=
~Äåçêã~äáíóFK=

pq^qrpW=Not met  

The Board reported that there is not a specific pre-conception service for women 
with a personal or family history of significant illness.  In the absence of a dedicated 
service a woman would be referred to a relevant consultant specialist for specialised 
care and management. 
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pí~åÇ~êÇ=OEÄFW=pí~åÇ~êÇ=O=ú=mêÉJÅçåÅÉéíáçå=~åÇ=sÉêó=b~êäó=
mêÉÖå~åÅó=

pí~åÇ~êÇ=pí~íÉãÉåí=
b~êäó=mêÉÖå~åÅó=`çãéäáÅ~íáçåëW=^ää=ïçãÉå=ïÜç=ÉñéÉêáÉåÅÉ=ÅçãéäáÅ~íáçåë=áå=É~êäó=
éêÉÖå~åÅó=Ü~îÉ=~ÅÅÉëë=íç=~å=É~êäó=éêÉÖå~åÅó=~ëëÉëëãÉåí=ëÉêîáÅÉK=

kep=i~å~êâëÜáêÉ=

bëëÉåíá~ä=`êáíÉêá~=

OÄKNW= = qÜÉêÉ=~êÉ=Ñçêã~ä=~êê~åÖÉãÉåíë=áå=éä~ÅÉ=Ñçê=êÉÑÉêê~ä=íç=íÜÉ=É~êäó=éêÉÖå~åÅó=
~ëëÉëëãÉåí=ëÉêîáÅÉI=ïÜáÅÜ=~ääçïë=~åó=ÜÉ~äíÜÅ~êÉ=éêçÑÉëëáçå~ä=íç=~ÅÅÉëë=íÜÉ=ëÉêîáÅÉ=
ÇáêÉÅíäóK=

pq^qrpW=Not met  

 There is an early pregnancy assessment service (EPAS) which accepts direct referrals 
from healthcare professionals, however, there are variances in this service throughout 
the NHS board area.  The Board identified these variances and set up a NHS 
Lanarkshire EPAS Group in 2003 to establish a service across Lanarkshire.  The 
review team acknowledged this initiative, however, highlighted the shortage of 
formal referral protocols, ultrasound equipment and staff as a challenge for the 
Board. At the time of the review visit, the Board reported that plans were in place to 
appoint a consultant to take the service forward and the review team would 
encourage the Board in its efforts to establish this role. 

 

OÄKOW= = qÜÉêÉ=~êÉ=Ñçêã~ä=~êê~åÖÉãÉåíë=áå=éä~ÅÉ=Ñçê=êÉÑÉêê~ä=íç=íÜÉ=É~êäó=éêÉÖå~åÅó=
~ëëÉëëãÉåí=ëÉêîáÅÉI=ïÜáÅÜ=~ääçïë=ïçãÉå=ïáíÜ=éêÉîáçìë=É~êäó=éêÉÖå~åÅó=éêçÄäÉãë=
íç=ëÉäÑJêÉÑÉêK=

pq^qrpW=Met  

There are arrangements in place to allow women with early pregnancy problems to 
self-refer to the EPAS.  Contact details for the EPAS units are given to women and 
they are encouraged by maternity services staff to refer themselves to this service 
should they experience any problems. 

 

OÄKPW= = tçãÉå=ïÜç=ÉñéÉêáÉåÅÉ=É~êäó=éêÉÖå~åÅó=ÅçãéäáÅ~íáçåë=~êÉ=Å~êÉÇ=Ñçê=áå=~=
ÇÉÇáÅ~íÉÇ=~êÉ~=ÇáëíáåÅí=Ñêçã=íÜÉ=ÖÉåÉê~ä=Öóå~ÉÅçäçÖó=çê=~åíÉå~í~ä=ï~êÇK=

pq^qrpW=Met  

The Board reported that women who experience early pregnancy complications are 
cared for in single rooms in Wishaw General Hospital. 
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OÄKQW= = tçãÉå=ïÜç=ãáëÅ~êêó=Ü~îÉ=~ÅÅÉëë=íç=~=ÅÜçáÅÉ=çÑ=ã~å~ÖÉãÉåí=çéíáçåë=
EëìêÖáÅ~äLãÉÇáÅ~äLÉñéÉÅí~åíFK=

pq^qrpW=Met  

Women who miscarry have a choice of surgical, medical and expectant management 
options.  All three options are available at Hairmyres Hospital, East Kilbride, and 
Wishaw General Hospital.  Both expectant and surgical options are available at 
Monklands Hospital, Airdrie, however, should a woman attending Monklands 
Hospital choose a medical management option, a referral would be made to either of 
the other two hospitals which provide this service. 

 

OÄKRW= = qÜÉêÉ=áë=éêçãéí=~ÅÅÉëë=EïáíÜáå=OQ=ÜçìêëF=íç=ìäíê~ëçìåÇ=Ñ~ÅáäáíáÉë=ïáíÜ=íê~áåÉÇ=ëí~ÑÑ=
áå=ëÉÅçåÇ~êó=~åÇ=íÉêíá~êó=ëÉêîáÅÉëK=

pq^qrpW=Not met  

The Board provides 24-hour access to ultrasound facilities on a Monday–Friday 
basis.  In addition, Hairmyres Hospital provides a Saturday morning EPAS 
ultrasound service, however, there is not 24-hour access to ultrasound facilities in 
NHS Lanarkshire at weekends. 

 

aÉëáê~ÄäÉ=`êáíÉêáçå=

OÄKSW= = qÉäÉãÉÇáÅáåÉ=áë=ìëÉÇ=íç=éêçãçíÉ=êÉÖáçå~ä=åÉíïçêâáåÖI=~åÇ=íç=ÉñéÉÇáíÉ=íÜÉ=
êÉéçêíáåÖ=çÑ=êÉëìäíëK=

pq^qrpW=Not met  

The Board reported that telemedicine is not currently used in the provision of 
maternity services.  However, plans are in place to establish these facilities between 
Wishaw General Hospital and the Royal Hospital for Sick Children. 
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pí~åÇ~êÇ=PE~FW=pí~åÇ~êÇ=P=ú=mêÉÖå~åÅó=

pí~åÇ~êÇ=pí~íÉãÉåí=
bÇìÅ~íáçå=mêçÖê~ããÉW=^ää=ã~íÉêåáíó=ëÉêîáÅÉë=éêçîáÇÉ=ÅçãéêÉÜÉåëáîÉ=éêçÖê~ããÉë=çÑ=
ÉÇìÅ~íáçå=Ñçê=ÅÜáäÇÄáêíÜ=~åÇ=é~êÉåíÜççÇ=íç=ïçãÉå=~åÇ=íÜÉáê=é~êíåÉêë=~åÇ=Ñ~ãáäáÉëK=

kep=i~å~êâëÜáêÉ=

bëëÉåíá~ä=`êáíÉêá~=

P~KNW= = qÜÉêÉ=áë=~=ïêáííÉå=ëóää~Äìë=çÑ=ÉÇìÅ~íáçå=íÜ~í=í~êÖÉíë=ëéÉÅáÑáÅ=ÖêçìéëI=~åÇ=áë=áå=~=
ìëÉêJÑêáÉåÇäó=Ñçêã~íK=qÜÉ=ëóää~Äìë=çìíäáåÉë=íÜÉ=~áãëI=íÜÉãÉë=~åÇ=çìíÅçãÉë=çÑ=íÜÉ=
ÉÇìÅ~íáçå=éêçÖê~ããÉK=

pq^qrpW=Met  

There is a written syllabus for the delivery of a parent education programme for 
childbirth which outlines the aims, themes and outcomes of the education 
programme.  Classes are provided in either day or evening sessions.  One-to-one 
classes are provided for women who cannot attend the scheduled sessions.  In 
addition, education sessions are also provided for: early pregnancy; twin pregnancies; 
pool birth; and baby resuscitation techniques.  At the time of the review visit, the 
Board was piloting a specific parent education programme at Airdrie Health Centre 
for teenage pregnancies.  The Board plans to roll this out to other areas within NHS 
Lanarkshire following an evaluation of the pilot process.  The review team 
commended the content of the parent education programme and would encourage 
the Board in its plans for the expansion of the teenage pregnancy group to other 
areas within NHS Lanarkshire. 
 

P~KOW= = qÜÉêÉ=áë=~=äÉ~Ç=å~ãÉÇ=ÅçJçêÇáå~íçêI=ïáíÜ=êÉÅçÖåáëÉÇ=íê~áåáåÖ=~åÇ=ÇÉîÉäçéãÉåí=íç=
ìåÇÉêí~âÉ=íÜÉ=êçäÉI=ïÜç=í~âÉë=êÉëéçåëáÄáäáíó=Ñçê=íÜÉ=éêçÖê~ããÉ=çå=~=ëÉêîáÅÉJïáÇÉ=
Ä~ëáëK=

pq^qrpW=Met  

There is a named midwife who has overall responsibility for co-ordinating the 
antenatal education programme on a service-wide basis. 
 
aÉëáê~ÄäÉ=`êáíÉêá~=

P~KPW= = qÜÉ=oÉ~ÇóI=píÉ~ÇóI=_~Äó=Äççâ=áë=éêçîáÇÉÇ=íç=~ää=ïçãÉå=çå=ÅçåÑáêã~íáçå=çÑ=
éêÉÖå~åÅóK=

pq^qrpW=Met  

The Board reported that GP surgeries are provided with copies of the Ready, Steady, 
Baby book in order for it to be provided to women on confirmation of pregnancy. 
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P~KQW= = m~êÉåí=ÉÇìÅ~íáçå=éêçÖê~ããÉë=áåÅäìÇÉ=~=éçëíå~í~ä=êÉìåáçåK=

pq^qrpW=Met  

The parent education programme currently includes a postnatal reunion, however, 
the Board reported that attendance is very low and as a result there is just one 
postnatal reunion for NHS Lanarkshire.  An audit has been undertaken to ascertain 
what can be done to improve attendance rates.  The review team would encourage 
the Board in its efforts to promote and re-establish the postnatal reunion session as 
part of the parent education programme. 
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pí~åÇ~êÇ=PEÄFW=pí~åÇ~êÇ=P=ú=mêÉÖå~åÅó=

pí~åÇ~êÇ=pí~íÉãÉåí=
pÅêÉÉåáåÖ=pÉêîáÅÉëW=^ää=ïçãÉå=Ü~îÉ=~ÅÅÉëë=íç=ëÅêÉÉåáåÖ=ëÉêîáÅÉë=~åÇ=~åíÉå~í~ä=Çá~ÖåçëíáÅ=
íÉëíáåÖK=

kep=i~å~êâëÜáêÉ=

bëëÉåíá~ä=`êáíÉêá~=

PÄKNW= = ^ää=ïçãÉå=ïÜç=~êÉ=áÇÉåíáÑáÉÇ=áå=íÜÉ=ëÅêÉÉåáåÖ=éêçÖê~ããÉ=~ë=~í=êáëâ=çÑ=êÜÉëìë=
ÇáëÉ~ëÉ=~êÉ=ã~å~ÖÉÇ=~åÇ=íêÉ~íÉÇ=~ÅÅçêÇáåÖ=íç=~å=~ÖêÉÉÇ=éêçíçÅçäK=

pq^qrpW=Met  

The Board provides a full range of screening and diagnostic options for all pregnant 
women in accordance with the national programme for antenatal screening.  Women 
identified at risk of rhesus disease will be provided with information to enable 
informed consent to be given and have their care managed in accordance with 
laboratory and clinical findings.   

At the time of the review visit, antenatal Anti-D prophylaxis was due to commence 
once an electronic system is established in community locations to enable staff to 
gain remote access to screening and blood results.  The review team would 
recommend that all women had a handheld maternity record where all results could 
be recorded and viewed by all healthcare professionals involved in the woman’s care.  
Currently this information is contained in the women’s casenotes which are not 
readily accessible to community staff. 

 

PÄKOW= = qÜÉ=~åíÉå~í~ä=Å~êÉ=~åÇ=áåîÉëíáÖ~íáçå=çÑ=ïçãÉå=ÅçåÑçêãë=íç=íÜÉ=ÖìáÇ~åÅÉ=ëÉí=çìí=
áå=q~ÄäÉ=NQI=é~ÖÉ=QM=çÑ=^=cê~ãÉïçêâ=Ñçê=j~íÉêåáíó=pÉêîáÅÉë=áå=pÅçíä~åÇK=

pq^qrpW=Not met  

The review team considered the antenatal care and investigation of women to be 
slightly out with the guidance set out in ‘A Framework for Maternity Services in 
Scotland’ as the Board reported that one additional appointment has been included 
in the programme of visits to assess women for pre-eclampsia. Also, pregnant 
women are only offered one ultrasound scan, rather than the two recommended in 
‘A Framework for Maternity Services in Scotland’. 
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pí~åÇ~êÇ=PEÅFW=pí~åÇ~êÇ=P=ú=mêÉÖå~åÅó=

pí~åÇ~êÇ=pí~íÉãÉåí=
^åíÉå~í~ä=`~êÉW=^ää=ã~íÉêåáíó=ëÉêîáÅÉë=éêçîáÇÉ=~åíÉå~í~ä=Å~êÉ=ÇÉäáîÉêÉÇ=Äó=~=åÉíïçêâ=çÑ=
éêçÑÉëëáçå~äëI=ëìÅÜ=íÜ~í=É~ÅÜ=ïçã~å=áë=ã~å~ÖÉÇ=Äó=~=ãáÇïáÑÉI=dm=çê=çÄëíÉíêáÅá~å=
~ÅÅçêÇáåÖ=íç=ÜÉê=äÉîÉä=çÑ=êáëâI=~åÇ=~ë=äçÅ~ääó=~ë=éçëëáÄäÉK=

kep=i~å~êâëÜáêÉ=

bëëÉåíá~ä=`êáíÉêá~=

PÅKNW= = b~ÅÜ=ã~íÉêåáíó=ëÉêîáÅÉ=Ü~ë=~å=ÉñéäáÅáí=éä~å=Ñçê=~åíÉå~í~ä=Å~êÉ=Ñçê=~ää=ïçãÉåI=
í~âáåÖ=~ÅÅçìåí=çÑ=êáëâI=ïÜáÅÜ=~ÅâåçïäÉÇÖÉë=íÜ~í=ïçãÉå=Å~å=ãçîÉ=áå=ÉáíÜÉê=
ÇáêÉÅíáçå=ÄÉíïÉÉå=ÇáÑÑÉêÉåí=äÉîÉäë=çÑ=Å~êÉ=~åÇ=äÉ~Ç=éêçÑÉëëáçå~äëK=

pq^qrpW=Not met  

There are arrangements in place for antenatal care for all women which take account 
of risk, however, it is not a formal plan and it does not currently enable women to 
move in either direction between different levels of care.  Following risk assessment 
women are seen by a consultant obstetrician, it is then current practice for women to 
remain with the consultant-led service even if they no longer require this level of 
care.  The review team would recommend that current practice is adapted to enable 
women to move between consultant and midwifery-led care as appropriate to the 
woman’s risk level and also to establish formal guidelines for antenatal care and risk 
assessment. 
 

PÅKOW= = tçãÉå=~êÉ=çÑÑÉêÉÇ=íÜÉ=çééçêíìåáíó=íç=ÄÉ=áåîçäîÉÇ=áå=íÜÉ=ÇÉîÉäçéãÉåí=çÑ=íÜÉáê=
ÄáêíÜ=éä~åI=áåÅäìÇáåÖ=íÜÉ=ÅÜçëÉå=éä~ÅÉ=çÑ=ÄáêíÜ=çÑ=íÜÉáê=Ä~ÄóK=

pq^qrpW=Met  

Women are provided with comprehensive information and midwifery support during 
their pregnancy to enable them to be involved in the development of their birth plan.  
There is a section on their care plan to record their preferred choices regarding 
arrangements for the birth of their baby.  The information in the care plan is 
followed up by midwives at the woman’s 34-week stage of gestation. 
 

PÅKPW= = qÜÉ=êçìíáåÉ=é~ííÉêå=çÑ=~åíÉå~í~ä=Å~êÉ=Ñçê=éêÉÖå~åí=ïçãÉå=áë=åç=ãçêÉ=íÜ~å=åáåÉ=
îáëáíë=Ñçê=~=éêáãáÖê~îáÇ~=~åÇ=ÉáÖÜí=îáëáíë=Ñçê=~=ãìäíáÖê~îáÇ~K=

pq^qrpW=Not met  

The routine pattern of antenatal care is slightly outwith the recommended number of 
visits.  There are currently 10 visits for primigravida and eight for multigravida.  The 
review team was informed that an extra visit has been built in to the antenatal care 
plan for primigravida to identify pre-eclampsia. 
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pí~åÇ~êÇ=QE~FW=pí~åÇ~êÇ=Q=ú=`ÜáäÇÄáêíÜ=

pí~åÇ~êÇ=pí~íÉãÉåí=
`~êÉ=mä~ååáåÖ=~åÇ=_áêíÜW=^ää=ïçãÉå=êÉÅÉáîÉ=~å=~ÖêÉÉÇ=éä~å=çÑ=Å~êÉ=íÜêçìÖÜçìí=ä~Äçìê=áå=
äáåÉ=ïáíÜ=ÅìêêÉåí=éêçÑÉëëáçå~ä=ëí~åÇ~êÇë=ÅçåëáëíÉåí=ïáíÜ=íÜÉáê=êáëâ=~ëëÉëëãÉåí=~åÇ=íÜÉáê=
ÅÜçëÉå=éä~ÅÉ=Ñçê=ÅÜáäÇÄáêíÜK=

kep=i~å~êâëÜáêÉ=

bëëÉåíá~ä=`êáíÉêá~=

Q~KNW= = b~ÅÜ=ïçã~å=êÉÅÉáîÉë=çåÉJíçJçåÉ=ãáÇïáÑÉêó=Å~êÉ=ÇìêáåÖ=Éëí~ÄäáëÜÉÇ=ä~Äçìê=~åÇ=
ÅÜáäÇÄáêíÜ=Äó=~=íê~áåÉÇ=ãáÇïáÑÉI=çê=íê~áåÉÉ=ãáÇïáÑÉ=ìåÇÉê=ëìéÉêîáëáçåK=

pq^qrpW=Met  

The review team was informed that all women receive one-to-one midwifery care 
during established stages of labour and childbirth and that maternity provision is 
planned to ensure this is achieved. 

The Board also operates a mentoring programme to ensure that student midwives 
are supervised by a trained midwife at all times. 

 

Q~KOW= = cçê=éä~ååÉÇ=ÜçãÉ=ÄáêíÜë=íÜÉêÉ=áë=~=ãáåáãìã=çÑ=íïç=íê~áåÉÇ=éêçÑÉëëáçå~äë=éêÉëÉåíI=
çåÉ=çÑ=ïÜçã=áë=~=ãáÇïáÑÉK=

pq^qrpW=Met  

The Board has comprehensive guidelines in place for home births and there is an 
established system to ensure that there are two midwives in attendance for planned 
home deliveries.  The guidelines contain a checklist of drugs and equipment required 
for home births.  All equipment is double checked by midwives prior to being 
transferred to the woman’s home.  Midwives operate an on-call rota from the 
woman’s 39-week gestation stage to ensure sufficient staffing levels are maintained. 

 

Q~KPW= = qÜÉêÉ=~êÉ=~ÖêÉÉÇ=ãìäíáÇáëÅáéäáå~êóI=ÉîáÇÉåÅÉJÄ~ëÉÇ=éçäáÅáÉë=Ñçê=íÜÉ=ã~å~ÖÉãÉåí=
çÑ=~ää=âÉó=ä~Äçìê=éê~ÅíáÅÉëI=ïÜÉå=Å~êÉ=ÇÉîá~íÉë=Ñêçã=íÜÉ=åçêãK=

pq^qrpW=Met  

Policies are in place for the management of: induction of labour; breech presentation; 
perineal repair; caesarean section; prophylactic antibiotics for caesarean section; 
antepartum haemorrhage (including placenta praevia); Oxytocin; 
thromboprophylaxis; thromboembolic disease in pregnancy; water birth; epidural 
analgesia; fetal heart rate monitoring; twin pregnancy; diabetes; eclampsia; women 
who decline blood products; antepartum and postpartum haemorrhage; prolapsed 



içÅ~ä=oÉéçêí=Ekep=i~å~êâëÜáêÉFW=j~íÉêåáíó=pÉêîáÅÉë=Ó=g~åì~êó=OMMT=

 
39 

cord; rupture of the uterus; shoulder dystocia; neonatal resuscitation; adult 
resuscitation; retained placenta; and intrauterine death. 

The review team was informed that members of the clinical effectiveness maternity 
subgroup are involved in writing these policies.  The subgroup meets on a monthly 
basis and reviews progress on updating maternity guidelines.  At the time of the 
review visit, the subgroup was in the process of reviewing the fetal monitoring 
guideline as well as updating the policy for the management of retained placenta.  
The review team noted that there was not a review date on the policy for epidural 
analgesia and that the policy for shoulder dystocia is due for review and would 
recommend that all policies are produced in a corporate format detailing members of 
staff involved in producing the policy as well as issue and review dates. 
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pí~åÇ~êÇ=QEÄFW=pí~åÇ~êÇ=Q=ú=`ÜáäÇÄáêíÜ=

pí~åÇ~êÇ=pí~íÉãÉåí=
m~áå=j~å~ÖÉãÉåíW=^ää=ïçãÉåI=êÉÖ~êÇäÉëë=çÑ=íÜÉáê=ëéÉÅáÑáÅ=äçÅ~íáçåI=~êÉ=áåÑçêãÉÇ=~ÄçìíI=
~åÇ=çÑÑÉêÉÇ=íÜÉ=ê~åÖÉ=çÑ=é~áå=ã~å~ÖÉãÉåí=íÉÅÜåáèìÉë=ÇìêáåÖ=ÅÜáäÇÄáêíÜI=~åÇ=~êÉ=
ëìééçêíÉÇ=áå=íÜÉáê=ÅÜçáÅÉ=çÑ=é~áå=ÅçåíêçäK=

kep=i~å~êâëÜáêÉ=

bëëÉåíá~ä=`êáíÉêá~=

QÄKNW= = ^ää=ïçãÉå=êÉÅÉáîÉ=áåÑçêã~íáçå=~ÄçìíI=~åÇ=Ü~îÉ=~ÅÅÉëë=íçI=~=ê~åÖÉ=çÑ=é~áå=
ã~å~ÖÉãÉåí=íÉÅÜåáèìÉë=ïÜáÅÜ=áåÅäìÇÉW=íê~åëÅìí~åÉçìë=ÉäÉÅíêáÅ~ä=åÉêîÉ=
ëíáãìä~íáçå=EqbkpFX=çê~ä=~åÇ=áåíê~ãìëÅìä~ê=~å~äÖÉëá~X=áåÜ~ä~íáçå~ä=~å~äÖÉëá~X=
~åÇ=íÜÉ=ìëÉ=çÑ=ï~íÉê=Ñçê=é~áå=êÉäáÉÑK=béáÇìê~ä=~å~äÖÉëá~=áë=~î~áä~ÄäÉ=áå=Åçåëìäí~åíJ
äÉÇ=ìåáíëK=

pq^qrpW=Met  

The maternity unit at Wishaw General Hospital provides a full range of pain 
management techniques which are discussed as part of antenatal care between 
midwives and expectant mothers.  These include: transcutaneous electrical nerve 
stimulation (TENS); oral analgesia; intramuscular analgesia; Entonox; the use of 
water for pain relief; and epidural analgesia.  

Midwives encourage pregnant women to complete a birth plan, and pain relief is 
discussed as part of this process to enable women to make informed choices 
regarding their pain management options during labour and childbirth.  In addition, a 
comprehensive information leaflet regarding pain management has been prepared by 
the obstetric anaesthetic staff to further facilitate this process.  The review team 
commended the detail of this leaflet.  The Board reported that women can also 
discuss epidural analgesia with a consultant anaesthetist either in the antenatal period 
or when admitted to the maternity unit at the labour stage. 

 

QÄKOW= = ^ää=ïçãÉåI=ïÜç=Ü~îÉ=ÉéáÇìê~ä=~å~äÖÉëá~=çê=~å=çéÉê~íáîÉ=ÇÉäáîÉêóI=Ü~îÉ=íÜÉáê=é~áå=
~ëëÉëëÉÇ=ìëáåÖ=~=é~áå=~ëëÉëëãÉåí=íççäK=

pq^qrpW=Met  

The review team was informed that most women who have an operative delivery 
choose to have patient controlled analgesia.  Observations are recorded on a chart 
which includes a visual analogue score for pain assessment.  In addition, all women 
who have epidural analgesia have their sensory and motor block assessed, and the 
epidural infusion and maternal position altered accordingly. There is an audit process 
in place for all women who have an anaesthetic intervention. 
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aÉëáê~ÄäÉ=`êáíÉêáçå=

QÄKPW= = béáÇìê~ä=~å~äÖÉëá~=áë=~î~áä~ÄäÉ=~í=~ää=íáãÉë=áå=Åçåëìäí~åíJäÉÇ=ìåáíëK=

pq^qrpW=Met  

Epidural analgesia is available at all times in the Wishaw General Hospital Maternity 
Unit. 
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pí~åÇ~êÇ=QEÅFW=pí~åÇ~êÇ=Q=ú=`ÜáäÇÄáêíÜ=

pí~åÇ~êÇ=pí~íÉãÉåí=
^å~ÉëíÜÉëá~W=aìêáåÖ=ÅÜáäÇÄáêíÜ=~ää=ïçãÉå=Ü~îÉ=~ÅÅÉëë=íç=~å~ÉëíÜÉëá~=íÜ~í=ÅçåÑçêãë=íç=
ÅìêêÉåí=éêçÑÉëëáçå~ä=ëí~åÇ~êÇëK=

kep=i~å~êâëÜáêÉ=

bëëÉåíá~ä=`êáíÉêá~=

QÅKNW= = qÜÉêÉ=áë=~=äÉ~Ç=Åçåëìäí~åí=çÄëíÉíêáÅ=~å~ÉëíÜÉíáëí=ïáíÜ=êÉëéçåëáÄáäáíó=Ñçê=íÜÉ=
çêÖ~åáë~íáçå=~åÇ=ã~å~ÖÉãÉåí=çÑ=íÜÉ=ëéÉÅá~äáëí=~å~ÉëíÜÉíáÅë=ëÉêîáÅÉ=ïáíÜáå=
Åçåëìäí~åíJäÉÇ=ìåáíëK=

pq^qrpW=Met  

There is a lead consultant obstetric anaesthetist with responsibility for the 
management of the obstetric anaesthetic service at Wishaw General Hospital.  At the 
time of the review visit, this consultant was on maternity leave and there was an 
acting lead consultant obstetric anaesthetist providing this level of service during the 
maternity leave period. 

 

QÅKOW= = ^êê~åÖÉãÉåíë=~êÉ=áå=éä~ÅÉ=áå=Åçåëìäí~åíJäÉÇ=ìåáíëI=íç=ÉåëìêÉ=íÜ~í=~=ëéÉÅá~äáëí=
~å~ÉëíÜÉíáÅ=ëÉêîáÅÉ=áë=~î~áä~ÄäÉ=~í=~ää=íáãÉë=ÇìêáåÖ=ÅÜáäÇÄáêíÜK=

pq^qrpW=Met  

A specialist anaesthetic service is available at all times at Wishaw General Hospital.  
The Board has a 24-hour on-call rota for this service. 

 

QÅKPW= = ^ää=ëéÉÅá~äáëí=~å~ÉëíÜÉíáÅ=ëÉêîáÅÉë=Åçãéäó=ïáíÜ=kep=nfp=~å~ÉëíÜÉëá~=ëí~åÇ~êÇë=
~åÇ=oçó~ä=`çääÉÖÉ=çÑ=^å~ÉëíÜÉíáëíë=Eo`^F=ÖìáÇÉäáåÉëK=

pq^qrpW=Met  

The review team acknowledged the Board’s commitment to comply with the NHS 
QIS anaesthesia standards and the guidelines issued by the Royal College of 
Anaesthetists (RCA).  The Board has an action plan to follow-up on the NHS QIS 
anaesthesia review visit in February 2005.  The review team confirmed from 
observation of this plan that the Board is meeting this criterion. 
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QÅKQW= = qÜÉêÉ=áë=~=ëóëíÉã=áå=éä~ÅÉ=íç=ÉåëìêÉ=íÜ~í=~å~ÉëíÜÉíáÅ=~åÇ=íÜÉ~íêÉ=ëÉêîáÅÉë=êÉëéçåÇ=
ê~éáÇäó=íç=çÄëíÉíêáÅ=ÉãÉêÖÉåÅáÉë=~åÇ=ÉñéÉÇáíÉ=ÇÉäáîÉêó=áå=íÜÉ=ÉîÉåí=çÑ=ã~íÉêå~ä=çê=
ÑÉí~ä=ÅçãéêçãáëÉK=

pq^qrpW=Met  

There is a system in place to ensure that anaesthetic and theatre staff are able to 
respond rapidly to obstetric emergencies.  There is a paging system to call staff to 
emergencies and there is sufficient staff on-call to provide this level of response.  
Additionally, a second theatre can be opened for simultaneous emergencies. 

 

QÅKRW= = qÜÉêÉ=áë=~=ëóëíÉã=áå=éä~ÅÉ=íç=ÉåëìêÉ=íÜ~í=ÚÇÉÅáëáçå=íç=ÇÉäáîÉêóÛ=áåíÉêî~äë=~åÇ=
éÉêÅÉáîÉÇ=ìêÖÉåÅó=~êÉ=ãçåáíçêÉÇK=

pq^qrpW=Not met  

The Board reported that there is a process, as part of the clinical IR1 incident 
reporting system, to monitor delays of more than 30 minutes for emergency 
caesarean sections for significant fetal compromise or maternal morbidity.  However, 
there is not a specific system in place to monitor ‘decision to delivery’ intervals. 

 

aÉëáê~ÄäÉ=`êáíÉêáçå=

QÅKSW= = qÜÉ=íáãÉ=Ñêçã=áåÑçêãáåÖ=íÜÉ=~å~ÉëíÜÉíáëí=íç=íÜÉ=ëí~êí=çÑ=~å=ÉãÉêÖÉåÅó=çéÉê~íáîÉ=
ÇÉäáîÉêó=ëÜçìäÇ=åçí=åçêã~ääó=ÉñÅÉÉÇ=PM=ãáåìíÉë=ÉñÅÉéí=áÑ=íÜÉêÉ=áë=~=êáëâ=íç=
ã~íÉêå~ä=ÜÉ~äíÜK=

pq^qrpW=Not met  

The Board reported that, at the time of the review visit, it did not record 'the time 
from informing the anaesthetist' to 'the start of an operative delivery'.  The review 
team noted that this information is initially included in the woman’s casenotes and 
would encourage the Board to have a system in place to audit practice in this area. 
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pí~åÇ~êÇ=RE~FW=pí~åÇ~êÇ=R=ú=mçëíå~í~ä=~åÇ=m~êÉåíÜççÇ=

pí~åÇ~êÇ=pí~íÉãÉåí=
`~êÉ=çÑ=tçãÉåW=^ää=ïçãÉå=êÉÅÉáîÉ=~ééêçéêá~íÉ=Å~êÉ=~åÇ=~ëëÉëëãÉåí=Ñêçã=ÖáîáåÖ=ÄáêíÜ=íç=
íÜÉ=SJïÉÉâ=éçëíå~í~ä=ÅÜÉÅâK=

kep=i~å~êâëÜáêÉ=

bëëÉåíá~ä=`êáíÉêá~=

R~KNW= = ^ää=ïçãÉå=~êÉ=~ëëÉëëÉÇ=áããÉÇá~íÉäó=~ÑíÉê=ÖáîáåÖ=ÄáêíÜ=Äó=~=ëìáí~Ääó=èì~äáÑáÉÇ=
ãÉãÄÉê=çÑ=íÜÉ=ÄáêíÜ=íÉ~ãK=

pq^qrpW=Met  

All women have post-delivery observations undertaken by a midwife with input from 
consultant obstetric and anaesthetic staff as required.  This assessment is 
documented in the woman’s maternity care plan. 

 

R~KOW= = ^ää=ïçãÉå=~êÉ=~ëëÉëëÉÇ=éêáçê=íç=íê~åëÑÉê=íç=Åçããìåáíó=Å~êÉ=~åÇLçê=ïáíÜáå=OQ=
Üçìêë=çÑ=ÖáîáåÖ=ÄáêíÜI=Äó=~=ãáÇïáÑÉK=

pq^qrpW=Met  

All women are assessed by a midwife within 24 hours of giving birth and prior to 
being transferred to community care.  Details of postnatal assessments are recorded 
in the woman’s maternity care plan. A transfer summary is undertaken for every 
woman prior to discharge from hospital. 

 

R~KPW= = qÜÉêÉ=áë=çåÖçáåÖ=~ëëÉëëãÉåí=Ñçê=íÜÉ=êÉÅçÖåáíáçå=çÑ=ÅçãéäáÅ~íáçåëI=ÉÖ=áåÑÉÅíáçåI=
Ü~ÉãçêêÜ~ÖÉI=íÜêçãÄçÉãÄçäáëã=~åÇ=~å~ÉëíÜÉíáÅ=éêçÄäÉãëK=

pq^qrpW=Met  

There is ongoing assessment for the recognition of complications as part of the 
postnatal assessment.  Assessment indicators for infection, haemorrhage and 
thromboembolism form part of these checks, and a risk assessment form is 
completed for all deliveries in accordance with SIGN Guideline 55: Management of 
Diabetes.  Assessment for any potential anaesthetic problems are also included as 
part of the postnatal check. 
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R~KQW= = tçãÉå=êÉÅÉáîÉ=áåÑçêã~íáçå=çå=Åçåíê~ÅÉéíáçå=ïáíÜáå=O=ïÉÉâë=çÑ=ÅÜáäÇÄáêíÜK=

pq^qrpW=Met  

Midwifery staff discuss and provide contraception to all women prior to leaving the 
maternity unit.  A national information leaflet regarding contraception is also 
provided to the woman to take home.  Details of the information provided are also 
documented in the woman’s casenotes. 
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pí~åÇ~êÇ=REÄFW=pí~åÇ~êÇ=R=ú=mçëíå~í~ä=~åÇ=m~êÉåíÜççÇ=

pí~åÇ~êÇ=pí~íÉãÉåí=
fåÑ~åí=cÉÉÇáåÖW=j~íÉêåáíó=ëÉêîáÅÉë=éêçãçíÉI=ëìééçêí=~åÇ=ëìëí~áå=ÄêÉ~ëíÑÉÉÇáåÖK=tçãÉå=
~êÉ=áåÑçêãÉÇ=çÑ=áíë=ÄÉåÉÑáíëI=ïÜáäÉ=ÄÉáåÖ=ëìééçêíÉÇ=áå=íÜÉáê=ÅÜçëÉå=ãçÇÉ=çÑ=ÑÉÉÇáåÖK=

kep=i~å~êâëÜáêÉ=

bëëÉåíá~ä=`êáíÉêá~=

RÄKNW= = qÜÉêÉ=áë=ÉîáÇÉåÅÉ=íÜ~í=íÜÉ=ã~íÉêåáíó=ëÉêîáÅÉ=~ÇÜÉêÉë=íç=íÜÉ=éêáåÅáéäÉë=çÑI=çê=áë=
ïçêâáåÖ=íçï~êÇëI=íÜÉ=rkf`bcLtel=_~Äó=cêáÉåÇäó=ëí~íìëK=

pq^qrpW=Met  

The maternity unit at Wishaw General Hospital is currently working towards 
achieving UNICEF/WHO Baby Friendly status.  A UNICEF/WHO UK Baby 
Friendly Initiative Certificate of Commitment was achieved in March 2005 with an 
aim to achieving full status in March 2007.  The Board provided the review team 
with a copy of its action plan highlighting the unit’s progress to achieving full status. 

 

RÄKOW= = tçãÉå=~êÉ=éêçîáÇÉÇ=ïáíÜ=êÉ~Çáäó=~ÅÅÉëëáÄäÉ=áåÑçêã~íáçå=~åÇ=ëìééçêí=áå=íÜÉáê=
ÅÜçëÉå=ãÉíÜçÇ=çÑ=ÑÉÉÇáåÖI=áåÅäìÇáåÖ=~ÅÅÉëë=íç=éÉÉê=ëìééçêí=ÖêçìéëK=

pq^qrpW=Met  

Women are provided with a range of national, local and UNICEF/WHO 
information to support them in their chosen method of feeding.  The information 
provided contains details for bottle feeding and breastfeeding.  Information is first 
provided at the antenatal stage as part of parent education sessions.  Women are 
invited to a breastfeeding workshop and are shown videos recommended by 
UNICEF/WHO.  Information is also provided on breastfeeding support groups and 
there is a Lanarkshire breastfeeding website for women to obtain further 
information.   

Women are also offered practical support with their first breast or formula feed by 
ward staff.  Mothers who choose bottle feeding are provided with information on the 
preparation of formula and sterilisation of equipment.  Breastfeeding mothers are 
observed and further assistance offered within 6 hours of the first feed to ensure that 
feeding is established.  A record of progress is maintained in the postnatal checklist. 
Women who are experiencing any difficulties with breast or bottle feeding are 
provided with help and support from both maternity staff and the community 
mothers breastfeeding support group.  Community midwives and the community 
mothers breastfeeding project continue to support women with feeding following 
discharge from hospital. 

 



içÅ~ä=oÉéçêí=Ekep=i~å~êâëÜáêÉFW=j~íÉêåáíó=pÉêîáÅÉë=Ó=g~åì~êó=OMMT=

 
47 

aÉëáê~ÄäÉ=`êáíÉêá~=

RÄKPW= = b~ÅÜ=kep=_ç~êÇ=~êÉ~=Ü~ë=~å=áåÑ~åí=ÑÉÉÇáåÖ=~Çîáëçê=íç=éêçîáÇÉ=ÉÇìÅ~íáçå=~åÇ=
íê~áåáåÖ=íç=ÜÉ~äíÜÅ~êÉ=éêçÑÉëëáçå~äë=ïÜç=ëìééçêí=ïçãÉå=áå=íÜÉáê=ÅÜçëÉå=ãÉíÜçÇ=
çÑ=ÑÉÉÇáåÖK=

pq^qrpW=Met  

There is an infant feeding advisor to provide education and training for healthcare 
professionals who support women in their chosen method of feeding.  The review 
team was provided with a comprehensive list of training provided for staff to enable 
them to support women with feeding their babies.  The training includes 
UNICEF/WHO Baby Friendly training and in-house education. Training is provided 
for all staff groups, eg support, clinical and medical staff. 

 

RÄKQW= = ^Çãáëëáçå=ê~íÉë=Ñçê=Ä~ÄáÉë=ÇìÉ=íç=áå~ÇÉèì~íÉ=åìíêáíáçå=~êÉ=ãçåáíçêÉÇK=

pq^qrpW=Met  

The Board has a system in place to monitor admission rates for babies due to 
inadequate nutrition.  The neonatal unit records reasons why all babies are admitted 
to the unit in its admission record book. 
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pí~åÇ~êÇ=REÅFW=pí~åÇ~êÇ=R=ú=mçëíå~í~ä=~åÇ=m~êÉåíÜççÇ=

pí~åÇ~êÇ=pí~íÉãÉåí=
`~êÉ=çÑ=_~ÄáÉëW=^ää=Ä~ÄáÉë=êÉÅÉáîÉ=~ééêçéêá~íÉ=Å~êÉ=~åÇ=~ëëÉëëãÉåí=Ñêçã=ÄáêíÜ=ìåíáä=S=
ïÉÉâë=éçëí=ÄáêíÜK=

kep=i~å~êâëÜáêÉ=

bëëÉåíá~ä=`êáíÉêá~=

RÅKNW= = píÉéë=~êÉ=í~âÉå=íç=ãáåáãáëÉ=íÜÉ=åìãÄÉê=çÑ=áåÑ~åíë=ïÜç=êÉèìáêÉ=êÉJï~êãáåÖ=çê=
~îçáÇ~ÄäÉ=~Çãáëëáçå=íç=p`_rK=

pq^qrpW=Met  

The Board reported that national recommended precautions are taken to minimise 
the number of infants who require re-warming or avoidable admission to the SCBU.  
Steps taken to maintain a baby’s temperature include: room temperature control; 
‘skin to skin’ contact; appropriate drying of the baby; and covering the baby with dry 
clothing.  The review team would recommend the Board undertakes an audit of all 
babies who require re-warming. 
 

RÅKOW= = ^ää=Ä~ÄáÉë=~êÉ=ÅäáåáÅ~ääó=Éñ~ãáåÉÇ=áããÉÇá~íÉäó=ÑçääçïáåÖ=ÄáêíÜ=Äó=~=ëìáí~Ääó=
èì~äáÑáÉÇ=ãÉãÄÉê=çÑ=íÜÉ=ÄáêíÜ=íÉ~ãK=

pq^qrpW=Met  

All babies are clinically examined immediately following birth by a midwife and 
details of the examination are recorded in the mother’s notes.  Vitamin K is also 
administered at this stage with parental consent, which is also recorded in the notes.  
Babies will be referred to the neonatal team if any anomalies are observed during this 
initial examination. 
 

RÅKPW= = ^ää=Ä~ÄáÉë=~êÉ=ÅäáåáÅ~ääó=Éñ~ãáåÉÇ=éêáçê=íç=ÇáëÅÜ~êÖÉ=Ñêçã=Üçëéáí~ä=~åÇLçê=ïáíÜáå=
TO=Üçìêë=çÑ=ÄáêíÜI=Äó=~=ëìáí~Ääó=èì~äáÑáÉÇ=ÜÉ~äíÜÅ~êÉ=éêçÑÉëëáçå~äK=

pq^qrpW=Met  

All babies are examined by a neonatal doctor or a midwife who has been trained to 
undertake this level of examination.  The Board reported that this examination is 
normally undertaken within 48 hours of birth or earlier if the woman plans to leave 
hospital at an earlier stage.  If the woman decides to leave hospital within a few hours 
of giving birth, the option is provided for the woman to return to the unit with her 
baby the following day to receive this examination. 

The review team was informed that 12 midwives have successfully completed the 
‘examination of the newborn’ course. 
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RÅKQW= = qÜÉêÉ=áë=çåÖçáåÖ=~ëëÉëëãÉåíI=áåÅäìÇáåÖ=êÉÅçÖåáíáçå=çÑ=Öêçìé=_=ëíêÉéíçÅçÅÅ~ä=
áåÑÉÅíáçå=~åÇ=à~ìåÇáÅÉK=

pq^qrpW=Met  

The Board has a protocol and guideline in place for the recognition of group B 
streptococcal infection.  All babies have a daily examination whilst in hospital and 
assessment for jaundice forms part of this examination.  Community midwives 
continue these observations when the mother and baby return home following 
discharge from hospital.  The review team would recommend that a protocol is 
developed for the recognition and management of neonatal jaundice. 
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pí~åÇ~êÇ=REÇFW=pí~åÇ~êÇ=R=ú=mçëíå~í~ä=~åÇ=m~êÉåíÜççÇ=

pí~åÇ~êÇ=pí~íÉãÉåí=
qê~åëÑÉê=pí~åÇ~êÇW=qÜÉ=íê~åëÑÉê=çÑ=ïçãÉå=~åÇ=íÜÉáê=åÉïÄçêå=Ä~ÄáÉë=áåíç=íÜÉ=Åçããìåáíó=
áë=éä~ååÉÇ=íç=Ñ~Åáäáí~íÉ=ÅçåíáåìáåÖ=ÉÑÑÉÅíáîÉ=Å~êÉK=

kep=i~å~êâëÜáêÉ=

bëëÉåíá~ä=`êáíÉêá~=

RÇKNW= = ^=ëóëíÉã=áë=Éëí~ÄäáëÜÉÇ=íç=ÉåëìêÉ=íÜ~í=áåÑçêã~íáçå=çå=ïçãÉå=~åÇ=íÜÉáê=Ä~ÄáÉë=áå=
íÜÉ=éçëíå~í~ä=éÉêáçÇ=áë=Åçää~íÉÇ=~åÇ=íê~åëÑÉêêÉÇ=ÄÉíïÉÉå=ëÉÅçåÇ~êó=~åÇ=éêáã~êó=
Å~êÉ=áå=~=êÉäá~ÄäÉI=íáãÉäó=~åÇ=ëÉÅìêÉ=ã~ååÉêK=

pq^qrpW=Met  

The review team commended the Board’s efficient system to ensure that information 
on women and their babies in the postnatal period is collated and transferred 
between secondary and primary care.  A discharge summary is completed as part of 
the woman’s care plan.  This is a 3-part copy form, one copy remains in the case 
record, the second copy goes to the woman’s GP and the third copy is given to the 
mother to give to her community midwife.  On discharge from midwifery care, the 
midwife will provide an updated summary to the health visitor. 

 

RÇKOW= = dìáÇÉäáåÉë=Ñçê=íê~åëÑÉê=~åÇ=éçëí=íê~åëÑÉê=Å~êÉ=~êÉ=áå=éä~ÅÉK=

pq^qrpW=Not met  

There is an established community midwifery team to care for women and their 
babies once they have been transferred from hospital to community care.  Whilst a 
discharge summary is in place for all women and their babies who transfer from 
secondary to primary care, there is not a formal guideline for the transfer and  
post-transfer care of a woman and baby between secondary and primary care. The 
review team would recommend that existing arrangements are formalised into a 
guideline. 
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^ééÉåÇáñ=N=Ó=däçëë~êó=çÑ=~ÄÄêÉîá~íáçåë=

^ÄÄêÉîá~íáçå=

^em= == ~ääáÉÇ=ÜÉ~äíÜ=éêçÑÉëëáçå=
=
^ipl= == ~Çî~åÅÉÇ=äáÑÉ=ëìééçêí=áå=çÄëíÉíêáÅë=
=
`em= == Åçããìåáíó=ÜÉ~äíÜ=é~êíåÉêëÜáé=
=
bm^p= == É~êäó=éêÉÖå~åÅó=~ëëÉëëãÉåí=ëÉêîáÅÉ=
=
dm= == ÖÉåÉê~ä=éê~ÅíáíáçåÉê=
=
dolp= == dÉåÉê~ä=oÉÖáëíÉê=lÑÑáÅÉ=Ñçê=pÅçíä~åÇ=
=
foN= == áåÅáÇÉåí=êÉéçêíáåÖ=Ñçêã=
=
j^o^`= == ãìäíáJ~ÖÉåÅó=êáëâ=~ëëÉëëãÉåí=ÅçããáííÉÉ=
=
jpi`= == ã~íÉêåáíó=ëÉêîáÅÉë=äá~áëçå=ÅçããáííÉÉ=
=
kep=nfp= == kep=nì~äáíó=fãéêçîÉãÉåí=pÅçíä~åÇ=
=
kf`r= == åÉçå~í~ä=áåíÉåëáîÉ=Å~êÉ=ìåáí=
=
o`^= == oçó~ä=`çääÉÖÉ=çÑ=^å~ÉëíÜÉíáëíë=
=
p^kap= == píáääÄáêíÜ=~åÇ=kÉçå~í~ä=aÉ~íÜ=pçÅáÉíó=
=
p`_r= == ëéÉÅá~ä=Å~êÉ=Ä~Äó=ìåáí=
=
pbea= == pÅçííáëÜ=bñÉÅìíáîÉ=eÉ~äíÜ=aÉé~êíãÉåí=
=
pfdk= == pÅçííáëÜ=fåíÉêÅçääÉÖá~íÉ=dìáÇÉäáåÉë=kÉíïçêâ=
=
pjoMO= == pÅçííáëÜ=jçêÄáÇáíó=oÉÅçêÇ=O=
=
qbkp= == íê~åëÅìí~åÉçìë=ÉäÉÅíêáÅ~ä=åÉêîÉ=ëíáãìä~íáçå=
=
rkf`bcLtel= råáíÉÇ=k~íáçåë=`ÜáäÇêÉåÛë=cìåÇLtçêäÇ== = =

== eÉ~äíÜ=lêÖ~åáë~íáçå=
=
=
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^ééÉåÇáñ=O=Ó=aÉí~áäë=çÑ=êÉîáÉï=îáëáí=

The review visit to NHS Lanarkshire was conducted on 2 February 2006. 
 

oÉîáÉï=íÉ~ã=ãÉãÄÉêë=

aê=aêÉï=pãáíÜ=EqÉ~ã=iÉ~ÇÉêF=

`çåëìäí~åí=^å~ÉëíÜÉíáëíI=kep=dêÉ~íÉê=dä~ëÖçï=

=

jêë=bäëéÉíÜ=cäÉãáåÖ=

mìÄäáÅ=m~êíåÉêëI=q~óëáÇÉ=

=

aê=`çêáååÉ=içîÉ=

`çåëìäí~åí=lÄëíÉíêáÅá~åI=kep=içíÜá~å=

=

aê=rå~=j~Åc~ÇóÉå=

`çåëìäí~åí=m~ÉÇá~íêáÅá~åI=kep=cçêíÜ=s~ääÉó=

=

jë=^ååÉ=jÅdáåäÉó=

eÉ~äíÜ=sáëáíçêI=kep=dêÉ~íÉê=dä~ëÖçï=

=

jë=bäáò~ÄÉíÜ=jÅdçîÉêå=

mìÄäáÅ=m~êíåÉêëI=q~óëáÇÉ=

=

jë=pÜáêäÉó=pÉ~Äìêó=

jáÇïáÑÉ=`çìåëÉääçêI=kep=içíÜá~å=

=

aê=iáåÇ~=ÇÉ=`~ÉëíÉÅâÉê=ElÄëÉêîÉêF=

^ÅíáåÖ=aáêÉÅíçê=çÑ=mìÄäáÅ=eÉ~äíÜI=kep=dêÉ~íÉê=dä~ëÖçï=

=

kep=nì~äáíó=fãéêçîÉãÉåí=pÅçíä~åÇ=pí~ÑÑ=

=

jë=pÜ~êçå=hÉ~åÉ=

mêçàÉÅí=lÑÑáÅÉêI=mÉêÑçêã~åÅÉ=^ëëÉëëãÉåí=råáí=

=

jê=píÉîÉå=táäëçå=

qÉ~ã=j~å~ÖÉêI=mÉêÑçêã~åÅÉ=^ëëÉëëãÉåí=råáí=

=

 
During the visit, members of  the review team met with local health service personnel 
including anaesthetists, health visitors, midwives, neonatologists, obstetricians, 
paediatricians, paramedics, AHPs and GPs. 
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^ééÉåÇáñ=P=Ó=j~íÉêåáíó=ëÉêîáÅÉë=éêçàÉÅí=Öêçìé=
ãÉãÄÉêë=

`Ü~áê=

=

aê=g~åÉ=j~Öáää=

aáêÉÅíçêI=oçÄÉêí=`ä~êâ=`ÉåíêÉ=Ñçê=qÉÅÜåçäçÖáÅ~ä=bÇìÅ~íáçåI=råáîÉêëáíó=çÑ=dä~ëÖçï=

=

mêçàÉÅí=Öêçìé=ãÉãÄÉêë=

=

jë=dáää=^ää~å=

páëíÉê=jáÇïáÑÉI=kep=q~óëáÇÉ=

=

jêë=cê~åÅÉë=^êåçíí=

eÉ~äíÜ=sáëáíçêI=kep=cçêíÜ=s~ääÉó=

=

jë=fêÉåÉ=_~êâÄó=

ip^=jáÇïáÑÉêó=lÑÑáÅÉêLaáîáëáçå~ä=kìêëÉ=aáêÉÅíçê=Ó=^ÅìíÉI=kep=i~å~êâëÜáêÉ=

=

aê=f~å=_~ëÜÑçêÇ=

pÉåáçê=jÉÇáÅ~ä=lÑÑáÅÉêI=pÅçííáëÜ=bñÉÅìíáîÉ=eÉ~äíÜ=aÉé~êíãÉåí=

=

aê=gÉååáÑÉê=_Éååáëçå=

aÉéìíó=`Ü~áê=EmçäáÅóFI=oçó~ä=`çääÉÖÉ=çÑ=dÉåÉê~ä=mê~ÅíáíáçåÉêë=EpÅçíä~åÇF=

=

mêçÑÉëëçê=^åÇêÉï=`~äÇÉê=

`çåëìäí~åí=lÄëíÉíêáÅá~åI=kep=içíÜá~å=

=

jë=`óåíÜá~=`ä~êâëçå=

i~ó=oÉéêÉëÉåí~íáîÉI=k~íáçå~ä=`ÜáäÇÄáêíÜ=qêìëí=

=

aê=`çêáååÉ=içîÉ=

`çåëìäí~åí=lÄëíÉíêáÅá~åI=kep=içíÜá~å=

=

aê=gçÜå=jÅ`äìêÉ=

`çåëìäí~åí=^å~ÉëíÜÉíáëíI=oçó~ä=`çääÉÖÉ=çÑ=^å~ÉëíÜÉíáëíëI=kep=içíÜá~å=

=

jë=a~ÜêäÉåÉ=jÅj~Üçå=

m~ê~ãÉÇáÅI=pÅçííáëÜ=^ãÄìä~åÅÉ=pÉêîáÅÉ=

=

jêë=j~íÜáäÇÉ=mÉ~ÅÉ=

i~ó=oÉéêÉëÉåí~íáîÉI=içíÜá~å=eÉ~äíÜ=`çìåÅáä=

=

aê=dáääá~å=mÉååÉó=

`äáåáÅ~ä=pÉåáçê=iÉÅíìêÉê=C=mêçÖê~ããÉ=aáêÉÅíçêI=pÅçííáëÜ=mêçÖê~ããÉ=Ñçê=`äáåáÅ~ä=bÑÑÉÅíáîÉåÉëë=

áå=oÉéêçÇìÅíáîÉ=eÉ~äíÜI=kep=dê~ãéá~å=
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jë=k~åÅó=oçÄëçå=

i~ó=oÉéêÉëÉåí~íáîÉI=dê~ãéá~å=

=

jë=gç~ååÉ=qÜçêéÉ=

jáÇïáÑÉêó=qÉ~ã=iÉ~ÇÉêI=kep=^êÖóää=C=`äóÇÉ==

=

aê=qçã=i=qìêåÉê=

`çåëìäí~åí=m~ÉÇá~íêáÅá~åI=kep=dêÉ~íÉê=dä~ëÖçï=

=

pìééçêí=Ñêçã=kep=nfp=ï~ë=éêçîáÇÉÇ=Äó=jë=g~å=t~êåÉê=EaáêÉÅíçê=çÑ=mÉêÑçêã~åÅÉ=

^ëëÉëëãÉåí=~åÇ=mê~ÅíáÅÉ=aÉîÉäçéãÉåíFI=jê=píÉîÉå=táäëçå=EqÉ~ã=j~å~ÖÉêFI=jêë=jçê~Ö=

h~ëãá=EpÉåáçê=mêçàÉÅí=lÑÑáÅÉêFI=jë=pÜ~êçå=hÉ~åÉ=EmêçàÉÅí=lÑÑáÅÉêFI=aê=^îêáä=j~ÅiÉåå~å=

EmêçàÉÅí=lÑÑáÅÉêF=~åÇ=jêë=içêê~áåÉ=fåÖäáë=EmêçàÉÅí=^Çãáåáëíê~íçêFK=

=

 



içÅ~ä=oÉéçêí=Ekep=i~å~êâëÜáêÉFW=j~íÉêåáíó=pÉêîáÅÉë=Ó=g~åì~êó=OMMT=

 
55 

 
^ééÉåÇáñ=Q=Ó=qáãÉí~ÄäÉ=çÑ=êÉîáÉï=îáëáíë=

lêÖ~åáë~íáçå=êÉîáÉïÉÇ= sáëáí=Ç~íÉEëF=

kep=^êÖóää=C=`äóÇÉ= OM=gìåÉ=OMMS=

kep=^óêëÜáêÉ=C=^êê~å= T=gìåÉ=OMMS=

kep=_çêÇÉêë= NV=^éêáä=OMMS=

kep=aìãÑêáÉë=C=d~ääçï~ó= OV=j~êÅÜ=OMMS=

kep=cáÑÉ= NM=j~ó=OMMS=

kep=cçêíÜ=s~ääÉó= NT=g~åì~êó=OMMS=

kep=dê~ãéá~å= OT=^éêáä=OMMS=

kep=dêÉ~íÉê=dä~ëÖçï= OR=j~ó=OMMS=

kep=eáÖÜä~åÇ= NS=j~êÅÜ=OMMS=

kep=i~å~êâëÜáêÉ= O=cÉÄêì~êó=OMMS=

kep=içíÜá~å= N=j~êÅÜ=OMMS=

kep=q~óëáÇÉ= NS=cÉÄêì~êó=OMMS=

kep=lêâåÉó= OO=kçîÉãÄÉê=OMMR=

kep=pÜÉíä~åÇ= U=kçîÉãÄÉê=OMMR=

kep=tÉëíÉêå=fëäÉë= S=aÉÅÉãÄÉê=OMMR=
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