
Case story: 
Neonatal Jaundice

No visit by the community 
midwives as planned on the 
previous day.

Pregnancy

Day 0

Postnatal - Day 4

Postnatal - Day 3

Postnatal - Day 2
Day 2

• Pauline is a Black British mother in her
third pregnancy.

• Two previous uncomplicated
spontaneous vaginal deliveries.

• No risks identified at booking.
• Attended Triage at 36+5 weeks with

reduced fetal movements, the CTG was
commenced within 15 minutes of
arrival. She was discharged home after
an Obstetric review with safety netting
advice.

• 4:00am: Spontaneous vaginal delivery
at 37+5 weeks. Apgar score 7 at 1
minute, 9 at 5 minutes and 9 at 10
minutes.

• No complications.
• Baby was briefly breastfed.
• Baby was discharged on the day of

birth, following a NIPE check that
showed nothing abnormal detected.

• 9:00am: Second community midwife
visit at home.

• Mother reported she thought the
baby was jaundiced, not feeding well
and now very sleepy.

• The midwife advised that baby should
be taken to hospital for a serum
bilirubin (SBR) check as there was no
transcutaneous bilirubinometer
available. No urgency communicated.

• 15:00pm: The baby arrived at hospital
to have the first SBR when 107 hours
old, the result was 404 mmols/l.

• This result was incorrectly
plotted on the >38 weeks chart
indicating phototherapy rather
than exchange blood transfusion.

• Phototherapy was commenced and
the SBR reduced when reviewed 6
hours later but still within the
treatment line.

• First community midwife visit at home
- not seen since day of birth when
discharged.

• Mother reported she thought the
baby was jaundiced.

• Incomplete physical examination
and no detailed documentation
assessment for jaundice.

• No breast feeding assessment.

The midwifery team 
had significant sick 

leave, increasing the 
number of visits 

required per 
midwife.

System issue: 

Birmingham Symptom
specific Obstetric Triage 

System (BSOTS) 
guidance followed.

Good practice:

The baby was subsequently 
diagnosed with kernicterus and 
cerebral palsy.

Outcomes

The work system can 
influence processes, 
that is the work as 
done, which in turn 
shapes outcomes.

Processes

• Community based in service
user home - Mother’s own
home.
◦ Was the area suitable for

a full top to toe check
◦ Was lighting adequate to

check skin tone
• Multiple healthcare settings

to consider
• Multiple professionals

Internal 
environment

• Availability of
Transcutaneous
Bilirubinometer

• Multiple Treatment
Threshold graphs

• Contemporaneous records
and connectivity to the
electronic system

Tools and 
Technology

• More postnatal visits required
• Availability of Admin /

Maternity Support Workers
(MSW)

• Multiple Treatment Threshold
graphs and confirmation of
gestation (electronic or
manual)

• Handover and communication
between settings

• Top to toe neonatal check
• Feeding assessment
• Listening to parental concerns

Tasks

• Sustained vacancy
• Sick leave
• Workforce planning - increased

Midwifery demand and performance
• Organisation culture
• Professional Midwifery Advocate,

FTSU
• Real team working
• Psychological safety
• Parent education (culturally

appropriate)
• Escalation processes (are they clear?)
• MNVP co-production and

involvement

Organisation

• Recognition and assessment of
jaundice in babies of all skin
tones

• Improved pathway of care

System performance

• Reduction in patient harm
• Improved patient experience
• Increased staff satisfaction

Human wellbeing

• Cultural competency
training

• Health inequalities
• Burn out and stress
• Clinical competance
• Professional relation-

ship that meets the
needs of the mother
and family

Person

• NICE guidance
• Research for appropriate

assessment of babies of all
skin tones

• Professional body code of
conduct

External 
environment

System Engineering Initiative for
Patient Safety (SEIPS) Model2

The SEIPS framework is used here to demonstrate the potential for 
learning from this claim to support system-wide improvement.

The NHS Race and Health 
Observatory (2023) 

recommends a systematic 
review to identify alternatives 
to the Apgar score for accurate 

assessment of Black, Asian, 
and minority ethnic neonates. 

See the RHO Neonatal 
Assessment Report 

for details.1

NHS Race & Health Observatory (2023) Review of neonatal assessment and 
practice in Black, Asian and minority ethnic newborns: 
nhsrho.org/wp-content/uploads/2023/08/RHO-Neonatal-Assessment-Report.pdf

NHSE (2022) SEIPS quick reference guide and work system explorer: 
england.nhs.uk/wp-content/uploads/2022/08/B1465-SEIPS-quick- 
reference-and-work-system-explorer-v1-FINAL.pdf
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