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members, equipment or theatre and the assessment of the clinical situation (Figure 2.) Delay
expediting birth ranged from less than 10 minutes to over 12 hours. The length of delay will have
variable effect on neonatal outcomes based on the reason delivery was Iindicated. The neonatal
outcomes are summarised in Figure 3.

Design

Mode of delivery varied In this cohort but as expected with
cases referred to EN 43% of cases involved an emergency
caesarean section. 22% of cases revealed problems with
neonatal resuscitation. Specific issues Included delay In
calling for help and inadequate resuscitation and difficulty
Intubating. Factors affecting neonatal outcome are
summarised in Figure 1.

We randomly selected 100 cases that were referred to NHS Resolution and our
commissioned panel of solicitors with an instruction to undertake a liability
Investigation. 7 cases were excluded as they were duplicates which led to 93 cases
being analysed.
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