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Aims for the webinar

* Update the clinical community in NHSScotland on the
implementation of the national MEWS in Scotland.

e Share insights and learning from other regions across the
UK.

e OQOutline next steps for the implementation of the national

MEWS in Scotland.
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HIS safety bulletin — November 2024

Produced in response to clinical and
technical challenges relating to the use
and local adaptation of Scottish MEWS

Included a questionnaire for territorial
NHS boards to share insights and
challenges

Healthcare

L
b) Improvement
Cw Scotland

November 2024

Healthcare Improvement Scotland is the national improvement agency for health
and care in Scotland. We assess and share intelligence and evidence which sup-

ports the design, delivery and assurance of high-guality health and care ser-

The purpose of safety bulletins is to share and triangulate intelligence about

known and emerging patient safety risks across NHS Scotland

Maternity and Paediatric Early Warning
Scores and Postpartum Haemorrhage (PPH)
risk assessment

This bulletin cutlines the intelligence Healthcare Improvement Scotland cur-

rently holds on potential risks relating to Maternity Early Warning Score (MEWS),



HIS safety bulletin: key findings

Challenges

e Visualising trends Scottish Maternity

Early Warning Score

 Escalation (MEWS)

* Risks in transition between electronic and paper

 Guidance on frequency of observations

= [ETaT

* Triggers relating to urine output

e Variation in the implementation across the country

The need to review the Scottish MEWS coincided with the

development and implementation of an evidence-based
MEWS in NHS England




Understanding MEWS in Scotland a summary

Data
completeness
Technical SafEtY Review of
challenges bulletin MEWS
Clinical
challenges



Co-design of future of MEWS in Scotland

Expert working Island boards Expert working
*14 May group 21 August session 2 September group *17 Nov

eRoundtable *4 June *Roundtable *28 August *Workshop *8 September *Round table
meeting 1 Engage clinical meeting 2 and EWG
community

Maternity voices
partnerships

Joint meeting

Strategic Strategic
partners partners




Stakeholder engagement

2 4 E n g I a n d — Maternity Voices

Partnership

- Emergency department

representation N HS
N o’

- Digital midwives

Education
for

Maternity m Health and Social Care  Scotland
/J in Northern Ireland




National MEWS Chart
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Differences between Scottish MEWS and national MEWS

Scottish MEWS

National MEWS

Colour scoring

Same physiological parameters since 2018

Woman/ birthing person / ‘family’ concern
not included as a trigger

Different parameters compared to other
systems

Numerical scoring (in line with other early warning scores, for example
National Early Warning Score (NEWS) used in the general adult
population)

Change in physiological parameters

Woman / birthing person / ‘family’ concern captured and included in
escalation

Same parameters used by Scottish Ambulance Service and
Birmingham Symptom-specific Obstetric Triage System (BSOTS)

Developed as part of a large-scale research and statistical modelling
and evaluation via the National Institute for Health and Care Research
(NIHR)




Recommendations from EWG and strategic partners

Key considerations Groups recommendation

Adopt the English MEWS completely or consider a Adopt the national MEWS developed in NHS England
Scottish adaptation?

Shift from colour to aggregate numerical scores A positive move and in line with other early warning
scores

MEWS outwith an inpatient maternity setting Important consideration in implementation

Frequency of observation guidance Not within the scope of this phase

Digital specifications NHS England have developed

Teaching package NHS England have developed




Review of Scottish MEWS, timeline overview

Expert working
group &
strategic
partners

Nov 2024 > May — Nov 2025 ) Nov 2025 > 2026 >

Evidence & Intelligence

Challenges
identified with
MEWS

Engaging Recommendation
groups & to implement
organisations national MEWS

Implement

national MEWS




Maternity Early Warning Score
(MEWS) in England

Tony Kelly
National Speciality Advisor, NHSE

Hannah Rutter
Lead for Perinatal Deterioration, NHSE




Context

» Deterioration is an ongoing issue in maternity

* Itis a ‘socio-technical’ problem

*  We have developed a national tool based on population

data with stakeholders through consensus building

.

ORIGINAL RESEARCH

OPEN ACCESS

bmjmedicine

M) Check for updates

Development of national centile based maternal early warning
score: mixed methods and Delphi study

Stephen Gerry ©,' Jonathan Bedford,*? Oliver Redfern,” Hannah Rutter,* Mae Chester-Jones,'
Marian Knight © 5 Tony Kelly,* Peter | Watkinson ¢
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How we are approaching deterioration?

Care pathways, risk
assessments, safety huddles

Early warning score tools

Critical communication tools

Timely interventions, Enhanced
maternity care

Maternity Early
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How we are approaching deterioration?

Score ||n659
2 1 0 1 2 we
Respirations <=6 78 9-21 2224 >=25 A
5p0,
Oxygen saturation (%) <=92 9394 >=95 . .
5 Te’“pem"'.fg <=35.6 35.7-36.1 36.2-37.2 37.3-37.4 >=375
Z Pulse
r:-, Beats/min <=62 63-70 71-112 113-121 >=122
= <
EUEE(tionEsEHouss ""“E I"',“*ig <=50 5157 58-98 99-107 >=108
Eicaichicd ":1‘:1'::; <=93 94-100 101-135 136-144 >=145
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Additional concerns
If one ormore of these additional Healthcare professional concerned
concerns are present, consider: Womanffamily concerned
1. Increasing the frequency of observations Significant additional therapies {(e.g. Oxygen)
toa minimum of every 30 minutes Severe Hypertension (greater than or equal to 160/110mmHg) ) 1— m e
2. Escalate in line with a low-medium level Increased pain (+/- or analgesic requirement) |
of concern even if MEWS less than 2 Significant vaginal bleeding
3. Where MEWS is greater than 2 raising Reduced urine output
the level of concern to the next category. Decreased level of consciousnessiresponsiveness
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How we are approaching deterioration?

A

The tool follows the woman in any care setting from
conception to four weeks post natal

18



What have been some of the key considerations?

Competing/

Aligning
Processes

Adoption
Vs
Implementation

19



Implementation in Partnership

Health Innovation
Mot Last and Narth Cuntre

J

Health Innovation
& WEST MIDLANDS

"mmm[

‘a\andEM = ¢

20



Implementation to date.....

a Y4
~90% 94/120
- Trusts
digital : .
Live with
capture MEWS
o AN )
a N 0
Supported
All paper solutions
sites for digital
services
o ZAN )

21



What have been some of the key considerations?

Organisational
Readiness/Local
Leadership

Measurement

22



Escalation and Response

Culture underpinning Escalation and Response

» Recognising the importance of culture

* Recognising the barriers to both escalation and response

» Alignment with Perinatal Culture and Leadership
Programme including MOMENTS sessions

23



Case for change — examples from implementation

Y4

"
4

"

4 When a score triggers and N\ Y4 _ )
escalation, it has made even the . ” Aligning t(,) PCLP.and
most experienced practitioner .Clear.escalajuon posmvgly under.standlng LIS
question findings and undertake ITTBIEHING) [zl e g, escalation and response has
a full assessment VAN L been eye opening y
N/ N/ )
No incidents in maternity related :
to missed deterioration following NCENTEEE professmn =l .
: . : woman and family concern a Shared learning valued
implementation of national welcome inclusion
MEWS
VAN VAN J
N N\ Focus on deteriorating woman )
Due to secondary escalation, One trusts reports a reduction in has been well received.
staff report to feel empowered to sepsis readmissions to high-risk MEWS parameters initially
take my concerns further area worrying but the importance of
VAN I\ early recognition )
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How have we been implementing MEWS?

Navigating
the tool
Complete

?

&

Using the tool
In practice
Settings
Complete

d

Implementation
with pathfinder
organisations
Complete

Digital testing

following
completion of
digital
specifications
Q3 25/26
Complete
|
| |
Implementation Digital
with remaining Implementation
paper-based Q1 26/27
organisations Progressing

Complete

25



What are some of the challenges?

Inequalities in
maternal mortality

Black women
35.10 per 100,000
matemities

Asian women

20.16 per 100,000
matemities

Most deprived areas
21.28 per 100,000
maternities

Age 35 and older

22.01 per 100,000
maternities

Overweight or obese
1777275 women

1245

Muitiple disadvantages
26275 women



Resources

Podcasts:

e Podcast 1: please share widely.
e Podcast 2: please share widely.
e Podcast 3: please share widely.

Training:
https://www.e-Ifh.org.uk/programmes/maternal-and-neonatal-deterioration/

BMJ Medicine paper:
https://bmjmedicine.bmj.com/content/3/1/e000748

MOMENTS - follow hyperlink

RCOG - Each Baby Counts Learn and Support
EBC Learn and Support — follow hyperlink
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https://soundcloud.com/nhsengland/maternity-early-warning-score-podcast-1?utm_source=clipboard&utm_medium=text&utm_campaign=social_sharing
https://soundcloud.com/nhsengland/maternity-early-warning-score-podcast-1?utm_source=clipboard&utm_medium=text&utm_campaign=social_sharing
https://soundcloud.com/nhsengland/maternity-early-warning-score-podcast-2?utm_source=clipboard&utm_medium=text&utm_campaign=social_sharing
https://soundcloud.com/nhsengland/maternity-early-warning-score-podcast-2?utm_source=clipboard&utm_medium=text&utm_campaign=social_sharing
https://soundcloud.com/nhsengland/national-maternity-early-warning-score-podcast-3?utm_source=clipboard&utm_medium=text&utm_campaign=social_sharing
https://soundcloud.com/nhsengland/national-maternity-early-warning-score-podcast-3?utm_source=clipboard&utm_medium=text&utm_campaign=social_sharing
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.e-lfh.org.uk%2Fprogrammes%2Fmaternal-and-neonatal-deterioration%2F&data=05%7C01%7Channah.rutter%40nhs.net%7C03c2499b29064673a30208db70adab4c%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638227663420511559%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=gM6pHu61nCRAnNhF%2BVC5brDPmj6EF8M7oiBBiKOfuS4%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.e-lfh.org.uk%2Fprogrammes%2Fmaternal-and-neonatal-deterioration%2F&data=05%7C01%7Channah.rutter%40nhs.net%7C03c2499b29064673a30208db70adab4c%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638227663420511559%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=gM6pHu61nCRAnNhF%2BVC5brDPmj6EF8M7oiBBiKOfuS4%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.e-lfh.org.uk%2Fprogrammes%2Fmaternal-and-neonatal-deterioration%2F&data=05%7C01%7Channah.rutter%40nhs.net%7C03c2499b29064673a30208db70adab4c%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638227663420511559%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=gM6pHu61nCRAnNhF%2BVC5brDPmj6EF8M7oiBBiKOfuS4%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.e-lfh.org.uk%2Fprogrammes%2Fmaternal-and-neonatal-deterioration%2F&data=05%7C01%7Channah.rutter%40nhs.net%7C03c2499b29064673a30208db70adab4c%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638227663420511559%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=gM6pHu61nCRAnNhF%2BVC5brDPmj6EF8M7oiBBiKOfuS4%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.e-lfh.org.uk%2Fprogrammes%2Fmaternal-and-neonatal-deterioration%2F&data=05%7C01%7Channah.rutter%40nhs.net%7C03c2499b29064673a30208db70adab4c%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638227663420511559%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=gM6pHu61nCRAnNhF%2BVC5brDPmj6EF8M7oiBBiKOfuS4%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.e-lfh.org.uk%2Fprogrammes%2Fmaternal-and-neonatal-deterioration%2F&data=05%7C01%7Channah.rutter%40nhs.net%7C03c2499b29064673a30208db70adab4c%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638227663420511559%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=gM6pHu61nCRAnNhF%2BVC5brDPmj6EF8M7oiBBiKOfuS4%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.e-lfh.org.uk%2Fprogrammes%2Fmaternal-and-neonatal-deterioration%2F&data=05%7C01%7Channah.rutter%40nhs.net%7C03c2499b29064673a30208db70adab4c%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638227663420511559%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=gM6pHu61nCRAnNhF%2BVC5brDPmj6EF8M7oiBBiKOfuS4%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.e-lfh.org.uk%2Fprogrammes%2Fmaternal-and-neonatal-deterioration%2F&data=05%7C01%7Channah.rutter%40nhs.net%7C03c2499b29064673a30208db70adab4c%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638227663420511559%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=gM6pHu61nCRAnNhF%2BVC5brDPmj6EF8M7oiBBiKOfuS4%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.e-lfh.org.uk%2Fprogrammes%2Fmaternal-and-neonatal-deterioration%2F&data=05%7C01%7Channah.rutter%40nhs.net%7C03c2499b29064673a30208db70adab4c%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638227663420511559%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=gM6pHu61nCRAnNhF%2BVC5brDPmj6EF8M7oiBBiKOfuS4%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fbmjmedicine.bmj.com%2Fcontent%2F3%2F1%2Fe000748&data=05%7C02%7Channah.rutter%40nhS.net%7Ce9c4aca7c3004574564108dc758a76e1%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638514484779530659%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=RRAg2MQqwMs9c7ZVp2cctKM2RWHjJrHkf2o49jW11uA%3D&reserved=0
https://www.rcog.org.uk/about-us/quality-improvement-clinical-audit-and-research-projects/each-baby-counts-learn-support

Thank you
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The Welsh Context

Betsi Cadwaladr
University Health Board

3

2

Hywel Dda
University Health Board

T1

7 Health Boards
* 6 with acute maternity services
* 1- midwifery led services only
. Eobstetric led units

Powys
Teaching
Health

Board Maternity and Neonatal Safety Support
Programme- EWS key priority for 25-26
Aneu,,n * 7 Perinatal Improvement Leads
et o e 7 Maternity Improvement Leads
ﬁ— lnersy * Support as needed from APDIN EWS

e implementation leads



Timeline

o 2024 Q Dec. 2025 Q May 2025 o Sept- Dec 2025

MEWS implemented
by first Health Board

Early Warning Score Audit tool
embedded

Community of
Practice launched

MatNeoSSP transition
improvement priority-
getting MEWS ready

All Wales MEWS
consensus reached

6 Sep. 2024 O Feb. 2025 6 June-Sep. 2025

Implementationin
further 4 Health Boards

Welsh Health Circular



Getting MEWS ready

LA i Ui, AL, MUGLUiiimn i PG o mu y ol Uiy s owl UDicu e ial i anyg
Gynaecologists, 2022) is evident and evidence of local escalation cn page 2
of MEWS chart.

+* Response Bundle — evidence of increase cbservations, additional menitoring,
and fimely assessment by appropriate staff with the initiation of response

This can be seen to have similanties fo the NHS England PIER model (NHS
England, 2024) which includes the four elements Prevention, ldentification,
Escalation, and Response.

Driver Diagram:

MEWS Ready: e

matermity

Supporting maternity services in services in

Wales to
Wales to reduce maternal morbidity reaes —
and mortality " roray SR e
How-to-Guide
I




Collaboration

Acute Physical
Deterioration
Implementation Network

February 2025

Maternity and
Neonatal Safety
Support Programme
Implementation
Network

November 2024




Community of Practice

Monthly from January 2025 '\’

Multiprofessional Health Board teams:
* Midwives

* Neonatal nurses

* Obstetricians

* Neonatologists

* Anaesthetists

* Acute deterioration leads e
P l us UniversI::,waieaII:ha Board

Powys
Teaching
Health
Board

* Network team
* APDIN support

Swansea Bay Umversnty &—— Cardiff and Vale
Health Board University
Health Board
Cwm Taf Morgannwg
University Health Board



APDI Network purpose - to support health boards and trusts

to deliver on requirements of Welsh Health Circulars.

« Standardising the management of acute
deterioration (WHC/2024/035)

« Adopting a patient and family-initiated
escalation approach (WHC/2024/040)

« Timelines and Responsibilities for the
Implementation of Early Warning Scores
(EWS) to identify Acute Deterioration
(WHC/2025/002)

Adopting a patient and
family-initiated escalation
approach (WHC/2024/040)

Letter to health professionals about enabling patients and
families to escalate their concems.




Effective implementation of the EWS chart
involves six key elements

1. Leadership and Stakeholder Engagement: St_ron% leadership with a
nominated lead and a multidisciplinary implementation feam to drive the
process;

2. Education/training Plan: A comprehensive education/training plan that
includes thorough training and ongoing education to ensure staff Competence

3. Standard Operating Procedures (SOPs) and care bundles: Alignment
of standard operating procedures and care bundles with the EWS chart, and
processes for recognition, escalation and response to acute deterioration;

4. Resources: Ensuring the availability of necessary resources such as
documentation, training materials and ‘monitoring equipment;

5. Spread Plan: A phased spread plan for rollout and continuous support,
ultimately embedding the tool/practice into routine care; and

6. Measurement Plan: Robust measurement plan to demonstrate effective
implementation of the new EWS chart, and reliability in the recognition,
escalation and response to acute deterioration.



Implementation Toolkit and Checklist

GWELLIANT [ IMPROVEMENT
CYMRU “ CYMRU

arly Warning Score Implementation Plan

Pr

ct Start:] Mon, 25/11/2024
1

Display Week Nov 25, 2024 Dec 2, 2024
25 26 27 28 29 # 1 2 3 4 56 7
Commencement Datdag Activity Status [l Progresshd Plan Starhd  Plan Endid  Notes [l 51 i i B BAEIEI BAE EIGIEIED
|dentify local plan
230 1 Leadsrship
240 2. Plan
250 3. Standard Operating Procedures and Gare Bundles
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Successes and Challenges

Experiences from first Health Board provided
reassurance to others.

Each Health Board felt there was an initial increase in
escalation- although no data to support.

This settled within a few weeks in all cases.

Highlighted lots of pre-existing issues with MEWS:

* Not escalating with score of 2-3

* Not completing total score

e Patient Wellness Score not completed when MEWS
score low




Feedback

« Despite concerns, staff feedback was largely positive.

« Learning from each other was invaluable.

« The anticipation of the change was harder than the change itself.

« Having one chart in use across Wales is helpful for communication and
cross-boundary working.



Post EWS Implementation Embedding and Evaluation

Feedback and sharing audit tool measurement of EWS
consolidation.

Work to assimilate EWS audit into
su[j\(tglllance such as AMaT and the
audit.

digital and routine
urden of Acute Illness

Awaiting Badgernet module- 1 Health Board not implemented.

Targeted improvement work ongoing.
MEWS incorporated into PROMPT training.

Implementing in non-maternity settings

OAMaT

Acute Deterioration Audit Tool @3‘? j ', ‘

ﬂ n kit the Antios  the 306 1 inpot ot ans the MEVS chart o, ieher

ftendable




It Takes a (Welsh) Village

Health Board Perinatal Improvement Leads
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National MEWS Implementation Group

Remit of the group:

agree a cohesive approach to
implementation of the national
MEWS, and

share progress, challenges and
enablers to facilitate the
implementation of the national
MEWS.



Support for implementation

e Scottish Digital Midwives and digital provider
* Implementation plan (elements below)

* Coreslide set

* Progress update report template

e Lanyards

2. Stakeholder 3. Education &

1. Leadership engagement training

4. Alignment

5. Resources 6. Data 7. Implement 8. Spread




Training and education

* Alink to the training hosted on the NHS Learning Hub - Home will
be provided (currently hosted on elearning for healthcare)

* Public Services Delivery Scotland will signpost to this training on
their SMMDP Learning Resources and elLearning Modules | Turas

| Learn page.

* Access will be available for any NHSScotland staff who request a
login


https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Flearninghub.nhs.uk%2F&data=05%7C02%7Cjo.thomson2%40nhs.scot%7Cc38cf58d87ef4052b8b208de787905a9%7C10efe0bda0304bca809cb5e6745e499a%7C0%7C0%7C639080658358309723%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=d0E41Uo6pvx4Y221Ts9J28sECfiSay%2FULHaNL8WAJH0%3D&reserved=0
https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Flearninghub.nhs.uk%2F&data=05%7C02%7Cjo.thomson2%40nhs.scot%7Cc38cf58d87ef4052b8b208de787905a9%7C10efe0bda0304bca809cb5e6745e499a%7C0%7C0%7C639080658358309723%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=d0E41Uo6pvx4Y221Ts9J28sECfiSay%2FULHaNL8WAJH0%3D&reserved=0
https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Flearninghub.nhs.uk%2F&data=05%7C02%7Cjo.thomson2%40nhs.scot%7Cc38cf58d87ef4052b8b208de787905a9%7C10efe0bda0304bca809cb5e6745e499a%7C0%7C0%7C639080658358309723%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=d0E41Uo6pvx4Y221Ts9J28sECfiSay%2FULHaNL8WAJH0%3D&reserved=0
https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Flearn.nes.nhs.scot%2F77264%2Fscottish-multiprofessional-maternity-development-programme-smmdp%2Fsmmdp-learning-resources-and-elearning-modules&data=05%7C02%7Cjo.thomson2%40nhs.scot%7Cc38cf58d87ef4052b8b208de787905a9%7C10efe0bda0304bca809cb5e6745e499a%7C0%7C0%7C639080658358341462%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=IPFI3q8ipWDBMMY4vc4h%2BCiueuKvSA6ETkQnZeX7Dvo%3D&reserved=0
https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Flearn.nes.nhs.scot%2F77264%2Fscottish-multiprofessional-maternity-development-programme-smmdp%2Fsmmdp-learning-resources-and-elearning-modules&data=05%7C02%7Cjo.thomson2%40nhs.scot%7Cc38cf58d87ef4052b8b208de787905a9%7C10efe0bda0304bca809cb5e6745e499a%7C0%7C0%7C639080658358341462%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=IPFI3q8ipWDBMMY4vc4h%2BCiueuKvSA6ETkQnZeX7Dvo%3D&reserved=0

How to find out more / get involved in your board

* Link with your NHS board MEWS implementation lead to find
out about work in your board.

e Contact us to find out more about the national work
his.spsppp@nhs.scot

* Access the resources shared today. m

O OO
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mailto:his.spsppp@nhs.scot

Keep in touch

Email: his.spsppp@nhs.scot

Website: www.healthcareimprovementscotland.scot
X: @online_his

LinkedIn: www.linkedin.com/company/healthcare-improvement-scotland/

Facebook: www.facebook.com/healthcareimprovementscot

Bluesky: @healthimprovescot.bsky.social
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