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ABSTRACT        
 

BACKGROUND 

 

A need to develop a standardised triage system to prioritise clinical urgency of women when 

attending a maternity triage department has been identified.  This study explores the views 

and experiences of midwives involved in the implementation of such a system. 

 

METHOD 
 

Focus groups and questionnaires were used to investigate midwives’ views and experiences 

of the implementation of the Symptom Specific Obstetric Triage System (SOTS). Thematic 

analysis of the focus group data was undertaken and descriptive statistics from the 

questionnaire responses were collated. 

 

RESULTS 

 

Focus groups were held with midwives (N=12) and questionnaires were sent to all midwives 

(N=79): response rate =67%. These demonstrated midwives felt the new system had been 

introduced well and helped them manage and organise the department.  They felt patient 

safety had improved and the system allowed them to use their clinical judgment. It also 

highlighted issues that needed to be changed.  

 

CONCLUSION 
 

Implications for the future use of SOTS and implementation in other trusts include: changes 

are required to the documentation and pain score but the SOTS was useful for some for 

managing the department and the workload and still allowed the use of clinical judgment for 

most midwives.  Clinicians are excellent at problem solving and their views and experiences 

are valuable in service improvement initiatives.  
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1   INTRODUCTION 

 

Research is essential to improve services and make care more efficient in the National Health 

Service [NHS], in order to provide the best care for service users (Department of Health 

[DH], 2006).  Professionals are required to provide evidence based care (Royal College of 

Midwives [RCM], 2012, Nursing and Midwifery Council ([NMC], 2008, Sackett et al, 2000). 

Guidelines and protocols also need to be based on best practice and evidence (National 

Institute for Health and Care Excellence [NICE], 2013).  In the Emergency Department [ED] 

research has been undertaken to investigate how patient safety assessments can be made 

more effective (Adams and Fontanarosa, 1996).  There was pressure on EDs with demands to 

shorten waiting times and manage patient flow safely, leading to the development of 

standardised triage systems, making assessments reproducible and auditable (Mackway-

Jones et al, 2006). However, no such systems have yet been applied to emergency care in 

maternity departments.  Dennett and Baillie (2002) suggest that the increasing demands on 

delivery suites require new systems to be designed to respond to such demands. They argue 

that most cases of litigation concern NHS maternity services and that without a triage 

department low risk women in labour may not receive the one to one care they require. There 

is a need to bridge the divide between research and practice (Straus et al, 2011) this requires 

evaluation of services developed to improve care for women and babies (DH, 2006). 

 

The birth rate is increasing each year in England which means resources such as staff and 

beds are under pressure. There were 694,241 live births in England in 2012, with the birth 
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rate at its highest level for forty years, making it the most common reason for admission to 

hospital (National Audit Office [NAO], 2013). Providing a standardised triage process could 

improve the quality and safety of the service with appropriate assessment, support and 

continuity of care.  The Centre for Maternal and Child Enquiries [CMACE] (2011) and local 

audit (Clarke et al, 2010) demonstrated the need for early recognition of mothers that are 

unwell and a standardised approach to care in triage.   Therefore the new standardised 

Symptom Specific Obstetric Triage System [SOTS] (the name of the system has been 

adapted for the purpose of this study to protect anonymity) was developed by staff at the trust 

and local university and now needs to be evaluated.  Evaluation is a key element of the 

change process: - without this the effectiveness of the change cannot be assessed and we 

cannot learn from it to inform further change (NICE, 2007a). Iles and Cranfield (2004) 

recommend reflection and evaluation of change, as well as considering how the changes 

might be applied to different settings. This study reports data collected using focus groups 

and questionnaires about midwives’ views and experiences of the implementation and use in 

practice of a standardised triage assessment tool to prioritise women’s care based on clinical 

need. It also provides some broader insights into the management of change in maternity 

care. 

 

A brief summary of triage in healthcare is presented, followed by a description of the acute 

care trust study site triage department before the implementation of the new SOTS, along 

with a brief description of SOTS.  A review of the literature critically examines and analyses 

previous research in this area. The methods used to collect data for this study are described in 
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detail, followed by an analysis of the data.  The findings are then discussed and implications 

for practice identified.  Finally a conclusion will summarise what has been learnt from this 

study and what adjustments to the triage system are required before it is implemented into 

other hospitals. Possible areas for further research are also identified. 

1.1   BACKGROUND 
 

1.1.1  Triage in Healthcare 
 

Triage was first applied on the battlefield to rapidly prioritise limited medical treatment and 

supplies to those most in need and is now used in acute hospitals to evaluate and classify 

patients needing emergency care (Adams and Fontanarosa, 1996). A structured process for 

Triage was first introduced in Emergency Departments [ED] in Australia over 20 years ago 

using the Australian Triage System [ATS] and is now used nationwide in Australia 

(McCarthy et al, 2012).  The ATS formed the basis of the Manchester Triage System [MTS] 

developed in 1997 and the Canadian Triage and Acuity Scale [CTAS] developed in 1999 

(Fitzgerald et al, 2010).  The most commonly used system in the United States is the 

Emergency Severity Index [ESI] (Fitzgerald et al, 2010). In the United Kingdom the MTS, 

developed by a multidisciplinary consensus group, was introduced into ED departments.  It 

uses algorithms and consists of 52 flow charts specific to the patient’s presenting problem to 

determine a triage category (Van Veen et al, 2008; Cooke and Jinks, 1999).  Based on the 

assessment and clinical need, the patient is allocated to one of five categories, each with a 

specific time frame in which they need a secondary assessment, and pain is assessed using a 

pain score. Triage should be effective and timely, requiring a system that is valid and reliable 
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(Twomey et al, 2007).  Triage is beneficial in healthcare to improve patient flow, waiting 

times and safety outcomes for patients (Mackway-Jones et al, 2006). ‘Triage is a system of 

clinical risk management employed in Emergency Departments worldwide to manage patient 

flow safely when clinical need exceeds capacity’ (Mackway-Jones et al, 2006, p1). “Early 

detection of severe illness in mothers remains a challenge to all involved in their care” The 

Centre for Maternal and Child Enquiries [CMACE] (2011, p.11).  CMACE (2011) also 

identified the need for early recognition, immediate and appropriate care for women with 

serious medical/obstetric conditions. These are potential benefits a standardised triage system 

could provide for maternity services providing timely recognition, treatment and referral. 

Midwives are the main healthcare professionals using this system therefore an investigation 

of their views and experiences of the introduction of triage in the maternity setting would be 

hugely informative and is necessary if the facilitators and barriers to its introduction are to be 

understood.   

 

1.1.2  Setting for the Study  
 

The acute trust where this study was conducted has over 8,000 births per year (and 

increasing) and is a regional referral centre for the county.   The function of the Triage 

department in each maternity unit differs and can include day cases, scans and early care of 

women being induced, as well as assessment of women in labour and Category X women.  

Category X describes women who need assessment for a problem in pregnancy, but who are 

not in labour and do not require admission (Molloy and Mitchell, 2010).  In this acute care 

trust the triage department is separate from delivery suite and is used to assess Category X 
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and labouring women in order to avoid unnecessary admission to delivery suite beds. The 

Triage department assesses women from 17 weeks to term, including the six week postnatal 

period, for varying conditions and they are either self-referred or referred by a health care 

professional. Triage is normally staffed with a Band 7 midwife and a Band 6 midwife and 

senior house officer cover is available 24 hours a day. However, they also staff delivery suite 

so can often be called away.  Senior doctors are available for support and review on the 

delivery suite if a more senior opinion is required.  

1.1.3  Development of the Symptom specific Obstetric Triage System   (SOTS) and 
the importance of triage in midwifery  
 

Historically there has been no standardised system in the triage department of this acute trust, 

women were generally seen in order of arrival rather than based on their clinical need.  This 

left some women waiting long periods of time before assessment, potentially putting them 

and their babies at risk, and therefore a new standardised system was developed.  The SOTS 

was based on the MTS system which has been extensively validated and is widely used in 

UK ED (Fitzgerald et al, 2010).  The SOTS was developed by the two leads for the project (a 

Senior Lecturer from the University and the Consultant for delivery suite) in consultation 

with a development group [DG]. The DG consisted of senior midwives who all regularly 

work in the existing triage department. The development group met regularly to refine the 

system and test it out before its implementation into practice. They developed the initial 

assessment and symptom specific algorithms which were then agreed by all the consultants at 

the trust.  An advisory group was also formed. 
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The SOTS consists of a standard initial clinical assessment and an algorithm based system 

which is specific for the conditions the women present with. Based on condition and vital 

signs a time frame is assigned for review by the midwife or medical staff in attendance, 

depending on urgency and condition.  The symptom specific conditions include Abdominal 

Pain, Antenatal Bleeding, Hypertension, Postnatal, Ruptured Membranes, Reduced Fetal 

Movements, Suspected Labour and Unwell or Other.  Following the initial assessment, a 

traffic light system is used to categorise women into time frames within which they need to 

be seen, depending on the clinical urgency of their condition. Women categorised as Red go 

immediately into delivery suite, Orange category women have a full assessment and plan of 

care within 15 minutes, those categorised as Yellow within an hour and those categorised as 

Green within 4 hours.   

 

This new system was introduced in April 2013 following training for core staff on delivery 

suite.  The two leads on the SOTS project and champions from the DG were available for any 

queries staff had about its introduction. Staff could also feedback on any issues that needed to 

be resolved via these members or a comments book.  As part of the main SOTS service 

evaluation an extensive programme of study was put in place to investigate the introduction 

of the SOTS and its value in practice. This included a staff training programme, with 

evaluation immediately after the initial training and then three months later. Women’s 

experiences of the system were assessed in a questionnaire. An audit of the notes made pre- 

and post-implementation of the system was carried out. Also, an inter-rater reliability study 

was undertaken (Appendix 1).   
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However the midwives’ views were not being taken into consideration, and these are crucial 

in the implementation and use of this system in practice. It was important to access their 

views and experiences of using the system to discover what factors affected its introduction. 

The NHS Institute for Innovation and Improvement (2006-2013) states staff views should be 

valued and acted upon to successfully implement change and ensure they accept and 

participate in the healthcare improvement. Engagement of the workforce is required when 

introducing change successfully (Spiby et al, 2013).  The study reported here was designed to 

examine the experiences of midwives involved in the implementation of the SOTS.  Staff 

involvement is crucial to the success of organisational change and so there was a need to 

learn about this from their perspective.  Accessing the views of staff about change was also 

necessary to inform any future plans for wider implementation of the SOTS.  
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1.2  Research Question 
  

What are midwives’ views and experiences of the introduction of the new standardised 

Symptom specific Obstetric Triage System (SOTS) into an acute care trust?  

 

1.3  Research Aims 
 

 

 

The aim of this research study was to examine the views and experiences of midwives using 

focus groups. These findings could then be more widely tested with the majority of midwives 

using questionnaires about the introduction of the SOTS in an acute trust in maternity.   
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2    LITERATURE REVIEW 

 

2.1 Introduction 
 

A systematic review of current literature on a specific topic area is essential for health care 

professionals to provide evidence based care (Aveyard, 2010; Schneider et al, 2007).  

Researchers need to be able to search the relevant literature and analyse it critically 

(McCarthy and O’Sullivan, 2008).  The research studies were from peer-reviewed journals 

where possible as they have been checked for rigour, quality and clarity (Schneider et al, 

2007).  Systematic reviews can inform important policies which can improve the quality, 

safety and value of healthcare (Bettany-Saltikov, 2012) which would provide a good basis on 

which to conduct the study. A systematic approach was used as a full systematic review was 

not possible with limited resources and only one researcher (Aveyard, 2010). However, a 

robust approach to locating and critiquing the literature was taken. A search for papers on the 

views and experiences of midwives using a standardised system in triage to collect and 

compare data on the views and experiences of midwives (and other healthcare professionals) 

in the introduction of a standardised triage system was carried out.  However, the search 

criteria had to be widened to include literature discussing obstetric triage as little existed on 

the subject as a standardised system in triage since one does not exist in the UK and there is 

even less literature on midwives’ views and experiences on the subject. 
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2.2 Inclusion/Exclusion criteria 
 

Inclusion/Exclusion criteria were based on the Patient/population, Exposure and Outcome 

[PEO] criteria (Khan et al, 2003). Population included midwives and health care 

professionals (only nurses and doctors in accident and emergency tertiary departments/acute 

care trusts).  Healthcare professionals were included as very little evidence is available for 

midwives exclusively.  Primary care healthcare professionals were excluded as the study was 

undertaken in an acute care trust. Articles including women’s views and experiences were 

included when discussing obstetric triage as little literature on midwives’ views exists. 

Exposure included all triage services not just standardised triage tools in maternity in an 

acute care setting in the UK and all over the world. Primary health care settings, mental 

health, children and those relating to specific conditions were excluded as not relevant to the 

study.  Specific clinical conditions such as first trimester conditions articles were excluded as 

outside the remit of this study.  Any studies related to Telephone triage were also excluded as 

not relevant to the study.   

 

The types of studies included were mainly primary qualitative papers; however, all types of 

research studies were included in the end as there was little literature on the subject. Letters, 

editorials and dissertations were excluded initially, but some were subsequently included if 

they discussed the introduction of triage to understand its conception.  It became apparent 

that a standardised triage system does not exist in triage departments in Maternity in the UK.  

The views and experiences of introducing such a system are unknown which meant it was 

problematic when conducting the literature review and the inclusion/exclusion criteria had to 
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be widened. This furthermore highlighted a gap in the literature enhancing the value of this 

research study. 

 

 

2.3 Search Strategy 
 

The Databases searched included CINAHL, MEDLINE, MIDIRS, COCHRANE, DARE and 

NICE evidence.  Keywords identified from the research question were used to search the 

databases for relevant papers.  These included: - “midwives attitudes/views/experiences” and 

“obstetric triage”.  No results were found on any of the databases, so it was widened to 

“obstetric/maternity triage” alone. These words were then combined using the Boolean 

operators AND/OR to thoroughly search the databases for the keywords to include all 

relevant literature (Aveyard, 2010).  

The search included literature published from 1946-Present day, written in the English 

language, excluding all non-English papers as the resources were not available for 

translation. Search Terms included “Obstetric Triage”, “Triage”, ”Midwifery”, “Maternal 

health services”, “Midwives attitudes”, “Physicians attitudes”, “Clinicians attitudes” and 

“attitude of health personnel”.  

 

2.4 Search Results 
 

The search results were then examined by title and the abstract was then read in more detail 

to confirm the paper was relevant to the study (Appendix 2).  This resulted in 8 research 
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studies and 14 articles being identified and although they were not research studies they were 

describing the concept of triage in its early introduction to maternity and the introduction of 

new triage services in maternity. Therefore the search was widened to include articles that 

were not only research studies. Titles reviewed-404; abstracts reviewed-50; papers reviewed-

15; papers meeting eligibility for inclusion-8 research studies plus 14 articles.  

 

2.5  Quality Assessment 
 

The research articles were critiqued using the Critical Appraisal Skills Programme [CASP] 

tool (2013a,b) for qualitative and quantitative research (Appendix 3): this assesses rigour, 

credibility and relevance (Chenail, 2011). Pope and Mays (1995) argue a qualitative 

approach is useful when researching the beliefs of health care professionals, rather than 

quantitative methods, especially if there is little research in the area.  Silverman (2011) states 

a qualitative approach is required when examining people’s views and beliefs to utilise 

naturally occurring data, rather than quantitative which is more suited to measuring outcomes 

numerically.  Therefore the design of the study needs to be appropriate to explore and reflect 

individuals’ views and experiences on the subject being studied (Denscombe 2010). (See 

Appendix 4 for a summary of these studies) 

 
 

2.6  Triage in Emergency Departments  [ED] 
 

A narrative review of the literature was carried out to gain some insight into the standardised 

triage systems that already exist in ED to provide some background context to the 
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developments in maternity services. The Manchester Triage System [MTS] is a sensitive tool 

for the initial assessment of the critically ill patient (Cooke and Jinks, 1999). Gerdtz and 

Bucknall’s (2001) observational study of urgency assessment showed the nurse needs good 

quality data to make a clinical decision in a timely way whilst using the Australian Triage 

System [ATS]. This requires education and standardising of triage care at an international 

level, previously these have been subjective assessments (Gerdz and Bucknall 2001). Gerdtz 

et al (2009) concluded pregnant women were not consistently triaged when the ATS was 

applied to pregnant women and specific guidelines and education were needed if triage was 

to be effective. In a critical review of the literature Fitzgerald et al (2010) concluded that an 

International Triage Scale (ITS) was required to standardise assessments across ED 

internationally.  No single approach is consistent in assessing urgency (Fitzgerald et al, 

2010).  To date an international triage system has not been developed.  

 

Christ et al (2010) systematically reviewed the literature examining current triage systems in 

ED to assess validity and reliability. They concluded that five-level triage systems should be 

used in practice as they are valid and reliable and are gold standard, making them structured 

and dependable in ED. They suggest these systems could be used to improve the quality of 

unstandardised assessments but require careful planning and training in implementation.  The 

Canadian Triage Acuity Scale [CTAS] and the Emergency Severity Index [ESI] have good to 

very good reliability whereas MTS and ATS have moderate reliability (Christ et al, 2010). 

Ganley and Gloster (2011) in their overview of triage in the emergency department state the 

system used prior to the MTS involved both objective and subjective information. This 
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affected its validity and reproducibility requiring a standardised approach that could be used 

nationwide. Harding et al (2011) systematically reviewed the literature and concluded triage 

systems could be used in various health care settings to improve patient flow.  However the 

Centre for Reviews and Dissemination (2013) states there are potential biases in the review 

process and some poor quality studies were included which could affect the reliability of the 

findings. This highlights the need for good quality research in this area. 

 

 

2.7 Triage in Maternity  
 

2.7.1 The Concept of Maternity Triage 
 

A number of articles identified the concept of triage in maternity units from as early as 1996 

(Angelini and Menihan,1996, Angelini,1999a,b,c,d, Ament,1999) but only relate to assessing 

women in early labour, not assessing Category X women using a standardised system in the 

way the term triage is used in the present study. The purpose of which is to identify 

immediate health problems, regulate patient flow and utilise resources efficiently (Austin and 

Calderon, 1999, Mahlmeister and Mullem, 2000).  This requires a standardised system to 

provide assessments of individual cases in the same way.  However, currently one does not 

exist in maternity services in the UK.  In discussions of the concept it has been recognized 

that quality improvement in this area requires the development of good team work and 

communication, with a systematic problem solving approach. This has implications for 

safety, cost effectiveness and patient satisfaction (Gerdz et al, 2008).   Loper and Hom (2000) 

state a valid and reliable classification system needs to be developed in maternity. 
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2.7.2 Descriptions of Triage in Maternity Services 
 

In 2007 Nolan et al and in 2010 Molloy and Mitchell found that although use of the term 

triage was widespread in the literature, no midwifery research of triage in maternity services 

in the UK existed nor was there any research into the midwives’ ability to triage effectively 

in the UK (Nolan et al 2007).  Nolan et al (2007) state it is imperative to examine these issues 

to ensure patient safety and address any risk management issues. They suggest more research 

is required into midwives’ perceptions of their role, responsibilities and skills in triage and 

the effectiveness of the triage process which could help to develop a standardised risk 

assessment tool.  This was also the finding from the present review making it difficult to find 

any research studies to critically review.  Nolan et al (2007) explored audit findings for the 

first 12 months of an innovation in maternity triage in the north of England to evaluate its 

effectiveness. However, this was only a relocation of the service but development of a triage 

assessment tool was recommended.  Stand-alone triage units are becoming more common in 

the UK and need to be evaluated to make sure the care is based on evidence and best practice 

(Nolan et al, 2007). 

 

There are a number of articles discussing or describing triage services in maternity but not 

standardised systems.  Similarly no evaluative research studies investigating the introduction 

of triage in maternity services were found.  However a number of descriptive studies were 

identified and reviewed, which are summarized below.  Dennett and Baillie (2002) describe 

the relocation of a triage service in the UK designed to reduce pressures on beds in delivery 

suite. They reported it improved autonomous practice, job satisfaction, and decision-making 
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skills whilst reducing stress and pressures on resources, but it was not explained how they 

came to these conclusions. They state they will be evaluating staff views in the future, but to 

date this work does not appear to have been reported.   Sen and Paterson-Brown (2005) 

discuss priority care on delivery suites in the UK, explaining that in triage emergencies 

cannot always be predicted, but recognition and management skills are essential. 

Streamlining care in triage requires good communication, team work and planning (Sen and 

Paterson-Brown, 2005).  Wright et al (2011) discuss whether triage, which has been 

successful in A&E in the UK for years, could work in maternity units.  The pilot project was 

the implementation of a triage system of management; this involved the team in developing 

an admission pro forma in an attempt to reduce inappropriate admissions. They state the new 

triage was successful due to the whole team embracing the change, good communication and 

teamwork.  Although these articles discussed the impact of triage services on staff such as 

increasing confidence and skills, job satisfaction and reducing pressures on staff these 

conclusions are based on anecdotal evidence and few quantitative or qualitative studies exist 

on staff views and experiences.  In a study in America Zocco et al (2007) concluded that the 

assessment and discharge skills of the assessor were more important than the system in an 

effective triage, demonstrating the importance of having skilled staff. They also state an 

efficient triage system is required to regulate patient flow and waiting times.     

 

2.7.3 Symptom Specific Approaches 
 

There is a need to develop systems to prioritise women attending triage appropriately, as 

some have life threatening conditions whereas some may only have minor problems 
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(Samangaya et al, 2010).  This pilot study in Manchester investigated a maternity priority 

algorithm based on the ED system that was already in place there, using the colour categories 

and timed medical reviews already established in the system. They concluded that it was 

relatively straightforward to apply these algorithms and they had good specificity, but further 

training was required.   This is significant as it was the first time a priority system had been 

used in maternity triage, although it only uses a single algorithm.   

 

Molloy and Mitchell’s (2010) study examined women’s views of a maternity triage service 

introduced in an acute trust in the south-west of England to explore how they could improve 

practice using questionnaires. The response rate to the women’s questionnaires was only 

44% limiting the validity of their findings. They do however recommend allowing midwives 

to work as autonomous practitioners, using their expert skills and knowledge to make clinical 

decisions and judgments on the women’s care. This would require continuing education and 

support. Unfortunately they did not examine the clinicians’ views who were working with the 

new service about these matters.  A review of the literature by Paisley et al (2011) 

highlighted a comprehensive obstetric acuity tool did not exist in maternity.   They designed 

and now use an acuity tool in the United States; however, it only assesses women in labour, 

not any other problems faced in obstetrics.  Staff views and experiences in the 

implementation of this tool were not examined; however staff education programmes were 

redesigned to improve the triage process and assessment of acuity level due to problems with 

compliance.  For obstetric triage to be safe and effective, timely assessment and treatment are 

required using a valid and reliable obstetric acuity tool (Paisley et al, 2011).  Understanding 
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staff views and experiences could help to identify some of the issues they encountered with 

the implementation of their tool.  

 

Harvey and Holmes (2012) held focus groups involving clinical experts in a busy regional 

hospital in Australia to assess triage and the management of pregnant women in the ED. 

They recommend this method to collect relevant and reliable qualitative data and highlight 

problems, especially when the research involves clinical experts. Unfortunately it focuses on 

the nominal group technique used in the focus groups rather than the actual results of the 

research, which would have been useful for this study. Further evidence for the need to 

develop a standardised system is shown by McCarthy et al (2013). They applied the ATS to 

pregnant women presenting in emergency departments in Australia, rather than a specific 

triage system in obstetrics. They developed two condition specific algorithms for pre-

eclampsia and antepartum haemorrhage and a triage education programme to see if it 

improved the assessment and documentation. They concluded that an education system and 

symptom specific algorithms related to pregnancy greatly improved documentation and 

assessment and may also reduce clinical risk for the women.  They suggest further research 

into assessing whether the women have been allocated the correct triage score and recognise 

their algorithms have not been externally validated.  However it only addressed two 

conditions so more algorithms need to be developed.  

 

Paul et al (2013) concluded that women’s satisfaction was improved and waiting times were 

reduced using a nurse-midwife-managed model in America and midwives have the necessary 
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skills to manage such a system. Since the Symptom specific Obstetric Triage System [SOTS] 

was implemented and the study commenced a 5 category Obstetric Triage Acuity System 

[OTAS] has been developed in Canada by Smithson et al (2013). Their study showed 

substantial inter-rater reliability overall, however they only randomly chose 8 nurses to 

assess it against. It had a variable effect on length of stay, but they claimed the system has 

established reliability and validity.  Practice change requires constant reinforcement to 

experienced nurses who may otherwise rely on their own informal triaging assessments 

(Smithson at al (2013).  They did not examine why the staff were doing this instead of using 

the new system which may have provided some insight into their reasons. If they had sought 

their views and experiences of using the system in practice it may also shed some light as to 

why compliance plateaued at 90 %.  

 

Maternity and paediatrics have been recognised as problematic to triage due to their very 

specific needs hence requiring a unique system. Few research articles exist on standardised 

systems in maternity triage and even fewer in the UK, so the literature, consists mainly of 

audit, service evaluation, editorials and discussions about triage systems.  

 

In summary, several aspects have been shown to be vital for the success of triage in 

Maternity:- 

1. Good clinical decisions are needed, therefore appropriate education and training is 

vital 

2. A standardised system is required that is valid and reliable and specific to maternity 

conditions to reduce clinical risk for women  

3. Good teamwork, skilled staff and communication is essential 



20 

4.  More evidence is required of the implementation and use of triage systems in 

obstetrics; therefore there is a gap in the literature, particularly focusing on staff 

opinions on using the tool in practice. 

 

The literature indicates the need for a standardised system in maternity, which has also been 

highlighted locally at the trust.  A gap in the literature has also highlighted that the views and 

experiences of midwives in the introduction of a triage system have not been investigated 

extensively if at all but this is mainly as one does not exist in the UK.  However it is stated in 

the literature that little evidence exists in triage services in maternity at all.  

 

2.8  Change Management 

 
In view of this an additional brief narrative review of the change management literature was 

undertaken (Popay et al, 2006). This was necessary because in the absence of definitive 

empirical work reporting the introduction of systematic triage systems in maternity care, 

some evidence concerning the main elements associated with the introduction of such a 

system was required.  Identifying the barriers and drivers to implementing a new triage 

system into maternity care is critical to understanding the process.  Cheater et al (2005) state 

barriers to implementation vary in different settings and at different times. The National 

Institute for Health and Care Excellence [NICE] (2007a) states that to develop a successful 

strategy for change, you need to understand the types of barriers faced in healthcare, which if 

carefully considered can be overcome with a tailored approach. 
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Drivers include the need for the new system, support from the chief executive, management 

and clinical staff, and the design of a training system for staff prior to the implementation of 

the SOTS.  Richens et al (2004) recommend having a dedicated facilitator and project lead 

who works with individuals and teams in the practice context. Pronovost et al (2008) explain 

that changes which can improve patients’ health are often difficult to get into practice, even 

when supported with good evidence. They suggest using the 4 Es approach, namely Engage, 

Educate, Execute and Evaluate, which is a useful model when applied to the implementation 

of the SOTS.  Staff were engaged by involving the multidisciplinary team in the development 

of the SOTS, educating the rest of the team prior to its implementation and providing support 

during its implementation. It is now being evaluated. Clinicians ‘buying into’ the 

implementation of any new system is paramount in successful change (Jessup et al, 2010). 

The NHS Service, Delivery and Organisation (SDO) Programme (2004) concludes staff 

require a “readiness to change” and need to recognise that improvements to the current 

situation are needed.  

‘An important (arguably the central) message of recent high-quality management of change 

literature is that organisation-level change is not fixed or linear in nature but contains an 

important emergent element.’ (Iles and Sutherland, 2001, p14).  In order for an organisation 

to change it needs to be first understood and then transformed (French et al, 2005).  The 

development of this new system was by staff at the trust and those at the university who have 

close links with the trust. Carnall (2007) explains that planning and implementing change is 

very challenging and careful diagnosis provides some access to the organisation’s capability 

to change.  Iles and Sutherland (2001, p79) state transformational change requires ‘a major 
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shift in assumptions made by the organisation and its members’. Therefore getting the 

opinion of the staff who were using the system was paramount.  Beer and Nohria (2000) 

combined hard (structures and systems) and soft (cultures and processes) approaches for 

successful change, using incentives and working with employees to empower them.  Grol 

and Grimshaw (2003) state that to change practice you need to be prepared, involve the right 

people and have an evidence based proposal for change. West et al (2004) state that external 

demands create a need for the organisation to change and therefore requires innovation to 

meet that need.   

 

These key findings from the change management literature informed the design of the study 

which is discussed in the next chapter:- 

 Staff engagement, a readiness for change 

 Clear leadership 

 Education 

 Listening to and acting on staff views 

 Evaluation 
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3    METHODOLOGY 

3.1  Introduction and Philosophical approach 

 

The aim of this research study was to use a mixed method design to address the research 

question and to explore practitioners’ views and experiences. An exploratory approach was 

used for the qualitative element of the study in order to explore the views and experiences of 

the midwives (Green, 1997).  It was located broadly in the constructivist paradigm which is a 

way of understanding reality from the perspective of those experiencing the phenomena and 

their interactions, so the researcher can construct meaning along with the participants (Polit 

and Beck, 2006; Holloway and Wheeler, 2010).  Focus groups were incorporated to ensure 

the culture, views and experiences of midwives working in the triage department with the 

new standardised system were examined (Spradley 1979).  This was then validated using the 

quantitative element of the study which mixed methods facilitates, sending a questionnaire to 

all midwives who work in triage.  An audit comparing women’s notes from June 2012 to 

June 2013 was conducted as part of the main Symptom specific Obstetric Triage System 

(SOTS) study and the focus groups were used to clarify the findings from the audit.  A 

protocol for the study was designed (see Appendix 5). The aim was to examine the barriers 

and facilitators to change in implementing this new system and assess if it has had an effect 

on the midwives as autonomous practitioners (Nursing and Midwifery Council, 2004) as the 

care they are giving in the new system was subject to a standardised approach.  
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3.2  Justification for Mixed Methods 
 

 

A mixed method study design was intended to generate insights on different aspects of the 

experience and guide the next stage. Quantitative and qualitative research can be combined to 

triangulate and corroborate findings, so increasing validity.  If done correctly triangulation 

can validate findings, however care is needed in dealing with data findings that do not agree 

with each other (Parahoo, 2006). Mixed methods research is suitable for evaluating a wider 

range of issues in health services because they can capture the complexity of health and 

health care interventions/environments (such as addressing a range of questions or a broader 

view on a complex disease, intervention or research environment) as you can answer more 

complex questions than quantitative research alone would allow, thus improving 

comprehensiveness and confidence in the findings (Greene, Caracelli, and Graham 1989; 

Bryman, 2006; O.Cathain, Murphy and Nicholl 2007).  A sequential mixed methods design 

was used for this study (Andrew and Halcomb, 2009).  Preliminary findings from the audit 

were discussed in the focus groups, and  the focus group findings were used to develop the 

questionnaire, this was central to the design (Commonwealth of Learning, 2004).  National 

Institute for Health Research [NIHR] (2006) state mixed methods should be used to bridge 

the divide between qualitative and quantitative research to investigate social phenomena in 

more depth.  The intention is that the findings will indicate what best supports 

implementation; this information can then be used to inform future development within the 

Trust and implementation of the SOTS in other hospitals. Combining the methods and 

approaches needs to be justified to demonstrate the benefits (Parahoo, 2006). Multiple 

approaches can combine the strengths of each approach and offset their different weaknesses, 
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going beyond the limitations of one approach (Commonwealth of Learning, 2004; 

Tashakkori and Teddlie, 2003). Triangulation demonstrates rigour by drawing together the 

data from both forms of data collection, thus providing a complete picture of the 

phenomenon being investigated (Lacey and Luff, 2007).  The focus groups allowed an 

examination of midwives views and experiences as little was known about this as 

demonstrated in the literature review.  From this the questionnaire was developed, which 

then quantified how many midwives held views that agreed with  the findings of the focus 

groups . Combining the two methods, which have different strengths and weaknesses, can 

confirm their results and improve the validity of both approaches (O’Cathain, Murphy and 

Nicholl, 2007). 

 

 

3.3  Advantages and Disadvantages of Focus Groups 
 

Focus groups can access data not reached by other methods of data collection as people use 

everyday communication to describe their cultural values, group norms, understanding and 

views, which can be used in various contexts to examine a range of topics (Robinson, 1999; 

Kitzinger, 2006).  Focus groups are useful in investigating how people deal with things 

collectively: the team dynamic is an important factor in the use of this new triage system so it 

is useful to question the midwives as a team (Lewis, 2003).  Focus groups are effective in 

generating rich in-depth data, engaging people in change and developing new ideas, although 

they can be difficult to organise and manage (National Institute for Health and Care 

Excellence [NICE], 2007a; Hancock et al, 2007). Focus groups can provide accurate data on 

specific issues within a social context, allowing participants to consider their own views in 
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relation to others and identifying cultural values and norms, thereby utilising the participants 

as researchers themselves (Robinson, 1999; Kitzinger, 2006). As this is a new triage system 

and the thoughts and views of midwives using this system are not yet known, focus groups 

are an appropriate way to research these views (Lewis, 2003).  

Disadvantages of focus groups include bias caused by dominant members of the group, the 

results cannot be generalised to the whole population, conflicts can arise and they require 

considerable expertise to facilitate (Robinson, 1999, Holloway and Wheeler, 2010).  NICE 

(2007a) state disadvantages of focus groups include needing a skilled facilitator, careful 

planning and analysis of data which can be time consuming.  Krueger and Casey (2009) 

consider whether focus groups are scientifically valid and conclude that they are systematic 

and verifiable, providing understanding and insight without controlling the study, with the 

researcher remaining neutral.  Ritchie, Spencer and O’Connor (2003) also agree that 

qualitative research provides rich data but it is vast so the analytical skills of the researcher 

are vital.  Clearly describing the research design and how the data is analysed adds to the 

credibility and transferability of the research (Johnson and Waterfield, 2004). 

3.3.1  Method of the focus groups 
 

In order for research findings to be used in different areas of practice, the methods, 

procedures and audience need to be considered if the results are to be applicable to the 

workplace (Kruger and Casey, 2009).  Denscombe (2010) states all studies require 

consistency and reliability.  Prior to the study approval was gained from the University 

Ethics Committee (ERN_13-0695) and Research and Development permission was granted 

from the Trust in which the study was taking place, to comply with Research Governance 
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Regulations (Department of Health [DH], 2005) (Appendix 6). The acute trust also agreed to 

be the sponsor for the study (Appendix 7).  The focus groups were carefully planned to 

achieve the highest attendance possible by holding them at shift handover, in a room 

accessible for all and in an informal environment (Robinson, 1999). A topic guide 

(Appendix 8) was designed as a framework to keep the sessions focused, but they were lead 

by the midwives discussion. The preliminary audit findings (such as documentation not being 

completed and time frames not met), experience and review of the literature informed the 

development of these questions but in practice the focus group discussions were lead by the 

midwives and very few of the questions used.  No personally identifiable information was 

collected: any recordings taken were anonymous, along with all data extracts that are 

reported here.  The focus groups were digitally recorded and field notes on the nature of the 

discussion and general atmosphere were made (Kitzinger, 1995).  The field notes were   

process driven purely serving as a reminder for the researcher and so did not constitute part 

of the data analysis. Following each session the facilitator and co-facilitator met with an 

experienced researcher and senior lecturer at the university and co-developer of the SOTS 

system to debrief. 

 

3.3.2  Recruitment, consent and ethical considerations 
 

Attendees for the focus groups were recruited using posters inviting midwives who work in 

triage to take part. A copy of the poster was also sent with an email to all the Core Band 6 

and 7 midwives by the managers on Delivery Suite asking the midwives to contact the 

researcher if they were interested in attending a focus group.  A reminder was also sent after 
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one week.  Participant Information leaflets (Appendix 9) were given to those who contacted 

the researcher directly and were widely available in the Triage Department. Data was 

anonymous and unidentifiable and written informed consent (Appendix 10) was gained prior 

to commencing discussion on the day (Streubert and Carpenter, 1999). Confidentiality and 

the right to withdraw was made explicit during the process (Robinson,1999).  Inclusion 

criteria were: midwives who work in the Triage Department at the acute trust (n= 

approximately 95); midwives of varying ages; varying years of experience; professional, 

mainly degree based registered midwives. Excluded were midwives who do not work in 

Triage. The researcher is also a midwife who works at the trust so the participants were 

colleagues. However as a full time student at the University and researcher, personal 

information of the participants was only accessed if they contacted the researcher and agreed 

to its use.  Participants could withdraw from the study at any point up until two weeks after 

the focus groups were held, with no risks to themselves or employment at the Trust.  

However due to the interdependent nature of the data in the focus groups their data could still 

be used up to the point of withdrawal but no direct quotes would be used in reports or 

publications.  

3.3.3  Data Analysis   
 

Thematic analysis was used to interpret the data from the focus groups; this involved 

examining the themes that emerged from the data and the relationship between them, to 

generate new concepts and theories in this area (Lacey and Luff, 2007).  Grbich (1999, p.80) 

states “The main aim of qualitative research is to gather rich information” this can however 

lead to problems in the analysis process. The first stage begins during field work and then 
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develops during analysis of recurrent and important themes (Robinson, 1999).  The data from 

the focus groups was transcribed verbatim by a transcription service.  Once the recordings 

were transcribed the researcher then checked them for accuracy against the original 

recordings. The data was then coded for developing themes using the Nvivo data 

management software package (Appendix 11). Constant comparison of the themes was 

undertaken and the relationships between them identified (Lacey and Luff, 2007) (Appendix 

12).  Qualitative research if done properly is systematic and rigorous which also means it is 

labour intensive and time consuming (Pope, Ziebland and Mays, 2006). Parahoo (2006) 

explains that an inductive and iterative approach to break down and reassemble data is useful 

when little is known about a subject, or to develop concepts. Focus groups and interviews 

can provide rich data but this causes problems with analysis as it is difficult to analyse the 

large amount of data (Kitzinger, 1995; Ritchie et al, 2003).  The findings from the focus 

groups were then used to inform and design the questionnaire. The themes were linked to the 

questions which focused on exploring whether the introduction of SOTS was well managed, 

if SOTS is useful in assessing clinical urgency, the use of clinical judgment, managing and 

organizing the department and workload, and the pain score and documentation.  

3.4  Questionnaires Advantages and Disadvantages  
 

Questionnaires can vary in size, purpose and appearance, but require good question design. 

Questions can be open or closed or a combination of both, to collect data for analysis, by 

asking the relevant people directly (Denscombe, 2010). Questionnaires are useful for 

accessing a large number of participants to determine how many agree or disagree with a 

particular idea or opinion and focus groups explore how these ideas or opinions are formed 
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(Kitzinger, 2006).  Hence the reason for the focus groups was to explore what the ideas and 

opinions were and then to develop the questionnaire to investigate how many midwives 

agreed with them.  Using the midwives’ views to inform the questionnaire improves the 

validity of the questionnaire and tests out the themes from the focus groups on the wider 

population. Advantages include being economical, relatively easy to arrange, standardised 

and provide pre-coded answers, and collect a lot of data quickly (Jones and Rattray, 2010). 

Having structured, predetermined questions also adds to the reliability, allowing for 

comparison of answers between respondents (Parahoo, 2006).   

Disadvantages include poor response rates. This could be due to participants finding pre-

coded questions frustrating and restrictive. Also pre-coded questions can bias the findings to 

fit the researcher’s rather than the participants’ views and there is little opportunity for the 

researcher to check for truthfulness of the answers given (Denscombe, 2010). Questionnaires 

only tell you how many people agree or disagree about a subject without context (Parahoo, 

2006). However, the focus groups provided some context.  Low response rates can also be a 

major problem: the questionnaire was made as short as possible, comprehensive and self-

administered so the midwives could complete it in their own time and reminders were sent to 

improve response rates (Parahoo, 2006).   

 

3.4.1  Midwives Questionnaire Method  
 

The Questionnaire (Appendix 13) was sent to the University Ethics Committee for approval 

and the R&D department at the Trust for the purpose of Research Governance.  The 

researcher was assisted in the development of the questionnaire by supervisors at the 
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university and it was checked by the facilitator from the focus groups.  In addition basic 

demographic information of the midwives’ age, Band, number of years qualified as a 

midwife and approximate number of times they work in triage in a month was collected. 

How the questions are asked and in what order can affect the answers given (Rebar et al, 

2011). Due to time pressures and limited resources a limited pilot study and ‘sense check’ 

was carried out, by sending the questionnaire to some of the development group and an 

experienced midwife researcher for comments, to help prepare for the study and test for any 

problems (Polit and Beck, 2006). Jones and Rattray (2010) state a pilot study can influence 

the quality of data and response rate. Given more time a full pilot study would have been 

conducted. 

3.4.2  Recruitment, consent  and ethical considerations  
 

The short questionnaire was sent to every core Band 6 and 7 midwife (n= 95 midwives) who 

work in Triage via an email from the delivery suite manager during October/November. A 

reminder was also sent after one week with the questionnaire attached. Paper copies were 

also available in triage for any midwives who work there to complete in a 2 week period.  A 

poster to encourage completion was also displayed in Triage and Delivery suite.  They were 

asked to leave the completed copy in a post box in Triage or on Delivery Suite for collection 

by the researcher.  Consent was implied by completion and return of the questionnaire and 

they were anonymous. All possible applicants were informed that non-completion would not 

result in any detriment to them. All midwives who work in triage were included; midwives 

who did not work in triage were excluded.  
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3.4.3  Data Analysis 
 

In this study closed questions were used to confirm findings from the focus groups and sent 

to all midwives who work in triage. There was also some limited space for free text which 

was organised into themes using simple content analysis (Polit and Beck, 2006). The 

responses to structured closed questions developed from the focus groups and included in the 

questionnaires were entered into a database and analysed using descriptive statistics. 

3.5  Conclusion and the usefulness of mixed methods 
 

Kitzinger (1995) states focus groups are ideal for collecting data on how knowledge and 

ideas develop, whereas questionnaires reveal how many people hold an opinion.  Focus 

groups and questionnaires were used to access a wider range of data and to check findings 

against each other providing a richer picture (O’Cathain and Thomas, 2006). Validity is 

shown when the best methods are used and description of the research process is given in 

detail (Whittmore et al, 2001; Popay et al, 1998). Combining qualitative and quantitative data 

made the questionnaires more relevant as the questions were developed from the participants 

themselves, and confirmed the findings of the small focus groups with a wider population of 

midwives.    
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4   RESULTS/ANALYSIS 

4.1  Focus groups 
 

Focus group (FG) 1 consisted of only three midwives, because staff shortages and high work 

load, resulted in poor attendance. FG 2 had a higher attendance of eight midwives who 

regularly worked in triage.  FG 3 was arranged to confirm data saturation, to check that no 

new themes were emerging, but again lack of staff and high workload meant only one 

midwife could attend. Therefore an informal interview was held with her to explore her 

views and experiences of the Symptom specific Obstetric System (SOTS): although no direct 

quotes will be used, her views and experiences confirmed the themes that had developed 

from the focus groups and no new themes emerged. See Table 4.1 for a description of the 

focus group participants’ characteristics. Through thematic analysis of the data the following 

themes were identified:- Patient safety, Categories and time frames, Philosophy of care, 

Clinical judgment, Management of the department, Pain score, Documentation, 

Communication, Midwives’ skills and experiences.  
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Table  4.1-Characteristics of focus groups participants 

 

Thematic analysis was used in the qualitative analysis of the data from the FGs to describe 

and organise the data, to aid interpretation (Braun and Clarke, 2006).  The data was organised 

into themes to clarify the substantive phenomena (Silverman, 2011). The transcripts were 

first checked for accuracy by listening to the audio files and correcting any mistakes. This 

helped to begin immersion in the data in addition to attending the actual focus groups 

themselves.  Initial open coding was done line by line on the NVIVO data management 

software programme.   From these initial codes, codes were then grouped and themes were 

developed where groups of codes confirmed consistent themes in the data.  As the researcher 

was inexperienced and coding alone confirmation of the findings was sought. Codes and 

Midwife Age Band Years of experience Highest Qualifications 

Focus Group 1     

Mw 1 50+ 6 15+ Diploma 

Mw 2 50+ 7 15+ Graduate Diploma 

Mw 3 20-29 6 6-10 Degree 

Focus Group 2     

Mw 4 40-49 6  11-15 RM 

Mw 5 40-49 7 15+ Graduate Diploma 

Mw 6 40-49 7 15+ Degree 

Mw 7 30-39 6 6-10 Degree 

Mw 8 30-39 7 6-10 Degree 

Mw 9 40-49 7 11-15 Graduate Diploma 

Mw 10 20-29 6 1-5 Degree 

Mw 11 40-49 6 6-10 Degree 

Focus Group 3     

Mw 12 30-39 7 11-15 Degree 
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themes were validated with the researcher’s supervisors and the themes discussed with the 

experienced facilitator of the focus groups.   

4.1.1  Patient safety 
 

A number of midwives talked about the system reducing their stress because it made it easier 

to manage the work load and assess clinical need more rapidly. The initial assessment gave 

the midwife reassurance because they felt in more control of their work, in contrast to the 

situation before its introduction.   

Obviously the workload is increasing.  That’s why I’m concerned. And it really 

worries me when there are delays seeing the lady. (FG 1, Mw 1) 

And you know if you are putting people in the waiting room to wait that they are okay 

to wait. (FG 2, Mw 5) 

The initial triage is much, much better: before there were women waiting for five 

hours and you’d never set eyes on them, you didn’t know what was happening to them 

or their baby. (FG 2, Mw 6)  

4.1.2  Categories and time frames 
 

With regard to changing the category, generally most midwives were confident to ‘up triage’  

due to concerns about patient safety and litigation.  However,  in terms of the pain score 

midwives  were confident to ‘down triage’ women because they felt the women reported 

higher pain scores than clinically indicated resulting in them being placed in a higher 

category. Up triaging means to categorise a woman in a category higher than clinically 

indicated and down triage means to put them in a lower category than clinically indicated. 

The midwives felt justified in assigning women to a higher category if there were concerns, 
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and down grading them if things became more stable.  However in both situations they felt 

they could use their clinical judgment to change their category. 

I feel you can use your clinical judgment though, because if that woman is an orange 

because her observations were abnormal, and you do them again and they’re normal, 

you can use your clinical judgment and downgrade her. (FG 2, Mw 8) 

Time frames were seen as useful for some as they gave a reason for requesting a doctor’s 

review more urgently and to ask for help if the work load required it. However, there was 

also some discussion about them being unrealistic, as workload prevented achievement of 

these time frames on occasion. Some felt that Triage was not women centred, as often the 

woman wanted to tell her story and share her problems, but they needed to be quickly 

assessed and discharged or transferred to the most appropriate place.   

4.1.3  Philosophy of Care 
 

Midwives traditionally provide holistic care on a one-to-one basis for the woman for the 

whole care episode.  They reported that this is taught in midwifery training and deeply 

embedded in the professional culture.  Priority care used in triage is in tension with 

individualised care for some midwives, as they want to provide the whole care episode for 

the woman, rather than make a quick initial assessment and then pass her care on to another 

midwife to continue the assessment at a later time.  For this reason some midwives struggled 

with the new system as they wanted to do the full assessment, which then delays treatment 

for women who may need to be assessed more urgently. The tension with the new system 
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came not from the fact that the care was being standardised, but that midwives had been 

trained to give continuous holistic care.  

And I think as midwives we’re always taught to provide holistic care, and a very 

rounded care, so you’re now going right, I need to see you, listen to your baby’s 

heart and out again. (FG 1, Mw 3) 

Yeah you want to do everything, everybody wants to do everything. (FG 2, Mw 6) 

Some felt there was an unfair balance of roles and workload between the initial assessment 

midwife and the assessment midwife: often it was the band 7 who conducted the initial 

assessment and the band 6 who did the follow up assessment and there was a reluctance to 

swap, although some shared the roles and workload more evenly.  

I think part of that, though, wanting to stick with the old way is that they feel the two 

roles are quite unequal, I think the triage role is a lot easier, a lot less stressful than the 

other one. (FG 2, Mw 7) 

4.1.4  Clinical Judgment 
 
 

A number of midwives discussed the specific symptoms the women were attending with if 

known (i.e from the telephone call) to decide who needed to be seen first, before the formal 

initial triage assessment even began.  As part of this informal assessment process the 

telephone conversation and the midwife’s assessment of the woman using non-verbal signs, 

’instinct’ and ’gut feelings’ were influential. However, answers were also obtained from the 

standard sentence most midwives ask when the woman is brought in ‘So what has brought 

you in today?’  This interaction, which was discussed by a number of the midwives, is 

significant as it means that the initial triage assessment and symptom specific triage 
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assessment cards could be combined as suggested by some of the staff. There is also some 

concern about the paperwork for the two different assessments getting separated, thereby 

fragmenting the documentation, but combination of the assessments booklets could help to 

streamline the triage process.  

I didn’t even have her notes, it was just me looking at her, instinct. Hand on her 

abdomen, get her round.  So it doesn’t matter how-we do need a tool, obviously, but 

you must allow for clinical judgment. (FG 1, Mw 2) 

 

Most midwives felt the system allowed them to use their clinical judgment, which was 

fundamental to their role as a midwife.  They use it to assess pain and clinical urgency (they 

sometimes felt they knew by intuition that a woman and/or her baby had a problem).  They 

also used it when rechecking observations: if they felt the woman was well and the 

observations were normal they were less likely to recheck the observations. Workload, 

however, was also a factor in this as it was very time-consuming getting women in and out of 

rooms to recheck observations, especially if the observations were normal in the first place.  

 I think we all use our clinical judgment though, because I mean the paperwork is a 

framework isn’t it, but you still make your own judgments. (FG 2, Mw 11) 

Clinical judgment was discussed at great length in the focus groups with the experienced 

staff feeling they were still able to use it. However, they felt less experienced staff may not 

find this so easy because of the nature of the standardised care, time frames for review and 

repeat observations. They felt because it was written it made the system rigid and restrictive 

but was easier to defend if something went wrong in practice than if you went against what 

was written down and used your clinical judgment.  
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4.1.5  Management of the department 
 

 

The response from most of the midwives was that the new system was an improvement in 

terms of managing the department and workload than the previous situation when there was 

no system. Some of the midwives felt people were reluctant to change, for example some are 

still doing ‘their own thing’, using the old way especially when it is quiet, with one midwife 

doing the whole assessment for each woman one at a time.  Most midwives wanted to change 

the way they work, were enthusiastic about the new system and keen to solve the initial 

problems.  

The new system has helped in that women who need to be seen sooner tend to get 

seen sooner, on the whole.  That’s the major way I can see it’s changed. (FG 2,Mw 4) 

It was also stated that the system helped to standardise the care which meant they could 

better manage the workload and the department. They believed the tool is good but some 

midwives were better at using it than others.  

The tool is only as good as the people who are using it (FG 2, Mw 6). 

I think it has helped, because when I came in on Sunday there were I think 13 women 

on the board…. And me and the midwife we just didn’t know what was going on, what 

was happening, so we had to look through all the notes and allocate them and once 

we knew what was going on there we could continue… (FG 2, Mw 8) 
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4.1.6  Pain score 
  
The pain score was discussed by many midwives as being a problem, often leading to what 

the midwives felt was an unrealistically high pain score resulting in the up-triaging of the 

women into a higher category.  

..with the pain score, I find that it ends up higher, I had an argument with a woman 

who was saying she’d got a pain score of ten and was sitting there laughing and I 

said well, your pain score is not 10… (FG 2, Mw 4)  

There were a number of accounts of women walking into triage, talking on the phone, 

laughing and joking, and then giving themselves a pain score of 8 when the midwives rated 

the pain much lower.  This was dealt with in a number of ways some negotiated with the 

woman to produce what the midwife felt was a more realistic score, some wrote the woman’s 

score down but documented the reasons she felt it was not accurate. Alternatively, they 

would put her in a lower category and either document why or omit the pain score altogether.  

Therefore the pain score had an impact on the staff’s confidence in the system as they felt it 

was the only reason for placing a woman in a higher category.  

But I’ve even tried to change the wording of it, like 0 is no pain and 10 is you’re 

about to die, and they say oh yeah, about a 9. {laughs} (FG 2, Mw 7) 

If she says she’s a 9 and then she’s on her mobile, we’ve all had that sort of thing, I 

write that her pain score is 9, but she’s chatting on her mobile phone and therefore 

I’ve put her as a yellow.  And I think that’s easily justifiable. (FG 2, Mw 6)  
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This meant the midwives felt the women were ‘up-triaged’ and placed in the orange 

category, thus becoming like ‘crying wolf’ as the women ‘were not really orange’.  They felt 

doctors responded quicker in the beginning when they were told the woman was an orange 

category, but the response time lengthened as they began to realise it was only due to the pain 

score that the women were in a higher category. However, the midwives did not believe this 

lead to ‘real orange’ women not being reviewed in a timely way as the midwife would 

continue to ask for review from the doctor until they got a response if they were concerned.   

Orange has become a bit the ‘boy who cried wolf’ I think and we’ve cried wolf with 

women that aren’t necessarily really, really orange. (FG 2, Mw 8)  

The midwives felt the women exaggerated their pain score to justify their admission or 

because they were frightened and that once they had been assessed and reassured their 

perceived pain score may be reduced.  

I feel a lot of it as well though is if the women feel that they need to justify why they’re 

there, we can see that they’re not at that pain score but they think if they say 2 or 1 

we’re going to say what are you doing here? (FG 2, Mw 5) 

4.1.7  Documentation  
 

Most midwives felt the documentation was repetitive and time consuming to complete, 

however some felt it was very useful to standardise practice and manage each woman’s care.  

For people new to the triage area, bearing in mind we’re quite a nomadic workforce, 

so we get people from the wards, from the community, from other places, coming in 

and using that paperwork, it does keep them focused. (FG 1, Mw 3)  
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Combining the booklets to reduce repetition was suggested by a number of midwives.  

I think the problem is that it is quite wordy, there’s lots of repetitiveness with signing 

your name, printing your name, different dates, … you could just combine the 2 

booklets. (FG 1, Mw 2) 

4.1.8  Communication 
 

Handover was highlighted as an area that required improvement as currently there did not 

appear to be a set way to do it and some managed it better than others.  

And you’ll end up getting handover of some woman from one midwife and handover 

of other woman from another, but that shouldn’t happen. (FG 2, Mw 8) 

Effective communication is essential for the safety and care of women:  this system enables 

you to describe your work load and ask for reviews from the doctors and transfer unwell 

women to delivery suite quickly. However, there were times when this was still not 

happening promptly as doctors were busy on delivery suite and there was no room or 

midwife on delivery suite for transfer.  

4.1.9  Midwives’ skills, experience and training 
 

The need for experienced, skilled staff in triage was referred to. It is an extremely busy 

department and requires efficiency and skill to see women in a timely and safe way, so these 

are imperative to the success of the system.  Some felt that the system itself also helps to 

provide a standard care pathway for each woman, therefore making it easier for staff without 

skills and training to work in triage.  

Particularly when you’re working very fast in a very active, fluid movement in 

triage..(you need experience). (FG 1, Mw 2)  
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A number of midwives suggested providing training for rotational staff and band 5 midwives 

because although they do not routinely work in triage they can when needed. Also, this was 

often when the workload was high, making it a difficult environment in which to teach them 

about the new system.  Others such as those in the birth centre, Antenatal clinic, community 

and general practice also needed training in appropriate referrals and assessment to reduce 

the number of inappropriate referrals to triage from other health care professionals. 

When we did the training for the system, brilliant, it’s going to work fantastic, and we 

were really looking forward to the introduction of it… (FG 1, Mw 3) 

A range of barriers were identified that existed prior to the introduction of SOTS and are 

therefore are not pertinent to the study as the system would not change them and was never 

intended to do so.  However midwives felt they did have a bearing on the use of the system in 

practice and so their views require careful consideration in the future by the trust. These 

included ‘bed blocking’, lack of doctors, the telephone advice service, lack of staff and 

resources and inappropriate referrals. Regularly having to answer the telephone to deal with 

queries and give advice was discussed by a number of midwives as it is essential to assessing 

and advising the women but impacts on managing the workload in the department.   

If you don’t answer the phone, what happens is people just go well I’ll just turn up 

then and then you run into all manner of problems. (FG 2, Mw 10) 

Inappropriate referrals, both from other departments within the hospital and from G.Ps and 

community midwives, were a big problem as they affect the workload. Triage is the gateway 

to the hospital and the other health care professionals and women know they will be seen.  
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 (Triage is the)First access point to raise concern really. So if you’ve got a concern, 

it’s one of the first access points for women and health care professionals. (FG 2, Mw 

9) 

The themes that developed from the focus groups and that were incorporated into the 

questionnaires to explore the findings further were:- 

 Patient safety and clinical urgency, using categories and time frames (The culture of 

midwifery is in tension with this, as they want to provide all the care for that woman’s 

care episode straight away). Safer to initially assess the woman  and then get them back 

for further assessment rather than the old way of one midwife doing the whole 

assessment and then moving on to the next woman no matter what the problem is. 

 Clinical Judgment (utilising midwives’ skills and experience, imperative for system to 

be effective) 

 Management of the department-describing the workload, can escalate and request the 

Doctor to review as soon as possible.  The department is more organised and efficient 

 Management of change (including training)-there is a period of adjustment to the new 

system, some initially enthusiastic the (champions of change), encouraging others to join 

in, but others are reluctant to change. 

 Confidence in the system (pain score, barriers and facilitators to the system). Able to sit 

the woman back in the waiting room having reassured her that she and her baby are all 

well at that time.  Felt more in control               

 Pain score is negotiated between the woman and the midwife and needs to be adapted to 

include other factors such as facial expressions and movements. It was not liked by 

some staff and seen as a barrier to implementation. 

 Informal initial assessment could facilitate the combination of the paperwork to reduce 

repetition and streamline the documentation 

 Inappropriate referrals could be reduced by providing information and training to other 

health care professionals and the women themselves. 
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4.2  Questionnaires 
 
The Questionnaire was completed by 53 of 79 midwives (67%) during a two week period 

from 28th October to 10th November 2013 (Appendix 13). The potential number of 

midwives that could be included was 95 but maternity leave, long term sickness and annual 

leave meant 16 could not respond. The data was then entered into a bespoke database by a 

data entry clerk and descriptive statistics compiled.   

4.2.1  Results 
 

Most of the items were closed questions and the participants were asked to indicate their 

response on a Likert scale or in a tick box.  However some questions invited participants to 

add additional comments. The themes of these responses will be discussed, with reference to 

the results from the questionnaire.  All of the midwives worked at least 1-2 times a month or 

more in triage and 38 of them had attended SOTS training. See Table 4.2 for characteristics 

of the respondents. 

 
Table 4.2-Characteristics of questionnaire respondents 

 Number of Responses  Number of Reponses 

Age Group  Highest Qualifications  
20-25 years 13 Diploma 5 

30-39 Years 15 Degree 33 
40-49 Years 15 Graduate Diploma 0 

>50 Years 9 Masters/PhD 2 
Missing 1 Registered Midwife 11 

  Missing 2 
Years Qualified as a Midwife Band  
<1 Years 2 Band 5 5 
1-5 Years 11 Band 6 27 
6-10 Years 16 Band 7 19 
11-15 Years 6 Other  1 
>15 Years 17 Missing 1 
Missing 1   
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4.2.2  Patient Safety 
 

Most participants (36/53 midwives), when given the option to agree or disagree, felt  it was 

safer to divide the care into immediate clinical assessment and then further care and 

investigations by different midwives, rather than the previous approach when care was 

provided by one midwife in Triage.  Their comments indicated they believed the initial 

assessment meant women were seen quicker, although some midwives felt it fragmented the 

care and did not give the same continuity of care. 

It means women are seen quicker for initial assessment, however it’s a lot of work for 

the midwife giving further care. (Free text from questionnaire, [FTQ]) 

Some midwives insisted on continuing to deliver the whole care episode to maintain that 

continuity of care. Some midwives felt care provided by one midwife was preferable (11/53) 

and did not agree that it was safer to separate the assessments (6 did not respond).  However, 

it was highlighted in their comments that everyone should be seen and triaged straight away 

rather than waiting in turn as was done previously when one midwife did the whole 

assessment for each woman. 

I think it is very important that women are seen after arrival and allocated a 

category, so seen appropriately whether care is continued by one midwife or divided. 

(FTQ) 
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Figure 4.1-Assessing clinical urgency accurately 

 

Most (33/53) midwives found the new SOTS system largely helpful in assessing clinical 

urgency accurately in women who attended triage (Fig.4.1).  In their comments midwives felt 

women were being seen sooner than previously because of the new initial assessment, even if 

there were still some delays in the subsequent assessment, particularly by the Doctors. 

Everyone should be seen and triaged straight away, rather than waiting in turn . 

(FTQ) 

Because of these points (staffing, workload, lack of skilled staff, giving telephone 

advice), very often it is not a good place to work and is very stressful. (FTQ) 

 

 The Midwives stated that the environment was often challenging, especially at times when 

work-load was high, when more rooms would be beneficial. Triage is generally seen as an 

extremely busy and stressful place to work. For these reasons it was difficult to meet the time 
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frames, especially when repeating observations and seeking a Doctor’s review. However, on 

the Likert scales most midwives felt the use of time frames and categories were largely 

(23/53) or moderately (18/53) helpful in the new system (Fig.4.2), providing them with some 

‘power’ when asking for a Doctor to review and helping to manage the workload.  

 

Figure 4.2-The usefulness of categories and time frames 

 

 

4.2.3  Clinical Judgment 
 

Most midwives (28/53) felt they could usually use their clinical judgment with the new 

SOTS system (Fig.4.3). 13/53 midwives felt they could sometimes use their clinical 

judgment whereas 10/53 said they could always use it. None of them said it never allowed 

them to use their clinical judgment and only 2 felt they could rarely use it, therefore 

confirming the findings from the focus groups.  
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Figure 4.3- Ability to use clinical judgment 

 

4.2.4  Management of the Department 

 

 

Most of the midwives found the new system usually (29/53) or mostly (12/53) enabled them 

to accurately describe the workload in triage (a total of 77%) (Fig.4.4) and this was useful in 

the day to day management of the department.  In the comments section it was noted most 

midwives felt it depended on which midwives were in triage as to how well the system 

worked, as some were still ‘doing their own thing’.  Instances where the new system was not 

correctly or consistently used, caused confusion and disorganisation in the department.   

There are some staff not complying with the system, causing disorganisation, shift 

leaders are wanting labourers assessed in triage first rather than going straight to 

delivery suite. (FTQ) 
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Figure 4.4-The SOTS accurately describes the workload in Triage 

 

The Likert scale responses showed that most midwives felt that SOTS sometimes (21/53) or 

usually (22/53) enabled them to obtain medical assistance more appropriately (Fig.4.5).  

There continues to be a problem in the wait for Doctors as they also cover delivery suite. 

Therefore, if there are emergencies on delivery suite it means there will be a delay in the 

woman in triage being reviewed, particularly if input from a more senior Doctor is required. 

However, this problem existed before the introduction of the SOTS system.   

Figure 4.5 –Able to obtain Medical Assistance 
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The Likert scale responses show that the majority of midwives found that they usually 

(28/53), or sometimes (13/53) felt in control of the workload in triage (Fig.4.6).  Most 

midwives felt the department was sometimes (27/53) or usually (19/53) more organised and 

efficient (a total of 86 %) (Fig.4.7).  This data demonstrates the need for improvements in the 

system so more midwives feel more in control of the workload and the department is more 

organised and efficient.  This perhaps reflects what was discussed in the focus groups, i.e. 

that some midwives were reluctant to change and were not using the new system, as well as 

the need for further training, evaluation and changes to the system. 

 

Figure 4.6- Able to control the workload 
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Figure 4.7-Department more organised and efficient 

 

4.2.5  Pain Score 
 

The midwives stated in their comments that they were able to give a more realistic pain score 

for the woman based on her movements, facial expressions and their own clinical judgment,  

or at least it should be a joint score agreed between the woman and the midwife, with some 

suggesting the removal of the pain score altogether.  43/53 midwives selected yes when 

asked if the pain score should include additional elements such as movement and facial 

expression. The majority of midwives indicated on the Likert scale for this item that the pain 

score was sometimes (16/53) or usually (11/53) agreed between the women and the midwife 

(fig 4.8), although the system states it is based solely on the  woman’s perception of pain. 

Although 15 midwives rarely and 7 midwives never felt it was agree between the women and 

the midwife, which from the focus groups suggests this is because the midwife decides the 

pain score not the woman herself as the system intended.  In the comments one midwife 

stated women have no real understanding of the pain score and give a much higher score, 
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even when it is explained they would not be able to talk and laugh or move easily with a high 

pain score.  Some stated it was irrelevant due to different pain thresholds and also different 

conditions. They also felt it gave them a more urgent category than was warranted.  

Pain score differs greatly between midwife and patient, e.g. patient on phone smiling 

but say pain score 8 making them an orange! (FTQ) 

 

 

Figure 4.8-The final pain score is agreed between the woman and the midwife 

 

4.2.6  Documentation 
 

Most midwives (48/53) ticked yes when asked if combining the initial assessment and 

symptom specific triage assessment card would be helpful.  In their comments they felt the 
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Too many repetitions on different assessment papers and more chance of paper 

getting lost.  If combined into one booklet, care would be more seamless. (FTQ) 

 

Only 3 midwives felt it would not be helpful (2 did not answer): one stated this was due to 

the fact that they felt there was a need to complete the initial assessment before deciding on 

the symptom specific triage assessment card.  However, asking the woman what she has 

come in with on arrival can address this, as discussed in the focus groups.    

4.2.7  Inappropriate referrals and training 
 

There was general consensus from the midwives, shown by use of optional tick boxes, that 

further information needs to be developed regarding the SOTS system and sent to GPs, 

community midwives and the women themselves.   

Women should expect triage to be like A&E (i.e. made aware there can be a 

significant wait). Community midwives and G.Ps refer too many women who do not 

need to be referred but will not listen to advice from the triage midwife. (FTQ) 

 

The comments indicate the midwives felt the training was well explained and used good 

practice-based scenarios, but it needed to be rolled out to all midwives and those who missed 

it initially. Some midwives felt triage was not the ideal place to provide on-site training as 

the department could be very busy so not an ideal teaching environment, however, one 

midwife was trained on site and found it easy to follow.  
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Training was appropriate, but not everybody trained prior to its implementation and 

triage too busy to be teaching system to junior midwives (FTQ) 

 It was also stated in the comments that midwives felt some initial problems existed in the 

implementation of the SOTS but were addressed and dealt with well by the team.  

There were some issues to begin with but this is to be expected and all of the 

midwives’ comments have been acted upon. (FTQ) 

A number of midwives stated in their comments that good communication, organisation, skill 

mix and team work were required for the system to work well in practice.   

I feel it isn’t the system, but the personnel that make the difference. Even with the 

paperwork people are not triaged in the timeframe due to poor people organisational 

skills.  (FTQ) 

Handover was identified as a difficult process, especially at times of high work load when 

good communication is crucial to transfer the care clearly. For further free text examples 

from the midwives’ questionnaires see Appendix 14.  Forty (75 %) of these midwives felt 

the introduction of the new system was well managed. Having presented the results the 

implications of these findings will now be discussed. 
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5   DISCUSSION 
 

 

Most midwives reported overall satisfaction with the implementation and use in practice of 

the Symptom specific Obstetric System (SOTS) in both the focus groups and questionnaires. 

Previously no comparable system existed in the department, so staff had to adapt to this 

concept.  Midwives felt the overall management of the change was successful: factors that 

assisted this were initial involvement of some clinicians in the development of the tool, and 

training and support during initial implementation.  Some problems when implementing a 

new system in practice are unavoidable. In the implementation of the SOTS, problems such 

as minor changes to the paperwork and logistics of where paperwork was kept were 

recognised and changed quickly which was seen as positive by the midwives. The findings 

from the focus groups and questionnaires highlighted subjects that require further discussion 

and may have an impact on the local organisation and maternity services as a whole.  These 

include facilitators of change such as patient safety, the ability to use clinical judgment, 

management of the department and training. Barriers to change included the workload, pain 

score, documentation, lack of staff, availability of doctors, ‘bed blocking’ and the telephone 

advice service and these have broader organisational implications. This standardised care 

system may impact on maternity services nationally if widely implemented, as it would 

provide a standardised system for all trusts. SOTS may also have a positive impact on the 

safety of the women and their babies and on the organisation of the department but this 

requires further research. 
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5.1  Standardised care and patient safety  
 

The midwives recognised the importance of patient safety for both the woman and baby as a 

priority in triage. Improvement of quality and safety are required for women along with 

better access to services (Department of Health [DH], 2007).  The SOTS may improve the 

overall safety and quality of the service for women as it helps some midwives in the 

management of the department and improves the assessment of clinical urgency as the 

midwives suggested. Further research, however, is needed to confirm this, though some 

aspects have been evaluated as part of the main SOTS service evaluation. Berwick (2013) 

states there are issues of patient safety throughout the National Health Service [NHS] as there 

are in every health care system. If the SOTS can improve patient safety which the midwives 

believe is possible, it is important that the clinicians invest in and take up the new system as 

well as undertaking further research to demonstrate this. Some changes to the system may be 

required to improve continuity, aided by combining the paperwork. Uptake of the system 

may be improved by adapting or removing the pain score, and investigating further why 

some midwives are not using the new system, 

The Francis Report (2013) recognises the importance of patient safety and quality care.  Most 

midwives felt that the SOTS can be helpful in assessing clinical urgency: this can only 

improve patient safety, especially when midwives feel the initial assessment is being done 

more rapidly than before.  Even though the midwives felt that there have been improvements 

in patient safety there are still delays in doctor reviews, especially at senior level. The system 

can help to manage the workload at times and if used properly can make some midwives feel 

more in control of the department, making it feel more organised and efficient. This can only 
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be beneficial for the women and the staff who work in the department.  It can be an 

extremely busy and stressful department to work in so anything that can improve this should 

be welcomed.  However some midwives are still not using the SOTS at all or not consistently 

at least.   

The questionnaire responses revealed that more than three-quarters (77%) of the midwives 

felt that the use of time frames and categories were moderately or largely helpful, because 

they gave them a clear reason for requesting doctor reviews, or help if the department got 

busier. If information on meeting these time frames, and categories women fell into could be 

collated in the future it could be beneficial in the management and organisation of the 

department, particularly staffing and resources, as it can accurately describe the workload.  

Austin and Calderon (1999) believe clinical judgment may be better than using strict 

protocols to assess women. Midwives felt confident to up and down categorise women in 

triage using their clinical judgment.  As triage is a dynamic process the women need regular 

reassessment (Mackway-Jones et al, 2006). However some midwives found the time frames 

restrictive and unrealistic as often it was not possible to achieve them, particularly in times of 

high workload.   

5.2  Philosophy of Care, Clinical Judgment and Pain Score 
 

The problem for some midwives was that they felt they were sacrificing continuity of care: 

however this can mean different things to different people (Homer et al, 2008).  When the 

midwives first referred to this in the focus groups they discussed wanting to provide holistic 

care to the women as this was deeply embedded in midwives’ culture from their training.  
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This appeared to be in conflict with the ethos of triage priority based care.  After analysing 

the data it seems they are actually discussing the continuity of the care episode. Previously 

one midwife carried out the whole care episode for each woman. With the SOTS system one 

midwife carries out the initial assessment and then passes on the care to another midwife for 

the rest of the assessment and some were struggling to adjust to this new approach. The 

SOTS was different for the staff as it standardised the care and so was more prescriptive. 

Midwives are autonomous practitioners (Nursing and Midwifery Council, 2004) and there 

was concern that the SOTS may constrain this autonomy. However in practice this has not 

been reported as being a problem as the respondents continued to use their clinical judgment 

when working with the SOTS. 

The documentation was felt to be repetitive and time consuming to complete however it was 

useful for standardising the care and was easy to follow for staff not used to working in the 

department. Over 90 % of midwives reported that the paperwork would be better combined 

to stop repetition and fragmentation of the care as discussed in the focus groups.  The 

informal assessment that midwives used before they started using the tool meant it would be 

possible to combine the paperwork for the initial assessment and symptom specific triage 

assessment card. In this informal assessment the midwife makes an assessment based on the 

telephone call, verbal and non-verbal cues, and by asking the woman what she has come in 

with. This means they have an initial idea of what the woman has presented with. ’The initial 

assessment of a woman by a midwife should include: listening to her story, considering her 

emotional and psychological needs, and reviewing her clinical records’ (National Institute for 
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Health and Care Excellence [NICE], 2007b, p.24) 

 

Both the focus group and questionnaire data confirmed that midwives felt they could 

sometimes (24%), usually (53%) or always (19 %) (Total=96%) use their clinical judgment 

when using the new triage system. Midwives cherish their clinical judgment and believe it is 

imperative in using the new system.  It seems that if they cannot use their clinical judgment 

they are less likely to use the system, an issue highlighted by the response to the pain score.  

This is important in providing evidence based care to women and their babies using clinical 

skills and experience to identify clinical need and provide safe individual care for each 

woman (Straus et al, 2011).  They also used clinical judgment to assess pain, change the 

category when necessary (up or down triaging the woman), and assess the need for repeat 

observations. For example, if the observations were normal they would not repeat them as the 

system stated unless something changed in there condition.  

During the focus groups midwives discussed pain in a number of ways, in particular 

recognising, assessing and dealing with the pain. The pain score used in SOTS was 

negotiated, ignored, adapted, dismissed or taken at face value as the woman reported it, but 

overall it appeared to reduce midwives’ confidence in the system and provoked a negative 

response from the participants.  Midwives assessed verbal and non-verbal behaviour when 

making a judgment about the type and severity of pain (Baker et al, 2001). However, 

midwives need to be mindful as they can become desensitized and dismissive of pain as they 

often see it as a good thing every day, a positive sign of normal labour progressing.  
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Although medical and nursing staff are often reported not to accurately measure pain or 

manage pain appropriately, few studies have examined midwives’ ability to assess pain 

(Baker et al, 2001). Midwives could be seen as experts at assessing pain as they encounter it 

everyday and learn early in their training to recognise the difference between normal labour 

pain and abnormal pain that may indicate a problem for the woman and/or the baby. Baker et 

al (2001) however, state midwives’ and women’s pain scores correlated at a moderate level 

but midwives underestimate severe pain when compared to the women’s assessment.  This is 

an important fact for midwives to consider when assessing women’s pain.  Also the lack of 

pain does not necessarily mean there is no clinical urgency:- the woman could be having a 

silent abruption and this could be critical for the woman and the baby, but may be painless. 

Mackway-Jones et al (2006) state there is no perfect pain assessment tool and it is best to 

find one that suits a particular clinical area to aid the provision of effective and timely care. If 

a woman has never experienced severe pain, mild pain may be considered to be the worst 

pain they have ever had. The cultural backgrounds of the woman and the midwife can affect 

how the pain is experienced and assessed. The pain score can be a subjective assessment 

depending on who does it, so healthcare professionals should consider their own values and 

beliefs before assessing a woman’s pain (NICE, 2007b). The pain score should measure 

intensity and effects on normal function whilst being quick and easy to use. Previous 

experience of pain, culture and anxiety should also be considered as they can influence 

someone’s perception of pain (Mackway-Jones et al, 2006). 

Midwives felt women gave themselves a higher pain score to justify their admission to triage 

or so that they would be seen quicker. The women may also underestimate pain to avoid 
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admission or treatment. Anxiety levels of women seen in triage can be high as they are not 

only concerned about their own well being but that of their unborn child. Initial assessment 

of labour should include an assessment of the pain, including women’s wishes for coping 

mechanism and pain relief (NICE, 2007b). Both the experience and perception of pain are 

subjective which makes it difficult to measure it objectively (Baker et al, 2001), which ever 

tool is used. This could be addressed by altering the pain score to a joint assessment between 

the woman and the midwife or by removing it altogether but still including some description 

of the pain by the midwife. Some assessment of pain is paramount in triage, as it can alert the 

practitioner to a problem and the need for pain relief (Mackway-Jones et al, 2006).  

 
 

5.3  Management of the department 
 

Although overall management of the department was improved (77% felt it usually or mostly 

improved the management of the department) some midwives were still doing the whole 

assessment, especially when it was quiet because there was time to see one woman at a time. 

The fact that some midwives were reluctant to change caused confusion and disorganisation, 

and this problem needs to be addressed in a number of ways. The provision of standardised 

priority care based on clinical need was the purpose of the SOTS. Midwives feel that by 

using the initial assessment method women are being seen sooner, in general.  The National 

Audit Office [NAO] (2013) states that although most women have good outcomes in 

maternity there are unexplained variations in performance around the country.  Perhaps the 

wider implementation of the standardised SOTS system into other hospitals would help 
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address this issue. With an ever increasing workload this is needed, giving the midwife and 

hopefully the mother reassurance that the mother and baby are well and can wait safely for 

further assessment. 86 % of midwives felt the SOTS sometimes or usually improved 

organisation and efficiency in the department, and the ability of the midwife to describe the 

workload (66% felt they could usually or always describe the workload), enabling them to 

ask for help if needed.  However not all midwives felt this, which may suggest some changes 

in the system are needed.   

 
 

5.4  Teamwork, communication, skill mix and training 
 

‘Good communication between healthcare professionals and the woman and her family is 

essential’ (NICE, 2007b, p5) 

Teamwork, good communication and skill mix are all paramount if the system is to work 

successfully in practice particularly during busy times and at handover. ‘Having good 

communication skills made the greatest contribution to being a good midwife’ (Nicholls and 

Webb, p426).  Good communication between the initial assessment midwife and assessment 

midwife, in order to share and balance the roles and provide continuity of care and help each 

other in their roles is vital. The handover period was reported as being disorganised and 

confusing with no agreed method, which suggests it may also need to be standardised. This 

may also enhance the system’s future use.  It is important to have experienced midwifery and 

obstetrics staff in triage. Most midwives reported the need for experienced and skilled staff, 
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however some suggested that using the standardised system helped staff who do not have 

these skills and experience to work in triage. 

Gaba (2004) recommends systematic training and assessment of staff to improve safety in 

health care systems. The training was deemed appropriate by most midwives and a large 

number attended the training sessions (72 % of those who completed the questionnaire). 

There appears to be a need to provide more training sessions to capture staff who missed the 

initial training (28% of those who completed the questionnaire) and to include midwives who 

were not offered it previously.  It was reported, however, that the system was easy to follow 

and training within the triage department may be possible given the right conditions.  

Midwives’ triage skills and experience are imperative and the teaching of these skills to less 

experienced staff is required. Education and training are required to improve quality and 

safety in patient care (Greiner and Knebel, 2003). Training could include addressing issues 

raised from the focus groups such as recognising the importance of the initial assessment 

rather than continuity of care of the whole care episode in order to improve safety for all the 

women. Training could also focus on managing the whole department rather than just one 

woman as this system can help to do this, providing standardised care for everyone.  

Successful implementation requires assessment and evaluation of change and training is one 

of the essential factors in implementing change (Durlak and DuPre’s, 2008; Grol and 

Grimshaw, 2003).  
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5.5  Barriers and facilitators  
 

Change is never an easy process and overcoming the barriers to change requires a multi-

faceted approach, which should also address the needs of individuals (Lozano, 2006).  A 

review of the literature suggested that clear leadership/visionary staff, engaging and 

educating staff, listening to and involving the midwives and addressing workload, were 

important factors in aiding the implementation of this change (Spiby et al, 2013). 

Participating in focus groups and completing questionnaires gave the midwives the 

opportunity to feel their ideas and comments were important and can make a difference, and 

also considered their own needs. Good staff engagement can have a positive effect on staff 

and patients’ experiences as well as having financial and safety implications, and can 

encourage the uptake of new systems as the staff want to it be successful (NHS employers, 

2013). The midwives needed a “readiness for change” and this was recognised by the 

midwives when they realised the system was an improvement on what existed previously 

(NHS SDO, 2004). Overall these findings have demonstrated that the implementation of the 

new SOTS system was seen as a positive development by staff. However it depends in part 

on who is working in Triage at the time and this needs to be addressed in the future with 

further training, engagement of staff and development from the management team with these 

staff members. ‘Service improvement is hard, takes time and presents many challenges’ 

(Dixon-Woods et al, 2012, p876). In any period of change there are always some who are 

initially enthusiastic and act as change agents to pioneer new systems such as SOTS by 

encouraging others to join in, but also those that lag behind and are reluctant to change 

(Rogers, 2003).  NICE (2007a) also suggest holding focus groups as they are useful in 
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highlighting barriers to change, and questionnaires give an insight into current practice from 

a large number of healthcare professionals. The focus groups have addressed the research 

question by examining the midwives’ views and experiences in the introduction of the new 

SOTS and the questionnaires demonstrated the number of midwives who felt this way giving 

depth and quantifying midwives’ views and experiences.   

 

Change needs to be a multi-faceted approach starting with the change and the solution being 

recognised by the staff as required and suitable, and needs engagement of the staff and 

flexibility during the implementation (Dixon-Woods et al, 2012).  The need for the SOTS 

had already been recognised from the Centre for Maternal and Child Enquiries [CMACE] 

(2011) report and local audit (Clarke et al, 2010) at the Trust and the clinicians recognised 

the need for change from working in the department. NICE (2007a) state that strong 

leadership and a workforce committed to improving patient care are required. Following the 

Francis report (2013) this is a very pertinent subject for everyone in healthcare to consider, 

improving patient care and safety, particularly in maternity with its increasing birth rate and 

costs (NAO, 2013). Some staff were involved in the development of the SOTS tool initially 

and others in its implementation during training. This process should not be rushed, although 

enthusiasm and commitment are required as well as strong leadership, the momentum of 

change needs to be sustained, with feedback being critical to its success (Dixon-Woods et al, 

2012). Feedback will also be provided to the staff from the main SOTS service evaluation 

and this study as well as continuing audit of practice which NICE (2007a) recommends in 

changing practice. Bate and Robert (2002) also states that service improvement is much more 
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successful if staff on the front line are involved in the development of the tool and therefore 

have ownership in the change.   

Rogers (2003) describes adopters of change starting with innovators and early adopters and 

then the majority adopting the change, finishing with the late adopters who are reluctant to 

change. Some late adopters are still not using the system:- this was evident in the focus 

groups and questionnaires, and was causing confusion and disorganisation. The main reason 

that the system was introduced was to standardise care and improve patient safety, so if some 

staff are not using it this needs to be addressed in the future.  Smithson et al (2013) also 

found in their implementation of a standardised triage system in Canada that the maximum 

compliance was 90%, requiring ongoing reinforcement, education, auditing and target setting 

for successful implementation. This needs to be considered in future implementations of the 

SOTS in other hospitals and its continued uptake in the Trust. Change needs to start from 

within so using champions who understand the system and can support others in its use in 

practice and lead the change would be beneficial for any introduction into other hospitals. 

The NHS Change Model (2013) states that you need to encourage energy for change, 

addressing social, physical, spiritual, psychological and intellectual factors. The fact that the 

midwives have been asked their opinions about the system and are aware that changes are 

going to be made on the basis of their comments should help improve uptake of the system 

and increase enthusiasm in the future, as it will motivate them and make them feel valued.  

Gabbay and May (2004) suggest “mindlines’ based on clinicians’ experience and that of their 

colleagues change practice more than reading research in depth. This informal network may 
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be how the SOTS now becomes embedded in practice rather than any formed change 

processes that are adopted. 

Barriers to the system’s implementation and use in practice include:-lack of doctors, staffing 

levels and resources, as well as late adopters, bed blocking and telephone triage. These 

require serious consideration in the future as to how they can be improved or resolved.  There 

are also external factors both financial and political, which produce barriers to change 

beyond our control (NICE, 2007a). In addition, the pain score, documentation and handover 

period could all be addressed in changes to the system.  

5.6  Limitations of the study 
 

The focus groups required a lot of organisation from the ‘novice’ researcher and the actual 

sessions could easily have produced data that was not useful to the study had they not been 

well managed by the experienced facilitator.  Even with careful planning there was still poor 

attendance due to a heavy workload and lack of staff on the day, which was frustrating. 

Ideally focus groups should consist of between 6-12 participants to enable contribution from 

all but also to provide some diversity of views and experiences (Freeman, 2006).  As the 

researcher was also a clinician at the trust there was a risk of “going native” (Burgess, 1984, 

Hammersley, 1993, Hellawell, 2006) but this was recognised and addressed by inviting an 

outsider and independent external facilitator to attend the focus groups. Having an outsider 

did not seem to inhibit the participants as she seemed to be accepted by the group. The 

researcher found that during the focus groups the boundaries between researcher and 

clinician were blurred (Burns et al, 2012) as the midwives were extremely enthusiastic about 
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talking about their views but tried to involve the researcher in the conversation. Attending the 

focus groups did however enable the researcher to gain insight and understanding into the 

research participants and the data they provided. This required discussions on a number of 

these issues with the researcher’s supervisors at the university. Coding was done alone by the 

researcher; this is more often done in teams in larger studies, so is therefore a limitation of 

this study.  However, they were discussed and clarified with the researcher’s supervisors and 

facilitator of the focus groups. 

 

Becoming immersed in the data from attending the focus groups and analysing the data as 

well as designing the questionnaire assisted in providing a better understanding of the results 

for the researcher, enabling thick description (Geertz, 1973).  Data from focus groups needs 

to be interpreted in the context of group dynamics, interactive quality, role of researcher and 

how the participants perceived the whole exercise (Parahoo, 2006; Smithson, 2000). A 

number of the participants were looking to their colleagues for acceptance whilst speaking, 

and the hierarchy and group dynamics may have had an effect on the data (Robinson, 1999, 

Silverman, 2011). These focus groups seemed to have a positive effect on the staff, making 

them feel valued and listened to, and resulting in them using constructive criticism and 

problem solving skills to attempt to improve the system.  Empowering the participants is 

useful for action research and invaluable for service improvement by encouraging criticism 

and solutions at the same time (Kitzinger, 2006).  Berwick (2013) states it is important that 

staff are involved in the improvement of systems of care and the focus groups and 



70 

questionnaires were an ideal opportunity for this, as well as involving clinicians from the 

start in the development of the system.  

5.7  The researcher’s experiences of the research process  
 

During this time the researcher learnt about the NHS and the Maternity service as a whole, as 

well as the department and trust the researcher was familiar with.  The researcher also 

became familiar with research processes including the Research Governance and Ethical 

frameworks that exist to protect the participants and the research itself.  There were potential 

limitations to being a clinician in the area of study (‘an insider’) but this was balanced with 

the opportunity to access the participants’ views and experiences and provide an 

understanding of the working environment and the language that was used. This process has 

helped the researcher to search out best practice evidence which can then be applied when 

returning to clinical practice (Courtney and McCutcheon, 2010). This will be helpful in 

bridging the divide between research and clinical practice and will change behaviour and 

thinking processes forever for the researcher. 

 

5.8  Implications for practice and future research  
 

These are the findings from one study conducted in one unit so there is a need for further 

research in other trusts, if implemented, where findings may vary. There is a need to consider 

SOTS in the broader organisation. Some barriers exist that need careful consideration by the 

organisation in the future, including lack of doctors, poor staffing, lack of staff, bad 

environment, bed blocking and telephone advice service.  NICE (2007a) recommend clinical 
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audit and feedback in overcoming barriers to change so it is paramount this continues with 

the SOTS system. 

This study has highlighted issues that would not otherwise have been recognised and were 

not explained in the main SOTS service evaluation studies. Accessing the midwives’ views 

and experiences using focus groups and questionnaires demonstrated that the midwives still 

feel they can use their clinical judgment but the pain score is an issue. They understand the 

priority of safety in triage and feel this is more important than the continuity of care of the 

whole care episode. It has also improved the overall management and organisation of the 

department for some. There is the opportunity to combine documentation and to change or 

remove the pain score, potentially improving staff confidence and uptake of the system. 

Because of these findings changes are being made to the SOTS system. 

Management need to consider issues such as ongoing training, audit and feedback as well as 

addressing staff that are not using the new system, to ensure the future success of the tool. 

Focus groups may not be possible when implementing the SOTS system in other hospitals. 

However asking the midwives to complete the questionnaire could make the staff feel that 

their opinions are valued and involve them in the change. For future implementation in other 

hospitals, good training, support and ‘buy in’ from the staff are required for implementation 

to be successful.  Consistent monitoring and evaluation of quality and safety and introduction 

of new services is required, so for this reason continuing audit and feedback of the use of the 

tool in practice is necessary (Berwick, 2013 and Spiby et al, 2013). 
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Future research is required into midwives’ assessment of pain and the experiences of new 

users of the system.  Also, for the late adopters in the use of the system, we need to discover 

what is making some midwives reluctant to change and assess whether the changes made to 

the system, if adopted, make a difference to the uptake and the staff’s confidence in the tool. 

Due to limitations with time and resources it was not possible to examine the views and 

experiences of other members of the multidisciplinary team involved in the implementation 

and use of SOTS.  Further research into the impact it has had on them could be beneficial. 
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6    CONCLUSION 
 

The focus groups and questionnaires demonstrated how consulting experts in the field on 

their views and experiences and involving staff in service redesign and service improvement 

can be beneficial when introducing change. Focus groups are a useful mechanism that can be 

employed as part of the process of change management and the participants provided 

constructive criticism and contributed to problem solving.  Overall the midwives felt the 

introduction and use of the Symptom specific Obstetric Triage System (SOTS) was a success 

and was well managed.  Facilitators of the change included training, the involvement of staff 

so that they ‘bought in’ to the new system and especially the use of focus groups to problem 

solve. Some barriers still exist that were in place before the system was introduced and 

remain a challenge.  Some changes are required to the system, such as combining the 

paperwork and adapting or removing the pain score, which may increase its uptake.  Results 

from the study that may otherwise have been undiscovered will be used to influence design 

changes in the system and contribute to the success of future implementation in other trusts 

and embedding the system in practice in this acute trust. 
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Appendix 1 
 

The main Symptom specific Obstetric Triage System Protocol- Kenyon,S. and Johns, N. 

(2013) (this has been adapted to protect anonymity) 

 

Design 

The aims of this audit are to evaluate the standard of documentation of triage assessment of 

women who presented with specified obstetric problems to maternity Triage; and to 

determine whether the introduction of algorithms with condition-specific decision aids for 

triage and a triage education programme improved triage assessment, documentation, time to 

being seen and immediate care and investigations. This will be done by undertaking a 

structured audit of maternity notes before and after introduction of this system. 

 

Data collection from structured audit 

A pilot of 20 maternity notes will be audited from July 2012 to ensure the data selected can 

be obtained.  

It was anticipated that the notes of all women who attended Triage during a specified time 

period before and after introduction (June 2012 and June 2013) would be audited, but in June 

2012 there were 1074 visits and June 2013 there were 1028 visits. This was too many to audit 

and so a power calculation was undertaken to inform the decision of how many notes to 

audit. Based on the estimate that 60% of women are currently seen within the appropriate 

time period, and that this will increase to 70% after the introduction of SOTS, 992 notes will 

need to be audited (496 before introduction and 496 afterwards). This will give 90% power 

(5% significance). The notes to be audited will be randomly selected from the total who 

attended. The audit will be led by experts and undertaken by the DG. No personally 

identifiable information will be transferred between the Trust and the University, by a 

process agreed by the R&D Department.  In order to account for any possible differences in 

the data extraction that may occur between the two time periods (June 2012 and June 2013) 

the notes will be pulled in batches of 50 from each year.  
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Data will be extracted onto an audit data collection form and will include documentation of   

 assessment of urgency undertaken by triage midwife  

 assessment of urgency status based on expert classification  

 time of arrival in Dept, initial triage assessment and subsequent time of immediate 

care and investigations including time seen by doctor, if required, and total time in 

Triage. 

  immediate care and investigations undertaken will be audited against the standard 

agreed for each specific algorithm. This will enable us to report additional care or 

investigations undertaken or those omitted.   

 whether women were seen by the appropriate healthcare professional and who they 

were discharged by.   

 date of next contact, whether the woman was seen again in Triage and if so when and 

the level of urgency, 

   

Outcomes 

We will assess  

1. The reliability of the triage system post introduction (June 2013).  

This will be evaluated by comparing the level of urgency assigned by expert review with 

that actually assigned by the triage midwife.  

2. The timeliness and standard of immediate care  post introduction (June 2013)  will 

be evaluated by determining: 

  The number and percentage of women seen within the appropriate time given 

their level of Triage (assigned by triage midwife); This will vary depending on the 

level of urgency assigned, with the expectation that 100% of women triaged as 

most urgent  

(red) will be seen within their allocated timeframe and 75% of those assigned a 

less urgent level (orange, yellow or green) seen within their allocated timeframe. 

Collection of a breakdown between time of initial assessment, subsequent care by 

the midwife and of medical review (if required) will allow us to explore in detail 

where any blocks in the system occur. 
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 The standard of immediate care and investigations undertaken, including 

additional care or investigations undertaken or those omitted. 

 Date of next contact and whether the woman was reassessed in triage, and if so 

when. 

3. The improvement in recognition of the urgency of treatment required (which the 

introduction  of the triage system should increase) will be evaluated by comparison 

of the pre and post phases( June 2013 vs. June 2012) 

The number and percentage of women seen within the appropriate time given 

their level of Triage (assigned by expert). Collection of a breakdown between 

time of initial assessment, subsequent care by the midwife and of medical review 

(if undertaken) will allow us to explore in detail where any blocks in the system 

occur. 

 The number and percentage of women in whom the standard immediate care and 

investigations were undertaken, including additional care or investigations 

undertaken or those omitted. 

 

4. Women’s experiences  

 Questionnaires will be used to establish women’s experiences pre and post 

implementation. 

 

5. Midwives experiences/ views 

This work will be undertaken by Jolene Easterbrook and will form the basis for 

dissertation for her MRes. Ethical permission has been obtained from the University 

Ethics Committee and permissions obtained from the R&D Department, who are also 

sponsoring the project.  

Focus groups will be held with midwives to elicit their views and opinions, particularly 

focusing on whether or not they feel SOTS has affected their autonomy as it is 

prescriptive. Any findings from the structured audit of notes will also be explored. 

Informed consent will be obtained. Findings from the focus groups will be used to inform 

the development of a structured questionnaire which will be distributed to the 80 

midwives who work on rotation through Triage. 
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6. Maternal and neonatal mortality and major morbidity 

Showing improvement in maternal and neonatal mortality and major morbidity (such as 

maternal admission to Delivery Suite/HDU/ITU, maternal haemorrhage (> 1 litre), 

neonatal admission to NICU) will probably not be possible during the implementation at 

the trust, as these outcomes are rare overall and the women need to have been seen in 

Triage in a time frame which means effects can be demonstrated. Therefore during this 

stage of the development we will collect data relating to possible adverse outcomes and 

explore methods we might use in the next phase of development. 

 

7. Intra-operator reliability 

A study will be undertaken collaboratively with a Forensic Psychologist & Clinical 

Psychologist and will consider: 

1. Is there consistency in the ratings given by trained midwives using SOTS  

2. Is there a difference in the consistency of Band 6 versus Band 7 midwives? 

 

A series of vignettes will be devised, presenting a scenario of typical / atypical symptoms 

presenting at maternity triage. Together, the vignettes will cover a variety of symptoms based 

on the eight primary reasons for attendance (i.e., antenatal bleeding, abdominal pain, 

hypertension, reduced fetal movements, unwell, ruptured membranes, suspected labour, 

postnatal) and/or the twenty observations (determinants) that are relevant to the decision 

making. Eight scenarios will be tested, two each leading to the four different outcomes (i.e., 

red, orange, yellow or green classification).  

A Power analysis has been run using Study Size 2.0 to establish the required sample size 

using eight vignettes. For intraclass correlations, two-tailed, alpha of 0.05 and power of 0.8: 

4 raters would be required to detect a large effect size (r=0.5), 8 raters for a medium effect 

size (r=0.3) and 30 for a small effect size (r=0.1). Thus, given the timelines and number of 

midwives using the system we will carry the study out to detect a small effect (i.e., 30 raters). 

This also allows a comparison between the different bandings and means 15 Band 7 and 15 

Band 6 midwives each complete the eight scenarios. The midwives will complete the 
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scenarios during their working hours in a quiet place away from other staff and will spend 

only a short amount of time on each scenario, to replicate the conditions of triage. It is 

estimated that each scenario will take a midwife about 2-3 minutes.  

A psychology student (who is in the final process of her practice Doctorate and due to submit 

her thesis shortly) has been identified to undertake this work supervised by the Assistant 

Director, Centre for Forensic and Criminological Psychology who will provide expertise in 

vignette development and reliability studies. The psychology student will undertake the 

study; ensure completion of the scenarios, enter the data and undertake the analysis (under 

supervision) and will obtain a Research Passport prior to commencement of the study. 
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Appendix 2 
  

Search results for literature review 

 
 

 

 
 
 

 

Potentially relevant articles searching databases identified using key 

words and inclusion/exclusion criteria: CINAHL, MEDLINE, 

COCHRANE, DARE, MIDIRS, NICE evidence 

Titles reviewed 

n=404 

Excluded based on 

title 

n=354 

 

Abstracts reviewed 

n=50 

Articles selected for inclusion 

meeting eligibility criteria 

n=8 research studies 

14 articles 
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Appendix 3 
Critical Appraisal Skills Programme For Reviewed Articles. 

Article 1. 

Spiby, H, Green, J, Richardson-Foster, H, Hucknall, C, (2013) Early labour services: 

Changes, triggers, monitoring and evaluation. Midwifery. 29: 277-283 

1.Was there a clear statement of the aims of the research? 

Yes, To identify the changes to early labour services, their triggers and monitoring 

 

2.  Is a qualitative method appropriate? 

Yes, but they used mixed methods of a postal questionnaire survey and semi-structured 

telephone interviews  

 

3.  Was the research design appropriate to address the aims of the research? 

The combination of a postal questionnaire survey and semi-structured telephone interviews 

meant they could address the aim of the research from two different methods prospective. 

 

4.  Was the recruitment strategy appropriate to the aims of the research? 

Yes, they firstly sampled all heads of midwifery in NHS trusts in England in their jurisdiction 

and then carried out the semi structured interviews on a purposive sample of senior midwives 

 

5.  Was the data collected in a way that addressed the research issue? 

Data was collected in 2 ways as two methods were used. They firstly carried out a pilot study 

 

6.  Has the relationship between the researcher and the participants been adequately 

considered? 

The researchers were two professors of midwifery, a PhS student and a well being and health 

projects manager.  There relationship to the participants was not directly addressed but 

 

7.  Have the ethical issues been taken into consideration? 

Ethical approval was not gained prior to beginning the study as after discussion with the 

Leeds ethics committee the study was considered a service evaluation. 

 

8.  Was the data analysis sufficiently rigorous? 

Triangulation was applied through the two data collection methods; survey and interviews.  

Rigour was justified by the ‘fittingness’ or transferability of the research. 

 

9.  Is there a clear statement of findings? 

Yes,.A clear conclusion and implications for practice was stated. 

 

10.  How valuable is the research? It clearly highlights the need for changes to service 

provision to be monitored and evaluated requiring structured change management strategies.   
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Appendix 4 
 

Summaries of articles that are not research studies 

 

 

Author(s) Angelini and 
Menihan,199
6. 
Angelini,1999
a,b,c,d. 
Ament,1999. 
Austin and 
Calderon,199
9. 
Mahlmeister 
and Mullem, 
2000. Loper 
and Hom, 
2000. Gerdz 
et al, 2008 

Dennet and 
Baillie, 2002 

Sen, 
Paterson-
Brown, 2005) 

Nolan et al, 
2007 

Wright 
et al, 
2011 

Title Various From here to 
maternity 

Prioritisation on the 
delivery suite 

Delivery suite 
assessment unit 
(DSAU): auditing 
innovation in 
maternity triage 

Picking and 
choosing 

Place and 
description 
of service/ 
project 

Not studies or 
articles about the 
introduction of 
Triage or 
development of a 
system but a 
description and a 
discussion on the 
concept of triage and 
ints introduction into 
obstetrics. 
 
A mixture or 
editorials and 
discussions papers 

UK, Birmingham 
Relocation of triage 
service (2001) away 
from D/S (narrative 
account) 
-Reviewed reason 
for phone calls 
-24hr activity study, 
then repeated over 
1 month 
47-53 % on D/S not 
in labour or early 
P/N period and 
many phone calls 
non labour related 
24 hr telephone 
helpline and 2 bed 
assessment area 
Developed 
guidelines and 
protocols 
 

UK, London 
Discussing 
recognition of 
priority care and 
streamlining on 
delivery suite by 
triaging women 
effectively 
Not a project or 
service for a separate 
triage but discussing 
some important 
factors in the 
principles of triage 

UK, Bradford 
Northern 
teaching 
hospital, Triage 
service called -
delivery suite 
assessment unit 
Audit data 3,330 
Women, 6 
month period 
2002 
470 cases each 
month antenatal 
rather than 
labouring 
women admitted 
to D/S  
-High demand on 
of admissions 
putting more 
pressure of 
poorly staffed 
unit therefore 
pilot triage 
service DSAU set 
up separate from 
D/S and analysis 
of audit findings  

UK, 
Plymouth 
Pilot 
project -
Triage 
service on a 
D/S to 
manage 
emergency 
admissions 
(running 12 
months) 
Unit 4900 
births per 
year 
194 non-
labouring 
women/mo
nth 
-Training 
programme 
in USS, 
cannulation 
and 
obstetric 
emergency 
skills 
-Staff had 
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to evaluate its 
effectiveness 
-Specific 
admission 
criteria 
developed  
Questionnaire 
150 women 56 % 
returned 

full input 
into 
designing 
admission 
pro forma  
and 
ensuring 
consistent 
communica
tion skills 
-
Implement
ed by the 
staff 
-some 
initial  
problems 
(location, 
changed x2 
then 
designated 
area on D/S 

Findings/ 
Conclusion
s 

-Triage started in the 
battle fields of war 
and was taken up in 
ED and the concept 
began to appear in 
obstetric/maternity  
literature in the late 
1990’s 
 
-The purpose of 
Triage is to identify 
immediate health 
problems, regulate 
patient flow and 
utilise resources 
efficiently 
 
 
-Quality 
improvement in this 
area requires the 
development of good 
team work and 
communication, with 
a systematic problem 
solving approach, 
this has implications 
for safety, cost 
effectiveness and 
patient satisfaction 
 
 
- valid and reliable 
classification system 
needs to be 
developed in 
maternity 

-Reduced pressure 
on delivery suite 
(D/S)  
-Reduced 
unnecessary 
admissions (to be 
evaluated) 
-Need a service to 
reduce demands on 
D/S and provide 
advice, assessment 
and investigations 
for those not in 
labour 
-Midwives could 
work autonomously 
and facilitate M/W 
led discharge 
-Staff have 
experience major 
benefits since its 
development –
increased job 
satisfaction, 
decision making 
skills , reflective 
practice and 
autonomy 
Reduction in 
pressure on D/S 
increase standard 
of care for 
labouring women,  
-Not explained how 
they come to this 
conclusion 
?anecdotal reports 
from staff 
Outcomes to be 
analysed along with 
views of staff and 

-Coordinating 
workload requires 
experience, good 
communication, 
team work and 
planning 
-Need to triage 
women effectively 
and recognise 
priorities 
-each women needs 
to get the  attention 
she needs when she 
needs it 
-needs to utilise staff 
and mobilise extra 
help when needed 

 -Reduction in 
antenatal 
admissions , and 
admissions to 
D/S by 63 %.  
-Increased 
confidence of 
highly skilled 
midwives 
working in this 
area (Not 
explained how 
they reach this 
conclusion) 
- The women 
have increased 
confidence in  
women to obtain 
prompt and 
accurate  
advice/care 
 
-Needs to be 
evidenced based 
-No midwifery 
research on 
Triage in the UK 
-need for 
experienced  
midwives with 
good decision 
making skills, 
time 
management 
and leadership 
skills 
-more research is 
required into 
midwives 
perceptions of 
their role, 

-Reduced 
admissions 
on D/S so 
care could 
be focused 
on 
labouring 
women/un
necessary 
admissions 
-Requires 
experience
d staff, 
good 
communica
tion and 
teamwork 
-enjoy 
using 
detection 
and 
extended 
skills, and 
recognising 
when no 
interventio
n is 
required 
for “normal 
labouring” 
women  
Again this 
appears to 
be 
anecdotal 
-believe 
they have 
changed 
current 
practice 
and 
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women of the 
service (does not 
appear to have 
been published) 

responsibilities 
and skills in 
triage and the 
effectiveness of 
the triage 
process which 
could help to 
develop a 
standardised risk 
assessment tool 
-further audit is 
required 
especially 
looking a t 
clinical outcomes 

delivering a 
more 
efficient 
and 
successful 
service 
-intend to 
examine 
women’s 
views of 
the service 
with a 
questionnai
re but not 
the staff 

Themes Concept of triage  
 
Need for a triage 
service 
 
Different definitions 
of triage in different 
units 
 
 

-Reason for change-
High demands on 
beds/workloads/ad
missions of non 
labouring women  
-Dissatisfaction 
with service from 
women and staff 
-Need to increase 
capacity and 
change working 
patterns 
-Need system to 
divert calls and non 
labouring women 
from D/S 

Priority care and 
early recognition 
Triage effectively 

-Innovation in 
maternity triage 
(due to demands 
for delivery beds 
and staff 
shortages) 
Reducing 
antenatal 
admission 
-Paper explores 
the audit 
findings and the 
concept of triage 
and its 
application to 
midwifery 
practice and safe 
midwifery 
practice 

Agenda for 
change 
brought 
about the 
pilot study 
as looking 
for new 
patterns of 
working 
-Reducing 
inappropria
te 
admissions 
-effective 
triage of 
women to 
streamline 
admissions 
to D/S 

 

 

 

 

Examples of characteristics of the studies 

Author Zocco 
et al, 
(2007
) 

Sama
ngaya 
et al, 
2010 

Molloy 
and 
Mitch
ell, 
2010 

Paisley 
et al, 
2011 

Harvey 
and 
Holmes, 
2012 

McCarth
y, 
McDona
ld, 
Pollock, 
2013 

Paul et 
al. 
2013 

Smiths
on et 
al, 2013 

Title A 
systems 
Analysis 
of 
Obstetri
c Triage 

A 
maternit
y priority 
algorith
m for 
emergen
cy 
obstetric 
admissio
ns 

Improving 
practice: 
women’s 
views of a 
maternity 
triage 
service 

The 
Developm
ent of an 
Obstetric 
Triage 
Acuity 
Tool 

Nominal 
group 
technique: An 
effective 
method for 
obtaining 
group 
consensus 

Triage of 
pregnant 
women in 
the 
emergency 
department: 
evaluation of  
a triage 
decision aid 

Improving 
satisfactio
n with 
care and 
reducing 
length of 
stay in an 
obstetric 
triage unit 
using a 
nurse-
midwife-
managed 

Implementi
ng an 
obstetric 
acuity 
scale: 
interrater 
reliability 
and patient 
flow 
analysis 
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model of 
care 

Place 
of 
Study 

US, 
academi
c 
medical 
centre 
averagin
g 3600 
births 
per year 

UK, 
Manches
ter 

UK, 
South-
west 
England 
(Gloucest
er) 
District 
general 
hospital 

US, 
Florida 

Australia,  Australia, 
Melbourne  
Pregnant 
women in ED 
in tertiary 
maternity 
hospital 

US  
Obstetric 
triage unit 

Canada 

Popula
tion, 
Recruit
ment/ 
Inclusi
on n= 

Clear 
inclusion
/exclusio
n criteria 
of 
women 
participa
nts who 
met 
triage 
criteria 
 
Phase 1 
400 
women 
Phase 2-
400 
women 
N=398 
patients 
as one 
women 
excluded 
from 
each 
phase 
due to 
total 
triage 
time not 
being 
recorded 

All  
admissio
ns to 
obstetric 
triage 
departm
ent over 
1 month 
 
571 
admissio
ns 
Red=9 
Amber 
=15 
Yellow=6
7 
Green 
472 
Not 
Classifie
d=8 
Over 
classified 
=23 
Under 
classified
=23 

Clear 
inclusion/
exclusion 
criteria 
 
Inc-All 
women 
admitted 
to triage 
April-May 
2008 
Ex-Any 
women 
with 
adverse 
outcome/
event, 
women 
declining 
participati
on/vulner
able 
women 
 
53 out of 
120 (44%) 
Questionn
aires 
complete
d  

Multi 
campus 
review (4 
sites)  
Pre, 
during 
and post 
implemen
tation 
statistical 
analysis  

Clinical 
experts from 
ED, obstetric 
and midwifery 
areas 
 
ED Dr’s=10 
Midwives=7 
ED nurse=16 

Audit 
documentati
on n=50 pre  
and n=50 
post triage 
education 
programme  
introducing 2 
symptom 
specific 
algorithms 
n=36 
midwives 
(100% 
participation
) 

Patient 
satisfactio
n 
measured 
on a likert 
scale 
n=37 pre 
n=66 post 
implemen
tation of 
nurse-
midwife 
managed 
care 
 
LOS-
standard 
care n-
121 
Post 
implemen
tation 
n=151 

8 nurses 
randomly 
selected 
 
 

Outco
me 
Measu
re 

Length 
of stay 
and 
waiting 
times 

-
Proporti
ons to 
each 
category 
-
appropri
ateness 
of each 
categoris
ation 
-ease of 
applicati
on 

Evaluation 
of the 
service by 
women’s 
satisfactio
n levels 
and views 
of the 
service 
-
assessme
nt of the 
overall 
effectiven
ess/impac
t of the 
service 

-
Performa
nce in 
assigning 
acuity 
level 
within 10 
mins of 
arrival 
-
Classificati
on of 
acuity and 
meeting 
time 
frames 
(improve

-Development 
of priorities 
from clinicians 
for discussion 
in action 
research 
groups 
-priorities for 
change 
-creation of 
better 
treatment 
protocols 
-
understanding 
of how 
pregnant 

-Does triage 
education 
and 
condition 
specific 
algorithms 
improve 
triage 
assessment 
and 
documentati
on of 
pregnant 
women in 
the ED 
-Significant 
differences 

Patient 
satisfactio
n-Likert 
scale 
 
LOS 
number 
of 
minutes 
women 
spent in 
triage unit 

-Interrater 
reliability 
of OTAS 
-
Distribution 
of patient 
acuity and 
flow by 
OTAS level 
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ments in) women are 
assessed and 
managed in 
the ED 

Metho
d 

RCT-2 
phases 
-Design 
to 
determi
ne 
whether 
a triage 
room 
and/or 
standing 
orders 
reduce 
length of 
stay 
compare
d to 
existing 
system 
in a 
labour 
room 
-Women 
randoml
y 
selected 
to either 
Phase 1-
evaluati
on of 
room 
assignm
ent 
Phase 2-
effect of 
room 
assignm
ent and 
interven
tion of 
standing 
oders in 
common 
obstetric 
problem
s utilised 

Pilot 
survey 
over 1 
month  
-  

Questionn
aires of 
women’s 
views 

Literature 
review 
Statistical 
Analysis 

Focus groups 
x 4 
(structured 
face to face 
meetings)  
Nominal 
Group 
Technique 
(NGT) 

Audit triage 
paperwork  

Patient 
satisfactio
n-
previously 
validated 
instrumen
t (6 items 
on a 6 
point 
Likert 
scale 
 
LOS 
measured 
during 
standard 
care and 
post 
implemen
tation by 
recording 
number 
of 
minutes 
the 
women 
spent in 
the triage 
unit 

Interrater 
reliability  
Patient 
flow times 
data 
extracted 
and 
compared 

Analysi
s 

Audit 
sheets 
data 
analysed 
-
interdisc
iplinary 
task 
force 
(midwiv
es not 
included
) to 

-All red 
cases 
seen 
immedia
tely 
-78% 
remainin
g cases 
seen 
within 
60 min 
-60% 
amber 

-SNAP 
survey 
software 
-
Recognise 
limited 
baseline 
data for 
compariso
n 
-post 
positivist 
framewor

Analysis 
of 
aggregate 
data, 
calculated 
confidenc
e intervals 
and p-
values, 
converted 
to % for 
presentati
on 

Analysis of 
‘real’ areas of 
priorities  
used to 
develop 
strategies  to 
improve care 
in a 
participatory 
action 
research 
group this was 
not expanded 

Data 
managemen
t software 
SPSS 
Descriptive 
statistics for 
each 
minimum 
standard 
descriptor 
on the audit 
tool  

-
Quantitati
ve data 
was 
analysed 
using SPSS 
version 
20. 
-Data 
Described 
using 
frequenci
es for 
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dissemin
ate and 
educate 

cases 
seen 
within 
recomm
ended 
15 mins 
(remaini
ng in 1hr 
46 min) 
-80.6% 
yellow 
cases 
seen 
within 
1hr 
40min 
 

k upon in detail categorica
l data and 
univariate 
statistics  
for 
continuou
s data 
-Likert 
collapse 
into 2 
categories 
-Chi-
square 
analysis 
used for 
categorica
l data and 
Fisher 
exact test 
to 
compare 
dichotom
ous data 
-
Qualitativ
e data 
simple 
content 
analysis 

Reliabl
e/ 
Valid 

y/y Y/Y Y/N 
Small 

response 
rate 

Y/Y 
 

Y/Y 
 

y/y y/y Y/Y 

Findin
gs/ 
Conclu
sions 

-Triage 
room 
and/or 
standing 
orders 
did not 
significa
ntly 
decrease 
length of 
stay 
-Triage 
process 
in this 
setting 
depends 
on 
clinicians 
skills to 
assess, 
triage 
and 
discharg
e 
patients 
-
Implicati
ons-
collabor

-
Relativel
y 
straight 
forward 
to apply 
-Good 
specificit
y 
-Further 
training 
in 
utilising 
maternit
y priority 
algorith
m and 
emphasi
s on 
timings 
required 

-women 
satisfied 
with 
waiting 
times and 
time 
spent 
with 
clinicians 
-women 
felt they 
were 
treated 
with 
dignity 
and 
respect 
-Problems 
with the 
triage 
environm
ent 

-Acuity 
should be 
assigned 
at initial 
encounter 
by nurse 
-Obstetric 
acuities 
should 
reflect 
preg 
related 
conditions 
and 
presentin
g 
symptoms 
-Staffing 
levels 
need to 
be 
adequate 
to be able 
to assign 
acuity 
within 
10mins of 
arrival 
-There is a 

-Nominal 
group 
technique is 
an effective 
and reliable 
data 
collection 
method, 
(providing 
relevant and 
reliable 
qualitative 
information) 
especially 
when doing 
research with 
clinical 
experts   

-
Documentati
on improved 
with 
symptom 
specific 
algorithm 
-triage 
education 
and 
symptom 
specific 
algorithms 
improved 
triage 
assessment 
and 
documentati
on 
-Application 
of algorithms 
may reduce 
clinical risk 
resulting 
from 
suboptimal 
triage of 
pregnant 
women 

CNM 
managed 
obstetric 
unit can 
improve 
patient 
satisfactio
n and 
reduce 
LOS 

-OTAS 
provides a 
reliable 
assessment 
of acuity  
implement
ation has 
allowed for 
triaging of 
obstetric 
patients 
based on 
acuity and 
more in 
depth 
assessment 
of patient 
flow 
-
Standardisi
ng 
assessment 
allows  for 
improved 
performanc
e and 
comparison 
of patient 
care and 
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ation of 
the team 
in 
develop
ment of 
specialis
ed triage 
area 
with 
dedicate
d staff 

need for a 
valid and 
reliable 
obstetric 
triage tool 
 

presenting in 
ED’s 

flow across 
organisatio
ns 
Compliance 
in 
assignment 
of OTAS 
plateaued 
at 90% 
-Practice 
change 
needs 
constant 
reinforcem
ent to exp 
nurses or 
may rely on 
own 
informal 
triaging 
assessment
s and 
orientation 
of junior 
staff 
-ongoing 
education, 
audit and 
target 
setting are 
vital to 
successful 
implement
ation 

Theme
s 

Examinin
g 
variables 
in 
obstetric 
triage to 
develop 
more 
efficient 
patient 
care 
delivery 
system 
in high 
volume 
obstetric 
unit 
-
Regulati
on of 
Patient 
flow and 
waiting 
times 

Priority 
algorith
ms in 
obstetric
s triage 
Based 
on well 
establish
ed triage 
systems  
 

Assessme
nt of 
pregnant 
women 
not 
requiring 
admission 
to D/S 
-
Reduction 
of cat x 
admission
s to D/S to 
allow for 
care of 
labouring 
women 
-Women’s 
satisfactio
n with the 
service to 
make 
future 
improvem
ents to 
the 
service 
due to 
new build 

Introducti
on of an 
Obstetric 
acuity 
tool 
-Patient 
safety and 
patient 
flow 
-
Education 
program
me for 
staff 
-Acuity 
and time 
frames 
  

Usefulness of 
nominal group 
technique to 
obtain priority 
information 
and group 
consensus 
 
Assessment of 
triage and 
management 
of pregnant 
women in the 
ED to create a 
priority list for 
a future 
action 
research 
group  

Applying ATS 
to pregnant 
women in ED 
Condition 
specific 
algorithms 
and triage 
education 
affect on 
triage 
assessment 
and 
documentati
on 

-Quality 
improvem
ent 
-LOS and 
patient 
satisfactio
n  
-Nurse-
midwife 
managem
ent and 
organisati
on of care 

Acuity 
Obstetric 
triage 
Patient 
flow 
 
Obstetric 
Triage 
Acuity 
Scale 
(OTAS) 



99 

Appendix 5 
 

Masters in Research Student’s Protocol (this has been adapted to protect anonymity) 

An examination of midwives experience of the introduction of the Symptom specific Obstetric 

System (SOTS) into an acute maternity care trust. 

 

Background  

Triage systems are designed to ensure the patient receives the level and quality of care appropriate 

to their clinical needs and the resources available are used most effectively.  It involves a process of 

prioritizing the order in which patients receive medical attention on arrival to the Emergency 

Department, guiding treatment according to clinical need. Triage is usually undertaken by a nurse 

and involves establishing the presenting problem, undertaking a standardised physiological 

assessment including vital signs and results in a score being assigned based on predictors of urgency. 

Triage was developed in Australia in Accident and Emergency Departments over 20 years ago and 

the Australian Triage System has been standard practice across Australia since 2002, with the 

introduction of the Emergency Triage Education Kit.i The Australian Triage System (ATS) formed the 

basis for the Manchester Triage System (MTS) which began in the UK in 1997 ii. This was jointly 

developed by the Royal College of Nursing Accident and Emergency Association and the British 

Association for Accident and Emergency Medicine and differs from the other systems in that it is an 

algorithm-based approach to decision-making. The MTS involves the use of 52 separate flow charts 

that require the decision-maker to select the appropriate algorithm on the basis of the presenting 

complaint, and then gather and analyse information according to life threat, pain, haemorrhage, 

consciousness level, temperature, and the duration of signs and symptoms. The resulting level of 

urgency is a five level categorical scale which determines the maximum time that should pass before 

further treatment is required. For example, patients who were assigned the ‘red’ category were 

assessed as requiring immediate treatment; and patients assigned the ‘blue’ category being 

assessed as requiring non urgent treatment within four hours. The system attempts to standardise 

assessment and increase reproducibility and validityiii,iv and has been mandated for use in UK 

Accident and Emergency Departments.  

Triage of pregnant women has been identified as being less reliablev,vi and this area has been 

highlighted as requiring development of specific guidelines and education packagesvii. Within the 

Australian setting triage algorithms for pre-eclampsia and antepartum haemorrhage for use by 

midwives have recently been evaluated and showed marked improvements in assessment and 

documentationviii. Within the UK setting there is limited evidence of such a system being 

implemented and evaluatedix.  
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Failure to appropriately identify and treat pregnant women within an emergency situation has 

resulted in adverse outcome within the UK as highlighted by the Confidential Enquiry reports into 

Maternal Deathsx,xi. This together with information from a local audit at the trust has led to the 

development of symptom specific triage algorithms for the conditions identified as being the most 

common reasons for presentation at Maternity Triage.  The Trust has some 8000 births each year 

and currently sees approximately 400 women each week in Triage. 

Symptom specific Obstetric Triage System (SOTS) was developed by staff at the acute trust and the 

University.  SOTS was introduced into the Triage Department at the trust on the 15th April 2013.  An 

evaluation of this service change is being undertaken which includes an audit of whether it has 

influenced waiting times as well as clinical outcomes and a questionnaire of women’s experiences.  

Prior to its introduction a training programme of the staff that will be using this system took place.   

As part of my Masters in Research course I wish to do a research study exploring the views and 

experiences of midwives into this new system (See University Ethics form attached).   

Research Question- 

What are the views and experience of midwives in the introduction of SOTS in an acute maternity 

trust? 

Study Design 

The aim of this study is to examine the experiences of midwives in the implementation of the new 

SOTS system.  To do this I wish to utilise the interactions of the midwives in discussion to explore 

their views and then confirm these findings by sending out a questionnaire to all the midwives who 

work in Triage.  The main focus of the study will be to explore how the implementation of SOTS has 

affected the autonomy of the midwives practice as their care of the women is now being prescribed 

and also its possible effect on communication and teamwork.  

The research will add additional qualitative insights into the implementation of this service change.  

The intention is that the findings will indicate what best supports implementation; this information 

can then be used to inform future implementations of SOTS in other hospitals and development 

within the trust. 

Recruitment and consent  

Attendees for the focus groups will be recruited using posters to invite midwives who work in triage, 

along with a copy of the poster sent with an email from the managers on Delivery Suite asking them 

to contact me if interested.  A reminder will also be sent after one week.  Participant Information 

leaflets will be sent to those who contact me directly and will be widely available in the Triage 

Department.  The midwives can contact me via email, phone or text and can also approach me 

personally as I will be on site during the audit process.  They will be then be booked on one of the 

focus groups convenient to them if they are happy to participate and a letter of conformation will be 
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sent via email and paper copy to their pigeon hole on Delivery Suite.  Written Informed Consent will 

be gained prior to commencing discussion on the day. 

Questionnaires (to be sent once Chair person’s approval has been gained from the University) will 

be sent to all midwives who work in triage attached to an invitation email by the managers on 

delivery suite asking them to complete one, but they can decline to complete them.  A reminder will 

also be sent after one week.  A poster to encouraged completion will also be in Triage and Delivery 

suite.  Consent will be implied if participants complete to the questionnaire. 

Inclusion - Midwives who work in the Triage Department at the trust (n= approximately 95).  This 

will include midwives of varying ages, all female except for one male midwife and varying years of 

experience. The locations will be the Triage Department at the trust and the focus groups are 

planned to be held in the Delivery Suite Teaching room. They are generally fit. Professional, Degree 

based registered Midwives.  

Exclusion-Midwives who do not work in Triage and members of the development group for the 

focus groups as they have been involved in the development of SOTS. 

I am a midwife who works at the trust so potential participants are colleagues. However I am 

currently a full time student at the University and will not be approaching participants personally, I 

will only have access to their personal information if they contact me. 

 

Methodology 

Focus Groups 

Information will be collected on the views and experiences of midwives that have used SOTS about 

its use in practice, and what could be improved with the system by facilitating focus groups.  The 

focus group will consist of approximately 6-8 midwives for an hour session on two separate 

occasions in September.  No personally identifiable information will be collected; any recordings 

taken will be anonymous along with all data extracts that may be used in reports.  The particular 

area of interest is midwives autonomous practice and how they feel about their care being 

prescribed, along with effects on communication and team work. Information is also being collected 

through audit as part of the main SOTS service evaluation project to compare sets of notes from all 

women who attended triage in June 2012 and June 2013 to look at time frames, clinical outcomes 

and documentation.   Questions for discussion in the focus group will also be drawn from the 

findings of the audit.  The focus groups facilitated by an experienced researcher and myself the 

novice researcher.   Participants can withdraw from the study at any point  with no risks to 

themselves or employment at the Trust.  However due to the interdependent nature of the data in 

focus groups their data will be used up to the point of withdrawal but no direct quotes will be used 

in reports or publications. 
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Midwives Questionnaire 

A short questionnaire will be sent to every midwife who works in Triage (n= approximately 95 

midwives) during October as they are the ones using SOTS in practice.  The questionnaire will be 

developed from the findings of the focus groups.  The questionnaire will be used to clarify midwives 

views and experiences of SOTS and what impact it has had on their practice (for this reason the 

questionnaire will be sent to the University Ethics Board for approval once developed from the focus 

groups).  In addition basic demographic information of the midwives age group, Band, number of 

years qualified as a midwife and approximate number of times they work in triage in a month will be 

collected.  The questionnaires will be anonymous but invites will be sent out ask all midwives who 

work in triage to complete one and then a week later sent out again to remind all midwives to 

complete one.  They will be asked to leave the completed copy in a post box in Triage or on Delivery 

Suite for collection by myself, or they can put it directly in my pigeon hole.  A small pilot study 

sending the questionnaire to the focus group attendees (n=approximately 12-16) and Development 

Group (DG) to check for accuracy and ease of use will be done prior to the questionnaire being sent 

to all the midwives.  The DG already exists from the development of the new service SOTS 

comprising of Delivery suite Clinical Manager, Delivery suite managers, Lead for education midwife 

and Lead high dependency unit midwife and the researcher a Band 7 midwife sonographer. 

The evaluation process is expected to start in August 2013 and end around October 2013. 

Prior to this study approval will be sort from the University Ethics Committee. 

Data Analysis 

 The focus groups will be recorded and transcribed verbatim: recordings will be destroyed once 

transcription accuracy has been checked.  Thematic analysis will be derived after coding the data 

into themes. 

These themes will be used to develop a questionnaire for wide distribution to midwives who work in 

Triage.  Closed questions will be used in the questionnaire, with limited opportunity for free text.  

Descriptive statistics will be used to explore the results. 

Data Storage 

Documentation from this study will be stored in a locked filing cabinet and in a locked room at trust 

for up to 15 years; access will be by research personnel only. 

Once transcribed and double checked by myself the recordings from the focus group will be deleted, 

and all data extracts will be anonymous from this point onwards.  

Data will only be stored on an encrypted laptop or protected University system. 
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Dissemination of results and publication policy 

The results of this study will be reported in my dissertation for my Masters in Research.   A full 

summary of the findings of this study will be reported to the trust.  Any publications will 

acknowledge the contributions of the trust and University. 

Sponsorship and funding  

The trust will be sponsoring this study.  I am currently a full time student at the University for a year 

although employed by the trust this is being funded by the National Institute for Health and 

Research but the study itself is not funded specifically. 
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Appendix 8 

 
SOTS 

 

 

 

 

 

FOCUS GROUP TOPIC GUIDE 

Facilitator’s welcome, introduction and instructions to participants  

Welcome and thank you for volunteering to take part in this focus group. You have been asked to 

participate as your point of view is important. I realise you are busy and I appreciate your time. 

Introduction: This focus group discussion is designed to explore your thoughts on the new Symptom 

specific Obstetric Triage System (SOTS).  The focus group discussion will take no longer than 1 hour.   

I will record the discussion and once transcribed the data will be anonymised so quotes from the 

data can be used in reports but participants will not be identifiable.   Information from these focus 

groups will also be used to develop a questionnaire to be sent to all midwives who work in triage.  

The transcript of the focus groups discussions will be sent to you, and I would be most grateful if you 

could confirm it is an accurate account of what was said.  If you wish to withdraw from the study 

you can do so up to two weeks after you receive the focus group transcripts to check.  I would also 

like to send you the draft questionnaire before I send it to every midwife for your comments. 

Anonymity:  Although the discussion will be audio recorded, I would like to assure you that the data 

from the discussion will be anonymous. The audio files will be stored safely on a password protected 

computer until they are transcribed word for word, then they will be destroyed. The transcribed 

notes of the focus group will contain no information that would allow individual subjects to be 

linked to specific statements. You should try to answer and comment about your experiences of 

working with BSOTS as accurately and truthfully as possible. I and the other focus group participants 

would appreciate it if you would refrain from discussing the comments of other group members 

outside the focus group. If there are any questions or discussions that you do not wish to answer or 

participate in, you do not have to do so; however please try to answer and be as involved as 

possible. 
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Ground rules 

• The most important rule is that only one person speaks at a time. There may be a 

temptation to jump in when someone is talking but please wait until they have finished. 

• There are no right or wrong answers 

• You do not have to speak in any particular order 

• When you do have something to say, please do so by raising your hand. There are many of 

you in the group and it is important that I obtain the views of each of you 

• You do not have to agree with the views of other people in the group 

• Does anyone have any questions?   

• OK, let’s begin 

Warm up – ice breaker 

• First, I’d like everyone to introduce themselves. Can you tell us your name and how often 

you work in Triage? 

Introductory question 

I am just going to give you a couple of minutes to think about your experience of using SOTS.  Is 

anyone happy to share their experience? 

Guiding questions 

• What are your thoughts about SOTS? (What did people think/say/do?) 

• What drove the positive/negative reaction? If negative, how could it be rectified? 

• What do you think about the aims of having SOTS as a prescribed system including 

important things one must not forget during assessment? (Explore patient safety, patient outcomes, 

efficiency in triage and assessment, teamwork and communication) 

 Form the audit we have found the documentation is not always being completed can you 

explain why this might be? 

• Do you think the SOTS is likely to improve the safety of assessment? If not, why not? (Similar 

questions for outcomes, efficiency, teamwork and communication) 

• What are your thoughts on the format of the documentation? Using Algorithms to assess 

the patients (explore different options i.e. separate sheets, information on the backside, posters 

etc.) 
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• What are your thoughts on the content of the documentation? Is there anything that needs 

to come off? Is there anything you feel should be on and is not? Was the language easy to 

understand? 

 What are your thoughts on completing the new paperwork with SOTS? Was it easy/difficult 

to complete? Do you find there is much duplication?  

• When thinking back to how SOTS was introduced to you, are there ways that could have 

been introduced to make it easier/better for you to use? 

• What are the main issues around actually using SOTS? Is it easy to use, if so why? If not, why 

not?  

• What are the barriers to using the SOTS? What are the enablers? 

• Did you feel comfortable with using SOTS? Do you think there is a need for further training? 

(If yes, explore who would need training, how and where?) 

• How would you make it easier to use/implement? 

• How do you feel about the standardising of assessments? 

•        How do you find the new system, having a checklist to complete? 

•        How do you feel the new system has affected your role as a midwife? 

•        How has the new SOTS affected how the multidisciplinary team work together? 

•        Do you feel it has affected your relationship with the women? 

Concluding question 

• Of all the things we’ve discussed today, what would you say are the most important issues 

you would like to express about SOTS? 

Conclusion 

• Thank you for participating.  

• Your opinions will be a valuable asset to the study 

• We hope you have found the discussion interesting 

• If there is anything you are unhappy with or wish to complain about, please speak to me 

later 

• I would like to remind you that any comments featuring in this report will be anonymous 

 Remember I will be sending you a copy of the transcribed focus group to check it is an 

accurate account of what has been said and a draft copy of the questionnaires prior to 

sending out to all the midwives.  Your comments would be greatly appreciated. Thank you. 
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SOTS 

 

 

 

 

 

Participant Information Leaflet for Midwives 

 

Focus group project:  

 

Project Lead:  

Thank you for your interest in the focus group study exploring the views and experiences of 

midwives of the implementation of the new Symptom specific Obstetric Triage System (SOTS). 

Before you decide whether to take part it is important for you to understand why the research is 

being done and what it will involve. Please take time to read this information carefully and discuss it 

with others if you wish. Ask me if there is anything that is not clear or if you would like more 

information. Please take time to decide whether or not you want to take part. 

What is the purpose of the study? 

The main aim of the study is to find out how midwives feel about the new SOTS system, and what 

their views and experiences of the system are in practice, whether it has changed working in Triage 

and any improvements that could be made.   

We are asking midwives from the hospital about their views and experiences. The information we 

get from these focus groups will be used to see if, and how, we can improve the experience for 

midwives and the SOTS system for the future.   

Why have I been chosen? 

We are asking you to take part in this focus group study because you have experience of working in 

the triage department at Birmingham Women’s Hospital and using the new SOTS regularly.  We are 

keen to find out what you think. 
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Do I have to take part? 

No, it is up to you to decide whether or not to take part. If you decide to take part you are still free 

to change your mind at any time and you do not have to give a reason. If you decide not to take 

part, or decide to withdraw from the study at any time (up until two weeks after the focus groups), 

your job will not be affected in any way.  If you do withdraw your data will still be used up to the 

point of withdrawal but no direct quotes will be used in any reports or publications. 

What will happen to me if I take part? 

If you contact me directly (either by phone, text or email), l will get in touch with you by phone. I will 

talk to you about the project and answer any questions you may have. You can then decide whether 

or not you want to take part. If you would prefer not to take part, just let me know when I speak to 

you. 

If you agree to take part, I will arrange for you to attend one of two focus group meetings on 

whichever date suits you. This will take about an hour, and refreshments will be provided. The focus 

groups will take place in the Delivery suite teaching room. 

In the focus groups you will have the opportunity to discuss your views and experiences of SOTS, 

how it has changed working in triage and any improvements you feel could be made. It will also be 

used to clarify any questions that come from the audit which is part of the SOTS service evaluation 

taking place prior to the focus groups. It is important everyone participates and expresses their 

views during the discussion.  

The focus groups will be audio recorded so we have an accurate record of what was said. If there are 

any questions you would prefer not to answer, then you do not have to and you are free to change 

your mind at any time. We will not put your name on the recording.   Data from the focus groups 

will also be used to develop a questionnaire to send to all midwives that work in Triage. I will  ask 

you to check the draft questionnaire before it is sent out to every midwife who works in triage. 

Anonymous extracts from the focus groups may also be used in subsequent reports. 

The audio files from the focus groups will be typed up on a computer. Your name will not appear on 

the transcript. I will not tell anyone involved in the hospital what any individual participant said, but 

anonymous quotes may be used in reports to illustrate my findings. The hospital team will only see a 

summary of the results. 

What are the possible risks or benefits of taking part? 

I do not expect there to be any risks involved in taking part in this study, but benefits of taking part 

include giving you the opportunity to influence SOTS in the future. Please be assured that you do not 

have to answer any questions that you are uncomfortable with, and you can cease to participate at 

any time. 
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At the end of the focus group I will check you are still happy for me to use the information you 

provided. The results from the study may help us improve SOTS in the future.  

Will my taking part in the study be kept confidential? 

All information that is collected about you during the course of the research will be kept strictly 

confidential. All information that leaves the Trust will have your name removed so that you cannot 

be recognised from it. We are following the government’s strict rules about how information like this 

has to be stored to keep it secure and we may need to keep it for up to 15 years. 

What will happen to the results of the study? 

I will produce a report of my findings which I can send you, and we may also publish the results of my 

findings in medical journals and at conferences. You will not be identified in any report or 

publication. It may be quite a while before we present information in this way. 

Who is organising and funding the research? 

The research is part of my Masters in Research which is funded by the National Institute for Health 

Research. 

I am based at the University. My contact details are on the back of this leaflet and you are very 

welcome to contact me with any queries. 

 

Thank you for taking the time to read this information. 

I will be in touch with you shortly, 

if you contact me. 

 

Contact Details 

Researcher:   

Trial Office:   
 

 

Phone Number:  

E-mail Address:   
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Appendix 10 

 
SOTS 

 

 

 

 

 

Project lead:     Supervisors:  
SYMTOM SPECIFIC OBSTETRIC SYSTEM (SOTS)                                                                                                                                

Consent Form for Midwives Focus Groups 
Please complete in black ballpoint pen: 
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Appendix 12 

 

Examples of thematic analysis steps: 

 

Codes Sub Themes Themes 

S-Standardisation 

P-Priority care/clinical need 

I-Initial Triage 

U-Urgency 

Q-Quick 

P.S-Pt Safety 

W-Workload (Being High) 

D-Delay in seeing 

M.C –Mothers concern 

S.S-Symptom Specific 

Priority care 

Safety of the women and 

baby 

Reassurance for staff 

Initial assessment  

Confidence in the system 

Patient Safety 

 

C.C-Category Change 

D-Delay in seeing 

S-Staffing 

B-Barriers 

Outside factors-Bed 

blocking, Dr’s, staff 

shortages, telephone advice 

service 

Categories and time frames 

W.C –not women centred 

P.I-Patient Involvement 

F-Failure (mw feels like if 

can’t do everything) 

Holistic vs Priority care 

Culture 

Unable to give the care for 

the wholes care episode, 

Philosophy of care  
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H-Holistic 

Cu-Culture 

split in two 

 

C.J-Clinical Judgment Still able to use clinical 

judgment 

Difficulty for some due to 

prescriptiveness of system 

Assesing the patient  with 

observational skills and 

instinct/intuition   

Clinical Judgment 

M.D – Management of the 

dept 

Un-Triage unique 

I.R-Inappropriate referrals 

E-Environment 

P.E-Pre existing triage 

(compared to new system) 

S-Stress 

Helps to organise dept and 

manage workload esp when 

busy 

Confusion and 

disorganisation if all not 

using the system 

Management of the 

department 

Pa-Pain score negotiated 

PaA-Pain score agreed 

PaI-Pain score ignored 

Up triaging  

Unrealistic pain score 

Pain Score 

Fr-Fragmented care 

Doc-Documentation 

Fragmented care 

Combination of paperwork 

Documentation 

 

C-Communication 

S-Standardisation 

T.W-Team Work 

Good communicational 

skills 

Not communicating 

Communication 
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Handover 

To-Tool depends on the 

midwife  

Org-Organisational skill 

M.S-Midwife skills 

F-Facilitation 

Need for skilled staff 

Not all using the system  

Experience and good 

organisational skills 

Midwives skills and 

experiences 
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Appendix 13 
 

QUESTIONNAIRE FOR MIDWIVES  

This questionnaire will ask you some questions about the SOTS Triage system. It would be much appreciated if 

you could complete the questionnaire honestly- your answers will help us decide what changes need to be 

made to the system. 

Please answer the following questions by ticking the box or circling the answer that best applies to you: 

1. How often do you work in triage on average? 

 Daily  1-2 times a week  1-2 times a month  Never 

2. Have you attended the SOTS training? 

 Yes  No 

3. In your view was the introduction of the new system into triage well managed? 

 Yes  No 

  

  
 

4. Do you feel the SOTS system: 

a) Is helpful in assessing clinical urgency accurately in women who attend Triage?  

Not helpful at all Partly Helpful                    Moderately Helpful             Largely Helpful Extremely Helpful 

1 2 3 4 5 

 

b) Use of categories and time frames is helpful?  

Not helpful at all Partly Helpful                    Moderately Helpful             Largely Helpful Extremely Helpful 

1 2 3 4 5 

 

c) Allows you to use your clinical judgment?  

Not helpful at all Partly Helpful                    Moderately Helpful             Largely Helpful Extremely Helpful 

1 2 3 4 5 

 

d) Enables you to accurately describe the workload in triage?  

Not helpful at all Partly Helpful                    Moderately Helpful             Largely Helpful Extremely Helpful 

1 2 3 4 5 

 

e) Enables you to obtain medical assistance more appropriately?  

Not helpful at all Partly Helpful                    Moderately Helpful             Largely Helpful Extremely Helpful 

1 2 3 4 5 

f) Means you feel more in control of the workload in Triage?  

Not helpful at all Partly Helpful                    Moderately Helpful             Largely Helpful Extremely Helpful 

1 2 3 4 5 
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g) Means the Department is more organised and efficient? 

Not helpful at all Partly Helpful                    Moderately Helpful             Largely Helpful Extremely Helpful 

1 2 3 4 5 

 

 

5. Is it safer to divide the care into immediate clinical assessment and then further care and investigations 

by separate midwives, rather than the previous system of care by one midwife in Triage? 

 Agree  Disagree 

    Any Comments 
  

 
6. Any Comments 

  

 
7. a)    Do you agree the final pain score is actually agreed between the women and the midwife? 

Never Rarely Sometimes Usually Always 

1 2 3 4 5 

 

b) Do you think the pain score should also include additional elements such as ability of movement 
and facial expression? 

 Yes  No 

    Any Comments 
  

  

 
8. Regarding the paperwork for the new system, would it be helpful to combine the initial assessment and 

Symptom Specific Triage Assessment Card for each condition? 

 Yes  No 

    Any Comments 

  

  

 
9. Would it be helpful to develop information regarding the new SOTS system for the following? 

 Community Midwives  Local GPs  Women themselves 

Anyone else please state here 
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Please answer the following questions about you 
 
10. What is your age group? 

 

 20-29 years  30-39 years  40-49 years  >50 years 

 

11. How many years have you been working as a midwife? 

 

 <1 year  1-5 years  6-10 years 

      

 11-15 years  >15 years   

 

12. What is your highest qualification? 

 

 Diploma  Degree  Graduate Diploma 

      

 Masters/PhD  Registered Midwife   

 

13. What band are you? 

 

 Band 5  Band 6  Band 7  Other 

 

 

14. Is there anything else you wish to tell me about triage? 

  

  
 

  

  
  

  
 

 

Thank you for telling us your views! 

Please return this to the box in triage or delivery suite once completed 
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Appendix 14 
 

Free Text Comments from Midwives Questionnaire 

Question Midwives free text comments 
In your view was the introduction of the new system 
into Triage well managed? 

 Only core staff were invited to training, 

rotational and Band 5 not included 

 As rotational staff, was taught how it 

operates by band 7 midwife but easily picked 

up 

 Training was appropriate, but not everybody 

trained prior to its implementation and 

triage too busy to be a teaching system to 

junior midwives 

 Staff all had study day fully explaining the 

system and had worksheets to work through 

which were marked and returned 

Is it safer to divide the care into immediate clinical 
assessment and then further care and investigations 
by separate midwives, rather than the previous 
system of care by one midwife in triage? 

 Is means women are seen quicker for initial 

assessment however it’s a lot of work for the 

midwife giving further care 

 Unsure-think sometimes there may be a loss 

of continuing care and therefore a chance 

things any get missed. 

 Everyone should be seen and triaged straight 

away, rather than waiting in turn 

 I think it is very important that women are 

seen after arrival and allocated a category so 

seen appropriately whether care is 

continued by one midwife or divided.  

Do you think the pain score should also include 
additional elements such as ability of movement and 
facial expression?  

 Midwives should make own judgment of 

pain score 

 Pain score differs greatly between midwife 

and patient i.e. Patient on phone smiling but 

say pain score 8! 

 The current pain score does not reflect the 

pain the women is in- midwives should be 

allowed to use clinical judgment 

 I find the pain score the most frustrating part 

e.g. Women stating pain score is 9/10 

making them red when they are actually 

green 
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Regarding the paperwork for the new system, would 
it be helpful to combine the initial assessment and 
symptom specific Triage Assessment Card for each 
condition? 

 Too many repetitions on different papers 

and more chance of paper getting lost. If all 

in one booklet care would be more seamless 

 I think the current system works well 

Would it be helpful to develop information regarding 
the new BSOTS system for the following? 

 Do not feel that info re: system needs to be 

given to the above, but maybe info re: 

appropriate referrals  

 Women should expect triage to be like A&E 

(i.e. made aware there can be a significant 

wait ) 

Is there anything else you wish to tell me about 
triage? 

 Smooth running of triage is very dependent 

on who you are working with 

 The system works well if followed! 

 Works well with good communication, 

organisational and teamwork 

 Triage is a very busy and stressful work place 

and should always be staff by experience 

competent Band 6/7 midwives comfortable 

working in triage 

 New to trust did not use old system found 

new one very easy to use and understand  

 
 




