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Martha’s Rule 
Martha Mills died in 2021 after developing sepsis in hospital, where she had been admitted with a pancreatic 
injury after falling off her bike. Martha’s family’s concerns about her deteriorating condition were not responded 
to promptly, and in 2023 a coroner ruled that Martha would probably have survived had she been moved to 
intensive care earlier.

The three proposed components of Martha’s Rule are:

• 24/7 access to a rapid review from a critical care outreach team for hospital staff

• 24/7 access to a rapid review from a critical care outreach team which is accessible for patients and relatives

• The NHS must implement a structured approach to obtain information relating to a patient’s condition 
directly from patients and their families at least daily. In the first instance, this will cover all inpatients in acute 
and specialist trusts.                                          
                                                                                                                             NHS England, 2024. 

Call4Concern
Call4Concern is a patient safety initiative which provides an extra layer of vigilance for deteriorating patients. 
The Call4Concern service recognises that friends and relatives possess the ability to recognise ‘soft signs’ of 
deterioration in their loved one before it becomes apparent to staff or identifiable through scoring systems, 
enabling the ability to rescue at risk patients at the earliest opportunity, preventing continued clinical 
deterioration. 
                                                                                                                             RCN, 2023.



Our process at MYTT:
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Our process at MYTT:
Out of hours
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Service launch
What we did

• Lead by DART Lead and 
Associate Medical Director with 
support at Divisional level and 
from the Executive Board

• Involvement of wider MDT 
Patient experience, PALS, governance, medical 
and nursing input across all divisions 

• Successful bid for pilot site 
status

• Extensive communication 
campaign

• Regular reviews of service 
provision Posters displayed at all 3 sites on 

entrance to adult inpatient wards 
and within departments.



35 calls to the dedicated service line

• 2 paediatric referrals to adult service

• 3 self referrals – 1 maternity

• 1 repeat caller 

• 3 calls from outpatients 

• 31 calls from Pinderfields, 3 from Dewsbury, 1 from 
Pontefract 

Our data
Since launch



Our data
Launch – September 2024
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Our data 
Since launch

Communication, 7, 20%

Delays in care or 
treatment , 11, 31%

Clinical deterioration, 
1, 3%

Concern regarding 
general patient 

condition , 10, 29%

Complaint, 4, 11%

Concerns regarding 
plans i.e. discharge , 2, 

6%
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Clinical deterioration
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Key themes and trends



Feedback

“Call4Concern provides us as a team, 
additional reassurance that friends and 

relatives can contact us if they have 
concerns. I hope this will help prevent any 

future missed opportunities.”
 

 DART practitioner.

“I found the Call4Concern service 
easy to use and they provided a 

speedy response to my concerns.” 

Call4Concern service user.

“I am very happy with the response I 
received. I felt confident and 

reassured that my concerns were 
been listened to.”

Call4Concern service user. 

“Staff were brilliant.” 

Call4Concern service user.



Future plans

• Emergency Department / Same Day Ambulatory 
Care 

Planned roll out on the 14th October 2024 with ongoing regular reviews of 
service provisions

• Accessibility for complex needs patients, care home 
residents

Developments of accessible leaflets and materials with QR codes 

• Paediatric service due to launch within next month

• Implementation of element 3 
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