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National position & overview   

• The model describes a standard data set for Trust Board overview 
• There is scope for local amendments (additions) provided the minimum data set is covered 
• Obstetric haemorrhage and term admissions/low Apgars are reviewed weekly at Triggers and escalated as required to Trust scoping/external review 
• Maternity FFT is reported separately via the Board SOF 
• There are a number of items which require narrative rather than  graphic benchmarking and these are described below 

 

Findings of review of all perinatal deaths using 
the national monitoring tool 

All cases eligible for referral to HSIB Progress in achievement of NHSR/MIS Yr 3 

All perinatal deaths are reported using the 
national tool – full review can take 4-6 months 
depending on whether post mortem findings are 
awaited.  
 
Early learning/actions are identified via normal 
governance routes (see above). 
 
Four members of the maternity team are 
registered as reporters on the NPMRT 
 
This item is reflected in Safety Standard 1 of the 
NHSR MIS Yr 3. 

Since reporting commenced in November 2018, SFH have 
reported eight cases to HSIB. 
 
Six cases have been finalised and full reports returned.  
One case has been discontinued due to no family consent. 
One case is ongoing. 
 
Early learning/actions are identified via normal 
governance routes and HSIB investigations are tracked 
through Trust channels. 
 
National HSIB themes are benchmarked by the maternity 
governance midwives and reported to divisional 
governance. 
 
HOM & divisional safety champions meet quarterly with 
regional HSIB lead, and HOM receives monthly progress 
reports. 

There are 10 safety actions and these have 
undergone two revisions since they were launched 
in December 2019. 
 
Latest final reporting deadline is July 2021. 
 
Four actions are ready for sign off (Actions 1; 3; 5; 
7) 
Two actions await external deadlines of Dec 20 and 
April 21 (Actions 2; 10) 
 
Four actions  have further work/data collection 
ongoing: 
4: Medical/anaesthetic/neonatal workforce 
6: Saving Babies Lives Care Bundle v2 
8: MDT training 
9: Maternity Safety Champions 
 

Maternity Perinatal Quality Surveillance model – launch Jan 2021 

CQC Maternity Ratings - last assessed 2018

OVERALL SAFE EFFECTIVE CARING WELL LED

GOOD GOOD GOOD OUTSTANDING GOOD GOOD

RESPONSIVE

72%

89.29%

Proportion of midwives responding with 'Agree' or 'Strongly Agree' on whether they would 

recommend their Trust as a place to work or receive treatment (reported annually)

Proportion of speciality trainees in O&G responding with 'excellent or good' on how they would 

rate the quality of clinical supervision out of hours (reported annually)

2019



Maternity Perinatal Quality Surveillance scorecard 
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