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Exception report based on highlighted fields in monthly scorecard (Slide 2) 

Obstetric haemorrhage >1.5L (4.56 % May 21) Stillbirths (4.6/1000 in month vs national target 
<4.4/1000) 

Staffing red flags 

• Remains reportable via maternity triggers- no 
lapses in care / learning points identified   

• Collective review underway and subsequent 
improvement plan to be taken through labour 
ward forum  

• Consecutive improved monthly trajectory  
• Case review findings to be shared with staff and LMNS 
• Potential link with Covid changes around scanning – 

pre Covid schedule anticipated to commence from 
June 21 

 

• 13 staffing incidents reported in month 
• Work on-going to explore and address staff 

satisfaction issues through Maternity Safety 
Champions 

• One suspension of Maternity service reported , 
short notice sickness affected staffing- case 
reviewed , reported as no harm 

CQC enquiries Maternity Assurance Divisional Working Group Incidents reported April 2021 
(72 all no/low harm after review) 

• None NHSR Ockenden Most reported 
 

Comments 

• Evidence platform created 
• Peer review & external 

auditor engaged 
• Commence final review 
• Sign off July 

• Divisional working group TOR 
agreed  

• Meetings  on-going  
• Reports to Maternity 

Assurance Committee 

Other (Labour & 
delivery) 

Some duplication in reporting, no 
themes identified 

Triggers x 12 Various including  PPH,  term admission 

No incident s reported ‘moderate’ harm 

Maternity Perinatal Quality Surveillance model for June 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

Other 
 

• Quarterly Review Meeting with HSIB Maternity team – no on-going cases at present 
• Coronal case concluded May 28th with a Narrative verdict ,  no regulation 28 actions 
• Engagement with SaTH starting to gain traction at divisional level 
• FFT improving trajectory ward leaders continuing to review data collection methods 
• Datix reporting moving to “Datix Cloud”  will allow more accurate triangulation of themes 



Maternity Perinatal Quality Surveillance scorecard 
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