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1.0 [bookmark: sec1][bookmark: _Toc150246442]SUMMARY

Maternity and Neonatal Services within the Women and Newborn Division is committed to ensuring that the management of risk underpins all key strategies, policies, processes and activities that lead to the achievement of the Trusts main objectives and effective undertakings. Promoting the provision of safe and effective services and therefore safeguarding against financial loss, damage to the Trust and reputation, failure to deliver key objectives or regulatory compliance and harm to service users, staff and visitors. This document should be read in conjunction with the Trust Adverse Events Reporting Policy (2021), Trust Risk Management Policy (2021) and Duty of Candour and Being Open Policy (2018).

The Trust has developed an organisational structure to ensure that there are clear lines of accountability through which risks can be communicated and managed at the correct level of the organisation. Lessons learnt will then be disseminated throughout the organisation to embed this dynamic process in the organisational and operational culture. Good risk management awareness and practice at all levels of the Trust is an essential success factor in ensuring that strategic and operational risks are managed systematically and consistently (Trust Risk Management Policy 2021).

The Women and Newborn Division strives to embed risk awareness and management at the core of its activities.  The Trust recognises that it is vital to develop and maintain systems and procedures that identify and minimise risk to patients, visitors, staff, and others. All types of clinical, environmental, reputational, and organisational risks are addressed through service planning, day-to-day management and professional accountability.

Purpose and scope
This document details the local arrangements for implementation of trust processes and/or standalone arrangements for the management and reduction of risk within maternity and neonatal services. Where processes align with main trust governance structures they will not be relisted in this document.
[bookmark: _Toc150246443]2.0 EQUALITY STATEMENT

The Maternity and Neonatal Governance Framework forms part of Trust’s commitment to create a positive culture of respect for all individuals including staff, patients, their families, and carers as well as community partners. The intention is, as required by the Equality Act 2010, to identify, remove or minimise discriminatory practice in the nine named protected characteristics of age, disability (including HIV status), gender reassignment, marriage and civil partnership, pregnancy and maternity, race, religion or belief, sex or sexual orientation.  It is also intended to use the Human Rights Act 1998 to treat fairly and value equality of opportunity, regardless of socio-economic status, domestic circumstances, employment status, political affiliation, or trade union membership, and to promote positive practice and value the diversity of all individuals and communities. 
[bookmark: _Toc150246444]3.0 INTRODUCTION 
[bookmark: _Toc150246445]3.1 Accountabilities & Responsibilities 

The Trust Executive Board is collectively accountable for the success of the Trust, including the effective management of risk and compliance with relevant legislation and best practice. Assurance is guided by the Trust document “Accountability and Integrated Governance Framework” to which this document will become Appendixed.  This document details the Trust Risk Management Strategy and Board Assurance Framework enabling the Trust to manage risk at all levels within the organisation.  They have overall accountability for the governance of risk management in the Women and Newborn Division. 

The Divisional Triumvirate of the Women and Newborn Division which is comprised of the Divisional Clinical Director, Director of Midwifery and Neonatal Services and Divisional Director of Operations hold overall responsibility for the implementation and monitoring of the framework within the Division. The Obstetric Lead and Director of Midwifery are the nominal Safety Champions for the division and meet with the Maternity Safety Champions on a bi-monthly basis to feedback, monitor progress and address any concerns.

The Maternity and Neonatal Quality and Safety Team has a direct relationship with all committees and the Trust Board as outlined within this document. The Board derives assurance from the assuring committees, namely the Clinical Governance Committee, the Finance and Performance Committee, People and Culture Committee and the Trust Management Committee.  The governance structure and the process by which the board lead executive communicates with and obtains assurance from maternity and neonatal services are set out within this Framework document.

In December 2020 NHS England and NHS Improvement set out guidance for implementing a revised perinatal surveillance model[footnoteRef:1]. The six requirements for strengthening and optimising board level oversight for maternity and neonatal safety are: - [1:  NHS England and NHS Improvement (2020) Implementing a revised perinatal quality surveillance model.  implementing-a-revised-perinatal-quality-surveillance-model.pdf (england.nhs.uk)] 


· Appoint a non-executive director to work alongside the board level perinatal safety champion to provide objective, external challenge, and enquiry.
· A monthly review of maternity and neonatal safety and quality is undertaken by the board.  The Board are required to acknowledge receipt of this escalation report by way of published minutes. 
· All maternity Serious Incidents (SIs) are shared with the trust board and the Local Maternity and Neonatal System (LMNS) as a minimum of every 3 months, in addition to reporting as required to HSIB. 
· A locally agreed dashboard is used and draws on locally collected intelligence to monitor maternity and neonatal safety at board meetings. This is reported quarterly at the Divisional Governance meeting and the quality and safety sub-group of the LMNS.
· In collaboration with the LMNS and Regional Chief Midwife, the board should formalise how trust level intelligence will be shared to ensure early action and support for areas of concern or need. 
· Review the role of the safety champion, including governance processes and key relationships to support full implementation of the quality surveillance model. 

This document provides a written pathway to describe how frontline midwifery, neonatal, obstetric and Board safety champions share safety intelligence between:

· Each other
· The Board
· The Local Maternity and Neonatal System (LMNS/ICS)
· Patient Safety Networks

[bookmark: _Toc150246446]3.2 Board Safety Champion and Non-Executive Director

Board level safety champions (non-executive director in addition to an executive director) act as a conduit between the trust board and the frontline obstetric midwifery and neonatal champions (see 4.1).  

They are responsible for:
· Adopting a curious approach to the understanding of quality and safety of services.
· Working with local maternity and neonatal champions, the Director of Midwifery and Divisional Clinical Director and the executive sponsor for the Maternity and Neonatal Safety Improvement Programme to understand, communicate and champion successes at board level.
· Jointly with frontline safety champions, drawing on a range of intelligence sources to review outcomes, including staff and user feedback to fully understand the services they champion.
· Updating Trust Board on issues requiring board level action using a board level dashboard that includes:
· All maternity and neonatal serious incidents.
· Incidents graded as moderate harm or higher.
· Trust position in meeting national ambition trajectories for stillbirth, brain injury, maternity mortality, neonatal mortality and preterm birth rates; implementation rates of current version of Saving Babies Lives Care Bundle and monthly Perinatal Mortality Rate against National Average Safe staffing levels. 
· Correspondence or concerns raised by the regional midwifery and obstetric leads, Coroners, Deaneries and national bodies. 
· Ensuring Duty of Candour is upheld, and that locally undertaken SI investigations meet national standards.
· Ensuring that all maternity SI reports and learning are sent to the Trust Board and LMNS for scrutiny, oversight and transparency.
· Ensuring themes from Serious Incidents, Never Events, Reviews and concerns from external parties including service users are implemented, audited and monitored for actions undertaken.
· Providing oversight and appropriate challenge in relation to evidence for the CNST maternity incentive scheme safety actions. 
· Supporting the Regional Chief Midwife and regional and national maternity safety champions locally to deliver safer outcomes as per Perinatal Quality Surveillance Model.

[bookmark: _Toc150246447]3.3 	Local Maternity and Neonatal System 
Local maternity and neonatal systems (LMNS) were established in 2017 to support the delivery of safer and more personalised maternity care. They bring together providers, commissioners, local authorities, service user voice representatives and other local partners to deliver a system plan. As the maternity arm of the Integrated Care System (ICS), they are ideally placed to oversee perinatal clinical quality. 
ICS have evolved to become accountable for the quality and sustainability of services.  The LMNS should work with the ICS to assume a more formal role in perinatal clinical quality oversight alongside transformation and improvement activity.  The LMNS will be central to the new arrangements and that this will be reflected in local planning. BSW ICS quality and contracting teams play a key role in quality oversight and integrated oversight is key. 
The LMNS has an established quality and safety group which brings together clinicians from across the sector to support improvements in clinical quality and safety.  Salisbury perinatal services are members of the Bath and North East Somerset, Swindon and Wiltshire (BSW) LMNS.
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4.0 ROLES AND RESPONSIBILITIES WITHIN MATERNITY AND NEONATAL SERVICES
N.B.  The roles and responsibilities described below outline responsibilities relating to governance and not the entirety of the roles.

4.1 Frontline Maternity and Neonatal Safety Champions 

Every Trust in England has named midwifery, obstetric, neonatal and board level maternity safety champions responsible for working closely with their clinical network and LMS leads to champion safety at frontline and system level. 

They are responsible for:
· Supporting the provision of a seamless multi-professional perinatal service responsive to the needs of women, babies and families.
· Supporting the implementation of the Neonatal Critical Care Review recommendations
· Supporting board level safety champions to represent the safety needs of their services at board level.
· Building the maternity and neonatal safety movement locally to prioritise improvement activities and adopt best practice within the organisation.
· Develop strong working relationships with and draw on insights from those leading all safety and improvement related activity in the organisation.
· Ensuring the Trust meets the standards required for effective data quality and coverage as defined by NHS Digital in the data quality standard. 
· Providing scrutiny to check and challenge for the Divisional progress with achieving the requirements of the Maternity Incentive Scheme.


[bookmark: _Toc150246452]4.2 Quality and Safety Matron (Maternity and Newborn)
The Maternity and Neonatal Quality and Safety Matron has operational responsibility for overseeing risk management processes at departmental level and reports to the Director of Midwifery. They are supported by the Divisional Director of Operations, Head of Midwifery, Clinical Director, Obstetric Lead, Obstetric Lead for Risk and midwifery and neonatal matrons.  They ensure that risk issues are discussed, controlled, actions implemented, and change communicated as below:

· Provide strategic direction to the Maternity Services in relation to the incident reporting process.
· Provide monthly reports on all clinical and non-clinical incidents to the Maternity and Neonatal Quality and Safety Group Meeting which reports to the Divisional Governance Meeting, the Trust Board and LMNS.
· Provides advice, guidance and recommendations about risk management throughout maternity and neonatal services.
· Oversees the maintenance, analysis and reporting of trends and exceptions of the maternity risk dashboard.
· Maintains oversight of CQC process and benchmarking against CQC key questions
· In conjunction with the corporate Risk Management Team have responsibility for leading and monitoring maternity and neonatal serious incident performance and for reporting incidents and overall performance to external and internal stakeholders.
· In consultation with other appropriate senior staff will determine which external stakeholders require, or potentially require, information on selected serious incidents. 
· Contributing to the Divisional risk register.
· Register for alerts from all relevant bodies (e.g., NICE, RCoG, RCoA, SHOT, NHS England) to receive updates in national guidance.
· Report all relevant incidents to HSIB.
· Liaise with Trust legal department to ensure all appropriate cases are reported to NHS Resolution Early Notification Scheme.


[bookmark: _Toc150246453]4.2.1	Quality and Safety Lead Midwife 

The Quality and Safety Lead Midwife has responsibility for the below :

· Providing professional leadership and managerial advice and support to all staff working in maternity and neonatal services with regard to incident and risk reporting, working closely with the Trust risk management department.
· Providing proactive strategy of risk management aiming to identify risks, provide protection against preventable harm to women and their babies, and employees. 
· Supporting and advising staff in relation to patient safety. 
· Whilst waiting for the organisation’s transition to PSIRF administering the serious incident maternity MDT panels and the resulting action plans providing feedback to relevant groups/committees and staff on emerging trends. 
· Grading of incidents with severity scoring.
· Checking the quality of information provided on the incident forms  for accuracy and completeness.
· Facilitating 72-hour review meetings. 
· Reporting performance data to Maternity Governance and Risk Meeting, together with themes and trends.
· Identifying (via internal and external sources), managing and monitoring of risks; providing reports, information and training as appropriate.
· Completing investigation reports.
· Producing regular feedback of governance activities to staff via newsletters, noticeboards, email and attending teams’ meetings.
· Work in partnership with the Obstetric Lead for Risk and the Quality and Safety Matron to drive the safety agenda forwards and integrate with the LMNS workstreams.


[bookmark: _Toc150246454]4.2.2	Quality and Safety Midwife

The Quality and Safety Midwife:

· Be responsible for ensuring coordination of clinical risk across the maternity service.
· Work with all grades of clinical staff and managers to identify risk, carry out risk assessments and ensure the necessary actions follow and learning takes place.
· Coordinate a planned programme related to the healthcare governance agenda together with the quality and safety team.
· Attends women and their families on the ward providing support and listening to any issues or concerns as part of the Duty of Candour process.


[bookmark: _Toc150246455]4.2.3	Audit and Guidelines Lead

The Audit and Guidelines Lead Midwife is responsible for facilitating the audit and guidelines workstreams, specifically to include:

· Audit:
· Working collaboratively with the Obstetric Audit Lead and the Quality and Safety Matron to ensure the Annual Audit Plan is maintained and includes all relevant audits required nationally and locally.  
· Facilitate and coordinate monthly audit meeting.
· Produce monthly report to Maternity Governance and Risk Meeting of all audit activity and highlight any audit findings that require further action.
· Supporting staff in relation to audit activity.
· Work collaboratively with the Trust Audit Department to ensure that specialist software package (AMaT) is used to monitor audit activity and is utilised fully within the maternity and neonates.
· Ensuring that all audits and service evaluations are registered and completed in a timely manner, and in compliance with audit best practice.
· Working collaboratively with leads for national audits i.e., PMRT, MBRRACE, ANNBS to ensure timely reporting is produced for Maternity Risk and Governance Meeting.  In addition, all national audits / NCEPOD audit action plans are reported to the Clinical Effectiveness Steering Group and Trust Audit Committee.
· Receive feedback at the Maternity Governance and Risk Meeting
· regarding learning identified from incident investigations that should be included in the audit programme.

· Guidelines:
· Working collaboratively with the Obstetric Guidelines Lead and the Quality and Safety Matron and the MNVP to ensure:
· Any local guidance not in alignment with national guidelines must be escalated to the divisional governance meeting for consideration of escalation to Trust Board and LMNS to seek agreement, this will also be captured on the guideline tracker.
· A tracker is maintained of all Maternity guidance/documentation.
· Facilitates the monthly guidelines meeting.
· Publishes ratified guidance onto Micro guide.
· Produces monthly exception report to Maternity Governance and Risk Meeting of all guidance activity and highlight any guidance issues that require further action.
· Inform staff in line with the comms strategy, including summary of changes in practice since last version.
· Facilitates sending draft guidance out for comment to maternity and neonatal staff, collate comments and resolve queries with the author.
· Maintains shared network drive of any archived guidance.
· Receive feedback at the Maternity Governance and Risk Meeting regarding learning identified from incident investigations that prompts a review of local guidance.

[bookmark: _Toc150246456]4.2.4	Family Experience Midwife (FEM)

· Coordinating, responding and undertaking investigations in relation to all Divisional ‘complaints’, ‘concerns’ and ‘comments. This includes resolution of real time concerns.
· Reporting to Maternity and Gynae Governance, Patient Experience Steering Group from a Divisional perspective and Divisional Governance.  The FEM will produce monthly data for inclusion in the monthly Perinatal Quality Surveillance Tool report which includes experience dashboard data (number of compliments, concerns, complaints, de-escalation of concerns, family and friends’ feedback) and themes and trends from service user feedback.
· Contributing to the Exception report (offering details of complaints where doctors who are members of the Deanery have been named). 
· Collaborative working with the local MNVP on outreach projects, review of themes from patient feedback/ survey. 
· Will work collaboratively with MNVP and women and their families to promote coproduction.
· Coordination of the National Maternity Patient Feedback survey and the implementation of actions. 
· Coordinate and undertake the Birth Reflection Service, ensuring any themes are addressed, implementation of any actions and ensuring the necessary referrals to other services have been undertaken. 
· Maintain action trackers for Complaints and FFT and Patient feedback. 
· Responsible for maintaining and updating the maternity website. 
· Sharing ‘Maternity’ news via our social media networks. 
· Provide feedback to staff from service users.
· The Family Experience Midwife is responsible for facilitating the Trust processes for drafting, ratification and publishing patient information leaflets.  They will maintain patient information leaflet (PIL) information on the maternity guidance tracker.
· They will present newly ratified patient information leaflets at the Maternity Audit and Guidelines Meeting for noting and provide assurance that the PIL aligns with local and national guidance.  It is best practice to appendix PILs to guidance when it is updated, and it is the long term aim of Maternity services to align documents in this way.

[bookmark: _Toc150246457]4.3 Director of Midwifery and Neonatal Services and Clinical Director of Women and Newborn Division

· The Director of Midwifery in conjunction with the Clinical Director are accountable for the management of risk in the Division and will ensure the process within the service reflects the organisation wide risk management strategy.
· In partnership with the midwifery, obstetric and neonatal safety champions they play an important role in supporting board safety champions to represent the safety needs of their services at trust board level and as a Divisional Triumvirate they will formally present on Maternity Services at Trust Board at a minimum of quarterly. 
They are responsible for:-
· Promoting high standards of care across maternity and neonatal services.
· Providing visible leadership through modelling professional behaviours in response to safety needs.
· Promoting a culture of multidisciplinary team working with joint training, briefings and handovers.
· Working closely with and drawing on the insights from those leading safety related activity within the organisation.
· Supporting the provision of a seamless multidisciplinary service responsive to the needs of women, babies and their families.
· Acting as a conduit to share improvement priorities and best practice within the organisation.
· Supporting implementation and direction of travel of Maternity and Neonatal Three-year Delivery Plan. 

[bookmark: _Toc150246458]4.4	Obstetric Lead
Strategic & leadership
· To develop, as part of the senior leadership team, a clear strategy & vision for obstetric services, which is centred around women’s needs and aligned with the divisional strategy and National targets.
· To identify the potential for future development of clinical services within obstetrics and ensure the implementation of agreed developments.
· To provide specific leadership to staff in maternity to ensure that they understand and own the strategy for the service and their responsibilities to support all aspects of it.

Service delivery and improvement
· To work with clinical and managerial colleagues to deliver a safe service which is high quality and within the financial envelope of the service.
· To take responsibility for providing assurance to the divisional team on all aspects of governance within obstetrics.
· To chair the maternity governance meeting and take responsibility for its assurance with the Quality and Safety matron.
· To work with the clinical staff to lead, direct and develop clinical practice within the service to improve quality and safety of obstetric high-risk care.
· To identify areas where quality improvement is needed and ensure that those improvements are made.
· To identify and lead specific cost improvement plans.

Management of medical staff
· Shared line management of medical staff in this post with gynaecology clinical lead – authorised signatory for additional payment requests, expectation of job planning with named consultant staff as agreed with CD.
· To engage with and support all grades and staff groups to promote delivery of high quality, safe and efficient care.
· Line manage Labour ward lead, risk lead, governance lead for obstetrics and antenatal service lead consultants.

The post holder is expected to identify sufficient time within their job plan to devote to this role and will be remunerated accordingly. This will be recognised as SPA activity distinct from the SPA activity required for revalidation, clinical governance and continuing professional development. Currently 1 PA

[bookmark: _Toc150246459]4.5 Lead Obstetrician with Responsibility for Risk

· Active participant / expert on investigation panels.
· Give expert clinical advice within the Division.
· Ensure that outcomes/recommendations are cascaded throughout the framework of clinical governance.
· To escalate issues to the Maternity Risk and Governance Meeting and provide feedback on risk management issues to clinical staff in maternity and other areas of the trust as appropriate.
· Develops and updates policies and guidelines.
· Risk management case reviews.
· Participate in 72-hour reviews as requested by the Quality and Safety Midwife
· Chairs the Maternity Risk and Governance Meeting with the Quality and Safety Matron.
· Representative at Southwest Safety Forum.
· Representative at LMNS Safety Sub Group.
· Support PMRT lead midwife with completing PMRT.
· Has one PA allocated to this role which are allocated via the medical rota to align with regular meeting commitments.


[bookmark: _Toc150246460]4.6 Lead Consultant Obstetrician for Labour Ward

· Provide clinical leadership.
· Attends Trust-wide Clinical Risk Group.
· Provide support for junior medical staff.
· Championing improvement within intrapartum care.
· Ensure effective teamwork.
· Develop and implement high standards of obstetric practice.
· Implement change and service improvement through attendance/leadership at the labour ward forum and obstetric consultant meetings.
· Provide expert clinical advice within the Division.
· Representative at Wessex Intrapartum Forum.
· Participate in 72-hour reviews as requested by the Quality and Safety Midwife 
· Provide feedback to individuals and implement any recommended changes to clinical practice.
· Escalate issues to the Maternity Risk and Governance Meeting and provide feedback on risk management issues to staff on delivery suite and other areas of the Trust as appropriate.
· Undertake risk management case reviews and present to the Clinical Risk Group as required.
· Develops and updates policies and guidelines.

[bookmark: _Toc150246461]4.8 Lead Consultant Obstetric Anaesthetist

· Delivery of anaesthesia and analgesia in obstetric practice.
· Has overall responsibility for the anaesthetic service in maternity, liaising closely with the obstetric and midwifery staff.
· Develop and update policies and guidelines.
· Ensure the anaesthetic service is delivered in accordance with national recommendations.
· Contribute to discussion of risk - both actual and potential issues raised in relation to patient safety, in particular high-risk patients.
· Attend multidisciplinary risk management meetings or ensures representation in their absence.
· Participate in 72-hour reviews as requested by the Quality and Safety Lead Midwife
· Provide clinical leadership for the anaesthetists working within the labour ward.
· Participate in multidisciplinary training including PROMPT.
· Escalate issues to the Maternity Quality and Safety Meeting and provide feedback on risk management issues to staff on delivery suite and other areas of the Trust as appropriate.
· Attend relevant maternity investigation panels or will delegate an appropriate consultant anaesthetic colleague to attend.
· Has PA allocated to this role which are allocated via the medical rota. 

[bookmark: _Toc150246462]4.9 Antenatal and Newborn Screening Coordinator
 
· Clinical Lead for Antenatal and Newborn Screening.
· Lead and direct the implementation of Antenatal and Newborn Screening KPI’s and local and national screening.
· Prepare and present quarterly Antenatal and Newborn Screening report at Maternity and Neonatal Quality and Safety Group Meeting. 
· Monitoring the team’s compliance with KPI’s and ensure robust systems are in place to audit and develop action plans.
· Develop annual Antenatal Newborn Screening ( ANNBS) Screening Report 
· Reporting and responding to Screening Incident Assessment Forms


[bookmark: _Toc150246463]4.10Neonatal Matron and Neonatal Consultant Lead 

· Support and implement the requirements of sound clinical governance throughout the service, reviewing national benchmarks, best practice, national audits, NICE guidelines and risk registers and where necessary implementing any recommendations.
· Implementation of a comprehensive programme of quality improvement activity. 
· Ensure clinical standards meet best practice standards, and that recommendations of national service frameworks are met and implemented.
· Participate in 72-hour reviews as requested by the Quality and Safety Lead Midwife
· Establish clear lines of responsibility and accountability for overall aspects of clinical care, utilising feedback loops to clinical colleagues and the outcomes of care-based audit.
· Effective implementation of policies aimed at managing risk, overseeing arrangements for preventing, reporting, investigating and acting upon adverse incidents, and identification and management of poor performance that contributes to poor team working and / or clinical risk.
· Provide expert clinical advice within the Maternity Governance and Risk Meeting.
· Ensure that neonatal risks are identified and included on the departmental risk register and as appropriate escalated to the Divisional risk register.

[bookmark: _Toc150246464]4.11 Neonatal Risk Nurse
· Provide feedback to individuals and implement any recommended changes to clinical practice.
· Escalate issues to the Maternity and Neonatal Governance and Risk Meeting, perinatal network and provide feedback on risk management issues to neonatal unit staff.
· Undertake risk management case reviews.
· Deputise for Neonatal Matron at governance meetings and investigation panels where necessary.
· Participate in 72-hour reviews as requested by the Quality and Safety Lead Midwife
· Manage neonatal incidents reported via Datix as per Trust policy.

[bookmark: _Toc150246465]4.12 Allocated Medical Leads for Maternity Guidelines / Audit & QI 

· Receive feedback at the Maternity and Neonatal Quality and Safety Group Meeting regarding learning identified from incident investigations that should be included in the departments training programme.
· Provide medical leadership to the audit process.
· Provide medical leadership to the guideline ratification process.


[bookmark: _Toc150246466]4.13	Named Midwife for Safeguarding Children and Vulnerable families.
· Provide clinical support, expert advice and staff training on safeguarding women and their families.
· Provide feedback to individuals and implement any recommended changes to clinical practice.
· Escalate issues to the Maternity and Neonatal Quality and Safety Group Meeting, Safeguarding Steering Group and provide feedback on risk management issues to perinatal staff.
· Undertake risk management case reviews.

[bookmark: _Toc150246467]4.14	Lead Professional Midwifery Advocate
· The Lead Professional Midwifery Advocate (PMA) will:
· Provide direction, overall oversight of the PMA service and responsibility for implementation of the PMA Standard Operating Procedure.
· Provide support and guidance to sessional PMA’s and be part of the PMA offer for staff.
· Provide monthly data for the Director of Midwifery and will form a strong link with the Maternity Quality Safety and Education teams.
As part of the PMA team will:
· Delivery all four functions of the A-EQUIP model, identifying gaps and needs within the service through collaborative working with the Director of Midwifery, the maternity Quality & Safety Team and the Practice Education Team.
· Professional midwifery advocates replaced supervision of midwifery which was removed from statute in 2017 and replaced by the Department of Health with the A-EQUIP model. 

[bookmark: _Toc150246468]4.15	PMRT Lead Midwife

Works closely with the Bereavement Midwife
· Recognises cases that require PMRT review. 
· Engages with families.  
· Arranges PMRT review with the assistance of administration staff.  
· Complete information with lead obstetric consultant for risk to start PMRT review within seven working days of a death.  
· Organise with the assistance of administration staff for external reviewers to attend PMRT meetings.  
· Update families on progress of reviews.
· Complete PMRT report and send to appropriate consultant for debrief appointment within agreed timescales.
· Liaise with gynaecology secretaries to arrange debrief appointment.
· Complete PMRT reviews with obstetric lead for risk when requested by other organisations (reciprocal arrangements with LMNS and Wessex)
· Update and manage PMRT actions on central action tracker.

[bookmark: _Toc150246469]5.0 MATERNITY AND NEONATAL GOVERNANCE FORUMS

· Maternity and Neonatal Risk and Governance Meeting 
· Risk Register Meeting
· Maternity Guideline Group
· ATAIN Meeting
· Maternity and Neonatal Audit Meeting
· Perinatal Meeting
· Clinical Governance Half Day
· ANNBS Forum 
· Maternity Safety Champions
· Maternity Improvement Group
· Neonatal Governance Meeting
· CNST Meeting
· Ockenden Working Group 
· PMRT Meeting

[bookmark: _Toc150246470]5.1 Maternity Risk and Governance Meeting

The core meeting for governance within Maternity Services.  The Terms of Reference will include the template agenda which must be followed for every meeting.  Items presented to the meeting and information produced for onward sharing as follows:

	To be reported to Maternity Governance and Risk Meeting:
	Onward dissemination:

	
	

	From:
	Frequency
	Description
	To:
	Frequency
	Description

	Maternity and Neonatal Quality and Safety Team / Senior Leadership Team
	Monthly
	
	Core Patient Safety & Quality Report for Maternity and Newborn

To include:
· Maternity and Neonatal Workforce Report
· SBLv3 Summary
· Risk Register Report
· Safeguarding Monthly Report
· CNST/MIS Compliance
· Ockenden compliance
· Maternity Clinical Dashboard Exception Report
· PMRT monthly highlight report
· Maternity Patient Experience Report (inc. PALS)
· Maternity Audit bi-monthly summary report, highlighting potential risk
· Maternity Guidelines summary report, highlighting potential risk.
· Medical Trainees Report summary (Quarterly)
· MDT Training Compliance 
· ATAIN summary
· ANNBS Quarterly Summary Report
· A-EQUIP quarterly highlight report.
· Perinatal Meeting highlight report
· New Patient Safety Alerts and Notices 
	WNB divisional Governance Meeting

Q&S report to Trust Board & LMNS safety subgroup


	Monthly



Quarterly


	Use template for all output (Div Gov, Board, LMNS)

	Director of Midwifery / DDO
	Quarterly
	Midwifery and Maternity Workforce Report

Includes CNST requirements re staffing and consultant attendance on Labour ward
	WNB divisional Governance Meeting

Trust Board

Trust Board
	Monthly



Monthly

Bi-annually
	For noting and reporting by escalation

PQSS Summary report

Bi-annual midwifery & neonatal staffing report to Board

	Maternity and Neonatal Q&S Matron
	Quarterly
	

	WNB divisional Governance Meeting

Trust Board
	Monthly



Monthly
	For noting and reporting by escalation

PQSS Summary report

	Named Midwife for Safeguarding
	Quarterly
	Safeguarding –quarterly highlight report

To include staff safeguarding training compliance.  Include Serious Case Reviews/CDOP Summary
	WNB divisional Governance Meeting
Trust Board

Integrated Safeguarding Operational Group

Integrated Safeguarding Committee
	Quarterly


Quarterly

Monthly




Quarterly
	For noting and reporting by escalation
Q&S report

Full report




Summary Report

	Women and Newborn Division DMT
	Monthly
	CNST Maternity Incentive Scheme Monthly Highlight Report
	WNB divisional Governance Meeting

Trust Board

LMNS Programme board

	Monthly



Monthly

Monthly




	PQSS report

	Women and Newborn Division DMT
	Monthly
	Ockenden Recommendations Monthly Highlight Report
	WNB divisional Governance Meeting

Trust Board

LMNS Programme board

	Monthly



Monthly

Monthly
	PQSS report

	Q&S matron and Obstetric Clinical Lead


	Monthly
	Maternity Dashboard Exception Report



	WNB divisional Governance Meeting
	Monthly



	For noting and reporting by escalation

	PMRT Lead Midwife & bereavement lead midwife
	Monthly


Quarterly
	PMRT Monthly Highlight Report

PMRT Quarterly Report
	WNB divisional Governance Meeting

Trust Board


Trust Board



LMNS Safety Forum





	Monthly



Monthly


Quarterly



Quarterly






	For noting and reporting by exception

PQSS Summary Report

Full Quarterly Report as per MIS (Q&S report)

Summary of learning from PMRT including in perinatal surveillance dashboard (Q&S report)


	Patient Experience Midwife
	Quarterly
	Maternity Patient Experience Report
	WNB divisional Governance Meeting

Trust Board
	Quarterly



Monthly
	Quarterly Report for noting.


PQSS report

	Audit and Guidelines Midwife
	Bi-Monthly
	Audit Highlight Report
	WNB divisional Governance Meeting

Trust Audit Committee

	Bimonthly



Bi-Monthly
	Summary and reporting by exception.

Summary and reporting by exception

	Audit and Guidelines Midwife
	Monthly
	Guidelines Monthly Highlight Report
	WNB divisional Governance Meeting

Patient Safety Steering Group
	Monthly



Monthly
	Summary and reporting by exception.

Guidance requiring Trust Ratification

	College Tutor
	TBC
	Medical Trainees Report
	WNB divisional Governance Meeting
	TBC
	

	Education Team
	Monthly
	MDT Training Compliance
	WNB divisional Governance Meeting

EPR
	Monthly



Monthly
	Summary and reporting by exception.

Driver

	Inpatient Midwifery Matron / Obstetric Labour Ward Lead
	Monthly
	Labour Ward monthly highlight report
	WNB divisional Governance Meeting
	Monthly
	Summary and reporting by exception

	Neonatal matron / Clinical Lead for Neonatal Services
	Monthly
	ATAIN monthly highly highlight report
	WNB divisional Governance Meeting


LMNS / ICS
	Monthly




Quarterly
	Summary and reporting by exception.


Summary and reporting by exception

	Outpatient Midwifery Matron / ANNBS Coordinator
	Quarterly







Annual
	ANNBS Quarterly Highlight Report






Annual ANNBS Trust Board Report
	WNB divisional Governance Meeting


Trust Board


Trust Board
	Quarterly




Quarterly


Annual
	Quarterly Highlight Report (Q&S report)


Quarterly Highlight Report (Q&S report)

Full Annual Report

	Lead PMA
	Monthly
	A-EQUIP Model highlight report
	Trust Board Quarterly
	Quarterly
	Highlight Report (Q&S report)

	HOM & NN matron 
	Monthly
	Newly issued Patient Safety Alerts and Notices
	WNB divisional Governance Meeting

	Monthly
	Highlight Report



The Maternity and Neonatal Quality and Safety Group Meeting is responsible for ensuring that the incident reporting process adheres to the Trust incident reporting and investigation policy, including reporting through relevant Trust committees as detailed in 3.3 above. 
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5.2	Risk Register Meeting 
Membership includes Divisional Clinical Director, Divisional Director of Operations, Director of Midwifery and Quality and Safety Matron.  Meets bi-monthly to discuss newly identified risks.  Submissions must be in the form of a risk assessment via Datix Risk Register module.  Meeting to agree risk matrix scoring and escalate to corporate team as detailed by corporate Risk Management Policy.  


[bookmark: _Toc150246472]5.4 Maternity Guideline Group  
The Maternity Guideline Group is a multidisciplinary forum to promote standards in clinical practice and ensure that referenced, evidence-based multidisciplinary maternity and gynaecology guidelines for the clinical management of all conditions are produced. The guidelines group meets monthly.

[bookmark: _Toc150246473]5.4.1 National Guidance and Reporting
Any relevant national publications must be brought to the attention of the Maternity governance and risk Meeting where gap analyses may be requested by the Clinical Effectiveness Steering Group.  If a change in local guidance is required, then this will be passed to the Maternity Guidelines Group then on to Guidance leads for actioning.  These national publications include but are not limited to:
· NICE
· RCOG/RCoA
· RCM
· MBRRACE
· NMPA
· HSIB
· UKOSS
· PMRT
· NHS England Patient Safety Alerts and Notices
· UK MIDSS
· NNAP
If the Division does not follow the national guidance, then this should be classed as “agreed noncompliant” and the discussion and decision should be reflected in the Maternity Risk and Governance Meeting minutes. All areas of noncompliance and agreed noncompliance should be escalated and noted at the Women and Newborn Divisional Governance Meeting and consideration must be made to escalation to the Trust Board and LMNS. 
NICE/RCOG compliance is a rolling item on the agenda for Maternity and Neonatal Risk and Governance Meeting. As and when local guidelines need to be produced or updated to implement NICE guidance, these are included on the Maternity Audit and Guideline Group Meeting agenda and overseen by the group. 

[bookmark: _Toc150246474]5.5	ATAIN Meeting 
Avoiding Term Admissions into Neonatal Units (ATAIN).  NHS England have established that over 20% of admissions of full-term babies to neonatal units could be avoided.  The aim of the ATAIN workstream is to reduce the number of babies separated from their mothers in the early neonatal period, to protect the normal bonding process.  If the bonding process is disrupted it can have profound effects on maternal mental health, breastfeeding and long-term morbidity for mother and child.  All term babies (over 37 weeks gestation) admitted to the neonatal unit (for any duration) will be reviewed at a monthly multidisciplinary meeting.  Exceptions are planned admissions and re- admissions for weight loss or jaundice.  The work of the ATAIN group is central to achieving standard 3 of the Maternity Incentive Scheme.  The ATAIN review will keep a rolling tracker of all eligible babies, which constitutes a rolling audit.    

The Group will report monthly by exception to the Maternity governance and Risk Meeting.  


[bookmark: _Toc150246475]5.6 Maternity Clinical Audit Meetings 
The Maternity Clinical Audit Meetings takes place bi-monthly. They are a forum for staff who lead on and are involved with audits and quality improvement projects to present the results and share the learning with the wider team and receive feedback via Q&A. Audits included range from local audits to the local analyses of data from participation in national audits.


[bookmark: _Toc150246476]5.6.1 Audit Programme
The annual Women and Newborn Divisional Audit Programme captures participation in national audits, local audit and quality improvement activity. Additionally the Trust is now using AMAT (Audit Management and Tracking System) . It is used for Clinical Audits, Ward & Area audits, QI, service evaluation, patient/staff surveys, and NICE compliance through real-time data and action control.

Audit results and action plans are noted at the Maternity and Neonatal Risk and Governance Meeting. The results, outcomes and action plans from national reports are shared with other appropriate forum for example Clinical Governance Committee, Hospital Transfusion Committee and the Medicines Steering Group and other groups detailed in 3.3 above.  Action plans may be modified at the request of the above groups. 

When an audit is presented to the Audit Meeting, it must be classified as compliant or non-compliant using the parameters set out in the audit registration documentation.  All non-compliant audits must have an action plan to address the non-compliant status and all audits must have a forward plan for timing of re-audit.

The midwifery and obstetric audit leads are responsible for ensuring an accurate database is kept of all audit activity and related documentation.  A non-compliant audit which represents a significant risk to patient safety must be considered for entry to the Divisional risk register (see Section 5.2).  In addition, a monthly summary of audit activity will be presented at the Maternity Governance and Risk Meeting.


[bookmark: _Toc150246477]5.6.2	UK Obstetric Surveillance System (UKOSS)/UK Midwifery Study System (UKMidSS)
UK-wide Obstetric Surveillance System to describe the epidemiology of a variety of uncommon disorders of pregnancy. Further details on what trusts should report can be found here: https://www.npeu.ox.ac.uk/ukoss 

The Obstetric Lead for Risk is responsible for ensuring that all relevant cases are reported via UKOSS, the Inpatient Midwifery Matron is the lead for UKMidSS.


[bookmark: _Toc150246478]5.8	Clinical Governance Half Day
The agenda for this education session is prepared by the Quality and Safety team with the Obstetric and Neonatal clinical leads.

[bookmark: _Toc150246479]5.9	ANNBS Operational Group

Public Health England have several resources to assist NHS organisations to assess any incident which occurs within a screening programme. Within the maternity department any incident affecting antenatal or neonatal screening will be risk assessed and reported in line with the document: Managing Safety Incidents in NHS Screening Programmes. 
https://www.gov.uk/government/publications/managing-safety-incidents-in-nhs-screening-programmes 

Step 1:  Within 3 working days of identification of the incident, the Screening Incident Assessment Form (SIAF) should be completed by the Screening Lead Midwife, presented at the next Maternity and Neonatal Quality and Safety Group Meeting and amended (if required) to reflect the discussion.  The form is submitted by email to the Screening Quality Assurance Service (SQAS; Public Health England) and Antenatal and Newborn Commissioners (NHS England).  All documents produced for this process must be attached to the Datix incident report.

Step 2: SQAS will recommend the categorisation and management of the incident, including timescales for completion, within 2 days. The updated SIAF is then returned to the local screening service by email.

Declaring a Screening Incident as a Serious Incident
A serious incident may be declared at any point during this 5 working day period, at which point NHS England’s Serious Incident Framework (updated 2015) will apply.
 https://improvement.nhs.uk/resources/serious-incident-framework/
The provider must report the serious incident to the strategic executive information system (STEIS) (or its successor) and the responsible commissioner within 2 working days of the incident being identified as a serious incident.

It is a matter of professional judgement whether to declare a serious incident. Careful consideration of the definition is needed in each case. In most instances, the provider of the local screening service declares the serious incident after deciding this with the commissioner and informed by QA advice.

In distinguishing between a screening safety incident and a serious incident, consideration should be given to:

· whether individuals, the public or staff would suffer avoidable severe harm or death if the root cause is unresolved.
· the likelihood of significant damage to the reputation of the organisations involved.

This means that a near miss can be a serious incident where there is a significant existing risk of a system failing.

If the decision is made to report a screening incident as a Serious Incident the Maternity and Newborn Quality and Safety Matron will present details at the next weekly trust wide Patient Safety Summit meeting for formal discussion and escalation to the Board.
























Figure 1: PHE Reporting and managing screening incidents flowchart: PHE 2021
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In line with national standards, the Trust has an Antenatal Quality Forum co-chaired by the Clinical Obstetric Lead for Antenatal and Newborn Screening and the Lead Midwife for Screening, with attendance form the Outpatient Matron to oversee audit, management and quality of the Antenatal and Newborn screening programmes. 

The Antenatal and Newborn Screening operational group meets monthly and report to the Maternity Risk and Governance Meeting.

[bookmark: _Toc150246480]
5.10	Maternity Safety Champions 
In England, every maternity provider is expected to nominate three individuals – two on the front line, an obstetrician and a midwife, who are jointly responsible for championing maternity safety locally, and a board member. The champions on the front line have links with the board, the local maternity clinical network and the maternal and neonatal health safety collaborative in their region.   The group meets monthly and provides a direct reporting route to the Trust Board for frontline clinical staff.





[bookmark: _Toc150246481]5.11	Maternity Improvement Group 

The purpose of the Maternity Improvement Group is to monitor improvement and progress against the maternity improvement plan.  It will report to the Executive Performance Review on a monthly basis and escalate any risks and barriers to improvement.

· The group chair should be the Director of Maternity and Neonatal services. In the absence of the chair, the deputy chair shall be the Head of Maternity and Neonatal services.
· Core membership shall be Director of Maternity and neonatal services, Divisional Director of Operations (Women & Newborn), Clinical Director for Women & Newborn and Clinical Lead for Obstetrics.
· Attendees outside of core members includes (but not limited to):, Maternity Quality & Safety Matron, Transformation Project Lead Midwife, Head of Maternity and Neonatal services, Maternity Outpatient Matron, Maternity Inpatient Matron, Neonatal Matron, Obstetric Lead for Risk, Obstetric Lead for Antenatal, Fetal Monitoring Lead Midwife, Fetal Monitoring Lead Obstetrician, Practice Development Midwife, Bereavement Lead Midwife, Digital Lead Midwife, Clinical Lead for Neonatal and Clinical Lead for Obstetric Anaesthetics, MNVP representative and LMNS representative.
· Core committee members should aim to attend all scheduled meetings and must attend a minimum of two thirds of meetings.
· Other attendees outside of core members may be asked to attend to support as necessary.
· The Maternity Quality & Safety Administrator shall act as Secretary to the group and shall attend to take minutes of the meeting, provide appropriate support to the Chair and group members as well as update the meeting invite with attendees as appropriate.
· The Transformation Project Lead Midwife will have oversight over the actions and maintain the progress on the maternity improvement plan.

· The meeting will be considered quorate when there:
· is a minimum of two members of the DMT or nominated deputies
· is a senior midwife (Deputy DoMN or Maternity Q&S Matron)
· is secretarial support available
· is a senior obstetrician (, Clinical Lead for Obstetrics or Obstetric Risk Lead)

[bookmark: _Toc150246482]5.12	NHS Resolution/ CNST Maternity Incentive Scheme 

This scheme is run and administered by NHS Resolution; the aim is to support the delivery of safer maternity care through an incentive element to trusts contributions to the CNST. The scheme was developed in partnership with the national maternity safety champions and rewards trusts that meet the ten safety actions designed to improve the delivery of best practice in maternity and neonatal services.  The scheme assesses the 10 safety actions which are updated each year. 

A working group has been created to monitor progress towards achieving compliance with all ten components of the scheme and to collate the evidence required for the CNST submission.

5.13 [bookmark: _Toc150246483]Neonatal Governance Meeting
The Neonatal Governance Group is a multi-professional group of clinicians. The group has been established to  oversee, review and implement local policy & procedural changes within neonatal service.
The group will review neonatal governance process including guideline creation/review, changes in practice, new equipment and service updates. It will report and disseminate learning from complaints and claims within the neonatal service, consider actions taken and ensure lessons are learnt and shared within the maternity and trust structure.    

Core members:
· Neonatal Matron (Chair & Mat/Neo safety Champion)
· Consultant Neonatologist (deputy chair & Mat/Neo safety Champion) 
· or representative 
· Maternity Quality & Safety Matron or representative  
· Postnatal Service Lead
· Inpatient matron
· Neonatal nurse representation 
· Newborn Screening team representation 
Attendance as requested/required:
· Consultant Anaesthetist
· Representation from Midwives and Medical staff from other areas 

The group will meet bi-monthly. 


[bookmark: _Toc150246484]5.14	Perinatal Mortality Review Tool (PMRT) Meeting

Meets monthly.  The purpose of this meeting is to ensure MDT oversight of all perinatal mortality and to manage actions associated with each investigation.  Cases to be reviewed are:
· All late miscarriages / late fetal losses (22+0 to 23+6 weeks gestation)
· All stillbirths from 24+0 weeks gestation)
· Neonatal death from 22 weeks gestation (or 500g if gestation is unknown) (up to 28 days after birth)
· [Neonatal deaths from 29 days after both may be reviewed but there is no statutory requirement to do so]
Attendance should be at least two members of the professional groups involved in care.  There should also be an external reviewer (reciprocal agreements exist within the LMNS and Wessex).

The bereavement midwife should not chair the meeting, nor administer it as per the requirements of the CNST Maternity Incentive Scheme Year 5[footnoteRef:2]. [2:  NHS Resolution. Maternity Incentive Scheme Year 5.  Published 31/05/2023.  ] 

[bookmark: _Toc150246485]

6.0 Incident Reporting and Management

Staff are required to report adverse incidents and near misses via the Datix reporting system. This is accessible via the intranet and is a web-based tool. Staff do not require a Datix login to report an incident, and all staff are empowered to make reports.

Maternity and Neonatal services have a trigger list (Appendix 13) which is displayed in each department to prompt reporting of specific incidents; however, staff are encouraged to report all concerns.  

The maternity and neonatal quality and safety team will routinely triangulate data captured by the Maternity and Neonatal case management software (Euroking and Badgernet) regarding themes and trends in adverse incidents and to ensure all adverse incidents and near misses are reported.

[bookmark: _Toc150246486]6.1 Case review and investigation process

There are several categories of incident which must be reported and will routinely be reviewed, these include but are not exhaustive:

· Maternal death
· Maternal admission to Intensive Care Unit
· Maternal collapse e.g., eclampsia, anaphylaxis, cardiac arrest
· Massive Obstetric haemorrhage: blood loss >1500ml
· Significant event e.g., hysterectomy, uterine rupture, bladder trauma
· Retained foreign object during procedure.
· Anaesthetic complication e.g., dural tap, nerve injury, failed intubation
· Obstetric anal sphincter injury
· Shoulder dystocia
· Sequential instrumental delivery, or unsuccessful instrumental delivery
· Neonatal death
· Antepartum or intrapartum stillbirth (not planned termination of pregnancy)
· Term admission to neonatal unit
· Neonatal birth trauma e.g., laceration, fracture, nerve injury
· Undiagnosed fetal anomaly
· Neonatal neurological issue e.g., HIE, intraventricular haemorrhage, seizures
· Arterial cord gas pH <7.0 and/or base excess >-10
· Apgar score <7 at five minutes
· Severe neonatal infection e.g., line infection, necrotising enterocolitis, missed GBS, meningitis, HSV
· Pathological jaundice (ABO incompatibility, antibodies)
· Maternal postnatal readmission 
· Patients fall or injury
· Venous thromboembolism in pregnancy or <6/52 postnatal
· Delay in treatment >24 hours (IOL or elective C/S)
· Equipment unavailable or failure
· Staffing or acuity problem
· Data protection or security issue
· Blood transfusion reaction, wasted blood products, issues with cross match.
· Pressure damage
· Medication error
· Staff injury including needlestick.
· Patient or visitor injury
· Violence or aggression from patient or visitor
· Nonattendance from consultant when requested as per RCOG guidance.
· Cases where concern is raised by any member of the MDT
· Cases which appear to fulfil the criteria for NHS Resolution, MBRRACE-UK reporting, Each Baby Counts, or the Perinatal Mortality Review Tool (PMRT)
· Unplanned return to theatre

This trigger list may be subject to change once the organisation transitions to PSIRF.



The perinatal trigger list is at Appendix 13.




[bookmark: _Toc150246487]6.2 Table: Case review and investigation process



The Maternity and Neonatal Quality and Safety Team will conduct a daily review of newly reported incidents.  In addition, there will be regular triangulation of data with the maternity and Neonatal case management software (Badgernet and Euroking).  Incidents will be managed as follows:

[bookmark: _Toc150246488]6.2.1	Incidents graded as No Harm or Low Harm or near miss
The appropriate incident handler, usually the clinical area lead midwife or doctor, reviews the information available to ensure the harm rating is correct.  They are responsible for taking any appropriate actions, documenting these on Datix.  Once complete, the datix status will be changed to “Final QC check and closure”.  The corporate patient safety team enact final closure of the datix.

Should the incident relate to a postpartum haemorrhage and is confirmed as low harm, once the datix is completed, the notes must be passed to the Quality and Safety Midwife who will collect data for the continuous audit for PPH.

[bookmark: _Toc150246489]6.2.2	Incidents reported as Moderate Harm or Above
The Quality and Safety Lead Midwife/Midwife is responsible for reviewing the incident and ensuring the harm rating is correct.  Where there is confirmed moderate harm or above, they will ensure that Duty of Candour Stages 1 and 2 are completed if not already actioned by clinical staff.  Duty of Candour Stage 1 is recorded by way of a pre-printed sticker in the medical notes.

[bookmark: _Toc150246490]6.2.3	OASI, Shoulder Dystocia, PPH and ATAIN
For incidences of Obstetric Anal Sphincter Injury (OASI), Shoulder Dystocia, Postpartum Haemorrhage or Term Admission to the Neonatal Unit, the Quality and Safety Lead Midwife/Midwife will review the notes carefully to identify if there were acts or omissions which contributed to the incident.  If there were no acts or omissions in care which contributed to the incident, after completing Duty of Candour Stage 1 and 2, the notes will be passed to the Quality and Safety Midwife for inclusion into the relevant continuous audit/review process.  Each continuous audit will be reported monthly at the Maternity and Neonatal Quality and Safety Group Meeting.  The learning from the audits will be shared at the relevant forums, e.g. Labour Ward forum.

[bookmark: _Toc150246491]6.2.4	72 Hour Review/Report
For all other incidents, and those in 6.2.3 above where there was an identified act or omission which contributed to the incident, the Quality and Safety Midwife will facilitate a 72-hour review which should take place within three working days of the incident.  This review group should consist of a relevant MDT as follows:
· Senior Midwife for the relevant clinical area
· Member of the Maternity and Neonatal Quality and Safety Team
· Consultant Obstetrician unless incident entirely in midwifery led care
· Consultant Anaesthetist if incident involved anaesthetic care
· Consultant Paediatrician / Neonatal Matron if applicable to the incident
· Any other member of the MDT as a learning experience and to promote transparency in incident reviews
· PMA

It is essential that the review group does not contain staff who were directly involved in the incident, unless their input is required for the panel to form a conclusion.

A 72-hour report will be drafted after this review to reflect the information discussed and clearly state what level of investigation the group recommends.  Any immediate actions must be clearly documented in the report.  The Quality & Safety Midwife will ensure these immediate actions are captured on the Datix.  The completed 72-hour report is sent to the corporate patient safety team for inclusion at the next weekly Patient Safety Summit Meeting.

[bookmark: _Toc150246492]6.2.5	Patient Safety Summit
Terms of reference to be published:  Patient safety summit terms of reference (microguide.global)
Maternity and Neonatal Quality and Safety Matron or a nominated representative and the Obstetric Lead for Risk or a nominated representative will attend the weekly Patient Safety Summit chaired by a member of the Executive Board.

The corporate patient safety team will produce a tracker to be discussed by each Division, containing details of outstanding actions from previous meetings, new incidents of moderate harm or above, serious incident investigation (SII) and commissioned clinical reviews (CCR).  In addition, any 72 hour reports prepared by the Divisional team will be presented and a decision taken on the level of investigation: either local review, CCR or SII.  All HSIB cases will automatically become SII, and progress reviewed weekly via the tracker.  On a monthly basis the tracker also contains details of the Divisional compliance with Duty of Candour, with data drawn directly from Datix.

If the Patient Safety Summit decides the level of investigation is either CCR or SII, terms of reference and the identity of an investigating officer (IO) shall be jointly agreed between the Patient Safety Summit and the Department.

[bookmark: _Toc150246493]6.2.6	Commissioned Clinical Review (CCR) and Serious Incident Investigation (SII)
The Maternity and Neonatal Quality and Safety Team assist the IO to review the incident and make contact with the family, maintaining this throughout the investigation process. The obstetric consultant responsible for the woman’s care should be informed by the Quality & safety midwife and allow opportunity for clinical follow up which must not be delayed by any investigation. Statements or first-hand accounts may be sought from staff.  The IO is responsible for producing a final draft of the investigation in accordance with the Trust Serious Incident Requiring Investigation (SI) Policy (2018).

[bookmark: _Toc150246494]6.2.7	Investigation Panel
The Maternity and Neonatal Quality and Safety Team convene a panel who will thoroughly examine all evidence and form a view of the care provided and comparison to national guidance.  The purpose of the panel is to provide assurance that a robust system review has taken place.  The panel chair then drafts the investigation report and shares with the panel for review and approval.  It may be necessary for the panel to re-convene to consider new evidence or to resolve differences of opinion.  Should there be an unresolved difference of clinical opinion, this must be discussed at the Trust Patient Safety Summit.  The panel comprises of:
· Matron or nominated deputy for the relevant clinical area
· Member of the Maternity and Neonatal Quality and Safety Team
· Consultant Obstetrician unless incident entirely in midwifery led care
· Member external to the Trust (for SII)
· Consultant Anaesthetist if incident involved anaesthetic care
· Consultant Paediatrician / Neonatal Matron if applicable to the incident
· Any other member of the MDT as a learning experience and to promote transparency in incident reviews
· PMA
· Obstetric and /or midwifery Fetal Surveillance Lead if interpretation of fetal monitoring is relevant to the case

It is essential that the review group does not contain staff who were directly involved in the incident.
Draft report to be sent to panel, clinicians involved in the case and all members of the DMT for commenting prior to CRG. Panel to make recommendations, action plan to be created by DMT using SMART actions.

6.2.8	Clinical Risk Group
The final draft report and action plan is presented to the Clinical Risk Group (CRG) which meets bi-weekly.  CRG is chaired by a member of the Executive Board.  Presentation is either by the IO or the Maternity and Newborn Quality & Safety Matron.  CRG may request alterations to the report and when assured the report is complete ratifies the investigation and action plan.  CRG recommends that the Trust Chief executive signs the final investigation report.

[bookmark: _Toc150246495]6.2.9	Finalising the Report 
Once the report is ratified by CRG and signed off by executives, the Maternity and Newborn Quality and Safety Matron contacts the patient / family to offer an appointment to meet with themselves and a consultant obstetrician (as appropriate) in order that the learning from the report can be shared with them.  Once this meeting has taken place the Maternity and Newborn Quality & Safety Matron writes to the patient/family to satisfy the requirements of Duty of Candour Stage 3 and formally concludes the report process.

Should the patient/family decline to attend a report sharing meeting, the Quality and Safety Matron drafts a letter for the Trust Chief Executive to sign.  This letter satisfies the requirements of Duty of Candour Stage 3 and formally concludes the report process.
Learning from the review must be introduced into clinical practice within 6 months of completion of the panel and shared across the LMNS (Ockenden 2022).


[bookmark: _Toc150246496]6.2.10	Maternal Death	
In the event of a maternal death, the Divisional SOP: Maternal Death should be followed.  The Maternal Death Checklist Appendix to this SOP must be used to record all essential actions.  The investigation process follows that of SII and/or HSIB.  The Quality and Safety Matron or nominated deputy will report the death externally via MBRRACE and inform the LMNS.  See Section 8 below.

Should a maternal death not be investigated by HSIB, the review panel must be chaired by an external clinician and include representatives from all applicable hospital/clinical settings.

Learning from the review must be introduced into clinical practice within 6 months of completion of the panel and shared across the LMNS (Ockenden 2022).


[bookmark: _Toc150246497]6.3 Decision making regarding external reporting responsibility of each case

With each case review consideration should be made as to whether the case is reportable within the national programmes:

	Programme
HSIB
NHS Resolution ENS

MBRRACE-UK maternal mortality

MBRRACE-UK perinatal mortality
MBRRACE-UK PMRT

	Lead Reporter
Quality and Safety Matron
Quality and Safety Matron / Legal services

Quality and Safety Matron / 
Bereavement Lead Midwife
Bereavement Lead Midwife
PMRT Lead Midwife



[bookmark: _Toc150246498]6.4 Healthcare Safety Investigation Branch (HSIB)

HSIB investigates incidents that meet the Each Baby Counts (EBC) criteria and maternal deaths that meet HSIB criteria for investigation. HSIB have been tasked to conduct external investigations for eligible cases in NHS hospitals in England.  The eligibility criteria are as follows:
· Eligible babies include those born at term (≥37 completed weeks of gestation), following labour, that had one of the following outcomes:
· Intrapartum stillbirth
· Early neonatal death when the baby died within the first week of life
· Severe brain injury diagnosed in the first seven days of life with one or more of the following:
· Diagnosed with Grade III hypoxic ischaemic encephalopathy (HIE)
· Actively therapeutically cooled
· Had all three of the following signs: decreased central tone, comatose, seizures of any kind.

Babies whose outcome was the result of congenital anomalies should be reported to HSIB as normal and are then excluded centrally by the HSIB team. 

The definition of labour for Each Baby Counts includes:-
· Any labour diagnosed by a health professional, including the latent phase of labour at less than 4 cm cervical dilatation
· When the woman called the unit to report any concerns of being in labour, for example (but not limited to) abdominal pains, contractions or suspected ruptured membranes
· Induction of labour
· When the baby was thought to be alive following suspected or confirmed pre-labour rupture of membranes. 

HSIB Criteria for investigation of a maternal death include: -
· All direct and maternal indirect deaths of women while pregnant or within 42 days of the end of the pregnancy. These incidents must meet the criteria set out in ‘Saving lives, improving mothers’ care’ (see Section 8.1), a report by MBRRACE-UK. We may investigate some maternal deaths which do not entirely fit within these two categories. HSIB exclude the investigation of cases where suicide is the cause of death. All maternal deaths are reported as an SII via the weekly Patient Safety Summit and the Strategic Executive Information System (STEIS).

Local & Regulatory Responsibilities 
HSIB’s maternity investigations have replaced the trusts' internal maternity serious incident investigations but will still be reported as an SII internally. Maternity events that fall outside the specified HSIB criteria will be investigated as per local policy for management of incidents/serious incidents.

Duty of Candour (inclusive of HSIB information), a 72-hour report and reporting via Patient Safety Summit / STEIS will be completed at the same time as a HSIB referral.  The 72-hour report will capture immediate actions / learning and these will be managed on the Divisional Tracker held by the Corporate Patient Safety Team.

The incident will also be reported to MBRRACE-UK where required. Where cases meet the criteria for reporting to the Perinatal Mortality Review Tool, the PMRT midwife and obstetric lead for risk will complete the factual information on PMRT.  Once the HSIB investigation is complete, HSIB and appropriate representatives from the Trust will review the PMRT together to ensure both reports are aligned.  The HSIB investigation identification number will be entered onto PMRT by the PMRT Lead Midwife. 

[bookmark: _Toc150246499]6.5 Parental Involvement and Engagement

Parents' whose baby has died have the greatest stake in understanding what happened and why their baby died. Engaging bereaved parents in the review process and including their views and any concerns and questions they have about their care will enhance the process and ensure that from the outset the review addresses their questions. Parents, particularly mothers, are the only individuals who were present for the whole of the pregnancy and therefore have a unique perspective on everything that happened to them and their baby.

Feedback from parents will be actively sought for all cases where onward referral is indicated, or where a case is being investigated internally. 

There are a series of contact points to encourage participation:
· Initial debrief / Duty of Candour conversation, including an apology to the parents 
· Duty of Candour letter (which includes information on onward referral and seeks input into the process) - this is in line with the CNST standard
· Initial bereavement letter introducing the PMRT review process
· Use of PMRT parent engagement resources
· Invitation to comment on draft investigation reports for factual accuracy where appropriate
· Feedback sessions to receive results of investigations, histopathology reports, post mortem reports etc.
· Duty of candour meeting (post-investigation)

Where parents engage in the investigation process, their concerns will also inform the terms of reference for the investigation. 

Consent should be sought from women for the Trust to share the woman’s contact details to enable HSIB to contact them directly and discuss the HSIB process. The referral is made via a reporting portal HSIB Investigation Management System (HIMS) by the Maternity and Neonatal Governance Team.
 
If HSIB accept the case they take consent for release of the woman’s records, at which point the records can be uploaded to HIMS, alongside relevant guidelines, policies and other relevant data.  If HSIB accept a PMRT criteria case, they will take the lead on parental engagement / feedback, this will be explained to the family. The Trust will continue to offer bereavement support.

[bookmark: _Toc150246500]7.0 NHS Resolution/ Early Notification Scheme

NHS Resolution is a Special Health Authority, which operates in a similar way to an insurer by providing protection for clinical negligence to NHS hospitals. NHSR work to ensure that patients who are eligible to receive financial compensation do so as quickly as possible.

NHS Resolution’s Early Notification (EN) scheme aims to provide a more rapid, caring response to families whose baby may have suffered severe harm. On completion of the HSIB safety investigation, where a case has progressed following referral for a potential severe brain injury, a copy of the final report is shared with NHS Resolution for them to commence their in-house specialist review and decide whether:

· There is any evidence that the baby has a hypoxic brain injury that could potentially result in compensation; and 
· If so, whether there are any concerns about the care provided to the mother or baby.

Further information about NHS Resolutions Early Notification (EN) scheme can be found via:  Early notification scheme - NHS Resolution

During the coronavirus pandemic, NHS Resolution EN reporting moved from trust providers responsibility to a more collaborative response with HSIB. This is now to become a permanent arrangement (NHS Resolution 2022).

The HSIB / SII referral is notified by submission of the relevant notification form (NB the form is updated yearly) to the Trust’s Legal Department.  The Head of Legal attends the Maternity Risk and Governance Meeting quarterly to ensure that they are aware of all cases meeting the EN scheme criteria.

· The notification asks the reviewers to make an initial assessment regarding the care provision and assess whether there was:
· No suboptimal care
· Suboptimal care / different management would not have made a difference to outcome
· Suboptimal care / different management might have made a difference to outcome
· Sub-optimal care / different management would reasonably be expected to have made a difference to the outcome

Any notification where the Trust states that different management would potentially or reasonably have made a difference to the outcome will be reviewed by NHS Resolution and a file opened (in preparation for any legal action taken).  For any case opened, medical notes for the infant and woman will need to be provided with the investigation report, histology reports etc.   NHS Resolution reporting of all eligible cases forms one of the criteria for the CNST incentive scheme.

NHS Resolution receives anonymised data reports from Badgernet which enables it to identify potentially missed cases. This data is not fed back routinely but is highlighted at the time of the CNST incentive scheme submission, where any perceived discrepancy between reported cases and Badgernet data will be raised and interrogated. Such cases are reported to the trust’s lead reporters to try and identify the case and ensure complete reporting. 

[bookmark: _Toc150246501]8.0 MBRRACE-UK perinatal mortality 
 
From 1st January 2013 onwards the following deaths eligible for notification are:-

· Late fetal losses – delivery between 22+0 and 23+6 weeks of pregnancy (or > 400g if gestation unknown), showing no signs of life.
· Stillbirths – delivery ≥ 24+0 weeks gestation (or > 400g if gestation unknown) showing no signs of life irrespective of when death occurred (for example, an intrauterine demise diagnosed at 23+5 but delivered at 24+1).
· Early neonatal deaths – death of a live born baby (≥ 20 weeks gestation or > 400g if gestation not known) occurring before 7 completed days of life.
· Late neonatal deaths – death of a live born baby ((≥ 20 weeks gestation or > 400g if gestation not known) occurring 7 - 28 completed days after birth.

It should be noted that:
· Post-neonatal deaths are exempt
· Terminations of pregnancy which fulfil any of the criteria above should be reported.  (i.e. all terminations from 22+0 weeks are reported plus any terminations of pregnancy from 20+0 weeks which resulted in a live birth ending in neonatal death).

Cases are reported via the MBRRACE-UK portal which requires a log in:-https://www.mbrrace.ox.ac.uk/

The process for this is:
· Notification (all cases – as listed above) 
· Surveillance audit (not required for Terminations of pregnancy)
· Perinatal Mortality Review Tool (PMRT) – if the case meets the criteria for the review (as set out in PMRT section).

Timeframe
In line with CNST the Trust is required to notify MBRRACE-UK of all eligible deaths within seven working days of the death and the surveillance information, where required, must be completed within one month of the death. 

All deaths should be reviewed by the Bereavement Team and assessed for the need for MDT review. (TOP cases are not reviewed on DATIX unless there are any identified care and service delivery issues.  Where appropriate the case will be presented and discussed at the weekly Patient Safety Summit and a decision made regarding the need for a formal investigation. Depending on the findings of the review, the death may require declaration as a serious incident or other investigation. 
Not all eligible cases need to be reported as SIs – this will be determined by the level of harm determined at Patient Safety Summit.

If the care for the woman and/or baby was shared between more than one organisation a joint investigation should be undertaken. Consideration should be given to having representation external to the trust to ensure appropriate scrutiny during SI investigations. 

The case will be reported via the MBRRACE-UK portal by the lead reporter. The MBRRACE-UK office will ensure that they receive all the relevant documentation and reports are received in order that the case can be included in the national reviews. 

[bookmark: _Toc150246502]8.1 MBRRACE-UK maternal mortality

Eligible cases that require reporting to MBRRACE are as follows: 
· Women who died in pregnancy (any gestation).
· Woman who died within 1 year of the end of pregnancy (whether the pregnancy ended through miscarriage, stillbirth, livebirth or termination).
NB The cause of death is not relevant to the eligibility.

Local Roles/Responsibilities

All maternal deaths should be presented and discussed at a 72 hour review and presented to Patient Safety Summit and a decision made regarding the level of harm.  A report will always need to be written and submitted; however the circumstances of each case should be considered fully to inform the grading of the case.  The case will be reported to the LMNS and ICB to ensure transparency. 

Non-StEIS-declared deaths will need the final report shared with the ICB and NHS England to ensure that the learning from the case is shared.

If the care for the woman is shared between more than one organisation a joint investigation should be undertaken. All maternal death investigations should include one or more representatives external to the trust to ensure appropriate scrutiny. 

All cases should be reported to the National Perinatal Epidemiology Unit (NPEU) at Oxford via telephone: 01865 289715. The case will be logged and a reference number allocated. An audit sheet and accompanying guidance will then be issued for completion to be returned with a copy of the medical notes.

The MBRRACE-UK office will ensure that they receive all the relevant documentation and reports are received in order that the case can be included in the national reviews. 

[bookmark: _Toc150246503]The role of candour in maternal deaths 

All women who die during pregnancy or within 1 year following miscarriage, termination of pregnancy or birth (whether of a live birth or stillbirth) will be investigated in line with NHS England’s protocol for maternal death and reported to MBRRACE-UK. Staff will be open and transparent in fulfilling the duty of candour which will be undertaken and completed by the lead organisation in the investigation. The role & process will align with the Trust policy ‘Duty of Candour and Being Open’ Policy.

[bookmark: _Toc150246504]9.0 Perinatal Mortality Review Tool (PMRT)
 
Please refer to Maternity Services SOP for PMRT at Appendix 14.  PMRT meetings are scheduled on an ad hoc basis when required by the PMRT Lead Midwife and all eligible cases are scheduled for a MDT discussion which includes external representation as per the NPEU PMRT recommendations. Terms of reference are at Appendix 14.
PMRT reporters / users can register to gain access to the system via the following registration form, and supported / signed off by the Head of Midwifery or Consultant Lead https://www.npeu.ox.ac.uk/assets/downloads/pmrt/PMRT_registration_form_-_July_2021.pdf . On completion, this should be returned to MBRRACE-UK mbrracele@npeu.ox.ac.uk who will then contact the user with their log in details See website: https://www.npeu.ox.ac.uk/pmrt for further detailed information.
CNST / PMRT
Completion of PMRT for all eligible cases forms one of the criteria for the CNST maternity incentive scheme, with specific time frames for different stages of the review that need to be met to meet the specifications of incentive scheme. Further details relating to the CNST & dependent on what year the scheme is within can be found via: https://resolution.nhs.uk/services/claims-management/clinical-schemes/clinical-negligence-scheme-for-trusts/maternity-incentive-scheme/ 
A further standard within the CNST Maternity Incentive Scheme, requires all deaths that are reviewed within PMRT and any consequent action plans should be reported quarterly to Trust Board and also formulate part of the quarterly safety champion meeting discussions. 
In line with CNST, all babies suitable for PMRT review will have commenced review within two months of each identified death (CNST 2021).
PMRT software includes an integrated action tracker but it is essential that the Maternity and Neonatal Quality and Safety Group Meeting are notified of all actions created by the PMRT meeting to include on the Maternity and Neonatal Quality and Safety Group Meeting action tracker.

PMRT Criteria (NPEU 2018)
The PMRT has been designed to support the review of the care of the following babies:
· All late fetal losses 22+0 to 23+6;
· All antepartum and intrapartum stillbirths;
· All neonatal deaths from birth at 22+0 to 28 days after birth;
· All post-neonatal deaths where the baby is born alive from 22+0 but dies after 28 following care in a neonatal unit; the baby may be receiving planned palliative care elsewhere (including at home) when they die.

PMRT Exclusion (NPEU 2018)
The PMRT is not designed to support the review of the following (and are therefore exempt):
· Termination of pregnancy at any gestation.
· Babies who die in the community 28 days after birth or later who have not received neonatal care.
· Babies with brain injury who survive.

Duty of Candour
All perinatal deaths will be thoroughly reviewed. The Perinatal Mortality Review Tool (PMRT) will be completed for all eligible cases as per MBRRACE-UK recommendations. Duty of candour (depending on the circumstances) will be completed, all parents will be contacted as part of the case review / bereavement input / PMRT process to input into the review process. Clinical concerns from case review will be report to the Maternity Risk and Governance Meeting and decisions made regarding the need for further review or investigation.


[bookmark: _Toc150246505]10.0 DUTY OF CANDOUR 

Duty of Candour roles/responsibilities will align with the trust policy ‘Duty of Candour and Being Open Policy’.

Candour is described as:-

“Any person who uses the service harmed by the provision of a service provider is informed of the fact and an appropriate remedy offered, regardless of whether a complaint has been made or a question asked about it.”

The department will utilise the definitions of harm as set out in CQC Regulation 20: Duty of candour. Information for all providers: NHS bodies, adult social care, primary medical and dental care, and independent healthcare. (March 2015).

Duty of Candour will be employed where incidents fulfil the criteria which include death, prolonged psychological harm to the patient, or either moderate harm or severe harm where an incident is defined in line with definition of a notifiable safety incident as set out in CQC Regulation 20:

“Any unintended or unexpected incident that occurred in respect of a service user during the provision of a regulated activity that, in the reasonable opinion of a health care professional, could result in, or appears to have resulted in: -
a) the death of the service user, where the death relates directly to the incident rather than to the natural course of the service user’s illness or underlying condition, or 
b) severe harm, moderate harm, or prolonged psychological harm to the service user”

Moderate harm is defined as: -
“Moderate harm means harm that requires a moderate increase in treatment, and significant, but not permanent, harm.”

Where a moderate increase in treatment is as follows: -
“An unplanned return to surgery, an unplanned re-admission, a prolonged episode of care, extra time in hospital or as an outpatient, cancelling of treatment, or transfer to another treatment area (such as intensive care).”

[bookmark: _Toc150246506]10.1 The role of candour 

Birth is a physiological process in which complications can occur spontaneously, many being unpreventable and unpredictable, even when risk assessment and care planning has been undertaken in a timely and robust way. 

Each case will be reviewed by the Maternity and Neonatal Quality and Safety Team who will assess events and determine whether harm has occurred and if so whether Candour applies. In all cases the clinical teams should ensure that they act in an open and transparent way and candour undertaken as soon as possible, to ensure women / families are kept fully informed. This should be documented in the medical notes as well as via the incident management system. 

Candour will be completed for incidents if, following case review, it is considered that there has been moderate harm or above (as per the CQC definitions). The application of Candour will not be determined by the clinical outcome solely. Cases meeting the threshold for Candour will be managed in line with the Trust Duty of Candour and Being Open Policy.

Duty of Candour will be monitored by the Corporate Risk Management Team via a monthly tracker of outstanding Duty of Candour cases.  Individual incident leads will receive automated email notification when Duty of Candour is applicable.  In addition, the Divisional Quality and Safety Team will routinely monitor compliance and assist members of the management team to complete their statutory responsibilities.

[bookmark: _Toc150246507]10.2 Responsibilites when candour has been commenced by the clinical team 

In all cases where Candour has commenced and/or the family have requested further contact, the Candour process will be completed (irrespective of the circumstances of the incident).
Where a staff member commences the candour process (and promises feedback and /or an investigation report) it is their responsibility to notify the Maternity and Neonatal Quality and Safety Team via Datix incident reporting.  The candour conversation must be followed up in writing by a letter to the family, detailing the information discussed at the duty of candour meeting. 

[bookmark: _Toc150246508]11.0 LEARNING AND SHARING 

There are a number of routes through which learning and sharing occurs across perinatal services.  The team share both good practice and congratulatory feedback and learning to improve performance / service provision as well as raising awareness of the themes and trends across the unit. 

One / some / all of the below routes may be used for any cascading of learning:-

· Safety champions
· Labour Ward Forum
· LMNS
· Governance and Ward Newsletters
· Emails to staff
· Quality & Safety Noticeboards and Hot Files
· Safety Huddles: Information may be taken back from meetings by attendees, or a request made from meetings to clinical teams to include learning in the daily huddles.
· Individual staff feedback: Email feedback / meetings in person with staff members, line management or educational supervisor. 
· After Action Review: supported debrief offered and conducted by relevant trained individuals (TRIM practitioner) and can include both identify learning and feedback learning from cases.
· Debrief meetings: Facilitated by line managers, Maternity and Neonatal Quality & Safety Team or PMA / Educational Supervisors following an event which is being reviewed, has been traumatic, or where significant learning has been identified.
· Education team / mandatory training: Integrating learning points from adverse events into relevant aspect of the maternity service training programmes. This is feedback to the educational lead at the monthly Maternity and Neonatal Quality and Safety Group Meeting. The learning points are included in training such as PROMPT (Practical Obstetrics Multi-Professional Training), CTG seminars and live skills and drills sessions.
· Students: Any incident involving a student midwife will be notified to the Maternity Education team who will ensure that adequate support is provided to the student via the link lecturers and cohort leads from their university.
· The Maternity and Neonatal Quality and Safety Team will engage with students in conjunction with this support mechanism during the course of a case review / investigation to ensure that the student understands why events are occurring and have sufficient support. 
· Preceptors: Any incident involving a preceptor midwife will be notified to the Practice Education Midwife who will ensure that adequate support is provided. 
· Trainees / doctors via Governance Half Days and Educational Supervision.
· Any learning extracted from a case review will be fed back to preceptees to ensure that they are confident in practice and are receiving both positive feedback and constructive feedback regarding any perceived areas for improvement.
· Audit and perinatal meetings: The Quality and Safety Team will be invited to present at the Divisional audit days regularly by the audit lead consultant. This is an opportunity to either discuss themes and trends or use a specific case to demonstrate how the investigation process works and share learning from a specific incident. Clinical cases are selected to be presented at the monthly perinatal meeting. 

[bookmark: _Toc150246509]12.0 Deanery
It is now a regulatory responsibility for an employer to notify the Deanery when a doctor in postgraduate training (DrPGT) is substantively involved in a Serious Incident (SI).

Substantively involved means:
· Directly implicated as contributing to a serious incident
· Directly implicated in the response to and management of a serious incident
· Or a combination of the above 

The reporting of doctors to the Deanery is agreed at the investigation panel meeting. The nominated person in the Trust for reporting to the deanery is the postgraduate training lead.
[bookmark: _Toc59624819][bookmark: _Toc59624843][bookmark: _Toc59626630][bookmark: _Toc59626883]
[bookmark: _Toc150246510]Appendices Table:
	Appendix 1: Maternity and Neonatal Risk and Governance Meeting ToR and Perinatal Quality Surveillance Tool
	




	Appendix 2:  W&ND Risk Register Meeting ToR
	


	Appendix 4: Maternity Guidelines Group ToR
	

	Appendix 5:  ATAIN Meeting ToR
	


	Appendix 6: W&ND Clinical Audit Meeting ToR
	


	Appendix 9: Antenatal Quality Meeting ToR
	




	Appendix 10: Maternity Safety Champions ToR
	


	Appendix 11: Maternity Improvement Group ToR
	


	Appendix 12: NHS Resolution / CNST Maternity Incentive Scheme Meeting ToR
	


	Appendix 13: Incident Reporting Trigger List
	


	Appendix 14: PMRT SOP
	





Maternity Safety Champions


Trust Board


Quality Board


Local Maternity and Neonatal System


Maternity Services Staff


Divisional Management Team


Maternity and Neonatal Quality and Safety Group Meeting


Maternity and Neonatal Voice Partnerships



Incident Reported on Datix


Daily Datix Review by Maternity and Newborn  Quality & Safety Team (DQ&ST)


Regular Review of Badgernet / Euroking to triangulate data


Incidents reported as No or Low Harm:


Incident Handler to ensure harm rating correct, take any appropriate actions


Close Datix


Incidents reported as Moderate Harm or above:
N.B.  Automatically notified to DMT via Datix


DQ&ST to ensure harm rating correct. Duty of Candour Stages 1 & 2


DQ&ST arrange 72 hour review panel


Q&S Matron presents 72 hr report to Patient Safety Summit


PSS make decision on level of review:


Decsion: Local Review


Decision:  Commissioned Clinical Review


Decision:  Serious Incident Investigation


Incident Handler to complete local review and complete Duty of Candour Stage 3


Close Datix


Division leadership appoint IO and sets ToR


IO conducts investigation, assisted by DQ&ST


DQ&ST arrange panel meeting to review and approve report


Final Draft Report presented to Clinical Risk Group by IO or Q&S Matron


Once approved by  CRG, patient/family invited to attend report share meeting


If report share meeting declined, written Duty of Candour Stage 3


Report share meeting followed by written Duty of Candour Stage 3


Close datix


Division leadership appoint IO and sets ToR


IO conducts investigation, assisted by DQ&ST


DQ&ST arrange panel meeting and approve report


Final draft report presented to Clinical Risk Group by IO or Q&S Matron


Once approved by CRG, patient/family invited to attend report share meeting


If report share meeting declined, written Duty of CAndour Stage 3


Report share meeting followed by written Duty of Candour Stage 3


Close Datix


If incident meets HSIB reporting criteria, case follows SII pathway with external investigation


If incident is ATAIN, Shoulder Dystocia, PPH or OASI unless there were acts or omissions in care which contributed, once DoC is performed, data will be collected for rolling audits, reported to Monthly Divisional Quality and Safety Group


If PPH with low harm, case details must be included in monthly rolling audit


Stage 3 Duty of Candour to be performed by DQ&ST with details of audit review.


Close Datix
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The aim of this report is provide a quarterly update on the implementation and monitoring of all five elements of the Saving Babies Lives care bundle v2 and to provide assurance of actions taken to improve the quality and safety of our service. 



Introduction 



Saving babies lives audits for quarter XX 2023/24 have been completed in order to provide assurance to our Trust and LMNS that all five elements have been implemented. We are working towards a consistent high level of compliance to improve care for our women and their families which in turn will assist in reducing the still birth and neonatal death rates. 

	

An audit plan has been developed in order to continually monitor and identify areas to improve the service and outcomes relating to the care bundles: 



 Element 1: Reducing Smoking in Pregnancy 

 Element 2: Risk assessment and surveillance for fetal growth restriction 

 Element 3: Raising awareness for reduced fetal movements 

 Element 4: Effective fetal monitoring during labour 

 Element 5: Reducing pre-term birth 



 Element 6:Managing Existing Diabetes in Pregnancy 







Element 1 Reducing Smoking in pregnancy 



		Quarter audit % 



		Actions taken and progress made 



		

Rag rate 









































		









Element 2 Risk assessment and surveillance for fetal growth restriction 



		Quarter audit % 



		Actions taken and progress made 



		











































		











Element 3: raising awareness for reduced fetal movements 

		Quarter audit % 



		Actions taken and progress made 



		











































		







Element 4: Effective fetal monitoring during labour 

		Quarter audit % 



		Actions taken and progress made 



		











































		









Element 5: Reducing preterm birth  

		Quarter audit % 



		Actions taken and progress made 



		











































		







Element 6: Managing Existing Diabetes in Pregnancy 

		Quarter audit % 



		Actions taken and progress made 



		











































		











Saving Babies Lives Version 3 Dashboard – (example data and rag rating)  

		Element

		

		Recommendation / action

		Source

		Implemented rag rate

		Q1 compliance %

		Q2 compliance %

		Q3 compliance %

		Q4 compliance %



		1

		1ai

		Percentage of women where CO measurement is recorded at booking 

		All women 

		

		

		

		

		



		

		1aii

		Percentage of women where CO measurement is recorded at 36 weeks

		All women 

		

		

		

		

		



		

		3aiii

		Percentage of women with a CO measurement is >4ppm at booking

		All women 

		

		

		

		

		



		

		4aiv

		Percentage of women with a CO measurement is >4ppm at 36 weeks

		All women 

		

		

		

		

		



		

		1b

		Percentage of smokers that have an opt out referral at booking to an in-house tobacco dependence treatment service

		All smokers at booking

		

		

		

		

		



		

		1c

		Percentage of smokers that are referred who set a quit date

		All smokers who are referred

		

		

		

		

		



		

		1d

		Percentage of women who have a CO level >4ppm at booking and <4ppm at 36 weeks

		All smokers at booking 

		

		

		

		

		



		

		1e

		Percentage of smokers who set a quit date with CO <4ppm after 4 weeks

		All smokers who set quit date

		

		

		

		

		



		2

		2a

		Percentage of women where a risk status for FGR is recorded at booking 

		All women 

		

		

		

		

		



		

		2b

		Percentage of women with SGA fetus identified antenatally recorded on E3 

		All women with SGA fetus detected antenatally

		

		

		

		

		



		

		2c

		Percentage of PMRT cases annually where identification and mgmt. of FGR was a relevant issue

		Previous 12 months PMRT cases

		

		

		

		

		



		

		2d

		Percentage of babies born <3rd centile above 37+6 weeks

		SGA audit 

		

		

		

		

		



		

		2e

		Percentage of babies >3rd centile <39+0 gestation

		SGA audit 

		

		

		

		

		



		3

		3a

		Percentage of women who attended with RFM had a computerised CTG

		All AN women who attended

		

		

		

		

		



		

		3b

		Proportion of women who attend with recurrent FGM who had USS to assess fetal growth

		GAP audit

		

		

		

		

		



		

		3c

		Percentage of stillbirths that had an issue identified with RFM management identified using PMRT

		PMRT

		

		

		

		

		



		

		3d

		Rate of IOL when RFM is the only indication before 39+0 weeks 

		E3

		

		

		

		

		



		4

		4a

		Percentage of staff who have received training in CTG interpretation, IA, human factors and situational awareness 

		All staff training data 

		

		

		

		

		



		

		4b

		Percentage of staff who have successfully completed mandatory annual competency assessment 

		All staff training data

		

		

		

		

		



		

		4c

		Fetal Monitoring lead roles appointed

		

		

		

		

		

		



		

		4d

		Percentage of intrapartum stillbirths, early neonatal deaths and severe brain injury where failures in intrapartum monitoring is a contributary factor

		

		

		

		

		

		



		5

		5a

		Percentage of singleton infants less than 27 weeks of gestation, multiples less than 28 weeks of gestation, or any gestation with an estimated fetal weight of less than 800g, born in a maternity service on the same site as a neonatal intensive care unit (NICU)

		

		

		

		

		

		



		

		5b

		Percentage of women giving birth before 34 weeks of gestation who receive a full course of antenatal corticosteroids within 1 week of birth.

		

		

		

		

		

		



		

		5c

		Percentage of women giving birth before 30 weeks of gestation who receive magnesium sulphate within the 24 hours prior to birth.

		

		

		

		

		

		



		

		5d

		Percentage of women who give birth following preterm labour below 34 weeks of gestation who receive IV intrapartum antibiotic prophylaxis to prevent early onset neonatal Group B Streptococcal (GBS) infection.

		

		

		

		

		

		



		

		5e

		Percentage of babies born below 34 weeks of gestation who have their umbilical cord clamped at or after one minute after birth.

		

		

		

		

		

		



		

		5f

		Percentage of babies born below 34 weeks of gestation who have a first temperature which is both between 36.5– 37.5°C and measured within one hour of birth.

		

		

		

		

		

		



		

		5g

		Percentage of babies born below 34 weeks of gestation who receive their own mother’s milk within 24 hours of birth

		

		

		

		

		

		



		

		5h

		Perinatal Optimisation Pathway Compliance (Composite metric): Proportion of individual elements (1 to 7 above) achieved. Denominator is the total number of babies born below 34 weeks of gestation multiplied by the number of appropriate elements (eligibility according to gestation)

		

		

		

		

		

		



		

		5i

		Mortality to discharge in very preterm babies (NNAP definition) Percentage of babies born below 32 weeks gestation who die before discharge home, or 44 5jweeks post-menstrual age (whichever occurs sooner)

		

		

		

		

		

		



		

		5j

		Preterm Brain Injury (NNAP definition): Percentage of babies born below 32 weeks gestational age with any of the following forms of brain injury: a) Germinal matrix/ intraventricular haemorrhage b) Post haemorrhagic ventricular dilatation. c) Cystic periventricular leukomalacia

		

		

		

		

		

		



		

		5k

		Percentage of perinatal mortality cases annually (using PMRT for analysis) where the prevention, prediction, preparation or perinatal optimisation of preterm birth was a relevant issue.

		

		

		

		

		

		



		

		

		Maternity care providers will provide outcome data to the Trust Board and share this with the LMNS relating to the incidence of women with a singleton pregnancy giving birth (liveborn and stillborn) as a % of all singleton births:

		

		

		

		

		

		



		

		5la

		a) in the late second trimester (from 16+0 to 23+6 weeks)

		

		

		

		

		

		



		

		5lb

		b) preterm (from 24+0 to 36+6 weeks)

		

		

		

		

		

		



		6

		6a

		Demonstrate an agreed pathway for women to be managed in a clinic, providing care to women with pre-existing diabetes only, where usual care involves joined-up multidisciplinary review (The core multidisciplinary team should consist of Obstetric Consultant, Diabetes Consultant, Diabetes Specialist Nurse, Diabetes Dietitian, Diabetes Midwife) and holistic pregnancy care planning – this should be a one stop clinic where possible and include a pathway for the provision/access to additional support (e.g. asylum support, psychology, mental health) either within the clinic or within a closely integrated service (with shared documentation etc). 

		

		

		

		

		

		



		

		6b

		Demonstrate an agreed pathway for referral to the regional maternal medicine for women with complex diabetes.

		

		

		

		

		

		



		

		6c

		Demonstrate an agreed method of objectively recording blood glucose levels and achievement of glycaemic targets.

		

		

		

		

		

		



		

		6d

		Demonstrate compliance with CGM training and evidence of appropriate expertise within the MDT to support CGM and other technologies used to manage diabetes.

		

		

		

		

		

		



		

		6e

		Demonstrate an agreed pathway (between maternity services, emergency departments and acute medicine) for the management of women presenting with DKA during pregnancy. This should include a clear escalation pathway for specialist obstetric HDU or ITU input, with the agreed place of care depending on patients gestational age, DKA severity, local facilities and availability of expertise

		

		

		

		

		

		



		

		6f

		The percentage of women with type 1 diabetes that have used CGM during pregnancy – reviewed via the NPID dashboard (aiming for >95% of women)

		

		

		

		

		

		



		

		6g

		The percentage of women with type 1 and type 2 diabetes that have had an HbA1c measured at the start of the third trimester (aiming for >95% of women)

		

		

		

		

		

		







Insert Trust logo
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Saving Babies Lives Action Plan

Saving Babies Lives Action Plan



		Element

		Date added

		Action required

		By whom

		Deadline

		Evidence of completion

		Progress

		Status



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		










image10.png
-
—
S oS .
-
¢
p——
i e
bk
'
e
s N
e
o o
!
—
R
!
—

Identiy I

take

Follow intemal
ance process:
ot involved,




image11.emf
Maternity Risk and  Governance (Q&S) ToR - Final.docx
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Women and Newborn Division, Safety Champions Terms of Reference





MATERNITY 

GOVERNANCE AND RISK COMMITTEE (Quality and Safety)

TERMS OF REFERENCE



		Document Change Control



		Date of version

		Version Number

		Type of Revision Major/Minor

		Description of Revisions

		Author



		June 2023

		1

		

		New Document

		Interim Q&S Matron (Maternity and Neonates)



		December 2023

		1.1

		Minor

		Minor additions to membership and agenda. Minor reformatting.

		D. Freemantle Q&S Matron











		Date Adopted 

		



		Review Frequency 

		Annual 



		Terms of Reference Drafting 

		Interim Quality and Safety Matron (Maternity and Neonates) 



		Review and Approval 

		 To be ratified at inaugural Group Meeting 



		Adoption and ratification 

		 







1. AIM OF THE GROUP



To provide effective governance and quality assurance to support the Women and Newborn Division and corporate objectives, promoting a positive and responsible culture which supports continuous quality improvement.


2. MEMBERSHIP AND ATTENDANCE AT MEETING


3.1 The group chair should be The Obstetric Consultant Lead for Risk or Obstetric Lead or Quality and Safety Matron for Maternity and Neonatal services

 

3.2 Attendees include core staff below but the Group meeting is open to all staff working in maternity and neonatal services:

Quality and Safety Matron (Maternity and Neonates)

Neonatal Matron and/ or Neonatal Risk Lead

Quality and Safety Lead Midwife

Quality and Safety Midwife

Director of Midwifery  

Inpatient Midwifery Matron

Outpatient Midwifery Matron

Family Experience Midwife

Lead Midwife for Education

Audit and Guidelines Midwife

Maternity and Neonatal Voice Partnership Representative



Core members are expected to attend or send a nominated deputy if unavailable.


The Maternity Quality and Safety Administrator shall act as Secretary to the group and shall attend to take minutes of the meeting, provide appropriate support to the Chair as well as update the meeting invite with attendees as appropriate.  Standard agenda at Appendix 1



3. QUORACY

The meeting will be considered quorate when there:

· One medical representative

· One senior midwife (at matron level or above)

· Neonatal representation

· Including one additional attendee from the Core Membership



4. DUTIES

To ensure effective governance arrangements by:

· Developing, implementing and monitoring actions arising from incidents, complaints, patient feedback, audit and other quality intelligence.  

· Monitoring and ensuring compliance with the complaints process, including oversight of compliance with response deadlines and quality of the complaint response.  

· Monitoring and ensuring compliance with the incident process, including oversight of compliance with timely review and closure of incidents including the mandated timeframes for investigation and report completion.  In addition, ensuring reports are of high quality and address any concerns raised by patients, carers and families.

· Ensuring compliance with the Duty of Candour requirements with meaningful engagement with patients, carers and families when dealing with complaints and incidents.

· Providing oversight of risk management.  This will include ensuring the risk register is current, regularly reviewed, that risks are appropriately graded and actions are appropriate to mitigate the risk in line with the Risk Management Strategy and Policy.  

· Ensuring development of monitoring systems to provide the committee that activity is being carried out appropriately.

· Ensuring compliance with the Information Governance Compliance requirements.

· Triangulation of all quality intelligence (related to safety, experience and outcomes) to understand the functioning of the department in respect of the quality of care and outcome for patients.  

· Receiving monthly exception reports from maternity audit and guideline meeting to obtain assurance of effective governance, audit and risk management.

· Sharing learning from quality intelligence across the department, and organisation as appropriate, through a variety of methods to ensure all staff are communicated with effectively to support sustainable change.  

· Ensuring an escalation report (Perinatal Quality Surveillance Tool) is completed monthly for escalation to the Women and Newborn governance Committee. 

· Promoting a just and open culture where continuous quality improvement is encouraged and internal scrutiny is seen as an integral and seamless component in the delivery of healthcare.

· Monitoring compliance with all local and national quality standards, including the CQC fundamental standards, ensuring that all deficits are addressed.

· Encouraging user involvement in service improvement and planning at all levels.

· Acting as a discussion forum to challenge the existing practice in the light of evidence-based medicine or clinical effectiveness data as it is presented to the committee.

· Undertaking the role in approval of new policies and guidelines within the department as appropriate/required.

· Receiving and act on reports as required from the CQC, Confidential Enquiries and any other National reports and also any relevant local reports.

· Assessing benchmark or audit data and recommending action with regard to changing clinical practice and improving value for money.

· Provide assurance reports to other Committees as required.



5. RELATIONSHIPS AND REPORTING
As set out in the Maternity and Neonatal Governance Framework, the Group will report monthly to the Women and Newborn Division Governance Committee, using the Perinatal Quality Surveillance Tool as specified below.



The Group will ensure that all relevant actions, changes in practice or lessons for learning will be disseminated throughout the group via:

· Maternity and Neonatal Governance Newsletter

· LASER

· Investigation Learning Vignettes

· Ensuring completed investigations are freely available to all staff working in Maternity and neonatal services

· Email communications



6. DELEGATED AUTHORITY


6.1 The group has no specific authority outside the respective delegated authority of the individual group members.


6.2 The group is empowered to investigate any activity within its Terms of Reference, and to seek any information it requires from staff, who are required to co-operate with the group in the conduct of its enquiries. 


6.3 The group should debate, challenge and ensure the robustness of information provided.



7. CONDUCT OF BUSINESS



7.1 The group shall meet on a monthly basis


7.2 Unless otherwise agreed, notice of the meeting confirming the venue, time and date together with an agenda of items to be discussed and supporting cover papers, shall be forwarded to each member, or any other person required to attend, no later than 5 working days before the date of the meeting.

Members and others submitting papers for consideration are expected to present these in sufficient time so that they can be uploaded into the shared drive for the information of members one week before the meeting.



7.3 On occasion, the meeting will receive reports containing confidential information. This information must not be disclosed outside of the meeting unless a decision has been made within the meeting that this action is appropriate. In that situation, the individual who will make this disclosure will be nominated by the meeting: disclosure must only occur through this individual and all other members will be expected to maintain confidentiality as required under the General Data Protection Regulations.



7.4 Draft minutes of the meeting will be circulated after the meeting to all members for checking for accuracy.



7.5 The Group will establish a work programme. The frequency of reporting will be defined based upon the nature and rate of change of the data.
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		Group Name:

		Maternity Clinical Governance & Risk (Quality and Safety)  



		Date of Meeting:

		



		Time:

		



		Venue:

		



		Chair:

		



		Apologies to:

		







		Ref

		Description

		Item presenter 

		Objectives 



		1. 

20mins

		Opening Business



		

		Noting/ Discussion/ Review



		1.1

		Welcome and Apologies



		Chair

		Noting



		1.2

		Minutes of previous Maternity Risk & Governance meeting



		Chair

		Noting/discussion



		1.3



		Risk and Governance Action Tracker Log 



		Chair

		Discussion/Action



		1.4



		Good news



		Chair / Q&S team 

		Noting



		

		Terms of Reference (ToR) - January

		

		Discuss, Approve



		2. 30mins

		Governance, Leadership and Accountability

		

		



		2.1



		Risk Register highest rated and new risks

		Q&S Matron

		Noting



		2.2



		Birth centre transfer data

		Inpatient Matron

		Discussion / Action



		2.3



		LMNS update

		DoM

		Noting



		2.4



		Medical Trainees Report (quarterly) 

To be presented Apr/Jul/Oct/Jan

		College tutor (HR)

		Noting



		2.6



		A-EQUIP Quarterly Highlight Report

To be presented March, June, Sept, Dec

		Lead PMA

		Noting



		2.7



		Maternity and Neonatal Safety Champions 

To be presented quarterly (report)

		DoM

		Noting



		3.

30mins

		Assurance

		

		



		3.1

		NHSR Maternity Incentive Scheme (MIS) update

		DoM / Obsteric Lead

		Noting



		3.2

		Saving Babies Lives update

		Q&S Matron

		Noting



		3.3

		Ockenden update

		DoM

		Noting



		3.4

		Maternity Safety Improvement Programme update

		DoM

		Noting



		3.5

		Audit update 

		Audit lead 

		Noting



		3.6

		Guidelines for approval 

Guidelines are circulated with the agenda. This is for noting as updated and/or ratified as required by Trust policy locally within Maternity Guidelines Group (MGG)

· Guideline name and embedded documents

		GL lead

		Approval



		3.7

		Guideline Tracker update 



		GL lead 

		Noting



		3.8

		ANNB Screening Report (quarterly) 

(To be presented March, June, Sept, Dec)

		Screening lead

		Noting



		4.

40mins

		Quality and Safety

		

		



		4.1

		DATIX update 

		Q&S team

		Noting



		4.2

		72-hour reviews and themes over the last month

		Q&S team



		Discussion and noting



		4.3

		SII and CCR updates (discussed at PSS)

		Q&S team



		Noting



		4.4

		Compliance tracker update (actions from SII’s and CCR’s) – 

		Q&S team



		Discussion / Action



		4.5

		Risky business - The month’s learning from cases and themes plus any coming soon to a board near you!

		Q&S team



		Noting



		4.6

		Perinatal Quality Surveillance Tool (monthly report)

		Q&S team



		Noting



		4.7

		Education Dashboard Update 

		Education lead

		Noting



		4.8

		Patient safety updates / National guidance

		Q&S team

		Noting



		4.9

		Maternity Clinical Dashboard: Maternity Priority Dashboard

(National dashboard: Microsoft Power BI)



Maternity Priority Dashboard - Power BI Report Server (salisbury.nhs.uk)

		Q&S team/ Risk lead

		Noting/discussion



		4.10

		Quarterly ‘Quality and Safety Report’ highlights

(To be presented March, June, Sept, Dec)

		Q&S Matron

		Noting



		4.11

		Safeguarding & Perinatal Mental Health (PMIH)

(To be presented Jan, April, July, Oct)

		Safeguarding Lead Midwife

		Noting



		4.12

		Quarterly ‘Litigation Scorecard’

(To be presented March, June, September, December)

		Q&S Matron / Trust Barrister

		Noting



		4.13

		Case presentation and discussion

(To include human factors) 

        

		Cons/trainee &/or Midwife & Ed lead MW

		Discussion



		5.

15mins

		Family Experience / MNVP 



		

		



		5.1

		Complaints and concerns 



		Patient Experience MW

		Noting



		5.2

		· User experience

· MNVP update 



		Patient Experience MW and MNVP chair

		Noting / discussion



		5.3

		Friends and Family survey results, pulse survey

		Patient Experience MW

		Noting



		6.

5mins

		Workforce and Staff Engagement



		

		



		6.1

		· Vacancy and sickness rates

· Appraisal rate

· Staff survey (midwives and doctors)

· SOX

· Staff concerns/feedback – walkabouts / open forums



		Maternity Workforce Lead Midwife

		Noting



		7.

10mins

		Speciality Reports 



		

		



		7.1

		· ATAIN (Jan, April, July, Oct) – for approval

· PMRT (Feb, May, Aug, Nov) – for approval

· BFI - Infant feeding team (IFT) (Feb, May, Aug, Nov)

· Baby Steps and PIMS (annual)

		Specialist teams / Named Leads

		Approval

Approval

Noting 

Noting



		8.



		Escalations from Maternity Service to Board via  Divisional Governance

		

		Noting



		9. 



		AOB

		

		



		

		Current Awareness Reports / QI



		

		



		10.

		Close and evaluation of meeting 

https://forms.office.com/Pages/ResponsePage.aspx?id=slTDN7CF9UeyIge0jXdO4zGbLd42DDRBvGqYCOOak2RUNlZPQk5VUFJWRlNNMlBHRDFCRFk5RUlNMiQlQCN0PWcu
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Appendix 2 – Perinatal Quality Surveillance Tool
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Background and underlying
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90% compliance for all staff
groups working in Maternity
has been mandated in the
Clinical Negligence Scheme for
Trusts (CNST) 2022-23
guidance for a consecutive 12-
month period.

90% compliance will remain the
local target pending receipt of
reviewed CNST guidance

Improvement actions planned, timescales,
and when improvements will be seen

Staff rotations account for the apparent
decrease in compliance with training planned
to mitigate this.

An updated Core Competency framework is
anticipated from NHSE which will inform the
training plan for the next 3 years and will
include tools to ensure workforce modelling
enables full compliance

Current Compliance Sept 2022-Mar 2023

Risks to delivery and mitigations

It is essential that there is sufficient
headroom (as being reviewed by The Local
Maternity and Neonatal System [LMNS]) to
support the maternity and obstetric staffing
models in releasing staff for fetal
surveillance and PROMPT training. This is
in relation to the Ockenden Immediate and
Essential Actions.
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Responsive

Postive:

Timely appointments

Friendly midwives

Midwives Supportive of decisions made to formula feed from birth
Women choosing to birth at home felt supported in their decisions
Explanations for medical processes clearly explained

Good communication when a caesarean became necessary

Areas for Improvement:

Having to repeat history to different clinicians

Support with breastfeeding to ‘hold breast’ inconsistency with breastfeeding
advice

Partners feeling ignored by sonography

Lack of adequate meals for mothers who have ‘missed mealt times’
Women feeling they have to agree to a vaginal examination

Neonatal Care Service user engagement

Recruitment updates, positive on going recruitment - first International
midwife started in post, band 5 interviews — 20 shortlisted, plan recruitment
day on 10/6 with neonates and paediatrics

Self-rostering discussion from exit interviews feedback

Community car permit issues

Entonox emissions — risk assessment process in place for community
services

Discussions regarding homebirth team and models of care

Complaint and contacts in April:

Compliments 1
- Catheter care
. _ - Transfer of care to the RUH
Online compliments - - Requests for copies of Maternity Records
PALS contacts/concerns 5 - Compliment:

Complaints 0

- Relating to care during an induction of labour,
‘I can’t thank you enough for making me feel safe and empowered. Your support and
encouragement to trust my body was everything and as a result | had the most wonderfully positive

birthing experience.

Your kindness, care and compassion was second to none.’









image4.png


Friendly Progressive








image12.png


nussove @D B 9~ V) = PSCIT Sides v £ search (At-Q) BURRIN, Anrie SALISBURY NHS FOUNDATONTRUST) 48 81— O

Fle  Home Insert Design  Llayout  References  Mailings  Review  View  Help  Accessibiliy Reminder ~ RCM © Comments ~ & Share
c A . . POind ~
N & ™ © @ e [ ] N - Ve |11 A A v | A o ELUT | nsoncane| aasceoe AaBbC asmoce AAR assocer aasbceon aosoceor aosoceon - | o i D!t & Lﬁq :/m L9
. - - ¢ i TNormal | TNoSpac.. Heading1 Heading2 Title. Subtitle  Subtle Em. Emphasis  Intense E... || ictate iitor eus: il leeting Documents
Chat  People  Raise  React  View  Apps  More Camera  Mic Share " <3 Format Painter T leas = " 9 ! & § P ; I seect~ Fies | Report i
Clipboard ] Font ] Styes | Edting | Voice | Editor |ReuseFiles| Inphase Decisions ~ @
T — P T PR P YRR PN R R AN ERRE RN FHRE - FREE PRI R PRI FHIE- SRR PHIE TR PRE TR T
meeting (22) Muteall X M [z Format Text Effects ~ % de Home nsert Pagelayout Formuias Data Review View Help  Accessibilty Reminder © Comments 15 Share
A & i oo Calibri du A A v | BwepTet General < ED B vomelss  Nomal7 Normsl72  Normal72z || | B WY [E] | ZAwesm - Agp 0 -@j
] [@®copy ~ - ill ~ LN
Pa Conditional Format as Insert Delete Format Sorté Find@ | Analyze
. Description Yr4 Comment Current © TextFil " Sromatpaimer | 2 T U |EI-[&- A~ egesCenter < | @8~ % 9 G | Coione P Nomal723 - Normals Normat> Normal il Clear~  Fifter Select~ | Data
. | - = Submission n - n Assessment Clipboard & Font & Alignment & Number & Styles Cells Editing Analysis ~
BURRIN, Annie (SALISBURY NHS .. N 1. | Perinatal Mortality No issues identified or anticipated Nofill
Review Tool using to ® Solafil Al - L N
] required standard for all Gradient il
L L : " perinatal deaths
ERITEDS - L COUNDES - U (‘) ANSELL, Angie (SALISBURY NHs ... % |H 2. | Maternity Services No issues identified or anticipated e &
0 N Dataset Submission to _ — P 2 ! o g g g L L R
] required standard U = : Shcumatsreges
@ ARROWSMITH, Carrie (SALISBUR... K 3. [ Transitional care o Plan in piace to achieve compliance. For virtual ward on + ToOutine 0 Jovecrst) wara Deprrommerysrncrsens e P e, e
B Services minimise Comphant] Loenzo. ¢ and babies to be cared for in maternity . s e
separation of mothers and setting, o y neonatal staff v\ Noline SIa92|  Maternity/W&NB | baby fitted in first 24 hrs ~not|  13/07/2022 19/07/2022
babies Solid line HSIB - fitting was due to
L@ N TS, e BEAUMONT, Tom (SALISBURY N... ] 4. | Clinical Workforce No issues identified or anticipated Gradient line . metabolic disorder sa/0j2022 corcne
, Ge... . Hel... - Planning effective system CR305|  Materity/WENS | Inappropiate Rep Bvaccine e 30/08/2022
\ ]
—— T - s l25/11/2022) eport bein rtied terpanet
; @ BENFIELD, Helen (SALISBURY NH.. b > | Midwifery Workforce No issues identified or anticipated o [G5a7] weermmwans Sietemal speis /a0 Siiaon 2r/01/2005
\( R Planning S11537|  Maternity/W&NB baby for cooling (HSIB] 04/12/2022 13/12/2022
. i 6. Saving Babies Lives Care Non- New bundle published 31/5/23. Extra element for women 7 09/03/2023 For exit.
= e . SB  BROOKES, Sophie (SALISBURY N... Bundle v3 compliance with |WSSESSSSMMNN vith pre-pregnancy diabetes. Work in progress. Several S| Matemi/WaNS | Temadmissonionicy | 29/62/2028 /a0
OLLINS, Peter (SALISBURY NHS FOUNDATION TRUST) all elements P barriers to achieving compliance. Compliance is '\ o S 26/05/2023 feesbengiane starsael
hisvable o [SI558]  Waterniy/wans Defayed Ca Dingnosis 257117202 21/05/2025 08/06/2023 12052003 Awaiing contimatonaiparel e
aa . ) - - ac = - - 1 [511555] _ Maternity/W&N8, Intrapartum stillbirth - HSIB | 16/03/2023 21/03/2023 08/06/2023 518 on site 18/05, further nterviews arrged for 30/05 and 31/05
e COLLINS, Peter (SALISBURY NHS § 7. | Service user involvement No issues identified or anticipated 563 | Mioternity N [pecte simissonto neonal | 16/05/3025 Sojosfs025 W
5 - R and co-production 2
R o Reportforor [ oo
o , 8. | Multidisciplinary Training [RUSES Work in progress. Compliance is achievable D [Directorate / Ward / Dept|summary ofncdent Date Dueto |Within60 [Progress notes
COOMBES, Mandy (SALISBURY o i 0 cce day target?
d R Compliant ® |CR512 Maternity/W&NB___| unexpected admission to NICU 25/05/2023 20/12/2022 HSI1B CASE
N - Fry " laternity/W&H fterine rupture For exit
B 9. | Board Assurance Board to[IENS Awaiting ratification of new Maternity Governance o (CRo00L Materib/WSND u i 18/11/2001 10/01/2025 03/04/2025 05/06/2023
Ward to Board . Framework. Proposed changes to Trust Policy 'S .
] F - " Is, CRs and LRs Signed off -share (stage 3) duty of candour
e (G, (Ut UV WA e B SRRl *Accountabilty and Integrated Governance Framework'. 0 [pirectorate Ward  bept summaryofncident ncident stz | Date sgned Off Duty of{Repertsare
B ompliance is achievable Candour|
] 10. [ HSIB and EN Reporting [ ‘Awaiting ratification of new Maternity Governance s update
—— | DESMOND, Shona (SALISBURY ... & CompiaRE Framework. Compliance is achievable @ (Matemin/WaNs Covid positve 35/40 ransfer [03/08/2021 20072023 08/06/2023
. . omplian from 1CU to St Thomas's for
- CURTIS, Luke (SALISBURY NHS ; = o ccvo fusiing epon share nesing - anangedion e
Y al 7
2 . v B 2
1021 Page 707 1296 words [R B Accessibilty Investigate L& Display Settings [Y, Focus B - — 4+ Open with cCo I
. A = » eportsent to
06/06/2023 P Type here to search i LR =R OINSBA P -1 (51506 [vomen snd hevborn _|Delayed Cancer diagnosis __|23/08/2022 26/01/2003
BN 2: (511510 [Maternity/WENS [Ferm admissin to Nicu 31/08/2022 10/11/2022 20/11/2022 Report share mesting arranged for 2/6 L

Sheet2

W&NB Historical Incidents | Sheet1

WEINB OPEN ACTIONS | W&NB New Incidents

WEINB COMPLETED ACTIONS

WENB Sl Tracker

Ready X Accessibility: Investigate Average: 44993 Count: 6 Sum: 89986 L@ Display Settings [

0 ® L )









image1.jpg










image2.jpg


NHS

Salisbury

NHS Foundation Trust








image3.png












image2.png

NHS|

Salisbury

NHS Foundation Trust







image12.emf
TOR  Women and  Newborn Division DMT updated October 2022.docx


TOR  Women and Newborn Division DMT updated October 2022.docx




Appendix 2



DIVISIONAL MANAGEMENT TEAM

TERMS OF REFERENCE



1.	Formation of this Committee

The Divisional Management Team’s role is to consider key operational and managerial issues within the Division and to ensure that operational pressures and immediate matters are responded to in a timely manner.  



2.	Role

The Divisional Management Team will function as a decision-making body in line with its delegated authority. It will provide effective and proactive leadership to the Division and ensure that robust governance arrangements are in place and high-quality care is consistently delivered. It will provide operational leadership and early identification of any issues/risks relating to safety and quality. 



3.	Membership of the Divisional Management Team

The Divisional Management Team will meet twice a month (as a minimum).



The Divisional Management Team shall be comprised of Divisional members as follows:



· 





Updated and Agreed 12.10.2022

· Clinical Director (CD)

· Director of Midwifery (DOM)/Deputy DOM

· Divisional Director of Operations (DDO)

· Divisional PA



· Finance Business Partner (as required for Finance related items)

· OD&P Business Partner

	







On occasion, other members of the wider Division will be asked to join the Divisional Management Team meetings. 



It is expected that all members will send a Deputy (where applicable) if they are unable to attend the meeting. 



4. 	Chair of the Divisional Management Team	

The Chair of the Divisional Management Team shall be the Divisional Director of Operations, with the Clinical Director adopting the role of Vice Chair. 



5.	Meetings

The Divisional Management Team shall meet twice a month(as a minimum) on a Wednesday. The Chair may at any time convene additional meetings to consider business that requires urgent attention.



6.	Attendance at meetings

Other employees may be invited to attend by the Chair, particularly when the Team is discussing an issue that is the responsibility of that employee.







7.		Notice of Meetings

Meetings of the Divisional Management Team are twice a month (as a minimum) and are diarised accordingly. Notice of each meeting, including an updated action log, items for discussion and supporting papers shall be forwarded to each member of the Committee the Tuesday before the meeting.



8.	Action Points

The action points of all meetings of the Divisional Management Team shall be produced in the standard agreed format of the Trust and kept by the Divisional PA.



9.	Minutes of meetings

		There are no formal minutes of the DMT meetings.  Actions, Items for 	Discussion/Approval are monitored/noted through an Action Log.

		

 10. 	Reporting Arrangements

The Divisional Management Team has a direct reporting line to the Women and Newborn EPR meetings and then escalation to the TMC.



11.	Responsibilities of the Divisional Management Team 

The Divisional Management Team is responsible for ensuring that issues/risks pertaining to safety are escalated in real time and identifies priority actions.  In addition it has responsibility to: 



10.1	Review previous weeks actions and escalate where support is required.

10.2	Review Governance including: 

	- New Divisional Risks (at each DMT)

	- SI actions (at each DMT) 

	- Complaints and concerns (at each DMT)

10.3	Bi-Annual review of Divisional Strategy 

10.4	Review OD & People items (as appropriate).

10.5	Review Finance items (as appropriate).



12.	Administration

	The Divisional Management Team shall be supported administratively by the Divisional PA who will agree the items to be discussed with the Chair or Vice Chair, produce all necessary papers, produce action points, and generally provide support to the Chair and members of the Divisional Management Team.  
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Constitution & Terms of Reference

1. Introduction 

The Neonatal ATAIN Governance Group is a multi-professional group of clinicians. The group has been established for key reasons:

1) To oversee, review and implement local policy & procedural changes within neonatal service, to achieve national standards around term infants admitted to the neonatal unit. 

The group will review >37week gestation infants that are admitted to the neonatal unit. Governance process including: 

1. Suitability of admission to neonatal services

2. Circumstances surrounding separation times of mother & baby   

3. Guideline creation/review relating to term admissions to the neonatal unit. 

4. Changes in practice relating to term admissions to the neonatal unit 

The group will report and disseminate learning from the analysis of term admissions to the neonatal service. The group will consider actions taken to ensure lessons are learnt & shared within the maternity & the wider trust structure.    

2. Constitution 

The group will agree chairperson of the group.

2.1 The Neonatal Governance & Risk Group will comprise:

Core members:

Neonatal Manager (Chair & Mat/Neo safety Champion)

Consultant Neonatologist (deputy chair) 

Consultant Obstetrician  

Maternity Quality & Safety Matron or representative  

Postnatal Service Lead 

Labour Ward Manager 

Neonatal nurse representation (this will be on a weekly basis with term note reviews with neonatal consultant)   

Attendance as requested/required:

Consultant Anaesthetist

Representation from Midwives and Medical staff from other areas 

Health & safety representative  

2.2 The Head of the Trust Risk and Patient Safety Department & Executive

will be sent minutes of the meeting and can attend meeting if required

2.3 The group will meet once every other month 

2.4 In order for the meeting to be considered quorate the chair or deputy must chair meeting 

2.5 Weekly notes reviews will take place with neonatal nursing team and Neonatologist. The findings of these reviews will be communicated to the neonatal manager who will collate infants to be discussed at ATAIN meeting, and complete required Datix. 

2.6 Consultant Obstetrician & Postnatal ward lead will echo the above for the maternity notes.       



3. Terms of Reference 

The group will undertake the following responsibilities:

· Introduction, monitoring & ongoing review of ATAIN policy 

· Ensuring that the clinical monitoring and reporting mechanisms are properly set up and appropriate 

· Monitor the identified actions

· Feed learning and findings back into maternity and the wider trust by way of 1/more of the following:

· Perinatal meeting 

· Maternity Risk meeting 

· NICU & Maternity Governance 

· Trust maternity safety champions meeting  

     

4. Accountability & Reporting arrangements 

4.1 The group will be directly accountable to Divisional Management Team. 

4.2 Neonatal Governance Coordinator/Manager will attend Maternity Risk & Maternity Governance group to feed information into the wider Division. 

4.3 Neonatal Governance Coordinator/Manager will attend Directorate Managers meetings (DMT) for both Maternity + Childrens & Young Peoples Services to feed information back to Directorate level. 

4.4 Neonatal ATAIN Coordinator will attend trust Maternity & Neonatal Safety Champions meetings to feed information to directorate level. 

4.5 Policy implementation and change will be brought to the Clinical Management Board (CMB) for final approval. 





5. Review 

The terms of Reference and constitution will be subject to a 3 yearly review 



Chairman: Geoffrey Dunning

[image: ]

Signature: 



Date Approved: 12/01/2021



GD December 2021
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Salisbury NHS Foundation Trust

Maternity Audit Meeting	Comment by Rachel Coleman: CLARIFY is this just Mat OR Divisional

Terms of Reference								Dated 10 Feb 22

Frequency: First Monday of every month. Time: 12:00-13:00

Venue: Teams/NICU meeting room

Timings: 1hr 	Comment by Rachel Coleman: New Audits and REGISTRATION OF AUDITS?



The conduct of our Audit Meetings shall include but not be limited to:

· Attending and arriving in good time to the meeting.

· Participating actively in group discussions.

· Respecting the ideas of others and keeping an open mind.

· Providing actions and ideas of how we can improve the service.

· Respecting the confidentiality of the information used within the discussions.

· Implement a just and learning culture.



The aims of our audit group are to include:

· Minutes/action points from previous meeting

· Annual audit programme for review (Departmental, divisional and national audits)

· Actions/recommendations from previous audits 

· Promoting a positive and responsible culture, and one which supports continuous quality improvement.  

· Regular audit updates to identify positive feedback to the staff and where extra training maybe be required. 

· Assessing the current status of audits

· Assessing the quality of care provided and identifying any concerns and risks

· Developing and implementing action plans that aim to improve patient care and outcomes 

· Development of a risk based, annual clinical audit plan

· Offering a structure to support departmental improvements, including personal professional development, the support to teams with clear accountability.

· Monitoring Division compliance with all local audits, including the CQC, Ockenden and CNST, as well as audits resulting from SII recommendations



Audit Meeting quorate:	Comment by Rachel Coleman: QUARATE expectations to be defined

· Chair – Obstetrician for Audit

· and Vice-Chair – Audit Lead 

· Scribe/Admin support 

· Lead Obstetrician

· Senior Midwife/Area Leads (invite all band 8’s and 7’s)

· 2 Quality and Safety team members

· 

·  Other members as appropriate (Invite all obstetricians and Midwives, All Welcome)

REPORTING LINE TO BE DEFINED

Action plan to Mat gov

National Audits/bench marking to Mat gov

Guidelines/clinical care changes are required – pathway to Guidelines group and clinical area







Megan Rees Audit Facilitator	Page 2
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· Salisbury Antenatal and Newborn Screening Programme Board

Terms of Reference

Overview: Antenatal and Newborn Screening Programmes are public health interventions agreed by the UK National Screening Committee. There are six programmes and each programme has pathways of complex linked processes where failure at any step can have significant individual and population level effects.  NHS England in partnership with Public Health England has a duty to ensure that the local population is covered by the nationally agreed programmes and that local services adhere to the UK National Screening Standards.



Objective of the Group:  To monitor, advise and steer the Antenatal and Newborn (ANNB) Screening programmes for the target population to ensure safe, effective, efficient and equitable screening services.



		Responsibilities

		Performance review

· To review and monitor performance of the screening programme against the service specifications, national standards and KPIs.

Programme delivery

· To agree and support actions for continuing service improvements in light of national guidance and performance.

· Ensure policies, procedures, protocols and guidelines reflect those of the relevant national screening programme.

· Support the implementation of new guidance and services relevant to the delivery of the programme 

· Ensure that resources are targeted to achieve optimum screening uptake and service delivery



Risk

· To develop a risk register and monitor and agree actions to mitigate risks within local services



Report on delivery of action plans

· To approve remedial action plans developed by the providers following self-assessment and to deliver SQAS recommendations.

· Monitor progress against action plans.

Quality Improvement

· To ensure that appropriate clinical governance, failsafe and other quality aspects are in place

· To discuss screening safety incidents reported each quarter via Screening Incident Assessment forms and manage action plan recommendations and/or escalate as necessary.

· To share and act upon learning from screening safety  incidents and serious incidents



Education and training issues

· Maintain an overview of local training, identifying and addressing / escalating issues of capacity, quality, accessibility to ensure all staff who are involved in the screening programme can access appropriate training and updates. 

  

Health promotion

· Ensure public education/promotion of existing and new programmes



Promoting good practice/Partnership working

· To help maintain constructive relationships between key parties and ensure feedback from programme boards is shared with each department/provider.



· Provide feedback from regional and national groups and in turn share good practice.

Link to the South West Screening, immunisation and Healthy Child Overview group

· Contribute to strategic planning and prioritisation process led by the South West Overview Group.



· Advise the South West Overview Group issues relating to the screening programme





		Meeting Arrangements

		Chair

Screening and Immunisation Lead, NHS England South West Team



Deputy Chair 

Screening and Immunisation Manager, NHS England South West Team



Frequency 

Minimum of three times per year





Membership

A core group is invited to attend throughout the meeting to be joined at indicated times by additional stakeholders with an expertise in individual programmes. If particular members are unable to attend they are requested to provide an update on outstanding actions / current issues or nominate a representative in their place. There is an expectation that core group members attend each meeting.

All decisions that may require changes to the maternity contract or that require agreement from maternity commissioners must involve the CCG maternity commissioners.



Full membership list – See Appendix A





		Quorum

		For the meeting to be quorate the following need to attend:



· ANSCO / Deputy ANSCO

· Representative from South West Team

· Member of maternity management team





		Accountability

		This board reports to and is accountable to the NHS England (South Central) Leadership Team and the Public Health England South West Leadership Team.  Individual group members have a responsibility to report back to their own organisations.



		Products/Reports

		Minutes

Action plan

Risk register to include QA actions

Performance Dashboard with KPIs

Link to provider reports

Critical incident and SUI reports

Screening programme Annual report



		Review

		The terms of reference will be reviewed annually. The next review date is July 2019.







Reviewed

Created 24th January 2014

Reviewed: Meeting 15th January 2015





Updated: July 16th 2015

Updated: July 2016

Updated: August 2017

Updated: April 2019

Appendix A

		

		Name

		Job title/Team

		Organisation

		Contact e-mail



		Core Group:



		

		Daniel Messom

		Screening and Immunisation Manager 

		NHS England

BGSW

		Daniel.messom@nhs.net





		

		Jane Oswin

		Screening and Immunisation Coordinator

		NHS England

BGSW

		jane.oswin@nhs.net





		

		Siobhan O’Callaghan

		Quality Assurance Team

		Public Health England

		so'callaghan@nhs.net





		

		Sharon Evans

		Quality Assurance Team

		Public Health England

		Sharonevans1@nhs.net



		

		Kelly Henderson

Christine Smith

		ANSCO



ANSCO

		Salisbury NHS Foundation Trust

		Kelly.henderson2@nhs.net



Christine.smith67@nhs.net



		

		Charlotte Ashman-Scott

		Postnatal Manager

		Salisbury NHS Foundation Trust

		Charlotte.ashman-scott@nhs.net





		

		Fiona Coker



		Head of Maternity and Neonatal Services 

		Salisbury NHS Foundation Trust

		fionacoker@nhs.net





		

		



Fiona Osmond

		



Physio Lead

		



Salisbury NHS Foundation Trust



		



Fiona.osmond@nhs.net





		

		Joanne Edwards

		Audiology

		Salisbury NHS Foundation Trust

		Joanne.edwards16@nhs.net





		

		Carrie Davies-Bateman

Claire Humphrey

		PNSCO



PNSCO

		Salisbury NHS Foundation Trust

		c.davies-bateman@nhs.net



Claire.humphrey2@nhs.net



		

		Aziza Carthew

		ANNB Screening administrator

		Salisbury NHS Foundation Trust

		Aziza.carthew@nhs.net





		

		Carl Taylor

		Consultant Paediatrician and Lead for NBBS

		Salisbury NHS Foundation Trust

		Carl.taylor@nhs.net





		

		Kim Melbourne

		Maternity Risk Manager

		Salisbury NHS Foundation Trust

		Kim.melbourne1@nhs.net





		

		Jacqueline Corp

		Health Visitor Lead

		Virgin Care Services

		j.corp@nhs.net



		

		Anna Dobie

		Community Child Health Information Manager

		Virgin Care Services

		anna.dobie@nhs.net





		

		Geoff Dunning

		Neonatal Manager 

		Salisbury NHS Foundation Trust

		geoffrey.dunning@nhs.net





		

		Tracey Farnon

		Consultant Paediatrician – NHSP Lead

		Salisbury NHS Foundation Trust

		tracey.farnon@1@nhs.net 



		

		Chris Anderson

		NIPE lead

		Salisbury NHS Foundation Trust

		chris.anderson1@nhs.net 





		

		Nicky Boardman

Christine Smith 

		Antenatal Managers  

		Salisbury NHS Foundation Trust

		nboardman@nhs.net



Christine.smith67@nhs.net



		

		Stuart Verdin

		Consultant Obstetrician AN screening lead

		Salisbury NHS Foundation Trust

		stuart.verdin@nhs.net











Additional members invited to attend discussion on specific programmes (at times as indicated in the meeting agenda)



A                Infectious Diseases Screening

B                Fetal Anomaly (incl. Downs) Screening Programme

C                Antenatal Sickle Cell and Thalassaemia Screening Programme

D               Newborn Bloodspot Screening Programme

E               Newborn Hearing Screening Programme

F               Newborn and Infant Physical Examination  





		Programme

		Name

		Job title/Team

		Organisation

		Contact e-mail



		A

		Julian Hemming

		Consultant Microbiologist Salisbury

		Salisbury NHS Foundation Trust

		julian.hemming@nhs.net



		A 

		Lee Phillips

		Laboratory

		Salisbury Foundation Trust Salisbury NHS Foundation Trust

		Lee.phillips@nhs.net





		A,B,C & D

		Laura Wainwright

		Lead Clinical Biochemist

		Q A Hospital Portsmouth 

		laura.wainwright@porthosp.nhs.uk





		B

		Nuala O’Connell

		Lab Lead – Downs Screening

		Salisbury NHS Foundation Trust

		Nuala.O'Connell@nhs.net 







		B

		Simon Donovan

		Superintendent Sonographer -FASP lead

		Salisbury NHS Foundation Trust

		simon.donovan@nhs.net





		B

		Mary Onstenk

		SSS

		Salisbury NHS Foundation Trust

		mary.onstenk@nhs.net





		C

		Chas Yiangou 



		Lab Lead for SC&T

		Salisbury NHS Foundation Trust

		chas.yiangou@nhs.net 



		D

		Carl Taylor

		Consultant Paediatrician -NBBS Lead

		Salisbury NHS Foundation Trust

		carl.taylor@nhs.net 





		D   

		Val Scrase

		Head of children’s services

		Virgin Care Ltd

		val.scrase@virgincare.co.uk





		E

		Tracey Farnon

		Consultant Paediatrician – NHSP Lead

		Salisbury NHS Foundation Trust

		tracey.farnon1@nhs.net



		F

		Chris Anderson

		Consultant Paediatrician – NIPE Lead

		Salisbury NHS Foundation Trust

		chris.anderson1@nhs.net









Papers only:

		Programme

		Name

		Job title/Team

		Organisation

		Contact e-mail



		A-F

		Lorna Wilkinson

		Director of Nursing

		Salisbury NHS Foundation Trust

		Lorna.wilkinson1@nhs.net
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SALISBURY FOUNDATION TRUST (SFT)

Antenatal and Newborn Screening Governance Group (ANSGG)

1. INTRODUCTION

[bookmark: _Hlk134687149]1.1. The ANSGG is a multidisciplinary group that reviews, discusses and advises on the local implementation of national antenatal and newborn screening programmes, and ensures that cross-organisational systems are in place to maintain the quality of the whole screening pathway. 

This group will report to the Women and Newborn Governance Steering Group, senior divisional management and thereon to Trust management.

2.PURPOSE  

2.1 The purpose of the ANSGG is to ensure effective governance and quality assurance to support the commissioned Public Health England (PHE) Screening Programme within SFT; hence promoting a positive and responsible culture, and one which supports continuous quality improvement.  

The ANSGG is responsible for the local delivery of SFT’s PHE Screening Programme in pregnancy and for the newborn thus ensuring that local and national standards (KPI’s) are met and screening concerns and risks that have been identified and effectively managed in line with PHE guidance.

The ANSGG will consider PHE Standards, national best practice guidelines, including National Strategies and associated improvement strategies, NICE guidance, and PHE guidance.  

The ANSGG will also consider the implications arising out of screening incidents, local and national reports, and other PHE agendas.

The above will provide assurance that the risks associated with the Division’s activities are appropriately managed and that there is continuous quality improvement.

3. PRIMARY FUNCTION

The primary functions of the ANSGG are to:

3.1. Review and be responsible for the local implementation of the national antenatal and newborn screening programmes that are offered to women choosing to book with SFT for maternity care.

3.2. Ensure that appropriate systems are in place to support programme delivery, including guidelines, education of staff and audit and monitoring functions

3.3. Ensure that the programmes continually monitor and collect data regarding the delivery of the service.

3.4. Ensure that the programmes comply with the timely data requirements of the national screening programmes and regional quality assurance teams

3.5. Ensure that the programmes have appropriate quality assurance, performance management, risk management and failsafe processes in place.

4. QUORATE

4.1. The core membership of the ANSGG will comprise the following:

· Coordinating Leads or deputies for the following individual screening programmes commissioned at SFT:

o Fetal anomaly screening Programme (FASP)

o Infectious Diseases Screening Programme (IDSP)

o Sickle cell and thalassaemia Screening Programme (SC&Thal)

o Newborn Blood Spot Screening Programme (NBBS)

o Newborn and Infant Physical Examination (NIPE)

o Newborn hearing Screening Programme (NHSP)

· Directorate QA lead

· Directorate Clinical Director

· Director of Midwifery

· Professional lead for screening

· Other staff as required e.g., specific lab /clinical leads if programme specific governance meetings have raised specific concerns

· Invited members from Bath, Swindon and Wiltshire Local Maternity and Neonatal System (BSW LMNS) or PHE.

4.2. For the meeting to be considered quorate there should be representation or deputies for each of the screening programmes plus representation from senior management and QA team. The meeting will not proceed if not quorate.

4.3. The designated Chair will be the professional lead for screening; however, this will operate on a rotational basis.

4.4. Recorded attendance of core members will be the responsibility of the chair supported by appropriate secretarial process which in this case will be the fail-safe officer.

5. ADMINISTRATION OF MEETINGS

5.1. The ANSGG will meet every six months, location to be decided as required.

5.2. Reports will be required from the programme specific governance groups which will meet six monthly.  There will be a review of the commissioned Screening Programmes on a quarterly basis.

5.3. The ANSGG will meet to discuss the clinical and administrative business of the antenatal and newborn screening programmes including audit of the programmes and their fulfilment of local and national guidelines and standards.

5.4. The Group will report as appropriate to the Divisional Clinical Governance Group, senior leadership team for Women and Newborn Division and as necessary to Trust board. In addition, minutes will be made available for PHE. See appendix A SFT Antenatal and Newborn Screening Governance arrangements 2023.

5.5. Other business will not be allowed unless there are extraordinary circumstances.

5.6. Chairperson will rotate as appropriate team lead/clinician)

5.7. The screening administrator or failsafe officer will attend to provide support and write minutes, actions and process of meeting and other matters as required.

Appendix A: SFT Antenatal and Newborn Screening Governance arrangements 2023.
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1. AIM OF THE GROUP



To provide a forum to share and as necessary escalate locally identified issues to the board via the board member that is the nominated maternity safety champion.


2. MEMBERSHIP AND ATTENDANCE AT MEETING


3.1 The group chair should be one of the Executive Maternity Safety Champions who are the Chief Nurse and the Non-Executive Director (nominated Maternity Safety Champion)

 

3.2 Attendees include:

Maternity Safety champions including Chief Nurse/ Trust board level safety champion -  

Non-executive Director 

Divisional Clinical Director

Neonatal Matron 

W&N Quality and Safety Matron

The Director of Midwifery  

Maternity and Neonatal Voice Partnership Representative


Additional attendees may be co-opted in for specific projects or group focus

It is expected that a core member or their nominated deputy will attend for 3 out of 6 meetings per

year (50%).


The Maternity Quality and Safety Administrator shall act as Secretary to the group and shall attend to take minutes of the meeting, provide appropriate support to the Chair and Committee members as well as update the meeting invite with attendees as appropriate.  Standard agenda at Appendix 1

3. QUORACY

The meeting will be considered quorate when there:

· One medical representative

· One midwifery representative

· One Trust board representative

· Including one additional attendee from the Core Membership



4. DUTIES

· Meet monthly with midwifery, obstetric and neonatal safety champions to fully understand relevant insights, barriers and successes which need reflecting at board level

· To review and summarise published national and local HSIB reports, providing assurance that all actions required locally are being monitored and completed in the required timescales.

· To review Maternity and Neonatal dashboards and any associated action plans.

· To review inspection reports and feedback from women and families. Demonstrating action

plans to improve.

· To receive the quarterly Maternity and quarterly Neonatal Governance Reports

· To receive and review updates on the Maternity Incentive scheme action plan

· To receive and review the responses and action of the Trust response to external reviews

· To receive and reflect on external data and report – HSIB, GIRFT



5. RELATIONSHIPS AND REPORTING
The Maternity safety champions Group will report to W&N Divisional Governance, Quality Board and Trust Board.



 Together the non-executive and the board-level safety champion should: 

· Adopt a curious approach to understanding quality and safety of services 

· Jointly, with frontline safety champions, draw on a range of intelligence sources to review outcomes, including staff and user feedback to fully understand the services they champion

· Update the Trust Board on a monthly basis from January 2021, on issues requiring board-level action. 

· The role of the trust board safety champion is to act as a conduit between staff, frontline          safety champions (obstetric, midwifery and neonatal), service users, LMNS leads, the Regional Chief Midwife and Lead Obstetrician and the Trust board to understand, communicate and champion learning, challenges and successes. 

· In line with recommendations from the Ockenden Review, the board-level safety champion role should be supported by a non-executive director. In trusts where this role is currently being undertaken by an exec lead, a non-exec must now be appointed in addition and the two should work together to ensure a seamless leadership function.



Frontline Safety champions

· Support the provision of a seamless multidisciplinary perinatal service, sharing successes, learning and best practice between maternity and neonatal services 

· Working with your MNVP leads identify, develop and implement pathways that respond to the needs of women, babies and their families. 

· Understand the synergies between personalised care and safe care and promote these     principles.

· Work with your Board level and maternity and obstetric safety champions to support           implementation of the Neonatal Critical Care Review recommendations 

· Support your Board Level Safety Champions to represent the needs of your service by clearly articulating barriers to achieving safe and personalised care

· Share progress with agreed action plans on all improvement initiatives with the board and your Local Maternity and Neonatal System and operational delivery network leads 

· Develop strong working relationships with and draw insights from those leading all safety improvement related activity (e.g. your risk manager, lead reporters, MatNeoSIP and EBC L&S improvement leads)



· Outputs: The Group will ensure that all relevant actions, changes in practice or lessons for learning will be disseminated throughout the group via:



· Newsletters

· Direct communication to relevant team members

· The board level champions will share information with the board



6. DELEGATED AUTHORITY


6.1 The group has no specific authority outside the respective delegated authority of the individual group members.


6.2 The group is empowered to investigate any activity within its Terms of Reference, and to seek any information it requires from staff, who are required to co-operate with the group in the conduct of its enquiries. 


6.3 The group should debate, challenge and ensure the robustness of information provided.

7. CONDUCT OF BUSINESS



8.1 The group shall meet on a monthly basis


8.2 Unless otherwise agreed, notice of the meeting confirming the venue, time and date together with

an agenda of items to be discussed and supporting cover papers, shall be forwarded to each

member, or any other person required to attend, no later than 5 working days before the date of the

meeting.

Members and others submitting papers for consideration are expected to present these in sufficient

time so that they can be uploaded into the shared drive for the information of members one week before the meeting.



8.3 On occasion, the meeting will receive reports containing confidential information. This information must not be disclosed outside of the meeting unless a decision has been made within the meeting

that this action is appropriate. In that situation, the individual who will make this disclosure will be

nominated by the meeting: disclosure must only occur through this individual and all other members

will be expected to maintain confidentiality as required under the General Data Protection Regulations.



8.4 Draft minutes of the meeting will be circulated after the meeting to all members for checking for

accuracy.



8.5 The Group will establish a work programme. The frequency of reporting will be defined based upon the nature and rate of change of the data.





15. Maternity Safety Champions Pathway

In 2015, the secretary of state for health announced a national ambition to halve the rates of stillbirths, maternal and neonatal deaths and brain injuries that occur during or soon after birth by 2030; a timeframe subsequently revised to 2025. In 2016, safer maternity care: next steps towards the national maternity ambition developed the maternity safety movement further, including a strong focus on leadership. As part of this, maternity clinical networks were asked to develop maternity safety champions.



A pathway has been developed that describes how frontline midwifery, neonatal, obstetric and board safety champions, including the Executive Sponsor for the MatNeoSIP, share safety intelligence from floor to board and through the LMS and Local Learning System (LLS).



[image: ]





What is a Maternity Safety Champion?

In England, every maternity provider is expected to nominate three individuals – two on the front line, an obstetrician and a midwife, who are jointly responsible for championing maternity safety locally, and a board member. The champions on the front line have links with the board, the local maternity clinical network and the maternal and neonatal health safety collaborative in their region.  



	




Appendix 1 – Maternity Safety Champions Standard Agenda
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Maternity Improvement Group (MIG) – Women and Newborn Division

TERMS OF REFERENCE



1. AIM OF THE GROUP


1.1. The purpose of the MIG is to monitor improvement and progress against the maternity improvement plan.


1.2. It will report to the Executive Performance Review on a monthly basis and escalate any risks and barriers to improvement.




2. SCOPE


2.1. In scope: service improvements as outlined in the maternity improvement plan including maternity, obstetrics, neonatology and anaesthetics


2.2. Out of scope: gynaecology, fertility services and other quality improvement projects not included in the maternity improvement plan



3. MEMBERSHIP AND ATTENDANCE AT MEETING


3.1. The group chair should be the Director of Maternity and Neonatal. In the absence of
 	the chair, the deputy chair shall be the Deputy Director of Maternity and Neonatal.



3.2.  Core membership shall be: An Executive Director, Director of Maternity and neonatal services, Director of Operations (Women & Newborn), Clinical Director for Women & Newborn and Clinical Lead for Obstetrics.



3.3. Attendees outside of core members includes (but not limited to): Head of Clinical Effectiveness, Director of Integrated Governance, Maternity Quality & Safety Matron, Transformation Project Lead Midwife, Deputy Director of Maternity and Neonatal services, Maternity Outpatient Matron, Maternity Inpatient Matron, Neonatal Matron, Obstetric Lead for Risk, Obstetric Lead for Antenatal, Fetal Monitoring Lead Midwife, Fetal Monitoring Lead Obstetrician, Practice Development Midwife, Bereavement Lead Midwife, Digital Lead Midwife, Clinical Lead for Neonatal and Clinical Lead for Obstetric Anaesthetics, MNVP representative and LMNS representative.




3.4. Core committee members should aim to attend all scheduled meetings   

but must attend a minimum of two thirds of meetings.



3.5. Other attendees outside of core members may be asked to attend to support as necessary.


3.6. The Maternity Quality & Safety Administrator shall act as Secretary to the group and shall attend to take minutes of the meeting, provide appropriate support to the Chair and Committee members as well as update the meeting invite with attendees as appropriate.

3.7.  The Transformation Project Lead Midwife will have oversight over the actions and maintain the progress on the maternity improvement plan.



4. QUORACY


The meeting will be considered quorate when there:

· is a minimum of two members of the DMT and an executive director (or nominated deputy)

· is a senior midwife (DoMN, Deputy DoMN or Maternity Q&S Matron)

· is secretarial support available

· is a senior obstetrician (CD for Women & Newborn, Clinical Lead for Obstetrics or Obstetric Risk Lead)



5. DUTIES


5.1. To set the direction of travel and provide a forum to monitor the Maternity Service 

Improvement Plan1 on behalf of the Trust, discussing updates regarding National guidance and ensure that maternity services are fully engaged in the delivery of high-quality maternity care.



5.2. Oversight of the single Trust Maternity improvement plan to gain assurance that it is 

focused on priority areas, that changes are sustainable, use the Improving Together approach where applicable, and are delivered on time and within cost and quality parameters.


5.3. Drive innovation within Maternity services: provide oversight and  

assure progress against key transformational initiatives across maternity services. 


5.4. Identifying challenges to achieving objectives and agreeing mitigating  

actions with clearly defined timeline/trajectory to secure improvements. 


5.5. Identify and assess the impact of improvements implemented.



5.6. Robust processes are in place to monitor significant risks and issues, 

receive exception reports and ensure counter measures are in place to address any performance shortfalls.


5.7. Assurance against the efficient and effective use of resources against  

transformational projects.


5.8. Promote an ethos of accountability and responsibility for the actions of the Maternity 

Improvement Plan.


5.9. Provide oversight on behalf of multi-disciplinary stakeholders and 

ensure stakeholders are cited and involved as appropriate regarding implementing and embedding improvements.


5.10. Oversee benefit realisation of the delivery of Maternity transformational 

initiatives and support in embedding lessons learned within services.
  

5.11. Gain assurance that the appropriate and integrated governance structures/processes 

are in place to track and assure delivery against agreed objectives, KPIs and outcomes.


5.12. To capture the voice of the service users using the service and provide a mechanism 

to support in them in actively shaping the improvements to maternity services. 







6. RELATIONSHIPS AND REPORTING


6.1. The group to provide oversight of delivery of maternity improvement plan and report by exception to Executive Performance Review.


6.2. The group members will maintain effective relationships and fully engage with the ICS, Regional networks (including LMNS) and other NHS Trusts. 


6.3. Inputs: Status update against the MIP


6.4. Outputs: Actions, decisions taken and exception report to Executive Performance Review and communication through the workstream leads.




7. DELEGATED AUTHORITY



7.1. The group has no specific authority outside the respective delegated authority of the individual group members.


7.2. The group is empowered to investigate any activity within its Terms of Reference, and to seek any information it requires from staff, who are required to co-operate with the group in the conduct of its enquiries. 


7.3. The group should debate, challenge and ensure the robustness of information provided.





8. CONDUCT OF BUSINESS


8.1. The group shall meet on a monthly basis.  


8.2. The group has a standard agenda (see appendix), any additional items may be added with the agreement of the Chairs.


8.3. An action log will be maintained and distributed to group members within two working days of the meetings. 


8.4. Workstream leads will allocate actions to the most appropriate person and then provide updates on open actions to the Transformation Project Lead Midwife by the third week of the month.


8.5. Agendas and briefing papers should be prepared and circulated one week before each meeting, to provide sufficient time for group members to give them due consideration.
 

8.6. Progress against milestone plans, as well as new key risks and issues, will be presented by exception as part of status updates given at each group meeting.


8.7. The Maternity Quality & Safety Administrator will arrange all meetings and ensure agendas and papers are circulated.


8.8. The Maternity Quality & Safety Administrator will provide administrative support to the meetings including minute taking.




9. REVIEW


9.1. These Terms of Reference will be reviewed in 6 months. The membership of the group may be reviewed earlier in line with the new clinical operating model.



		V

		Amendments

		Action



		V1

		First Draft

		Submitted to DoM



		V2

		Final

		March 2023
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Maternity Incentive Scheme (MIS)/CNST Working Group – Women and Newborn Division

TERMS OF REFERENCE



1. AIM OF THE GROUP


1.1. The purpose of the MIS Working Group is to monitor improvement and progress against the NHS Resolution safety actions. The aim is to drive actions, take accountability and hold the action holders to account.


1.2. It will report to the Maternity Improvement Group/LMNS and Trust Board on a monthly basis and escalate any risks and barriers to improvement.




2. SCOPE


2.1. In scope: safety actions as outlined in the NHS Resolution Maternity Incentive Scheme Year 5 including maternity, obstetrics, neonatology and anaesthetics


2.2. Out of scope: gynaecology and fertility services



3. MEMBERSHIP AND ATTENDANCE AT MEETING


3.1. The group chair should be the Director of Maternity and Neonatal services. In the absence of the chair, the deputy chair shall be the Deputy Director of Maternity and Neonatal services.



3.2. Attendees include (but not limited to): Director of Maternity and Neonatal Services, Deputy Director of Maternity and Neonatal services, Clinical Director for Women and Newborn Division, Divisional Director of Operations for Women and Newborn, Maternity Inpatient Matron, Audit Lead, Maternity Outpatient Matron, Transformation Project Lead Midwife,  Maternity Quality and Risk Matron, Obstetric Lead for Risk, Obstetric Lead for Antenatal, Fetal Monitoring Lead Midwife, Fetal Monitoring Lead Obstetrician, Patient Experience Midwife, Practice Development Midwife, Bereavement Lead Midwife, Digital Lead Midwife, Neonatal Matron, Clinical Lead for Neonatal and Clinical Lead for Obstetric Anaesthetics.




3.3. Other attendees outside of core members may be asked to attend to support as necessary.


3.4. The Transformation Project Lead Midwife shall act as Secretary to the group and shall attend to take minutes of the meeting, provide appropriate support to the Chair and Committee members as well as update the meeting invite with attendees as appropriate.


3.5.  The Transformation Project Lead Midwife will have oversight over the actions and maintain the progress on the maternity improvement plan.



4. QUORACY


The meeting will be considered quorate when there:

· is a minimum of two members of the DMT 

· is a senior midwife (Deputy DoMN or Maternity Matron)

· is secretarial support available

· is a senior obstetrician (Any consultant obstetrician)

· Neonatal Matron or Clinical Lead for Neonatal or appropriate deputy



5. DUTIES


5.1. To monitor the trajectory and provide a forum to monitor the NHS Resolution MIS 

safety actions on behalf of the Trust and ensure that maternity services are fully 

engaged in the delivery of high-quality maternity care.



5.2. Oversight of the MIS actions to gain assurance that it is focused on priority areas, 

that changes are sustainable, use the Improving Together approach where applicable, and are delivered on time and within cost and quality parameters.


5.3. Identifying challenges to achieving objectives and agreeing mitigating  

actions with clearly defined timeline/trajectory to secure improvements. 




5.4. Ensure robust processes are in place to monitor significant risks and issues, 

receive exception reports and ensure counter measures are in place to address any performance shortfalls.





5.5. Promote an ethos of accountability and responsibility for the actions of the MIS

actions.


5.6. Provide oversight on behalf of multi-disciplinary stakeholders and ensure 

stakeholders are sited and involved as appropriate regarding implementing and embedding improvements.


Oversee the delivery of the MIS actions and support in embedding lessons learned.
  

5.7. Gain assurance that the appropriate and integrated governance structures/processes 

are in place to track and assure delivery against agreed objectives, KPIs and outcomes.








6. RELATIONSHIPS AND REPORTING


6.1. The group to provide oversight of compliance with the MIS actions and report by exception to the Maternity and Newborn Risk and Governance Meeting


6.2. The group members will maintain effective relationships and fully engage with the ICS, Regional networks (including LMNS) and other NHS Trusts. 


6.3. Inputs: Status update against the Maternity Improvement Plan


6.4. Outputs: by report as above and by communication through the workstream leads.




7. DELEGATED AUTHORITY



7.1. The group has no specific authority outside the respective delegated authority of the individual group members.


7.2. The group is empowered to investigate any activity within its Terms of Reference, and to seek any information it requires from staff, who are required to co-operate with the group in the conduct of its enquiries. 


7.3. The group should debate, challenge and ensure the robustness of information provided.





8. CONDUCT OF BUSINESS


8.1. The group shall meet on a monthly basis.  


8.2. The group has a standard agenda (see appendix), any additional items may be added with the agreement of the Chairs.


8.3. An action log will be maintained and distributed to group members within two working days of the meetings. 


8.4. Workstream leads will allocate actions to the most appropriate person and then provide updates on open actions to the Transformation Project Lead Midwife by one week prior to the working group.. This will be updated on the Maternity Improvement Plan and presented at the MIS working group.


8.5. Agendas should be prepared and circulated one week before each meeting, to provide sufficient time for group members to give them due consideration.
 

8.6. Progress against milestone plans, as well as new key risks and issues, will be presented by exception as part of status updates given at each group meeting.


8.7. The Transformation Project Lead Midwife will arrange all meetings and ensure agendas are circulated.


8.8. The Transformation Project Lead Midwife will provide administrative support to the meetings including minute taking.




9. REVIEW


9.1. These Terms of Reference will be reviewed in 6 months. The membership of the group may be reviewed earlier in line with the new clinical operating model.



		V

		Amendments

		Action



		V1

		First Draft

		Submitted to DoM



		V2

		Second Draft
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		Maternity Triggers 



		Maternal death 



		Maternal admission to ITU (unplanned)



		Maternal collapse eg: eclampsia, anaphylaxis, cardiac arrest



		Massive Obstetric Haemorrhage - Blood loss >1500ml *



		Significant event eg hysterectomy, uterine rupture, bladder trauma



		Lost clinical material eg swab or instrument



		Anaesthetic complication eg dural tap, nerve injury, failed intubation,



		Transfer in from home birth or Birth out of hospital



		Third or fourth degree tear * - case review if no episiotomy



		Shoulder dystocia * - case review if any harm to baby



		Attempted instrumental delivery leading to CS



		Neonatal Triggers



		All Neonatal death



		Antepartum or Intrapartum Stillbirth.   Any fetal loss (except planned TOP)



		Unexpected transfer of neonate to tertiary care



		Term admission to NICU** 



		Birth trauma e.g. laceration, fracture, nerve injury



		Undiagnosed fetal anomaly



		Neonatal Neurological issue e.g. seizures, HIE, intraventricular haemorrhage



		Severe neonatal respiratory issue e.g. pneumothorax, ventilation >48hrs



		Arterial cord gas pH<7.0 BE-10.0



		Apgars less than 7 @ 5 mins (7 inclusive)



		Severe neonatal infection (e.g. line infection, necrotising enterocolitis, missed GBS, meningitis, HSV)



		Pathological jaundice (e.g. ABO incompatibility, antibodies)



		Trust Triggers



		Maternal readmission



		Patient fall or injury



		Venous thromboembolism in pregnancy or <6/52 postnatal



		Delay in treatment >24hrs – IOL or Elective LSCS



		Equipment unavailable or failure



		Staffing or acuity problem



		Data protection or security issue



		Blood transfusion reaction, wasted blood, issues with crossmatch



		Pressure ulcer



		Medication error



		Staff injury e.g.: Needlestick injury



		Patient or visitor injury



		Violence or aggression from patient or visitor



		Non-attendance by Consultant-please see separate list for situations where a Consultant MUST ATTEND.
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STANDARD OPERATING PROCEDURE

Perinatal Mortality Review Tool (PMRT) reviews following a perinatal death from 22+0 weeks gestation.
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		Standard Operating Procedure 



		Date written, Version number, Author

		Stephanie Thompson, 28/10/21



		Reviewed by
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[bookmark: _Toc525446010]purpose

This SOP provides an overview of the Maternity services Perinatal Mortality Review process, roles and responsibilities at Salisbury NHS Foundation Trust.

The aim of the SOP is to ensure local Trust processes are in line with national standards and recommendations (including MBRRACE-UK, MIS and Ockenden), to ensure that:

· All perinatal mortality cases are reported and are appropriately reviewed by a multidisciplinary team, with external specialist clinical representation.

· The Perinatal Mortality Review Tool (PMRT) is used for all qualifying cases as set out by MBRRACE

· When there is joint care with another Trust or Health Board (within or outside of the region), the PMRT is shared for joint review 

· Clear process for those cases being investigated by the other agencies, including the HSIB and/or meet local maternity Serious Incident criteria

· Mothers and families are included in the review process from the outset 

· Learning can be shared and actions implemented to support the quality of service improvements 



[bookmark: _Toc525446011]introduction

Led by MBBRACE-UK, the Perinatal Mortality Review Tool (PMRT) programme was introduced in 2018 to standardise perinatal mortality reviews across NHS maternity and neonatal units in England, Scotland and Wales.



Qualifying cases for review by the PMRT include; late fetal losses (22+0-23+6), babies over 500g if gestation not known, stillbirths from 24 weeks gestation and neonatal deaths up to 28 days after birth and post neonatal deaths were the baby spent time in NICU but may have died elsewhere.  The Maternity and Neonatal Unit at Salisbury NHS Foundation Trust have adopted the PMRT review process locally. 



The PMRT tool supports:



· Systematic, multidisciplinary, high-quality reviews of the circumstances and care leading up to and surrounding each late miscarriage, stillbirth and neonatal death, and the deaths of babies who die in the post-neonatal period having received neonatal care;

· Active communication with parents to ensure they are told that a review of their care and that of their baby will be carried out and how they can contribute to the process;

· A structured process of review, learning, reporting and actions to improve future care;

· Coming to a clear understanding of why each baby died, accepting that this may not always be possible even when full clinical investigations have been undertaken; this will involve a grading of the care provided;

· Production of a report for parents which includes a meaningful, plain English explanation of why their baby died and whether, with different actions, the death of their baby might have been prevented;

· Other reports from the tool which will enable organisations providing and commissioning care to identify emerging themes across a number of deaths to support learning and changes in the delivery and commissioning of care to improve future care and prevent the future deaths which are avoidable;

· Production of national reports of the themes and trends associated with perinatal deaths to enable national lessons to be learned from the nation-wide system of reviews.

· Parents whose baby has died have the greatest interest of all in the review of their baby's death. Alongside the national annual reports a lay summary of the main technical report will be written specifically for families and the wider public. This will help local NHS services and baby loss charities to help parents engage with the local review process and improvements in care.

                                                                                                     PMRT (Accessed Oct 2021)



















[bookmark: _Toc53202741]Definitions

Fetal Loss -could be a miscarriage, stillbirth or a neonatal death.

HSIB- Healthcare Safety Investigation Branch

MBRRACE- Mothers and babies: Reducing Risk through Audits and Confidential Enquiries UK

MIS- Maternity Incentive Scheme

PMRT – Perinatal mortality review tool



responsibilities

		

Trust to provide adequate resourcing of multidisciplinary PMRT review teams and PMRT Leads, including administrative support.





		Who is responsible?



		Responsibility 



		Bereavement Midwife

		Provision of specialist bereavement care and support. 

Support review process, including MBRRACE notification and surveillance, communication and engagement with parents and liaising with review team. 

Ensure clinical investigations are shared with review team and coordinate follow up appointment for families with named Consultant.





		Maternity Risk team 

		Oversee risk processes to ensure appropriate review, referral, escalation sharing of learning and reporting in line with local and national standards.





		Lead Midwife for PMRT 

		To coordinate and carry out responsibilities of the Perinatal Mortality Review process.

Communicate with maternity staff and those involved with review process. Including, wider teams within the Trust, MBRRACE, external Trusts.

Populate information on PMRT with a multidisciplinary team member.

Support the timely and thorough review of cases and maintain all records. 





		PMRT Review meeting members

		Attend the meetings, provide a substitute if not able to attend.

Review the case using the PMRT tool, 

Give a cause of death with the information available

Grade the care.

Ensure actions are allocated appropriately with timescales that are achievable and don’t have an impact on the final report for the family.



		Neonatal Lead for PMRT

		Lead on review of neonatal care, including identification of learning, issues and actions.

Populate information on PMRT 



		All staff

		Reporting of incidents via Datix web system within 72 hours.

As appropriate participate in review process, share learning and implement actions. 





		Senior Midwifery, Obstetric and Neonatal staff 

		Duty of Candour. Support review process and oversee implementation of actions. 

Named Consultant to provided “plain English summary” for parents. 









SPECIFIC PROCEDURE



		Following perinatal loss 

		Initiate review of care, determine if escalation is required, Duty of Candour

(For HSIB, other external investigation or Serious Incidents see further comments)

· Duty of Candour to be completed and documented (by Senior Obstetrician, Senior Midwife or Neonatal Consultant) 

· All cases to be reported as an incident on the Datix system at time of incident. 

· Maternity risk team to complete 72hr rapid review and escalate where appropriate as per risk processes

· Bereavement midwife to sensitively inform parents that a review of all care will be undertaken. Bereavement midwife to document discussion and provide parents with information leaflet “Understanding what happened – Hospital Review” prior to discharge home





		By Day 7 

		MBRRACE Reporting

· MBRRACE-UK Notification to be completed within 7 working days and MBRRACE-UK Surveillance to be commenced 



Bereavement midwife /team to: 

· Complete Notification

· Commence and close Surveillance, pending review 

· Send email confirmation of completion of above to Maternity Risk Team  

· To assign the surveillance form for completion of the necessary information, if another organisation was involved in the care, and additional information is required for them





		Day 14-21

		Parental Engagement (For HSIB, other external investigation or Serious Incidents see further comments)



Lead Midwife for PMRT to; 

· Contact family (by phone) to Inform parents of the review process and offer opportunity for engagement. 

· Establish parents preferred method of engagement, post, email, phone or face to face. 

· Encourage parents to consider their questions and perspectives before the following contact is made. 

· Send parents follow up letter about the review and feedback form “Parents review letter after discharge and “Feedback form for parents”

· If unable to contact after 3 attempts (as per PMRT standards) to send “Letter for parents when parents cannot be reached” and “Feedback form for parents”

· Self-addressed stamped envelope to be provided. 

· All telephone calls to be documented and Letters and feedback forms to be uploaded to reported incident on Datix.





		

		External investigation, HSIB and/or Serious Incidents



HSIB

· For any case being investigated by HSIB, parental engagement for investigation to be sought by the HSIB Investigator and local standardised PMRT letters not to be sent. 

· Notification, surveillance and the factual information on the PMRT tool should be completed within the timescales.  

· Wait final report from HSIB

· Invite HSIB to the PMRT review as the external reviewers to incorporate the HSIB findings into the PMRT review and report. 



Serious Incident

· For any case meeting the Serious Incident (Pan Dorset Patient Safety Leads Group Maternity Serious Incident Guide) to follow SI process, with alongside PMRT completion. 



Other

· For any other external investigation advice to be sought by Trust Governance Leads and senior Midwifery Management Team 





		By 4- 6 Weeks 

		PMRT Review 

PMRT lead/ Risk team and Obstetric Consultant:

· Complete Maternity and Obstetric care on the PMRT online tool by reviewing the notes and initial rapid 72 hour review.

· Coordinate engagement and additional information required from other specialties (including bereavement team, ultrasound, pediatrics and anesthetics etc.)

· Ensure that any Issues identified through the PMRT are addressed by appropriate staff member/team in preparation for Perinatal Mortality Review meeting



Neonatal Lead for PMRT to;

· Complete neonatal care on the PMRT tool

· Ensure that any neonatal Issues identified through the PMRT are addressed by appropriate staff member/team in preparation for Perinatal Mortality Review meeting



If joint care is with another Trust

Lead Midwife for PMRT to;

· Assign review to another Trust/Health Board if they have been involved in care, to support joint review

· Coordinate completion any external reviews received via PMRT when UHD is not the lead reporter



MBRRACE will allow the other Trust/Health Board up to 8 weeks to complete their review. See PMRT Guide to assigning a PMRT review, June 2020. 



		Between 8-10 Weeks 



		Perinatal Mortality Review Group Meeting 

· Cases to be presented at the Perinatal Mortality Review Group meeting with a multidisciplinary team.

· Other external specialist clinical representation invited on a case to case basis. 

· Presentation of individual cases to be given, and members are invited to discuss and review all care and clinical investigations, issues and actions (those generated from the PMRT and locally identified) 

· Parental engagement feedback is discussed, when available, and a plan for postnatal follow-up is confirmed

· Cause of death and grading of care (following PMRT criteria) are agreed

· Actions to be confirmed and assigned from issues generated by the tool

· Minutes



Group members



Core membership

The meeting MUST NOT proceed if the group below are not present



Roles within the group:

• Chair and/or Vice-Chair 

• Admin support

• PMRT/Maternity Safety Champion



Minimum of 2 of each of the following:

• Obstetrician

• Midwife



Bereavement team (1 acceptable)

Quality and Safety team member (1 acceptable)

External panel member (1 acceptable)

Other members as appropriate to the organisation of care in the

Trust/Health Board e.g. service Manager



All cases where resuscitation was commenced AND all neonatal deaths

One Neonatologist/paediatrician and one Neonatal Nurse 

OR 

Two Neonatologist/paediatrician

 





Additional members



Named and invited to attend or contribute

where applicable:

• Pathologist

• GP/Community healthcare staff

• Anaesthetist

• Sonographer/radiographer

• Safeguarding team

• Service manager

• Any other relevant healthcare team

members pertinent to case



Not all cases notified to MBRRACE are supported for review by PMRT, these cases will be assessed by the Maternity risk team on a case to case basis as to whether they are presented at the review meeting. 



PMRT following review meeting

Lead Midwife for PMRT to;

· Update all cases following review meeting with grading of care, cause of death and any other actions and issues identified. 

· PMRT review online to be closed to generate draft report. 

· Actions from PMRT to be added to Datix



PMRT Grading and local escalation

· Should care issues be identified which were not identified at the time of initial rapid review that may or were likely to have made a difference to the outcome, then the Risk Team are responsible for escalating this.  As per local Trust guidance and local maternity SI criteria. 





		 10-12 weeks









12-16 weeks

		PMRT Report 

Lead Midwife for PMRT to:

· Complete and close the PMRT review, this will generate the draft PMRT report 

· Complete and publish PMRT report with actions and summary 



Postnatal follow up appointment

Bereavement team liaise with secretaries to: 

· Arrange postnatal follow up appointment with named Consultant Obstetrician to be held (this will be based on estimated date of Post Mortem results and date of review meeting)



Lead Midwife for PMRT to;

· Email the named Consultant Obstetrician with PMRT documentation for case (including review, report, minutes of meeting, parental feedback, issues and actions) 



Consultant Obstetrician to:

· Provide a “plain English summary” to present to the parents of review findings at appointment and to answer any questions or concerns.  Summary of discussion to be included in follow-up letter. 



Mothers and families who do not wish to engage in the review process, should continue to be offered a debrief appointment with named Consultant Obstetrician.





		When there is a delay in review process or booking follow up appointment 



		Keeping in touch with families 

Lead PMRT midwife, bereavement team and named Consultant Obstetricians to liaise to ensure;

· Contact with the family continues during any review delay

· Make an early assessment of whether any questions the mother or families have can be addressed before a full review has been completed. This is especially important if there are any factors which may have bearing on a future pregnancy. 





		Actions and Learning 

		· An Action Log will be kept for all perinatal mortality cases. 

· All actions generated at the meeting to be assigned within the meeting

· Individual case will actions be added as an Action on the Datix incident report by the PMRT lead

· Specific learning is shared throughout review process with individuals and teams through the 

      Perinatal meeting

Quality and Safety news letter 

Team meetings

Tea trolley learning

            Practice development board 

            Case discussion and Learning group

            Maternity Mandatory study day
























PMRT Parent Engagement Flow Chart

for reviewing deaths from 22 weeks gestation (>500grammes) up to 28 days after birth and

post neonatal deaths where the baby spent time in NICU but may have died elsewhere

Supporting Flow chart Notes available 

https://www.npeu.ox.ac.uk/assets/downloads/pmrt/engagement/PMRT-Supporting-Flowchart-Notes.pdf


Before Discharge home

As part of bereavement support 

· Give a face to face explanation of the perinatal mortality review process and offer parent’s to engage

· Give Parent information leaflet explaining the review process, parent engagement and name and number of key contact.

· Discharge home to community care





Week 2-3

Key contact to call parents:

· Inform parents of the review process and offer opportunity for engagement

· Establish parents' preferred method of engagement: by post, email,

· phone or, if possible, in a face-to-face meeting at parents' home

· Encourage parents to consider their questions and perspectives before the following contact is made

· Send parents follow up letter about review and feedback form



Weeks 8-10

· Key contact to gain questions and perspectives of care and feedback from parents via their preferred method

Weeks 10-12

· Perinatal mortality review meeting takes place with parents' questions/perspectives etc addressed by team

Weeks 12-16

· Consultant to write a plain English summary of review findings

· Parents offered date for face-to-face meeting to explain review findings

· Face-to-face review meeting takes place, ensuring parents' questions/perspectives etc addressed







[bookmark: _Toc53202747]AUDIT Standards

Standard one on the Maternity Incentive Scheme (CNST) requirements.

Internal References

None

External References



Guidance for using PMRT

https://www.npeu.ox.ac.uk/pmrt/implementation-support#guidance-for-using-the-pmrt

accessed 28 October 2021



Parental Engagement flowchart

https://www.npeu.ox.ac.uk/pmrt/parent-engagement-materials

accessed 28 Oct 2021
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