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Board  
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Framework Ref: / 

Strategy 

Implementation Plan 

Ref: 

BAF - SR1/19 - Prolonged and/or substantial failure to deliver 

standards of nursing care 

BAF – SR1/20 – Ability to provide the highest quality of treatment 

and care in service 

SIP - #3 Provide the highest quality of care to patients through a 

comprehensive quality improvement programme 

Key Issues 

Summary: 

 The report provides a summary of the Ockenden Review. 

 The Trust has completed a self-assessment and assurance 
report for Board at appendix one. 

 A Non-executive Maternity Safety Champion has been 
identified. 

 The Trust is further enhancing partnership working across the 
LNMS. 

 In the last twelve months both leadership and safety 
meetings have been enhanced. 

 A more detailed data set is being provided to Care Quality 
Group/CQMG. 

 Restorative practice and staff engagement remain a focus for 
improving staff culture. 

Recommendations: 

The BOARD OF DIRECTORS is asked to receive and discuss 
the content of the report and sign off the submission to NHS 
England.  

The Board are also asked to support the implementation of the 
quality surveillance model.            

 

Signed: Lisa Stalley-Green Date: 13 JANUARY 2021 
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PRESENTED BY CHIEF NURSE 

1.  
2. Introduction and Executive Summary 
 
This independent maternity review is focusing on all reported cases of maternal and 
neonatal harm between the years 2000 and 2019. These include cases of stillbirth, neonatal 
death, maternal death, hypoxic ischaemic encephalopathy (HIE) (grades 2 and 3) and other 
severe complications in mothers and newborn babies. In addition, a small number of earlier 
cases have emerged and are being reviewed by the independent team wherever medical 
records are available. 
 

The total number of families to be included in the final review and report is 1,862. The first 

report arises from the review of 250 cases to date. The review panel has identified important 

themes which must be shared across all maternity services as a matter of urgency and have 

formed Local Actions for Learning and make early recommendations for the wider NHS 

Immediate and Essential Actions. 

This report outlines the key findings from the initial review and the wider NHS Immediate and 

Essential Actions. It also includes the assurance and assurance tool completed for UHB 

which is required to be signed off by Trust Board, The Local Maternity System SRO and 

submitted to NHS England by 15th February 2021.      

1.0 Findings from the initial review   

 

1.1 Review of the Trust’s maternity governance processes 

 Inconsistent governance processes for the reporting, investigation, learning and 

implementation of maternity-wide changes. 

 Inconsistent multi -professional engagement with the investigations of maternity serious 

incidents and in some reports the findings and conclusions failed to identify the 

underlying failings in maternity care.  

 Lack of objectively in serious incident reviews and a lack of consideration of the systems, 

structures and processes in the reports.  

 Limited evidence of feedback to staff following incident review. 

 Failure to learn lessons and implement changes in practice. This is notable:  

o  in the selection of, or advice around, place of birth for mothers 

o  the management of labour overall 

o  the injudicious use of oxytocin 

o  the failure to escalate concerns in care to senior levels when problems became 

apparent 

o continuing errors in the assessment of fetal wellbeing. 

 Incidents not investigated in a timely manner. 

1.2 Trust Board oversight  

Turnover of Executive leadership has impacted organisational knowledge and memory.  



1.3 Midwifery and Obstetric issues identified  

1.3.1 Compassion and kindness  

 Lack of kindness and compassion seen in women’s medical records, and in letters sent 

to families. 

 Cases where women and their families raised concerns about their care and were 

dismissed or not listened to.  

 

1.3.2 Place of birth: Assessment of risk 

 At the booking appointment all women should have a risk assessment to decide on the 

most appropriate place of birth. Once the decision on place of birth has been made, 

there should be a risk assessment at each antenatal appointment to ensure the decision 

remains appropriate. This wasn’t always evident. 

 Women were not given information regarding anticipated transfer time to the obstetric-led 

unit in case of a complication during childbirth should she choose to birth in an 

environment away from the labour ward.  

 

1.3.3 Clinical care and competency: management of the complex woman 

 Clinical care and decision making of the midwives did not demonstrate the appropriate 

level of competence  

 Consultant obstetricians were not always directly involved and led in the management of 

all complex pregnancies and labour. 

 Consultant-led ward rounds were not always happening robustly and were not always 

MDT. 

 The labour ward did not have regular safety huddles and multidisciplinary handovers.  

 Complex cases in both the antenatal and postnatal wards were not always identified for 

consultant obstetric review on a daily basis. 

 

1.3.4 Escalation of concerns 

 Failure to recognise and escalate the management of deteriorating mothers by midwives 

to obstetricians, and by obstetricians in training to consultants. When concerns were 

escalated, they were not then acted upon appropriately or escalated further to the 

appropriate level.  

 Multidisciplinary communication and collaboration and/or senior clinical supervision was 

not robust. 

 

1.3.5 Management of labour: monitoring of fetal wellbeing, use of oxytocin    

 Implementation of recommendations of Saving Babies Lives Care Bundle 2 (2019) and 

subsequent national guidelines did not include regional peer reviewed learning and 

assessment.  

 These auditable recommendations were not shared with the Trust Board. 

 NICE Guidance (2017) on fetal monitoring for the management of all pregnancies and 

births in all settings was not always followed.  Any deviations from this guidance must be 

documented, agreed within a multidisciplinary framework and made available for audit 

and monitoring. 

 The use of oxytocin to induce and/or augment labour did not always adhere to national 

guidelines and include appropriate and continued risk assessment in both first and 

second stage labour.  

 

1.3.6 Traumatic birth 

 Obstetricians did not always follow established local or national guidelines for safe 

operative delivery. 



   

1.3.7 Caesarean section rates  

 The caesarean section rate was consistently been 8%-12% below the England average. 

 Women did not have the freedom to express a preference for caesarean section or 

exercise choice on their mode of delivery. 

 

2.0 Bereavement care 

 Bereavement care was not always caring and compassionate and the Trust had not 

adopted the National Bereavement Care Pathway. 

3.0 Governance  

 The maternity department clinical governance structure and team was under resourced 

so that investigations of all cases with adverse outcomes did not always take place in a 

timely manner. 

  

4.0 Maternal Deaths  

 There was not a clear pathway for escalation to consultant obstetricians 24 hours a day, 

7 days a week.   

 Women with pre-existing medical co-morbidities were not always seen in a timely 

manner by a multidisciplinary specialist team and an individual management plan 

formulated in agreement with the mother to be. There must be a named consultant with 

demonstrated expertise with overall responsibility for the care of high-risk women during 

pregnancy, labour and birth and the post-natal period. 

 

5.0 Obstetric Anaesthesia 

 The Royal College of Anaesthetists (RCoA) and the Obstetric Anaesthetist Association 

(OAA) have issued clear guidance for staffing on the labour ward which includes a duty 

anaesthetist available for maternity services 24 hours a day and appropriate consultant 

cover for emergency and elective work. This was not always evident. 

 Obstetric anaesthetists were not completely integrated in to the maternity 

multidisciplinary team and did not actively participate in relevant team meetings, audits, 

Serious Incident reviews, regular ward rounds and multidisciplinary training. 

 Not all anaesthetists regularly participated in multidisciplinary team training for frequent 

obstetric emergencies. 

6.0 Neonatology 

 Medical and nursing notes were not combined; where they are kept separately there is 

the potential for important information not to be shared between all members of the 

clinical team.  

 Daily clinical records, particularly for patients receiving intensive care, were not recorded 

using a structured format to ensure all important issues are addressed. 

 

Ockenden recommended 7 Immediate and Essential Actions to improve care in all Maternity 

Services across England. Trusts were asked to provide assurance to NHS England on 12 

clinical actions by 21st December 2020 which UHB did.  The 7 Immediate and Essential 

Actions are outlined below.  

7.0 Immediate and Essential Actions to Improve Care and Safety in Maternity 

Services across   England  

7.1        Enhanced Safety  

Safety in maternity units across England must be strengthened by increasing partnerships 

between Trusts and within local networks. Neighbouring Trusts must work collaboratively to 



ensure that local investigations into Serious Incidents (SIs) have regional and Local 

Maternity System (LMS) oversight. 

 Clinical change where required must be embedded across trusts with regional clinical 

oversight in a timely way. Trusts must be able to provide evidence of this through 

structured reporting mechanisms e.g. through maternity dashboards. This must be a 

formal item on LMS agendas at least every 3 months. 

 External clinical specialist opinion from outside the Trust (but from within the region), 

must be mandated for cases of intrapartum fetal death, maternal death, neonatal brain 

injury and neonatal death. 

 LMS must be given greater responsibility, accountability and responsibility so that they 

can ensure the maternity services they represent provide safe services for all who 

access them. 

 An LMS cannot function as one maternity service only. 

 The LMS Chair must hold CCG Board level membership so that they can directly 

represent their local maternity services which will include giving assurances regarding 

the maternity safety agenda. 

 All maternity SI reports (and a summary of the key issues) must be sent to the Trust 

Board and at the same time to the local LMS for scrutiny, oversight and transparency. 

This must be done at least every 3 months. 

 

 

7.2 Listening to Women and Families  

Maternity services must ensure that women and their families are listened to with their 

voices heard. 

 Trusts must create an independent senior advocate role which reports to both the Trust 

and the LMS Boards. These are being driven and funded nationally. More information is 

awaited.   

 The advocate must be available to families attending follow up meetings with clinicians 

where concerns about maternity or neonatal care are discussed, particularly where there 

has been an adverse outcome 

 Each Trust Board must identify a nonexecutive director who has oversight of maternity 

services, with specific responsibility for ensuring that women and family voices across 

the Trust are represented at Board level. They must work collaboratively with their 

maternity Safety Champions. 

 CQC inspections must include an assessment of whether women’s voices are truly 

heard by the maternity service through the active and meaningful involvement of the 

Maternity Voices Partnership. 

 Maternity services must ensure that women and their families are listened to with their 

voices heard. 

7.3 Staff training and working together  

Staff who work together must train together. 

 Trusts must ensure that multidisciplinary training and working occurs and must provide 

evidence of it. This evidence must be externally validated through the LMS, 3 times a 

year. 

 Multidisciplinary training and working together must always include twice daily (day and 

night through the 7-day week) consultant-led and present multidisciplinary ward rounds 

on the labour ward. 

 Trusts must ensure that any external funding allocated for the training of maternity staff, 
is ring-fenced and used for this purpose only. 

 
7.4 Managing Complex Pregnancy  



There must be robust pathways in place for managing women with complex pregnancies 

through the development of links with the tertiary level Maternal Medicine Centre. There 

must be agreement reached on the criteria for those cases to be discussed and /or referred 

to a maternal medicine specialist centre.  

 Women with complex pregnancies must have a named consultant lead. 

 Where a complex pregnancy is identified, there must be early specialist involvement and 

management plans agreed between the woman and the team. 

 The development of maternal medicine specialist centres as a regional hub and spoke 

model must be an urgent national priority to allow early discussion of complex maternity 

cases with expert clinicians. This must also include regional integration of maternal 

mental health services. 

7.5 Risk assessment throughout pregnancy  

Staff must ensure that women undergo a risk assessment at each contact throughout the 

pregnancy pathway. 

 All women must be formally risk assessed at every antenatal contact so that they have 
continued access to care provision by the most appropriately trained professional. 

 Risk assessment must include ongoing review of the intended place of birth, based on 

the developing clinical picture. 

7.6 Monitoring fetal wellbeing 

 All maternity services must appoint a dedicated Lead Midwife and Lead Obstetrician both 

with demonstrated expertise to focus on and champion best practice in fetal monitoring.  

 The Leads must be of sufficient seniority and demonstrated expertise to ensure they are 

able to effectively lead on:  

o Improving the practice of monitoring fetal wellbeing. 

o Consolidating existing knowledge of monitoring fetal well being. 

o Keeping abreast of developments in the field.  

o Raising the profile of fetal wellbeing monitoring. 

o Ensuring that colleagues engaged in fetal wellbeing monitoring are adequately 

supported. 

o Interfacing with external units and agencies to learn about and keep abreast of 

developments in the field, and to track and introduce best practice. 

 The Leads must plan and run regular departmental fetal heart rate (FHR) monitoring 

meetings and cascade training. They should also lead on the review of cases of adverse 

outcome involving poor FHR interpretation and practice. 

 The Leads must ensure that their maternity service is compliant with the 

recommendations of Saving Babies Lives Care Bundle and subsequent national 

guidelines. 

 

7.7 Informed Consent  

All Trusts must ensure women have ready access to accurate information to enable their 

informed choice of intended place of birth and mode of birth, including maternal choice for 

caesarean delivery. 

 All maternity services must ensure the provision to women of accurate and 

contemporaneous evidence-based information as per national guidance. This must 

include all aspects of maternity care throughout the antenatal, intrapartum and postnatal 

periods of care 

 Women must be enabled to participate equally in all decision-making processes and to 

make informed choices about their care. 

 Women’s choices following a shared and informed decision-making process must be 

respected. 



 

The Trust has also been asked to submit an assessment and assurance tool to NHS 

England by 15th January 2021 which is included in Appendix 1. All actions have been added 

to the bespoke UHB maternity safety improvement plan which is monitored currently through 

the Trusts Care Quality Group but moving forwards will be monitored through the joint Care 

Quality Monitoring Group.  

The tool recommends the Trust reviewing their gap analysis with the Kirkup 

recommendations (Kirkup 2015). This piece of work has started and when complete will be 

shared through the Care Quality Monitoring Group.  

A number of other documents have been published by NHS England / Improvement 

following the publication of the Ockenden review. These are ‘Implementing a revised 

perinatal quality surveillance model’ (December 2020) and ‘Transforming perinatal safety’ 

(January 2021). 

Implementing a revised perinatal quality surveillance model 

This paper sets out the key principles for a revised perinatal clinical quality surveillance 

model. Part of our response to Ockenden is to provide assurance that the Trust will 

implement this model. The 5 principles outlined in the document are: 

1. Strengthening Trust level oversight for quality  

2. Strengthening LMS and ICS role in quality oversight  

3. Regional oversight for perinatal clinical quality 

4. National oversight for perinatal clinical quality  

5. Identifying concerns, taking proportionate action and triggering escalation    

The document outlines the reason for the requirement to strengthen Trust level oversight for 
quality.  It states that since 2017 all trust boards have been required to have a board-level 
safety champion, whose remit is to bring together a range of internal sources of insight to 
provide strategic oversight and leadership for perinatal safety. However, insight gathered 
from a range of system partners suggests that trust board oversight of perinatal clinical 
quality in provider organisations remains variable. Reasons for this include:  
 
- perinatal clinical quality is not always reviewed regularly and methodically, using a 
consistent set of data and information.  

- variable understanding of maternity services on the part of board members.  

- variable effectiveness in different models of safety champion. 

- challenges representing perinatal clinical quality in a context of competing priorities.  
 
The document also sets out six requirements to strengthen and optimise board oversight for 
maternity and neonatal safety:  
 
1. To appoint a non-executive director to work alongside the board-level perinatal safety 
champion to provide objective, external challenge and enquiry.  

2. That a monthly review of maternity and neonatal safety and quality is undertaken by the 
trust board.  

3. That all maternity Serious Incidents (SIs) are shared with trust boards and the LMS, in 
addition to reporting as required to HSIB.  



4. To use a locally agreed dashboard to include, as a minimum, data measures set out in the 
document drawing on locally collected intelligence to monitor maternity and neonatal safety 
at board meetings.  
  
5. Having reviewed the perinatal clinical quality surveillance model in full, in collaboration 
with the local maternity system (LMS) lead and regional chief midwife, formalise how trust-
level intelligence will be shared to ensure early action and support for areas of concern or 
need.  

6. To review existing guidance, refreshed how to guides and a new safety champion toolkit 
to enable a full understanding of the role of the safety champion, including strong 
governance processes and key relationships in support of full implementation of the quality 
surveillance model.  
 
A range of further support measures are under consideration, including safety culture 
leadership training, access to a trust-level dashboard and access to an NHS Resolution 
developed annual maternity trust claims scorecard to help target interventions aimed at 
improving patient safety.     

Transforming perinatal safety  

A range of maternity safety initiatives have been implemented since the national ambition 

was announced with notable success by frontline teams; however the proliferation of safety 

activities means the full picture of maternity safety is complex. This document is a resource 

pack to support improvement in maternity and neonatal services in England and has been 

created to make sure that everyone involved in leading or providing maternity and neonatal 

care fully understands their role in delivering personal and safe care for women, babies and 

their families; an even more exacting challenge in the light of Covid 19.  

The document outlines the key national maternity and neonatal safety initiatives and also 

sets out the core responsibilities of the Local Maternity System, Maternity Voices 

Partnerships, Frontline maternity and neonatal safety champions, Board safety champion 

and non-executive director and Directors of Midwifery and Clinical Directors.         

Recommendation 

The Board of Directors is asked to receive and discuss this exception report and sign off the 
submission to NHS England. The Board are also asked to support the implementation of the 
quality surveillance model.            

LISA STALLEY-GREEN 

CHIEF NURSE 

13th January 2021 

 

 

 

 


