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Maternity improvement
resource

The National maternity inspection programme aimed to
give an up-to-date view of quality and safety across all
maternity services. Between August 2022 and December
2023, every maternity location that had not been inspected
before March 2021 was inspected, allowing us to identify
common issues as well as good practice shared across the
country.

Now that the inspection programme is complete, we are in a unique position of having an

overview of the quality and safety of all maternity services in England.

We identified 4 themes to focus on for this improvement resource. We chose these
themes because we identified that services often performed poorly in these areas, and
we frequently had to take enforcement action. These are:

® triage

® incidents

® |eadership and culture

® health equity.


https://www.cqc.org.uk/
https://www.cqc.org.uk/

These themes were not exhaustive and more information about our findings and themes

can be found in our national report.

The following guides are for staff, leaders at all levels, the board and integrated care
boards. The guides outline our expectations for staff knowledge about their service and
the key elements we want to see implemented. These guides aim to support staff at

various levels in understanding what we consider to be the hallmarks of a good service.

Our integrated care system (ICS) level questions explore wider issues and trends, as we
would expect ICS leaders and committees to have this high-level overview of maternity

services across their system.

In this resource we refer to ‘women’, but we recognise that some transgender men, non-
binary people and people with variations in sex characteristics or who are intersex may

also use maternity services and experience some of the same issues.
Tri

Introduction to triage


https://www.cqc.org.uk/publications/maternity-services-2022-2024

The following guide outlines what we expect staff to know about their service's triage and

the key elements we want to see implemented.

We have drafted questions that we would likely ask in assessing services to help us
determine whether the service meets the quality statements relevant to triage in our

single assessment framework.
We have broken the questions down into different staff groups:

® frontline staff

® managers

® Dboard members

® integrated care systems.

We would expect each staff group to be able to give comprehensive answers to the
questions we have set out for them.



While not exhaustive and focused exclusively on the 4 theme areas of our resource, these
guides aim to support staff at various levels in understanding what we consider to be the
hallmarks of a good service. We recognise that models may differ between organisations

based on population needs.

This resource aims to set out the general principles that we are looking for and is to be
read in conjunction with other guidance such as the Royal College of Obstetricians and

Gynaecologists’ good practice paper.

Characteristics of good

We have developed the content below using national
guidance and evidence from our recent inspection
programme. This resource aims to set out the general
characteristics of good maternity practice.

The characteristics of good triage processes

Women and their babies are protected from avoidable harm.

There are clearly defined in-person and telephone triage processes. Midwives are trained
in telephone triage. Women are assessed by a trained midwife in line with the trusts own

policy. They are prioritised based on risk, not in the order in which they came in.

Telephone triage

® There is standardised documentation to minimise the risk of potential error.


https://www.rcog.org.uk/guidance/browse-all-guidance/good-practice-papers/maternity-triage-good-practice-paper-no-17/

® There is a dedicated telephone triage line, which is in a protected place and as an
emergency line 24 hours a day. There are continuity plans in place in the event of
staff absence.

® Telephone triage call answering and abandonment rates are monitored.

® Documentation on the call and advice given is recorded, with the ability to

monitor repeat callers to identify deteriorations in condition.

® Telephone triage calls are audited cyclically to ensure compliance with the trust

policy, and improvements implemented when needed.

In-person triage

® A promptand brief assessment within 15 minutes, including a physiological

assessment using a standardised obstetric early warning score.

® Triage assessment and prioritisation is carried out by clinical staff who are trained

in triage.
® The seated waiting area is in the direct line of sight of clinical staff.

® There should be standardised assessment, investigations and ongoing

management processes.
® Contemporaneous documentation using standard templates.

® Centralised monitoring of activity within triage to monitor the flow through the

department.

® The activity within maternity triage is included with the maternity safety huddle,

and triage activity is included in the consultant led ward rounds twice a day.

Information about women'’s triage care and treatment, and their outcomes, is routinely
collected and monitored. This information is used to improve care. Outcomes for women
who use services are positive, consistent and meet expectations. Feedback is actively

sought from women and staff to improve the service.



Accurate and up-to-date information about triage services is audited and escalated so
that there is board oversight of activity and the effectiveness of maternity triage. Audit
data is used to improve care and treatment within the triage service, including call

answering and abandonment rates in telephone triage.

What you need to know

The following guide outlines what we expect staff to know
about their service's triage and the key elements we want
to see implemented.

We have drafted questions that we would likely ask on inspection to help us determine
whether the service meets the quality statements relevant to safety incident

management in our single assessment framework.
We have broken the questions down into different staff groups:

® frontline staff

® managers

® board members

® integrated care system.

We would expect each staff group to be able to give comprehensive answers to the

questions we have set out for them.

While not exhaustive and focused exclusively on the 4 theme areas of our resource, these
guides aim to support staff at various levels in understanding what we consider to be the
hallmarks of a good service.



Frontline staff

What we look for

Safe

Safe systems, pathways and transitions

Telephone triage:

Do you use a standardised form to document calls to triage?
O Is there space to document the time of calls?
O How are frequent callers identified?

O Are the phone numbers clearly signposted?

In-person triage:

How are women assessed and their care prioritised?
Is there a standardised tool?
O If so, can you talk us through it?
Do you complete the patient care record?
When women are classed as high-risk, how are they prioritised?

When women present in early or established labour, do you carry out a full clinical

assessment?
O If not, are they on a different pathway?
Do you use a formal tool when handing over care to other areas?

What is the protocol in place for handling an obstetric emergency in triage?



How do you ensure you listen and record the preferences and decisions

communicated by women? Do you have time to do so?

Safe environments

What emergency equipment is available in triage?

Do you complete checks on emergency equipment and how often?
Is there space for privacy if needed?

Is there a ligature point risk assessment of the environment?

Is the triage waiting area visible to staff?

Safe and effective staffing

Do triage staffing and acuity issues feed into the maternity unit safety huddle?
O Areyou invited to attend in person or remotely?

What training have you had to work in triage?

What training have you had to answer telephone triage?

Do you have targets for women to be seen by midwives and doctors?
O What are they?

Do you record the time of arrival of women?

Do you record what time they are seen by a midwife?

Do you record what time they are seen by a doctor?

Safe medicines optimisation

How are medicines prescribed (paper or electronic), by whom?

Are you able to access medicines easily?

Effective



Assessing needs/delivering evidence-based care and treatment

Are you able to access diagnostic results in a timely manner?

Do you use the Modified Early Obstetric Warning Score (MEOWS,) for clinical

observations?

Are you able review scans and sign the outcomes?

Monitoring and improving outcomes

Do you know how waiting times are monitored?

Do you know how triage proformas are audited to include appropriate

completion, prioritisation and escalation?

O How are the results of these audits shared?

Managers

What we look for

Safe

Safe systems, pathways and transitions

Telephone triage:

How are you assured telephone triage is effective?
What is the current performance of telephone triage?
What systems do you have in place to monitor call times and call drop-offs?

How does the monitoring of call times and drop-offs drive improvement in the

service?



In-person triage:
® How are you assured women's care and treatment are assessed and prioritised
effectively?
® Canyou talk us through the triage process including:
O your use of standardised tool
O how you prioritise women.

® How are you assured handover care to other areas is effective?

Safe environments

® How are you assured equipment is checked to ensure it is fit for purpose and

ready for use in an emergency?

® How are you assured a ligature point risk assessment of the environment has

been completed?

O Canyou please show us the latest assessment?

Safe and effective staffing

® How are you assured triage staffing and acuity issues feed into the maternity unit
safety huddle?

® How are you assured staff are appropriately trained to work in maternity triage?

® How are you assured staff are appropriately trained and competent in telephone

triage

® How are you assured there is appropriate staffing levels in maternity triage?

Effective

Assessing needs and delivering evidence-based care and treatment



® How are you assured staff are able to access diagnostic results in a timely

manner?

® How are you assured staff are completing MEOWS for clinical observations and

escalating appropriately?

® How do you ensure triage standards, systems and processes are continuously

reviewed and adapted as new evidence or information emerges?

Monitoring and improving outcomes

® How are you assured women are seen in a timely way, prioritised and escalated

effectively in line with your own policy?

® How are the results of these audits shared?
How staff, teams and services work together
® Are there dedicated obstetric staff for triage?
Consent to care and treatment
® How are you assured staff ask for consent before any assessment of women?
® How is this recorded and monitored?
Caring
Kindness, compassion and dignity

® Are women given news of poor outcomes with dignity and in a private space?

Responsive
Equity in access

® What is the process for assessment of women who attend triage without an

appointment?



® How is triage reviewed to ensure equity of access, for example using ethnicity data

or serious incident data?

Well-led
Capable, compassionate and inclusive leaders

® |sthere a dedicated leadership for maternity triage?

Governance, management and sustainability

® How are you assured processes in telephone triage are effective?
® Do telephone triage audits include:

O completeness of the record

O appropriate prioritisation/RAG rating.

O What is the current performance?
® How are you assured processes in maternity triage are effective?
® Do maternity triage audits include:

O completeness of record

O time of arrival

O time of assessment by midwife

O time of review by Obstetric team

O time of discharge

O appropriate prioritisation/RAG rating

O is the service meeting its own policy or guideline?



® Canyou tell us the interval between:
O arrival to initial assessment
O initial assessment to full assessment by a midwife
O from assessment to obstetric review.
® What is the current performance of triage?
® How do you monitor maternity triage audits?
® How are you assured audit results are shared and improvements made?

® |s there board oversight of maternity triage performance?

The importance of people's experience.

® How are you assured the views of women using the service and the Maternity and
Neonatal Voices Partnership (MNVP) have been used in developing maternity

triage?

® How has engagement taken into account views of women who might face more
barriers in triage? For example, women who do not speak English as a first

language or women with mental health needs.

Board members

What we look for

Safe
Safe and effective staffing

® How are you assured maternity triage is staffed by trained and competent

midwives and obstetricians in line with best practice guidance?



Well-led
Capable, compassionate and inclusive leaders

® How are you assured the leadership of maternity triage is effective?

Governance, management and sustainability

® What is the overall Board oversight of maternity triage?

® How does the trust monitor data in relation to maternity services to ensure risks
are mitigated across pathways and transitions, especially in high-risk areas such

as maternity triage?

Integrated care systems

What we look for

Safe
Safe systems, pathways and transitions

® How does the integrated care system (ICS) monitor local data in relation to
maternity services to ensure risks are mitigated across pathways and transitions,

especially in high-risk areas such as maternity triage?

® How does the ICS ensure there is collaboration between professionals and
providers to promote timely and safe maternity care and there is clarity about

responsibility, supervision and oversight?

Safe and effective staffing



® |sthere a plan to address system and place workforce priorities which utilise
clinical and non-clinical skills across integrated pathways and does this include

maternity services?

® Asan ICS are there any particular staff groups where there is a high level of
vacancies and sickness? How well sighted is the ICS on recruitment to vacancies
where there are known national shortages such as for midwifery staff in maternity

care?

Well-led
Capable, compassionate and inclusive leaders

® How does the ICS work with the local maternity and neonatal system to gain

assurance of effective leadership?

The importance of people's experience

® How does the system support and work with the maternity and neonatal voices

partnership to develop and improve maternity services, including triage services?

Good practice in triage

We had very clear feedback from our maternity workshop
that providers and stakeholders want us to share more of
the good practice we find on our inspections.

We analysed the inspection reports from the National maternity inspection programme
and want to share the good practice we found in relation to triage. It is not exhaustive.
But we hope that services can use the examples and get in touch with the trusts if they

wish to learn more.



Quality improvement approach to
improving communication and escalation

Portsmouth Hospitals NHS Trust - Queen Alexandra Hospital

“The service had implemented a quality improvement project around patient
safety and effective communication in triage, which was shared with staff and
external stakeholders at a learning event. The service had developed a clear escalation
guideline which included a maternity trigger list and a clear pathway for staff to follow
during high acuity. This guideline was shared with their local maternity network system
and the maternity and neonatal safety improvement programme. All the triage rooms
had computer[s] on wheels for assessment and [were] equipped with

cardiotocography (CTG) machines to help the timely assessment of fetal monitoring to

ensure patient safety.”

Strong awareness of maternity triage
risks from the trust board and executive
team

North Bristol NHS Trust - Southmead Hospital

The chief nurse had attended Birmingham Symptom-specific Obstetric Triage (BSOTS)

training.

Effective use of electronic systems to
ensure safety

South Tees Hospitals NHS Foundation Trust - The James Cook University Hospital


https://api.cqc.org.uk/public/v1/reports/21f43bfd-c87d-4da6-aae7-88609104cfe7?20240209080057
https://api.cqc.org.uk/public/v1/reports/314c62a5-40ad-4bca-a31c-280e03ebd81a?20240216010512
https://api.cqc.org.uk/public/v1/reports/419819e7-8fa6-40bb-aea9-7d2105de4f04?20240119010511

“"In triage, records were routinely checked for safeguarding alerts, including on
an internal database and on a national system of safeguarding alerts. Staff could
see safeguarding concerns from other trusts for unscheduled out of area patients not

known to this trust. Staff could contact the safeguarding team to update safeguarding

information on the national system.”

The service used a standardised prioritisation tool, which was included within the

electronic patient records system (EPR).

This meant all staff had visibility of the number of times someone had called and could
escalate their care appropriately. The use of electronic records meant telephone triage
could be shared between sites. It also allowed the service to maintain oversight of repeat

callers and deteriorations and adjust prioritisation.

Effective use of telephone triage

Milton Keynes University Hospital NHS Foundation Trust - Milton Keynes Hospital

“The service had appropriate midwifery staffing in place to manage the maternity
telephone triage. There was a designated midwife on each shift allocated to respond to

and manage the triage telephone line.”

This meant staff taking phone calls were appropriately trained and experienced.

Chelsea and Westminster Hospital NHS Foundation Trust - West Middlesex Hospital

“Telephone triage was staffed by midwives working from home, so these staff were

protected from being pulled into the numbers on labour ward.”

Frimley Health NHS Foundation Trust - Frimley Park Hospital



https://api.cqc.org.uk/public/v1/reports/dfb9e771-2edc-4e97-87bb-bde1cdee8856?20230705070217
https://api.cqc.org.uk/public/v1/reports/35931f55-e084-4764-b489-7224e82145d1?20230524070054
https://api.cqc.org.uk/public/v1/reports/befd7de2-1738-4f17-8fcb-89b116cb668f?20230913070049

Some organisations were working with local ambulance hubs and supporting others in

their local areas to develop the same processes.

“The service used a 24-hour telephone triage line for maternity queries and labour
advice which was staffed by midwives within the local ambulance call-handling hub.
This meant women had access to professional advice at any time of the day or night to
ensure safe care. The service monitored call numbers and waiting times. Data showed
a monthly average call rate of 2681 for both Frimley Park and Wexham Park hospitals
between January and March 2023, and 73% of these calls were answered within 60
seconds. Data collected between January 2023 and May 2023 showed 15% of calls
were abandoned by the caller and these were reviewed on a weekly basis. The service

did not receive any complaints or safety concerns about the telephone line during this

time.”

Environment and equipment

Birmingham Women's and Children’s NHS Foundation Trust - Birmingham Women's

Hospital

The service had a dedicated environment for maternity triage with space that allowed

privacy and dignity for sharing confidential and/or poor outcomes.

“Triage is open 24 hours a day with a dedicated phone line that is manned from 10am
to 10pm. There were assessment rooms as well as rooms dedicated for women that
needed to be seen urgently by a doctor. Triage was for women from 17 weeks of
pregnancy up to 6 weeks postnatal who were experiencing any problems related to
pregnancy or following birth. Women also attended for early labour assessments. Fetal
assessments were offered for reduced fetal movements. Triage was situated next to

labour ward so women could be transferred immediately if needed.”

Wye Valley NHS Trust - The County Hospital



https://api.cqc.org.uk/public/v1/reports/3615fe23-9e6f-4dbf-8dd8-30dd29f89cfc?20230630070247
https://api.cqc.org.uk/public/v1/reports/3615fe23-9e6f-4dbf-8dd8-30dd29f89cfc?20230630070247
https://api.cqc.org.uk/public/v1/reports/5a4c6aab-2c81-473d-ab7b-08142fe43ecc?20231004070046

“The service had identified a lack of space in the triage area as a risk and was in the
process of moving triage to a new area with more space to facilitate safer assessment
and patient flow...The service had identified that triage posed a potential risk to
women due to the lack of space and current staffing model, and consequently triage

had been included on the risk register.”

George Eliot NHS Trust - George Eliot NHS Hospital

As part of a pilot, the service relocated its triage service, which was originally co-located
with the maternity day assessment unit, to the delivery suite. This allowed for assessment
rooms to be used when activity on the ward increased and also meant that triage was
situated closer to the midwifery station. Staff working in both triage and the maternity

day assessment told us the changes allowed them to provide a better service.

Staffing

We were encouraged to see leaders who were supportive and proactive in ensuring staff
received the appropriate training to carry out their roles in triage, as well as providing

opportunities to develop their skills further.

George Eliot NHS Foundation Trust - George Eliot Hospital

“Leaders encouraged staff to take part in secondments and pilot projects to help all
staff progress. For example, staff had been seconded to specialist midwife roles, and to

manage the triage project.”

The Dudley Group NHS Foundation Trust - Russells Hall Hospital

Leaders introduced training to help staff reach triage targets and aimed to achieve over

90% of women being seen within 15 minutes of arrival.


https://api.cqc.org.uk/public/v1/reports/c58a1b8a-9073-4ffe-bf4e-d87cfdfe9b42?20240626121834
https://api.cqc.org.uk/public/v1/reports/c58a1b8a-9073-4ffe-bf4e-d87cfdfe9b42?20240626121834
https://api.cqc.org.uk/public/v1/reports/dbbd0dd3-d2b3-4b86-b1c1-c59e8e8bff42?20230629070517

Further information

® Birmingham Symptom Specific Obstetric Triage System (BSOTS) (future.nhs.uk)

Requires a FutureNHS account. Accounts are free and available for everyone

working in health and care.

® [nformation about BSOTS (midtech.org.uk)

® \When to contact maternity services? Sands and Tommy's Joint Policy Unit

discussion paper (sands.org.uk)

Managing safety incidents

Introduction to safety incidents


https://future.nhs.uk/BMHSymptomObstetricTriageSystem
https://www.midtech.org.uk/case_study/birmingham-symptom-specific-obstetric-triage-system-bsots/
https://www.sands.org.uk/about-sands/media-centre/news/2024/08/when-contact-maternity-services-sands-and-tommys-joint-policy
https://www.sands.org.uk/about-sands/media-centre/news/2024/08/when-contact-maternity-services-sands-and-tommys-joint-policy

Our findings revealed, in some services incidents were not consistently reported. This
meant leaders did not have clear oversight of safety incidents, which could impact their

ability to foster an open, learning culture.

We found concerns with the grading of safety incidents in some services. Inaccurate
grading of incidents could mean they are not correctly investigated, and services could

miss vital learning opportunities.

It is important that staff feel able to report safety incidents. Safety incidents should be
investigated in a timely manner, with oversight from leaders to ensure duty of candour

and learning.

Failure to learn from incidents could result in more people being exposed to harm.

Characteristics of good

We have developed the content below using national
guidance and evidence from our recent inspection
programme. This resource aims to set out the general
characteristics of good maternity practice.

The characteristics of good incident management

Staff are encouraged to report any safety incident without fear for reprisal and provided

with the time to do so.

There is an open and transparent safety culture, encouraged throughout the service. All
staff understand and fulfil their responsibilities in raising concerns and report incidents
and near misses. All staff are fully supported when they do so. When reporting incidents
and near misses, protected equality characteristics of the woman are recorded routinely

and considered as part of the review to identify themes and trends.



The maternity service routinely collects and uses equality data as part of their incident
reporting process. When reviewing safety outcomes, trends are identified for women
from ethnic minority groups and action is taken to respond to any risk factors. All
maternity staff understand the importance of collecting demographic information and
how it is used to improve outcomes for women. The maternity service breaks down data
by levels of deprivation and targets improvement initiatives to areas with the highest

deprivation.

When something does not go as planned, a thorough review or investigation is
undertaken and involves all relevant staff, the woman, and their family. Questions of the
woman and their family should be answered in full as part of the review process. Women
leave hospital with all the information they need to be able to process their individual
birth experience. If a woman requests a conversation with a member of the multi-
disciplinary team about their birth prior to them leaving hospital, this should happen.
However, when this is unachievable, women should be informed of the next opportunity

for this conversation to happen.

For those cases referred to a review panel, women are invited to attend and supported to

co-produce improvements for future service provision and reviews.

The maternity service actively participates in learning with other providers within the local
maternity and neonatal system. Learning is communicated widely and through a variety
of different methods to support improvements in throughout the trust, as well as services
within the local maternity and neonatal system. External safety events and patient safety

alerts are considered and reviewed by the service and shared with staff.

Improvements made following learning from reviews within the service, trust or the wider
local maternity and neonatal system, the resulting changes are monitored through audit

and the effectiveness is reviewed.

What you need to know



The following guide outlines what we expect staff to know
about their service's safety incident management
processes and the key elements we want to see
implemented.

We have drafted questions that we would likely ask on inspection to help us determine
whether the service meets the quality statements relevant to safety incident

management in our single assessment framework.
We have broken the questions down into different staff groups:

® frontline staff
® managers
® board members

® integrated care systems.

We would expect each staff group to be able to give comprehensive answers to the
questions we have set out for them.

While not exhaustive and focused exclusively on the 4 theme areas of our resource, these
guides aim to support staff at various levels in understanding what we consider to be the

hallmarks of a good service.

Frontline staff

What we look for

Safe



Learning culture

Are incidents of harm understood and defined by staff?
Are equality characteristics recorded for all incidents?
What stops staff reporting incidents?

Do staff feel there is a culture of improvement and change that is supportive of
them?

Are women offered a conversation and an apology?
Does the service always follow an incident investigation procedure and policy?
Do you consistently get feedback from incidents?

Can you describe any changes or actions as a result of findings from an incident in

the service?

How is clinical data including socio-demographic characteristics such as ethnicity

routinely recorded, analysed and used to improve the quality of services?

Well-led

Governance management and sustainability

How often are serious incidents review meetings?
O Are the correct staff involved?

O How are these review meetings recorded and was there appropriate
monitoring of action?

Managers

What we look for



Safe
Learning culture

® How are you assured all incidents are reported?
® |s the level of harm recorded reflective of the harm suffered?
® How are equality characteristics recorded and analysed for all incidents?
® Describe the culture of improvement and change?
O How supportive is this process for staff?
® Can you describe your duty of candour process?

® How is clinical data including socio-demographic characteristics, such as ethnicity,

routinely recorded, analysed and used to improve the quality of services?

Effective
Monitoring and improving outcomes

® Are all themes, no matter the levels of harm, on the risk register to help drive

improvement?

® How are you assured actions for improvement are implemented and monitored

for effectiveness?

Well-led
Governance management and sustainability

® How are you assured that duty of candour is always carried out in accordance
with regulation 20 of the Health and Social Care Act 2008?

® Describe any changes in the service following a duty of candour review.

® |s the compliance with the duty of candour audited?



® Do you have independent panel members, such as external professionals, invited

to assist in incidents reviews?
® Does the service have an incident investigation procedure?
® How are you assured incidents are investigated consistently?

® How are themes and trends identified shared with frontline staff and reported to
the board?

® Describe the current themes and trends of harm in your service, in line with NHS

England's Patient Safety Incident Response Framework (PSIRF) guidance.
® How are you assured lower levels of harm are reviewed to drive improvement?

® How often are serious incidents review meetings held? How are these recorded

and was there appropriate monitoring of action?

® Are all neonatal deaths reviewed by a multidisciplinary group using the Perinatal

Mortality Review Tool?
® Are all reviews documented in detail?

® How many incidents in the last 6 months have been referred to the Maternity and

Newborn Safety Investigations programme (MNSI) for investigation?

O Do you have any examples of actions to address recommendations,

and how are these monitored?

® How are you assured actions identified through incident investigation are

resolved promptly to prevent harm?

Board members

What we look for



Well-led

Governance, management and sustainability

What is the overall Board oversight of maternity safety incidents?

How is the board assured of effective oversight of reporting and monitoring of

themes and trends?
What are the current themes and trends of notes to the board?
How is the board assured of effective implementation and monitoring of action?

How does this service compare nationally for occurrences of safety incidents?

Integrated care systems

What we look for

Well-led

Partnerships and communities

How do local maternity services compare nationally for the occurrence reporting

and investigation of safety incidents?

What is the integrated care board (ICB) involvement in the investigation or
oversight of maternity safety incidents? What assurance does the integrated care
system (ICS) have that ICB and provider governance structures support reporting

of and learning from maternity safety incidents?

How is the system assured that deaths, including maternity and neonates, are

reviewed using approved tools?

How do governance structures take account of people’s experiences in learning

and improvement of maternity systems?



Good practice in managing
safety incidents

We had very clear feedback from our maternity workshop
that providers and stakeholders want us to share more of
the good practice we find on our inspections.

We analysed the inspection reports from the National maternity inspection programme
and want to share the good practice we found in relation to managing safety incidents. It
is not exhaustive. But we hope that services can use the examples and get in touch with

the trusts if they wish to learn more.

Effective incident review processes

Norfolk and Norwich University Hospitals NHS Foundation Trust - Norfolk and

Norwich University Hospital

“The trust moved to the Patient Safety Incident Response Framework (PSIRF) on 1
September 2023 and leaders triaged all incidents daily and RAG (red, amber, green)
rated them in alignment with PSIRF guidance. Any incidents that were of moderate or
severe harm, required further information or met national priorities were presented
by the divisional weekly incident group to discuss the appropriate response and
identify any lessons learned. Cases were then escalated to the trust complex case

review group, as required.”

“Leaders told us an incident report was completed following every massive obstetric

haemorrhage greater than 1.5 litres, all 3rd and 4th degree vaginal tears and any



https://api.cqc.org.uk/public/v1/reports/62a8968a-aff2-4b79-b2a1-122109915df9?20240222080041
https://api.cqc.org.uk/public/v1/reports/62a8968a-aff2-4b79-b2a1-122109915df9?20240222080041

unanticipated admissions of newborns to the Neonatal Intensive Care Unit. All
incidents had a case review by the investigation lead. If there were care issues or
moderate or severe harm formal duty of candour was always completed, and the
mother/family were always provided with an immediate debrief. Managers
investigated incidents thoroughly and applied the Duty of Candour, although it was not
clear from reports if they involved women, birthing people and their families in related

investigations.”

Sharing and embedding learning

Lewisham and Greenwich NHS Trust - University Hospitals Lewisham

“The service held a weekly ‘education bus’ and quiz sessions in the maternity
areas and the governance teams focused on different themes each month. For
example, the team were focused on managing fluid balance in August 2023. There was
evidence that changes had been made following incidents investigations. Staff
explained and gave examples of additional training, process, pathway, and policy
implemented following a serious incident. Following a baby abduction incident which
occurred last year, the trust had implemented a new baby abduction policy and
employed security staff for the maternity wards to maintain patient safety. The service
had also introduced 2 hourly security rounds and a sign in register to ensure oversight

of everyone entering and exiting the maternity wards.”

North West Anglia NHS Foundation Trust - Hinchingbrooke Hospital

“The service had a ‘learning from incidents’ midwife who was responsible for sharing
learning from incidents with staff. For example, the rate of women who had a post-
partum haemorrhage (PPH) of 1,500 millilitres or more was higher than the national

average and in the highest 25% of all organisations. Further education and training was

introduced to make sure practice was embedded to reduce the incidence of PPH."”


https://api.cqc.org.uk/public/v1/reports/ac81fe90-c8f7-44a8-820a-627d1d553697?20240124010511
https://api.cqc.org.uk/public/v1/reports/a4ee256c-e4ed-451b-9e1e-4c3844ce8b27?20230608080039

External peer review with a local trust

Leeds Teaching Hospitals NHS Trust - Leeds General Infirmary

“The service had a weekly Perinatal Mortality Review tool (PMRT) meeting that was
attended by a multidisciplinary team including the Women’s CSU quality and safety
team, consultants and midwives. There was an ongoing action tracker to monitor
learning and improvements. Managers shared learning from PMRT meetings through
the monthly ‘sharing the learning’ newsletter. The service had set up an external peer
review process with a local trust of a similar size serving a similar community for
PRMT."

Healthcare equity

Introduction to healthcare equity


https://api.cqc.org.uk/public/v1/reports/58dc7553-6aae-4c7e-b5c1-e80fea520152?20230817111336

We are concerned about the inherent inequalities in maternity care for some people with

protected characteristics. Failings in this area results in harm to women and babies.

Data shows that compared to women from White ethnic groups, Black and Asian women

are significantly more likely to die during, or up to 6 weeks after, pregnancy.

The impact of existing inequalities should be considered in all aspects of delivery of care.

Our findings revealed some trusts were taking steps to address inequalities. However,

there is more to be done to ensure care can meet people’s needs.

We found some good examples of providers understanding their local population and

tailoring care accordingly. For example, through enhanced translation services.

We also saw some examples where healthcare inequalities were not being addressed.
Ethnicity data was not routinely captured and analysed when services investigated safety

incidents. Some staff raised concerns of discrimination due to their race and ethnicity.

Services that do not address healthcare inequalities are at risk of institutional
discrimination and will fail to address the increased risk of significant harm for some
women and their babies.

Listen to the Health equity in NHS maternity services podcast.

Characteristics of good

We have developed the content below using national
guidance and evidence from our recent inspection
programme. This resource aims to set out the general
characteristics of good maternity practice.


https://soundcloud.com/carequalitycommission/health-equity-in-nhs-maternity-services/s-IsPmaQcJ0gO?si=e32386118bc940d8bfdd85e835e86073&utm_source=clipboard&utm_medium=text&utm_campaign=social_sharing

The characteristics of good healthcare equity

The needs and preferences of different women with protected characteristics under the
Equality Act are considered when planning, delivering and coordinating the maternity
service. Maternity services collaborate with other services and providers to provide a
holistic package of support for women. The maternity service liaises with women, their
families and carers to ensure all partners are informed of any diverse needs that should
to be addressed. Any reasonable adjustments are made and communicated, and action is

taken to remove barriers when women struggle to access services.

The maternity service routinely collects and uses ethnicity data as part of their incident
reporting process. When reviewing safety outcomes, trends are identified for women
from ethnic minority groups and action is taken to respond to any risk factors. All
maternity staff understand the importan