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PURPOSE OF THE REPORT
In response to the letter received by the Trust 25th January 2022 regarding the progress
made against Ockenden, the report includes the current position against the 18
recommendations made in the 2015 “Kirkup Report in Maternity Services at Morecambe
Bay”, the seven immediate and essential actions outlined in the “2020 Ockenden Report:
Interim Findings into Shrewsbury and Telford”. Additionally as requested in the letter
progress against the Maternity Workforce Improvement Plan is also included. There is
currently not the expectation that Trusts are a 100% compliant.

RISKS RELEVANT TO THE PAPER
Risk ID
Risk Description
103250
The Maternity Service is unable to evidence full compliance with Regulation
17: Good Governance, which places the Organisation at risk of regulatory
action.
103074
Potential Risk to maintaining safe staffing levels in maternity services due to
vacancies and maternity leave.
RISK APPETITE RELEVANT TO THE PAPER

(insert relevant section from Risk Appetite Statement from Risk Management

Policy)

DOMAIN
Quality Outcomes

TRUST RISK APPETITE LEVEL
Cautious:

Preference for safe delivery
options that have a low degree
of inherent risk and may only
have Limited potential for
reward

DESCRIPTION OF RISK APPETITE

Tolerance for risk taking limited to those
events where there is little chance of any
significant negative impact on quality or
safety of care. Decision making authority
generally held by senior clinicians

THE COMMITTEE IS ASKED TO:
1. To note the progress made against the first Ockenden 7 Immediate and Essential
Actions one Year on and plans to complete the final remaining elements
2. To note the full implementation of the 2015 KIRKUP report following merger of HH
and PCH to become NWAFT
3. To note the progress made against the Workforce Plan whilst still noting the risk on
the risk register regarding current workforce challenges
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Executive Summary

1.1 The Morecambe Bay Investigation led by Bill Kirkup was established by the Secretary
of State for Health in September 2013 following concerns over serious incidents in the
maternity department at Furness General Hospital. The investigation covered January
2004 to June 2013 with the report published in 2015 and concluded that the maternity
unit was dysfunctional and that serious failures of clinical care led to unnecessary
deaths of mothers and babies.
1.2 The report made 44 recommendations for the Trust and wider NHS of which 18 were
for maternity providers, aimed at ensuring that failings are properly recognised and
acted upon.
1.3 The date of the report pre dated NWAFT. The archived plan from Peterborough and
Stamford NHS Foundation Trust was presented to the Trust Board; though no copies
of updated plans to completion were found. No plan for Hinchingbrooke has been
sourced.
1.4 At the beginning of 2021, the recommendations were reviewed as part of the terms of
reference for the maternity governance review ensuring that all improvements including
consideration of those 18 actions.
1.5 Bill Kirkup is now leading the investigation into East Kent Maternity Service with a report
expected summer 2022. It is likely that similar themes from Morecambe Bay will be
reported and as such there has been a national ask for each Maternity Unit to review
their compliance with the original recommendations outlined in the 2015 Kirkup report.
1.6 In December 2020, the Ockenden review of maternity services at Shrewsbury and
Telford was published which advocated implementing seven immediate and essential
actions (IEA) as well as addressing workforce recommendations.
1.7 Each Trust Board with Maternity Services were asked to focus on implementing those
7 IEA’s and this was underpinned in the NHS Annual Priorities for 2021/2022. Initial
baseline position through an assurance assessment tool was requested by NHSI/E and
this was submitted by NWAFT in February 2021.
1.8 In July 2021, each maternity unit submitted evidence of progress against each of the 7
IEA’s with national, regional and local benchmarking undertaken. NWAFT was
assessed at being 90% when the results were announced in November 2021.
1.9 In January 2022, each Trust providing Maternity care received a letter from NHS I/E
regarding Ockenden One Year on (Appendix One) outlining that each Trust Board is
required to discuss progress with implementation of the 7IEA’s outlined in the
Ockenden Report and the plan to ensure full compliance and Maternity Services
workforce Plan by March 2022 with reporting to the Local Maternity Neonatal System
and then the Region by the 15th April 2022.
1.10 The schedule of dates aligning to Organisation’s Public Trust Boards has been
escalated to the national Maternity Team
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Compliance with Morecambe Bay Investigation

2.1 Progress against each of the 18 recommendations for maternity providers has been
assessed as NWAFT.
2.2 That assessment reports that NWAFT have implemented all recommendations.
2.3 Further improvement is required to fully embed the recommendations such as achieving
90% compliance with multi-professional training. Multi-professional training was
reinstated in January 2021, with compliance trajectory impacted by staffing and COIVD
19. A renewed Trajectory for June 2022 has been completed in line with the revised
multi-professional Training Needs Analysis and deadline for Year 4 NHS Resolution
Maternity Incentive Scheme.
2.4 It is worth noting that no additional compliance targets have been set regarding the
Ockenden recommendation to the existing ones regarding Saving Babies Lives and the
Maternity Incentive Scheme.
2.5 Further amendments are being made to the Maternity Risk and Governance Framework
given the comments received by the Hospital Management Committee (HMC),
feedback from the Ockenden evidence submission regarding ICS governance reporting
and learning from the PDSA implementation change programme. It is planned for the
Framework to be signed off at Divisional Level in February and at HMC in March 2022.
The draft copy was submitted as evidence in July and accepted as compliance given
the new structure has been implemented.
2.6 Audit of risk assessments was an initial area of noncompliance as it required an
upgrade to the maternity K2 system to facilitate clinical completion and auditing. This
was completed in September 2021. Quarterly audits are now in place and risk
assessments at each contact has been added to the Quarter 3 2021/2022. This has
improved compliance evidence for Ockenden IEA 5 Risk Assessments throughout
Pregnancy. Focus is now on improving compliance now this change in practice has
been implemented.
2.7 The full assessment utilising the East of England Template is outlined in Appendix Two
and following discussion at Trust Board will be submitted to the LMNS and then onto
the region as part of the perinatal quality surveillance framework.
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Compliance with Ockenden

3.1 An initial assurance assessment was undertaken as a baseline of compliance against
the seven IEA’s outlined in Ockenden which was signed off at Trust Board prior to
submission to the region. The baseline position was approximately 46% for Part 1 and
57% for Part 2.
3.2 Improvement activities focused on:

Achieving the 10 Safety Actions outlined in Year 3 NHS Resolution Maternity
Incentive Scheme

Completion of a diagnostic governance review resulting in a new maternity
risk and governance framework

Development of the maternity audit programme

Improved education and strengthened processes for learning lessons
4




Improvements to the Maternity Digital K2 system
Improving co-production with service users

3.3 In July 2021, NWAFT with all maternity units in England submitted evidence to support
compliance at that point prevalence with an overall compliance of 90% reported by
NHSI/E to the organisation. All evidence submitted has been archived in a shared
folder.
3.4 Following the evidence submission in July and feedback in November 2021. The
following actions have been completed:
 Arrangements regarding external representation have been
strengthened. The PMRT Board report demonstrates 100% attendance
by an external person. Further improvement work is now achieving an
external obstetrician
 An outline of the Executive Safety Champion has been formulated
 Audit of Risk assessments at each contact has commenced
 Personalised Care and Support Plans have been launched
 Participation of Fetal Wellbeing Leads in MDT review of Serious
Incidents
 Uploading information regarding planned caesarean section to the
Public Website
3.5 The evidence has been discussed with the Maternity Divisional Team, Board Safety
Champion and Non- Executive Director for Maternity. Further discussion was received
at the Quality Assurance Committee.
3.6 Whilst we have not yet fully implemented the 7 IEA’s, we approximately 97% based on
the weightings used in the November Feedback.
3.7 The Trust is 100% compliant Part 2 given fed back to the Trust by the region following
the first evidence submission.
3.8 Over the year, the Maternity Team has made considerable progress in implementing
the immediate and essential actions in the context of staffing challenges, COIVD 19
pandemic and other transformation activities undertaken.
3.9 The granular detail of that compliance is displayed in Appendix 3 for information and to
assist discussion.
3.10 The items outstanding include:





To extend external person to also include obstetric expert
Out of Guidance Policy that require completion
The Maternity Risk and Governance Framework has been approved by the
Division and been implemented. Final ratification is required by HMC
To align budget codes against each section of external funding received

3.11 The plan is for the Maternity team to complete the above actions by the end of the
financial year.
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3.12 Once the Division has signed off full compliance, the evidence will be fully reviewed by
the Safety Champions and a paper to QAC and Trust Board evidencing closure on the
first Ockenden Report.
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Workforce Planning

4.1 Each Trust on the publication of Ockenden in December 2020 was requested to have
a signed off Birth-rate Plus Implementation Plan. This Implementation plan was
progressed by the Director of Midwifery and the Maternity Triumvirate Leadership Team
to completion over 2021. The completed plan is outlined in Appendix 4.
4.2 Workforce plans have evolved into a wider Divisional Workforce and a Project
Management Officer has recently joined to provide the Maternity Triumvirate capacity
to move at greater pace
4.3 In essence, midwifery workforce supply has been addressed through long term and
short term. Long term activities have included:

Reviewing clinical educational audits to expand student capacity

Increased the number of pre-registration HIE providers to now include
University of East Anglia as well as ARU

Reintroduced the 18 month shortened course for registered nurses

This will generate 25 newly qualified midwives in August 2023 with plans to
expand student capacity incrementally as staffing levels improve

Substantive full-time pre-registration Clinical Practice Development Midwife
recruited to
4.4 Short Term activities have included:

Greater skill mix for example of introduction of nursery nurses at HH

Utilising the Third Section – NCT funded to provide antenatal education over
the next two years – due to commence 2022

International Recruitment

Earlier recruitment of third year students – all 13 third year students accepted
contracts

Long line agency bookings in place

Welcome incentive for Band 5 and 6 Midwives

Improved career structure with increase in leadership and advanced clinical
practice roles

Improved staff engagement through social media, weekly briefing sessions
and increased visibility

Expanded capacity for restorative supervision with appointment of Full-time
Professional Midwifery Advocate and development of Pastoral Support
Pathways

External Retention Funding addressing quick wins identified by staff and an
ongoing project regarding welcome back feeding support packs for staff
returning from maternity leave

Recently successful in application for national funding for a leadership course
for clinical leaders

External funding received to support the development of Maternity Support
Staff to include recruiting to provide education and pastoral support and the
introduction of the Maternity Care Certificate
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Education Team expanded to provide greater clinical support to newly
qualified midwives and to address non-compliance with training
Review of Obstetric Staffing completed with additional posts to be funded
through external Ockenden funding

4.5 Further work is being undertaken to strengthen the Domestic Recruitment campaign
including a recruitment video is being developed to assist with open day events,
reviewing the preceptorship programme and candidates being continually updated as
they wait to start with newsletters and briefing sessions provided through the TRAC
system.
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Recommendations
To note the timescales outlined in the letter form NHSE/I in Appendix One
To consider discussion at Public Trust in April as requested in the above
correspondence
To note the considerable amount of improvement undertaken by the maternity team to
achieve the current compliance level
To sign off the progress made to date against Ockenden One
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Appendix One: Letter received from NHSI/E
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Appendix Two: Compliance with the Morecambe Bay Investigation

Maternity Unit:Completed by:-

North West Anglia NHS Foundation Trust
Penny Snowden, Director of Midwifery

Date:- February 2021

Recommendations for the University
Hospitals of Morecambe Bay NHS
Foundation Trust for other Trusts to
benchmark against.

Linked to further
reviews/regulation

1. Is an apology given to those affected, for
the avoidable damage caused and any
previous failures to act. Action: Trusts

Duty of Candour
legislation regulation 20
CQC Safe Domain

Duty of Candour Policy
Meeting timeframes- 100% compliance
reported monthly to Trust Board on
Quality
Exception reports and escalation

2. Review the skills, knowledge,
competencies, and professional duties of
care of all obstetric, paediatric, midwifery
and neonatal staff, and agency, locums
caring for the critically ill in anaesthetics and
intensive and high dependency care,
against all relevant guidance from
professional and regulatory bodies. Action:
Trusts

CNST SA8
Ockenden IEA 3
CQC Effective Domain

Full Multi-professional training in place
with a trajectory to achieve 90%

3. Identify opportunities to broaden staff
experience in other units, including by
secondment and by supernumerary
practice. Action: Trusts

Examples of evidence (not limited
to)

Embedded Actions to be
Compliance embed compliance
Red none
fully
Amber partially
Green fully

Training Needs Analysis in place for all
staff that includes the critically ill obstetric
patient, recovery and national Core
Competency Framework
Induction guidelines/ Programmes for all
staff

CNST SA8
CQC Well Led Domain
Ockenden IEA 3

Expanded education team to support in
practice
Preceptorship Programme in place for all
newly qualified midwives with link clinical
practice educator
Number of staff currently on secondment
to leadership and system roles
10

To achieve and sustain
90% training
compliance

Induction Programme
Individual action plans in line with HR
policy including annual appraisals
Professional Midwifery Advocate in place
supported by sessional PMA’s providing
restorative supervision

4. Continuing professional development of
staff and link this explicitly with professional
requirements including revalidation. Action:
Trusts

CNST SA 8
Ockenden IEA 3
CQC Safe Domain

5. Promote effective MDT working, joint
training sessions. Action: Trusts

CNST SA 8
Ockenden IEA 3
CQC Effective Domain

Career framework improved through
increased leadership roles such as
advanced practice, Consultant midwife
All staff met revalidation requirements and
performance is monitored Trust-wide
monthly
Appraisals in place with performance
monitored monthly
TNA in place as outlined above
PMA support in place as outlined above
Maternity Safety Champions in place
Obstetric Education Leads in Place
Obstetric and midwifery fetal wellbeing
leads in place
Specific questions regarding education/
development in GMC trainee survey and
annual staff survey
Feedback given to staff from clients and
families, as well as involvement in
complaints and clinical incidents
Trust Wide Revalidation policies in place
MDT Mandatory Training in place
CTG training and weekly MDT case
reviews in place
Live Skills & Drills facilitated on both sites
MDT safety Huddles in place
MDT meetings and audit in place
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Achieving and
sustaining over 90%
compliance with annual
appraisals

6. Protocol for risk assessment in maternity
services, setting out clearly: who should be
offered the option of high or low risk care.
Action: Trusts

Ockenden IEA 5
CQC Safe Domain

MDT development of guidelines in place
Clinical Policies that outline risk
assessments such as home birth,
midwifery led care in place and within date

Improvement in audit
results to above 90%
for risk assessments

Digital Risk assessments in place on K2

7. Audit the operation of maternity and
paediatric services, to ensure that they
follow risk assessment protocols. Action:
Trusts

CNST SA 6
Ockenden IEA 5
CQC Effective Domain

8. Identify a recruitment and retention
strategy achieving a balanced and
sustainable workforce with the requisite
skills and experience. Action: Trusts

CNST SA 4 & 5
Ockenden IEA
Workforce
CQC Safe Domain

9. Joint working between its main hospital
sites, including the development and

CNST SA 9
Ockenden IEA 1 &
NICE

Quarterly Audits of Risk assessments at
booking and each visit in place
Full audit plan registered with the Trust
Audit midwifery and obstetric lead in post
MDT audits presented at monthly audit
meeting
Clinical risk assessment guidelines in date
Audit of case notes undertaken on a
quarterly basis
BR+ Acuity APP in place supported by
operational staffing huddles
Workforce plan in place
Greater skill mix introduced with nursery
nurses at HH and nurses at PCH
Regional task and finish groups regarding
supply routes into midwifery
BR+ assessment completed and Trust
Board funding achieved in April 2021
Board reviews 6 monthly of midwifery and
clinical work force in place
Ongoing workforce challenges being
addressed through International
recruitment, increased student capacity
HR policies in place including return to
work policy and procedure
Joint LMNS policies/guidelines/projects
Perinatal Quality Surveillance Framework
embedded June 2021
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To achieve :1:23 in
post

operation of common policies, systems and
standards. Action: Trusts

CQC Effective Domain

10. Forge links with a partner Trust, to
benefit from opportunities for learning,
mentoring, secondment, staff development
and sharing. Action: Trusts

CNST SA 8
Ockenden IEA 1 & 4
CQC Well Led Domain

11. Staff awareness of incident reporting,
review its policy of openness and honesty.
Duty of Candour compliance. Action:
Trusts

CNST SA 8
Ockenden IEA 2 & 9
CQC Safe Domain

Assimilation of all guidelines and
procedures since the merger of HH and
PCH and Stamford. Shared leadership
team with presence on both sites
Regional Practice Development forum
Regional Professional Midwifery Advocate
forum
Lead MW Educator meetings
LMNS buddy SOP
External review of SI’s and PMRT
Strong links with rest of the Trust through
attendance at governance and
professional meetings
Maternity Risk and Governance
Framework in place
Incidents and learning shared on closed
Facebook page and electronic notice
board
Learning included in Mandatory training,
Ward to board rounds by Board Level
Safety Champion and Maternity NED
Safety Champions meetings ward to
Board rounds
Risk Presentation disseminated to
everyone
Maternity Freedom to Speak Up champion
in place
PMA in place
Weekly DOM/HOM Weekly Briefing
sessions sharing learning and hearing
feedback
Coproduction work plan in place with MVP
100% compliance with Duty of Candour
Relevant Incidents reported to HSIB with
a named contact for families
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12. Review the structures, processes and
staff involved in investigating incidents,
RCA, learning, training. Include
arrangements for staff debriefing and
support following a serious incident.

CNST SA 3
Ockenden IEA 1
CQC Safe Domain

13. Review the structures, processes and
staff involved in responding to complaints,
and learning are the public involved. Action:
Trusts

CNST SA 1 & 7
Ockenden IEA 2
CQC Effective Domain

Pastoral support pathways in place for
staff
Maternity Risk Management strategy
developed
MDT incident reviews with external
representation
Psychological support for staff – debriefs
sessions
PMA support
RCA training for report authors and lead
investigators
After Action Reviews
Mental Health First Aid champions in
place
Lessons learnt shared at handovers,
newsletter, videos, notice boards, email,
closed media forums etc.
Trust Complaints policy in place and in in
date
Women’s Experience Committee in place
Monthly PALS report
FFT scores and feedback
MVP involvement and feedback supported
by co-produced work plan
Local Surveys, walk the patch
Partnership working with the Lantern
Project, Raham, Best Start in Life etc.
All PMRT cases, SI’s and HSIB reports
reflect the family’s voice/feedback
Patient Stories
Feedback on Social Media
Thematic reviews of complaints
commenced
Improvement plan to CQC User Survey
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Needs HMC sign off

14. Review arrangements for clinical
leadership in obstetrics, paediatrics and
midwifery, to ensure that the right people
are in place with appropriate skills and
support. Action: Trusts

CNST SA 8
Ockenden IEA 3 &
Workforce
CQC Safe Domain

15. Review of governance systems clinical
Ockenden IEA 1
governance, so that the Board has adequate CQC Well Led Domain
assurance of the quality of safe care.
CNST 10 SA
Action: Trusts

Mandatory Training compliance 90%
Supernumerary Status of the Labour
Ward Co-ordinator monitored monthly
One to One Care monitored monthly
Audit of Obstetric attendance at clinical
situations as defined by RCOG
commence
Neonatal QIS improvement plan in place
Training compliance monitored monthly
with quarterly reporting to Trust Board and
LMNS
Compliance achieved with the RCM
Leadership manifesto
Compliance with recommended hours of
Consultant presence on Labour Ward
External reviews completed of both
obstetric and midwifery staffing
Monthly and biannual reports up to Trust
Board
Monthly reporting of midwifery staffing
ratios to Board, LMNS and Region
Feedback from GMC and HIE regarding
student experience
Trust Leadership development
programme in place such as first 100 days
Maternity Risk Management strategy in
place following governance review
Maternity Dashboard with SPC charts
Monthly Maternity Performance report for
QAC and Trust Board
Extraordinary Board Meetings for
Ockenden
DOM attending NED meetings re BR+
DOM attends ET meeting where
necessary
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Achieving and
sustaining 90% training
compliance

Awaiting HMC Sign off

16. Ensure middle managers, senior
managers and non-executives have the
requisite clarity over roles and
responsibilities in relation to quality, and
provide appropriate guidance and training.
Action: Trusts

CNST SA 4,5 & 8
Ockenden IEA
Workforce
CQC Well Led Domain

17. Review access to theatres, and ability to
observe and respond to all women in labour
and en-suite facilities; arrangements for
post-operative care of women. Action:
Trusts

CNST SA 9
Ockenden IEA 4 & 5
CQC Safe Domain

Risk Register reviewed monthly
New Governance Framework
implemented
DOM sits on Public Trust Board and subcommittees
Highlight Reports
TNA in place
Appraisals and objectives in place
Leadership Development Sessions
Triumvirate and DOM externally facilitated
team building
OD plan in place
JD include roles and responsibilities
Division Structure Chart in place
NED walk rounds and staff engagement
activities
Senior Leadership Team visibility through
weekly briefing sessions, videos on close
social media, HOM open surgery and walk
rounds
Safety Champions walk rounds and staff
engagement activities
Immediate access to 2nd theatre on both
sites
Care provided by Theatre nursing
Stage one and two recovery at PCH.
Recovery provided by Theatre staff for GA
and maternity recovery nurses
Recovery staff training and competency
included in TNA
LW coordinators supernumerary
improvement plan in place
1-1 care given in established labour
improvement plan in place
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To achieve and sustain
90% recovery training
compliance

18. All of above should involve CCG, and
where necessary, the CQC and Monitor.
Action: Trusts

CCG assurance visits
CQC regulation visits

En-suite facilities available for all birth
rooms and side rooms
Two NHSI/E one of which with CCG
representation quality visits in 2021 with
associated action plans progressed.
CQC ratings and on maternity safety
improvement programme. Regular
correspondence with Regulators
Action plans in place and monitored in in
divisional governance forums
Feedback to staff provided post any visit

The recommendations below were allocated to be actioned by the wider NHS and selected
stakeholders we suggest reviewing how these apply at provider level
19. Professional regulatory bodies should
review the findings of this report: Action:
NMC, GMC
20. National review of the provision of
maternity care and paediatrics in
challenging circumstances, including areas
that are rural, difficult to recruit to, or
isolated. This should identify the
requirements to sustain safe services under
these conditions: Action: NHSE, CQC,
RCOG, RCPCH, NICE
21. We recommend that NHS England
consider the review of requirements to
sustain safe provision to services difficult to
recruit to or isolated is not restricted to
maternity care and paediatrics: Action:
NHSE
22. Review of the opportunities and
challenges to assist remote or smaller units
in promoting services and the benefits to

None Known

To follow up

CNST 10 safety actions
CQC Safe Domain

Local Assessment
Better Births report
LMNS implemented
Maternity transformation

Ockenden IEA 1
CQC Safe Domain
CNST SA 4 & 5

Regional workforce workstream
Local assessment.
NICE safer staffing guidelines
BR+
LMNS to implement maternity
transformation workstream
Local Assessment
GIRFT visits
Mergers of some Trusts

Ockenden IEA 1
CQC Safe Domain
CNST SA 4, 5 & 9
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larger units of linking with them. Action:
HEE, RCOG, RCPCH, RCM
23. Clear standards should be drawn up for
incident reporting and investigation in
maternity services. These should include the
mandatory reporting and investigation as
serious incidents of maternal deaths, late
and intrapartum stillbirths and unexpected
neonatal deaths. Action: CQC, DOH
24. Introduction of the duty of candour for all
NHS professionals. Action: CQC, NHSE

Ockenden IEA 1
CQC Safe Domain
CNST SA 10

Ockenden IEA 3
CQC Safe Domain

25. NHS Boards to report openly the
findings of any external investigation,
including prompt notification of relevant
external bodies such as the CQC and
Monitor. Action: DOH, CQC
26. Introduction of a clear national policy on
whistleblowing. Action: DOH

CNST SA 10
Ockenden IEA 1
CQC Safe Domain

27. Reinforce the duty of professional staff
to report concerns about clinical services,
and patient safety issues. Action: GMC,
NMC, PSAHSC
28. Clear national standards should be
drawn up setting out the professional duties
and expectations of clinical leads at all
levels Trusts should provide evidence to the
CQC. Action: CQC, NMC, GMC, NHSE
29. Clear national standards should be
drawn up setting out the responsibilities for
clinical quality of other managers, should
provide evidence to the Care Quality
Commission. Action: CQC, NHSE

CNST SA 8
Ockenden IEA 1
CQC Safe Domain

CQC Well Led Domain

CQC Well Led Domain
Ockenden Workforce

CQC Well Led Domain
Ockenden Workforce

LMNS to implement maternity
transformation workstream
Maternity Risk Management strategy in
date
Governance structure
NHS resolution
HSIB

CQC DOC guidance for providers
DOC policy in date
Audit of compliance
Reports from external reviews
Action Plans
Evidence of notification emails

Whistleblowing policy in date?
FTSUG policy
FTSUG representatives
WB policy
Governance structure
Staff training
JD’s
Internal leadership structure
RCM leadership requirements
RCOG workforce issues/roleresponsibilities guidance
JD’s
Internal leadership structure
RCM leadership requirements
RCOG workforce issues/roleresponsibilities guidance
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30. A national protocol should be drawn up
setting out the duties of all Trusts and their
staff in relation to inquests. To include, the
avoidance of attempts to ‘fend off’ inquests,
a mandatory requirement not to coach staff
or provide ‘model answers’, the need to
avoid collusion between staff on lines to
take, and the inappropriateness of relying on
coronial processes or expert opinions
provided to coroners to substitute for
incident investigation. Action: NHSE, CQC
31. A fundamental review of the NHS
complaints system is required, with
particular reference to strengthening local
resolution and improving its timeliness,
introducing external scrutiny of local
resolution and reducing reliance on the
Parliamentary and Health Service
Ombudsman to intervene in unresolved
complaints. Action: DOH, NHSE, CQC
32. Local Supervising Authority system for
midwives was ineffectual at detecting
manifest. Urgent review and reform is
required. Action: DOH, NHSE, NMC
33. Organisations draw up a memorandum
of understanding specifying roles,
relationships and communication of
regulation by CQC and financial and
performance by Monitor. Action: CQC,
DOH, Monitor
34. A memorandum of understanding be
drawn up clearly specifying roles,
responsibilities, communication and followup, including explicitly agreed actions where

CQC Well Led Domain

HSIB Process followed
Internal legal team guidelines for staff
attending coroners court
Maternity Risk Management Strategy

CNST SA 7
Ockenden IEA 2
CQC Effective Domain

Complaints policy including how to contact
Ombudsman in date
PALS
You said we did responses
MVP involvement
All PMRT cases, SI’s and HSIB reports
reflect the family’s voice/feedback

CQC Well Led Domain

A-EQUIP model introduction of PMA’s

None Known

In place NHS Improvement performed
Finance inspections alongside CQC
inspections

None Known

To follow up
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issues overlap with complaints. Action:
CQC, PHSO
35. NHS England draw up a protocol that
clearly sets out the responsibilities for all
parts of the oversight system, including
itself, in conjunction with the other relevant
bodies; the starting point should be that one
body, the Care Quality Commission, takes
prime responsibility. Action: CQC, NHSE,
DOH, Monitor
36. DOH should review how it carries out
impact assessments of new policies to
identify the risks as well as the resources
and time required. Action: DOH
37. An explicit protocol be drawn up setting
out how such processes will be managed in
future Organisational change that alters or
transfers responsibilities and accountability
carries significant risk, which can be
mitigated only if well managed. Action:
DOH
38. Recording systems are reviewed and
plans brought forward to improve systematic
recording and tracking of perinatal deaths.
This should build on the work of national
audits such as MBRRACE-UK, and include
the provision of comparative information to
Trusts. Action: NHSE
39. There is no mechanism to scrutinise
perinatal deaths or maternal deaths
independently, to identify patient safety
concerns and to provide early warning of
adverse trends. Action: DOH
40. Given that the systematic review of
deaths by medical examiners should be in

None Known

Local meetings CQC and NHSEI sharing
intelligence
Quality summits held when required

None Known

HSCSC Report into Maternity Services –
published June 2021

None Known

CQC report any concerns to NHSEI prior
to a merger
LMNS Board
Regional Perinatal Quality Oversight
Group includes all stakeholders

Ockenden IEA 1
CQC Safe Domain
CNST SA 1

PMRT Tool completed to the required
standard 100%

Ockenden IEA 1
CQC Safe Domain
CNST SA 1 & 10

PMRT Tool completed to the required
standard 100%
HSIB reporting 100%

Ockenden IEA 1
CQC Safe Domain

Risk Management Strategy
Policy for review of deaths
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Requires national
policy change

place, as above, we recommend that this
system be extended to stillbirths as well as
neonatal deaths, thereby ensuring that
appropriate recommendations are made to
coroners concerning the occasional need for
inquests in individual cases, including
deaths following neonatal transfer. Action:
DOH
41. Systematic guidance drawn up setting
out an appropriate framework for external
reviews and professional responsibilities in
undertaking them. Action: Academy of
Medical Royal Colleges, RCN, RCM
42. All external reviews of suspected service
failures be registered with the CQC and
Monitor, and that the CQC develops a
system to collate learning from reviews and
disseminate it to other Trusts. Action: CQC,
Monitor
43. The importance of putting quality first is
re-emphasised and local arrangements
reviewed to identify any need for personal or
organisational development, including
amongst clinical leadership in
commissioning organisations. Action:
NHSE, DOH
44. Establish a proper framework, on which
future investigations could be promptly
established. This would include setting out
the arrangements necessary to access to
documents, clarifying responsibilities of
current and former health service staff to
cooperate. Action: DOH

Ockenden IEA 1
CQC Safe Domain

GIRFT visits
CQC core service framework
NHSEI self-assessment framework

Ockenden IEA 1
CQC Safe Domain

MMSP Programme
National HSIB Report
CQC maternity reports

National NHSEI team
ICS

CQC report any concerns to NHSEI prior
to a merger
LMNS Board
Regional Perinatal Quality Oversight
Group includes all stakeholders

National NHSEI team
ICS

Information Governance Policy
IG training
SLT support for staff before, during and
after external investigations.
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Appendix Three: Ockenden One Year On
Ockenden - Minimum evidence requirements
SECTION 1: Immediate and Essential Actions 1 to 7

Assessment Criteria

Minimum Evidence Requirements

Current
Position

Baseline
Immediate and Essential Action 1: Enhanced Safety

Jan-21

Further Work to achieve 100% compliance

Feb-22
Declared as 100% in the July Submission

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
Q1
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
Q2
of intrapartum fetal death, maternal death, neonatal brain
injury and neonatal death.

Confirmation of a Maternity Services Dashboard
Confirmation this is seen by the LMNS at least Quarterly

Confirmation of external specialist opinion on reviews

• SOP required which demonstrates how the trust reports this both internally and externally
through the LMS.
• Submission of minutes and organogram, that shows how this takes place.
• Minutes and agendas to identify regular review and use of common data dashboards and the
response / actions taken.
• Dashboard to be shared as evidence.

• Policy or SOP which is in place for involving external clinical specialists in reviews.
• Audit to demonstrate this takes place.

50%

100%

100%

SOP in place. Now have an external midwifery
specialist opnion so 100% on PMRT Board
Report and working on increase external
95%
obstetric input

IEA 1
Declared as 100% in the July Submission
Confirmation that SI GO TO Trust Board (nab not a sub group of board
such as Quality group)

Q3

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

Confirmation that a SUMMARY of SI key issues goes to Trust Board
Confirmation that SI GO TO LMNS Board
Confirmation that a SUMMARY of SI key issues goes to LMNS Board

• Submit SOP
• Submission of private trust board minutes as a minimum every three months with highlighted
areas where SI’s discussed
• Individual SI’s, overall summary of case, key learning, recommendations made, and actions
taken to address with clear timescales for completion

50%

100%

• Local PMRT report. PMRT trust board report. Submission of a SOP that describes how parents
and women are involved in the PMRT process as per the PMRT guidance.
• Audit of 100% of PMRT completed demonstrating meeting the required standard including
parents notified as a minimum and external review.

75%

100%

Each of the above happen quarterly

Link to Maternity Safety actions:

Q4

Action 1

Are you using the National Perinatal
Mortality Review Tool to review perinatal
deaths to the required standard?

Action 2

Are you submitting data to the Maternity
Services Dataset to the required
standard?

Action 10

Have you reported 100% of qualifying
cases to HSIB and (for 2019/20 births
only) reported to NHS Resolution's Early
Notification scheme?

Confirmation that PMRT is undertaken
see PMRT Tab

Declared as 100% in the July Submission

IEA 1

Q5

Confirmation that Monthly score card completed (13 mandatory • Evidence of a plan for implementing the full MSDS requirements with clear timescales aligned
criteria)
to NHSR requirements within MIS.

100%

100%
Declared as 100% in the July Submission

Q6

Confirmation that 100% of cases are reported to HSIB & NHS Resolution

• Audit showing compliance of 100% reporting to both HSIB and NHSR Early Notification
Scheme.

80%

100%
Declared as 100% in the July Submission

Link to urgent clinical priorities:

Q7

(a)

A plan to implement the Perinatal Clinical
Quality Surveillance Model

(b)

All maternity SIs are shared with Trust
boards at least monthly and the LMS, in
addition to reporting as required to HSIB

Confirmation that Trust / LMNS / ICS responsibilities of the model are
implemented

• Full evidence of full implementation of the perinatal surveillance framework by June 2021.
• Submit SOP and minutes and organogram of organisations involved that will support the above
from the trust, signed of via the trust governance structure.
• LMS SOP and minutes that describe how this is embedded in the ICS governance structure
and signed off by the ICS.

0%

Perinatal Clinical Quality Surveillance Model
implemented. SOP is included in the risk and
governance framework has waiting ratification
96% from HMC

IEA 1

Q8

Confirmation that SI go to Trust Board (nab not a sub group of board such
as Quality group)
Confirmation that SI go to LMNS Board
Each of the above happen Monthly

• Submit SOP
• Submission of private trust board minutes as a minimum every three months with highlighted
areas where SI’s discussed
• Individual Si’s, overall summary of case, key learning, recommendations made, and actions
taken to address with clear timescales for completion

50%

100%

Declared as 100% in the July Submission
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Ockenden - Minimum evidence requirements
Immediate and Essential Action 2: Listening to Women and Families
Q9

Trusts must create an independent senior advocate role
which reports to both the Trust and the LMS Boards.

Q10

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.

No expectation that this action is met - national guidance awaited

No expectation that this action is met - national guidance awaited

IEA 2
Each Trust Board must identify a non-executive director
who has oversight of maternity services, with specific
responsibility for ensuring that women and family voices
Q11
across the Trust are represented at Board level. They
must work collaboratively with their maternity Safety
Champions.

Confirmation of an identified Trust Board Non Exec

• Name of NED and date of appointment
• Evidence of ward to board and board to ward activities e.g. NED walk arounds and subsequent
actions
•
Evidence of NED sitting at trust board meetings, minutes of trust board where NED has
contributed
• Evidence of how all voices are represented:
• Evidence of link in to MVP; any other mechanisms
• NED JD

60%

100%

• Local PMRT report.
• PMRT trust board report.
• Submission of a SOP that describes how parents and women are involved in the PMRT
process as per the PMRT guidance.
• Audit of 100% of PMRT completed demonstrating meeting the required standard including
parents notified as a minimum and external review.

80%

100%

Declared as 100% in the July Submission

Link to Maternity Safety actions:

Q12

Action 1

Are you using the National Perinatal
Mortality Review Tool to review perinatal
deaths to the required standard?

Confirmation that PMRT is undertaken
Confirmation that Parents are involved

Declared as 100% in the July Submission

IEA 2

Q13

Action 7

Can you demonstrate that you have a
mechanism for gathering service user
feedback, and that you work with service Confirmation of approach to gathering Service User feedback (i.e. 15 steps /
FFT / You Said We Did) AND MVP in place that COPRODUCES services
users through your Maternity Voices
Partnership to coproduce local maternity
services?

• Please upload your CNST evidence of co-production. If utilised then upload completed
templates for providers to successfully achieve maternity safety action 7. CNST templates to be
signed off by the MVP.
•
Evidence of service user feedback being used to support improvement in maternity services
(E.G you said, we did, FFT, 15 Steps)
• Clear co-produced plan, with MVP's that demonstrate that co production and co-design of
service improvements, changes and developments will be in place and will be embedded by
December 2021.

50%

100%

Declared as 100% in the July Submission

Q14

Action 9

Can you demonstrate that the Trust
safety champions (obstetrician and
midwife) are meeting bimonthly with
Board level champions to escalate
locally identified issues?

• SOP that includes role descriptors for all key members who attend by-monthly safety meetings.
Identified Safety Champions WORKING WITH Exec and Non Exec Board • Log of attendees and core membership.
Leads for Maternity
• Action log and actions taken.

100%

100%

• Minutes of the meeting and minutes of the LMS meeting where this is discussed.
Declared as 100% in the July Submission

Link to urgent clinical priorities

Q15

A

IEA 2

Q16

B

Evidence that you have a robust
mechanism for gathering service user
feedback, and that you work with service
users through your Maternity Voices
Partnership (MVP) to coproduce local
maternity services.
In addition to the identification of an
Executive Director with specific
responsibility for maternity services,
confirmation of a named non-executive
director who will support the Board
maternity safety champion bringing a
degree of independent challenge to the
oversight of maternity and neonatal
services and ensuring that the voices of
service users and staff are heard.

Same score as Q13

Confirmation of an identified Trust Board Executive Director AND a Non
Executive Director

• Please upload your CNST evidence of co-production. If utilised then upload completed
templates for providers to successfully achieve maternity safety action 7. CNST templates to be
signed off by the MVP.
•
Evidence of service user feedback being used to support improvement in maternity services
(E.G you said, we did, FFT, 15 Steps)
• Clear co produced plan, with MVP's that demonstrate that co-production and co-design of all

50%

• Name of ED and date of appointment
• Name of NED and date of appointment
• Evidence of participation and collaboration between ED, NED and Maternity Safety Champion,
e.g. evidence of raising issues at trust board, minutes of trust board and evidence of actions
taken
Role descriptors

100%

100%
Declared as 100% in the July Submission

100%

Details of ED and date of appointment
formulated
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Ockenden - Minimum evidence requirements
Immediate and essential action 3: Staff Training and Working Together
• Submit training needs analysis (TNA) that clearly articulates the expectation of all professional
groups in attendance at all MDT training and core competency training. Also aligned to NHSR
requirements.
Trusts must ensure that multidisciplinary training and
• Submit evidence of training sessions being attended, with clear evidence that all MDT members
Training together:
working occurs and must provide evidence of it. This
are represented for each session.
Q17
evidence must be externally validated through the LMS, 3 Confirmation of MDT training AND this is validated through the LMNS x 3 per • LMS reports showing regular review of training data (attendance, compliance coverage) and
year
times a year.
training needs assessment that demonstrates validation describes as checking the accuracy of
the data.
• Where inaccurate or not meeting planned target what actions and
what risk reduction mitigations have been put in place.
• A clear trajectory in place to meet and maintain compliance as articulated in the TNA.

0%

100%

Declared as 100% in the July Submission

IEA 3
Q18

Multidisciplinary training and working together must
always include twice daily (day and night through the 7day 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
Q19 for this purpose only (e.g. Maternity Safety Fund,
Charities monies, MPET/SLA monies etc that is
specifically given for training)

Working together:
Confirmation of ALL criteria requested

Confirmation of ring fenced Maternity training budget

• SOP created for consultant led ward rounds.
• Evidence of scheduled MDT ward rounds taking place since December, twice a day, day &
night. 7 days a week (e.g. audit of compliance with SOP)

• Evidence that additional external funding has been spent on funding including staff can attend
training in work time.
• Evidence of funding received and spent.
• Confirmation from Directors of Finance
• Evidence from Budget statements.
• MTP spend reports to LMS

0%

40%

100%

Declared as 100% in the July Submission
Finance to allocated separate budget codes to
each source of external funding. So can
evidence expenditure and income against each
60%
stream. Need to add front section to the TNA
regarding training in work time- all expected to
be resolved by March 2022

Link to Maternity Safety actions:
Q20

Action 4

Can you demonstrate an effective
system of clinical workforce planning to
the required standard?

Action 8

• Submit training needs analysis (TNA) that clearly articulates the expectation of all professional
groups in attendance at all MDT training and core competency training. Also aligned to NHSR
requirements.
Can you evidence that at least 90% of
• Submit evidence of training sessions being attended, with clear evidence that all MDT members
each maternity unit staff group have
are represented for each session.
attended an 'in-house' multi-professional 90% achieved on MDT training of all Staff groups (Obstetrics / Anaesthetists
• LMS reports showing regular review of training data (attendance, compliance coverage) and
/ Maternity / Neonates / Support Workers)
maternity emergencies training session
training needs assessment that demonstrates validation describes as checking the accuracy of
since the launch of MIS year three in
the data.
Where inaccurate or not
December 2019?
meeting planned target what actions and what risk reduction mitigations have been put in place.
• A clear trajectory in place to meet and maintain compliance as articulated in the TNA.
• Attendance records - summarised

IEA 3
Q21

See Section 2

See section 2

0%

100%
Declared as 100% in the July Submission
Declared as 100% in the July Submission

33%

100%

100%

Link to urgent clinical priorities

Q22

IEA 3
Q23

Implement consultant led labour ward
rounds twice daily (over 24 hours) and 7
days per week.

The report is clear that joint multidisciplinary training is vital, and therefore
we will be publishing further guidance
shortly which must be implemented. In
the meantime we are seeking assurance
that a MDT training schedule is in place

See Q18

• SOP created for consultant led ward rounds.
• Evidence of scheduled MDT ward rounds taking place since December 2020 twice a day, day
& night; 7 days a week (E.G audit of compliance with SOP)

50%

See Q17

• Submit training needs analysis (TNA) that clearly articulates the expectation of all professional
groups in attendance at all MDT training and core competency training. Also aligned to NHSR
requirements.
• Submit evidence of training sessions being attended, with clear evidence that all MDT members
are represented for each session.
• LMS reports showing regular review of training data (attendance, compliance coverage) and
training needs assessment that demonstrates validation described as checking the accuracy of
the data.
• Where inaccurate or not meeting planned target what
actions and what risk reduction mitigations have been put in place.
• A clear trajectory in place to meet and maintain compliance as articulated in the TNA.

33%
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Declared as 100% in the July Submission

100%

declared as 100% in the July Submission

Ockenden - Minimum evidence requirements
Immediate and essential action 4: Managing Complex Pregnancy
Through the development of links with the tertiary level
Maternal Medicine Centre there must be agreement
Q24
reached on the criteria for those cases to be discussed
and /or referred to a maternal medicine specialist centre.

Agreement reached on Criteria for referral to Mat Med Specialist Centre

• SOP that clearly demonstrates the current maternal medicine pathways that includes: agreed
criteria for referral to the maternal medicine centre pathway.
• Audit that demonstrates referral against criteria has been implemented that there is a named
consultant lead, and early specialist involvement and that a Management plan that has been
agreed between the women and clinicians

Named consultant lead for all women identified = Yes

• SOP that states that both women with complex pregnancies who require referral to maternal
medicine networks and women with complex pregnanices but who do not require referral to
maternal medicine network must have a named consultant lead.
• Audit of 1% of notes, where all women have complex pregnancies to demonstrate the woman
has a named consultant lead.

50%

Referenced to specialist involvement AND management plans developed

• SOP that identifies where a complex pregnancy is identified, there must be early specialist
involvement and management plans agreed between the woman and the teams.
• Audit of 1% of notes, where women have complex pregnancies to ensure women have early
specialist involvement and management plans are devloped by the cinical team in consulation
with the woman.

50%

• SOP's
• Audits for each element.
• Guidelines with evidence for each pathway

50%

50%

100%

Declared as 100% in the July Submission
IEA 4
Q25

Women with complex pregnancies must have a named
consultant lead

Where a complex pregnancy is identified, there must be
Q26 early specialist involvement and management plans
agreed between the woman and the team

100%
Declared as 100% in the July Submission

100%
Declared as 100% in the July Submission

Link to Maternity Safety actions:

IEA 4 Q27

Action 6

Can you demonstrate compliance with
all five elements of the Saving Babies’
Lives care bundle Version 2?

Confirmation of compliance with ALL elements

100%

Declared as 100% in the July Submission

Link to urgent clinical priorities:

Q28

A

All women with complex pregnancy must
have a named consultant lead, and
• SOP that states women with complex pregnancies must have a named consultant lead.
Confirmation of consultant lead AND regular Audit of Compliance in place
mechanisms to regularly audit
• Submission of an audit plan to regularly audit compliance
compliance must be in place.

50%

100%

Declared as 100% in the July Submission

IEA 4

Q29

B

Understand what further steps are
required by your organisation to support
the development of maternal medicine
specialist centres

• The maternity services involved in the establishment of maternal medicine networks evidenced
Confirmation that Trust is developing their local actions as part of an agreed by notes of meetings, agendas, action logs.
Network approach
• Criteria for referrals to MMC

0%

100%

• Agreed pathways
Declared as 100% in the July Submission
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Ockenden - Minimum evidence requirements
Immediate and essential action 5: Risk Assessment Throughout Pregnancy
All women must be formally risk assessed at every
antenatal contact so that they have continued access to
Q30
care provision by the most appropriately trained
professional

Risk Assessment at EVERY AN Contact

• SOP that includes definition of antenatal risk assessment as per NICE guidance.
• How this is achieved within the organisation.
• What is being risk assessed.
• Review and discussed and documented intended place of birth at every visit.
• Personal Care and Support plans are in place and an ongoing audit of 1% of records that
demonstrates compliance of the above.

0%

K2 updated with risk assessment wizard so can
now document. Audit of compliance
commenced. Personalised Care and Support
80% plans commenced. 80% as needs further
embedding

Out of guidance pathway to be developmed by
March 2022

IEA 5
Risk assessment must include ongoing review of the
Q31 intended place of birth, based on the developing clinical
picture.

Review of place of birth in risk assessment at ALL AN contacts

• SOP that includes review of intended place of birth.
• Personal Care and Support plans are in place and an ongoing audit of 1% of records that
demonstrates compliance of the above.
• Out with guidance pathway.
• Evidence of referral to birth options clinics

20%

90%

• SOP's
• Audits for each element
• Guidelines with evidence for each pathway

50%

100%

Link to Maternity Safety actions:

IEA 5 Q32

Action 6

Can you demonstrate compliance with
all five elements of the Saving Babies’
Lives care bundle Version 2?

See Q27

Declared as 100% in the July Submission

Link to urgent clinical priorities:
A risk assessment must be completed and recorded at
every contact. This must also include ongoing review
and discussion of intended place of birth. This is a key
IEA 5 Q33
element of the Personalised Care and Support Plan
(PSCP). Regular audit mechanisms are in place to
assess PCSP compliance.

Are PCSPs in place AND are they audited

• SOP to describe risk assessment being undertaken at every contact.
• What is being risk assessed.
• How this is achieved in the organisation.
• Review and discussed and documented intended place of birth at every visit.
• Personal Care and Support plans are in place and an ongoing audit of 5% of records that
demonstrates compliance of the above.
• Example submission of a Personalised Care and Support Plan (It is important that we
recognise that PCSP will be variable in how they are presented from each trust)
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0%

K2 updated with risk assessment wizard so can
now document. Audit of compliance
commenced. Personalised Care and Support
plans commenced. 80% as needs further
80% embedding

Ockenden - Minimum evidence requirements
Immediate and essential action 6: Monitoring Fetal Wellbeing
All maternity services must appoint a dedicated Lead
Midwife and Lead Obstetrician both with demonstrated
Q34
expertise to focus on and champion best practice in fetal
wellbeing.

BOTH MW and Obstetrician in place

• Name of dedicated Lead Midwife and Lead Obstetrician
• Copies of rotas / off duties to demonstrate they are given dedicated time.
• Examples of what the leads do with the dedicated time E.G attendance at external fetal
wellbeing event, involvement with training, meeting minutes and action logs.
• Incident investigations and reviews

100%

100%

Declared as 100% in the July Submission
The Leads must be of sufficient seniority and
demonstrated expertise to ensure they are able to
effectively lead on:
- Improving the practice of monitoring fetal wellbeing
- Consolidating existing knowledge of monitoring fetal
wellbeing
IEA 6
- Keeping abreast of developments in the field
- Raising the profile of fetal wellbeing monitoring
- Ensuring that colleagues engaged in fetal wellbeing
Q35 monitoring are adequately supported
- 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.

JD fulfils ALL criteria

• Job Description which has in the criteria as a minimum for both roles and confirmation that
roles are in post
• Improving the practice & raising the profile of fetal wellbeing monitoring
• Consolidating existing knowledge of monitoring fetal wellbeing
• Keeping abreast of developments in the field
• Ensuring that colleagues engaged in fetal wellbeing monitoring are adequately supported e.g
clinical supervision
• Interface with external units and agencies to learn about and keep abreast of developments in
the field, and to track and introduce best practice.
• Plan and run regular departmental fetal heart rate (FHR) monitoring meetings and training.
• Lead on the review of cases of adverse outcome involving poor FHR interpretation and practice.

80%

100%

Further evidence that fetal wellbeing leads
attend the MDT reviews of Si's

Link to Maternity Safety actions:
Q36

Action 6

IEA 6
Q37

Action 8

Can you demonstrate compliance with
all five elements of the Saving Babies’
Lives care bundle Version 2?

Can you evidence that at least 90% of
each maternity unit staff group have
attended an 'in-house' multi-professional
maternity emergencies training session
since the launch of MIS year three in
December 2019?

See Q27

• SOP's
• Audits for each element
• Guidelines with evidence for each pathway

See Q21

• Submit training needs analysis (TNA) that clearly articulates the expectation of all professional
groups in attendance at all MDT training and core competency training. Also aligned to NHSR
requirements.
•
Submit evidence of training sessions being attended, with clear evidence that all MDT members
are represented for each session.
• LMS reports showing regular review of training data (attendance, compliance coverage) and
training needs assessment that demonstrates validation describes as checking the accuracy of
the data.
• Where inaccurate or not meeting planned target what actions and
what risk reduction mitigations have been put in place.
• A clear trajectory in place to meet and maintain compliance as articulated in the TNA.
• Attendance records - summarised

50%

100%
Declared as 100% in the July Submission

0%

100%

declared as 100% in the July Submission

IEA 6
Implement the saving babies lives bundle. Element 4
already states there needs to be one lead. We are now
asking that a second lead is identified so that every unit
has a lead midwife and a lead obstetrician in place to
Q38
lead best practice, learning and support. This will include
regular training sessions, review of cases and ensuring
compliance with saving babies lives care bundle 2 and
national guidelines.

See Q34

• Name of dedicated Lead Midwife and Lead Obstetrician
• Copies of rotas / off duties to demonstrate they are given dedicated time. Examples of what the
leads do with the dedicated time E.G attendance at external fetal wellbeing event, involvement
with training, meeting minutes and action logs.
• Incident investigations and reviews

100%

100%

Declared as 100% in the July Submission
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Ockenden - Minimum evidence requirements
Immediate and essential action 7: Informed Consent

Q39

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 evidenceQ40 based information as per national guidance. This must
include all aspects of maternity care throughout the
antenatal, intrapartum and postnatal periods of care

ALL place of birth information easily accessible

• Information on maternal choice including choice for caesarean delivery.
• Submission from MVP chair rating trust information in terms of: accessibility (navigation,
language etc) quality of info (clear language, all/minimum topic covered) other evidence could
include patient information leaflets, apps, websites.

50%

ALL information is easily accessible

• Information on maternal choice including choice for caesarean delivery.
• Submission from MVP chair rating trust information in terms of: accessibility (navigation,
language etc) quality of info (clear language, all/minimum topic covered) other evidence could
include patient information leaflets, apps, websites.

50%

• SOP which shows how women are enabled to participate equally in all decision making
processes and to make informed choices about their care. And where that is recorded.
• An audit of 1% of notes demonstrating compliance.
• CQC survey and associated action plans

60%

100%
Declared as 100% in the July Submission

100%
Declared as 100% in the July Submission

IEA 7
Women must be enabled to participate equally in all
Q41 decision-making processes and to make informed
choices about their care

Q42

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

Confirmation that trust HAS a method of recording decision making
processes that includes women's participation & informed choice

Reference made to how Women's choices are respected and evidenced

• SOP to demonstrate how women’s choices are respected and how this is evidenced following
a shared and informed decision-making process, and where that is recorded.
• An audit of 5% of notes demonstrating compliance, this should include women who have
specifically requested a care pathway which may differ from that recommended by the clinician
during the antenatal period, and also a selection of women who request a caesarean section
during labour or induction.

20%

See Q13

• Please upload your CNST evidence of co-production. If utilised then upload completed
templates for providers to successfully achieve maternity safety action 7. CNST templates to be
signed off by the MVP.
• Evidence of
service user feedback being used to support improvement in maternity services (E.G you said,
we did, FFT, 15 Steps)
• Clear co produced plan, with MVP's that demonstrate that co production and co-design of all
service improvements, changes and developments will be in place and will be embedded by

50%

100%
Declared as 100% in the July Submission
Amber care pathway to be written to include out
of guidance care which is then aligned to the
Birth Choice Clinic. To be completed by end of
90%
March 2022

Link to Maternity Safety actions:

IEA 7 Q43

Action 7

Can you demonstrate that you have a
mechanism for gathering service user
feedback, and that you work with service
users through your Maternity Voices
Partnership to coproduce local maternity
services?

100%

declared as 100% in the July Submission

Link to urgent clinical priorities:
Every trust should have the pathways of care clearly
described, in written information in formats consistent
IEA 7 Q44 with NHS policy and posted on the trust website. An
example of good practice is available on the Chelsea and
Westminster website.

All information ON trust website

• Gap analysis of website against Chelsea & Westminster conducted by the MVP
• Co-produced action plan to address gaps identified
• Information on maternal choice including choice for caesarean delivery.
• Submission from MVP chair rating trust information in terms of: accessibility (navigation,
language etc) quality of info (clear language, all/minimum topic covered) other evidence could
include patient information leaflets, apps, websites.
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0%

100%
Information uploaded to website on planned
caesarean section

SECTION 2: WORFORCE PLANNING

Assessment Criteria

Minimum evidence requirements

Link to Maternity Safety Actions:

Current
Position

Baseline

Q45

Action 4

Can you demonstrate an effective system of clinical workforce
planning to the required standard

Q46

Action 5

Can you demonstrate an effective system of midwifery workforce
planning to the required standard?

Further Work to achieve
100% compliance

• Most recent BR+ report and board minutes
agreeing to fund.
• Evidence of reviews 6 monthly for all staff groups
and evidence considered at board level.
• Consider evidence of workforce planning at
LMS/ICS level given this is the direction of travel of
the people plan

0%

100%

• Most recent BR+ report and board minutes
agreeing to fund.

0%

100%

• HoM/DoM Job Description with explicit signposting
Evidence the Director/Head of Midwifery responsible and accountable
to responsibility and accountability to an executive
to an executive Director
director

100%

100%

• Gap analysis completed against the RCM
strengthening midwifery leadership: a manifesto for
better maternity care
• Action plan where manifesto is not met

86%

100%

• SOP in place for all guidelines with a demonstrable
process for ongoing review.
• Audit to demonstrate all guidelines are in date.
• Evidence of risk assessment where guidance is
not implemented.

100%

100%

Midwifery workforce planning system in PLACE

Confirmation of a maternity workforce gap analysis AND a plan in
place (with confirmed timescales) to meet BR+ standards

Midwifery Leadership

Q47

Please confirm that your Director/Head
of Midwifery is responsible and
accountable to an executive director
Describe how your organisation meets
the maternity leadership requirements
set out by the Royal College of Midwives
in Strengthening midwifery leadership: a
manifesto for better maternity care:

Q48

1. A Director of Midwifery in every trust
and health board, and more Heads of
Midwifery across the service
2. A lead midwife at a senior level in all
parts of the NHS, both nationally and
regionally
3. More Consultant midwives
4. Specialist midwives in every trust and
health board
5. Strengthening and supporting
sustainable midwifery leadership in
education and research
6. A commitment to fund ongoing
midwifery leadership development
7. Professional input into the
appointment of midwife leaders

Meets ALL that apply
Note - Trusts would not lead on actioning all seven steps

NICE Guidance related to maternity

Q49

We are asking providers to review their
approach to NICE guidelines in
maternity and provide assurance that
these are assessed and implemented
where appropriate. Where nonevidenced based guidelines are utilised,
the trust must undertake a robust
assessment process before
implementation and ensure that the
decision is clinically justified.

ALL guidance assessed & implemented = Yes (GREEN)
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Appendix Four: Birthrate Plus Implementation Plan
Midwifery Staffing Birth-rate Plus Implementation Plan
Key
BLUE
Completed

GREEN
AMBER
RED
On track for delivery to Action
not
being Outstanding
timescales
implemented
within
timescales
Created: 8/02/2021, Updated March 9th 2021 Updated March 23rd 2021. Updated January 2022
No

1

2

Objective

To ensure that
the Organisation
is informed of
the
required
midwifery
staffing resource
to safely care for
women and their
babies

Action

Lead

Timescale

To commission a full external DOM/HOM
Birth-rate Plus review of
midwifery staffing

Completed
March 2021

To draft a paper for the ET that DOM
summarises the Birth-rate
Plus Report and the high level
Plan
To formulate the Midwifery DOM
Biannual Staffing paper that
includes the results of the BR+
final report for Board Meeting
on the 9th March 2021
To
ensure To complete a review of HOM/DOM
adequate
Leadership Structure to inform
leadership
the BR+ Investment Appraisal
competency and
capacity
to To
work
with
Finance HOM
deliver
the Business Partner to cost up
required quality leadership roles

Completed
March 2021

White
New Action – not yet
commenced

Progress

Evidence
(embedded
required)

RAG
or

Final report received 18th
March
North West Anglia
NHS FT_ Final BR+ Report revised 18.03.21.pdf

Completed
April 2021

Completed
April 2021

Completed
February
2021
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Presented
paper
at
Executive Meeting on 10th
March
Trust Board paper drafted
and waiting submission to
April Board

MIDWIFERY
STAFFING REPORT TO EXECUTIVE TEAM MEETING

Bi annual Staffing
Paper March 2021 22.docx

Structure reviewed.
Additional Leadership roles
BR+ Posts.docx
outlined in the BR+ paper for
Executives to comment
Completed and included in See
report
BR+ paper
above

3

4

improvement in
accordance with
internal,
local
and
national
drivers
for
change

To include leadership financial DOM/HOM/
investment in the Investment GM
Appraisal
To support DHOM on the DOM/HOM
Aspiring HOM Course

Completed
April 2021

In Investment appraisal

Completed
February
2021

Course commenced

To ensure that
clinical staffing
funding
is
compliant with
the Birth Rate
Plus Report

To formulate an Investment
Appraisal for Trust Approval
for Midwifery staffing based on
the Birth-rate Plus
To
present
the
BR+
Investment Appraisal paper to
the
Midwifery
Strategic
Leadership Board on the 10th
March 2021
To present the BR+ Report to
the Executive Team on the
10th March 2021.
To gain Trust Board support to
implement
the
BR+
recommendations on 13th
April 2021
To review the midwifery
establishments in light of the
BR+ recommendations
To
propose
the
commissioning of an external
recruitment agency as part of
the BR+ Business Case to
assist with recruitment
To develop a recruitment and
retention
work
plan
to
operationalise
the
BR+
Business Case

DOM/HOM/
GM

Completed
April 2021

Trust Board paper on
Staffing approved in April
2021

DOM/HOM

Completed
February
2021

February Item

DOM

Completed
February
2021
Completed
April 2021

Agenda item agreed for the See
10th March 2021
papers

To ensure that
actual
clinical
staffing
is
compliant with
the Birth Rate
Plus Report

DOM

HOM

Completed
March 2021

DOM

Completed
March 2021

Agenda Preliminary Leadership Session to the Deputy Ho

above

Agenda item booked and
extraordinary session with
TB
to
explain
BR+
methodology
Included on posts required

COCO projection up to 51%
completed
NW Anglia_revised
Core & CoC Summary_17.03.21.xlsx

GM/HOM

Completed
June 2021
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Work in partnership with HR
Recruitment

5

6

To ensure that
funded staffing
resource
supports
the
implementation
of Continuity of
Carer

To
improve
workforce
governance to
preserve safety
in view that the

To engage with regional and DOM
national overseas recruitment
projects

Completed
September
2021

To report to the workforce
committee
to
oversee
progress of recruitment of staff
and operational management
of staffing to preserve safety
of the maternity service
To work with flexible staffing
regarding long line booking of
bank and agency staff
To commission BR Plus to
include Continuity of Carer in
appendix to final report
To
include
staffing
requirement in the BR+ Report
to
support
the
COC
implementation trajectory
To meet with National
Continuity of Carer Lead
regarding BR+ figures for
Continuity of Carer to review
implementation plan and
trajectory
To review Business Continuity
Plan (BCP) for Staffing
To ratify the new BCP for
Staffing at Guideline Group
April 2021

GM/HOM

January 2022

HOM

Completed
March 2021

This is in place

DOM

Completed
March 2021

Report received

DOM

Completed
March 2021

DOM/HOM

Completed
April 2021

HOM

COMPLETED New Maternity escalation Policy
August 2021
policy viewed and approved
Completed
August 2021

HOM
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Engaged
with
National
Maternity IR programme
with 12 midwives in the
pipeline.
Local
IR
programme in place with 17
at various stages
Focus by triumvirate team on
E-roster KPI’s
Daily Operational safety
huddles in post

See
report
embedded
above
Included in Exec and TB See
papers
papers
above

Report Received
See above
COC at Full scale also
developed in response to
new national guidance

service is not To pilot Birth Rate Plus APP
compliant with on both units to monitor
national
activity, acuity and red flags
standards
To meet with BR+ team on a
monthly basis to support
implementation phase
To revise senior midwifery
oversight of the unit through
the day
To review out of hours
management on -call

Lead Midwife Completed
HH
April 2021

APP implemented on both
sites 28th December 2021
and reporting commenced in
April 2021
Lead Midwife Completed
Support meetings in place
HH
Monthly from with Lead Midwife for
December
Inpatients HH
HOM
Completed
Twice daily operational
April 2021
safety huddles in place as
well as one cross site
HOM
Completed
Two layers of on call
April 2021
introduced due to the first on
call often working clinically.
To develop monthly workforce HOM/DOM
Completed
Integral to Trust monthly
report that summarise fill
April 2021
staffing report
rates, red flags, reported
incidents, mitigation, etc. for
Divisional Workforce Meeting
To develop a recruitment GM/HOM
31st May 2021 Initial trajectory developed
trajectory
and
monthly
by HRBP and GM; however
progress report
currently being reviewed
To ensure that all risks DOM
Completed
Risks up loaded to risk
regarding staffing are on the
May 2021
registered and reviewed
risk register
through the maternity risk
meeting

33

Midwifery Safe
Staffing Report March 2021.pptx
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