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Summary 

• The data reported is validated following month end, therefore December’s data is presented at this meeting 
• The format/layout has changed slightly following review at Maternity Safety Champions meeting 
• Maternity incidents and Maternity FFT are reported separately 
• Exception report details below 
 

 

Obstetric haemorrhage >1.5L (3.09% Dec 20) Training compliance HSIB/CQC concern or request for action 

• National target for this metric is <2.6% 
• No cases with harm identified through local 

weekly triggers MDT 
• Previous quality improvement work identified 

local themes and trends, including 50% of 
cases occur following elective Caesarean 

• Multifactorial risk factors which are prevalent 
in the local population 

• Full training plan now described and launched so that 
mandated compliance trajectories can be reached by 
March 21 (projected below) 

• Co-production of emergency skills MDT training with 
Surgery division (anaesthetic and theatre colleagues) 

• Paper presented to ICT to request that specialist 
maternity training remains live  

• CQC enquiry  
• ENQ1 9258539760 received December 2020 
• Information requested around fetal monitoring 

training and compliance, and performance 
against VTE audits 

• All requested data and evidence submitted, no 
further follow up 

 

Maternity Perinatal Quality Surveillance model – February 2021 

CQC Maternity Ratings - last assessed 2018

OVERALL SAFE EFFECTIVE CARING WELL LED

GOOD GOOD GOOD OUTSTANDING GOOD GOOD

RESPONSIVE

72%

89.29%

Proportion of midwives responding with 'Agree' or 'Strongly Agree' on whether they would 

recommend their Trust as a place to work or receive treatment (reported annually)

Proportion of speciality trainees in O&G responding with 'excellent or good' on how they would 

rate the quality of clinical supervision out of hours (reported annually)

2019



Maternity Perinatal Quality Surveillance scorecard 
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