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Exception report based on highlighted fields in monthly scorecard (Slide 2) 

Obstetric haemorrhage >1.5L (2.09% March 21) Stillbirths (5.14/1000 in month vs national target 
<4.4/1000) 

Staffing red flags 

• Improvement seen this month after data 
quality review 

• Continue to monitor trend 
• Remains reportable via maternity triggers 

• Data shared with LMNS Board via safety scorecard 
• Potential link with Covid changes to the ultrsaound 

scanning pathway recommended by the RCOG. 
Business as usual schedule anticipated to recommence 
from May 
 

• 14 staffing incidents reported in month 
• Monitored through local governance including 

issues & action plans 
• Patient safety red flags (per NICE) do not reflect 

staff morale/engagement concerns. All low or 
no patient harm  

• Work on-going to explore and improve the 
experience of colleagues. 

CQC enquiries Maternity Assurance Divisional Working Group Incidents reported March 2021 
(67 all no/low harm after review) 

• ENQ-9258539760 requesting submission of 
progress against STEIS action plans - complete 

NHSR Ockenden Most reported 
 

Comments 

• Evidence platform created 
• Peer review & external 

auditor engaged 
• Commence final review 

April/May 
• Sign off July 

• Divisional working group TOR 
agreed  

• First meeting held 16.04.21 
• Reports to Maternity 

Assurance Committee 

Emergency CS 
(Labour & delivery) 

Some duplication in reporting, no 
themes identified 

Triggers x 5 Various including perineal trauma; late 
bookers; screening delays 

One incident reported ‘moderate;’ low harm on MDT review 

Maternity Perinatal Quality Surveillance model for May 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

Other 
 

• Quarterly Review Meeting with HSIB Maternity team – no on-going cases at present 
• Engagement with Shrewsbury and Telford Hospitals now gaining momentum  
• Opportunity to bid for additional funding against Ockenden recommendations with short timeframe 



Maternity Perinatal Quality Surveillance scorecard 
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