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Exception report based on highlighted fields in monthly scorecard using September data (Slide 2 & 3)

Massive Obstetric Haemorrhage (Sep 2.0%) Elective Care Midwifery Workforce Staffing red flags (Sept 2022)

• Rise in cases this month, reviewed and no 
harm, themes or trends. 

Elective Caesarean (EL LSCS)
• Increased service demand in Sept, 

planned lists to support demand effective

Induction  of Labour (IOL)
• Lead Midwife continuing with the QI to 

improve the service

• QI work to be presented to the LMNS 
PSQG meeting 01/11/2023

• Current vacancy rate 3.2% , New recruited 
Midwives now onsite and in preceptorship 
programme

• Supported University of Derby with additional 
student placements

• 16 staffing incident reported in the month.
• No harm related

Suspension of Maternity Services

• Two suspension of services within September

Home Birth Service
• 43 Homebirth conducted since re-launch

Third and Fourth Degree Tears (Sep 3.5%) Stillbirth rate  (1.2 /1000 births) Maternity Assurance Incidents reported  Sept 2023
(110 no/low harm, 3 moderate or above)

• Rate  within threshold
• Perinatal Pelvic Health Service has first 

regional face to face to review service 
specification. 

• One stillbirth reported in September, 
PMRT completed awaiting  further review 
with findings from tests and investigations

• Rate remains below the national ambition 
of 4.4/1000 births

• MBRRACE-UK report released, noted 
national increase in still birth in 2021

NHSR Ockenden Most 
reported

Comments

• Working commenced 
flash reports to 
MAC/QC

• Additional sign off 
meetings planned

• Submission due 2nd

of Feb 2024

• Initial 7 IEA-
100% compliant

• Positive initial 
feedback from 
the Ockenden 
Insight Visit-
formal report to 
follow

MOH, Cat 1 LSCS

Triggers x 16 No incidents required external 
escalations

3 Incidents reported as ‘moderate or above’,  see 
below

Maternity Perinatal Quality Surveillance model for October 2023

Other

• Two incidents report as moderate are linked regarding twins requiring an exchange transfusion and are currently under investigation. The final incident, a neonatal death, has been reported as catastrophic 
and is subject to internal and external investigation.  

• During the month of September, the Maternity Unit attempted to suspend services, due to high acuity, on two occasions. On both occasions the neighbouring units were unable to support, and the 
suspension was managed through the current policy. No incidents reported during these time had been reported as moderate or above. 
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