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Status1
 A 

 

PURPOSE OF THE REPORT 
 

 

KEY POINTS 

 

Key Risks  

 

No new risks have been identified this month; therefore the key risks remain: 

• That a maternity specific information system is not in place at the Jessop Wing.  As previously reported 

to mitigate the risk of multiple systems being used it has been agreed that; the Jessop Maternity 

Information System (JMIS) should be used principally to support the collection of data for the Maternity 

Specific Data Set (MSDS) and other national data reporting only; and that all outpatient and inpatient 

care records will be paper based, the only exception being telephone triage. These changes are being 

implemented through a phased approach.  

 

• The work on sharing historical Perinatal Mortality Review Tool (PMRT) reports not shared with 
families continues. Further work continues via a weekly task and finish group on reports that haven't 
yet been shared from Jan 2021 onwards. 

 

• Progress is being made in addressing the Serious Incident investigation backlog, external maternity 
governance support continues. A comprehensive tracker has been developed to support timely 
ongoing reviews.  

To present a monthly safety and quality overview of Jessop Wing Maternity and Neonatal Services to the 

Board of Directors reporting period of 1st November-30th November 2022. 

 
The report will provide an oversight position on: 

 
• Maternity Incentive Scheme (MIS) Year 4 

• Perinatal Quality Surveillance Model (PQSM) 

• Health Care Safety Investigation Branch (HSIB) investigations 

• Serious Incidents (SI) 

• Training 

• Maternity Dashboard 

• Maternity Safety Champions activities 

• Workforce: Maternity and Neonatal Staffing 

• Care Quality Commission (CQC) Review 

• Compliance with the Immediate and Essential Actions (IEAs) outlined in Part One of the 
Ockenden Report 



2  

 

Improvements 
 

New areas to highlight since the previous report: 
 

• The Jessop Wing is now rated as ‘requires improvement’ following published CQC report 

• Serious Incidents agreed as priority focus for January to March 2023 with external support in place 

• ATAIN data-(Avoiding Term Admissions into Neonatal Units) the Jessop Wing has a sustained term 
admission rate to the Neonatal Unit (NNU) as a percentage of live births below the local target of 5% 
(national aim <6%). The 2021/22 quarter 2 position is 3.88% 

 
Improvements previously reported which continue to be embedded: 

• The use of the electronic SitRep (Situation Report) allowing enhanced oversight of staffing, women 
awaiting Induction of Labour (IOL), activity and acuity in Maternity and Neonatal Services. Twice daily 
position now reported.  

• Staff retention plan is being implemented to support staff to stay and grow.  Pastoral support lead is 
supporting early career midwives, internationally recruited midwives and Maternity Support Workers 
(MSW)  

• 2nd cohort of 14 MSW apprentices started in September.  

• PMRT backlog continues to progress with reports fortnightly to triumvirate.  

• SI tracker utilised to develop timely completion of SI reports alongside a process agreed for current 
PMRT reports.  

• Birmingham Specific Obstetric Triage System (BSOTS) is now embedded on labour ward, work is on-
going to improve the timeliness of the 1st assessment when women arrive in triage.  

 

IMPLICATIONS2
 

 

Aim of the STHFT Corporate Strategy ✓ Tick as appropriate 

1 Deliver the Best Clinical Outcomes ✓  

2 Provide Patient Centred Services ✓  

3 Employ Caring and Cared for Staff ✓  

4 Spend Public Money Wisely ✓  

5 Create a Sustainable Organisation ✓  

6 Deliver Excellent Research, Education & Innovation                                     ✓ 

   RECOMMENDATIONS 
 

 

APPROVAL PROCESS 
 

Meeting Date Approved Y/N 

TEG 18th January 2023 Y 

Board of Directors    31st January 2023  
 

1 Status: A = Approval 
A* = Approval & Requiring Board 
Approval  
D = Debate 
N = Note 

2 Against the six aims of the STHFT Corporate Strategy ‘Making a Difference – The next Chapter 2022-27’ 

 

 

 

 

 

 

The Trust Executive Group are asked to receive and discuss the content of the report.  
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1. REPORT OVERVIEW 

 
This report outlines locally and nationally agreed measures to monitor maternity and neonatal safety, as 

outlined in the NHSEI document ‘Implementing a revised perinatal quality surveillance model’ (December 

2020). The purpose of the report is to inform the Local Maternity and Neonatal System (LMNS) Board and 

the Board of Directors, monthly, of present or emerging safety concerns or activity to ensure safety with a 

two-way reflection of Ward To Board insight across the multi-disciplinary, multi- professional maternity 

services team. The information within the report will reflect actions in line with the Ockenden Independent 

Maternity Review (2020), and progress made in response to any identified concerns at provider level. 

 
• Aligned with the Perinatal Quality Surveillance Model (PQSM) Jessop Wing, maternity and 

neonatal services are required to report information outlined in the data measures proforma 

monthly to the Board of Directors (appendix 1). The report covers the period November 2022. 

• The report also provides evidence to NHS Resolution (NHSR) Clinical Negligence Scheme 
for Trusts (CNST) Maternity Incentive Scheme (MIS) Year 4. 
 

2. PERINATAL MORTALITY 

 
NHS England set out a national ambition to halve the rates of stillbirth, neonatal deaths, maternal deaths, 

and brain injuries during birth by 2025, (from a 2010 baseline).  

 

The chart below shows stillbirths (excluding fetocide) and Neonatal deaths. The average rate shown is for 

level 3 NICU units in England using latest MBRRACE-UK data which evaluated outcomes for 2020. 

 

Work continues locally on workstreams aimed at reducing perinatal morbidity and mortality. There is a 

decrease in the neonatal death for Q2 though drawing any early broad conclusions is not possible. The 

annual rolling neonatal death rate is 6.05 per 1000 and the stillbirth rate annual rolling rate is 4.48 per 1000.  

 

 
 

All stillbirth and neonatal deaths are reported through the MBRRACE PMRT process.  

 

The PMRT workplan to address the historical backlog continues with progress managed by a weekly 

task and finish group.  
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Between January and March 2023, the primary focus for the service is to clear the outstanding serious 

incident (SI) investigation caseload. Reporting of the Perinatal Mortality Review Tool (PMRT) will therefore 

focus on the current cases rather than providing detail on the historic backlogs.  

 
        Current PMRT cases - May 6th until present day  

 
Cases are presented and discussed weekly at a multi-professional PMRT meeting which includes external 
clinicians. There are 5 cases requiring a final report which have breached set timeframes. 3 cases are 
neonatal deaths which were extrauterine transfers from another maternity unit. These cases are not 
subject to expected timescales. A meeting is scheduled for 17th January 2023 to progress. 2 cases are 
stillbirths and these are being prioritised for completion.  

 

2.1 PMRT figures 

 

Between 01/11/2022 and 30/11/2022 Jessop Wing reported 2 stillbirths and 4 neonatal deaths to 
MBRRACE-UK. 

 

• 1 Livebirth at 31 weeks following intrauterine transfer (IUT)from Barnsley, a late diagnosis of 
hydrops fetalis (severe swelling in an unborn or newborn baby). 

 

• 1 Livebirth at 33 weeks, known congenital anomaly,  

 

• 1 Livebirth at 23 weeks following a IUT from Pinderfields.  

 

• 1 Livebirth at 32 weeks with a known congenital anomaly this was a twin pregnancy. 

 

•  Twins were stillborn at 36 weeks, cause of death is currently unknown, this is a SI investigation. 

 

• 1 baby stillborn at 37 +5 weeks following 1st episode of reduced fetal movements. 
 

 

• We have reported 1 maternal death to MBRRACE UK for the month of November. Relevant maternal 
medical history showed significant co-morbidities and an early delivery by caesarean section was 
necessary and appropriate in early September. Subsequently the mother was admitted to critical care 
post birth where she sadly died in November.  
 
In December MBRRACE notified us of a maternal death involving a woman who had given birth in 
the Jessop Wing, which had occurred in February 2021. The death was identified as part of 
MBRRACE process for cross checking Office of National Statistics cases hence the delay. This 
woman gave birth in June 2020. Cause of death was suicide. Following this notification a Patient 
Safety Review was completed with some immediate learning around documentation actioned.  
 
Both cases have been declared as Serious Incidents. They do not fit the criteria for HSIB 
investigation.  

 

3. HEALTHCARE SAFETY INVESTIGATION BRANCH (HSIB) AND MATERNITY SERIOUS 

INCIDENTS (SI’S) 

 

HSIB conducts investigations into all maternal deaths of women while pregnant or within 42 days of birth. 

All intrapartum stillbirths, early neonatal deaths (0-6 days) born at term and all cases of severe brain 

injury (HIE) diagnosed within first 7 days of life.  

 

From April 2023 the maternity investigations programme at HSIB will be become a separate organisation, 

the Maternity and Newborn Safety Investigations Special Health Authority (MNSI). There is no proposed 

change to process.  
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3.1 HSIB investigations   
 

The following surveillance was presented at the HSIB quarterly review meeting in December. There is a 
sustained reduction in HIE reportable cases. It was noted that this picture is being seen nationally.  
 

 

 
 
 
 

The following table shows those the top themes where HSIB have made recommendations. It 
demonstrates learning is being embedded with no recommendations regarding appropriate guidance since 
December 2021 or fetal monitoring since August 2021. This is evidence of continual improvement in 
training figures, improved learning from incidents processes, improved staffing and investment in new 
senior posts.  
 
The themes where HSIB have more recently made recommendations include clinical assessment, clinical 
oversight and risk assessment and reflect ongoing work as part of the Ockenden action plan. The current 
lack of an end to end IT system is reflected in some of these reports and as discussed previously the move 
to streamline and embed paper records with clinicians writing in one place will help address this ahead of 
the implementation of the EPR. In addition, daily safety huddles are now embedded on the wards which 
will enhance clinical oversight and risk assessment.  
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         3.2 HSIB Investigation active case progress update 

 
No new referrals have been accepted by HSIB.  

 
The final investigation report for MI-005710 and MI-006528, has been received by the Trust in November 

2022. These cases are a combined HIE and maternal death due to Covid-19.   

 

MI005710 (baby) no safety recommendations reported.  

 

MI-006528 (mother) 4 safety recommendations relating to timely review of mothers who are inpatients on 

acute wards outside of maternity; MDT working of non-maternity and maternity clinicians; patient 

information around Covid-19 and mechanisms for ensuring prompt review and assessment.  An action plan 

is being developed in response to the report recommendations.  

 

Jessop Wing are on track to declare compliance with NHS Resolution Maternity Incentive Scheme (MIS) 

Safety Action 10, HSIB reporting standards. This will be included as part of the Trust Board final MIS Year 

4 submission declaration to NHS Resolution on 2nd February 2023. 

 

3.3 Coroner’s Inquests including Reg 28 made directly to Trust 

 

No further inquests attended.  

 

3.4 Maternity Serious Incidents 

 

Timely completion of Serious Incidents is being prioritised through January-March 2023 with a focus on 

clearing the outstanding back log by 31st March 2023. A number of initiatives have been implemented 

to ensure completion including external clinician support from the region which started on 6th January 

2023.   

 

2 incidents were reported to the Trust Serious Incident Group in November  2022. Both incidents have 

been notified to the Integrated Care Board (ICB) and are being investigated within the department. 

 

Serious Incident Investigations Report November 2022 

 

ID STEIS Ref Incident Description  

440616 2022/25332 During a routine pre-operative telephone consultation, a woman advised the 

midwife she was experiencing reduced fetal movements in her MCDA (identical) 

twin pregnancy. The woman was advised to attend Jessop Wing for review of 

maternal and fetal wellbeing.  On arrival at Labour Ward Assessment Unit the 

midwife was unable to locate a fetal heart rate for either twin. Sadly in-utero fetal 

demise of both twins was confirmed. 

 

406925 

 

2022/26002 

December 2021, a baby born at 38+5 weeks gestation was admitted to the NNU 

with neonatal seizures. Infant diagnosed with a brain injury  and referred to 

Consultant Neurologist. Case did not meet the HSIB reporting criteria and a local 

investigation was completed following concerns surrounding interpretation of fetal 

monitoring in labour.   

Case has now been reported as an SI following a subsequent letter to parents 

from the Consultant Neurologist advising a MRI scan completed in September 

2022 is compatible with perinatal HIE occurring at the time of birth.  

https://datix.sth.nhs.uk/datix/live/index.php?action=incident&module=INC&fromsearch=1&recordid=440616
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      Progress of Serious Incident Investigations  

 

• 36 Serious Incident investigations in progress. 

• 9/36 final reports have been reviewed by SIG and further amendments have been requested. 

• 3 final reports have been resubmitted for consideration. 

• 1 final report requires review and approval by a cross boundary maternity service. A meeting has been 

scheduled for 14/12/2022 to review the report. 

• 2 final reports are scheduled to have the amendments completed by 19/12/2022 

• The remaining 3 final reports have been prioritised for completion by 31/12/2022  

Delayed Investigations  

• 1 investigation is delayed following a LMNS request for a safeguarding peer review. The maternity 

service has contacted the LMNS to request a peer review from the ICB Safeguarding Lead Nurse. The 

LMNS are providing contact details for the Safeguarding Lead.  

 

• A second investigation has been delayed to incorporate the comments of an LMNS peer review of the 

investigation. The case was presented to members of the LMNS on 13th December 20222 and the 

feedback will be included in the final report.  

 

3.5 Serious Incidents in progress 

Serious Incident Status  

The table below shows there are 36 open Serious Incident investigations.  Of these 25 have agreed 
extensions with the Integrated Care Board due to factors affecting capacity to complete the investigation. 

 

New Serious Incidents reported in month 2 

Serious Incidents closed in month (SIG approved 
subject to minor amends) 

3 

Incidents in progress (includes new Sis reported 
within the month) 

36 

Out of internal reporting deadline 28 

Out of external reporting deadline for ICB  28 

Incidents with external deadline extensions. 28 

Incidents closed by ICB 1 

 

3.6 Overview of Incidents reported in November 2022 

 
211 obstetric incidents were reported through Datix in November 2022.  

Labour Ward (48 incidents), Operating Theatres (38 incidents) and maternity wards (36 incidents) were the 

highest reporting areas. 
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73 incidents were reported under the Obstetrics, Gynaecology and Neonatology category in November 

2022. 

 

 

 

• Category 1 caesarean section is the top reported incident (21), with incidents reported for monitoring 

and audit purposes. 

 

• Unanticipated admission of a term infant to NNU is the second most reported incident (16) with most 

admissions to NNU from the postnatal ward. All unanticipated term admissions incidents are reviewed 

under the ATAIN review programme. A further 6 infants were reported as having an Apgar score below 

6 at 5 minutes of age. 4/6 reported incidents occurred in maternity theatre.  

 

• 4 incidents involving Tommy’s App were reported from antenatal and community outpatient settings. 30 

incidents highlighting issues with Tommy’s App have been reported via Datix since January 2022, (0.5% 

of all incidents reported in the Obstetric Gynaecology and Neonatology category).  The Tommy’s App 

was introduced in October 2021 and is a significant change to practice. These incidents relate to training 

and education, with staff not using the Tommy’s App appropriately. The datix reporting has been used to 

enable timely and targeted training to individuals. Further cascading of information and learning 

continues.  

 

3.7 Incident Grading of Harm / Impact –for all incidents reported in November 2022 

 

Row Labels 1 
No Harm / 

Impact 

2  
Low Harm / 
Impact 

3  
Moderate 

Harm / 
Impact 

4  
Severe 
Harm/ 
Impact 

Total 

November 
2022 

33 154 24 0 211 

 

 

0 5 10 15 20 25

Apgar score less than 6 at 5 minutes Low cord pH value…

Category 1 caesarean section performed

Eclamptic fit / collapsed patient

Extensive perineal trauma / third degree tear

Issues involving Tommys App

Lack of availability of equipment/ facility/ cot

Major Obstetric haemorrhage >1500ml

Other Obstetric incident

Screening - Antenatal

Screening - Newborn

Shoulder dystocia

Stillbirth /NND

Unplanned term admission to JW – Neonatal Unit.

Uterine rupture

Obstetric and Neonatal Category by Location 

Ward/Adjacent areas Community Midwifery Labour Ward/Delivery Room

Office Area Operating Theatre Outpatient Department
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Severe Harm Incidents 
 
0 Severe harm incidents were reported for November 22  
 
Moderate Harm Incidents  
 

• 24 Moderate harm incidents reported 
 

Moderate Harm Incidents By Type November 2022 Total 

Apgar score less than 6 at 5 minutes Low cord pH value at birth  3 

Category 1 caesarean section performed  1 

Eclamptic fit / collapsed patient  1 

Issues with electronic records  1 

Other Obstetric incident  1 

Stillbirth /NND  3 

Unplanned term admission to JW – Neonatal Unit.  13 

Uterine rupture  1 

Total 24 

 

• 13/24 incidents were unplanned term admissions to NNU. All cases have been reviewed as part of the 
ATAIN programme 

 

• 3 incidents concerning Apgar score below 6 at 5 minutes of age will also be reviewed through the ATAIN 
process.  

 

• 3 incidents will be reviewed through the PMRT process following 2 antenatal still births (3 babies, includes 
1 set of twins) and 1 neonatal death with a known congenital abnormality who received palliative care.  

 

• Following review 2 cases were reported as Serious Incident (SI)  
- Antenatal still births in a twin pregnancy. 
- Review of intrapartum care following a diagnosis of HIE by Consultant Neurologist 12 months 

after birth.  
 

•  Woman who had a previous cesarean section experienced a uterine rupture and placental abruption 
after presenting in spontaneous labour. The woman received prompt obstetric review and an emergency 
caesarean section was performed. No harm was caused to mother or baby.  
 

• MBRRACE-UK have requested a midwifery report into the care provided to a woman who birthed at 
Jessop Wing in 2021 as part of their review of maternal mortality and morbidity cases. The woman had 
an emergency caesarean section at 29 weeks gestation following removal of a cervical suture in a breech 
presentation. The woman required a return to theatre for re suturing of the rectus sheath and check of 
the bowel. The case will be fully reviewed at a Patient Safety Review meeting.   

 

4. TRAINING DATA – November 2022 

 

Compliance for neonatal life support is now at the 90% target. As previously discussed an audience change 
is affecting safeguarding compliance. Conflict resolution training is not assigned to all staff’s PALMS 
learning profile, this is being worked on. Fetal monitoring figures have decreased slightly due to clinical 
pressures, staff are being paid incentive to complete as additional hours, a non-compliance list is shared 
with senior midwifery management team, Clinical Director and line managers.   
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Mandatory training maternity services  Compliance 
90% 

  

 

Conflict Resolution - Level 1 79.0% 

Data Security and IG - Level 1  93.7% 

Equality & Diversity: General Awareness - Level 1 97.7% 

Fire Safety Theory - Level 1b 91.4% 

Health, Safety & Welfare - Level 1 98.0% 

Infection Prevention and Control - Level 2  90.4% 

Moving and Handling - Level 1 (4 Yearly) 100.0% 

Moving and Handling - Level 2b (1 Yearly) 86.7% 

Adult Basic Life Support - Level 2a  87.8% 

Neonatal Life Support - Level 2c 91.0% 

Safeguarding Children & Young People - Level 1  87.8% 

Safeguarding Children & Young People - Level 2 86.8% 

Safeguarding Children & Young People - Level 3 65.9% 

Safeguarding Vulnerable Adults - Level 2 88.9% 

Mental Capacity Act - Level 2a  82.6% 

 

Maternity specific and CNST reportable  Compliance 
90% 

Obstetric Emergency Drills (PROMPT) 90.0% 

Fetal Monitoring  87.3% 

 
Total Compliance 

 
88.7% 

 

 

5. JESSOP WING - MATERNITY DASHBOARD (JUNE-NOVEMBER)  
 

The Jessop Wing Maternity Dashboard (Appendix 2) will continue to evolve over time to reflect data 
agreed regionally and nationally to assess the Trust progress against various quality indicators. Data is 
validated monthly at the OGN Directorate Governance meeting. 

 

The caesarean section rate is no longer used as a maternity services quality metric, instead the Robson 
Criteria are now recommended for use to monitor caesarean section activity without attached targets. This 
has been described in detail in previous month’s reports. 
 
The low compliance for women being seen by 10 weeks gestation is a possible data reporting error and 
action is being taken.  The PPH rate continues to decrease. 
 
The significant rise in 3rd and 4th degree tears in October 2022 has not continued in November 2022 
and looks to be part of normal variation. This will be reported on with the December data. Reviewing 
the figures from January-November the average is 2.75% for normal birth and 7.11 for instrumental 
birth   
 
Footfall through the Labour Ward Assessment Unit show that 96% of women have a Birmingham 
Symptom Specific Obstetrics Triage System (BSOTS) rapid review completed. The average wait time was 
22 minutes.  The aim is for all rapid reviews to be done within 15 minutes of arrival. 
 
6. NHS RESOLUTION (NHSR) 

 
6.1    Maternity Incentive Scheme (MIS) 

 

The submission for year 4 MIS is 2nd February 2023. The current position is given below. There has been 

considerable work undertaken to embed and evidence the 10 elements. This work will continue as part of 

the maternity improvement plan and ready for year 5 MIS when it is launched.  
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6.2 Current CNST position 

 
  

 
Safety Action 

 

 
Nov 22 

 

 
Notes 

 

1 

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

 
Reporting dates needed to begin from 6 May 2022 to 
demonstrate full compliance. Service compliant now but will not 
meet the dates necessary for the Year 4 submission. 

 
2 

Are you submitting data to the Maternity 
Services Data Set (MSDS) to the required 
standard? 

  
Evidence available 

 
 

 
3 

Can you demonstrate that you have 
transitional care services in place to 
minimise separation of mothers and their 
babies and to support the 
recommendations made in the Avoiding 
Term Admissions into Neonatal units 
Programme? 

  
 

 
Evidence available 

 
4 

Can you demonstrate an effective 

system of clinical workforce planning to 
the required standard? 

 
Compliant on anaesthetic and obstetric elements however 

not for neonatal nursing as don’t meet the requirements for 

nurses holding Qualified in Specialty status. 

 
5 

Can you demonstrate an effective 

system of midwifery workforce 
planning to the required standard? 

 
BR+ assessment undertaken and workforce plan in progress 
however current midwifery budget and establishment is not 
in line with BR+. Compliant with supernumerary status for 
labour ward co-ordinator roles and one-to-one active labour 
midwifery care due to staffing red flags resulting in staff 
being prioritized on labour ward.  

 

6 

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

 The Trust is unable to evidence compliance for all 5 
elements. In the absence of an end-to-end maternity 
information system, the significant audit requirement of 
this element must be undertaken manually with paper-
based records. An audit plan is in place and resource is 
being sourced to undertaken this. The quarterly survey 
necessary for all trusts who are not compliant with SA 6 
has been submitted quarterly as per requirement number 
3.  

 
 

 
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 (MVP) to coproduce local 
maternity services? 

  
 

 
Evidence available 

 
 
 

8 

Can you evidence that a local training 
plan is in place to ensure that all six core 
modules of the Core Competency 
Framework will be included in your unit 
training programme over the next 3 
years, starting from the launch of MIS 
year 4? 

 Training compliance for individual staff groups not meeting 
required standard for a 12-month period between 01/08/21 and 
05/12/22. Q4 focus on training compliance. New Fetal 
Monitoring and Training Matrons now in post to help improve 
this situation.  

 

 

 
9 

Can you demonstrate that there are 
robust processes in place to provide 
assurance to the Board on maternity and 
neonatal safety and quality issues? 

 
 

 The safety champion meeting and walk around has been 
developed over the past year and there are processes in place 
to provide board level oversight. There are however a number 
of requirements for this action and the Trust is unable to provide 
evidence for all aspects.  

 
 

10 

Have you reported 100% of qualifying 
cases to Healthcare Safety Investigation 
Branch (HSIB) and to NHS Resolution's 
Early Notification (EN) scheme for 
2021/22? 

  
 

Evidence available 
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7. BOARD LEVEL SAFETY CHAMPIONS MEETINGS 

 
The role of this group is to share and as necessary escalate locally identified issues to the board via 

the executive board member who is the named Maternity & Neonatal Safety Champion. 

 
A number of actions have been highlighted in previous reports. There was no meeting in November 

2022.  

 
8. WORKFORCE 

 

8.1 Midwifery Workforce 
 

There continue to be vacancies in the midwifery workforce, however, RM and RN fill rates are 

predominantly greater than 90%. The incentive rate for staff is supporting this.  

 

A number of on-going actions remain in place to maximise staffing into critical functions to maintain 

safe care for the women and their babies. It is preferable to have higher fill rates during the night-time 

when there is less support available from specialist midwives and managers.  

 

Jessop Wing Fill Rates 

  
September  October November  

Day Night Day Night Day Night 

 

Labour Suite 100.2% 83.9% 94.9% 93.5% 108.3% 94.7% 

Rivelin 103.6% 100.3% 91% 93.8% 99.3% 93.2% 

Norfolk 104.6% 115.2% 108.1% 103.3% 113.0% 107.0% 

Whirlow 108.3% 115.0% 107.4% 117.6% 114.6% 133.7% 

 

NICU 91.8% 87.0% 86.9% 85% 90.5% 84.2% 

 

 
* Advanced Obstetric Care Unit(AOCU), Norfolk and Whirlow wards are using Registered Nurses (RN) alongside 

midwives to provide care for post-natal women and their babies. 

 

Actions taken to support safe staffing are captured in the live Birth-rate Plus (BR+) web-based acuity 

tool. The BR+ acuity tool is used across Labour suite (Consultant led and Midwifery Led), the antenatal 

ward (Rivelin), and the Postnatal wards (Whirlow and Norfolk). Realtime acuity and activity information 

is available to maternity services leadership teams on or off site. The Birthrate Plus acuity app data 

can be used to facilitate triangulation of incidents, complaints, with maternity workforce Red flags.  

 
Further initiatives to enhance the midwifery workforce have been included in previous monthly updates.  

 
8.2 Obstetric Workforce  
 
No changes from previous report. 
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Gaps: 
 

Number of posts Reason for gap Resident Night Rota 

2 Maternity Leave Yes 

2 Phased return – no clinical work or resident nights Yes 

1 Long Term Sick Yes 

1 Funded vacancy – recently advertised Yes 

1   Phased return - no clinical work No 

 
Recruitment: 

 
 

• Successfully recruited 4 fixed term Consultants with a potential January 2023 
commencement date 

 

Registrar Level 

Current Gaps: 

WTE Level Reason for gap Labour Ward On Call 

2.0 ST3+ Training programme gap Yes 

0.2 ST1/2 Training programme gap Yes 

 
 

Recruitment: 
 

• Successfully recruited 1 Staff Grade post with a January 2023 commencement date 
 

Mitigation: 

• ST3+ - existing team being utilised to cover Labour Ward / On Call gaps at the 
detriment to gynaecology clinic/activity 

 

8.3 Neonatal Workforce 

The neonatal unit (NNU) team continue to work toward compliance with the British Association of 

Perinatal Medicine (BAPM) standards. The Neonatal Operational Delivery Network (ODN) completed 

a workforce review which showed deficits in staffing. Significant progress continues with a number of 

appointments discussed in previous reports.    

 
9. INSIGHTS FROM SERVICE USER ENGAGEMENT AND MATERNITY
 VOICES PARTNERSHIP (MVP) CO-PRODUCTION 

 

The MVP is increasing its leadership team with 3 additional paid vice chairs to support ongoing work. 
This includes the Jessop Wing website design which is nearing completion. The MVP has also 
supported us with communication to women planning homebirth around the impact of ambulance 
strikes.  

 
10. CARE QUALITY COMMISSION (CQC) 
 
The newly published CQC report has rated Jessop Wing as ‘requires improvement’ with improvement seen 
across each of the 6 domains. A CQC action plan is being developed to reflect the updated must do and 
should do actions and will be incorporated within the maternity improvement plan. 
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                Safe                   Effective              Caring                  Responsive           Well-led             Overall 
 

 
 

10.1 CQC escalations 
 

For the month of November 2022 there were no issues raised with the Trust by the CQC. Following the 

recent CQC inspection no issues were highlighted about the Maternity Service as part of the 

immediate feedback. 

 
11. OCKENDEN REPORT 2020 7 IMMEDIATE AND ESSENTIAL ACTIONS (IEA’S) 

 

Immediate 
and 

Essential 
Action 

 Description 
Current 
Status 

Notes 

 IEA 1 Enhanced Safety Compliant  

IEA2 
Listening to Women 

and Families 
Compliant 

 

 IEA 3 
Staff Training and 
Working Together 

Working 
towards 

compliance 

 Newly appointed Fetal Monitoring and Education 
Matrons prioritising this action in Q4. Training 
compliance improving – midwifery 93% and 
obstetric 76% due to rotation of new staff.  

 IEA4 
Managing Complex 

Pregnancy 

Working 
towards 

compliance 

Compliant in 75% of sub-elements. Audit planned 
for Q4 to demonstrate compliance with specialist 

plans agreed with women with complex 
pregnancies.  

 IEA 5 
Risk Assessment 
during pregnancy 

Working 
towards 

compliance 

Proforma in development with LMNS and audit 
planned for Q4. Lack of end-to-end maternity 

information system compromising rate of progress 
on this element.  

 IEA 6 
Monitoring fetal well-

being 

Working 
towards 

compliance 

Includes Saving Babies Lives (SBL). Full 
confidence in compliance with all other elements 

within this IEA. SBL compliance progress 
addressed in MIS update in 6.2. 

 IEA 7 Informed Consent 
Working 
towards 

compliance 

Implementation of i-decide on website and audits 
planned for Q4. To comply fully, women need 

access to information in their medical record & the 
lack of end-to-end maternity information system is 

a significant barrier. Some informed decision 
making can be evidenced through birth options 

clinic but this will not capture all women.  

 
  
12. AVOIDABLE TERM ADMISSIONS INTO THE NEONATAL UNIT (ATAIN) 

 
12.1 The National Ambition 

 
In August 2017 NHSI mandated a Patient safety alert to all NHS Trusts providing maternity care. The 

safety alert was issued to reduce harm from avoidable admissions to neonatal units for babies born at 
or after 37 weeks. This fell in line with the Secretary of State for Health’s ambition to reduce stillbirth, 
neonatal brain injury and neonatal death by 50% by 2030.  
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12.2 Jessop Wing Transitional Care 

 
A weekly review of all term admissions is undertaken by the ATAIN team. Collated data is submitted 

monthly onto the electronic SYB LMNS ATAIN Quality Improvement dashboard. Actions are developed 

and agreed to address any themes highlighted and reflects the requirements outlined in year four Maternity 

Incentive Scheme. The action plan triangulates with actions and themes via other governance routes; 

Quality & Safety Meeting, HSIB, SI reports, CQC recommendations for term admissions. 

 

For November 2022 the term admission rate to NNU remains below the SY&B LMNS target of <5% at 

3.86% 

 

• None of the 18 term admissions were admitted due to congenital anomalies. 

• 3 of the term admissions met the criteria for patient safety review all 3 were classified as unavoidable 

and learning identified will be incorporated into the actions and improvement work undertaken by 

ATAIN. 

• Of the 15 term admissions reviewed by the ATAIN team 6 were considered potentially avoidable 

admissions.  

 
A newborn care bundle workstream has been established first meeting 05/12/2022 to review the immediate 
care of the new-born and themes identified from the ATAIN review of both avoidable/unavoidable 
admissions will be incorporated into this work. 

 
Year 2022 – 2023 
 

 
 

13. CONCLUSION 
 

This report has outlined locally and nationally agreed measures to monitor maternity and neonatal safety 
to inform the Board of Directors of present or emerging safety concerns and the work currently being 
undertaken to mitigate and address those risks. 

 
In summary the report has identified the following issues to be addressed: 

 
a. A Maternity specific information system is due to be launched in May 2024 this has been identified 

as a barrier to progressing improvements at pace. A full paper-based end to end maternity record 
(handheld record) is in place, this will facilitate a complete pregnancy history for clinicians to risk 
assess and plan care safely. 

b. Serious Incidents are being prioritised with the backlog to be cleared by 31st March 2022.  
c. Training compliance in two priority areas have dropped below 90% a plan is in place to improve 

attendance.



   

APPENDIX 1 

 

Trust: Sheffield Teaching Hospitals NHS Foundation Trust November 2022 

CQC Maternity Ratings 2019 Overall Safe Effective Caring Well-Led Responsive 

Select Rating: Select Rating: Select Rating: Select Rating: Select Rating: Select Rating: 

Jessop Wing Inadequate Inadequate Requires 
improvement 

Requires 
improvement 

Inadequate Inadequate 

 
Maternity Safety Support Programme Select Y / N Yes 

 

 

8.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) Reported 
annually 

9.Proportion of speciality trainees in Obstetrics & Gynaecology responding with 'excellent' or 'good' on how they would rate the quality of clinical supervision out of hours (Reported 
annually) 

Reported 
annually 

 
 
 

  
April May June July Aug Sep Oct Nov Dec 

1.Findings of review of all perinatal 
deaths using the real time data 
monitoring tool 

0 0 0 0 0 0 0 0  

2. Findings of review of all cases 
eligible for referral to HSIB 

No cases 
reviewed 

1 0 0 Process in 
place, findings 
progressed 
through action 
planning 

Process in 
place, findings 
progressed 
through action 
planning 

Process in 
place, findings 
progressed 
through action 
planning 

Process in 
place, 
findings 
progressed 
through 
action 
planning 

 

Report on: 

2a. The number of incidents logged graded 
as moderate or above and what actions are 
being taken 

See section 
3.6 

See 
section 3.6 

See section 3.6 See section 3.6  Section 3.6 Section 3.6 Section 3.6 Section 3.6  

2b. Training compliance for all staff groups 
in maternity related to the core 
competency framework and wider job 
essential training 

See section 
5 

See 
section 5 

See section 5 See section 5 See section 5 See section 5 See section 5 See section 5  

2c. Minimum safe staffing in maternity 
services to include Obstetric cover on the 
delivery suite, gaps in rotas and midwife 
minimum safe staffing planned 
cover versus actual prospectively 

See section 
9 

See 
section 9 

See section 9 See section 9 See section 9 See section 9 See section 9 See section 9  

3.Service User Voice Feedback See section 
10 

See 
section 10 

See section 10 See section 10 See section 10 See section 10 See section 10 See section 
10 

 

4.Staff feedback from frontline 
champion and walk-abouts 

   YES  YES No No  

5.HSIB/NHSR/CQC or other organisation 
with a concern or request for action 
made directly with 
Trust 

HSIB-1 
CQC-1 
NHSR-1 

HSIB-0 
CQC-0 
NHSR-0 

HSIB-0 
CQC-3 
NHSR-0 

HSIB-0 
CQC-1 
NHSR-0 

HSIB-0 
CQC-0 
NHSR-0 

HSIB-0 
CQC-0 
NHSR-0 

HSIB-0 
CQC-0 
NHSR-0 

HSIB-0 
CQC-0 
NHSR-0 

 

6.Coroner Reg 28 made directly to 
Trust 

2 0 0 0 0 0 0 0  

7.Progress in achievement of CNST 10 To be 
assessed 

In 
progress 

In progress In progress In progress  In progress In progress In progress  
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APPENDIX 2 

Dashboard CHART 

Jessop Wing - Maternity 

Dashboard (to November 2022)                 

 

Antenatal Green Amber Red Jun 22 

Jul 

22 

Aug 

22 

Sep 

22 

Oct 

22 

Nov 

22 

Community First Visits       497 516 540 536 569 569 

Community First Visits Within 10 

Weeks % 𝑛 ≥ 90 

75 ≤ 𝑛 

< 90 𝑛 < 75 69.62 74.22 71.11 68.66 73.81 73.11 

Smokers at Community First Visit % 𝑛 ≤ 6     8.65 8.53 9.07 9.51 7.21 13.01 

Clinic First Visits       466 454 498 524 454 530 

Clinic First Visits Under 13 Weeks %       65.24 63.88 60.84 65.46 66.3 63.96 

Clinic First Visits Smoker % 𝑛 ≤ 6     11.37 10.35 10.44 9.92 11.23 7.55 

Clinic First Visits CO Measured %       34.12 42.29 32.53 51.91 69.16 52.26 

Clinic First Visits CO ≥ 4ppm       15.72 13.54 16.05 12.87 12.1 9.03 

Community 36 Week Visits CO 

Measured %       51.58 55.86 43.38 56.42 64.96 68.86 

Community 36 Week Visits CO ≥ 

4ppm       10.71 12.71 10.78 10.58 9.21 13.69 

CO reduced below 4ppm by 36 weeks 

%       13.33 0 0 0 0 23.08 

                   

Deliveries Green Amber Red Jun 22 

Jul 

22 

Aug 

22 

Sep 

22 

Oct 

22 

 

Nov 

22 

Total Deliveries (mothers)       434 515 475 484 469 465 

Registerable Births       441 528 486 489 473 469 

Elective C Section Deliveries %       18.66 13.59 16.84 17.77 15.78 14.19 

Emergency C Section Deliveries %       24.65 23.69 26.95 23.55 18.76 27.1 

Assisted Deliveries %       8.53 11.26 11.16 9.3 14.07 14.19 
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Inductions % 

𝑛 ≤ 

32.8     27.88 24.47 25.47 26.65 26.44 27.74 

Waterbirths       11 18 10 13 14 22 

Homebirths       9 6 8 7 5 11 

Born Before Arrival (BBA)       4 8 0 4 8 3 

APGAR 0-6 %       2.09 2.13 1.92 2.7 2.56 2.85 

Low birthweight (≤ 2500g) %       9.98 10.98 14.61 9 9.51 9.38 

Under 3rd Centile delivered at 

38wks+ %       65.22 72.41 42.31 71.43 76.19 52.17 

Singleton Livebirths < 30wks with 

MgSO₄ %       83.33 100 100 100 100 100 

Preterm births %       8.17 6.01 9.17 5.93 5.51 7.49 

Singleton births 16w - 23+6 %       0.71 0.2 0.43 0.42 0.65 0.87 

Singleton births 24w - 36+6 %       8.75 6.37 9.7 6.3 5.87 7.21 

PPH ≥ 1500ml % 𝑛 < 3 

3 ≤ 𝑛 ≤ 

5 𝑛 > 5 4.41 3.69 4.23 3.94 3.65 3.25 

3ʳᵈ and 4ᵗʰ degree tears (all) %       3.21 2.29 3.28 2.63 7.22 1.99 

3ʳᵈ and 4ᵗʰ degree tears (Normal) % 𝑛 < 3 

3 ≤ 𝑛 ≤ 

4 𝑛 > 4 2.2 1.2 3.54 2.23 6.55 1.57 

3ʳᵈ and 4ᵗʰ degree tears (Assisted) % 𝑛 < 5 

5 ≤ 𝑛 ≤ 

9 𝑛 > 9 8.33 7.14 2.17 4.76 9.68 3.33 

Smokers At Delivery % 𝑛 ≤ 6     10.67 7.18 8.88 7.68 6.87 8.66 

First Feed Breastmilk % 𝑛 ≥ 75 

70 ≤ 𝑛 

< 75 𝑛 < 70 66.13 67.05 64.52 68.79 71.22 74.46 

Robson Group 1 having LSCS %       31.25 24.42 27.4 21.95 11.7 21.05 

Robson Group 2 having LSCS %       56.45 54.02 67.47 58.06 47.92 59 

Robson Group 5 having LSCS %       82.67 76.39 79.73 86.11 77.94 84.75 

VBAC (Local) %       22.47 20.99 19.1 12.5 19.75 16 

VBAC (NHSD) %       23.81 21.57 19.15 8.33 18.42 13.33 
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Neonatal Green Amber Red Jun 22 
Jul 
22 

Aug 
22 

Sep 
22 

Oct 
22 

 
Nov 

22 

Neonatal Unit Admissions       50 41 60 42 39 44 

Neonatal Unit Admissions %       11.44 7.81 12.45 8.62 8.32 9.44 

Neonatal Unit Admissions at Term       27 14 26 20 21 17 

Neonatal Unit Admissions at Term 
%       6.18 2.67 5.39 4.11 4.48 3.65 

                   

Mortality Green Amber Red Jun 22 
Jul 
22 

Aug 
22 

Sep 
22 

Oct 
22 

 

Stillbirths       4 3 4 2 4 3 

Stillbirths ‰ (per thousand) 
𝑛 ≤ 
2.55     9.07 5.68 8.23 4.09 8.46 6.4 

Stillbirths at Term       1 0 1 0 1 1 

Stillbirths at Term ‰ (per thousand)       2.27 0 2.06 0 2.11 2.13 

Feticide (Stillbirth)       2 0 2 1 0 0 

Stillbirths excluding feticide ‰ (per 
thousand)       4.54 5.68 4.12 2.04 8.46 6.4 

Neonatal Deaths       3 3 4 1    

Neonatal Deaths ‰ (per thousand) 
𝑛 ≤ 
1.45     6.86 5.71 8.3 2.05   

 

Neonatal Deaths ≥ 24 weeks       2 2 4 1    

Neonatal Deaths ≥ 24 weeks ‰ 
(per thousand)       4.58 3.81 8.3 2.05   

 

Neonatal Deaths at Term       0 0 2 0    

Neonatal Deaths at Term ‰ (per 
thousand)       0 0 4.15 0   

 

LW Assessment Green Amber Red Jun 22 
Jul 
22 

Aug 
22 

Sep 
22 

Oct 
22 

 
Nov 

22 

Calls to Triage Service       2861 3252 3077 2778 2749 2863 

LWAU Admissions       1038 1180 1060 1100 1068 1124 

LWAU Rapid Reviews % 𝑛 ≥ 95 
80 ≤ 𝑛 
< 95 𝑛 < 80 93.06 94.49 96.04 95.36 96.72 96.98 

LWAU Rapid Review Time (mins) 𝑛 ≤ 30 
30 < 𝑛 
≤ 45 𝑛 > 45 30 33 23 20 29 22 

                   

Other Green Amber Red Jun 22 
Jul 
22 

Aug 
22 

Sep 
22 

Oct 
22 

Nov 
22 

Readmissions       13 17 22 9 22 27 
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