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Executive Summary 

This paper provides an update to the Trust Board on maternity related activities. 

They key points are summarised below:    

1. Ockenden Assurance Visit: The report provides an update on the progress on 

immediate and essential actions (IEAs) for improving risk assessment at every 

antenatal contact. The compliance rate for this requirement is 93% and strengthened 

midwifery leadership by filling all positions. 

2.  Midwifery Led Unit (MLU) status: Community services were suspended four times 

in April and May 2024, affecting one woman who delivered on the Delivery Suite.  

3. Maternity Performance Dashboard: The report presents the Maternity Performance 

Dashboard for May 2024, which shows five exceptions dashboard provides details 

on the exceptions, the mitigations, and the improvement actions taken by the service.  

4. CQC inspection action plan update: Progress on the CQC action plan, which was 

developed following the CQC inspection in May 2021. The two actions remaining 

should do actions that are overdue relate estates. The service is working with the 

Trust Assurance Team and Corporate Nursing to monitor and evaluate the 

effectiveness of the CQC action plan. The report highlights the Evidence Group that 

has been established to ensure a clear framework for monitoring progress. 

5. Maternity (and Perinatal) Incentive Scheme (MPIS): The report outlines the status of 

the Maternity Incentive Scheme for Year 6, which consists of 10 safety actions. The 

report states that the service is compliant with most of the safety actions, except for 

Safety Action 4, which requires a business case for the neonatal medical workforce. 

6. Antenatal and Newborn Screening Assurance Visit. The service has received five 

urgent recommendations from the Antenatal and Newborn Screening Assurance 

Visit screening visit. An action plan is in place to address the recommendations. 

 

Recommendations 

7. The Trust Board is asked to:   

• Receive and note the contents of the update report. 
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Maternity Services Update Report 

1. Purpose 

1.1. The aim of this paper is to provide an update to the Trust Board on the following 

maternity related activities: 

• Ockenden Assurance Visit 

• Midwifery Led Unit (MLU) status 

• Maternity performance dashboard  

• Perinatal Quality Surveillance Model Report 

• CQC inspection action plan update 

• Maternity Incentive Scheme (MIS) Year 5 

• Maternity Safety Support Programme (MSSP) 

• Three-year Single Delivery Plan for Maternity and Neonatal Services 

• Safeguarding 

• Antenatal and Newborn Screening 

2. Ockenden Assurance visit 

2.1. The Trust received the final report and recommendations from the Ockenden 

Assurance insight visit on 10 June 2022. The Maternity Clinical Governance 

Committee (MCGC) monitors the progress of the action plan and reports it through 

the established governance channels. The following are the outstanding 

immediate and essential actions (IEAs): 

7.1.1 IEA 5: The service can now generate a report from the new digital system 

(BadgerNet) to ensure a risk assessment is conducted at every antenatal 

contact. The compliance rate for this requirement is 93% and was reported 

to the Maternity Clinical Governance Committee (MCGC) in May 2024 as 

part of the regular reporting process. 

7.1.2 Strengthening Midwifery Leadership: All positions have been successfully 

filled, and the new Head of Midwifery and Deputy Head of Midwifery 

commenced in post in May 2024. 

3. Midwifery Led Unit (MLU) Status 

3.1 Community services were suspended three times in April. This affected  

      the birth experience of one woman who delivered on the Delivery Suite. 
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3.2  Community services were suspended once in May and no women were    

impacted. 

4. Maternity Performance Dashboard 

4.1. There were five exceptions reported for the May data, see appendix 1 for further 

detail, mitigations, and improvement actions.  

5. Perinatal Quality Surveillance Model Report 

5.1. One of the requirements from Ockenden actions is that the Board is informed of 

the Perinatal Quality Surveillance Model (PQSM) report, which is delivered 

monthly to MCGC. 

5.2. The Perinatal Quality Surveillance Model (PQSM) report for April and May data 

will be presented to the Private Trust Board meeting on 10 July 2024. Both months 

were reported through MCGC in May and June and are a regular agenda item at 

the monthly Maternity and Neonatal Safety Champions meetings. 

6. CQC Inspection and Action Plan Update 

6.1. Since the last report to the Trust Board, two actions remain overdue relating to 

Estates, the updates for which can be seen on the table below following the CQC 

inspection in May 2021. 

Should 
Do  

Actions Update 

11 11.1 Long term major capital 
Investment estates plan required 
to design and build a new 
Women's centre - the layout of 
which would enable further 
prioritisation of the privacy and 
dignity of service users (all known 
risks to be reflected in the relevant 
risk registers) 
 

Overdue:  
Estates plan is part of maternity 
development programme. However, 
there is no substantial capital 
investment to advance this in the 
near future. 

12 12.4 Business plan to be 
developed and approved to 
enable two existing birthing rooms 
on the periphery of the delivery 
suite footprint to be converted into 
a bespoke bereavement suite, 
optimising the birth environment 
for women and their families.   
 

Overdue:  
Asbestos removal on Delivery Suite 
happened in May for the 
bereavement suite project. 
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6.2. Progress against the CQC action plan is reported through existing governance 

processes, which include Maternity Clinical Governance Committee (MCGC), 

SuWOn Divisional Clinical Governance Committee and the Trust Clinical 

Governance Committee (CGC) as part of the quality reports and includes the 

recent Horton CQC action plan (see appendix 2). 

6.3. Updated progress on the CQC Action plan was provide to the Integrated 

Assurance Committee in June 2014.  

6.4. Maternity Services, the Trust Assurance Team and Corporate Nursing have 

established an Evidence Group to continuously monitor and evaluate the progress 

and effectiveness of the CQC action plan.  

6.5. The Evidence Group will work with the Maternity Service to ensure a clear 

framework for monitoring progress against action plans and ensure that prompt 

action is taken if progress is not achieved as expected. 

7. Maternity (and Perinatal) Incentive Scheme (MPIS) 

7.1. The Maternity Incentive Scheme for Year 6 was released on the 02 April 2024. 

7.2. Safety Action 1: The quarter 4 Perinatal Mortality Report will be presented to the 

confidential Trust Board on the 10 July 2024. 

7.3. Safety Action 2: Since the move of the electronic patient records to BadgerNet, 

some data has been added retrospectively.  

7.4. Safety Action 3: The Quarter 4 ATAIN meeting was held on the 17 June 2024 and 

the updated action plan will be noted at MCGC on the 22 July 2024.  

7.5. Safety Action 4: The business case related to the neonatal medical workforce is 

being presented at the Business Planning Group. This is a risk on the neonatal 

risk register (risk ID 2241). 

7.6. Safety Action 5: The Midwifery Staffing paper for quarter 3 and quarter 4 will be 

presented to the Trust Board on the 10 July 2024. 

7.7. Safety Action 6: The BOB LMNS have reviewed the quarter 4 data for the Saving 

Babies Lives Care Bundle Version 3. This was received by the Maternity Clinical 

Governance Committee (MCGC) on the 24 June 2024. The quarter 4 review is 

compliant with the BOB LMNS standards and is included as an appendix in the 

Perinatal Quality Surveillance Model (PQSM) report that is being received by the 

Confidential Trust Board on the 10 July. Some of OUH compliance percentages 

have been increased in line with the improvement trajectory for MPIS year 6. 

• The Fetal Medicine team are in the process of requesting an exemption 

against SBLCBv3 2.1 with regards to women having a risk assessment for 

aspirin at booking. 
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7.8. Safety Action 7: The BOB LMNS have agreed funding for the Maternity and 

Neonatal Voices Partnership (MNVP). The service continues to work closely with 

the MNVP. 

7.9. Safety Action 8: The training programme runs from September to July each year. 

The training figures are provided as part of the Perinatal Quality Surveillance 

Model (PQSM) Report, which is being received by the confidential Trust Board on 

the 10 July. 

7.10. Safety Action 9: The confidential Trust Board receives the PQSM as part of this 

safety action. Actions from the safety champions walk rounds are shared as part 

of this report. They are shared with staff via the staff magazine. 

7.11. Safety Action 10: There are no anticipated concerns.  

8. Maternity Safety Support Programme (MSSP) 

8.1. Maternity Services are currently working with the Maternity Improvement Advisor 

(MIA) and the Division to embed the MSSP exit criteria into the Maternity 

Development Programme.  

8.2. The MIA visited the unit on the 21 June 2024 and met with the team to review the 

actions from the clinical governance deep dive that was undertaken last year.  

8.3. The regional chief midwife Kaye Wilson visited the unit and met with staff on the 

13 June 2024 

9. Three Year delivery plan for Maternity and Neonatal Services 

9.1. The Three-year delivery plan for maternity and neonatal services was published 

on the 30 March 2023 called the Single Delivery Plan. Work streams have 

commenced and are ongoing. 

9.2. Progress against the CQC action plan is reported through existing governance 

processes, which include Maternity Clinical Governance Committee (MCGC), 

SuWOn Divisional Clinical Governance Committee and the Trust Clinical 

Governance Committee (CGC) as part of the quality reports. 

10. Safeguarding 

10.1 The HOPE box project is an intervention to help support women who are 

separated from their baby close to birth due to safeguarding concerns.  The 

service has bene successful in completing the site readiness paperwork and in 

conjunction with Lancaster University and NHSE will be implementing these into 

practice following funding allocation and training. 



Oxford University Hospitals NHS FT TB2024.65 

 

Maternity Services Update Report Page 8 of 37 

11. Antenatal and Newborn Screening 

11.1 The Antenatal and Newborn Screening (AANB) Assurance Visit to maternity 

services took place on 23 April 2024. No immediate safety concerns were 

identified, and no recommendations were made for the newborn and infant 

physical examination (NIPE).  

11.2 However, five urgent recommendations were identified. These 

recommendations include implementing a process to identify and manage 

screening safety incidents, clarifying the process for identification and escalation 

of risks in antenatal and newborn screening, reviewing the mandatory screening 

training, and ensuring that community midwives have training for the delivery of 

the screen positive pathway for sickle cell and thalassaemia. 

11.3 Following consultation on factual accuracy the Trust received the final report on 

the 01 July 2024.  

11.4 An action plan is in place to address the five urgent recommendations and 

progress monitored through existing governance processes, MCGC and Trust 

Management Executive (TME).   

11.5 A paper is being prepared for the Trust Management Executive (TME) at the 

end of July to update on the completion of the action plan.  

12. Conclusion 

This report provides an on essential maternity activity which includes the CQC action 

plan update, Maternity Perinatal Incentive Scheme (MPIS), Antenatal and Newborn 

Screening Services, summarises the findings and recommendations as well as the 

actions taken by the service to address them. The report aims to assure the Trust 

Board of the Maternity service delivery and performance. 

13. Recommendations 

13.1. The Trust Board is asked to: 

• Receive and note the contents of the update report. 
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14.  Appendix 1: Maternity Performance Dashboard June 2024 (May data)  

 
 

 

Maternity  er or ance  as  oard

 ate    ne     

                     

 resented at  Maternity   inica   overnance  o  ittee

  t ors 
Marie  arnard    a ity  ss rance and   prove ent Mid i e
Renata  avencia ova   a ity  ss rance and   prove ent  oordinator
  aire  itc  ie d Maternity   inica   overnance  ead
 ia    e  y  Maternity Sa ety  Ris  and  o p iance  ead

                                                        
                                                              
                                                        
                                                           



Oxford University Hospitals NHS FT TB2024.65 

 

Maternity Services Update Report Page 10 of 37 

 

 
 

 

  ec tive S   ary

 ota  e S ccesses

 Co  unit  id i es      ie   it o   nd  ouise   enste d    e  een no in ted  o  t e  t    e o nition A   ds    n   on   tu  tions 

 Con   tu  tions to  id i es     e   itson    t   o  e  Me Cox  nd C  in    i i  o  t ei p esent tions  t t e  MA       o   sin   e ent      e  on
 est o    p esent tion on t e d   

 Consu t nt Mid i es  op ie M A  iste   nd C  i e  it   ie d    e pu  is ed   p pe  in t e inte n tion    ou n     i t     out t ei   o   in t e  i t  C oi es C ini  



Oxford University Hospitals NHS FT TB2024.65 

 

Maternity Services Update Report Page 11 of 37 

 

 

 
 

 ontents

 a e     er   te  

    ec tive S   ary    

   ndicator overvie  s   ary  S   das  oard    

    ception reports   

    ppendi     S   c arts    

    ppendi      ndicator deve op ent  ist    



Oxford University Hospitals NHS FT TB2024.65 

 

Maternity Services Update Report Page 12 of 37 

 

 

 
 

  ec tive s   ary part  

 

 er or ance c a  en es  ris s and interventions 

 

 o ain 

 n M   t e e  e e      ot e s  i t ed   i   is  n in  e se   o   22 in Ap i    e e  e e     s  edu ed  oo in s unde t  en   i  is  n in  e se o   2   o  t e p e ious  ont  22    es  e n

se tions  e e pe  o  ed in M     i      ounted  o     2  o   ot e s  i t ed    e e is   s i  t do n   d t end in  o en   oosi n to  oo   n   C   s  n   te n ti e to    in   n     t is t end

is  ein   onito ed  nd  e ie ed   xt     ini s   e  ein      n ed   nd  u t e   iti  tion is  ein   onside ed to  ini ise t e i p  t on se  i e de i e   

 ctivity  

Mid i e:  i t    tio is  :2    i   is  onsistent  it  t e p e ious  ont   Consu t nt  ou s  e  in  t       e e   s one o   sion in M     en t e  oo din to  o  t e De i e    uite   d to  ssu e

  ini     esponsi i ities   s s e   d to    e  o    postn t         o  n unti  t e  o  unit   id i e on         i ed    e  ou  s p o ided    on      st    in  e sed   o  Ap i     e nu  e  o  st      o

  d to  e  e o  ted   o  o  i es o  spe i  ities  o    o  issed t ei    e  s o   inis ed   te  de  e sed s i  t         o  t e s i ts  o  t e in  p tient   e s   d t e su  i ient nu  e  o  st     o  t e s i t 

 or  orce  

  e e  e e t ent  six   d de  ee te  s  epo ted in M   2 2         o  t ese  e e sust ined du in  spont neous    in   de i e ies    D   nd ope  ti e    in   de i e ies    D     is is  n

in  e se o          o  Ap i  2 2   nd is 2      o e t e  e n t   et     t ese 2    ses t e et ni ities o  t e  o en  e e:      ite   itis  2    ite  ot e        ound    An  ot e  et ni 
  oup      Asi n ot e     C inese  2     ist ni      ite  nd       C  i  e n     ot st ted    e   ses   e  u  ent    e in   e ie ed 

  e pe  ent  e o  postp  tu   e o     es      e u   to o    e te  t  n      it es  o     in    i t s   s 2      s   pe  ent  e o   ot e s  i t ed      o en     is is         in  e se   o 

Ap i   nd is   o e t e M   AC  t   et o  2     nd t i  e s  s    ed         e et ni ities o  t e  o en  e e:     ite   itis  2    ite ot e  2  Asi n ot e      ndi n 2     ist ni  nd  

 e e not st ted    e pe  ent  e o      o        it es  t   es  e n se tion   s          o en  o   ot e s  i t ed in M   2 2   i   is        in  e se   o  Ap i  2 2     e et ni ities o  t e

 o en  e e:     ite   itis   2        A  i  n    e   ini     e ds  e ie ed t ese   ses  An  t e es identi ied  e e es    ted  n d   tioned    o din    

  e e  e e no  d issions to  C  in M   2 2  

  e e  e e     te n   postn t    e d issions in M   2 2    e e  e e no  ospit    sso i ted t  o  osis   A    epo ted in M   2 2  

Materna Mor idity

  e e  e e  ou  pe in t   de t s in M   2 2   in  udin :   o sti   i t s  t       nd 2     ee s o   est tion   ne   te  et   oss  t 2     ee s o   est tion   ne e     neon t   de t   t 22  

 ee s o   est tion    e  e in t   Mo t  it   e ie    ne   i    e ie  t ese   ses in t e up o in   ee s 

  e p ne   e ie ed t o   ses in M   2 2     i   o  u  ed in Ap i  2 2    ot    ses  e e sti   i t s   t       nd       ee s o    est tion   o    e issues  e e identi ied t  t  ou d    e    n ed

t e out o es 

  e e  e e 2  te      ies unexpe ted    d itted to  C   in M   2 2   si i    to Ap i  2 2     e   in  e son  nd di  noses  e e:  espi  to   dist ess  nd  uspe ted sepsis

  e e  e e 2     ies  e   d itted to  ospit     te  dis     e 

 erinata Mor idity

and Morta ity 

  o ne  o ns  it  suspe ted   poxi  is  e i  en ep   op t          e e  e e  ed to t e M te n    nd  eon t      et    p o e ent  M     p o       te   ein   d itted to t e  pe i   C  e

      nit   C     M       epted one   se  o   e ie     i e t e ot e    se did not  eet t e e i i i it    ite i   A   pid  e i e o  t e  et   onito in   nd   ini       e   s  ondu ted  o   ot    ses 

 i e  o      o p  ints  e e  e ei ed in  e  tion to pe in t      e 

Maternity Sa ety 



Oxford University Hospitals NHS FT TB2024.65 

 

Maternity Services Update Report Page 13 of 37 

 

 
 

 

  ec tive s   ary part  

 

 er or ance c a  en es  ris s and interventions 

 

 o ain 

 est  esu t endo se ent is  t    2   nd is s o in   s  n ex eption  o  M   2 2  

  e e  e e no ex eptions  o   o son      ite i   o  M   2 2  

 est  ndorse ent

Ro son     riteria

  e pe  ent  e o   o en initi tin    e st eedin  in M   2 2    s          i   is   o e t e t   et o         e in  nt  eedin te    ontinue to  onito  t is t  ou   t e        iend    niti ti e

       t  te   o  in    oup   i    o  en ed in M   2 2    nd d t     id tion  ontinues to i p o e 

    ic  ea t  

  e e   e   ex eptions identi ied   o  t e M   2 2  d t    i     e  nnot ted  e o  on   ides   to  2   ception reports 



Oxford University Hospitals NHS FT TB2024.65 

 

Maternity Services Update Report Page 14 of 37 

 

 
 

 

 ndicator overvie  s   ary  S   das  oard 

 

 R  x eption  epo t

 R R  R

 R

 R R

 R



Oxford University Hospitals NHS FT TB2024.65 

 

Maternity Services Update Report Page 15 of 37 

 

 
 

 

 ndicator overvie  s   ary  S   das  oard           

 

 R  x eption  epo t

 R R

 R

 R



Oxford University Hospitals NHS FT TB2024.65 

 

Maternity Services Update Report Page 16 of 37 

 

 
 

 

Maternity   ception Report    

 ata

  a ity

ratin 

Ris 

Re ister

score

 i esca es to address per or ance

iss e s  and identi ication o  any  aps

in ass rance

 ctions to address ris s  iss es and e er in  concerns re atin  to

per or ance and  orecast

S   ary o  c a  en es and ris s

  A2  ndu tion o     ou   ist is  e ie ed d i    t

t e De i e    uite s  et   udd e 

  e   te o indu ed    ou   s  onsistent   een  i  e t  n t e

  e   e  o t e p st se en  ont s  ot n tion     nd  o        ese

indu tions   e ne ess     o    ini   st ndpoint  nd   nnot  e

 edu ed  o e e  t e   so in  e se   uit  it in t e   te nit 

dep  t ent    e in  e se in t e nu  e o indu tions   n   use de   s

in t e s ste  nd   so  o p o ise t e   o o t e se  i e A

su se uent issues   n   so  e  n in  e se in t e nu  e o   te n  

 e uests  o   es  e n se tions 

  e M te nit  e  i e is ex  inin t e indu tion p o ess to identi   n 

 ott ene  s  nd su se uent   e s  o i p o e ent    is  i  in  ude

 e ie in  esou  e    o  tion  nd st      i   i it  

 ndu tion o     ou         s     o   ot e s  i t ed s o s  pe i  

C use Con e nin     i tion 

 



Oxford University Hospitals NHS FT TB2024.65 

 

Maternity Services Update Report Page 17 of 37 

 

 
 

 

Maternity e ception report    

 

 ata

  a ity

ratin 

Ris 

Re ister

score

 i esca es to address per or ance

iss e s  and identi ication o  any

 aps in ass rance

 ctions to address ris s  iss es and e er in  concerns re atin 

to per or ance and  orecast

S   ary o  c a  en es and ris s

  A  A e ie next  ont d t   e  ti   n   sis unde     usin     sses in idents   ised in  e  tion

to t ese   ses   indin s  nd i p o e ent p opos  s    e  een

es    ted to t e int  p  tu    oup  o  dis ussion  An 

t e es oppo tunities  o   e  nin  identi ied  i    e   tioned

   o din    

  AC    in o po  ted into p e epto s ip  nd Q  p o e t p  nned

  ound  ot  o p esses 

  d  t De  ee  e  s   on st  ot e s  i t ed s o s  pe i  

C use Con e nin     i tion 



Oxford University Hospitals NHS FT TB2024.65 

 

Maternity Services Update Report Page 18 of 37 

 

 
 

 

Maternity e ception report    

  

 ata

  a ity

ratin 

Ris 

Re ister

score

 i esca es to address per or ance

iss e s  and identi ication o  any  aps

in ass rance

 ctions to address ris s  iss es and e er in  concerns re atin  to

per or ance and  orecast

S   ary o  c a  en es and ris s

  A  A  p o ed  o p i n e  nd st   

   i i  is tion  it  d t    ptu e  nd input

on   d e net p edi ted to t  e    u t e   

to    ont s 

Due to      en es  it  d t  input  nd   ptu e on   d e net  o  M  

2 2   t e      o p i n e st tisti  is  o     is is not  n    u  te

 ep esent tion o  t e t ue      o p i n e  i u e    e Di it    e      e

   eed   tions   i     e in p o  ess to  dd ess d t  input  nd   ptu e

issues 

   o p eted      d ission s o s  pe i   C use Con e nin 

   i tion 



Oxford University Hospitals NHS FT TB2024.65 

 

Maternity Services Update Report Page 19 of 37 

 

 
 

 

Maternity e ception report    

  

 ata

  a ity

ratin 

Ris 

Re ister

score

 i esca es to address per or ance

iss e s  and identi ication o  any  aps

in ass rance

 ctions to address ris s  iss es and e er in  concerns re atin  to

per or ance and  orecast

S   ary o  c a  en es and ris s

  A  AA     ses o        e  epo ted   e ie ed

 nd in esti  ted  s p  t o  t e d i  

pe in t    is    n  e ent p o esses  nd

p t    s  s pe  t e n    ti e opposite 

Du in  t e  epo tin  pe iod 2    ies  e e  d itted to  C   it 

suspe ted      ne   se   s         o n    in     in unexpe ted  

poo  ondition on t e   on side  id i e   unit  t is   s  een  epo ted

to M     s pe  p oto o    o      pid  e ie    s  een unde t  en  nd

  s identi ied  e  nin    ound  o  uni  tion  nd  et   onito in   An

AA is s  edu ed  o   id  une  o tun te   t e        s  d itted  o 

 oo in   nd   s  een dis     ed  it    no     M   

 ne   se   s        o n  o  o in   n e e  en     es  e n

 o  o in  on e ns identi ied on  n  nten t  C  t   e 

    s o s  pe i   C use Con e nin     i tion 



Oxford University Hospitals NHS FT TB2024.65 

 

Maternity Services Update Report Page 20 of 37 

 

 
 

 

Maternity e ception report    

 2

 ata

  a ity

ratin 

Ris 

Re ister

score

 i esca es to address per or ance

iss e s  and identi ication o  any  aps in

ass rance

 ctions to address ris s  iss es and e er in  concerns

re atin  to per or ance and  orecast

S   ary o  c a  en es and ris s

  A  A e ie in  une   u t e  d t       e

 e ui ed 

C uses  ou d  e  u ti   to i     nd  ou d in  ude ti in s o   o en

   essin  t e se  i e  nd t  t t e e is  ess   p  it  to  it  o en

into   ini s  it in t is ti e    e  o    ontinues to identi    oot

  uses  nd su se uent  u  it  i p o e ent    is  i    e

 ontinuous    onito ed t  ou   MC C  o     o e n n e p o esses 

 e  ent  e o   o en  oo ed            s o s  pe i   C use

Con e nin     i tion 



Oxford University Hospitals NHS FT TB2024.65 

 

Maternity Services Update Report Page 21 of 37 

 

 
 

 

 ppendi     S   c arts    

  



Oxford University Hospitals NHS FT TB2024.65 

 

Maternity Services Update Report Page 22 of 37 

 

 
 

 

 ppendi     S   c arts    

  



Oxford University Hospitals NHS FT TB2024.65 

 

Maternity Services Update Report Page 23 of 37 

 

 
 

 

 ppendi     S   c arts    

  



Oxford University Hospitals NHS FT TB2024.65 

 

Maternity Services Update Report Page 24 of 37 

 

 
 

 

 ppendi     S   c arts    

  



Oxford University Hospitals NHS FT TB2024.65 

 

Maternity Services Update Report Page 25 of 37 

 

 
 

 

 ppendi     S   c arts    

  



Oxford University Hospitals NHS FT TB2024.65 

 

Maternity Services Update Report Page 26 of 37 

 

 
 

 

 ppendi     S   c arts    

  



Oxford University Hospitals NHS FT TB2024.65 

 

Maternity Services Update Report Page 27 of 37 

 

 
 

 

 ppendi     S   c arts    

  



Oxford University Hospitals NHS FT TB2024.65 

 

Maternity Services Update Report Page 28 of 37 

15.  ppendi         M st  o’s 

 

total 
action 

Concern (from CQC 
report) 

Overarching action (s) End date Comments 

Must Action the trust Must take is necessary to comply with its legal obligations  

1 The trust must ensure 
that checks of 
emergency equipment 
and consumables are 
carried out thoroughly 
and identify out of date 
equipment in order that it 
can be replaced. 
Regulation 12(1)(2)(e) 

1. Undertake checking of 
resuscitation trolleys on My Kit 
Check in accordance with 
Resuscitation Policy. 
2. Continue with work to add the 
neonatal resus checklists onto 
the My Kit Check system.  
3. Continue to add other 
emergency trolley checklists onto 
the My Kit Check system. 
4. Matrons to review the checks 
as part of their Matron's walk 
rounds. 

31/05/2024 Update June 2024: 
1. Complete: Checks added to My Kit Check 
- first report came to MCGC in May 2024 - 
ongoing monthly reporting.  
2. In progress: Delivery Suite (DS) matron 
has been working with the resus team on 
this and the first resuscitaire will be put on 
MyKitCheck in June 2024.  
3. In progress: Emergency trolleys added to 
My Kit Check in community. Work continues 
on this within the JR Maternity site - see 
spreadsheet for My Kit CHeck with what has 
been added to MyKitCheck. 
4. Complete: Requested separate question 
added to the Matrons walk round checklist. 
This goes live on the 01 June 2024 and will 
be reproted in July.  
There is an additonal monthly audit on the 
OUH Assurance Hub on Ulysses for 
checking the resuscitation trolley. There was 
an update from Trust CGC in June to say 
this would be a monthly audit. Staff in 
maternity have been informed about this 
audit. One area did not have it on their audit 
schedule, and this has been added.  



Oxford University Hospitals NHS FT TB2024.65 

 

Maternity Services Update Report Page 29 of 37 

2 The trust must ensure 
staff complete the 
required risk 
assessments for women, 
birthing people and 
babies and act to 
remove or minimise any 
identified risks. 
Regulation 12(1)(2) 
(a)(b) 

1. Risk assessments to be built 
into Badger Net the new 
maternity digital record. 
2. Ward managers and matrons 
to undertake reviews of the risk 
assessments undertaken by 
pulling a report from Badger Net. 
3. Additional audit to be added to 
Ulysses compliance audit 
module.  

31/05/2024 1. Complete - Risk assessment now built 
into the antenatal form on Badger Net (the 
new maternity digital record that went live 
on 14 February 2024). 
2. Complete: First report went to the 
Maternity Clinical Governance Committee 
(MCGC) on the 20 May 2024, and this is 
part of the monthly reporting.  
3. Complete - Additional audits added to 
Ulysses compliance audit module covering: 
Maternity Triage and Community Labour 
audit. Results are reported monthly through 
the Maternity Quality Report. 
Triage and Community care in labour audit 
reported monthly in Quality Report to MCGC 
and as part of the SUWON Quality Report to 
Trust Clinical Governance Committeee 
(CGC)  
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3 The trust must that all 
medicines are in date 
and stored within the 
correct temperature 
range. 
Regulation 12(1)(2)(g) 

1. Undertake fridge and room 
temperature checks as per the 
Trust Safe and Secure Storage 
of Medicines Policy (S&SSM) 
and the Cold Chain 
Pharmaceutical Products in 
Clinical Areas Procedure.  
2. Raise awareness of the Safe 
and Secure Storage of Medicines 
policy at the Safety Huddles.  
3. Ensure that appropriate action 
is taken where required, to 
include the completion of a 
Ulysses incident report for a 
breach of the cold chain 
procedure. 
4. Undertake the Trust Safe and 
Secure Medicine audit as 
required.  

31/05/2024 Ensure staff know about appendix 6, 7, 8  
1. Complete - MLU now using Appendix 6: 
cold chain room temperature monitoring 
form and Appendix 7: cold chain and room 
temperature monitoring action log from 
S&SSM Policy 
2. Complete - Staff reminded of policy and 
procedure and Appendix 8: summary of 
tasks to support the safe and secure 
storage of medicines (from S&SSM policy) 
shared with staff. Updated email sent to the 
new ward managers.  
3. Complete - information disseminated to 
ward managers about completing a incident 
report. Continue monitoring monthly and 
ensure a Ulysses is submitted for 
temperature breaches. Update: Ulysses not 
submitted but staff have been reminded. 
4. Complete - Areas have recently 
undertaken the Trust Safe and Secure 
storage of medicines audit - it will be 
reported to June MCGC. Trust currently 
exploring a digital system for monitoring 
temperature in drug rooms.  
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4 The trust must ensure 
staff that staff adhere to 
the policies, procedures, 
and guidelines in place, 
including 
decontamination of the 
birthing pool. 
Regulation 17(1)(2)(a)(b) 

1. Disseminate the Trust 
guidance to staff in relation to 
pool decontamination.  
2. Review assurance processes 
for monitoring of the pool 
cleaning process, to be a focus 
of practice development staff 
activity.  
3. Secure funding for new pool 
and implement replacement of 
the birthing pool. 

31/05/2024 New birthing pool going through approval 
process which will reduce IP&C risk and 
allow for correct cleaning 
1. Complete - Pool cleaning guidance has 
been disseminated and is now displayed 
within the area that the birthing pool is used. 
2. Limited assurance currently - This check 
will be added to My Kit Check from the 01 
July 2024 and will be reported with the 
August data.  
3. In progress - Funding for a new birthing 
pool has been secured and equipment has 
been secured. The pool was delivered and 
is awaiting installation.   

5 The trust must ensure 
regular audits are 
completed to ensure 
patient safety. 
Regulation 17(1)(2)(a)(b) 

1. Share the audit schedule with 
clinical areas.  
2. Review what audits are 
undertaken and share an update 
with clinical areas.  
3. Report monthly through the 
quality reports that are presented 
at the Maternity Clinical 
Governance Committee (MCGC) 
and the Divisional Reports.  
4. Develop and implement 
maternity service OxSCA 
programme. 

31/05/2024 1. Complete- The audit schedule from the 
routine audits on Ulysses has been shared 
with the clinical areas. Rechecked by the 
matrons in May 2024. Additional work is 
underway for the Maternity 2024-25 audit 
schedule.  
2. Complete: Additional audits have been 
created to look at MLU activity (see action 2 
above) 
3. Complete - New audits have been 
reported to MCGC 
4. Complete - Mini OxSCA visits undertaken 
and reported to MCGC in April 2024. Action 
plan commenced. Meeting held with the 
matrons on the 5th May to review actions. 
There is a plan to add the actions to 
Ulysses.  
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Note these audits complement scheduled 
wide national and trust wide audits reported 
to Clinical Improvement Committee. Note 
this was discussed at the staff listening. 

6 The trust must ensure 
effective risk and 
governance systems are 
implemented which 
supports safe, quality 
care within the midwifery 
led unit. 
Regulation 17(1)(2)(a)(b) 

1. Review the Manager on Call 
Standard Operating Procedure 
(SOP). 
2. Continue the development of a 
community dashboard.  
3. Additional audits undertaken in 
relation to Triage and Community 
Labour audit.  
4. Review the audit reports on 
Ulysses to make them more 
meaningful to highlight areas that 
require improvement, and ensure 
that actions are included in report 
to MGCG.  

31/05/2024 1. Complete - Manager on Call Standard 
Operating Procedure (SOP) has been 
reviewed and agreed at MCGC. 
2. In progress - work commenced in winter 
2023 led by the Consultant Midwife. Due to 
the change over to BadgerNet in February 
2024, work continues on the developemnt of 
the dashboard related to data collection.  
3. See action 2 and 5. 
4. Complete - Actions from audits included 
in the Ulysses compliance are now 
embedded into this module and reported to 
MCGC. 
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16. Appendix 3: ANNB Screening Action Plan 

Action 
No. 

Concern (from Antenatal 
and Newborn Screening 
Assurance visit) 

Overarching action (s) End date Comments 

1 Implement a process to 
identify and manage 
screening safety incidents 
in line with national 
 uid n e ‘M n  in  s  et  
incidents in NHS screening 
p o     es’ 

1. The Trust will ensure that there is a clear and 
robust leadership presence within the 
Screening Team that provides onsite 
leadership direction and succession planning. 
2. The Trust will develop a local SOP for 
managing ANNB incidents, which covers all the 
ANNB programme and links in with the Trust 
Incident policy, which links to the Managing 
Safety Incidents in NHS screening programmes 
on the gov. website. This will ensure that all 
steps of the incident management process are 
documented and communicated to all relevant 
stakeholders. 
   Add “   eenin ” to t e “C use”   oup unde  
Maternity. Then add the different areas of 
s  eenin  to t e “ u  C use” on    sses to 
make it easier to track incidents. 
4. Add screening incidents to the monthly 
Maternity Quality Report to audit reporting. 
5. To encourage a culture of reporting the 
screening coordinator will identify individuals 
who require additional training from the 
screening team in relation to screening 
incidents. 
6. The actions will be monitored through 
monthly audits.  

30/06/2024 1. In progress 
2. Complete: SOP has 
been developed 
3. Complete 
4. Ongoing monitoring 
5. Ongoing 
6. Ongoing 
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2 Document the process for 
identification and tracking 
of the cohort through the 
screening programmes. 

    pd te t e      o  “Anten t      een 
Co o t t    in   o       epo tin ”  
2. Disseminate the SOP to staff once approved. 
3. Ensure that the application of the SOP is 
monitored through monthly audits. 

31/05/2024 1. Complete: SOP 
updated 
2. Complete: This has 
been disseminated to 
staff. 
3. Ongoing monitoring 

3 Clarify the process for 
identification and escalation 
of risk and issues in 
antenatal and newborn 
screening (ANNB) within 
the trust. 

1. Disseminate the Trust Risk Management 
policy to the ANNB team.  
2. Review meeting agenda and terms of 
reference for ANNB quarterly meeting and sub 
meetings to include risk update as an agenda 
item. 

30/06/2024 1. Complete: This has 
been disseminated to the 
ANNB team 
2. Ongoing: next meeting 
is in July where they will 
be approved (last meeting 
was in April) 

4 Review the mandatory 
screening training pathway 
for staff including a process 
to document compliance 
against training needs. 

1. The Practice Development (PD) team will 
assess and review the existing ANNB training 
pathway, identify gaps, and evaluate current 
practice for inclusion in the September 2024 
mandatory study days. 
2. The PD team will identify which staff need to 
attend which training and create a standardised 
system for recording staff training completion 
and compliance. 
3. The Ultrasound Managers at the Horton and 
the JR will review the mandatory training and 
maintain a record of training compliance. 
4. Quarterly reports on training compliance 
rates will be presented and discussed as part of 
maternity governance processes. 

30/06/2024 1. Complete 
2. Ongoing 
3.Ongoing 
4. Ongoing 

5 Make sure that community 
midwives have appropriate 
training for the delivery of 
the screen positive 

1. Develop and implement a training package 
for community midwifes for the delivery of the 
screen positive pathway for sickle cell and 
thalassaemia for staff on the OxMUD study 

30/06/2024 1. Complete 
2. Ongoing 
3.Ongoing 
4. Ongoing 
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pathway for sickle cell and 
thalassaemia. 

day.  
2. Amalgamate the resources on the OUH 
intranet for screening into one package. 
3. Establish a system for ongoing monitoring 
and evaluation of the training programmes 
effectiveness. 
4. Quarterly reports on training compliance 
rates will be presented and discussed as part of 
maternity governance processes. 
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