Appendix 1 - Perinatal Clinical Surveillance Quality Assurance Report April 2024

Theme ‘Area requiring further enguiry or shared Outlier Evidence
£ | Outlier for rates of stillbirth as a proportion of births Yes |Noescalation from SCN / LM on outlier report; internal thematic review being undertaken; NW region outlier report no longer published and NW Regional dashboard now available however discusssed regionally as Data to October 2023 and decision awaited on key reporting metrics and also data collection methodology;
] all users requested ingly; awaiting feedbeck when dashboard will be able to be utilised; external review requested to support rise i still birth rate.
8 [Outlier for rates of neonatal deaths as a proportion of birth na__|No escalation from SCN / LMNS on outlier report; internal thematic review_undertaken and shared with BoD:; Deci ited on ke reporting metrics and also data collection all users requested access accoringly: awaiting feedbeck when dashboard will be able to be utilised.
Rates of HIE where improvements in care may have made a difference to the outcome na__|Very low rates of HIE, sitting way below the lower control limit for the region. No current cases
Number of SI's na No PSSI's reported in March 2024
Progress on SBL care bundle V3 o |SBLv3 launched and continued to be a key safety action of MIS Year 5 which was signed off as complaint meeting 81% (>70% was the ‘Audits and evi to itted for LMINS review and achieved complaince as at end of March of 97%; compliance will be monitored by LMINS quarterley

Incident
reporting

Outlier for rates of term admissions to the NNU

na__[The rate of avoidable term admissions; regular multi-disciplinary reviews of care take place; NW region outlier report no longer published and awaiting national guidance on monitoring processes
! MNVP or Service User ints not resolved at trust level no__[Not an outlier regarding the number of complaints; to date all complaints have been addressed for maternity in the target there is nil to escalate

2 [Trainee survey no__|No update this month
§  [Staffsurvey no | Trust Staff Survey completed and divisional response has included staff and continuation with the Pulse surveys; vey completed for MatNeo and cultural ing over x4 sessions; Reau t0 report to BOD Feb 2024
§ €QC National surve: no Published Feb 2024 and included within BoD report March 2024; action plan ing: Sample provided for 2024 survev to be pulished earlv 2025
§  [Feedback via Deanery, GMC, NMC no  |Nil to esclate
3 Poor staffing levels no Current vacancy rate is 7wte; predicted further Swte between now and Nov 2024 due to leavers. retirements and maternity leave. ‘campaigns ongoing for Band 5 and Band 6 Midwives: Concern is will be reliant on newly quaified midwives in Sept 2024 leaving gaps between now and then:
Delivery Suite Coordinator not super nummary no [ Super nummary status is maintained for all hifts
2 2 & [Newleadership within or and/or neonatal services no | Nil of note; ful establi structure review and revised i to meet requi d ity self assessment tool and continue to meet Ockenden Part 1
? ® & [concerns around th i between the Triumvirate and across perinatal services no | Good working relationship between the team
B S [False declaration of CNST Mis, no | MIS Year 5 submission and declaration submitted by 12 noon on 1st February 2024 - complaince met; MIS Year 6 publication published April 2024 included within BoD report updates.
4 % Concerns raised about other services in the Trust e.2. ARE no__|Nilof note
in multi-site units - concerns raised about a specific unit i Highfield/CoC teams no [Nl to report this month; funding options explored; 6 teams in total and two approach model in place; comparison data / research underway
2 2 Lack of engagement in MNSI or ENS investigation o |Good engagement processes in place with north west team leader. Monthly reports received of ongoing cases and recent discussions regarding the process of arbitration with regional lead. Quarterly regional meetings arranged with excellent MDT attendance. Quarterly meeting held in Feb 2023; site visit May 2023; nil to
3 % escalate
& 5 [tackof no _|Being open i ularly had and 100% compliance with duty of candour evident
% £ [Learning from Si's. local i d reviews not or audited for efficacy and impact no | Robust processes following lessons learned from all PSSI's, local reviews, rapid evaluations of care. complaints and with staff to assess and improve how learning is shared. Patient experience strategy in progress.
'_E Learning from Trust level MBRRACE reports not actioned no All reports receive a gap analysis to benchr k against the i

Recommendations from national reports not implemented no__[All reports receive a gap analysis to benchmark against the recommendations. No exceptions to report. Three vear single delivery plan for maternity and neonatal services published 31th March 2023 - gap analysis in progress and will monitored via WUTH CG structure and BoD

2 across th iality groups. Regular training takes places on the importance of incident reporting. ing the Trust stance of safe reporting and non-punitive culture

Low patient safetv or ident reporting rates no__[Consistent rates of repor A

Delays in reporting a Sl where criteria have been met no__[Robust Sl process and I framework followed with timely reporting of all cases that meet the Sl framework; PSIRF with effect from 1/9/2023
Never Events which are not reported no__[No maternitv or neonatal never events in March 2024

Recurring Never Events indicating that learning is not taking place no [N/a

Poor notification, reporting and follow up to MBRRACE-UK. NHSR ENS and HSIB

Excellent reporting within the required timescales

g © § [unclear governance processes Clear governance processes in place that follow the PSIRF framework - Within division there is maternity and neonatal review of governance processes: 3 separate meetings. Staff are informed of top risks and incident themes. Governance notice boards updated and newsletters disseminated. Additional quality assurance
£ g framework agreed with effect from June 2023 to give the BoD addiitonal assurances in monitoring of MIS, Three vear delivery plan etc. Governar
H ‘|R i inuitv plans not in place no__|Business continuitv plans in place
9 Ability to respond to unforeseen events e.g. pandemic, local emergency no__[Nil to report this month
§ 5 § EDHSCor NHS England request for a Review of Services or Inquiry no__|Nil to report this month
B @ 2 §An overall CQC rating of Reauires an Inadeauate rating for either Safe and Well-Led or a third domain no[CQC reports published for maternity sites Seacombe Birth Centre and APH site for the domains Safe and Wellled; both sites were rated 'G00D"
[8 5 = JAn overall CQC rating of Inadequate no  |N/a
G & 3 Beenissued with a CQC warning notice no [N/a
5 2 [cac rating dropped from a previo: or Good rating to Reauires in the safety or Well-Led domains no |N/a
Been identified to the CQC with concerns bv HSIB no |N/a




Overview of progress on safety action requirements

Safety Action Requirements:

Safety Action - Amber Green - Total
Requirements
1 0 6 0 0 6
2 2 0 0 0 2
3 0 2 2 0 4
4 3 14 3 0 20
5 2 3 0 0 5
6 0 6 0 0 6
7 1 5 1 0 7
8 0 17 1 0 18
9 0 8 0 0 8
10 0 8 0 0 8
Total 8 69 7 0 84

Key:

H Not compliant

Amber Partial compliance - work underway

Green Full compliance - evidence not yet reviewed
HFUH compliance - final evidence reviewed




PMRT - Perinatal Mortality Reviews Summary Report

This report has been generated following mortality reviews which were carried out using

the national Perinatal

Mortality Review Tool

Wirral University Teaching Hospital NHSFT

Report of perinatal mortality reviews completed for deaths which occurred in the period:
1/10/2023 to 31/12/2023
Summary of perinatal deaths*

Total perinatal* deaths reported to the MBRRACE-UK perinatal mortality surveillance in this period: 3

Summary of reviews**

Stillbirths and late fetal losses

Revi
Number of stillbirths and late Not supported e\{lews
fetal losses reported for Review
progress
0 0 0
Neonatal and post-neonatal deaths
Number of neonatal and Reviews
Not supported .
post-neonatal deaths .
for Review
reported progress
3 0 2

Grading of care: number of stillbirths and

Revi
co:"T:t’: d late fetal losses with issues with care likely
*E* to have made a difference to the outcome
for the baby
0 0
. Grading of care: number of neonatal and
Reviews L .
completed post-neonatal deaths with issues with care
*F:* likely to have made a difference to the
outcome for the baby
1 0

*Late fetal losses, stillbirths and neonatal deaths (does not include post-neonatal deaths which are not eligible for MBRRACE-
UK surveillance) — these are the total deaths reported and may not be all deaths which occurred in the reporting period if
notification to MBRRACE-UK is delayed. Deaths following termination of pregnancy are excluded.

** Post-neonatal deaths can also be reviewed using the PMRT

*** Reviews completed and have report published

Report Generated by: Danielle Chambers
Date report generated: 09/05/2024 15:32



Table 1: Summary information for the babies who died in this period and for whom a

review of care has been completed — number of babies (N =1)

Perinatal deaths reviewed

Late Fetal Losses (<24 weeks) 0
Stillbirths total (24+ weeks)
Antepartum stillbirths
Intrapartum stillbirths
Timing of stillbirth unknown
Early neonatal deaths (1-7 days)*
Late neonatal deaths (8-28 days)*

Post-neonatal deaths (29 days +)*

O O O ©O O o o o

Total deaths reviewed

Small for gestational age at birth:

IUGR identified prenatally and management was 0
appropriate

IUGR identified prenatally but not managed appropriately 0
IUGR not identified prenatally 0
Not Applicable 0

Mother gave birth in a setting appropriate to her and/or her baby’s clinical needs:

Yes 0
No 0
Missing 0

Parental perspective of care sought and considered in the review process:

Yes 0
No 0
Missing 0
Booked for care in-house 0
Mother transferred before birth 0
Baby transferred after birth 0
Neonatal palliative care planned prenatally 0
Neonatal care re-orientated 0

0

O O O O O o o o

0
0
0

0
0
0

0
0

Gestational age at birth
Ukn 22-23 24-27 28-31

O O O O O O o o

0
0

- O O o o

- O O

0
0

20of9

32-36 37+ Total

O O O O O O o o

0
0

o O O O O o o ©o

0
0

- O O o o

- O O

0
0

*Neonatal deaths are defined as the death within the first 28 days of birth of a baby born alive at any gestational age; early
neonatal deaths are those where death occurs when the baby is 1-7 days old and late neonatal death are those where the
baby dies on days 8-28 after birth. Post-neonatal deaths are those deaths occurring from 28 days up to one year after birth

Report Generated by: Danielle Chambers
Date report generated: 09/05/2024 15:32
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Table 2: Placental histology and post-mortems conducted for the babies who died in this
period and for whom a review of care has been completed — number of babies (N= 1)

Perinatal deaths reviewed

Late fetal losses and stillbirths
Placental histology carried out
Yes
No
Hospital post-mortem offered
Hospital post-mortem declined
Hospital post-mortem carried out:
Full post-mortem
Limited and targeted post-mortem
Minimally invasive post-mortem
External review

Virtual post-mortem using CT/MR

Neonatal and post-neonatal deaths:
Placental histology carried out
Yes

No

Death discussed with the coroner/procurator fiscal

Coroner/procurator fiscal PM performed
Hospital post-mortem offered
Hospital post-mortem declined
Hospital post-mortem carried out:
Full post-mortem
Limited and targeted post-mortem
Minimally invasive PMpost-mortem
External review

Virtual post-mortem using CT/MR

All deaths:

Post-mortem performed by paediatric/perinatal pathologist*

Yes

No

Placental histology carried out by paediatric/perinatal pathologist*:

Yes

No

*Includes coronial/procurator fiscal post-mortems

Report Generated by: Danielle Chambers
Date report generated: 09/05/2024 15:32
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o O O o o

Gestational age at birth
Ukn 22-23 24-27 28-31

o ©o ©o o o o o ©o o o o o o o o

o ©o o o o

o O o o

o O o o o

O O =) a0 =

o O O o o

32-36 37+ Total

o ©o o o o o o ©o o o o o o o o

o O o o o

o O ©o o o o o O ©o o o o O o o

o O ©o o o

o O o o

o O o o o

O O =) a0 =

o O o o o
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Table 3: Number of participants involved in the reviews of late fetal losses and stillbirths

Role

Chair

Vice Chair
Admin/Clerical
Bereavement Team
Community Midwife
External
Management Team
Midwife

Neonatal Nurse
Neonatologist
Obstetrician

Other

Risk Manager or Governance Team

Safety Champion

without resuscitation (N = 0)

Total Review sessions

0

O O O ©O © O O o o o o o o

Reviews with at least one
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%

Table 4: Number of participants involved in the reviews of stillbirths with resuscitation and

Role

Chair

Vice Chair
Admin/Clerical
Bereavement Team
Community Midwife
External
Management Team
Midwife

Neonatal Nurse
Neonatologist
Obstetrician

Other

Risk Manager or Governance Team

Safety Champion

Report Generated by: Danielle Chambers
Date report generated: 09/05/2024 15:32

neonatal deaths (N = 1)

Total Review sessions

1

0
0

-

10

- o

W N W

-

Reviews with at least one
100% (1)
0%
0%
100% (1)
0%
100% (1)
0%
100% (1)
100% (1)
100% (1)
100% (1)
100% (1)
100% (1)
0%
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Table 5: Grading of care relating to the babies who died in this period and for whom a

review of care has been completed — number of babies (N =1)

Gestational age at birth
24-27

Perinatal deaths reviewed

STILLBIRTHS & LATE FETAL LOSSES

Grading of care of the mother and baby up to the point that the baby was confirmed as having died:

A - The review group concluded that there were no issues with care identified
up the point that the baby was confirmed as having died

B - The review group identified care issues which they considered would have
made no difference to the outcome for the baby

C - The review group identified care issues which they considered may have
made a difference to the outcome for the baby

D - The review group identified care issues which they considered were likely to
have made a difference to the outcome for the baby

Not graded

Grading of care of the mother following confirmation of the death of her baby:

A - The review group concluded that there were no issues with care identified
for the mother following confirmation of the death of her baby

B - The review group identified care issues which they considered would have
made no difference to the outcome for the mother

C - The review group identified care issues which they considered may have
made a difference to the outcome for the mother

D - The review group identified care issues which they considered were likely to
have made a difference to the outcome for the mother

Not graded

NEONATAL AND POST-NEONATAL DEATHS

Grading of care of the mother and baby up to the point of birth of the baby:

A - The review group concluded that there were no issues with care identified
up the point that the baby was born

B - The review group identified care issues which they considered would have
made no difference to the outcome for the baby

C - The review group identified care issues which they considered may have
made a difference to the outcome for the baby

D - The review group identified care issues which they considered were likely to
have made a difference to the outcome for the baby

Not graded

Grading of care of the baby from birth up to the death of the baby:

A - The review group concluded that there were no issues with care identified
from birth up the point that the baby died

B - The review group identified care issues which they considered would have
made no difference to the outcome for the baby

C - The review group identified care issues which they considered may have
made a difference to the outcome for the baby

D - The review group identified care issues which they considered were likely to
have made a difference to the outcome for the baby

Not graded

Grading of care of the mother following the death of her baby:

A - The review group concluded that there were no issues with care identified
for the mother following the death of her baby

B - The review group identified care issues which they considered would have
made no difference to the outcome for the mother

C - The review group identified care issues which they considered may have
made a difference to the outcome for the mother

D - The review group identified care issues which they considered were likely to
have made a difference to the outcome for the mother

Not graded

Report Generated by: Danielle Chambers
Date report generated: 09/05/2024 15:32
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Table 6: Cause of death of the babies who died in this period and for whom a review of
care has been completed — number of babies (N = 1)

Timing of death Cause of death

Late fetal losses 0 causes of death out of 0 reviews
Stillbirths 0 causes of death out of 0 reviews
Neonatal deaths 1 causes of death out of 1 reviews

Upon discussion the review group noted the initial certificate stated: Main Causes(a):
Refractory Hypotension Refractory Hyperkalemia Severe Renal Failure Prematurity Other
cause(b): Poor condition at birth (No HR, no breathing) needed prolonged CPR with drugs
in the post birth period until stabilised Other cause (c) leading to b: Difficult breech delivery:
Difficult and delayed delivery of head. Upon discussion and reflection by the panel the
death certificate should have been reflective of HIE. At time of review the coroners post-
mortem report is still outstanding.

Post-neonatal deaths 0 causes of death out of 0 reviews

Report Generated by: Danielle Chambers
Date report generated: 09/05/2024 15:32
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Table 7: Issues raised by the reviews identified as relevant to the deaths reviewed, by the
number of deaths affected by each issue* and the actions planned

Issues raised which were identified as relevant Number Actions planned
to the deaths of
deaths

*Note - depending upon the circumstances in individual cases the same issue can be raised as relevant to the deaths
reviewed and also not relevant to the deaths reviewed.

Report Generated by: Danielle Chambers
Date report generated: 09/05/2024 15:32



8 of 9

Table 8: Issues raised by the reviews which are of concern but not directly relevant to the
deaths reviewed, by the number of deaths in which this issue was identified* and the
actions planned

Issues raised which were identified as not Number Actions planned
relevant to the deaths of

deaths
A CTG was performed during established labour 1 No action entered

but the technical quality was poor

During the resuscitation of the baby surfactant was 1 COCH have received feedback during review meeting that
indicated and given, but was not given at the they need to update their guideline with the recent changes
appropriate dose surrounding surfactant dosage. To note - this was

coincidental learning from LWH external consultant
neonatologist and would not have made a difference to the
outcome.

It is not possible to assess from the notes whether 1 No action entered
chest compressions were indicated and

administered appropriately during the resuscitation

of the baby

The type of fetal monitoring used in established 1 No action entered
labour was not appropriate

This baby was resuscitated and delayed cord 1 No action entered
clamping was not instituted although this was
indicated

*Note - depending upon the circumstances in individual cases the same issue can be raised as relevant to the deaths
reviewed and also not relevant to the deaths reviewed.

Report Generated by: Danielle Chambers
Date report generated: 09/05/2024 15:32
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Table 9: Top 5 contributory factors related to issues identified as relevant to the deaths
reviewed, by the frequency of the contributory factor and the issues to which the
contributory factors related

Issue Factor Number Issues raised for which these were the contributory
of factors
deaths

Report Generated by: Danielle Chambers
Date report generated: 09/05/2024 15:32



PMRT - Perinatal Mortality Reviews Summary Report

This report has been generated following mortality reviews which were carried out using

the national Perinatal

Mortality Review Tool

Wirral University Teaching Hospital NHSFT

Report of perinatal mortality reviews completed for deaths which occurred in the period:
1/1/2024 to 31/3/2024
Summary of perinatal deaths*

Total perinatal* deaths reported to the MBRRACE-UK perinatal mortality surveillance in this period: 7

Summary of reviews**

Stillbirths and late fetal losses

Revi
Number of stillbirths and late Not supported e\{lews
fetal losses reported for Review
progress
4 0 4
Neonatal and post-neonatal deaths
Number of neonatal and Reviews
Not supported .
post-neonatal deaths .
for Review
reported progress
3 1 0

Grading of care: number of stillbirths and

Revi
co:"T:t’: d late fetal losses with issues with care likely
*E* to have made a difference to the outcome
for the baby
0 0
. Grading of care: number of neonatal and
Reviews L .
completed post-neonatal deaths with issues with care
*F:* likely to have made a difference to the
outcome for the baby
1 0

*Late fetal losses, stillbirths and neonatal deaths (does not include post-neonatal deaths which are not eligible for MBRRACE-
UK surveillance) — these are the total deaths reported and may not be all deaths which occurred in the reporting period if
notification to MBRRACE-UK is delayed. Deaths following termination of pregnancy are excluded.

** Post-neonatal deaths can also be reviewed using the PMRT

*** Reviews completed and have report published

Report Generated by: Danielle Chambers
Date report generated: 09/05/2024 15:33



Table 1: Summary information for the babies who died in this period and for whom a

review of care has been completed — number of babies (N =1)

Perinatal deaths reviewed

Late Fetal Losses (<24 weeks) 0
Stillbirths total (24+ weeks)
Antepartum stillbirths
Intrapartum stillbirths
Timing of stillbirth unknown
Early neonatal deaths (1-7 days)*
Late neonatal deaths (8-28 days)*

Post-neonatal deaths (29 days +)*

O O O ©O O o o o

Total deaths reviewed

Small for gestational age at birth:

IUGR identified prenatally and management was 0
appropriate

IUGR identified prenatally but not managed appropriately 0
IUGR not identified prenatally 0
Not Applicable 0

Mother gave birth in a setting appropriate to her and/or her baby’s clinical needs:

Yes 0
No 0
Missing 0

Parental perspective of care sought and considered in the review process:

Yes 0
No 0
Missing 0
Booked for care in-house 0
Mother transferred before birth 0
Baby transferred after birth 0
Neonatal palliative care planned prenatally 0
Neonatal care re-orientated 0

0

O O O O O o o o

0
0
0

0
0
0

0
0

Gestational age at birth
Ukn 22-23 24-27 28-31

O O O O O O o o

0
0

- O O o o

- O O

0
0

20of9

32-36 37+ Total

O O O O O O o o

0
0

o O O O O o o ©o

0
0

- O O o o

- O O

0
0

*Neonatal deaths are defined as the death within the first 28 days of birth of a baby born alive at any gestational age; early
neonatal deaths are those where death occurs when the baby is 1-7 days old and late neonatal death are those where the
baby dies on days 8-28 after birth. Post-neonatal deaths are those deaths occurring from 28 days up to one year after birth

Report Generated by: Danielle Chambers
Date report generated: 09/05/2024 15:33
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Table 2: Placental histology and post-mortems conducted for the babies who died in this
period and for whom a review of care has been completed — number of babies (N= 1)

Perinatal deaths reviewed

Late fetal losses and stillbirths
Placental histology carried out
Yes
No
Hospital post-mortem offered
Hospital post-mortem declined
Hospital post-mortem carried out:
Full post-mortem
Limited and targeted post-mortem
Minimally invasive post-mortem
External review

Virtual post-mortem using CT/MR

Neonatal and post-neonatal deaths:
Placental histology carried out
Yes

No

Death discussed with the coroner/procurator fiscal

Coroner/procurator fiscal PM performed
Hospital post-mortem offered
Hospital post-mortem declined
Hospital post-mortem carried out:
Full post-mortem
Limited and targeted post-mortem
Minimally invasive PMpost-mortem
External review

Virtual post-mortem using CT/MR

All deaths:

Post-mortem performed by paediatric/perinatal pathologist*

Yes

No

Placental histology carried out by paediatric/perinatal pathologist*:

Yes

No

*Includes coronial/procurator fiscal post-mortems

Report Generated by: Danielle Chambers
Date report generated: 09/05/2024 15:33
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Gestational age at birth
Ukn 22-23 24-27 28-31
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Table 3: Number of participants involved in the reviews of late fetal losses and stillbirths

Role

Chair

Vice Chair
Admin/Clerical
Bereavement Team
Community Midwife
External
Management Team
Midwife

Neonatal Nurse
Neonatologist
Obstetrician

Other

Risk Manager or Governance Team

Safety Champion

without resuscitation (N = 0)

Total Review sessions

0

O O O ©O © O O o o o o o o

Reviews with at least one
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%

Table 4: Number of participants involved in the reviews of stillbirths with resuscitation and

Role

Chair

Vice Chair
Admin/Clerical
Bereavement Team
Community Midwife
External
Management Team
Midwife

Neonatal Nurse
Neonatologist
Obstetrician

Other

Risk Manager or Governance Team

Safety Champion

Report Generated by: Danielle Chambers
Date report generated: 09/05/2024 15:33

neonatal deaths (N = 1)

Total Review sessions

0

0
0
2
0

© N N © W O =

-

Reviews with at least one
0%
0%
0%

100% (1)
0%
100% (1)
0%
100% (1)
0%
100% (1)
100% (1)
0%
100% (1)
0%
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Table 5: Grading of care relating to the babies who died in this period and for whom a

review of care has been completed — number of babies (N =1)

Gestational age at birth
24-27

Perinatal deaths reviewed

STILLBIRTHS & LATE FETAL LOSSES

Grading of care of the mother and baby up to the point that the baby was confirmed as having died:

A - The review group concluded that there were no issues with care identified
up the point that the baby was confirmed as having died

B - The review group identified care issues which they considered would have
made no difference to the outcome for the baby

C - The review group identified care issues which they considered may have
made a difference to the outcome for the baby

D - The review group identified care issues which they considered were likely to
have made a difference to the outcome for the baby

Not graded

Grading of care of the mother following confirmation of the death of her baby:

A - The review group concluded that there were no issues with care identified
for the mother following confirmation of the death of her baby

B - The review group identified care issues which they considered would have
made no difference to the outcome for the mother

C - The review group identified care issues which they considered may have
made a difference to the outcome for the mother

D - The review group identified care issues which they considered were likely to
have made a difference to the outcome for the mother

Not graded

NEONATAL AND POST-NEONATAL DEATHS

Grading of care of the mother and baby up to the point of birth of the baby:

A - The review group concluded that there were no issues with care identified
up the point that the baby was born

B - The review group identified care issues which they considered would have
made no difference to the outcome for the baby

C - The review group identified care issues which they considered may have
made a difference to the outcome for the baby

D - The review group identified care issues which they considered were likely to
have made a difference to the outcome for the baby

Not graded

Grading of care of the baby from birth up to the death of the baby:

A - The review group concluded that there were no issues with care identified
from birth up the point that the baby died

B - The review group identified care issues which they considered would have
made no difference to the outcome for the baby

C - The review group identified care issues which they considered may have
made a difference to the outcome for the baby

D - The review group identified care issues which they considered were likely to
have made a difference to the outcome for the baby

Not graded

Grading of care of the mother following the death of her baby:

A - The review group concluded that there were no issues with care identified
for the mother following the death of her baby

B - The review group identified care issues which they considered would have
made no difference to the outcome for the mother

C - The review group identified care issues which they considered may have
made a difference to the outcome for the mother

D - The review group identified care issues which they considered were likely to
have made a difference to the outcome for the mother

Not graded

Report Generated by: Danielle Chambers
Date report generated: 09/05/2024 15:33
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Table 6: Cause of death of the babies who died in this period and for whom a review of
care has been completed — number of babies (N = 1)

Timing of death Cause of death

Late fetal losses 0 causes of death out of 0 reviews
Stillbirths 0 causes of death out of 0 reviews
Neonatal deaths 1 causes of death out of 1 reviews

a. hypoplastic left heart b. prematurity 29 weeks.

Post-neonatal deaths 0 causes of death out of 0 reviews

Report Generated by: Danielle Chambers
Date report generated: 09/05/2024 15:33
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Table 7: Issues raised by the reviews identified as relevant to the deaths reviewed, by the
number of deaths affected by each issue* and the actions planned

Issues raised which were identified as relevant Number Actions planned
to the deaths of
deaths

*Note - depending upon the circumstances in individual cases the same issue can be raised as relevant to the deaths
reviewed and also not relevant to the deaths reviewed.

Report Generated by: Danielle Chambers
Date report generated: 09/05/2024 15:33
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Table 8: Issues raised by the reviews which are of concern but not directly relevant to the
deaths reviewed, by the number of deaths in which this issue was identified* and the
actions planned

Issues raised which were identified as not Number Actions planned
relevant to the deaths of
deaths
This mother did not give birth in a setting 1 No action entered
appropriate to her and/or her baby's clinical needs
This mother had an endocrine disorder during her 1 Feedback to GP to investigate reason for delay in actioning
pregnancy and there was a delay in the diagnosis raised HBA1C

*Note - depending upon the circumstances in individual cases the same issue can be raised as relevant to the deaths
reviewed and also not relevant to the deaths reviewed.

Report Generated by: Danielle Chambers
Date report generated: 09/05/2024 15:33
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Table 9: Top 5 contributory factors related to issues identified as relevant to the deaths
reviewed, by the frequency of the contributory factor and the issues to which the
contributory factors related

Issue Factor Number Issues raised for which these were the contributory
of factors
deaths

Report Generated by: Danielle Chambers
Date report generated: 09/05/2024 15:33



Board Report and Action Plan on Implementation of the Saving Babies Lives
Care Bundle (Version 3)

Implementation Repo

Trust Wirral University Teaching Hospital NHS Foundation Trust

Date of Report 25-Sep-23
ICB Accountable Officer
Trust Accountable Officer Janelle Holmes, CEO

LMNS Peer Assessor Names Debby Gould, LMNS Q&S Lead

Version three of the Saving Babies’ Lives Care Bundle (SBLCBv3) published on 31 May 2023, aims to provide detailed information for providers and commissioners of maternity care on how to reduce perinatal mortality across
England. The third version of the care bundle brings together six elements of care that are widely recognised as evidence-based and/or best practice:

1. Reducing smoking in pregnancy

2. Risk assessment, prevention and surveillance of pregnancies at risk of fetal growth restriction (FGR)
3. Raising awareness of reduced fetal movement (RFM)

4. Effective fetal monitoring during labour

5. Reducing preterm birth

6. Management of diabetes in pregnancy

The Care Bundle is now a universal innovation in the delivery of maternity care in England and continues to drive quality improvement to reduce perinatal mortality. It has been included for a number of years in the NHS Long
Term Plan, NHS Planning Guidance, the Standard Contract and the CNST Maternity Incentive Scheme, with every maternity provider expected to have fully implemented SBLCBv2 by March 2020.

ONS and MBRRACE-UK data demonstrate the urgent need to continue reducing preventable mortality. Developed 4 years after SBLCBv2, Version 3 of the Care Bundle (SBLCBv3) has been developed through a collaboration of
frontline clinical experts, service users and key stakeholder organisations. All existing elements have been updated, incorporating learning from the Clinical Negligence Scheme for Trusts: Maternity Incentive Scheme (CNST MIS)
and insights from NHS England’s regional maternity teams. SBLCBv3 aligns with national guidance from NICE and the RCOG Green Top Guidelines where available but it aims to reduce unwarranted variation where the evidence
is insufficient for NICE and RCOG to provide guidance. SBLCBv3 also includes a new element on optimising care for women with pregnancies complicated by diabetes.

As part of the Three Year Delivery Plan for Maternity and Neonatal Services, all NHS maternity providers are r for fully i 1ting SBLCBV3 by March 2024.

Implementation Grading

Limited Assurance - Activities and control are not suitably designed, or not operating with sufficient effectiveness to provide reasonable assurance that the control environment is effectively managed.

Implementation Progress

m Self assessment % (Not fully implemented)

 Validated assessment % (Not fully implemented)

m Self assessment % (Fully implemented)

m Validated assessment % (Fully implemented)

Element Progress Status| % of Interventions Element Progress | % of Interventions Fully NHS Resolution
(Self Fully Implemented Status (LMNS Implemented (LMNS | Maternity Incentive
Intervention Elements Description assessment) (Self ) i I Scheme
Element 1 Smoking in pregnancy p e d 90% 100% CNST Met
Element 2 Fetal growth restriction p e d 85% 100% CNST Met
Element 3 Reduced fetal movements 100% 100% CNST Met
Element 4 Fetal monitoring in labour 100% 100% CNST Met
Partially
Element 5 Preterm birth 100% implemented 93% CNST Met
Element 6 Diabetes 100% 100% CNST Met
Partially Partially
All Elements TOTAL implemented 94% implemented 97% CNST Met
SBLCBv3 Interventions Partially or Not Implemented - SBLCBv3 Interventions Fully Implemented -
self assessment vs validated assessment self assessment vs validated assessment
16% 105%
14%
100%
12%
95%
10%
8% 90%
6%
85%
2%
80%
. [
0% 75%
Smoking in Fetalgrowth  Reduced fetal ~ Fetal monitoring  Preterm birth Diabetes in All Elements Smokingin  Fetalgrowth  Reduced fetal Fetal monitoring Pretermbirth ~ Diabetesin  All Elements
pregnancy restriction movements in labour pregnancy pregnancy restriction movements in labour pregnancy




Element 1

Element 2

Action Plan

Intervention Ref

Self.

LMNS Vali

Status

Assessment Status

LMNS Recommendation of Actions Required

LMNS Suggested Improvement Activity

11 Fully meets standard - continue with regular monitoring of implementation. Guideline meets requirements. MSDS DQ check passed in November|
23. Jan 24 data- 95% compliance of CO at booking. 89% compliance
of CO at 36 weeks.

1.2 Fully meets standard - continue with regular monitoring of implementation. Guideline meets requirements. July-Sept audit noted and compliant
at 92%

piea) Fully meets standard - continue with regular monitoring of implementation. Guideline meets requirements. Smoking status at Booking noted at
100% in Jan 24. Smoking status at 36/40 noted at 89% in Jan 24.
Audit noted for smoking status at every contact for pregnant

14 Fully meets standard - continue with regular monitoring of implementation. Guideline meets requirements. Opt-out referral rate noted at 100%
in Jan 24 so therefore compliant

15 Fully meets standard - continue with regular monitoring of implementation. 0

16 Focus required on improvement of audit levels to meet implementation ambitions and |REF1.6N noted. 39% set quit date and 23% achieved a 4 week quit

LMNS trajectories. (includes Aug and Sept 23 data). These meet required compliance.
Outcome indicator 1d- 40% in Jan 24 meets required compliance.

At/ Fully meets standard - continue with regular monitoring of implementation. Guideline meets requirements. Audit noted as 100% compliant in
REF1.7F (data from July-Sept 23)

18 Fully meets standard - continue with regular monitoring of implementation. Updated Training compliance noted. Dec 23- 90% compliance for
Midwives/MSW's and 100% compliance for Obstetric consultants
working in ANC

19 Partially Fully meets standard - continue with regular monitoring of implementation. Updated Training compliance noted. Dec 23- 90% compliance for

implemented Midwives/MSW's and 100% compliance for Obstetric consultants
working in ANC

1.1 Fully meets standard - continue with regular monitoring of implementation. Please note, Pactitioners should complete NCSCT e-learning and
assessments annually.

21 Fully meets standard - continue with regular monitoring of implementation. Noted as 100% compliant in Q2 23/24

2.2 Fully meets standard - continue with regular monitoring of implementation. Noted as 100% compliant in Q2 23/24

23 Fully meets standard - continue with regular monitoring of implementation. 0

24 Fully meets standard - continue with regular monitoring of implementation. Audit noted as 100% compliant in Q2 23/24

25 Focus required on quality improvement intiatives to meet recommended standard. 0

2.6 Partially Fully meets standard - continue with regular monitoring of implementation. REF2.6- Guideline updated

implemented

2.7 Fully meets standard - continue with regular monitoring of implementation. Audit noted as 100% compliant in Q2 23/24

2.8 Fully meets standard - continue with regular monitoring of implementation. 0

29 Fully meets standard - continue with regular monitoring of implementation. Guideline validadted by LMNS until June 2024

2.10 Fully meets standard - continue with regular monitoring of implementation. Audit noted as 100% compliant in Q2 (please note this is labelled as
2.7 in table of REF2.1D)

211 Fully meets standard - continue with regular monitoring of implementation. Overall staff 90% compliance in March 2024

2.12 Fully meets standard - continue with regular monitoring of implementation. 0

2.13 Fully meets standard - continue with regular monitoring of implementation. 0

2.14 Fully meets standard - continue with regular monitoring of implementation. 0

2.15 Fully meets standard - continue with regular monitoring of implementation. 0

2.16 Fully meets standard - continue with regular monitoring of implementation. 0

217 Fully meets standard - continue with regular monitoring of implementation. 0

2.18 Partially Focus required on improvement of audit levels to meet implementation ambitions and |Q4 of 2023- 45% noted which meets required compliance at present
implemented LMNS trajectories.
219 Partially Fully meets standard - continue with regular monitoring of implementation. Antenatal detection of SGA noted as 58% for Q4 of 2023 which
implemented meets compliance.
GROW report shows babies born < 39 weeks is 11.1% in Q4 of 2023.
2.20 Fully meets standard - continue with regular monitoring of implementation. 0




Fully meets standard - continue with regular monitoring of implementation.

Element 3

Fully meets standard - continue with regular monitoring of implementation.

[¢ ised CTG audit in July pt 23 was 100% c
USS audit in July/Aug/Sept 23 was 94% compliant. IOL audit in
July/Aug/Sept 23 was 2.2%. PMRT report from July-Sept 23 noted.

Fully meets standard - continue with regular monitoring of implementation.

Training compliance noted as 90% overall in December 23

Fully meets standard - continue with regular monitoring of implementation.

80% compliant in September 2023 and 83% compliant in October
2023 (Audits remain valid as within previous 6 months).

Element 4

Fully meets standard - continue with regular monitoring of implementation.

Audit noted as 100% compliant in December 23

Fully meets standard - continue with regular monitoring of implementation.

Audit 100% compliant in Decmber 23

Fully meets standard - continue with regular monitoring of implementation.

Fully meets standard - continue with regular monitoring of implementation.

JDs and Job Plans noted for all team members

Fully meets standard - continue with regular monitoring of implementation.

Births 16+0-23+6 was 0% in Oct 23 (data from MSDS)
Births 24+0-36+6 was 6.3% in Oct 23 (data from MSDS)
PMRT report- annual breakdown of cases in which preterm birth

Fully meets standard - continue with regular monitoring of implementation.

100% compliance achieved July/Aug/Sept 23.

Fully meets standard - continue with regular monitoring of implementation.

Fully meets standard - continue with regular monitoring of implementation.

Fully meets standard - continue with regular monitoring of implementation.

Twins trust audit demonstrates alignment with NICE. Re-audit
document noted from September 2023.

Focus required on quality improvement intiatives to meet recommended standard.

Evidence noted in 1.1. Progress with Early Pregnancy Intervention in
C&M pathway

Fully meets standard - continue with regular monitoring of implementation.

|é"
o

Fully meets standard - continue with regular monitoring of implementation.

60% compliance noted as per REF5.9 July/Aug/Sept 23.

e
(5]

Fully meets standard - continue with regular monitoring of implementation.

e
fey

Fully meets standard - continue with regular monitoring of implementation.

Guideline as REF5.3A (page 5). MSU audit 100% compliant in
July/Aug/Sept 23.

Element 5

5.12 Fully meets standard - continue with regular monitoring of implementation. 0
5.13 Fully meets standard - continue with regular monitoring of implementation. 0
5.14 Fully meets standard - continue with regular monitoring of implementation. 0
5.15 Fully meets standard - continue with regular monitoring of implementation. 0

e
o

Fully meets standard - continue with regular monitoring of implementation.

Audit of 20 cases between Oct-Dec 23- 90% compliant

W
N

Fully meets standard - continue with regular monitoring of implementation.

Optimisaton tool states 76% compliant for October 23

W
oo

Focus required on quality improvement intiatives to meet recommended standard.

W
o

Focus required on quality improvement intiatives to meet recommended standard.

Optimisaton tools states 100% compliance in October, November
and December 2023.

W
S

Evidence not in place - improvement required.

52% compliance in 2023 (NNAP Powerpoint). 92% compliance noted
in Q3 of 23/24 for babies born 22+0-29+6.
Data also required for steroids >7days before birth

W
=

Focus required on improvement of audit levels to meet implementation ambitions and LMNS

trajectories.

ODN Dashboard shows average compliance 97% for Oct,Nov, Dec
2023. 86% overall compliance in 2023 (NNAP Powerpoint).
NNAP Powerpoint shows PVL- 7.7% in 2023. IVH- 12.2% in 2023.

W
N

Fully meets standard - continue with regular monitoring of implementation.

ODN Dashboard shows average compliance 44% for Oct,Nov, Dec
2023

Vv
0

Fully meets standard - continue with regular monitoring of implementation.

ODN Dashboard shows average compliance 85% for Oct,Nov, Dec
2023

Vv

Fully meets standard - continue with regular monitoring of implementation.

ODN Dashboard shows average compliance 65% for Oct,Nov, Dec
2023




Element 6

Fully implemented 00 |Fully meets standard - continue with regular monitoring of implementation. ODN D shows average I 84% for Oct,Nov, Dec
2023

Fully implemented 0 |Focus required on quality improvement intiatives to meet recommended standard. NWODN Action Plan noted

Fully implemented 00 |Fully meets standard - continue with regular monitoring of implementation. ODN D: shows average It 97% for Oct,Nov, Dec
2023

INTERVENTIONS

Fully implemented 00 | Fully meets standard - continue with regular monitoring of implementation.

Fully implemented i | Fully meets standard - continue with regular monitoring of implementation. CGM Audit 100% complaint July/Aug/Sept 23. Q3 CGM audit- please
clarify audit 1 comments on page 6. Staff training certificates noted.

Fully implemented 000k | Fully meets standard - continue with regular monitoring of implementation. 0

Fully implemented i | Fully meets standard - continue with regular monitoring of implementation. 90% compliant in Q2 of 23/24. 100% compliant in Q3 23/24

Fully implemented 00 | Fully meets standard - continue with regular monitoring of implementation. 0

Fully implemented 0o | Fully meets standard - continue with regular monitoring of implementation. 0




“Appendix 6 Ockenden Essential Actions - May 2024

Workforce reviews continue 6 monthly to monitor RAG raling of complaince

PLANNING AND

The safety

implemented.

viewed by the LVINS for sign off. Action plan in pl ain

Safety Action 4 and Year 5 with all it
Neontal i liance

training, annual leave and maternity leave.

minimum NHSE, RCOG, RCM, RCPCH

period of transition from student to accountable midwife.

implemented

opportunities

pregnanci

es.
appropriate workforce long term.

workload. This must be agreed at board level.

_JL

setting, to ensure high qualiy care and communication.

employment checks and appropriate induction.

necessary
“There must be clear processes for

! g
for when a consultant obstetrician should
attend.

Local mpared to “The uplift of 24% s in keeping with national guidanceflocal LMNS calculation. Update May 2024 - uplift remains 24%; Birth
3U1024 review to be repeated in Summer 2024 and 2024
313123 developed however robust For d e in pace an
3y3123 reviewed - WUTH ready however awaiting Regional  National review
3y3123 development Programmes including Himan however National Completion of any national d. D
3yi23 313123 Orfentation pack currenty in use but same uly urrent process in the interim,
3018122 3058122 | EMC DS and all midwives have undergone recognised_specific HOU training. May 2024 d
31323 in place h this will be reviewed role i i  iniiatves in place
31323
ation processes in place and ‘Staffing related incident forms reviewed and reported monthly. Stalfing reviewed and reported
monthly with Chief Nurse oversight.
3y3123 31323]
JLMs &Ls 3014123
i in blace with personal specification. matching process.
Jo Lavery and e i detailed above - staffing p ly CoC - withold complete partial roll out
3y323 d reqional input. No further teams will be rolled out and isal prepared to consider next steps.
EIEE) 31/3/23 | Final position statement on this to be formalised date awaited. Locally MCof numbers.
JLNPIL 31323 orouress Natalie Park. Jon Lund. 0 Li Review 31/3/23,
Faciltators in ited be included. Date TBCSarah Weston. Ali C 30 Allen and Karen Cullen
3y323 \d aareed with L&D Team ithin the Trust. if f support for leadership training eq Top Leaders: 4 C's
3004122 Engagement,lstening events. one-to-one meetinas. Senior midvife meeting,
Locum pack developed and shared across C&M- Libby Shaw and 1o check L K and Gap analysis
31323 313123 reauired with assurance mechanisms. Review followina anv additional NHSE recomendations.
31121 lopina SOP as per EBC. Comletion date July 202
3y323 d Li embedded assurance.
Ward round take pl . twice daily however place 24/7; Added to Risk Register inview of by
w33 313123 no further action required at .
Guidance in place ! in policv
place and currently Trust on call 3 quidance
JLMSALSINE. v 311223 from NHSE in Februare 2023,

the
quality and performance of their maternity.

trust board

Mat Neo agend: QI work s reporte Board oversight - . regular board
meetings. - review in March 2023,
with actons in place and presented to Board. However same following Ockenden and an updated to Board in J 2023

In place.

embedded.



‘GOVERNANCE-

"
Midwifery and Clinical Director or obstetrics

Aoty * usis suyz 3u323|in d anaesthetists. Only obstetric time currently sunported. Completon date - July 2022: reviwing addiional PA's and fundina to achieve
must be ointy operationally responsile and
- oL suyzs 3113123 Staff currentlv trained however review of staff aroup reauired and addiional trainina to be identifd. For further review in March 2023,
systems.
R suchasa
leads in place. Consultant
. audis Audi plan in place - same for Materniy and p for the audit plan to be agreed vith Mustafa Sadiq Completion date - June
s SL v 113173 202
B Jained inly t "
are explinedin ay terms. In place and evidenced. Robust process for reviewing before thev are sent to families.
2 e
In place n various forums both internal and external to the Trust
5: CUNICAL B
‘GOVERNANCE - wee a1z 2122 o ‘ded and monitored however audit of same to be reviewed.Link with audit olan
INCIDENT
timely manner. ‘ uce 12022 3112122 Learnin putin individual reports.
COMPLAINTS
s Clear MDT process in olace - S1 Panel.
6 v
o blace however MVP to review and to dentiy improvements to further strendthen the process
7
in place to incorportae all - LEAP 1o include Feedback Friday - positve and neaative feedback and trends to o al staft.
61 LEARNING FROM MATERNAL DEATHS
. Royal Colleg et o
case of a matemal death.
tec suyz a3 reviewed - WUTH ready however awaiting Regional / National review
Nationalyall maternal post mortem
examinations must be conducted by a
e LEARNING FROM srvilgsnd gy ebes 2 |uhere
athologes. reauine
MATERNALDEATHS | | 1. coce of a maternal death  oint review
panelfinvestigation o il sevices involved in tec syyz 3yas reviewed - WUTH ready however awaiting Regional / National review
he care mustinclude representation fromal
applcable hospitals/clnical setings.
the panel, "
3 s,
tec su3z 3yas reviewed - WUTH ready however awaiting Regional / National review
7 MULTIDISCIPLANRY TRAINING
1 fshould have allocated
hich JucemsiL syyzs 31/3/23 | Midwifery and middie arades involved in audit - need to_exnand to neonatal evidence of same and allocated time to be evidenced.
2
SBARn al tranin including neonates. Audit of same 10 be further improved.
o
human e
3 s ws.
For all staf attend human fact however auidance from LS
TRAINING
Tewamng ausw syyz au1375| PROMPT e ot oo e a sl csuns s et s s b i 1 OROUPT - et b mdeusao sons oot
len support for NQM. PMAs. NWAS has (oolki. for taff Contac Steph Heyes. Discussed psychological support that was avalable in TUs during Covd pandemic - that ere was psyehological
s e o v i ot ! st o et e bt ot st s e
s Karen Cullen in oost for CTG / Fetal Phvsioloa in addiion to Ali Campion and Libbv Shau.
T
7|t b nanetztore PROMPT. K2 fetal physioloav. CIF meetinas. Pass mrk for CT is mandated and reviewed monthlv.
8 COMPLEX ANTENATAL CARE
1 0 o curently ofer ot e concpion cae. Wil dscus ol it can e ofered il 00kt what 1 s e could proide. Cmpleion dte - ly 202 Plan o be dovloped:
oL 3uaz 3vazs peciaist eferral Pre-conceotion counselling education wih GP's
Local Maternty Systems, Maternal Medicine
2
Twin and oL suyzs 313123 Twins Trust coming in - Mustafa Sadia s lead
must provide servicesforwomen with | 3|
ANTENATAL CARE ational Guidance i lace - to link with Rachel Tildesley and Lauren Evertt. Need to look at audt t 1t compliance. For FAAP 2023
suidance
idance for managing women with disbetes | & :
© o n be subiect ce. For FAAP 2023
e
s 75-150mg daily, from 12 weeks
Guidance in olace to support this oractice - 10 be reviewed. Audit compliance in March 2023, For FAAP 2023
9: PRETERM BIRTH
Both 9 + 10 areinplace -audit of processes needed
1 [senior
Policy in place with clear auidance.
The LW st
2 foneir be considered.
o Guidance discussed at e devendant on indvidual situation. Guidance in place re tvoe of monitorina as ver aestation of preanancy.
viskofpreterm birth
3
associsted dsabily
Lives Version 2 2019) v Reaional policy - ik n with Andela MacDonald and Sanieev Rath re anv further uodate
. Level 3 neanatal uit and when
delivery subsequently occurs n th local unit.
v supseqventy Cutrent review of Level 3 neonatal senvces hovever as WUTH Level 3 currenty this is not aplicab
10: LABOUR AND BIRTH
1 bith
Pracice in place - Demonsirated
2
Women who choose birth outside s hospital
auoe vz 2113173 I blace however annual check for 2023 to be undertaken for Deacombe and Eden Suite.
3
BRTH JupE suas 31/3/23 | Al saft included in PROMPT training however schedule of rills to be recorded and ad-hoc taken forvard
Centralised R
DENL syyzs 313123 Transter poliev in adopted locally - same reviewed and updated with NWAS,
. Tabour,(10L). o
actviy o short staffing. Pathas in place - same beina revievied reaionallv.
6 [centratised 6
e vz 6 meeting. 1T Review March 2073
; OBSTETRIC ANAESTHESIA




1
anaesthesiafollow-up, a pathviay for
outpatient postnatal anaesthetic follow-up.
must be available n every trust 0 adcess e vz
harm.Documentation of patient assessments
must improve. 2
datasets
aunpiL 3ua23 4
anaestheticintervention would resutin
ecord.keeping that more accurately eflcts
3
[ NPLILIL 3ua23 X
England must be developed.
11: OBSTETRIC A
ANAESTHESIA TBC TBC ion revi WUTH rea iting Regional / National review
5 | whistallowing for safteave.
‘Staff who do not do regular Obstetric Anaesthesia sessions want to do a Consultant Accompanied CPD session in Obstetric Anaesthesia to keep skills up to date we are
‘more than happy to facilitate this - and several people have already taken up this opportunity. Process to be reviewed. Completion date - July 2022; assurance process to
NPAIL/IL 31/3/23 313/23| be develooed
B fimc work, ttendance at
includer © | muttidisciptinary training, and governance actiy.
L 3323
7 | h
e vz
s
e auvza
maternity vard sy «
2
care suaz «
3 31/3/23 1«
4
st i o haresuement are saricesfnr wormen and families whe Suffer oragnanew s This mt he svalahle iy not st Mooy o Friday
i
- otbintn EMC staff and be nlcuded coordinators
. suffered pregnancy loss have appropriate
care 3
In olace - 0 neonates
Taidualied,
hd iidance cuich a< the Natinnal Reraavemant Care Pathuay. Pathwav in place and in use.
1 Guidance in place
N The aciviy
LY 31/3/23 tion reviewed - WUTH readv however awaitina Reaional / National review
a5
3 This is a unit with onsite Level 3 NICU
provision . R g
Thisreview endorses the recommendations suas ion reviewed - WUTH readv however awaitina Reaional Neonatal ODN Guidance
14: NEONATAL CARE s o e " . .
y suas reviewed - WUTH readv however awaitina Reaional Neonatal ODN Guidance
6 o hours),
3uaz3 s in practice to be confirmed and to be followed uo with Anaela McDonald. Adam Brown and Sanieev Rath
7
3uaz3 N -~ action to be followed uo with neonatal team
8| every tvne of neanatal unit (NICU_INU and SCRU) to deliver safe care 24/7 n line with national service snecificatians. 31/3/23 31/3/23 | Staffing review undertaken as above -Adam Brown and Anand to feedback to DMB.
Care and consideration ofthe mental health
il i and specialstpsychological support as approprate. 31/3/23 31/3/23 | Perinatal mental health team in post. GIRFT identified need for neonatal support. This is in
aspectsof maternity senvice
. ; )
FAMILIES
Todelver 3uaz3 mental health team in post with further subport from
services that are informed by what women
and thei familes saythey need romtheir | 3| YR8 Heeor
aare 3uaz 31/3/23 | Psveniatic liaison team and dedicated psveholoaist 10 SubDOIL. WUTH also involved in reaional oroject o further enhance PMH suoport,

Fully Embedded

On tareet to achieve: no isks

Partially Comliant

Non Comaliantfisk dentified o risk resister




Appendix 7 - Three Year Single Delivery Plan for Maternity and Neonatal Services - May 2024

Themet: Listening to and working with women and their families with com passion

RAG Ratin Lead R “omments / Lead Progre:
Women & CQC Patient survey
xperience care that is always kind and compassionate. They are listened and responded to. Open and honest ongoing dialogue between a B through "
r midwife, and other clinicians, to understand the care she wants, any concems she may have, and to discuss any outcomes that are not ebrief clinics to go through pregnancy outcomes.
1 |as expected. All women are offered personalised care and support plans which take account of their physical health, mental health, social Sith Optons cine |‘° evidence I"'“”“"L" Ofwomen's preferences
complexities, and choices. Plans consider inequalities in the broadest sense, including protected characteristics and Core20PLUSS. The care plan Examples of care plans; PMH plans; Risk assessment aud
ncludes a sk assessment updated at every contact, including when the woman i in eary or estabished labour N P improving inequaliies as per equily and equahly plan — Consultant Midwife to support with MNVP involvement.
Women receive care that has a life course approach and preventative perspective, to ensure holistic care for women and the best start in lfe for
2| babies. This includes NHS-led smoke-free pregnancy pathways to provide practical Support for pregnant women who are smokers, and evidence-
based information about screening and vaccination AKIER of smoking cessation with ABL. Use of NRT. ANNB Screening Programme QA; ANNB Screening action plan to further review screening information
personalised care gives people 3 [Women have clear choices, supported by unbiased information and evidence- based guidelines. Information s provided in a range of formats and
languages, uses terminology in line with the Rebirth report, and is co-produced. No specific work done with Rebirth report ~ review of same. Clear choices and information is in place including the updatedrevamped website. Continue to work with MNVP re equity and equality to ensure all people)
Objective 1: ~|choice and control over how their AKIER 3110124 information thev understand: lanauaces
oot io | care is planned and delivered. Itis
personaiised |25 on evidence, vinat maters to
them, and their individual risk 4| All women have equitable access to specialist care, mc\umng perinatal mental health services, perinatal pelvic health services, maternal and foetal Al senices wnh qguidelines are in place except perinatal pelvic health services — same being introduced; Set up a perinatal pelvic health service and work closely with LMNS re guidance/requirements; funding
factors and needs medicine networks. and neonatal care. when needed KL 8/2124 D to be matched: initial discuss with PPHS lead and service to be set up at WUTH: in post settina up services.
5 | Women experience personalised, joined-up, high-quality care right through to the postnatal period with handover to health visiting services and a GP Processes in place although clarity needed regarding 6-8week GP check post pandemic; Check with HV team re GP follow up check
check 6-8 weeks after birth. Thev are orovided with practical sunort and information that reflects how thev choose to feed their babies KW 3006124
o [Parents are partners in their baby's care i the neonatal unit through individualised care plans utiising a famly integrated care approach, together with
appropriate parental accommodation
sTIAMC INo further action |F Care review undertaken with action plan developed following feedback positive in May 2022; repeated in May 2023 and GREEN. achieved
7 | compassionate and high-quality care for bereaved families including appropriate accommodation, which is easily accessible but separate from
maternitv and neonatal units AKIER INo further action midvife in post. Suite on site. Use_of Ron MeDonald House is also an option that is used
“The NFIS approach [0 mproving
equity (Core20PLUSS) involves
implementing midwifery continuity | 8
of carer, particularly for women from To reduce ineaualites for all in access. experience and outcomes L 30/9/24 | Eouity and Eaualitv plan develoned bv LMNS following aan analvsis which the Trust comoleted: Further work re eauality to be undertaken
minority ethnic communities and
m the most deprived area | o
Itis the responsibility of trusts to:
Objective 2: | Provide services that meet the Taraeted suoport where health ineaualities exist in line with the orincioles of universalism o 30/6/24|MCoC teams to be set o as a wraparound service but the suooort i already in place from these Leads: MCoC teams in blace and embedded in the identified areas: review MCoC
Improve equity | needs of thei local populations,
for mother and | paying particular attention to health
babies tequallties. This includes 10| Senvices fsten to and work with vomen fom il backgrounds o improve access, plan and delver personalized care. Materrity and Neonatal voice:
faciitating informed decision- ensure all aroups are heard. including those most at risk o health ineaualites. P INo further action
making, for example choice of pain
reliefin labour where we know there| 11 |The NHS collaborates with local authority services, other public sector organisations (NHS Consitution Principle 5, 2021) to address the social
are inequalities, ensuring access to of health. which are a sianificant driver of health ineoualities (WHO. 2022) LKW 24| M services o work with PLACE; LMNS and ICB leads to progress
interpreter services, and adhering
to the Accessible Information | 12
tandard in maternity and neonatal In soring 2023, oublish the National Review of Haalth and Social Gara in Woman's Prisons. This review covers maternitv and nerinatal services JLmE 3006124 To achieve reauirement to work with the LMNS to meet and no local orisons feed into WUTH: consider a SoP with midvite involvement
Acting on the insights of women
and families improves services. Co-| 15
”m:,“‘:(mr'fsb::ff:‘:;:fc'ﬂ"a'ﬁ;s‘s MVNPS listen to and reflect the views of Incal ties, All arauns are heare, including heresved families a INo further action | Equity and Equality plan developed by LMNS following lysis which the Trust completed; Further work re equality to be undertaken as detailed above
Objective 3: | important for those most at risk of
Work with experiencing health inequalities | 14
service users to | (NICE, 2018). Involving service
improve care | user helps identify MNVPs have stratedic influence and are embedded in decision making a INo further action | MIS evidence supports work and undertaken and
what needs to improve and how to
doit. This is done through s
maternity and neonatal voices MNVPs have the infrastructure they need to be successful. Workplans are funded. MNVP leads, formally MVP chairs, are appropriately employed or
partnerships (MNVPs) and by and receive anoronriate trainino. and IT sunnort L 1/1/24 | MNVP embedded: full funding of post vith agreed workplan from ICB awaited; local workplan in place
Theme 2: Growing, retaining and supporting worklorce
Lead Review Somments / Lead Progress
“The maternity and neonatal Workforce plan in place with report to Board every 6 months
workiorce encompasses a wide
range of professions, including 16 |Workforce capacity to grow as quickly as possible to meet local needs.
midwives, maternity support
workers, obstetricians,
Objective 4: aL INo further action
e 2@‘;2”‘,‘.2';:’;?3.;‘2."53!@"'53 1 [Locatans :i‘:;f;xx’tgﬁ gplanmng 0 uilise evidence-based tools, endorsed by NICE or the National Quality Board (NQB), that allow for medical
&sﬂy&,"ﬂ"";’f‘;‘: oo w‘\: w:‘a'" ngof L INo further action | Nursing and Medical workforce planning tools used. BR+ Report in date. Also work with regional Leads
in o prof
gvmmsv Career Sage,and Toa 18 No specific work done with Rebirth report ~ review of same. Clear choices and information is in place including the updatedrevamped website. Continue to work with MNVP re equity and equality to ensure all people,
requirements Alianed local and national stratedies supportina recruitment to those vacant posts identified throuah workforce plannina L INo further action |receive information thev understand.
1o |Stafffeel valued at il stages of their career. This includes support to get off o a good start opportunities for progression and flexible working, and
Our maternity and neonatal staff support when approaching retirement age to allow staif to continue to use their skills and experience.
perform critical, life-changing work AL INo further action
& | every day. We must ensure they
jective 5:
Value and retain | &€ Valued and have a fulfiling and | 0. | All statf are included and have equality of opportunity
e forea. | sustainable carcer within the NHS.
We need to do more to improve th aL INo further action
experience of all our staff, o retain
them within the NHS
21
A safe environment and inclusive culture in which stafffeel empowered and suoported to take action to identifv and address all forms of JLINPIMSIAK 3006124 survev undertaken for Maternity and Neonates: feedback sessions in November 2023: staif oril 2024
Stalf el valued when they are
supported to develop. We are |
investing in our staff by ensuring Al staff are deployed to roles where they can develop and are empowered to deliver high quality care. Specialist roles within each profession, for
Obiective 6: | they h training and example the labour ward coordinator. have a. orientation package. aporopriate training, and onaoing aL INo further action |Evidence collated for Ockenden plan




Invest in skills | career development opportunities.
Ef

tive training of frontine | .
clinicians in technical and non- All staff have regular training to maintain and develop their skills in line with their roles, career aspirations, and national standards.
technical skils has been shown to Training is wherever practical to optimise

Theme 3: Developing and sustaining a culture of safety, learning and support

Al staff working in and overseeing materity and neonatal services:
~Bre supported to work with professionalism, kindness, compassion, and respect. Are psychologically safe to voice their thoughts and are open to

INo further action

TNA in place and reviewed annually

24 |constructive challenge.
“Regeive constructive appraisals and support with their development
-Work, leam and train together as a multi-disciplinary team across matemity and neonatal care.
25 | Teams value and develop people from all backgrounds and make the best use of their diverse skills, views, and experiences.
Objective 7: There is a shared commitment to safety and improvement at all levels, including the trust board, and attention is given to ‘how things are implemented
Developing a 28 ot just ‘what
positive safety
27 |Instances of behaviour that s not in line with professional codes of conduct, are fairly addressed before they become embedded or uncontrollable.
Systems and processes enable effective coordination, rapid mobilisation, and supportive communication based on agreed principles. The team can
28 | escalate concerns and, should there be a disagreement between healthcare professionals, they will be supported by a confiict of clinical opinion
oolicy.
29

Staff investioating incidents are brovided with anoronriate trainina. while those staff affected by an incident are offered timelv onbortunity to debrief

Tail working in maternity and
neonatal services have an

30 |Our ambition is framed by the patient safety incident response framework (PSIRF) which provides a consistent approach across clinical specialties,
preciation and understanding of

objeetivela) including for maternity and neonatal services

ap)
‘what good looks like." To promote
saler care for all, we must actively
learn from when things go well and
when they do not. To do this, we
need a continuous learr

Learning and
Improving

The Healthcare Safetv

Branch undertake of incidents which meet their criteria

While some trusts and ICSs do
effectively support their maternity
and neonatal services to improve

8

Robust oversioht throuah the nerinatal auality surveillance madel (POSM) that ensures concerns are identified earlv. addressed. and escalated where

‘and change; others do not. Good
oversight is about understanding
the issues leaders face and helping
to resolve them, and having clear

9

Objective 9:
Support and
oversight

8

Well led senvices. with additional resources channelled to where thev are most needed

systems in place that promote
timely escalation and intervention
before serious problems arise

2

Leadershin for chanae. with a focus on ensuring new service madels have the rioht building bincks for hioh auality care. esnecially the workforce

Theme 4: Standards and structures that underpin safer, more personalised and more equitable care

&

Consistent implementation of nationally defined best practice with due regard to the needs of local populations to reduce variation and inequalities

Advances in clinical practice have

36 |Healthcare professionals have access to shared standards and guidelines, including transfer, transport, and referral protocols, s that clnical teams

. across the ICS work to the same definitions of best practice
Objective 10:  [over the last decade. Better Births

Standards to |also identified that variation in
ensure best | protocols, policies, and standards

Lead Review ts / Lead Progress
MDT training in place.
TNA supports training requirements incl psychological safety.
Appraisal process in place with good compliance monitored at Board level
P INo further action
L INo further action | Training in place to support
L INo further action | Evidenced through safety champions meetings: Newly formed divisional MatNi urance Board
L INo further action | Trust training and policies support professional behaviourls. Disciplinary processes support appropriate action when needed
L INo further action | Policy in place ~ provided for Ockenden evidence
e INo further action | Training in place for staff and this is reviewed and provided by the Trust Governance team
Jupc 31/3/24 | PSIRE launched in the Trust September 2023; nataional quidance awaited specific for maternity services; embedded
LMD INo further action | HSIB quarterly meetings take place and Trust evidenced 100% reporting by the Trust
Evidence
Monthly PQSM report to Board with quarterly detailed maternity /neonatal reports presented
L INo further action
a INo further action | CQC visit supported well led service at last inspection. Other evidence / outcomes also support
ILNPIMSISR 31/12/24 | Leadershin trainina in place and undenwav x various broarammes for Senior Leaders_Ouad perinatal leadershin orooramme
Lead Review Somments / Lead Progress
RUY vear 5 submitted and confrimation of all 10 safety actions: SBLVA 979 review of MCAC to address women with ineaualities: MIS Year 6 nublished and in broaress
L 3110240 work with ICB; timeframes to be set

No further action

Processes in place to ensure MDT are involved with developing local policy

practice | between senvices creates additional| 37 |Where local policy varies from national standards, this is subject to careful local scrutiny through governance processes. The whole multidisciplinary
burden and hinders the abilty to team s involved when develonina local auidance
work together to provide efective
care. -
Policies and guidelines recognise women as the decision-makers in their maternity care and are not used to prevent women from seeking care that is
outside these auidelines
39

Neonatal care is provided in units with clear designation of the level of care to be provided. Units work together across ODNs to optimise capacity and
ensure care can be provided in the right olace for verv pre-term or verv sick babies

No further action

Policy in place and women are supported by the consultant midwife/Ol Leads.

‘The Kirkup report highlighted the | 40| stangardised data is collected in a consistent way, primarily through the Maternity Services Data Set. Additional data collections are minimised, to
need for accurate, up to date data focus on aatherina the riaht data to drive insiahs. d assurances.

No further action

Policy in place and women are supported by the consultant midwife/Ol Leads.

10 highiight safety issties promptly
Objective 11: | Such data enables providers to
Datato inform | learn and act. Work is undenway to| 41

. Monitoring trends at both national and local level is enabled by analysing data from different sources alongside themes from MBRRACE-UK , and the
learning review what data is needed for

national clinical audits patient outcome proaramme reports

No further action

MSDS submitted in addition to completion of a local and regional dashboard

monitoring, and in the meantime,
the NHS should continue to use the|
data it already collects a2

The national materity dashboard provides demographic data, clinical quality improvement metrics and national maternity indicators enabling trusts
and LMNSs to benchmark their services and inform continuing auality. rk

No further action

LMNS support in leading on monitoring trends regionally. Outlier reports are presented to Board quarterly; Improvement plans are developed to address any outlier reports

Digital technology will make it

easier for women to access the.
information they need and for | 43

services to offer safe and

Women can access their records and interact with their digital plans and information to support informed decision-making. Parents can access
neonatal and early years health information to support their child's health and development. Information meets accessibilty standards, with non-digital
alternatives available for those who reauire o orefer them

No further action

Data submitted to n

nal dashboard: Given limited metrics the national dashboard is not currently reviewed — work to be identified to address an i moving forwards.

Objective 12: personalised care. There is
Make better use | currently significant variation in the
of digital f digital technology. While
technology e maternity services remain

IS
&

Al clinicians are suoposed to make best use of diaital technoloav with sufficient comouter hardware. reliable Wi-Fi. securing networks and training

31112124

Processes in place for women to access their records electronically — work to progress to roll out patient portal

almost entirely paper-based, others
support personalised care with

apps and benefit from an integrated
electronic patient record (EPR). Oraanisation’s enable access to kev information held elsewhere internally or by oartner

IS
&

such as other trusts and GP oractices.

No further action

Full IT svstem in place and supported with eauipment

No further action

| Work across Wirral with the introduction of the sinale care record is supporting this




Complete

On track

WOMEN’S EXPERIENCE OF MATERNITY CARE ACTION PLAN

NHS|

Wirral University
Teaching Hospital

NHS Foundation Trust

entited (Feedback: MNVP, Healthwatch St Helens, Healthwatch Halton
Off Track
Appendix 8
DATE ADDED | RECOMMENDATION ACTION WHO PROGRESS RAG
TO WORK RATING
PLAN
18/04/2024 MNVP is to participate in North West regional MNVP Trust, LMNS Monthly Meetings
and actively influence Leads Meeting
decision-making on local
strategies and policies in
maternity and neonatal
care.
18/04/2024 MNVP is to participate in Stakeholders Quarterly ICB, ODN and Trust Quarterly Meetings
and actively influence Meeting
decision-making on local
strategies and policies in
maternity and neonatal
care.
18/04/2024 MNVP is to participate in Fortnightly Maternity Senior Trust Fortnightly Meeting
and actively influence Leadership Meeting
decision-making on local
strategies and policies in
maternity and neonatal
care.
18/04/2024 MNVP is to participate in and Women’s Health Forum ICB, LMNS and Trust Monthly Meeting
actively influence decision- (Wirral) and Women’s Health
making on local strategies and | and Maternity Forum (WHAM)
policies in maternity and
neonatal care.




NHS|

Wirral University
Teaching Hospital

NHS Foundation Trust

18/04/2024 MNVP is to participate in and Safety Champion Meeting Trust Monthly Meeting
actively influence decision-
making on local strategies and
policies in maternity and
neonatal care.
18/04/2024 MNVP is to participate in and Maternal Medicine Network: Trust, LMNS and ICB Monthly meeting
actively influence decision- Co-Production Reference
making on local strategies and | Group
policies in maternity and
neonatal care.
18/04/2024 MNVP is to participate in and Public Health Meeting - ICB and Trust When Requested
actively influence decision- Smoking, Substance misuse,
making on local strategies and | Teenage Pregnancies,
policies in maternity and terminations
neonatal care.
18/04/2024 MNVP is to participate in and Sexual Health Meeting- ICB and Trust
actively influence decision- Teenage Pregnancies,
making on local strategies and | terminations and
policies in maternity and contraception
neonatal care.
18/04/2024 MNVP is to participate in and Diabetes Workstream MMN Trust, LMNS and ICB Ongoing
actively influence decision-
making on local strategies and
policies in maternity and
neonatal care.
18/04/2024 MNVP is to participate in and Equity and Equality Trust, ICB, ODN and
actively influence decision- LMNS
making on local strategies and
policies in maternity and
neonatal care.
18/04/2024 Supporting Trust Improving Infant Feeding Trust, ODN and LMNS Ongoing

Care




NHS|

Wirral University
Teaching Hospital

NHS Foundation Trust

18/04/2024 Supporting Trust To understand to the north Trust, ODN, ICB and
west Neonatal Operation LMNS
Delivery Network (NWODN),
this includes a
comprehensive
understanding of the roles
within NWODN, such as the
Care Coordinators and Parent
Engagement Lead, and
fostering relationships with
each, alongside the Parent
Advisory Group
Supporting Trust Supporting CQC maternity Trust, ICB and LMNS Focus group in May 2024
survey action plan, focus
group and feedback
18/04/2024 Supporting Trust Safe Sleep initiative Trust, LMNS, ODN and
ICB
18/04/2024 Supporting Trust Support in Friends and Family | Trust, LMNS and ICB
uptake with service users.
9 18/04/2024 MNVP is to engage with and | Visit ANC, Day Ward, ICB, Trust On going
listen to families in their Maternity Ward and Neonatal
community about their Unit — Weekly 1-2 hours
experiences of maternity
and neonatal care.
10 | 18/04/2024 MNVP is to engage with and | MNVP Listening Events ICB, Trust, LMNS and

listen to families in their
community about their
experiences of maternity
and neonatal care.

ODN




NHS|

Wirral University
Teaching Hospital

NHS Foundation Trust

11 MNVP is to engage with and | 15 Steps Event — gathering ICB, Trust, LMNS
listen to families in their feedback Priority and ODN
community about their
experiences of maternity
and neonatal care.

MNVP is to engage with Minority ethnic groups — Trust, ICB, LMNS and
and listen to families in "I\‘/’Iz{t‘?'c”u%t‘:j"r'gl‘ Wirral ODN

the!r communlty about Organisation/Wirral

their experiences of Change/Heart 4

maternity and neonatal Refugees to support their

care. service users.

12 MNVP is to engage with and | Seacombe Birth Centre Trust On going
listen to families in their Coffee Mornings
community about their
experiences of maternity
and neonatal care.

MNVP is to engage with and | Attend Ronald Mcdonald LMNS, ODN and Trust
listen to families in their House Neobabies
community about their
experiences of maternity
and neonatal care.
14 MNVP is to engage with and | Networking with local Trust, ODN, ICB and

listen to families in their
community about their
experiences of maternity
and neonatal care.

charities (including attending
the charity’s events when
requested)

Koala NorthWest

Little Lungs

Wirral Mind Mums Matter
Journeymen

Bee Wirral

LMNS




INHS|

Wirral University
Teaching Hospital

NHS Foundation Trust

St James Centre
Tomorrow’s Women

Wirral Multicultural
Organisation

Wirral Change

Mencap

Milk Bank at Chester
Movement and Bloom Social
Walks

Equilibrium

MNVP is to engage with and
listen to families in their
community about their
experiences of maternity
and neonatal care.

Social Media Presence —
sharing information, live
streams, answering
messages

Trust, ICB, LMNS and
ODN

MNVP is to engage with and
listen to families in their
community about their
experiences of maternity
and neonatal care.

Attending groups in
children’s centre, equilibrium,
corner house etc.

Trust, ICB, LMNS and
ODN
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