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Introduction and Philosophy  
 
Our Vision, Our Mission and Our Values  

 
‘Our Vision is for high quality, compassionate care that makes a positive difference to our 

Island community.’ 

And 

‘Our Mission is to make sure that our community is at the heart of everything we do.  We will 

work together and with our partners to improve and join up services for its benefit.’ 

 
Our Values: To help create a great place to work and a great place to be cared for, it is 
essential that our Trust policies, procedures and processes support our values and 
behaviours. This document, when used effectively, can help promote a workplace culture 
that values the contribution of everyone, shows support for staff as well as patients, 
recognises and celebrates the diversity of our staff, shows respect for everyone and ensures 
all our actions contribute to safe care and a safe working environment - all of which are 
principles in our Vision and Values. 
 
 

 
 
 
 
The Trust Risk Management Strategy – Maternity Services has been developed to assist all 
members of the maternity service to control and reduce the risks associated with providing 
health care within the Trust.  
 
The Maternity Service is committed to managing risk and creating a culture that promotes 
the delivery of the highest possible standards of care, by providing a proactive and 
systematic process of risk management to identify, analyse, minimise, control and, where 
possible eliminate any risks that may have an adverse impact on patients, staff or the 
organisation.  
 
The Maternity Service is also committed to learning from the process, making changes as 
necessary and embedding learning into systems and culture within the divisions. The 
Maternity Service is committed to the promotion of an open culture throughout the 
organisation, focusing on systems failures rather than individual failures and thereby 
promoting a ‘fair blame’ approach. It promotes and supports the management of risk at local 
level where appropriate.  
 
This Risk Management Strategy demonstrates how the Trust’s quality and risk systems, and 
learning from quality data is monitored by an effective committee structure and links to 
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Quality Governance arrangements and the Care Quality Commission’s requirements for 
registration in respect of maternity services.  
 
This provides the Trust Board with assurance about how the organisation is able to identify, 
monitor, escalate and manage concerns regarding maternity services in a timely fashion at 
an appropriate level.  
 

Risk management is an integral part of the Maternity Service management activity and is a 
fundamental pillar in embedding high quality, sustainable services for the people of the Isle 
of Wight. As an integrated organisation delivering a range of services in a challenging 
geographical and financial environment, we accept that risks are an inherent part of the day-
to-day life of the Trust. Through a systematic approach to assessing, recording and 
managing risks the Trust fosters both a proactive and responsive culture in mitigating threats 
to its business, and in doing so, working towards the achievement of its strategic objectives 
 
2.  Purpose of the document. 

 
This strategy stipulates the mandatory arrangements for managing risk within Maternity 
Services. The Risk Management Strategy Maternity Services (RMSMS) must be read in 
conjunction with the Trust’s Risk Management Strategy which sets out the Trust wide 
arrangements for risk management. The Risk Management Strategy Maternity Services is 
aligned with this strategy and associated Trust documents. 
 
The aim of the Risk Management Strategy Maternity Services is to develop and maintain a 
clear and effective structure of responsibility and accountability across the Maternity Service. 
This, together with clear systems and consistent approach for identifying and managing risks 
will allow all maternity staff to play their part in dealing with risk, leading to measurable 
improvements in patient and staff safety.  
 
Implementation of this strategy will ensure that  

• A framework is provided for risk management in Maternity Services 
• The local risk management process fits in with the wider Trust approach 
• A positive risk management culture is supported 
• All maternity staff make a positive contribution to risk management 
• The Risk Management Strategy Maternity Services is implemented at local level by 

all groups of staff, and raise awareness of risk management within the unit.  
• Guidance is provided on how risk management is undertaken within the Maternity 

Service.  
• An environment is fostered where staff are encouraged to report risks, incidents and 

near misses.  
• We demonstrate the strengths of comprehensive risk management processes 

including incident analysis to determine system weaknesses, ensuring that lessons 
learned are utilised to bring about service improvement.  

• Promoting development of research and evidenced based practice.  
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3.  Scope  

The Risk Management Strategy – Maternity Services applies to all staff working in or in 
conjunction with Maternity Services on the Isle of Wight.  The strategy outlines the 
responsibility for: 
 

• Reporting Risks 
• Managing Risks 
• Escalation of Risks 
• Analysis of Risk trends  
• Providing feedback to staff 
• Learning from Incidents 

• Training staff how to report incidents 
• Providing assurance to the Trust board. 

 
Risks issues may be raised by individuals or groups, through complaints, claims, incidents, 
risk assessments, audits or process failures. 
 
 
4.  Strategic Objectives 
 
Maternity Risk Management Objectives must be aligned with the Trust Risk Management 
Policy. 

Objectives For Managing Risk 
 

Measurement / Monitoring Tool 
 

To foster an environment where staff are 
encouraged to report risks, incidents and 
near misses promoting a ‘fair blame 
approach’ 
 

Via attendance/minutes: 

 Monthly review of incident reporting via the 
Monthly Patient Safety Meeting 

 

 Lessons learned staff updates. 

To provide a comprehensive risk 
management process including incident 
analysis to determine system weaknesses, 
ensuring that lesson learnt are utilised to 
bring about service improvement 
 

Via attendance/minutes: 

 Maternity Patient Safety Meeting.  
 

 Quality Information Board 
 

 Message of the week  

Ensure identified risks and resulting action 
plans are recorded and monitored within the 
Trust’s Risk Register 
 

Via attendance/minutes: 

 Maternity Patient Safety Meeting  
 

 Care Group SWCH Meeting minutes 

Escalation of risks identified as requiring 
additional support as per Trust Risk 
Management Policy 

Via attendance/minutes: 

 Maternity Patient Safety Meeting  
 

 SWCH Quality Meeting  
 

 Trust Quality Committee 
 

 Bi Monthly Safety champions meetings  

 Patient Safety Sub-committee 
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Objectives For Managing Risk 
 

Measurement / Monitoring Tool 
 

Ensure that lessons learned from incident, 
complaints, HM Coroner’s inquests and legal 
claims are communicated to staff via ward 
meetings and newsletters/posters ensuring 
that appropriate action(s) are taken to 
prevent re-occurrence 
 

 Quality Information Board 
 

 Maternity Patient Safety Meeting lessons 
learned staff updates. 

 

 Maternity Risk Quarterly newsletter. 

In order to learn lessons from reported 
incidents, complaints and litigation, the Trust 
operates an incident reporting system to 
appropriate statutory and regulatory 
organisations, including the National Patient 
Safety Agency (NPSA) and National 
Reporting And Learning System 
 

Via attendance/minutes: 

 Maternity Patient Safety Meeting  
 

Ensure that Trust’s Governance and Patient 
Safety team is informed of all major clinical 
incidents that require Strategic Executive 
Information System (STEIS) reporting 
 

 Weekly Patient Safety Summit 
 

 Serious Incident Review Oversight Group 

Raise the profile of the Risk Management 
Strategy –Maternity Services through: 
1. Local Induction 
2. Mandatory training 
3. Regular Incident Review meetings (open 

to all professional groups). 
4. Lessons learned newsletter/poster 

distributed to all clinical areas and made 
available to all staff via the intranet 

 

Via attendance/minutes: 

 Maternity Patient safety Meeting  

 

 Annual Serious Incident staff update 
meeting 

 

 Training records 
 

 Quality Information Board 
 

Systematically identify report and assess risk 
using the Trust’s Incident Reporting System 
 

 

Via attendance/minutes: 

 Maternity Patient Safety Meeting  

Ensure all staff attend mandatory training 
relevant to their role which should include 
risk management training 

Via attendance/minutes: 

 Annual Serious Incident staff update 
Meeting 

 

 Summary reports 
 

To promote the development of research and 
evidence based practice in line with national 
drivers 
 

Via attendance/minutes: 

 Maternity Guidelines Group 
 

 Audit  
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5.  Responsibilities  
 

All staff have a responsibility for risk management; however, the following provides an 
overview of those with specific responsibilities in accordance with the Risk Management 
strategy. 
 
A key component of effective risk management is a culture of knowledge and understanding 
of risk management and leadership. This means that roles and responsibilities need to be 
clearly defined and all staff are encouraged to be more risk aware though the promotion of 
openness and support in the identification and management of risks locally 
 
5.1  Responsibility of the Trust Board  

 
The Trust Board is responsible for reviewing the effectiveness of internal controls and for 
managing the Trust efficiently and effectively.  
 
Chief Executive  

 
The Chief Executive is the Accountable Officer for the Trust’s Risk Management Strategy. 
 
Director of Governance  
 
The Director of Governance is the Executive Director nominated for risk management The 
Director develops corporate risk management strategies and policies interpreting national 
guidance to fit the local context and the Board Assurance Framework in conjunction with the 
Trust Board 
 
Medical Director 
 

The Medical Director is the joint Executive lead with the Director of Nursing and is the Board 
Safety Champion for maternity and neonatal services for the mitigation of risks that relate to 
the delivery of clinical services as stipulated by NHS Resolution. 
 
Director of Nursing, Community, Midwifery and Allied Health professionals  

 
The Director of Nursing is the joint Executive lead (with the Medical Director) and is the Trust 
Board Safety Champion for the maternity and neonatal services for the mitigation of risks 
that relate to the delivery of clinical services as stipulated by NHS Resolution. The Lead 
Executive at Board Level is required to: 

 Receive all immediate or urgent maternity and neonatal issues which have been 
escalated directly, in person or by telephone and to provide advice and guidance with 
regard to their management.  

 To obtain assurance on all risk related issues and action points followed through and 
progress documented. 

 
5.2  Maternity Services Roles and Responsibilities 
 
5.2.1 The Deputy Medical Director/Care Group lead in conjunction with other members of 

the team will be responsible for ensuring the provision of safe maternity and neonatal 
services through appropriate delegation and will:  

 Provide leadership for Risk Management activities in Obstetrics  
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 Promote and support the implementation of the Risk Management Strategy  

 Promote and embed an open and just culture  

 Monitor activities within the Maternity Services to ensure risk mitigation is taking 
place  

 Moderate the scoring of risks in a consistent manner in line with the Risk Matrix  

 Ensure staff are made aware of risks and controls within their work environment 
and of their personal responsibilities for risk and safety management.  

 Ensure that all staff are given necessary information, instruction, training and 
supervision.  

 Ensure that all lessons learned are fed back through the Maternity Services and  

 Monitor that all relevant Risk Assessments are undertaken, reviewed and 
documented appropriately.  

 Monitor that all relevant risk assessments are undertaken and documented 
appropriately  

 Manage the identified risks within the Maternity Services, including the escalation 
of risks, where appropriate 

 Prioritise known risks within the maternity and use resources to minimise 
identified risks.  

 Ensure the outcomes of risk assessments are used as part of the business 
planning process  

 Ensure that risks relating to medical issues within Maternity are escalated to, and 
considered at Trust level via escalation to the Medical Director and Director of 
Nursing, Midwifery & Quality and/or Chief Executive in accordance with the 
escalation procedures  

 Have an oversight of incident reviews, root cause analyses and serious incidents 
requiring investigation as appropriate.  

 Ensure that staffs are provided with appropriate training and information as 
detailed in the Maternity and Trust Training Needs Analysis (TNA) through 
appropriate delegation.  

 Work with the Risk Lead Clinician, Head of Midwifery, as appropriate in relation to 
the management of risk.  

 
5.2.2 Head of Midwifery  
 

 The Head of Midwifery will be responsible for: 

 The management and leadership of all midwives, supporting them to deliver safe 
high quality care. 

 Represents Women and neonatal services at the Trust Board. 

 Overseeing staff compliance with mandatory training. 

 Liaising with Obstetric leads and Risk Management Midwife to ensure all 
incidents are reported and investigated in a timely way, and actions for patient 
safety completed. 

 Ensuring departmental compliance with Being Open and Duty of Candour policy 

 Assisting in the development of the Trusts strategic plans. 

 Investigating complaints and concerns in relation to maternity services.  

 Monitoring, in conjunction with Human resources that staff working in the service 
are legally registered and clinically competent.  

 Coordinating the annual maternity audit planning conjunction with the Obstetric 
and Midwifery audit leads. 
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 Overseeing and monitoring the Maternity Sub-committee of the Clinical 
Standards oversight group to ensure maternity and neonatal guidelines are in line 
with National recommendations.  

 The Head of Midwifery will report directly and attend the Trust private board to 
appraise and inform board members of Maternity related serious incidents 
ensuring the board are aware of the summary of the cases with, key learning, 
recommendations and actions with a timescale for completion. 

 All Maternity Serious Incidents will be subject to an external review following 
initial hot debrief and agreement with Multi-disciplinary team. All Maternity SI’s 
will also be reviewed and validated through the Local maternity and Neonatal 
system. 

 The Head of Midwifery will oversee that all cases of intrapartum fetal death, 
maternal death, neonatal brain injury and neonatal death are investigated 
externally by a neighbouring organisation or through the Health safety 
Investigation Branch or Perinatal Mortality review Tool. Due to the small nature of 
our unit this currently takes place for maternity related incidents  

 
5.2.3 Obstetric Risk Lead for Maternity Services Risk Management / Labour Ward  
 

The will provide support in developing and delivering an effective program of risk 
management. They will: 

 Drive service and quality improvement and innovation, the reduction of patient 
harm and the application of best practice pathways in their areas of responsibility.  

 Support the Clinical Director so that the performance management of objectives 
is maintained,  

 Support the delivery of relevant group clinical governance and risk targets, taking 
remedial action as necessary to ensure that compliance and action plans are 
implemented.  

 Provide Leadership in the investigation and oversight of clinical incidents (Datix), 
moderate harm and complaints.  

 Support Investigations, as required, including  any serious clinical incidents, 
doctors’ capability, attendance and conduct matters involving medical staff  

 To ensure the remedial action is taken promptly where unacceptable risks are 
identified.  

 To develop process’s in line with Trust policy within the care group to support the 
discharging of Duty of candour with patients and their families  

 In conjunction with the Risk Management Midwife and Practice Development 
Midwife co-ordinate activities to minimise clinical risk issues on delivery suite 
within maternity, including incident reviews, root cause analyses and serious 
incident reviews.  

 Take responsibility for leading the delivery suite / labour ward multi-disciplinary 
team and forum, alongside the Clinical leads for Labour ward.  

 Ensure the delivery suite guidelines and protocols are reviewed in a timely 
manner and in response to national guidance.  

 Ensure that dissemination of information takes place with consultants, midwifery 
and management colleagues 

 Collaborate in the delivery of fetal monitoring training / emergency drills and other 
necessary obstetric skills drills training relevant to the delivery suite.  
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5.2.4 Lead Obstetric Anaesthetist  
 

In conjunction with the risk management midwife they will: 

 Ensure clinical risk issues pertaining to anaesthetics within maternity are 
appropriately managed.  

 Take part in incident reviews, root cause analyses and SIs as appropriate.  

 Participate in the delivery suite / labour ward multi-disciplinary team and Labour 
Ward Forum.  

 In liaison with other colleagues, ensure that delivery suite guidelines and 
protocols are up-to-date and in line with national guidance.  

 In conjunction with obstetric and midwifery colleagues, co-ordinate and 
participate in emergency drills within the maternity unit  

 
 

5.2.5 Risk Management Midwife / Quality Improvement Lead Midwife  
 
They will support the Maternity Services and will:  

 Support the Maternity Services response to patient safety incidents, serious 
incidents and root cause analysis.  

 Provide advice in relation to the management, reporting, investigation and follow 
up of adverse clinical incidents to all grades of staff within the maternity /neonatal 
services and wider Care Group.  

 Actively promote the Trust’s Incident Management Policy and procedures 
throughout the Maternity/Neonatal service as the basis for reporting and 
mitigating adverse incidents.  

 Maintain an incident database and promote the timely reporting and management 
of all adverse incidents, with emphasis on a pro-active and reasonable culture of 
learning from mistakes.  

 Produce incident monitoring reports based on analysis of trends  

 Support the audit programme within the care group and ensure that all high risk 
areas of practice are scrutinised at an appropriate level.  

 Manage the reporting process to external agencies in the event of an adverse 
incident occurring, ensuring all internal and external timescales are met.  

 Support the Bereavement midwife in the process of national reporting. 

 Disseminate all national safety alerts and provide feedback of action taken.  

 Develop an approach by which learning from local events, Confidential Enquiries, 
NICE Guidance, and other national recommendations are disseminated regularly 
using an approach reflective of old and new models of communication.  

 Support the monthly Governance Meeting by ensuring effective use of learning 
and dissemination.  

 Support clinical quality improvement projects and to support their execution 
across the Care Group.  

 Work in conjunction with external bodies (i.e. HSIB) in relation to the investigation 
of incidents.  

 Liaison with families in relation to incidents and investigations and sharing of 
learning in line with the Being Open and Duty of Candour policy.  
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5.2.6 Midwifery Clinical Leads  

 

They will support the Maternity Services and will:  

 Monitor activities within their areas to ensure compliance with all Trust Strategies 
and policies.  

 Promote and embed an open and ‘just’ culture. Providing explanations and 
apologies to patients involved in serious adverse events in line with the Trust 
Being Open and Duty of Candour policy.  

 Assist with the implementation of the Trust Risk and Safety Management 
Strategy in accordance with their role.  

 Raise awareness of the Trust’s infrastructure for the management and mitigation 
of risk. The production of an accurate Maternity Risk Register and action plans.  

 Ensure that staff are made aware of risks and controls within their work 
environment and of their personal responsibilities for risk management and 
mitigation.  

 Identify own and staff training needs, ensuring that these are met in accordance 
with the Training Needs Analysis.  

 Provide information to, and participate in, the Maternity Patient Safety Meeting 
regarding identified risks within their areas.  

 Ensure that all relevant Risk Assessments are undertaken and documented 
appropriately.  

 Escalate risks where appropriate. Ensuring that all newly identified risks rated as 
‘Significant’ or ‘High’ are brought to the attention of their Line Manager or Care 
Group Management  

 Ensure lessons learned are fed back to staff. 

 Co-ordinate clinical risk issues on delivery suite in conjunction with the Lead 
Consultant Obstetrician for Labour Ward  

 In conjunction with the Lead Consultant Obstetrician for Labour Ward, ensure the 
delivery suite guidelines and protocols are up to date and in accordance with 
national guidance.  

 
5.2.7 Quality Manager  

 

They will support the Maternity Services and will:  

 Coordinate the Care Group’s response to patient safety Incidents, serious 
incidents and root cause analysis.  

 Monitor the Care Group’s approach to implementing the corporate Risk 
Management strategy and direct the development and implementation of action 
plans to drive continuous improvement.  

 Coordination of the Care Group Risk Register and dissemination of the Risk 
Register to the Care Group  

 Provide analysis and interpretation of risk management information for 
comparison and provide reports and remedial plans to the Care Group Board, 
Centre clinical governance groups and other operational and executive 
committees of the Trust, as required.  

 Support the coordination and monitoring of external review submissions and 
resulting action plans. .  

 To coordinate the Women and Children’s Care Group Risk Register  
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 Ensure any risks compromising the achievement of CQC Standards are 
highlighted via the governance groups and risk arrangements.  

 Support the Women and Children’s Care Group Senior Management Team in 
ensuring that effective systems are in place to support the investigation and 
management of adverse events including overseeing the methodology for 
developing and implementing action plans and divisional sharing and learning.  

 Support and facilitate the response to complaints made in relation to maternity 
incidents. 

 
5.2.8 Practice Development Midwife  

 

They will support the Maternity Services and will:  

 Develop and implement the training needs analysis in accordance with agreed 
local procedure. 

 Develop and implement in service training for all staff to improve and maintain 
skills. 

 Maximise the training budget in liaison with the Training and development 
department, with oversight of training from any identified safety 
recommendations. 

 Provide feedback to individuals and implement any recommended changes to 
practice 

 Contribute to the annual audit programme and oversight of audits in conjunction 
with Audit Midwife and Obstetric Consultant with oversight of the audit process. 

 Participate in the production and updating of maternity guidelines, policies and 
procedures. 

 Provide the Head of Midwifery with a monthly overview of training compliance 
within the local maternity service. 

 Ensure the completion and reporting of staff training in line with national 
recommendations. 
 

5.2.9 Professional Midwifery Advocate  
 
They will support the Maternity Services and will:  

 Contribute to and support the embedding of the Maternity Risk Management 
Strategy and support the Clinical Lead Midwives  in the monitoring of safe 
practice  

 Support staff that are involved in adverse events, and facilitate reflection on 
incidents and any support programs. 

 Work with midwives to devise and implement personal development plans in 

relation to the development of staff. Including the advocacy support of midwives 

during any incident investigation process. 

 The support of women with birth choices outside local recommendations 

 Feedback to the Head of Midwifery regarding services provided to women in 

conjunction with Maternity Voices partnership and ‘debriefing’ services offered to 

women and families. 
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5.2.10 Screening Co-ordinator(s) 
 

 Reports and manages screening incidents. Isolated minor errors with little or no 
safety risks will not be managed as screening incidents.  

 Following the National PHE guidance ‘Managing Safety Incidents in NHS 
Screening Programmes’ (August 2017), reports all potential screening safety 
incidents or serious incident to the regional and the screening and immunisation 
team (SIT)  

 Where a suspected screening incident occurs, the Screening Co-ordinator will 
seek advice from SQAS to determine whether the incident meets the definition of 
a screening safety incident or serious incidents  

 The Screening Co-ordinator will follow PHE advice to manage the incident and 
implement agreed actions  

 
5.2.11 All Staff 

 
Risk management is everyone’s responsibility and as such, is a fundamental 
requirement of all staff to carry out their duties effectively. All staff have a 
responsibility as per this Strategy to:  

 Report incidents and near misses and patient safety concerns. The Trust accepts 
that the reporting of adverse events or near misses is on an ‘open’ and ‘just’ 
culture basis.  

 Comply with the Trust Induction and Mandatory Training Programmes.  

 Comply with the Trust Guidance and Instructions to protect the health, safety and 
welfare of anyone affected by the Trust’s business.  

 Support the delivery of the Risk Management Strategy Maternity Services in 
accordance with their role.  

 Raise awareness of the Maternity Risk Management systems and processes.  

 Report identified risks to the relevant Clinical Leads, Managers and Clinicians to 
ensure risks are identified, assessed and entered onto the Risk Register  

 Undertake and completing any risk mitigation activities that are assigned to them  

 Ensure that they obtain the necessary information, instruction, training and 
supervision in relation to risk management activities  

 Ensure they are aware of risks within their work environment and of their 
personal responsibilities for risk management  

 Accept personal responsibilities for maintaining a safe environment. Including the 
awareness of local emergency procedures, systems and processes.  

 Provide safe practice in their relevant speciality/role.  
 
6.  Risk/Incident reporting & review  

 
6.1  Risk Identification  

 
The process of identifying what happened, why and how within a supportive environment is 
facilitated through:  

• Incident reporting and trend analysis  

• Complaints, litigation and client meetings  

• Coroner’s Inquest cases and claims  

• Maternity dashboard  

• Incident investigations  
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6.2  Risk Assessment  

 
The Trust has systems in place to identify risks, assess their impact and devise strategies to 
manage and evaluate them as described in the Trust’s Risk Management Strategy. The risk 
assessment process enables determination of the likelihood of that harm being realised and 
the resulting consequence. 
  
The table below should be used in conjunction with the full risk scoring matrix as described 
in the Trust’s Risk Management strategy. 
 

 
 
6.3  Risk Register  

 
Risk assessments are formulated and amended within Maternity on an on-going basis. They 
are reviewed and monitored by the individuals detailed above (Section 5) in response to 
incidents and changes and developments in service provision. Details of risk assessments 
are maintained on the Risk Register via the Datix reporting system, which is a live document. 
 
6.4  Risk Reporting  
 
All staff within maternity have a duty to adhere to the principles detailed within:  

• The Trust’s Concerns and Complaints Policy & Procedure  

• Trust’s Clinical Incident Management Policy  
• Maternity Services Guide for investigating incidents Standing Operating Procedure 

(SOP).  
• Being Open and Duty of Candour Policy 

 
6.5  Board Assurance 
  
This will be obtained through the objectives described above in (section 4) and via the 
regular meetings between the Executive Lead and the Head of Midwifery.  
 
 
 
 
 
 
 

https://www.google.co.uk/url?sa=i&url=http://www2.nphs.wales.nhs.uk:8080/InfoGovCommitteeDocs.nsf/($All)/C7D2FA461B719BF880257DB80047FC01/$File/PHW IGC 18 02 IGC paper on risk categorisation 0d.pdf?OpenElement&psig=AOvVaw0O0cnw9I5G7X51RkNGUAS5&ust=1586002945914000&source=images&cd=vfe&ved=0CAIQjRxqFwoTCJCLjL6fzOgCFQAAAAAdAAAAABAE


 
 
 
 
 

_________________________________________________________________________ 
Strategy for Risk Management – Maternity Services 
Version no. 3 
  Page 15 of 38 

 
 
 

7.  Oversight of Risk  
 
Risks are overseen at various levels throughout the Trust. The table below sets out the 
levels at which risks must be reported and overseen  
 

Level of escalation 
/Oversight 

Level / Types of 
Risk 

Role and Purpose of 
Oversight 

Style of 
Report 

C
O

R
P

O
R

A
T

E
  
O

V
E

R
S

IG
H

T
 

Board 

Risks identified 
against Strategic 
Objectives 

 Scrutiny of the risks 
identified and holding 
responsible persons to 
account for the action 
being taken. 

  Assurance from the Audit 
Committee that the 
process is working 
effectively 

Board 
Assurance 
Framework 
(BAF) 

Assurance, 
Risk and  
Compliance 
Committee  

   

Risks identified 
against 
Strategic 
Objectives– 
relevant to their 
area of focus 

Scrutiny of the risks  
identified and holding  
responsible persons to  
account for the action  
Being taken. 

 
Board  
Assurance  
Framework  
(BAF) 

Performance 
Committee 

Quality 
Committee 

Audit 
Committee 

Risks identified 
against Strategic 
Objectives 

Assurance from the 
Assurance, Risk and 
Compliance Committee, 
Quality Committee and 
Performance Committee that 
the process is working 
effectively 

Board 
Assurance 
Framework 
(BAF) 

Performance 
Management 
Reviews  

 Top Business 
Unit Risks 

 New risks• 

 Risk Increases 

 Risks for 
escalation 

Scrutiny of the risks identified 
and holding responsible 
persons to account for the 
action being taken. 

Business 
Unit 
Performance 
Management 
Review 
Presentation 

Trust 
Leadership 
Committee 

A summary of risks 
considered by the 
Operational Risk 
Sub-Committee 

Assurance that the Operational 
Risk Sub-Committee is fulfilling 
its Terms of Reference. 

Output 
Summary 
Report from 
Operational 
Risk Sub-
Committee 

Operational 
Risk Sub-
Committee 

All risks scoring12 
or above from 
Business 

•Scrutiny, challenge of risks 
scoring 12 or above. 

Risk 
Oversight 
Report (taken 
from Risk 
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7.1  Risk Management Structure - Committees  
 
The Trust Board is committed to providing the resources and support systems for the Risk 
Management Strategy Maternity Services in order to promote quality health care and provide 
a safe environment for patients, staff and visitors and others affected by the work of the 
Trust. 
This commitment is made through the establishment of a risk management committee 
structure that ensures a robust process is in place to implement and maintain a 
comprehensive risk management programme throughout the Trust.  
A management structure is in place, which supports the risk management accountability 
arrangements within the Trust and ensures all corporate risks are properly considered and 
communicated to the board. The Head of Midwifery attends the Quality Committee and will 
provide a Quarterly report which will be escalated to the Trust Board via the Director of 
Nursing, Community, Midwifery and Allied Health professionals (Maternity Services Safety 
Champion)  
 
7.2  Action Planning  

 
Within maternity, risk management is a collective responsibility. Terms of reference for 
groups that meet to discuss risk related issues are contained within the appendices. 
 
7.3  Departmental oversight of risk. 
 
7.3.1 The interdepartmental meetings that provide oversight of incidents/risks include: 

 
Meeting type Invited attendees  Frequency 

Weekly Patient Safety 
Huddle 
 

 Lead Consultant for 
Labour ward 

 Risk Midwife 

 Clinical lead Midwife 
 

Weekly ( or as soon as 
possible if immediate  
concern) 

Maternity patient Safety 
Meeting  

 All Consultants,  

 junior doctors:  

 Head of Midwifery (HoM);  

 Risk Midwife and  

 Midwifery staff 
 

Monthly (1st Weds) 

Labour Ward Meeting 
/Forum 

 All Consultants;  

 HoM;  

 Risk Midwife;  

 IT lead Midwife;  

 Clinical leads  

Monthly ( 3rd Tues) 

Perinatal Meeting   All medical,  

 Midwifery and  

 Paediatric staff. 
 

Monthly(2nd weds) 

Maternity Guidelines 
Committee  

 Lead Consultant/ 
anaesthetist;  

 HoM 

 Risk Midwife;  

Monthly (3rd Thurs) 
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Meeting type Invited attendees  Frequency 

 IT Lead Midwife 

 Practice Education 
Midwife;  

 Lead for Clinical 
Standards  

 
7.3.2 Weekly Safety Huddle  
 

Incidents are reported and updated on the Datix system following individual or multi-
disciplinary review. Lessons Learned are identified for inclusion in the monthly 
lessons learned slides and Quality Improvement & Information Board where 
appropriate  

 
7.3.3 Maternity Patient Safety Meeting  
 

Incidents are reviewed alongside any other patient safety updates and the presented 
to the meeting on a monthly basis. The agenda and minutes are circulated to all staff. 
Actions are then taken forward via meeting action log. 

 
7.3.4 Labour Ward Meeting/Forum  

 
Provides oversight of issues related to patient safety with particular attention to the 
labour episode, high risk cases and labour ward environment. The Maternity 
dashboard will be reviewed at this meeting to highlight any areas of concern. Action 
plans will be developed following discussion with the multi-disciplinary team. The 
dashboard will be presented to the LMNS every three months for external oversight, 
scrutiny and learning. Escalation will be through the Maternity and Neonatal sub 
Committee, Quality and performance committee and the trust board of which the 
Head of Midwifery reports directly to.  

 
7.3.5 Maternity Guidelines Group (MGG)  

The MGG is responsible for ensuring the policies and guidelines comply with national 
and Trust guidelines and are reviewed in a timely manner. The group will be informed 
by the clinical standards group of the need to amend policies and guidelines as a 
result of incident reporting and recommendations from national guidance.  

 
Once formulated or amended, the policies and guidelines will be disseminated to key 
individuals and the Maternity Governance Group for final ratification. Minutes of this 
meeting will be forwarded to the Clinical Standards Group (CSG) for Trust Board 
oversight.  

 
7.4  Co-ordination and Communication.  
 

• A Quality Improvement Information Board will be produced and updated a minimum 
of ten times per annum, and will be widely distributed to all areas within the Maternity 
Services. 

• Lessons learned and good practice slides are forwarded and visible to staff following 
the monthly M&M meeting.  
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• A fortnightly message of the week will be produced in conjunction with the Risk 
Management Midwife and Clinical Leads sharing good news and compliments, 
lessons from incidents/claims/complaints/audit. 

• A quarterly newsletter will be disseminated with the key learning and 
recommendations from that period. 

 
 
 
7.5  Staff Induction and Training  

 
All new employees in the Maternity Services are required to attend the Trust 
Induction training, which is supported and complemented by a flexible individualised 
maternity specific induction programme.  

 
Clinical risk/incident management teaching sessions provided for all staff during the 
Mandatory Training days.  
Investigation training is provided by the Trust Patient Safety Team to the relevant 
staff ups.  

 
8.  Linked Policies and Procedures  

 
All clinical staff within the Maternity Services has a professional responsibility for 
ensuring that they are familiar Maternity Services Trust policies, guidelines and 
standard operating procedures. Individuals producing guidelines or standard 
operating procedures will liaise with the Maternity Guidelines Group, which has 
overall responsibility for ensuring that guidelines and standard operating procedures 
are in line with current best evidence. All guidelines and standard operating 
procedures are available electronically via the Trust intranet. 

 
8.1  Clinical Audit and Notes Reviews  

 
8.1.1 The Maternity services has a 4 year rolling programme whereby all auditable 

standards of Standing Operating Procedures (SOPS) /Guidelines within the  service 
are undertaken and results available for all staff. 

 
8.1.2 Staff working within maternity are actively involved in the audit / notes review 

process. Formal audits are undertaken in response to a variety of internal and 
external indicators and prompts, which include the following:  
• Women’s experience  

• Confidential Enquiries  

• Current clinical practice  

• Professional bodies  

• Outcome of incidents and formal reviews including action plans and changes in 
practice  

 
8.2  Complaint and Litigation Reports  

 
Regular reports relating to complaints and litigation cases within maternity are 
presented to the Maternity M&M meeting. These reports are recognised as a useful 
resource in identifying trends and risks and are incorporated onto the risk register as 
appropriate. Changes in practice may be disseminated Consultant Obstetricians and 
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Gynaecologists and line managers, as well as via the Quality Improvement 
Information Board. 

 
8.3  PALS and Patient Experience  

 
Inform the maternity services of any concerns /complaints that may be received. The 
staff Facebook page is monitored and any concerning comments will be addressed 
by private message  

 
9.  Implementation of Maternity Risk Management Strategy. 
 
9.1 The implementation of this strategy will be achieved through: 

 Oversight and agreement of the Head of Midwifery, Clinical director and relevant 
stakeholders in this strategy with ratification through the Trust process – 
maternity guidelines sub-committee. 

 Annual review of strategy to assess any significant changes required to the 
strategy. 

 Strategy to be available on the maternity section of the Trust website and as part 
of the quality and corporate governance / Trust strategies. 

 Regular review of departmental Risks identified and recorded to ensure they are 
managed.  

 Sharing of the strategy and maternity risk elements at departmental / directorate 
meetings for shared learning. 

 Continuous development and review of maternity governance arrangements. 

 Providing risk management awareness sessions and various training packages to 
ensure all staff are aware of their responsibilities for risk management systems 
and processes. 

 Ensure local actions plans are completed in response to risks and incidents 
identified. 

 Ensuring lessons learned are regularly disseminated to all staff within maternity 
services, with the inclusion of an annual meeting to share the learning from all 
Serious Incidents through the previous year. 

 
10.  Monitoring of the maternity Risk management strategy. 
 
10.1 The outcomes below will demonstrate achievement of this strategy, and as such will 

be monitored during the implementation of this strategy:  

 The Trust’s progress against its strategic objectives 

 An improved Care Quality Commission (CQC) rating.  

 Assurance from internal and external audit reports that the Trust’s maternity risk 
management systems are being implemented.  

 Maternity risk management reports provided to the Trust board. 
 
11.  Associated strategies, policies and procedures  
 

 Trust Risk Strategy 2018-21 available from: 
http://intranet.iow.nhs.uk/Strategies/FileId/8654  

 Risk management Policy (2019) : 
https://www.iow.nhs.uk/Downloads/Policies/Risk%20Management%20Policy.pdf  

 Link to Datix page:   http://it-intranet/Incident-Management  

http://intranet.iow.nhs.uk/Strategies/FileId/8654
https://www.iow.nhs.uk/Downloads/Policies/Risk%20Management%20Policy.pdf
http://it-intranet/Incident-Management
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 How to complete a DATX  
http://it-intranet/LinkClick.aspx?fileticket=7hP7klaz91M%3d&portalid=0       

 Being Open and Duty of candour Policy:  
http://intranet.iow.nhs.uk/SI  

 Serious Incident(SI) Policy - 
https://www.iow.nhs.uk/Downloads/Policies/Serious%20Incident%20SI%20Policy
%20.pdf   

 Complaints Policy - 
https://www.iow.nhs.uk/Downloads/Policies/Complaints%20Compliments%20Con
cerns%20and%20Comments%20Policy.pdf  

 National Whistleblowing Policy (2016) : 
https://www.iow.nhs.uk/Downloads/Policies/National%20Whistleblowing%20Polic
y.pdf  

 
12. Disclaimer  

It is the responsibility of staff to check the Trust intranet to ensure that the most recent 
version/issue of this document is being referenced. 

DOCUMENT HISTORY 

Date of 
Issue 

Version 
No. 

Next 
Review 

Date 

Date 
Approved 

Director 
Responsible for 

Change 

Nature of Change 

April 
2020 

1 April 2023 13th May 
2020 

MCEG New Document 

June 
2021 

2 June 
2024 

17th June 
2021 

MCEG Minor word changes 
in line with the 
Ockenden Report 

June 
2021 

3 21st June 
2024 

21st June 
2021 

MCEG Minor word changes 

      

 
 

 

 

 

 

 

 

 

 

 

http://it-intranet/LinkClick.aspx?fileticket=7hP7klaz91M%3d&portalid=0
http://intranet.iow.nhs.uk/SI
https://www.iow.nhs.uk/Downloads/Policies/Serious%20Incident%20SI%20Policy%20.pdf
https://www.iow.nhs.uk/Downloads/Policies/Serious%20Incident%20SI%20Policy%20.pdf
https://www.iow.nhs.uk/Downloads/Policies/Complaints%20Compliments%20Concerns%20and%20Comments%20Policy.pdf
https://www.iow.nhs.uk/Downloads/Policies/Complaints%20Compliments%20Concerns%20and%20Comments%20Policy.pdf
https://www.iow.nhs.uk/Downloads/Policies/National%20Whistleblowing%20Policy.pdf
https://www.iow.nhs.uk/Downloads/Policies/National%20Whistleblowing%20Policy.pdf
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Organisational governance structure  
http://intranet.iow.nhs.uk/Home/Corporate/Board-Governance 
 
 

http://intranet.iow.nhs.uk/Home/Corporate/Board-Governance


 

 

Appendix 2: Maternity incidents trigger list – Risk Management /Datix  list October 2019 
 

Category Sub-Category 

Maternity - 
Anaesthetic 

Anaphylaxis 
Dural Tap 
Failed Intubation 
General Anaesthetic problem 
Delayed/missed action of abnormal vital signs (e.g. Sepsis Urine Output/High Temp) 
[Red Flag] 
ITU Admission 
Missed medication during an admission to hospital (e.g. diabetes medication) [Red Flag] 

Maternity-
Antenatal/ 
Postnatal 

Delay of 30 mins between presentation and triage [Red Flag] 
Delayed/missed action of abnormal vital signs (e.g. Sepsis Urine output/High Temp) 
[Red Flag] 
Late of un-booked women 
Low Postnatal HB <8g/dl 
Miss Diagnosis of antenatal screening test 
Missed medication during an admission to hospital (e.g. diabetes medication) [Red Flag] 
Mother transferred off island 
Postnatal Psychosis 
Readmission of mother 
Screening (Antenatal and New Born) 
Transfer to Labour Ward post delivery 

 
Maternity – 

Fetal/ 
Neonatal 

Apgar score <5 @ 10mins 
Baby born with PH <7 
Delay of 30 mins between presentation and triage [Red Flag] 
Fetal Lacerations at LSCS 
Incorrect plotting of SBR 
Misplaced Naso-or oro-gastric tube 
Missed medication during an admission to hospital (e.g. diabetes medication) [Red Flag] 
Neonatal 2222 
Neonatal Death 
Neonatal ID bands missing 
Neonatal Seizures 
Neonatal Septicaemia following PPROM 
Neonatal Transfer off the island 
Never Event – Misplaced Naso- or oro-gastric tube 
NICU closed 
Re admission of Baby 
Significant Severe infections 
Term baby admitted to NICU 
Term baby admitted to Transitional Care 
Undiagnosed Fetal Anomaly 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

3rd or 4th degree tears and damage to cervix 
Any other Obstetric incidents 
APH/PPH> 1500mls 
Baby Abduction 
Baby born on ward due to full Labour Ward 
BBA (Born before arrival) 
Cat 1 LSCS 
Cat 1 LSCS longer than 30 mins 
Cord prolapse 
Delay in availability of Anaesthetic 
Delay in availability of Midwife 
Delay in availability of Obstetrician 
Delay in availability of ODA 
Delay in availability of operating theatre 



 

 

Category Sub-Category 

 
 
 
 
 
 
 
 
 
 

Maternity-
Maternal 

Incidents/ 
General 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Maternity-
Maternal 

Incidents/ 
General 

Delay in availability of Paediatrician / ANNP 
Delay in delivery of 2nd twin that leads to adverse outcome 
Delay in Instrumental Delivery 
Delay in IOL due to high activity 
Delay in LSCS due to high activity 
Delay in MROP 
Delay of 120 mins between the admission for induction starting of the process [Red 
Flag] 
Delay of 30 mins between presentation and triage [Red Flag] 
Delayed / missed action of abnormal vital signs (e.g. Sepsis Urine Output / High Temp) 
[Red Flag] 
Delayed care (e.g. delay of 60 mins of washing / suturing) [Red Flag] 
Delayed or cancelled time critical activity (e.g. more than 75 mins delay in going to 
theatre for a Cat 2 LSCS) [Red Flag] 
Dis-impaction of fetal head vaginally at LSCS 
Dose missed or delayed of 30 mins [Red Flag] 
Drug Errors 
Eclampsia Fit 
Failure to act on abnormal test results 
Failure to carry out post-operative observations 
Five women in Labour Ward 
Full clinical examination not carried out when presenting in labour [Red Flag] 
GA performed for Obstetric procedure 
Home birth service cancelled 
Hysterectomy /Laparotomy 
Inappropriate model of care 
Intrapartum Stillbirth 
ITU admission 
Keillands Rotational Forceps 
Maternal 2222 
Maternal Death – other 
Misidentification of patients results / notes 
Missed medication during an admission to hospital (e.g. diabetes medication) [Red Flag] 
Near Miss  
Never Event – Retained Foreign Object post procedure 
No blood results filed 
Other Clinical Incident 
Planned home birth admitted to labour 
Pulmonary Embolism 
Return to Theatre 
Room 4 used for overnight stay 
Ruptured Uterus 
Second stage of labour >4hrs primip or >3hrs multips 
Shoulder Dystocia 
Significant birth injury 
Significant Severe Infection 
Staff contingence plan implemented 
Stillbirth >500g 
Trauma to bladder or other organs 
Unable to provide 1:2:1 care in established labour [Red Flag] 
Unavailability of health records 
Undiagnosed breech 
Unexplained maternal collapse 
Unplanned home birth/BBA 
Unsuccessful Forceps or Ventouse in room 
Venous Thromboembolism 
Women and baby in Dads(bereavement) room overnight 



 

 

Appendix 3: Maternity Patient Safety Meeting terms of reference / Agenda template 
 

ISLE OF WIGHT NHS TRUST MATERNITY SERVICES 

Patient Safety Meeting 

Terms of reference 
 
Date Valid from: April 2020 

 
Constitution  

 
Reported maternity specific Datix incidents are reviewed on a weekly basis and are identified by the risk 
management midwife. A weekly multidisciplinary review meeting will take place to review all incidents and 
select the criteria for presentation at the patient safety meeting. The weekly review meeting will be 
multidisciplinary to avoid bias. 
   
The meeting will be to review all reported Datix incidents, identify any themes or trends. Disseminate any 
lessons learned and also feedback where practice has been highlighted as a good standard as well as 
substandard. 
Membership 

 

Membership of the meeting  shall comprise: 
 

 Risk Management Midwife (chair) 

 Consultant obstetrician labour ward lead  

 Head / deputy head of midwifery  

 Clinical lead midwife labour ward 

 Community clinical lead midwife  

 Quality Advisor 
 
Wider engagement 
The meeting is an open meeting and all members of the maternity service are invited to attend. The 
expectation will be that all qualified / registered staff attends 3 meetings a year. 
 
An annual report will be provided to the trust board to compare out comes against national reports  
Attendance 

 
Other officers may be asked to attend by the Sub-Committee Chair. 
 
Quorum 

Will require 4 of the above members  
 
Members must always nominate a deputy to attend in their absence and deputies will be regarded as part 
of the quorum with full voting rights. 
Frequency 

 
The Group will meet on the first Wednesday of every month. This may be subject to change due to 
conflicting annual leave 
It is agreed that all members should attend a minimum of 4 out of the 12 monthly meetings per year.   
 
Incidents will be discussed up to the preceding Tuesday unless there is a specific incident that requires 
urgent discussion in the meeting. The agenda and papers will be prepared and circulated to committee 
members one week prior to the meeting. Minutes will be prepared and circulated to committee members, 
Patient safety subcommittee, Trust incident reporting group, Trust Executive Committee and made 
available via the Intranet. 
 
Authority 



 

 

 
The Maternity Patient Safety Meeting is a formal sub-committee of, and directly accountable to, the Trust 
Executive Committee. 
 
The primary duties and responsibilities of the Sub-Committee are to assure the Quality Committee of 

 

 Delivery of the ‘Safe’ domain priorities in the Trust’s Quality Strategy and Quality Accounts  

 Learning from serious incidents, thematic analysis of incidents, claims and inquests 

 Governance around the serious incident, incident management, Duty of Candour, claims and 
inquest processes 

 Continuous improvement or sustained high standards in core safety functions including but not 
limited to:  the deteriorating patient, sepsis, falls prevention, pressure ulcers, infection prevention 
and control, medicines management. 

 Review of Risk register and ongoing status. 

 Receiving reports from the Clinical Business Units on actions taken to improve patient safety and 
reduce avoidable harm 

 Disseminate lessons learned to the wider staff in the Maternity Service. 

 Informing improvement work in response to all of the above 
 

Reporting  
 

The Sub-Committee shall report to the Quality Committee on how it discharges its responsibilities on a 
monthly basis through a Chair’s report.  
 
The minutes/action notes of the Sub-Committee meetings shall be formally recorded and made available to 
all members. 

 
Administrative Support 

 
The Patient Safety Meeting shall be supported administratively by departmental admin support. 

  
Agenda papers will be circulated by the Friday before the meeting. However if a larger number of 
documents are due for discussion, the agenda may be sent out earlier to allow members time to read them. 
delete this line from final version] 

 

 

 

 

 

 

 

 

 

 

 



 

 

 
 

Maternity Patient Safety Meeting 
 

Meeting to be held on …….. 
1230 - 1330 - Venue: Maternity Classroom 

AGENDA 
 

No Time Agenda item Purpose Lead/s 
Enc/ 
Verbal 

PROCEDURAL ITEMS 

1. 
 Chairs Welcome - Confirmation of  

Quoracy 
Apologies –   

Information Chair Verbal 

2.  Minutes of last meeting Information Chair  

3. 
 Post Meeting Action Log – no new 

actions 
Information Chair  

                              CLINICAL INCIDENTS  

4. 
 Number and type of clinical incidents 

for the month 

Information/ 
presentation Chair  

5. 
 Serious incidents  update – no new SI 

/actions to complete 
Information Chair  

  CASE FOR PRESENTAION    

6.  No cases for discussion Information. Chair  

                               LITIGATION 

7.  Ongoing cases     

  CONCERNS/COMPLAINTS        

8. 
 

 New Complaints  
Concerns  
PMA feedback  

Discussion   

                              ASSURANCE/GOVERNANCE  

9. 
 

Guidelines meeting  May 20  Information  
 
 

                              RISK REGISTER   

10.   open risks on maternity register  update   

                              CLOSING MATTERS 

11. 
 Any Other Business  

 
Information Chair 

 

12. 
 

Next meeting  ……  2020  1230 -1330  
Maternity Classroom  

Information Chair 
 
Verbal   
 

 
 
 
 
 
 
 



 

 

Appendix 4: MCEG TOR and mins template 

 

Maternity services Guidelines Ratification Meeting 

Terms of Reference and Membership 
 
Date Valid from: December  

 
Constitution  
 
It has hereby resolved to establish a Sub-Committee of the Trust to be known as the Patient Safety Sub-
Committee (the Sub-Committee).  The Sub-Committee is a Sub-Committee of the Quality Committee and 
has no executive powers, other than those specifically delegated in these terms of reference. 
 
Membership 

 
Membership of the Sub-Committee shall comprise: 
 
Head of Midwifery 
Risk Midwife 
Lead LW Obstetric anaesthetist (Chair) 
Lead LW Orbs Cons (vice Chair) 
Middle grade orbs 
Clinical effectiveness lead 
Midwifery Guidelines lead 
 
Attendance 

 
Other officers may be asked to attend by the Sub-Committee Chair. 
 
Quorum 

 
A quorum for the Sub-Committee shall be 5 members, to include the Chair or Vice Chair, Clinical 
effectiveness lead at least 2 of the 5 committee members 
 
In line with Standing Orders 6.8 Electronic Communication, the meeting minutes must state whenever a 
member was in attendance via electronic communication.  In order for the meeting to be quorate the 
member must have been able to communicate interactively and simultaneously with all parties attending 
the meeting for the whole duration of the meeting, so that all members/attendees were able to hear each 
other throughout the meeting. 
 
Frequency 

 
Meetings will be held monthly and no less than 10 meetings will be held each year, however, the frequency 
may be varied in order to ensure that the Sub-Committee discharges all of its responsibilities. 
 
Authority 

 
The Sub-Committee has no executive powers, other than those specified in these Terms of Reference or 
otherwise by the Trust Board in its Scheme of Delegation.  
 
The Sub-Committee is authorised by the Quality Committee to investigate any activity within its Terms of 
Reference.  It is authorised to seek any information it requires from any employee and all employees are 
directed to co-operate with any request made by the Sub-Committee. 
 
Duties 
 



 

 

The primary duties and responsibilities of the Sub-Committee are to assure the Quality Committee of 
 

 To ensure that all guidelines are updated as per national and local guidance 

 To report activity to CSG annually 

 To all g 
 

Reporting  
 

The Sub-Committee shall report to the Quality Committee on how it discharges its responsibilities on a 
monthly basis through a Chair’s report.  
 

The minutes/action notes of the Sub-Committee meetings shall be formally recorded and made available to 
all members. 

 
Administrative Support 

 
The Sub-Committee shall be supported administratively by the Patient Safety Administrator, whose duties 
in respect of this include: 

  

 Agreement of agendas with Chair and attendees and preparation, collation and circulation of papers. 

 Encouraging attendance of those invited to each meeting. 

 Taking the minutes and preparing a report to Quality Committee in conjunction with the Sub-Committee 
Chair. 

 Keeping a record of matters arising and issues to be carried forward and ensuring that action points are 
taken forward between meetings. 

 Maintain an attendance register.  The completed register to be attached to the Sub-Committee’s annual 
report. 

 Arrange meetings for the Sub-Committee. 

 Advising the Sub-Committee on pertinent issues and areas of interest.  
 



 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

Appendix 5: Labour Ward Terms of Reference 
 

Labour ward Forum 

Terms of Reference and Membership 
 
Date Valid from: December 2020 

 
Constitution  

 
The monthly meeting will undertake and oversee all matters relating to labour ward activity, safety and 
environment  
   
The maternity dashboard will be reviewed and monitored for themes and trends  
Membership 

 

Membership of the Sub-Committee shall comprise: 
 
Consultant Obstetrician for labour ward  
Head of Midwifery (vice chair) 
Labour ward coordinators 
Practice development midwife  
Patient safety midwife  
Maternity Voices partnership  
 
Attendance 

 
All staff members are invited to attend  
 
 
Quorum 

 
A quorum for the meeting  shall be 4members, to include the Chair or Vice Chair,  
 
. 
 
Frequency 

 
Meetings will be held monthly and no less than 10 meetings will be held each year, however, the frequency 
may be varied in order to ensure that the meeting discharges all of its responsibilities. 
 
 
Authority 

 
The meeting has no executive powers, other than those specified in these Terms of Reference or otherwise 
by the Trust Board in its Scheme of Delegation.  
 
The meetings authorised by the Quality Committee to investigate any activity within its Terms of Reference.  
It is authorised to seek any information it requires from any employee and all employees are directed to co-
operate with any request made by the Sub-Committee. 
 
 
 
Duties 

 
The primary duties and responsibilities of the Labour ward meeting are to assure the Trust board  of 

 



 

 

 Themes and trends within the dashboard 

 Action plans pertaining to themes and trends  

 Review all high risk care plans  

 Monitoring of safety and staffing within the labour ward environment  

 Monitoring activity and acuity  
 

Reporting  
 

The meeting shall report to the Maternity and neonatal subcommittee on how it discharges its 
responsibilities on a monthly basis through a Chair’s report.  
 

The minutes/action notes of the Sub-Committee meetings shall be formally recorded and made available to 
all members. 

 
Administrative Support 

 
The meeting shall be supported administratively by the Patient Safety Administrator, whose duties in 
respect of this include: 

  

 Agreement of agendas with Chair and attendees and preparation, collation and circulation of papers. 

 Encouraging attendance of those invited to each meeting. 

 Taking the minutes and preparing a report to Quality Committee in conjunction with the Sub-Committee 
Chair. 

 Keeping a record of matters arising and issues to be carried forward and ensuring that action points are 
taken forward between meetings. 

 Maintain an attendance register report. 
 

 

  



 

 

Annual Business Cycle  
 

[insert dates of meeting]              

 Jan Feb Mar April May June July August Sept. Oct. Nov. Dec. Jan 

Learning from Incident Presentation              

Claims and Litigation Report              

Coroner’s Inquest report              

Patient Safety Alerts              

Serious Incident Report              

Safety Domain metrics report              

CBU Safety Presentation              

Safety Thermometer & actions              

Emerging safety issues              

Working Group escalation templates & 
minutes 

             

Feedback to Working Groups              

Key messages to CBUs              

Feedback from Quality Committee              

Escalation to Quality Committee              

              

              

Safeguarding Adults Report              

Safeguarding Children’s Report              

              

              

              

              

              

              

              

              



 

 

 

 

Labour Ward Forum  
Meeting to be held on xx/xx/xxxx 
at xx:xx am/pm to xx:xx am/pm 
Venue: Maternity Classroom  
 

AGENDA 
 

No. Agenda item Purpose Lead/s Enc/Verbal 

PROCEDURAL ITEMS 

1. Chairs Welcome and Apologies Information Chair Verbal 

2. 
Declarations of Interest Relating to Agenda 
Items 

Information Chair Verbal 

3. Minutes of the Meeting held xxx  Agree Chair A 

4. 
Matters Arising via the Post Meeting Action 
Log 

Information Chair B 

Dashboard  

5.     

Training Needs Anaylsis  

6. K2  Anne Gardner   

7 Compliance     

Feeedback from local and regional meetings  

8. Still birth review panel    

9 Intrapartum Network Meeting     

10 LMS    

11 Fetal Medicine Meeting     

12 Mat Neo     

Labour ward  

13 Remote access CTG  
Labour ward 
leads  

 

     

CLOSING MATTERS 



 

 

14. Any Other Business Information Chair Verbal 

11. 
Summary of decisions made and agreement 
of items for escalation to the Acute services 
board meeting  

Agree Chair Verbal 

12. 
Date and Time of Next Meeting: 
XxxL 

Information Chair Verbal 

 
Confirmation of Quoracy:  

A quorum for the Labour ward Forum  shall be [copy from terms of reference]  
 
Apologies received from: 

[insert any apologies for meeting] 
Circulation: 

 
Sub-Committee Members: 

[insert list of members of the Sub-Committee] 
Attendance: 

[insert any non members attending this meeting] 
Observers: 
[insert any non members observing this meeting] 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

Appendix 6: Weekly Patient Safety meeting: terms of reference 
 

Weekly Patient Safety Summit 
Terms of Reference 

 
1. Purpose 
 

The Trust Quality Committee has resolved to establish a weekly patient safety group 
known as the 'Weekly Patient Safety Summit’.  The group has responsibility to identify 
serious and moderate harm incidents and to ensure the Duty of Candour is managed, 
the report completed and approved and learning shared.  

 
2. Duties 

The main duties of the group are to: 

 Review all patient safety incidents causing moderate harm or above (excluding 
pressure ulcers). 

 Track the actions of all patient safety incidents causing moderate harm or above 
(including rapid review, 72 hour report completion, Duty of Candour, reflective 
statements, root cause analysis, actions taken, associated audits and learning) until 
request for closure is approved.   

 Review the completed Serious Incident (SI) and Amber (moderate harm and 
above)reports  

 Provide challenge and seek assurance from the Division and Specialty the key 
learning points from the SI and Amber reports are identified and the actions will be 
completed as per the action plan.   

 Confirm the severity and downgrade or increase where required; 

 Ensure Duty of Candour is implemented for moderate and above harm (Amber and 
Serious Incident); 

 Confirm level of investigation to be undertaken in accordance with the Incident 
Reporting and Management Policy; 

 Confirm if Never event; 

 Ensure any immediate safety concerns are managed to reduce the likelihood or 
severity or occurring again; 

 Review any Inquest where an incident investigation has not been undertaken to 
determine if a full investigation required; these are highlighted by the Legal Team 

 Consider concerns from a complaint that may not have been reported as an incident 
and determine the level of harm; 

 Discuss any identified bereavement concern raised by the family and determine level 
of action required; 

 Ensure learning shared across the trust and further work assigned to sub groups or 
core groups within the quality and safety committee structure. 
 

3. Membership  
Core membership shall comprise: 

 Director of Nursing  (Chair)  

 Medical Director ( Deputy Chair) 

 Deputy Director of Nursing 

 Head of Quality Governance 

 Care Group Directors/Clinical Director 

 Heads of Nursing for Divisions/Care Groups 

 Division / Care Group Leads or nominated deputies 

 Patient Safety Team 
 



 

 

Specialty Leads and other staff requested to attend as required to present/discuss 
incident or completed incident report. 
 

4. Chair 

The meetings will be chaired by the Director of Nursing or nominated Deputy, Medical 
Director or Head of Quality Governance. Serious Incident reports must be agreed at the 
meeting and signed off outside of the meeting by an Executive Director of the Trust 
Board.  
 

5. Quorum  

Quorum of the Committee shall be at least one member from each Division plus the 
chair. Fully briefed deputies should be sent in the absence of a core member and will 
count towards the quorum. 

 
6. Frequency 

Meetings shall be held weekly 
 
7. Authority 

The group is authorised by the Patient Safety Sub Committee to approve Serious and 
Amber (moderate harm and above) Incident reports and to confirm severity of incidents 
and the level of investigation required. 

 
8. Reporting arrangements 

The Chair of the group shall draw to the attention of the Patient Safety Sub Committee 
any issues of concern. Serious Incident and Amber reports will be shared within the 
Divisions and trust wide report produced for the Patient Safety Sub Committee. Key 
learning points will be highlighted to the Senior Leaders Forum.   
 

9. Notice of Meetings 
The weekly log and any reports for review will be circulated to the group every Monday 
(Tuesday on a bank Holiday) in preparation for the meeting on a Thursday. 
 

10. Conduct of meetings 
The meetings shall be conducted in an open candid forum to share learning and opinion 
with patient safety and experience at the core of the discussion. 
 

11. Notes of Meetings  

Notes of meetings shall be formally recorded by the Patient Safety team and recorded on 
Datix. 
 

12. Date reviewed 
 

The next review date for these Terms of reference is February 2020 
 

 

 

 

 

 



 

 

Appendix 7: Serious Incident oversight group (SIROG) - Terms of reference 

Serious Incident Review and Oversight Group (SIROG) 
 

To establish a group which will be known as the Serious Incident Review and Oversight 
Group (SIROG). The Group has no executive powers, other than those specifically 
delegated in these Terms of Reference. 
 
Purpose 

The purpose of the group is to provide oversight of and assurance to the Trust Board 
regarding the delivery of the Serious Incident Management process to ensure a robust 
process is in place for an investigation to take place and establish the facts of the case, and 
the learning from the incident.  
The group is established to provide Fresh Eyes to the process at two points during the cycle 
of the RCA prior to submission:-  

 Mid-point (circa 25 days) and 

 Final (within 50 days) 
These dates are set to ensure any further work can be undertaken within the agreed 
National reporting timelines. 
 
Duties 

Providing challenge and assurance that the Root Cause Analysis Reports (RCAR) are fit for 
purpose and robust to enable the learning to be clear and any cross-cutting quality and 
safety themes, to be identified and embedded across the organisation, allowing for 
appropriate intervention as required 
Providing oversight and assurance of the user and staff engagement to ensure appropriate 
actions are being picked up through the relevant sub-committees 
The committee receives the completed RCAR from the Divisions/Care Groups and with the 
Head of Nursing for the Division/Care Group agree that the report meets the required 
standard of learning and is ready to be submitted  
 
Membership 

Executive Director of Nursing 
Executive Medical Director 
Heads of Nursing for each Division/Care Group – or nominated representative 
Care Group Directors/Clinical Director 
Patient Safety lead for the Trust 
A quorum will be three members, to include at least one Executive Director 
 
Frequency of Meeting 

Meetings will initially be held weekly; when appropriate the frequency will be changed by the 
Chair of this group. 
Reporting Structure and Links 
The group will report to the Patient Safety Sub-Committee. 
The SIROG must closely align to the Weekly Patient Safety Summit (WPSS) 
 
Secretariat Support 

This will be provided by the Patient Safety Team. 
The Terms of Reference of the Serious Incident Review and Oversight Group shall be 
reviewed on a six-monthly basis. 
 
 
 
 
 



 

 

Appendix 8: Maternity Meeting Structure  
 


