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Key Issues Report 
Issues for referral 

 

Originating Committee/Group and meeting date: Quality and Patient Safety Committee maternity services deep dive – 13 November 2024  

Chair: Hussein Khatib, Non-Executive Director   

Lead Executive (as appropriate): Catherine Morgan, Chief Nurse, and Tim Leary, Interim Chief Medical Officer   

Agenda Item Details of Issue 

Approval 
Escalation 
Alert 
Assurance 
Information 

The Director of Midwifery was supported by colleagues, who talked through the presentation, providing a summary of provision 
including some specialist services not always delivered in a district general hospital, focussed on: 

• Community Midwifery Services including learning from outcomes and the support to vulnerable families enabled through a lower 
caseload; the smoke-free team and the intensive support package provided demonstrating a reduction of smoking in pregnancy 
and improved outcomes; the homebirth team, and several other teams including a Roma Advocate enabling families to engage. At 
Ipswich the service had been streamlined to provide enhanced care to areas of deprivation. Challenges remained regarding the 
estate for service delivery, ongoing funding for the smoke free team and sustainable funding for Midwifery Continuity of Carer 
(MCoC). Members reflected on the excellent range of services provided and the progress made on reduction in smoking, the 
difficulties of non-recurrent funding, and questioned the mapping of deprivation and those areas being considered for MCoC, the 
link with Integrated Pathways and the potential of shared provision, whether women from BAME backgrounds were included and 
women’s preferences for home/hospital birth. 

• Plans for the new community midwifery hub at Clacton and the antenatal clinic as part of the STAR (site transformation and 
redesign) programme. Numbers birthing at Clacton are currently low and the plan was to offer this service to the wider population. 
The outcomes were questioned for these stand-alone units and the Director confirmed that these units lead to better outcomes for 
women at low risk of developing intrapartum complications. 

• Triage Service, providing a level of care appropriate to clinical need, requiring assessment within 15 minutes of arrival. Members 
sought feedback from women and how this informs quality improvement projects, and the outcome of a patient safety investigation 

Assurance 
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with a request for this to be included in future reports to Committee. Parity for those coming through the Emergency Department 
pathways was also raised. 

• Transitional Care Services, with the focus on developing a business case. The approved staffing model was described and the aim 
to streamline care in one area on both sites to provide the same admission criteria. Space at Colchester is a challenge, critical to 
keeping mothers and babies together, and this was being progressed. The commitment is to become BAPM (British Association of 
Perinatal Medicine) compliant by spring 2025. Members welcomed the flexible model of care and questioned how the parent/father 
was taken account of to avoid separation, the QIS (Qualified in Specialty) differences between sites and the likelihood of achieving 
BAPM standards. It is important to de-medicalise care wherever possible and further information was sought regarding the 
measures to be considered to enable assessment of success. A QI (quality improvement) project had been registered, as well as 
assessment through CNST (the Clinical Negligence Scheme for Trusts).  

• ATAIN (Avoiding Term Admissions Into Neonatal Units) deep dive of Ipswich data. Most cases were unavoidable, the learning was 
described, how findings were disseminated to staff and services were changing. Members reflected on the skills of clinical staff in 
identifying those cases that were avoidable, and future reporting to Committee would update on the challenges. 

• Maternity Governance and ward to Board reporting, the claims scorecard, the new reporting of psychological harm and supporting 
women to process this, incidents by subcategory and the work with the patient safety team, compliments, complaints and the focus 
on communication as a recurring theme. Assurance was sought on inclusion of this Committee and the CNST subgroup, which 
would be reviewed, and how learning from litigation feeds in. All divisions would be invited to attend the Learning and 
Development Forum during the year. 

• Maternity Incentive Scheme, covering the reporting period to 30 November. Training has been well-scheduled with oversight 
through Divisional Board, learning relates to the timing of reports to enable a smooth transition from year 6 to year 7. On track to 
meet all 10 safety actions, with one area at risk relating to workforce planning and supernumerary status at the start of the shift, 
safety action 5, with the audit still to be completed. The two slides presented could not reflect the totality of the work undertaken, 
however, this gave a helpful summary of key areas. 

• Three Year Delivery Plan for Maternity and Neonatal Services, blending all previous national recommendations. Key themes are 
listening to women and families, to promote safer care; support the workforce to develop their skills and capacity; develop and 
sustain a safe culture and meet and improve standards and structures that underpin our national plan. The Director concluded that 
the aim is to bring together all elements into an overarching maternity and neon improvement plan.  

Members welcomed the extent of the presentation and questioned whether there was more to do to influence medical obstetric and 
other workforce elements. It was positive that a Deputy Director had been appointed, there was reflection on the national scrutiny, the 
Chair was assured on the positive work and the honesty was welcomed in highlighting the challenges. The work being done to ensure 
that services were as safe as possible was commended and the Director was thanked for her leadership.  

 
Escalation Support/decision required by reporting committee to resolve an issue within its remit  Alert Proactive notification of subject matter/risk that reporting committee is currently dealing 

with or mitigating which may require future action/decision  
Assurance Evidence or information to demonstrate that appropriate action is being taken within 

a reporting committee’s remit 
Information No action required. Reporting to update on discussion within a reporting committee’s 

remit 

 


