Appendices
1. Terms of Reference (attached)
2. Clinical details of each case with reviewers’ comments
Appendix 2 contain the detailed case history of each individual cases and has been
redacted in full in order to maintain the duty of confidentiality to patients.

Division of Women & Childrens Services

CLINICAL REVIEW OF OBSTETRIC SERVICES AT BOTH NORTH
MANCHESTER & ROYAL OLDHAM HOSPITAL SITES
1. BACKGROUND
The Pennine Acute Hospitals NHS Trust has requested an external review of
the in-patient Obstetric services within the Trust in order to assess clinical
safety and effectiveness following a number of serious incidents. The review
will focus on both medical and midwifery standards and practice and make
recommendations for any areas where improvement is required.
2. TERMS OF REFERENCE

2.1 Structure and function of the review
2.1.1

Review current Obstetric services in-patient provision with regards
medical and midwifery cover

2.1.2

Review practices and operations on each site; determining areas of
weakness or inconsistency across the two sites

2.1.3

Review the communications within the Obstetrics teams – consultants,
other medical staff, midwives and support staff and advise if these are
optimal; or provide suggestions as how they could be improved.

2.1.4

To identify or suggest any further training requirements for the team.

2.1.5

To recognise areas of good practice

2.2 Clinical outcomes/indicators
2.2.1

2.2.2

To review current governance arrangements in place with regards to 

Incident reporting & investigation, action planning and lessons
learned



To review patient complaints, action planning and lessons
learned



Morbidity and mortality meetings



Risk assessments

To identify and areas of current risk in respect of clinical safety
providing recommendations in line with best practice
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2.2.3

To review any local audits undertaken; or recommend audits to be
carried out.

2.2.4

To review submission of data to national databases and registries,
and suggest if this can be enhanced.

2.2.5

To review outcome data for the service and individual clinician’s for
the last two years against relevant national indicators

2.2.6

To review any patient experience surveys available, or recommend
surveys to be carried out.

2.3 Specific Case Reviews
2.3.1

To provide a detailed review of the recent serious cases and advise
whether the RCA investigation was satisfactory, areas of concern
addressed in the action plans and changes arising from action plans
embedded and still in place.

2.3.2

To recommend any other specific cases that the reviewers identify in
the course of reviewing the terms of reference detailed above.

3. METHOD
The review group will undertake a site visit to meet with staff and determine
further information requirement
In the first instance a case note review of the serious cases leading to
adverse outcomes in the last 3 years will be undertaken, including an
evaluation of the action plans resulting from the case investigation.
Dependant on the findings of the case note analysis, the review group may
then be asked to undertake a wider study of practices, relationships and
clinical outcomes.
4. MEMBERSHIP
The review group will be made up of – Consultant Obstetrician and Head of
Midwifery from an external Trust.
5. AUTHORITY
The team is authorised by the Trust Chief Nurse to seek any information it
requires in order to fulfil its terms of reference.
6. REPORTING ARRANGEMENTS
To ensure the project is completed within the given timeframe producing an
interim and final report to the Chief Nurse. The initial draft report will be
written by the review group and subject to assessment by Divisional Director,
Clinical Director and Head of Midwifery for accuracy in first instance.
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The report will then be submitted to the Chief Nurse of the Pennine Acute
Hospitals NHS Trust. Access to the final report will be available to those
involved in the service as quality improvement within the local service will be
best delivered if the report is shared with relevant members of the
organization.
7. GOVERNANCE
The report will be advisory only. The responsibility for the governance of the
services remains solely with the Pennine Acute Hospitals NHS Trust.
The report will assess the Obstetric services and the supporting governance
and quality measures. It will not assess or report on individual performance or
competences within any staff group.

May 2014
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Addendum to main report 5th May 2015

Pennine Review
Addendum – Woman K
This additional report relates to a 10th case which was not included in the original review
but the external reviewers were subsequently asked to review.

The first eight pages contain details of the individual case and has been redacted in full in
order to maintain the duty of confidentiality to patients. The appendix has also been
redacted as it contains the full patient case history.

These comments are pertinent to this case.
The reviewers’ view is that:




Clinical risk assessment in labour was suboptimal in this case and may have
contributed to the poor outcome.
The lack of obstetric and midwifery leadership is evident in this case.
The root cause of this case must include a midwifery and obstetric failure to carry
out detailed and thorough risk assessments in labour, and to plan care accordingly.

Recommendations
The following recommendations made in our original report are pertinent to this case:
1. Staffing issues where safety is compromised must be appropriately escalated, and
must include involvement of the duty Supervisor of Midwives.
2. Managers must ensure that the process for escalating concerns is clear.
3. The process for employing and managing locum doctors should be reviewed.
4. All serious incident reports should be ‘quality checked’ before submission, to ensure
that the root cause clearly established.
5. Recommendations made by the serious incident review panel must by clear and
unambiguous.
6. Where individual failings have been identified, the reports must demonstrate that
training / educational needs have been considered.
7. Senior managers must ensure that training / educational needs are addressed where
leadership has failed.
8. Serious incident reviews must be signed off by a nominated senior manager from the
appropriate specialty.

Addendum to main report 5th May 2015

9. The directorate should ensure that all mandatory training is up to date for all
disciplines of staff, including record keeping and interpretation of CTG.
10. All available methods should be used to ensure that standards of documentation are
improved where necessary.
11. The Trust must be assured that a robust system is in place to ensure the regular and
timely review, implementation and audit of guidelines in accordance with Trust
policy.
In addition
12. Clinical risk management, both midwifery and obstetric, must be demonstrably
strengthened.
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