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SUMMARY REPORT 

TRUST BOARD (IN PUBLIC) 4 October 2018 Agenda Number: 14 

Title of Report NHS Resolutions Report on progress against the Clinical Negligence 
Scheme for Trusts (CNST) incentive maternity safety actions 

Accountable Officer Kim O’Keeffe Chief Nurse  

Author(s) Jane Urben, Interim Head of Midwifery  
Tunde Adewopo, Associate Director Women, Children and Sexual Health 
Services 
Mary Baulch, Associate Director of Nursing 
Clare Sizer, Patient Safety Midwife 

Purpose of Report To approve the maternity services revised submission  to NHS 
Resolutions after Trust Board Approval (7th June 2018) 

Recommendation  The Board is recommended to: 
• Approve the paper and the updated submission of evidence to NHS 

Resolution  

Consultation Undertaken to 
Date 

The following process of consultation has been followed:- 
Maternity Governance Group 
Divisional Governance Meeting  
Women and Children’s Divisional Board 

Signed off by Executive 
Owner 

Kim O’Keeffe, Chief Nurse                     1 June 2018 
                    28 September 2018 

Reviewed by Executive Team Trust Management Group 23 May 2018 
Reviewed by Executive Team Women and Children’s 

Divisional Board 
Chief Executives Cabinet 

Meeting 

29 May 2018 
 

1 October 2018 

Reviewed by Trust Board 
(where applicable) 

Trust Board  4 October 2018 

Date(s) at which previously 
discussed by Trust Board / 
Committee 

7 June 2018 

Next Steps A further update will be received by the Trust Board of Directors in 
November 2018.  

  

Executive Summary 
Two years ago the Department of Health (DOH) set a challenging ambition to halve the rates of stillbirths, 
neonatal and maternal deaths, and brain injuries that occur during or soon after birth by 2030. To make 
sure progress is quickly made, the DOH also set out an expectation of a 20% reduction by 2020.  In 
October 2016, the DOH published an action plan outlining a number of initiatives at national level, as well 
as practical action to build leadership at local level, to champion maternity services and support local 
teams.  
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In order to incentivise improvement in the delivery of best practice to achieve this ambition, NHS 
Resolution will be making a 10% (at least) reduction in the CNST maternity contributions of Trusts who 
are able to demonstrate compliance with 10 safety actions that have been agreed by the National 
Maternity Champions. 

At Royal Cornwall Hospital’s NHS Trust (RCHT) the maternity service is compliant with all 10 of these 
actions and a  process is in place to ensure ongoing compliance against all the key standards  
Following the Trust’s submission on the 28th June 2018 to the Clinical Negligence Scheme for Trusts, Royal 
Cornwall NHS Trust has been requested to provide further assurance against the following issues 
• The latest CQC rated RCHT as inadequate 
• There has been an increase in strategic executive information system (StEIS) reported never event 

from 0 to 2 from 2017 to 2018 
• Your Trust is an outlier for births qualifying for the early notification scheme criteria- observed 14 

from 2017- 2018 vs expected from national averages.  
 
The Trust Board of Directors is required to sign off the additional attached report prior to submission to 
NHS Resolution.  

 

Financial Risks Trusts that meet the required progress against all 10 maternity safety 
actions will be eligible for a payment of at least 10% of their contribution 
to the incentive fund. Trusts that do not meet this threshold should 
submit a completed action plan for each maternity action they have not 
met.  
Trusts may be eligible for a payment from the incentive fund to help 
them to make progress against one or more of the 10 actions. Such a 
payment would be at a much lower level than the 10% contribution to 
the incentive fund.  

Key Risks  Sustaining all 10 key safety actions to ensure both patient safety and 
remaining eligible to obtain the incentive funding to undertake / 
maintain actions identified. 

Disclosure Statement This report is supported by comprehensive evidence to support 
compliance with the required actions from NHS Resolution.  The 
evidence includes training records, staffing papers, guidelines and 
policies and minutes of meetings.  
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NHS Resolutions Report on progress against the Clinical Negligence Scheme for Trusts (CNST) incentive 
maternity safety actions 

 
1. Background 

Following the Trust’s submission on the 28th June 2018 to the Clinical Negligence Scheme for Trusts, 
Royal Cornwall NHS Trust has been requested to provide further assurance against the following 
issues 
 

• The latest CQC rated RCHT as inadequate 
 

o The Care Quality Commission has published its report on its inspection at RCHT in June 
2018. This inspection was to specifically review our progress against the Section 29a Warning 
notice it had issued in October 2017 which led to our hospitals being placed in special 
measures.  

o The CQC have reported that the trust had made significant improvements against the 
requirements in the warning notice and had fully met the requirements in surgery, maternity 
and outpatients.  

 
• There has been an increase in strategic executive information system (StEIS) reported never event 

from 0 to 2 from 2017 to 2018 
 

o We acknowledge that there has been an increase in Never Events reported from zero to two 
in Gynaecology. These have both been fully investigated with the actions completed.  

 
• Your Trust is an outlier for births qualifying for the early notification scheme criteria- observed 14 

from 2017- 2018 vs expected from national averages  
 

o We acknowledge that there are discrepancies in the number of cases reported to NHS 
Resolution in the initial board report. On the 21st June NHS Resolution contacted the Trust 
to inform us that there were 4 cases outstanding.  

o On investigation of these cases they were babies that had received a short period (6-8hrs) of 
passive cooling as opposed to the full 72hrs therapeutic cooling. As soon as this was 
highlighted the Patient Safety Midwife contacted the RCOG Each Baby Counts to clarify the 
criteria. It was confirmed that any baby that received any form of cooling for any period of 
time should be reported.  

o We proactively reviewed all of the cases for 2017/18 to ensure that we had fully reported. 
On review we identified the 4 cases highlighted and an additional 4 cases.  

o All qualifying cases were then reported to Each Baby Counts and NHS Resolution by the 26th 
June 2018; within the submission date of the 29th June 2018. 

o We have reviewed all cases reported and have completed a Serious Incident action plan to 
capture and address the learning. 

 

 



4 
 

 

2. Required Maternity Safety Actions  
 
The Trust is required to comply with the 10 key safety actions under the clinical negligence scheme 
for Trusts by answering the following questions and submitting robust evidence to support 
compliance.  

 
1). Are you using the National Perinatal Mortality Review Tool (NPMRT) to review perinatal deaths? 
 
2). Are you submitting data to the Maternity Services Data Set (MSDS) to the required standard? 
 
3). Can you demonstrate that you have transitional care facilities that are in place and operational to 
support the implementation of the ATAIN Programme? 
 
4). Can you demonstrate an effective system of medical workforce planning? 
 
5). Can you demonstrate an effective system of midwifery workforce planning? 
 
6). Can you demonstrate compliance with all 4 elements of the Saving Babies' Lives (SBL) care 
bundle? 
 
7). Can you demonstrate that you have a patient feedback mechanism for maternity services, such as 
the Maternity Voices Partnership Forum, and that you regularly act on feedback? 
 
8). Can you evidence that 90% of each maternity unit staff group have attended an 'in-house' multi-
professional maternity emergencies training session within the last training year? 
 
9). Can you demonstrate that the Trust Safety Champions (obstetrician and midwife) are meeting bi-
monthly with Board level champions to escalate locally identified issues? 
 
10). Have you reported 100% of qualifying 2017/18 incidents under NHS Resolution's Early 
Notification scheme? 
 

 
3. Conclusion 

The maternity unit has compiled sufficient evidence to submit to NHS Resolution in regard to the 10 
safety actions.  There is sufficient evidence of compliance with all 10 actions.  

 
4. Recommendation 

The Board is recommended to approve the updated submission of evidence to NHS Resolution. 
 

 

 
 


