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Introduction

Background: The Patient Safety Incident Response Framework

The NHS Patient Safety Strategy (PSS) was published in July 2019 and describes the Patient Safety
Incident Response Framework (PSIRF) as a replacement for the Serious Incident Framework
(2015). This document is a fluid and living plan for how the Countess of Chester Hospital NHS
Foundation Trust will respond to its patient safety incidents. It should be read in conjunction with the
Trust’s PSIRF policy.

The Serious Incident Framework (2015) provided structure and guidance on how to identify, report
and investigate an incident resulting in moderate or severe harm or death. PSIRF, on the other hand,
is best considered as a learning and improvement framework with an emphasis on the system and
culture. One of the underpinning principles of PSIRF is to undertake fewer “investigations” and
deploy resource to improving systems and processes; this means taking the time to conduct
systems-based investigations by people that have been trained to do them.

This Patient Safety Incident Response Plan (PSIRP) sets out how The Countess of Chester NHS
Foundation Trust intends to respond to patient safety incidents over a period of the next 12 to 18
months from May 2025. The plan is not a permanent rule that cannot be changed, and we
acknowledge the challenge this fundamental shift in approach brings with it. As an organisation we
will remain flexible and consider all circumstances in which patient safety incidents occur and how
we can adapt to maintain the needs of the people affected.

The Patient Safety Strategy (2019) challenges everyone to think differently and undertake a new
learning approach when moderate, severe or fatal patient safety incidents are reported and what
that means for our organisation. The Countess of Chester will respond to maternity incidents by

following these principles:
P )
(% Q*‘J«. ‘—ﬁ

= Using system-based and human factors analysis
methodology to rigorously understand contributory
factors and systems issues.

= Focussing on addressing these factors and utilise
improvement sciences to prevent repeat patient safety
incidents and risks.

= Transferring the emphasis of quantity to quality of
learning responses such as PSlls to increase our
stakeholders’ confidence we are committed to learning
from perinatal incidents.

. . . . . ) 2+90=! B T 2o @O ‘0"” B ‘\4
= Working proportionately when responding to incidents, .7 CONTINUOUS ‘o
5 ]

so we may redirect valuable resource to focus on ZBHOVENENT S5

improvements to safety through targeted learning. " r(|
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Definitions
Table 1

Item

incident

Patient safety

 Definition
Is an event (clinical or non-clinical) which involves and may impact a patient

within an NHS organisation. It is an incident which has unexpectedly happened
or unintentionally occurred, this can be an act or omission of care and includes
near misses, which could have or did lead to patient harm.

Datix

Datix is an electronic incident reporting and risk management system. When
incidents occur, all staff are encouraged to report them on Datix, so we can
locally manage our incidents — identifying learning and improvement
interventions, identify and manage known risks and issues and pull out trends
and themes of incidents to inform systems-based quality improvement
initiatives.

StEIS

Strategic Executive Information System is a national reporting platform used to
report and monitor incidents where an in-depth individual investigation under
the patient safety incident investigation (PSIl) learning response is being
commissioned. It is expected the incident will be reported to StEIS within 48
hours of the incident being identified as requiring this level of investigation.
Incidents are reported and closed by the Integrated Care Board (ICB). This
platform will cease to exist when nationally the Learn from patient Safety
Events (LFPSE) is nationally embedded, the date is yet to be confirmed.

Learn From
Patient Safety
Events

LFPSE is a new national platform for reporting all incidents and has replaced
the Nation Reporting and Learning System (NRLS) and will also replace StEIS
in late 2025. The LFPSE platform is linked to all NHS organisations’ local
reporting systems, such as Datix, Ulysses and InPhase, where once submitted,
incidents can be viewed by NHS England, Integrated Care Boards and the Care
Quality Commission to extract local, regional and national incident data. This
data can facilitate theme and trend analysis. Senior leaders and governance
leads can access their own organisation’s data to perform system performance
and quality reports to their teams and executives.

Patient safety
incident
response
framework
(PSIRF)

PSIRF is a nationally mandated system all NHS organisations must implement
during 2023/24. This is a dynamic and fluid framework giving organisations
autonomy to respond to patient safety events and incidents in a more proactive
and resourceful way. This means we will appraise incidents quicker, usually
within the clinical area and with those involved to identify what happened, why
it happened and identify what needs to change or be improved to prevent it
reoccurring. These reviews are broadly grouped into what is known as Patient
Safety Reviews (PSR).

PSIRF Plan

Is a document that describes the highest recurring incidents, local and national
priorities and quality improvement programmes the trust has in place to
address these. It explains how we will respond to specific types of patient safety
incidents, including those nationally mandated.

PSIRF Policy

| s a document that reflects how we are implementing PSIRF and defines
responsibilities for employees.
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Learning
Response

With the introduction of PSIRF all NHS organisations are required to respond
to patient safety incidents differently. We will be less focussed on lengthy root
cause analysis investigation reports and will promote more emphasis on a
systems-based practical response to contributory factors to incident events, to
extract immediate learning. Learning responses will avoid blaming individuals
or teams although, this will not diminish accountability for practice.

Learning responses include:

DLR

Datix Learning Review: this is where a reviewer(s) appraise the
clinical notes and where necessary speak to clinicians involved in
care and add the response directly into Datix — answering 4
cardinal questions:

1. What was expected?

2. What actually happened?

3. Why was there a difference?

4. What has been learnt?
This can be used for no and low harm incidents

Swarm

This is a rapid response to an incident that is either unusual to the
service or has led to severe or fatal harm to a patient. The
purpose is to involve as many people as possible who were
involved in care to highlight what happened and extract immediate
learning to inform urgent actions and should be led by a senior
clinician. Ideally, it should occur within a few hours of the incident
and completed within 24 hours. The swarm document can be
utilised as a conduit to a hot debrief to avoid duplication.

There should not be a blocker to undertaking a swarm out of
standard office hours, even if all the information is not known. It is
acceptable to complete a hard copy of the swarm document, for it
to be transposed electronically the next working day typically by
the women and children’s quality governance team.

Any safety actions identified to secure safety should be
implemented immediately.

AAR

An After Action Review is a response to a moderate incident
which is led by a senior clinician (band 7 or above/ ST5 or above)
often the women and children’s quality governance team will lead
an AAR. The panel should include objective reviewers and those
involved in care — who wish to participate. Where including
clinicians involved in care is not practical or possible at the AAR
panel, their perspective should be sought before the panel through
an informal conversation — formal questions should be avoided. If
this is not possible a memory capture note is acceptable via email.
The patient or family should be contacted to request their
perspective and provide the opportunity to include their questions
in the response.
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PSili A Patient Safety Incident Investigation is an umbrella term used to
describe investigations that require a more in-depth individual
investigation or a full system analysis using safety engineering
methodology. Itis an extensive review of care/ systems leading up
to and including the incident and should be completed for incidents
that are unusual to the service, have caused moderate, severe or
fatal harm and/ or are part of the national or local priorities,
within this plan. It may be preceded by a swarm or AAR.

As with other learning responses the perspectives of those
involved, including the patient or family must be sought. It is
advisable for the patient or family to have a single point of contact
and this should be the lead investigator.

Proportionality is key in determining the depth and breadth of the
investigation following the initial PSR.

MDT Multi-disciplinary Thematic Review is an analysis of several
Thematic | incidents of the same nature, information is taken from previous
review learning responses, Datix and healthcare records. The outputs are

a report containing the findings presented as quantitative data and
qualitative information, including systemic tasks and systematic
issues as themes, which have contributed to the incidents.

There is no requirement to inform patients or families because this
should have been completed following the previous learning
responses and is a conduit to local improvements. A thematic
review can be used to collate learning from all levels of harm
incidents.

Audit This is a response similar to a thematic analysis where several
incidents are reviewed but considers the contributing factors,
interventions and impact to patient safety, post implementation of
change interventions, and preferably demonstrating
improvements. Audits are shared at specialty meetings with the
women and children division and learning disseminated to clinical
staff via training, team meetings and safety briefs.

An audit is ideal for repetitive incidents of no and low harm.

National &
local priorities

There are several national priorities set out from NHS England for NHS
organisations to execute the appropriate learning response. With exception of
maternity mortality incidents there has been no published guidance for other
perinatal incidents. Therefore, the Trust has determined its learning response
conditions, which are set out in this plan.

Safety |
learning

Safety | learning has been a historical method of understanding what went
wrong, it is a reactive style and is synonymous with negative connotations. The
NHS has an ambition to move away from a damaging blame culture. However,
it is important to understand, through a systems and human factors approach,
any lapses in care or acts which were inappropriate, for example. We share all
learning through several forums with the aim to make improvements to systems
and processes and mitigate risk.
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Safety Il
learning

This is a methodology to understanding why healthcare delivery processes are
successful and what supports how they are performed correctly. Therefore,
when something goes well, we share why it went well and promote practices
associated with that clinical event. This is a significant shift from focusing on
why they fail to encourage healthcare professionals in their provision of high
quality care.

Safety Culture

The collection of beliefs, perceptions and values that we all share in relation to
risks within the organisation. It incorporates:

= Continuous learning and improvement of safety risks
= Supportive and psychologically safe teamwork
= Enabling and empowering speaking up by all

Just Culture

A Just Culture refers to a system of shared accountability in which
organisations are accountable for the systems they have designed and for
responding to the behaviours of their employees in a fair and just manner.

The fair treatment of staff supports a culture of fairness, openness and learning
in the NHS by making staff feel confident to speak up when things go wrong,
rather than fearing blame. A just culture is supportive of system-based learning.

Organisational
learning
models

The process of building and transmitting knowledge across our organisation to
inform our actions. This can be local (single loop), divisional (double loop) and
pan-organisational (meta learning).

MNSI

The Maternity and Newborn Safety Investigations programme is part of a
national strategy to improve maternity safety across the NHS in England. It was
formally known as the Healthcare Safety Investigation Branch (HSIB). The
purpose of MNSI is to carry out independent investigations of notifiable
maternity incidents. The criteria mirrors that of the ‘Saving babies’ Lives: care
bundle - version 3. Incidents are notified to MNSI by the Trust, MNSI then
assess the incident and if accepted, undertake the investigation. Therefore, the
Trust are no longer responsible for completing a PSII learning response. We
will however complete a swarm following any incident meeting their criteria, for
immediate learning.

Further information is available here: Home (mnsi.org.uk)

Early
Notification
Scheme

When a maternity incident is reported to MNSI it may also be required to be
reported to NHS Resolution. The Early Notification Scheme (ENS) is part of the
Clinical Negligence Scheme for Trusts (CNST) and hosted by NHS Resolution
(who manage negligence claims on behalf of NHS organisations). The Early
Notification Scheme is designed to identify potential negligent maternity care,
specifically around brain injuries at birth, and award compensation earlier than
what has historically happened — on average a brain injury claim typically took
11 years to settle. The aim of ENS is to settle a claim within 3-4 years. Further
information is available here: Early notification Scheme - NHS Resolution
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https://www.mnsi.org.uk/
https://resolution.nhs.uk/services/claims-management/clinical-schemes/clinical-negligence-scheme-for-trusts/early-notification-scheme/

MBRRACE-UK

Mothers & babies: Reducing Risk through Audits & Confidential Enquiries-UK.
The main purpose of MBRRACE-UK is to conduct robust national surveillance
and investigate the deaths of women and babies who die during pregnancy or
shortly after pregnancy in the UK. By investigating these deaths, MBRRACE-
UK hopes to prevent similar deaths or serious complications in the future. In
this way, MBRRACE-UK aims to support the delivery of safe, equitable, high-
quality and patient-centred maternal, newborn and infant health services.

PMRT

Perinatal Mortality Review Tool. The fundamental aim of PMRT is to support
objective, robust and standardised local reviews of care when babies die. This
is to provide answers for bereaved parents and their families about whether the
care that they and their baby received was appropriately safe and personalised
or whether different care may have changed the outcome. The second, but
nonetheless important, aim is to ensure local and national learning results from
review findings to improve care, reduce safety-related adverse events, and
prevent future baby deaths.
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Our vision and values

Our Vision: The Trust has introduced its culture and civility pocket handbook
to all its employees, which strengthens the expectations of our
values and sets out everyone’s responsibilities to be kind and
We will improve the respectful to patients and colleagues.
lives of our
community and

provide excellence in
healthcare, through Chester Hospital

partnership and
innovation.

CULTURE & CIVILITY

Pocket handbook

Our values:

@

o Safe: avoiding harm and
reducing risk to all

¢ Kind: considerate and
non-judgemental

o Effective: consistently
maximising resources to
deliver excellent and hlgwr Y.
reliable care. FIVE YEAR STRATEGY

CI IV\COYpOYa‘Ing our
/ ) Maternity Services Strategy.

The women and children’s five year
strategy was launched in April 2024,
and it aligns to the Trust vision and
values. Over the course of the
strategy 2024-2029, our goal is to
exceed national safety targets and
metrics.

The Women & Children
Divisional vision:

To be the services of choice for
women and children’s healthcare
in the Northwest, providing
exceptional and safe services to
patients and their families in an
outstanding facility.

Our ambition:

We want to achieve a CQC rating of
good, with outstanding elements
during the strategy period, and work
collaboratively with system partners
to ensure our patients are cared for
in the most appropriate place and
receive high quality care.
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Maternity Services at the Countess of Chester Hospital

Maternity services at the Countess of Chester
Hospital NHS Foundation Trust are provided in
hospital and community settings. Pregnant
women are booked into our services by a
midwife either in the antenatal clinic, in a
community healthcare establishment, such as
GP surgery or health centre or at home.

All women are risk assessed at booking, and a
plan of care discussed with them to determine
if they will have midwifery or consultant lead
care or a blend of shared care between
midwives and obstetricians. Further risk
assessments are undertaken when there is a
change to their needs, for example developing
gestational diabetes.

Welsh Interface

Given Chester is so close to the England/
Wales border it is expected many Welsh
women will choose to use our maternity
hospital services. The care we offer Welsh
patients is limited to hospital services and they

We are committed to working closely with
Welsh system partners to share identified
learning through the PSIRF process. It may
well be we recognise some variations in
incident management processes, which we

Scope

This perinatal patient safety incident response
plan (PSIRP) is specific to patient safety
incident responses conducted solely for the
purpose of learning and improvement across
the Countess of Chester Hospital NHS

Care in hospital is provided in several areas in
the women and children’s building most
notably in the following clinical areas:

Antenatal Clinic

Community midwifery team

Labour ward (including midwifery led
birthing rooms)

Antenatal and postnatal ward
Maternity Assessment Triage Unit
Ultra sound scan department
Maternity theatre (emergencies)
Main theatre (elective births)
Neonatal Unit

Neonatal Community Outreach Team

K/ K/
RS X4

5

*¢

X/
L X4

X3

2

X3

2

X3

2

/7
L X4

/7
L X4

/7
L X4

have access to all the services listed above —
same as English women.

Welsh patients have community midwifery
care afforded to them by their local Welsh
healthcare provider. Welsh patients

are able to share with our women and children
divisional governance team and senior
maternity leaders to streamline and effectively
share learning to and from over the border.

Foundation Trust’s maternity services. This
includes healthcare provided to mothers and
babies [and fetuses] during pregnancy and up
to 28 days following birth.



Responses under this plan follow a systems-
based approach called SEIPS (System
Engineering Initiative for Patient Safety)
(Guidance C). This recognises that safety is
provided by connections between components
of the system and not from a single
component. However, it is important to include
the human interaction with the systems
(human factors) — this is a risk which is
tolerated in healthcare, and it is with our gift to
lessen the risk as much as possible through
learning such as thematic analysis. Although
reviews of care must not focus on an individual
or team where human error stated as the
cause of an incident, but learning can be

Responses included in this plan:

= After Action Review (AAR)

=  Swarm

= PSI

= Multi-disciplinary thematic review
= Review form in Datix

Our safety culture

The Countess of Chester Hospital NHS
Foundation Trust’s approach to patient safety
incidents has significantly changed since
February 2024, when we implemented PSIRF
across the Trust in a staged rollout. Several
new meetings and processes were introduced

2025 Patient Safety Incident Perinatal Response Plan v1

highlighted around human factors to mitigate
risks. This is in line with a just and being fair
culture.

This year we will be inputting our learning of
current and some historical moderate
incidents recategorised to low harm, directly
into Datix to support data retrieval for audit
purposes. The data will answer the four
cardinal questions of PSIRF and support
leaner reviewing of patient safety incidents so
we may concentrate on turning learning into
system, process and practice improvements
and strengthen our patient safety culture.

Investigative processes NOT included in
this plan, but not limited to:

» Clinical negligence claim handling

e HRdisciplinary hearing

e Coroner’s inquest

e Mortality reviews

e Complaints & concerns (outside of an
incident)

e Freedom to speak up

* Professional misconduct

However, this is not to say we would not
share some or all of the patient safety
response learning and improvement
workstreams if requested.

to ensure appropriate governance, and
divisional and executive oversight was
embedded. There has been a notable culture
change in our approach to learning from
incidents and strengthening patient safety.
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The women and children’s division
implemented PSIRF on 1 March 2024. As a
maternity service we endeavoured to
embrace the new way of working and as such
have amended the original AAR template to
create incident specific templates, such as
postpartum haemorrhage and shoulder
dystocia to promote proportionate working.

The Trust has one patient safety specialist,
and their training has driven further
developments our learning templates to

include both safety | and safety Il learning
using SEIPS methodology. We recognise a
robust safety culture requires several factors
to underpin its strength, including openness,
transparency, psychological safe spaces and
systems-based learning. The maternity
services have worked hard over the last year
to embed this philosophy, and our confidence
is growing that we have created a culture of no
blame where staff are comfortable and
empowered to report safety incidents, near
misses or risks to patient safety.

Engagement with those involved or affected by incidents

There is a notable evidence base, from
national NHS reports which emphasise the
importance of engaging with patients, families
and staff following a patient safety incident and
involving them in subsequent investigations.

The Patient Safety Incident Response
Framework (PSIRF) clearly identifies the
requirement to undertake considerate and

2025 Patient Safety Incident Perinatal Response Plan v1

proportionate learning responses to patient
safety incidents. This ensures meaningful
learning and improvements can be achieved,
underpinned by supportive systems and
processes to prioritise compassionate
engagement and involvement of those
affected.

Page 12 of 31



In line with statutory and professional duty of
candour requirements, being open about our
mistakes and involving people in our learning
responses further supports the principles of
openness, fair accountability and learning.

The learning responses generated following
incidents, as part of PSIRF, must be aligned to

Patient experience

The Trust has launched its Patient and Family
Experience Strategy, it focusses on patient
feedback, patient  co-design, patient
engagement and patient information. Patient
and family experience and expectations are
important to us and the strategy describes its
commitment to listening to service users at the
Trust. A communications plan is in place to
support awareness and delivery of the plan in
all services.

An action, set to support the delivery of each
step of the vision, from corporate services has
been agreed. All service specialities are

2025 Patient Safety Incident Perinatal Response Plan v1

the principles in table that aim to reduce risk,
associated harm and promote a culture of
sympathetic engagement and support for all
those involved in patient safety incidents. We
have developed these further to describe what
they should look like in practice. They are
applicable to anyone involved in or affected by
a patient safety incident.

developing a local action plan to support the
delivery of the vision and will be visible in all
areas across both sites of the Trust.

A vision for patient and family experience has
been developed for maternity services with
corresponding actions sets. For perinatal
services this means personalised care and
choice during pregnancy, birth and afterwards.
We will report progress and outcomes against
each step at the perinatal assurance and
improvement board and the divisional
governance meeting.
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Jown experience

our maternity unit

in

f

CHOOSING WELL

WA | e overed |

INHS

Countess of
Chester Hospital

NS Foundateon Trust

PERSONALISED
CARE EDUCATION BIRTH

corwd bor* \ \\\\ 4 //
Principle What this means in practice
Compassionate | The term engagement describes everything an organisation does to
engagement communicate with and involve people affected by a patient safety incident
and and include them in the learning response to that incident.
involvement Compassionate engagement describes an approach that prioritises,

understands and respects the needs of people who have been affected by a
patient safety incident.

We will think about what we are going to say and how the other person may
be feeling in order to prepare how we respond. When sharing information we
are honest, compassionate, respectful and empathetic — recognising the
gravity the situation, the individual, and provide ample opportunity for the
person/ people to speak.

We will actively seek to engage with patients, families, and healthcare staff
to ensure their input is included in the learning response and develop a
shared understanding of what happened.

Involvement is part of wider engagement activity but specifically means we
enable patients, families, and healthcare staff to confidently contribute to a
learning response.
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Those affected
are heard

Active listening is a real skill — we will not be tempted to interrupt; we will be
prepared to answer questions but equally be prepared to say we currently do
not know and we will seek the most appropriate person to answer them.

We will repeat back information we receive, clarifying our understanding and
avoiding confusion. We will act on patient and family concerns and are
appreciative of both negative and positive feedback using this to manage
mutual expectations and share relevant information timely.

Apologies are
meaningful and
Information is

We will be specific about what we are sorry for i.e. the medication error.
It is important to pay attention to the conversation — where it is leading,
appreciating that the patient or family are the priority during the meeting - it

honest will take as long as it takes, we will not rush them.
We will not be or appear to be defensive — we will keep to the facts of what
we know and will never assume anything.

Approach is We will ensure we are communicating with the correct person(s) and we will

individualised

extend this with everyone who the patient or family request to be involved.
This can include, but not limited to, the documented next of kin, parents,
children, siblings or wider family or carers, ensure you have checked their
name/ preferred named and pro-nouns.

We will adapt our language and communication skills to each individual and
not assume whoever we are talking to will understand the situation,
specifically medical terminology or how they will respond. We will explore
their expectations and their understanding of what has happened.

Timing is
sensitive

We will execute our professional judgement to ensure we contact you at the
most appropriate time by putting ourselves in the patient and family’s shoes.
It is important to understand patient, family and staff perspectives, while still
fresh in peoples’ minds, timing and structure needs to be considered to
ensure prompt learning and sharing of information. For patients and families
we will try to avoid milestone dates such as birthdays, Christmas and
anniversaries.

Open and
collaborative

We will talk to people at an early stage and on an ongoing basis, to
understand from their perspective what has happened, what can we learn
about how it occurred and what may be required to prevent a recurrence.
When things go wrong, we will inform those affected as soon as possible or
practical. We will respond honestly to concerns raised by patients and
families and the concerns we may have identified. We will share what we
know has happened and what we are doing about it.

We will ask how patients and families wish be involved and agree how and
when we will share the information we have.

We will be open, cooperative and accessible from the start; sometimes this
is not always easy to do due for a number of reasons, including fear of blame
or litigation. But we will empower our staff to be open to foster improved trust
and equal, collaborative relationships.

Guidance and
clarity are
provided

We will be very clear about what we can and cannot do, how we do things
and what will happen next, using plain language. We will signpost patients,
family and staff to appropriate support systems internal and external to the
trust.
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Subjectivity is It is recognised there is sometimes variation in lived experiences and
accepted recollections by different people present or involved in healthcare incidents.
We will respect staff, patient and family experiences - no one truth is
prioritised over the other. We will discuss and share what we know truthfully
from health records and staff reflections.

Fair We will work to foster a strong just culture, where people are supported to be
accountability open about errors or lapses in care, so we can enable requisite steps for
improvements, at all levels in the organisation.

We do not blame people for any acts or omissions which may have
contributed to a patient safety incident.

As an organisation we all have a responsibility to speak up about safety
concerns and be accountable for our actions. We ensure our Freedom to
Speak Up processes facilitate safe spaces to discuss incidents without fear
of blame or repercussions.

Our leaders are supported through education, guidance and policy design to
ensure they practice in line with Just Culture principles.

Learning and We are committed to undertaking a systematic, long-term method to improve
continuous the quality of patient treatment and outcomes. We share knowledge and
improvement systems based learning across the organisation, regionally and across

nationally, if appropriate. It is within our gift to design changes to how we
provide high quality effective and safe care that will be sustained over time.
Through trust wide collaborative conversations, we have identified several
clinical priorities to improve outcomes and experiences for our patients. We
design ways to measure the impact of our improvements, so we can
communicate demonstrable progress and celebrate effective learning.

We involve service users and families to share their insights with us, through
formal and informal platforms, ensuring their voice is always heard.

Strive for equity | We will maintain consistency and equity in the application of appropriate
learning responses and sharing of learning.

We will treat people with respect and understand their needs to ensure they
are not disproportionately treated, in line with the trust’s equality and diversity

policy.
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Defining our patient safety profile

To develop a perinatal PSIRP that reflects
what happens in the maternity services at the
Countess of Chester Hospital NHS
Foundation Trust, in terms of patient safety
incidents, we need to define our patient safety
incident profile. In 2023, a profile of all
incidents across the Trust was conducted in
preparation for creating the initial PSIRP. In
terms of volume of patient safety incidents
maternity incidents were much lower than
urgent and planned care divisions. However,
impact to some of our patients was significant
which is reflective of the maternity national
priorities.

We have analysed our perinatal incidents from
1 March 2024 to 28 February 2025, this
represents a completed year of responding to
incidents using PSIRF principles. This data
has informed and defined our clinical priorities
for the next year. We will review the coming
year's perinatal incident data to determine
further priorities.

Graph 1

Incidents by Specialty and Actual
Harm
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We had a total of 1051 patient safety incidents
during the specified period, graph 1
demonstrates the incidents by harm level and
clinical specialty. There were 117 moderate
incidents reported, the top three incidents are
shown in graph 2. Eight severe or catastrophic
incidents were reported, two were PPHs
where the women required intensive care
admission. The remaining six were intrauterine
deaths and one neonatal death.

Athematic analysis of 40 PPHs >1500mls was
completed in December 2024. Several themes
were identified and learning from this learning
response was circulated to clinicians
(obstetricians, anaesthetists and midwives) in
the form a ‘6 steps to reducing PPH’ poster.
Going forward we will monitor through ongoing
audit and measure our success against
regional and national rates per 1000 births.

Graph 2

Top 3 Obstetric incidents
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Graph 3 shows the modes of delivery at the Countess of Chester for 2024/25, data is taken from
NHS England. This evidences as many caesarean sections are undertaken as spontaneous vaginal
birth. Operative delivery carries higher risk of complications and these statistics warrant a deep dive
to understand if it is possible to identify interventions to mitigate the risk to our maternity patients.
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Graph 3
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We are currently capturing data on protected characteristics for moderate and above harm incidents,
which we report to PAIB, Safety Champions and divisional governance committee.

Our Patient Safety Incident Response Plan
National requirements

NHS England have set out several national maternity priorities and stipulated guidance on how
maternity care providers should respond to such clinical events. Most notably the majority of the
priorities relate to mortality incidents, these require mandatory external reporting as detailed below.

Table 2 presents these national priorities and suggested responses to specific maternity incidents.
The responses include national reporting requirements, such as Mothers and Babies: Reducing Risk
through Audits and Confidential Enquiries across the UK (MBRRACE-UK); the Perinatal Mortality
Review Tool (PMRT); Maternal and Newborn Safety Investigations (MNSI); and NHS Resolution
(NHSR).
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Table 2

Incident type Required response

Maternity and neonatal incidents meeting MNSI criteria, | MNSI investigation and:
including:

= Term babies (>37+0 week)with the following outcomes:
= Intrapartum still birth MBRRACE-UK & PMRT
= Early neonatal death MBRRACE-UK & PMRT

Potential severe hypoxic brain injury (excluding injury | NHS Resolution via MNSI
known before birth)
= Maternal death MBRRACE-UK

All fetal losses meeting MBRRACE-UK criteria (>22+0 weeks), | MBRRACE-UK & PMRT
excluding terminations and neonatal deaths

Deaths, more likely than not, due to provision of care PSII led by the Trust

Deaths of persons with learning difficulties/ disabilities Learning Disability Mortality Review
(LeDeR)
PSII maybe required with agreement of
LeDeR panel

Safeguarding incidents PSII led by the Trust

Incidents in NHS screening programmes PSII led by the Trust

The above incidents will also require a swarm to identify immediate learning and potential
improvements for the perinatal services provided at the Countess of Chester Hospital NHS
Foundation Trust.

Local priorities

Following a review of maternity incidents at The Countess of Chester Hospital NHS Foundation
Trust over a one year period the maternity service senior leaders have determined the following
incidents will be a priority to reduce harm in terms of volume and the impact to our patients’
outcomes.



During 2023/24 The Countess of Chester Hospital had 1901 live births and six antenatal stillbirths
(>22 weeks), the six stillbirth incidents had an immediate swarm or AAR and are also reviewed

through the Perinatal Mortality Reporting Tool.

Postpartum haemorrhage

The service has been a regional outlier for
postpartum haemorrhage (PPH) in 2023 and
2024, despite introducing best practice, such
as OBS Cymru, and a year on year reduction
in numbers. The national incidence rate of
PPH is around 30 per 1000 births. At the
Countess of Chester our rate over the last year
was 20 per 1000 births. A thematic analysis of
40 PPHs was conducted in 2024, representing
six months of data. Several themes were
identified, such as timing of oxytocic
medication being administered in relation to
the birth of the baby; lack of antenatal risk
assessment and proactive preparation for
birth, including mode of delivery; and accurate
measuring of blood loss. As a result of
completing after action reviews for all PPHs
between 1 March 2024 and 28 February 2025,
we have not identified any new learning from
these incidents. In order to work
proportionately and focus valuable resources
in converting learning into improvements we
must reduce the number of AARs we
undertake.

Shoulder dystocia

Similarly, the learning themes extracted from
shoulder dystocia AARs revealed diagnoses of

2025 Patient Safety Incident Perinatal Response Plan v1

shoulder dystocia being made too soon and
corrective manoeuvres not being attempted
for the requisite duration (30 seconds each).
Although, they were performed correctly. A
lightning learning poster was shared in April
and August 2024, reminding midwives and
doctors to await completion of the contraction
following birth of the head and complete each
step for 30 seconds, the aim being once a
shoulder dystocia has been identified we
create a calm and safe environment to
facilitate reducing potential harm. This
returned a result of no shoulder dystocias for
the months May, August and September. No
new learning has emerged since, which
means we are presented with an opportunity
to reduce resources in responding to shoulder
dystocia and focus on system, practice and
process improvements to reduce our rates
further.

Obstetric anal sphincter injury (OASI)

Throughout the year we have seen some
peaks of OASI| incidents with both
spontaneous vaginal and instrumental
deliveries conducted by midwives, student
midwives and resident doctors in training. The
rate of OASI at the Countess of Chester is
1.9%

The overall incidence of OASI in the UK is
29% (primigravid women 6.1% and
multiparous women 1.7%), which means we
are below the national rate. The time and
resource required to complete After Action
Reviews (AARs) is not proportionate to the
limited new learning gained. The maternity
service has a dedicated pelvic health midwife
who supports women with Obstetric Anal
Sphincter Injuries (OASI) and delivers ongoing
teaching sessions to embed best practice.
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Stillbirth and intrauterine death

The stillbirth rate at the Countess of Chester
for the period 1 April 2024 to 31 March 2025
(inclusive), is 3.16 and is below the national
stillbirth rate of 3.9 per 1,000 births in 2022 and
2023. The Trust continues to prioritise fetal
loss as a local priority based on the
Department of Health and Social Care 2017
ambition to reduce stillbirth by 50% by 2025.
We are achieving lower rates through the
Saving Babies’ Lives version 3 (SBLv3)
bundle. All fetal losses >22 weeks are
reviewed through the PMRT process, but local
immediate responses will continue as detailed
in table 3.

Therapeutic Hypothermia

Babies born in poor condition and require
increased and lengthy life  support
(resuscitation) at birth are at increased risk of
developing brain damage, which is called
Hypoxic Ischaemic Encephalopathy (HIE).
HIE occurs in 1.0 to 3.5 per 1000 live births in
the United Kingdom (BAPM, 2020). During

2024/25 there was one baby, which received
therapeutic hypothermia for potential HIE at
COCH equating to a rate of 0.5 per 1000
births. Although, HIE was not diagnosed within
seven days of birth.

Therapeutic hypothermia does not prevent
Hypoxic-lschaemic Encephalopathy (HIE);
rather, it is a treatment aimed at reducing the
severity of long term brain injury after HIE has
already occurred. The hypothermia should
commence within six hours of birth and last for
72 hours.
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The learning we have gathered over the last year supports further improvements are feasible.
However, this requires us to work leaner when we are responding to clinical events, which
will facilitate a focus on implementing innovative solutions to systems learning and having
a proactive approach to prevention of such clinical events.



Table 4 outlines our plan to respond to specific perinatal incidents, how we will categorise them, who should be involved in the learning response
and the timescale for completion and closed on Datix.

Table 4
Incident Harm level Response Reviewers office hours Out of hours reviewers Timescale
Postpartum Low DLR Senior Midwife <28 days
haemorrhage Resident Doctor (working days)
(PPH 1,500-2,999mls)
PPH >3,000mls with Moderate AAR Senior Midwife <28 days
» admission to HDU — Obstetric Consultant
level 2 care
PPH >3,000mls with Moderate AAR Senior Midwife <28 days
= admission to ITU for Obstetric Consultant
level 3 care Obstetric Anaesthetist
PPH >3,000mls with Swarm Head/ Director of Midwifery Obstetric Consultant <24 hours
= admission to ITU for Risk & Safety Midwife Anaesthetic Consultant (present @
level 3 care PSII Senior midwife CLS Coordinator following
= and emergency Obstetric Consultant Midwife involved FSOM, after
hysterectomy Anaesthetic Consultant ST resident Doctor off) 9
Paediatric Consultant Theatre representation
Shoulder dystocia DLR Senior Midwife <28 days
(baby born in good Resident Doctor
condition)
Shoulder dystocia Low DLR Senior Midwife <28 days

(no injury, resuscitation to
infant & NNU)

Obstetric Consultant




Shoulder dystocia Swarm Risk & Safety Midwife Obstetric Consultant <24 hours
(injury, resuscitation to Senior Midwife CLS Coordinator
infant & NNU for cooling) MNSI* Obstetric Consultant Midwife involved 6 months
ENS* Paediatric Consultant ST resident Doctor
StEIS
3 degree tear Low DLR Senior Midwife <28 days
(3a, 3b, 3c) Pelvic Health Midwife
Resident Doctor
4" degree tear Moderate AAR Risk & Safety Midwife <28 days
Senior Midwife
Pelvic Health Midwife
Obstetric Consultant
Return to theatre for Low DLR Senior Midwife <28 days
EUA Resident Doctor
All fetal deaths Moderate Swarm Risk & Safety Midwife <24 hours
(>16 weeks) Senior Midwife
MBRRACE- | Lavendar Midwife
UK* Obstetric Consultant 6 months
PMRT* Paediatric Consultant
StEIS
Intrapartum Stillbirth Swarm Head/ Director of Midwifery Obstetric Consultant <24 hours
(>37 weeks) Senior midwife CLS Coordinator
MBRRACE- | Lavendar Midwife Midwives involved
UK* Obstetric Consultant ST resident Doctor
PMRT* Paediatric Consultant 6 months
MNSI*
StEIS
Neonatal deaths (<29 Swarm Head/ Director of Midwifery Paediatric Consultant <24 hours
days old) Senior midwife Obstetric Consultant
MBRRACE- | Lavendar Midwife NNU coordinator
UK* Neonatal Nurse Midwife/ Nurses involved
PMRT* Obstetric Consultant ST resident Doctors involved 6 months
MNSI* Paediatric Consultant
StEIS
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Potential HIE 3 Moderate Swarm Risk & Safety Midwife Paediatric Consultant <24 hours
Therapeutic Neonatal Nurse Obstetric Consultant
hypothermia StEIS Obstetric Consultant CLS & NNU coordinator
MNSI* Paediatric Consultant Midwife/ Nurses involved
ST resident Doctors involved
(obstetric & Paediatric)
Undiagnosed Moderate AAR Risk & Safety Midwife <28 days
congenital abnormality Senior Midwife
Obstetric Consultant
Paediatric Consultant
Term admission to NNU Low DLR Risk & Safety Midwife <28 days
Neonatal Nurse
Obstetric Consultant
Paediatric Consultant
Infant readmission Low DLR Senior Midwife <28 days
Resident Doctor
Maternal postnatal Low DLR Senior Midwife <28 days
readmission Resident Doctor
Eclamptic seizure Moderate Swarm Head/ Director of Midwifery <24 hours
Risk & Safety Midwife
PSII Senior midwife
Obstetric Consultant
Anaesthetic Consultant
Paediatric Consultant
Maternal death Swarm Head of Quality Governance Obstetric Consultant <24 hours
Obstetric Consultant Anaesthetic Consultant
MBRRACE- | Anaesthetic Consultant CLS coordinator
UK* Head & Director of Midwifery Midwife/ Nurses involved
PMRT** Senior midwife ST resident Doctors involved 6 months
MNSI* Lavendar Midwife Medical ST & MET/ resus team
StEIS Neonatal Nurse
Medical ST & resus team

2025 Patient Safety Incident Perinatal Response Plan v1
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All incidents are reviewed on an individual basis; severe incidents will also be assessed for the need of a Patient Safety Incident Investigation
(PSI). Common and emerging incident themes will be considered for audit or thematic analysis response.
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Incident management process

Daily Datix meeting:

When a clinical incident has been identified it
is reported on Datix by the person usually
involved, witnessed or a manager. Every day
(Monday to Friday excluding bank holidays)
the women and children division hold a daily
Datix meeting with the quality governance
team and heads of nursing/ midwifery and
matrons. During this meeting all incidents for
the division that have been reported in the
previous 24 hours (00:00 to 23:59 hours) or
weekend are reviewed to determine who will
manage the incident and who will have
responsibility for overseeing its progress to
closure (manager and owner respectively).
The level of harm is validated, where possible,
or referred to an obstetrician or paediatrician
for confirmation of level of harm.

Daily Trust wide safety huddle:

Every day (Monday to Friday excluding bank
holidays) a trust wide safety huddle is held on
Microsoft Teams. All divisions are represented
to highlight any immediate safety issues,
which may have arisen in the previous 24
hours or weekend, and provide a summary of
their incidents, where immediate learning
discussed at the earlier Datix meeting has
transferrable learning for other services. Often
solutions to safety issues raised are able to be
picked up by other services, such as estates
and facilities etc.

Learning responses:

The type of learning response is determined
by this Perinatal PSIRF plan and individually
discussed at the women and children Datix
meeting. The lead reviewer for moderate harm
obstetric incident AARs is the Risk Midwife and
is responsible for gathering the appropriate
clinicians to review clinical care and identify
safety | and safety Il learning. The AARs are
completed usually within two weeks and then

divisionally approved by the Director of
Midwifery and Associate Medical Director,
ready for PSOM the next week. This aligns to
the PSIRF plan timescale of completion within
28 working days.

For severe incidents requiring a more rapid
review a swarm meeting is conducted as soon
as practical and possible. This should be led
by a senior clinician and include the people
involved in providing care. The aim is to
identify immediate learning for dissemination
and mitigate risk to other mothers and babies.
Information from the swarm can be shared
with a lead investigator, should a PSIl be
requested. A swarm should be completed
within 24 hours.

For PSlIs a senior leader is identified to be the
lead investigator, their responsibility is to
create a panel of subject matter clinicians and
other disciplines, such as safeguarding, and
write a comprehensive report of the incident
using SEIPS methodology. The lead
investigator is also the lead engagement
officer and responsible for liaising with the
patient and family, providing updates on
progress. The report is peer reviewed by the
PSIl panel and approved divisionally and is
then presented to PSOM. The PSII is shared
with Cheshire & Merseyside maternity panel at
the ICB, for objective oversight. once this
process has been completed and all
comments/ challenge are addressed the
incident can be closed on StEIS and Datix.



The timescale for completing a PSIl is mutually
agreed with the patient or family, it should not
exceed three months. However, this | subject
to family wishes and complexity of the incident.

Weekly patient safety oversight meeting
(PSOM):

This is an executive (Director of Nursing and
Medical Director) led meeting, chaired by the
Deputy Director of Nursing and Quality
Governance. All divisions are represented by
their quality governance teams and Divisional
Director of Nursing/ Midwifery and Associate
Medical Director. Learning responses from
moderate and above incidents are presented
and most notably contributory factors, using a
systems model (SEIPS), and learning are
discussed, including how the learning has
been shared with patient facing clinicians to
mitigate risk of recurrence.

A decision to close the incident on Datix or to
return with further information is made by the
executives or deputies, in their absence. The
Integrated Care Board (ICB) are invited to join
this meeting when we have PSIl or MNSI
reports to present.

Monthly safety surveillance meeting (SSLM):

This monthly meeting is an executive led
meeting, chaired by Deputy Director of
Nursing and Quality Governance. All divisions
are represented by their quality governance
teams and Divisional Director of Nursing/
Midwifery and Associate Medical Director.
Learning from each division for the previous
month are presented to provide themes and
trend analysis to the executives. Over time it is
expected that the patient safety culture is
strengthened through demonstrable reduction
in patient safety incidents or events.

MNSI incidents:

Incidents meeting the MNSI criteria are
reported to MNSI, NHS Resolution, as
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appropriate, and StEIS. External investigators
from MNSI will usually attend the Trust and
begin their investigation, which includes
talking to those involved, including the patient
and/or family. Their reports have a time target
for completion of six months from the incident
date. MNSI reports are shared At PSOM with
ICB attendance for closure on Datix.

StEIS reported incidents:

Perinatal incidents which have been reported
to StEIS, including unit diverts, and approved
through PSOM for closure on Datix, are closed
on StEIS by the ICB before the Trust closes on
Datix.

LFPSE:

THE Trust is reporting incidents to LFPSE
although, we do not yet have taxonomy six for
full reporting. This is anticipated to be resolved
soon but the Trust is dependent on Datix to
transition to taxonomy six. Until it is fully
transitioned we will continue to report to StEIS.
When we are reporting entirely to LFPSE we
will cease reporting to StEIS. The LFPSE
platform will allow us to view incidents across
our specialties, division, Trust, region and
nationally to understand our data
comparatively.

Sharing learning:

We share new learning in a variety of ways for
perinatal incidents. For urgent key safety
messages we utilise ‘Lightning Learning’ — this
is a poster which is created within a week of
the learning response panel being convened.
The poster is laminated and disseminated to
appropriate ward/ department managers,
professional development midwife/ nurse or
shared via email to clinical directors to share
with consultants and resident doctors. The
posters are ‘talked to’ so we may provide
context to the message or a change to a
system or process. An example of lightning
learning is in appendix 3
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Learning is shared via a PowerPoint
presentation at the women and children
divisional governance committee and rolling
half day. Key safety messages are devolved to
clinicians through twice daily safety briefs on
clinical areas at handover. This is currently
07:30-08:00 and 19:30-20:00 for midwives
and 08:30-09:00 and 20:30-21:00 for
consultants and resident doctors. An
opportunity presents itself to review the safety
brief timings to facilitate a multi-disciplinary
safety brief and encourage interdisciplinary
conversation and discussion to embed safe
practices and processes in maternity care at
the Countess of Chester Hospital NHS
Foundation Trust.

The maternity service has a closed Facebook
page, which is operated by the PDM for the
sole purpose of learning. Subjects are
determined by incidents, complaints and latest
updates from regional and national standards.

Perinatal mandatory training, for example
PROMPT is amended annually to include
relevant training identified from incidents
whereby we have theme and/ or trend analysis
to evidence to support a change to training
agendas.

The women and children division quality
governance team meet twice a month with the
PDM and PDNs to discuss learning from
incidents and are keen to explore new and
innovative ways to ensure appropriate
learning reaches our staff — where it needs to
be consistently.

2025 Patient Safety Incident Perinatal Response Plan v1
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Appendices
Appendix 1.

Learning responses:

Swarm (W+C)

i

m-
20250425 W+C
SWARM v1.docx

>
m-
20241024 AAR
v6.docx

PSII
(with & without
guidance)

AN

-
20241112 PSII report
template with GUIDAI

i
-
20240904 PSII report
template .docx

Thematic Review

i
-
20240711 MDT
thematic analysis repc

Data collection
tool
(Audit & thematic
review)
[,
3-
20240711 MDT data
collection tool v2.xlsx



Appendix 2.

Incident process flow chart

Patient Safety Incident Response Framework (PSIRF)
Flow Chart

Identification of Incident

Incident reported on DATIX

Daily DATIX meeting
- Agree Harm
- Allocated owner & Manager

Trust wide incident review of
all moderate + above incident
log — PSOM preparation

Moderate & Above Incidents:
MDT AAR or SWARM review

Low & Mo Harm Incidents
managed locally, and learning
shared Divisionally

Low & Mo Harm Incidents
closed by manager within 28
days

Learning Identified and Action
Plan agreed Divisionally

PSll requested

* Completed within agreed
timeframe with patient, family

* Divisional approval

*  Executive sign off

ICB C+M maternity panel

Present @ executive led Patient
Safety Oversight Meeting (PSOM)

Swarm:
*  Closure
* Consider PSII

Request/ propose:
*  Thematic Review
= MDT audit

Share learning Divisionally and
Trust wide if appropriate
Close incident




Appendix 3.

Lightning learning example

Following a recent Postpartum Haemorrhage during an Elective

C/S it was identified that:

= Roles and responsibilities of the theatre team need to be
defined prior to commencing the operation

Roles and responsibilities include:

The anaesthetic team to verbalise
any drugs given, enabling

!

A designated scribe to
document drugs and timings
on the board-include name
above

D

A designated person to

measure and document blood

loss on the board-include

name above

= |f swab washing is to be used, where possible have a second scrub

person to perform this task

,.
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