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Service Quality Specification

INTRODUCTION

The National Service Framework (NSF) for Children, Young People and Maternity Services was published on 15 September 2004. The NSF is a 10- year programme designed to stimulate long-term and sustained improvement in children’s health. Setting national standards for health and social services for children, young people and pregnant women, the NSF aims to ensure fair, high quality, and integrated health and social care from pregnancy right through to adulthood.

The Maternity module focuses on the provision of services that are flexible, appropriate and accessible to all women, and places a significant emphasis on the need to engage women from disadvantaged and marginalized groups. This focus on the need to provide appropriate, accessible care to the traditionally ‘hard-to-reach’ groups presents a challenge for maternity service providers, particularly those situated in areas of significant social deprivation.

The implementation of Payment by Results is seen as an ideal opportunity to standardise maternity service commissioning, and one of the intentions of this Service Quality Specification is to provide a standard ‘contract’ which can be used by commissioners in their annual negotiations with the maternity service providers.

This Service Quality Specification aims to set out a template for the provision of effective, efficient and reliable maternity services in Hertfordshire. The main document is primarily based on recommendations from the NSF, but also draws on other relevant national documents such as the Confidential Enquiry into Maternal and Child Health (CEMACH 2004), and National Institute of Clinical Effectiveness (NICE) recommendations. The recommendations from the recent West Hertfordshire Maternity Review are incorporated into the specification where appropriate.

By using the template, Maternity Service Providers and Commissioners can identify areas for development or improvement, and together can plan,  implement and evaluate changes. It is envisaged that by taking a Hertfordshire wide approach, areas of good practice can be shared, and a consistency in service provision will be achieved.

We envisage that both commissioners and providers will use this publication as a guide during annual contract negotiations to assure appropriate access to maternity care for women using the services in Hertfordshire. 

This document provides general qualitative principles of year-on-year relevance and in conjunction with the performance management tool will enable providers to report delivery of the specification. 

SERVICE SPECIFICATION
Fl

	Nationally agreed standards
	W Herts review actions
	Provider responsibilities/actions
	Performance measure / Evidence

	Organisational Issues

	All local hospital trusts should produce a board strategy in conjunction with the MSLC, commissioners and other key stakeholders that sets out how maternity services are planned, developed and implemented
	
	Provider to work in conjunction with the MSLC and commissioners to develop a strategy for the planning, development and implementation of maternity services.
	Progress reported on development of specification

Board Strategy agreed

	An action plan should be developed to address the gaps identified in the provision of maternity services.
	
	Gaps in service provision to be identified and an action plan prepared.
	Determined by action plan

	Accountability

	There is a named individual at NHS board director level with responsibility for maternity services
	
	There is a named individual with Board level responsibility.
	Named individual

	There is a named clinician with responsibility for maternity services


	
	There is clarity over clinical responsibility for services.
	Named individual

	The organisation has a current, dated, documented NHS Board strategy, developed by stakeholders, which sets out how maternity services are planned, developed and implemented.


	
	There is evidence of the existence of a board strategy. The process used to develop it, including evidence of public involvement can be demonstrated.
	

	Risk Management

	There is a system to ensure that all critical incidents are reported, investigated and analysed.
	
	Critical incident policies are in place, there is a clear system for the reporting and reviewing incidents.

Clinical governance and risk management arrangements within the department are clear and transparent.
	Quarterly SUI report

	A compliments, comments and complaints procedure is in place to enable women to express views about their pregnancy and childbirth
	
	A compliments, comments and complaints procedure is in place. Suggestions from users are taken into account when making changes to services. There is information available for users on how to make a compliment, comment or complaint.
	Quarterly complaints report

	There are local guidelines agreed between the maternity service and the ambulance service for the safe transfer of women during pregnancy, childbirth and with her newborn baby in the post natal period.  
	
	There are formal arrangements in place which ensure the safe transfer of women and their babies. Audit takes place to demonstrate that guidelines and working arrangements are adhered to.
	Outcomes of audit

	Formal arrangements exist for women and their babies to access a network of specialist services.
	
	Referral pathways and protocols are in place.
	

	All women with risk factors for their pregnancy are offered assessment by a consultant obstetrician.
	
	There is a risk assessment process in place within the care pathway.
	Agreed risk factors

	There is an audit system in place to monitor important aspects of maternity care.
	
	There is evidence of audit systems in place for the monitoring of maternity care.
	Agreed audit programme

	All healthcare professionals directly involved in childbirth are competent in basic adult obstetric, neonatal resuscitation and immediate care.
	
	Attendance at life support training is monitored and audited. Assessment of competence is part of the training process.
	Quarterly training update

	There is a clinical risk assessment process for individual women, including a communications strategy, in place which addresses escalating risk.
	
	A risk assessment tool is in place. There is evidence of care planning and use of the risk assessment tool within the maternity held records.
	Agreed risk assessment tool

	A policy is in place for the identification of women who are at risk of domestic abuse.

Staff are trained in assessment, communication skills and support of such women.
	
	There is a protocol for the identification of women who are at risk of domestic abuse. 

Staff training programmes are available, and attendance is audited.
	Agreed protocol

	There is a high dependency facility with clinical expertise available within the obstetric unit.
	
	High dependency facilities are available and there are members of staff with training in the delivery of high dependency care.
	

	There is a defined rapid access route for women to adult intensive care and expertise.
	
	A clearly defined process, with protocols and guidelines are in place.
	

	Adult intensive care facilities and specialist back-up is available on-site.
	
	Identify level, type and number of beds available on site.
	

	Neonatal intensive care unit (NICU) facilities are available onsite
	
	Identify facilities available
	Outcome of network appraisals available

	Special care baby unit (SCBU) facilities are available on-site.
	
	Identify facilities available
	

	There is a defined rapid access route to NICU
	
	Clinical pathway and protocols are in place
	

	The provision of NICU and SCBU facilities are inline with agreed national guidelines.
	
	Staffing levels, occupancy levels are audited.
	

	Information, communication and support

	There is a named healthcare professional identified for each woman who leads and plans her contact with maternity services.
	
	All women are provided with a named midwife and have a designated consultant with responsibility for their care.

Contact details are contained within the hand held record.
	Record audit

	Women are provided with information in order to make an informed decision about the chosen place of birth for their baby.
	
	Information is available on the options available, the choice of place of birth is written within the hand held record.
	

	There is written documented evidence that professionals obtain informed consent for interventions and investigations.
	
	A policy for the consent to treatment, surgery and procedures is in place. Signed consent forms are stored within the maternity record. 
	

	All women are given the opportunity to reflect on their birth experience.
	
	Debriefing, including the opportunity to see an obstetrician is available. 
	User satisfaction survey

	Training on how to communicate information in an effective and sensitive manner is provided to all healthcare professionals.
	
	A training programme in communication skills which links to the KSF is in place. Attendance is monitored and audited.
	Training programme

	There is a policy for supporting and informing parents bereaved during pregnancy, or shortly after giving birth.
	
	A policy for the management and support of women and partners who lose a baby during pregnancy or after giving birth is in place.

Leaflets and access to support from voluntary and other organisations are available.
	Policy agreed

	Information giving (verbal, written and other media) is monitored and evaluated.
	
	Use of a comments box, comments, compliments and complaints are monitored and evaluated.


	User survey

	Partner and family involvement

	There is evidence that partner/family/friend involvement occurs, (including information provision for partners and families and open/flexible visiting times for partners and children).
	
	Staff can demonstrate that they recognise and value the support given by partners/family/friends. There is information available for partners.

Flexible visiting is available.


	User survey

	Record Keeping

	All women have a unified hand held record
	Development of an action plan to address failures in record keeping and data capture
	Record keeping policies are in place, staff adhere to these and professional guidelines when completing records. 

Training course in record keeping practice available, attendance is monitored.


	Record keeping audit and action plan to be put in place where necessary.

	Flexible, accessible services

	Provide flexible individualized services with emphasis on the needs of vulnerable and disadvantaged women.
	
	Models of care to be provided which specifically target  disadvantaged women.

Robust procedures for actively following up women who miss appointments.

Some maternity staff (particularly midwives) to be based in the community.
	Reduction in missed appointments, Year 1, set baseline, Year 2 set % reduction 

Establishment of community midwifery

	Services are inclusive for all women e.g. women with learning and physical disabilities taking into account their communication, equipment and support needs; services for teenage parents.
	
	Staff receive training and development on how to communicate with such women and deal with their disabilities.
	

	Make provision for translation, interpreting and advocacy services based on an assessment of the needs of the local population.

Provision includes a mixed economy of interpreting and advocacy services – for home visiting, out-of-hours services, antenatal classes.
	
	Interpreting needs to be identified at the first point of contact, and arrangements for appropriate provision made. Interpreting service to be available for all:

a) Hospital based maternity services

e.g. antenatal clinic, ultrasound appointments, for labour, parent education, breast feeding clinic

b) Community based maternity services for e.g. midwifery bookings in the home and Children‘s Centres, antenatal and postnatal community care. Traditional interpreting services could be complemented by e.g. an advocacy service.
	Maternity provision mapped to children centres

	Maternity services are proactive in engaging all women, particularly women from disadvantaged groups and communities.
	
	Provider to develop a directory of local and national agencies who can provide expert advice and support

for professionals working to include women from disadvantaged groups
	Directory agreed with PCT

	Women who use local maternity services are involved in improving

the delivery of these services, and in planning and reviewing all local hospital and community maternity services.
	
	Ensure strong lay membership on

the maternity services liaison

committee (MSLC), that is

representative of the local

population

Regular monitoring of take-up of services, quality of service user engagement and outcomes for women and babies from disadvantaged and minority groups.
	Lay representation on the MSLC.

Outcomes on annual user survey incorporated into strategic plans.

MSLC post it survey

	In addition to providing support and advice for women, maternity services seek to engage partners.
	Audit current facilities to address the extent to which buildings and equipment match what women say is important to them.

Antenatal courses are offered at flexible times and include the birth companion


	Community and hospital-based staff work collaboratively to ensure appropriate parent education is available and accessible.

Parent education (whether 1 to 1 or as classes) to be designed to include partners.
	Parent education programme, identify baseline uptake, and set year on year increase.

	Informed Choice

	All women are involved in planning their own care with information, advice and support.
	
	Maternity notes should demonstrate user involvement in planning.
	User survey 

Audit of records to demonstrate user involvement

	All pregnant women have easy access to information about the normal emotional and psychological changes during pregnancy and following birth, advice on promoting well-being and simple coping strategies. It should also include information on mental health problems and how to access appropriate help.

Women are given enough time between receiving information and making choices to reflect upon the information, consider their options and seek additional information and advice where they wish.


	Women should be able to make an informed choice about geographical access to maternity services and the benefits and potential risks of various types of delivery.

Compile an information pack in conjunction with the MSLC to help women decide which place to choose and how to contact their midwife.

Information to be made available in a variety of ways i.e. not just through health care professionals.
	Comprehensive, woman-focussed information and opportunities for further discussion with the relevant health professionals, to be available.


	Information agreed by MSLC 

Plan agreed by MSLC to develop / update materials

User Survey

	Local health promotion strategies include accessible information on smoking, healthy eating, breastfeeding, reducing the risks of SIDS, first aid and child development.
	
	All information material to be produced in collaboration with users and the multidisciplinary team, to be available in an understandable language and format, and to be easily accessible.
	

	Managed care networks

	Maternity services are commissioned within a context of managed care networks and include a range of provision for routine and specialist services for women and their families.
	
	Agree unified guidelines across maternity services in Hertfordshire.
	

	Managed maternity care networks include effective arrangements for managing the prompt transfer and treatment of women experiencing problems or complications.
	
	Referral pathways to be agreed across Hertfordshire. Work towards the adoption of a standard comprehensive Maternity record across Hertfordshire. 
	

	Care pathways

	Care pathways are used to illustrate the woman’s progress through the variety of services available.
	
	Care pathways to be devised and implemented in collaboration with

community partners for e.g.

Caesarean Section; management of women with mental health problems.
	Agreed care pathway

	‘Community based continuity of

care’ schemes are in place for

women from disadvantaged and minority groups and communities.
	
	Services are designed to enable women to have their care provided in their local community, where appropriate, by a small number of carers whom they can get to know, with priority given to disadvantaged communities and women with particular health and social needs.
	

	Access to midwives

	Extend accessible midwifery services, including some collocation, in Children’s Centres.
	
	Midwives to be based in e.g.

Children’s Centres in order to be accessible to all women (particularly vulnerable groups e.g. refugees and asylum seekers) within the community.


	Mapping to children’s Centres

	Contact details for midwives are easily accessible to all women in the local population.
	Ensure women know about the role of midwives


	Information leaflets available which inform the public about the role and function of midwives and how they can be contacted.
	Audit of information leaflets

User survey

	Each pregnant woman has two appointments early in pregnancy

with a midwife who can advise her on her options for care on the basis of an in-depth knowledge of local services. Ideally these appointments should take place in the first trimester (i.e. before 14 weeks).
	
	Facility to be in place to facilitate direct referral to a midwife.
	% of direct referrals to midwives

% of subsequent referrals to a consultant.

	All women are offered the support of a named midwife throughout pregnancy.
	
	Midwifery services to be planned to enable early access to midwifery advice and treatment (e.g. confirmation of pregnancy).
	

	Pre-conception care

	There is a specific pre-conception service for women with diabetes
	
	Protocols are in place which link to national guidelines. Clinical pathways exist to ensure that women with diabetes receive the most appropriate pre-conceptual advice.
	

	There are specific pre-conception services for women with a personal or family history of significant illness (e.g. epilepsy, neural tube defect, chromosomal abnormality)
	
	Identification of diagnostic scanning facilities and referral criteria. Leaflets and other information are available to women.
	

	Early Complications of Pregnancy

	Formal arrangements are in place for the early pregnancy assessment service, which allows any health care professional to access the service directly.

 
	
	Referral criteria and arrangements for service to be made clear. 
	

	Formal arrangements are in place for referral to the early pregnancy assessment service, which allows women with previous early pregnancy problems to self refer. 


	
	Self referral criteria and guidelines for access to the service to be identified.
	

	Every woman experiencing early pregnancy problems has access to an Early Pregnancy Unit (EPU).
	
	Arrangements for access to an EPU to be clear.
	

	Women who experience early pregnancy complications are cared for in a dedicated area distinct from the general gynaecology or antenatal ward
	
	Protocols and guidelines to be identified. 
	

	Women who miscarry have access to a choice of management options (surgical/medical/expectant).
	
	Information and leaflets regarding choice of options identified.
	

	There is prompt (within 24 hours) access to ultrasound facilities with trained staff in secondary and tertiary services.

Diagnostic guidelines are circulated to health professionals likely to be contacted by a woman who may have an ectopic pregnancy.
	
	Availability of ultrasound facilities including out of hours cover to be made clear.
	

	Diagnostic guidelines are circulated to all health professionals likely to be contacted by a woman who may have an ectopic pregnancy.
	
	Guidelines in place, able to demonstrate to whom circulated.
	

	There is a clear and consistent local policy about the sensitive disposal of fetal tissue.
	
	Local policies in place.
	

	Women who have more than 3 miscarriages are offered referral to a specialist miscarriage clinic.


	
	Referral criteria in place.
	

	Screening

	All women who are identified in the screening programme as at risk of rhesus disease managed and treated according to NICE antenatal care guidelines.
	
	The range of screening tests and how accessed to be made clear. Protocols and guidelines in place for the provision of advice and support. Protocol in place for the administration of anti-D

Availability of relevant leaflets.
	Rate of Anti-D

	Antenatal care and investigation of women conform to national (NICE) guidance. 
	Action to be taken to ensure that antenatal care and investigation conforms to NICE guidance
	Policies, protocols and guidelines to reflect those from NICE
	

	A comprehensive high quality antenatal screening and diagnostic service, based on recommendations of National Screening Committee, is offered to all women (presented as options, not a routine part of care).
	
	Antenatal screening options to be available and offered to all women.
	

	All parents are informed about the new born screening programme, including which conditions are screened for, during the third trimester of pregnancy and provided with a copy of the national pre-screening leaflet. 
	
	Discussions with parents documented within hand held audit.
	Record keeping audit

	Antenatal care 

	Antenatal care complies with Guidelines for Routine Antenatal

Care from the National Institute of Clinical Excellence.
	Develop antenatal courses that are offered at flexible times and include birth companions.
	Antenatal care to be designed to reflect the demand and needs of the local population.
	Appointments as per NICE guidelines - 

Primip 

Multip

	There is a written syllabus of education that targets specific groups and is in a user friendly format. The syllabus outlines the aims, themes and outcomes of the educational programme.
	
	Example of education programme, including aims and outcomes available in written format.

A named co-ordinator / lead identified.
	

	The maternity service has an explicit plan for antenatal care for all women, taking account of risk, which acknowledges that women can move in either direction between different levels of care and lead professionals.
	
	A risk assessment tool and process in place for the movement of women between different levels of care.

Care tailored to individual need.
	

	All women are offered the opportunity to be involved in the development of their birth plan, including the chosen place of birth of their baby.
	
	Individualised birth plans in place. Chosen option for place of birth recorded on hand held record.
	Audit of records

	All women are able to access a midwife as the first point of contact. This option is widely publicised. 
	Publicise option for women to access midwife as first point of contact.


	
	

	All women are offered the support of a named midwife throughout their pregnancy. Contact details for midwives are easily accessible to all women
	
	
	

	All women who attend A&E, other than for minor injuries, to be seen by a midwife or obstetrician. 
	Women who attend A&E other than for minor injuries to be seen by a midwife or obstetrician.
	Policies and protocols in place.
	

	All women and their partners who smoke receive clear information about the risks of smoking and the support available to them to quit
	
	Smoking cessation opportunities identified. Health education literature available.
	

	Normal birth

	All services facilitate normal childbirth wherever possible. Capacity of midwife-led and home birth services is developed to meet local needs.


	Case note re-audit to identify that 1:1 care in place for more than 85% of women in labour
	Trust has an auditable strategy demonstrating promotion of normal

birth (as appropriate) e.g. home assessments for early labour, home birth supported, intermittent fetal monitoring.
	% increase midwife-led births, 

% provide 1:1 care for all women in labour, 



	There are agreed multidisciplinary, evidence based policies for the management of all key labour practices, when care deviates from the norm
	
	Policies and clinical care pathways in place.


	Audit of policies. Sharing of policies across the health economy.

	Clinical interventions, including elective caesarean sections, are only performed if there is clinical evidence of expected benefit to the woman/baby. A consultant is involved in the decision to undertake any caesarean.
	
	NICE recommendations in place and audited e.g. Vaginal Birth after Caesarean Section (VBAC) to be offered, ECV for breech.
	% reduction on CS rate



	All staff have skills and knowledge to support women who labour without drugs including the use of pools and different positions.
	
	Regular training sessions to be available and attendance monitored.
	Training audit

% of deliveries without drugs

	The birth environment should be quiet and relaxed, offering homelike surroundings.
	
	Wide consultation (including users) to be undertaken prior to any refurbishment. Review of existing facilities to be implemented to develop less clinical environments for women in hospital. Improved choice for low risk women who could be appropriately cared for in non-hospital environments, e.g. birth centre, home births.
	% home births

Move towards the national average

	Maternity services develop the capacity for every woman to have a designated midwife when in established labour for 100% of the time.

Staffing levels and competencies on delivery suites comply with

Clinical Negligence Scheme for Trusts standards (CNST).
	
	Workforce planning exercise (e.g. Birthrate Plus) to be undertaken.

Trust should have evidence of business planning for additional midwives if there is a shortfall in the establishment to guarantee 1 to 1 midwifery care in labour.
	.

	Pain Management and Anaesthesia

	All women receive information about and have access to a range of pain management techniques
	
	Information on pain relief provided during education sessions. Written information available. Identify arrangements for obtaining and using TENS machines. 

Availability of water
	

	All women who have epidural analgesia or an operative delivery have their pain assessed using a pain assessment tool 
	A pain assessment tool to be identified and used 
	Pain assessment tool in place.

Audit of pain assessment processes.
	

	Epidural anaesthesia is available at all times in consultant led units
	
	Availability of epidural, including out of hours cover.
	

	A lead consultant obstetric anaesthetist has responsibility for the organisation and management of the specialist anaesthetics service within consultant led units. This service is available at all times during childbirth
	
	Provider to identify accountability structures within the specialist anaesthetic service. 

Service to be available 24 hours a day in consultant led units.
	

	Specialist anaesthetic services comply with Royal College of Anaesthetists (RCA) guidelines
	
	Able to demonstrate evidence that services comply with guidelines.
	

	There is a system in place to ensure that anaesthetic and theatre services respond rapidly to obstetric emergencies and expedite delivery in the event of maternal or fetal compromise. 
	
	Protocols and guidelines are in place. Audit of response and analysis of incidents.
	

	There is a system in place to ensure that ‘decision to delivery’ intervals and perceived urgency are monitored
	
	Protocols and guidelines are in place. Audit of ‘decision to delivery’ intervals. Evidence of analysis of incidents.
	

	Complex care

	Medical consultant-led services have adequate facilities, expertise, capacity and back-up for timely and comprehensive obstetric emergency care, including transfer to intensive care.
	
	Compliance should be clearly

demonstrated e.g. achievement of

CNST level 1 as a minimum standard.
	CNST Level

	Formal local multi-disciplinary arrangements are in place for emergency situations, including transfer in labour.
	
	Compliance should be clearly demonstrated e.g. as compliance with CNST level 1.

Referral pathways to be agreed across the sector and clear transfer arrangements to be in place.
	. CNST Level

	Community based facilities are fully equipped and staff have the skills for initial management and referral of obstetric and neonatal emergencies.
	
	Compliance should be clearly demonstrated e.g. as compliance with CNST level 1. Clear transfer arrangements to be in place.
	CNST Level

Postnatal care

	Postnatal care

	All women are assessed immediately after giving birth by a suitably qualified member of the birth team
	
	Assessment documented within records.
	Record keeping audit

	All women are assessed prior to transfer to community care and/or within 24 hours of giving birth, by a midwife.
	
	Use of checklists, assessment records documented within hand held records.
	Record keeping audit

	There is ongoing assessment for the recognition of complications, e.g. infection, haemorrhage, thromboembolism and anaesthetic problems.
	
	Protocols and guidelines in place which support the recognition and management of the physical and emotional wellbeing of a woman in the post natal period.

Use of a risk assessment tool.

Assessment documented within hand held record.
	Record keeping audit

	Women receive information on contraception within 2 weeks of childbirth.
	
	Documentation of information given within hand held record.
	Record keeping audit

	Maternity support workers to be used within maternity services under supervision.
	
	Support workers to be trained in order to work in both the hospital and the community sectors.

Consider joint appointments between acute and primary sectors.

Consideration should be given to developing new roles within the service, which may include advocacy or link worker roles that help support women and staff.


	

	Postnatal care complies with the Guidelines for Routine Postnatal

Care from the National Institute of Clinical Excellence.
	With PCTs, participate in developing a postnatal pathway
	
	

	New born blood spot screening complies with the UK new born screening centre policies, standards and guidelines for new born blood spot screening.
	Ensure a representative of the unit attends the Beds and Herts 

Neonatal bloodspot screening group and the West Herts operational group.
	All staff comply with policy and standards for informing parents of intention to screen 24 hours before blood spot taken, documenting discussion including refusal. Where possible the blood sample should be taken on day 5 (but between day 5-8) in accordance with blood sampling guidelines.

All samples are sent to the laboratory within 24 hours of being taken. All actions documented in mothers and baby’s hand held records. 

Representation from the provider on Beds and Herts Steering group and local operational groups.
	Review of performance report from antenatal screening programme.

Record keeping audit

	Transfers

	There is a system in place to ensure that information on women and their babies in the postnatal period is collated and transferred between secondary and primary care in a reliable, timely and secure manner.
	
	Clinical care pathways, guidelines and protocols are in place. Method of informing GPs and health visitors of discharge to be identified.


	Audit of discharge processes.

	Guidelines for transfer and post transfer are in place.
	
	Guidelines in use to be made clear. Provider to demonstrate how information on discharge reaches GP / health visitor, including arrangements for out of area discharge.
	Audit of discharge processes

	Access to a midwife to continue for at least one month post birth/transfer from hospital and up to 3 months or longer depending on need.
	
	Postnatal visiting programme to demonstrate extended visiting where appropriate. Consider joint appointments/shared visiting (e.g. by health visitors).

Develop a local protocol for the handover of care from the midwife to health visitor to reflect the objectives of partnership working and good communication in the postnatal period.
	

	Neonatal care

	Steps are taken to minimise the number of infants who require re-warming or avoidable admission to SCBU
	
	Guidelines and protocols are in place, use of audit and review of incidents.
	% Admission to SCBU of term babies, reasons for admission

	All babies are clinically examined immediately following birth by a suitably qualified member of the birth team
	
	Guidelines and protocols are in place, training of staff in place. Audit of notes
	Audit of notes

	All babies to have a clinical examination prior to discharge from hospital or transfer from a neonatal unit and/or within 72 hours of birth, by a suitably qualified healthcare professional.


	
	Arrangements are in place for all babies to have a clinical examination within first week of life or prior to transfer from neonatal care.
	

	There is ongoing assessment of the baby including recognition of group B streptococcal infection and jaundice.
	
	Protocols are in place, including a risk assessment tool and sepsis protocol, for the ongoing assessment of the baby. This is documented within the notes.

There are clear referral criteria to paediatricians and other clinical staff.

There is a protocol for the recognition and management of jaundice. 
	Rate of Group B Streptococcus

Rate of Jaundice

	There is prompt referral for further medical investigations or treatment through agreed care pathways.
	
	Agreed clinical care pathways are in place.
	

	
	
	
	

	Infant Feeding

	The maternity care provider adheres to the principles of, or is working towards, the UNICEF/WHO Baby Friendly Status
	Develop an action plan to meet UK Baby Friendly Initiative
	
	

	Information on breastfeeding is timely, consistent and reflects best practice; support for breastfeeding including peer support is a routine part of all maternity care.
	
	Arrangements are in place to easily access breastfeeding support services, including peer support.

Consideration should be given to developing new roles e.g. breastfeeding supporters and better involving voluntary organisations.


	% breastfeeding rates, increase rate year on year after agreeing baseline

	There is an infant feeding advisor to provide education and support women in their chosen method of feeding.
	
	Named advisors

Education programmes are in place. Attendance at training sessions and workshops are monitored and audited.
	

	Women who are taking medicines receive specialist advice based on best evidence in relation to feeding.
	
	Staff education, links with pharmaceutical advisors.
	

	Admission rates for babies due to inadequate nutrition are monitored.
	
	Information on admission rates audited. 
	Admission rates, % reduction in rate

	Mental health

	All NHS maternity care providers have in place policies and protocols for identifying and supporting women who are at high risk of developing a serious postpartum mental illness.
	
	Policies and protocols are in place
	

	All NHS maternity care providers and Mental Health trusts have in place joint working arrangements for maternity and mental health services, including arrangements for direct access by midwives, health visitors, general practitioners and obstetricians to a perinatal psychiatrist.

Maternity and social services have joint-working arrangements in place to respond to concerns about the welfare of an unborn baby and its future, due to the impact of the mother’s needs and circumstances.
	Joint working arrangements to be put into place for maternity and mental health services, including arrangements for direct access by midwives, GPs and obstetricians to a perinatal psychiatrist
	Access to a perinatal mental health team for referral/ongoing management to be available for all staff. 

Consideration should be given to developing a mental health clinic within the antenatal clinic setting.

Pathway for management of women with mental health problems to be agreed in conjunction with the multi-agency team (Pathway to include child protection guidelines).
	

	All those concerned with the care of women and their families at this stage in their lives need to be familiar with the normal emotional and psychological changes that take place during pregnancy and in the post-natal period.
	
	All staff to attend training/education around the management of women with mental health problems.
	

	All pregnant women are asked about any previous history of psychiatric disorder and/or family history of serious mental illness early in their pregnancy.
	All women to be provided with information which will help them disclose and discuss mental health issues
	Booking interview to include questions regarding mental health issues. Process for informing the multidisciplinary /multi-agency team of all ‘at risk’ women to be clear.
	Audit of booking

	All women have easy access to information about the normal emotional and psychological changes during pregnancy and following birth – advice on promoting well being and simple coping strategies.


	
	Provider able to demonstrate the availability and access to information.
	

	All women who have a significant drug problem and or alcohol use receive their care from a multi-agency team, which will include a specialist midwife and/or obstetrician in this area.
	
	Named specialists within this field identified. 

Links with drug/alcohol team identified.
	

	All professionals involved in the care of women immediately following childbirth receive training to distinguish mental health problems and to refer women for support according to their needs
	
	Training audit to take place

Training to be put into place to address this issue
	Monitoring of attendance

	All professionals directly involved in the care of each woman who has been identified as at risk or a recurrence of a severe mental illness following birth, including the woman and her family are familiar with her individual ‘relapse signature’?
	Develop guidelines in conjunction with mental health services for the management of women with a significant mental illness
	Audit practice and identify training needs.
	

	Each woman who has been identified as at risk of a recurrence of a severe mental illness has a written plan of agreed multidisciplinary interventions and actions in place.
	
	Care pathways are in place. Audit of records.
	

	Domestic abuse

	All pregnant women are offered a supportive environment and the opportunity to disclose domestic abuse.
	Develop methods of appropriately recording inquiry about domestic violence
	
	Record audit

	Joint working arrangements are in

place between maternity services and local agencies with

responsibility for dealing with domestic abuse, including a local interagency domestic violence strategy
	
	Pathway for management of

women affected by domestic abuse to be to be agreed in conjunction with the multi-agency team

(Pathway to include domestic abuse guidelines).
	

	Local support services and networks are available.
	
	Local support services and networks are developed between the acute and primary care sector and in conjunction with the other services (e.g. voluntary sector).
	

	Child protection issues are identified early, and managed appropriately.
	
	All staff attends training/education on child protection.
	

	Maternity service staff are aware of the impact of domestic abuse in their practice and are competent in recognizing the symptoms and presentations are trained to respond appropriately. 
	
	All staff attend training/education around the management of women affected by domestic abuse prior to the implementation of routine screening.
	

	Maternal and neonatal death

	There are comprehensive, culturally sensitive and accessible policies, services and facilities for the support of families who have experienced a maternal or neonatal death or stillbirth.
	
	Ensure that staff are trained to provide sensitive care to parents, using materials produced by the Stillbirth and Neonatal death society (SANDS), BLISS the premature baby charity and other specialist support organisations.
	Training plan and audit

	Skilled staff are available to support parents following maternal or neonatal death, stillbirth or miscarriage.
	
	Ensure that continuing education and training is available for staff. Clinical supervision available.
	

	Information is available in different languages, with particular cultural beliefs or sensitivities appropriately reflected.
	A gap identified
	Review information on maternal and neonatal death in relation to language and cultural sensitivity
	Audit of available information

	workforce

	Staffing levels meet nationally recognised standards
	Development of a recruitment and retention strategy for midwives, informed by evidence of those factors that are  most influential which take into account why midwives leave.

Consultant recruitment plans to meet the 2009 staffing recommendations.

Junior doctor recruitment plans to meet the 2009 48 hour working week.

Review of staffing for other maternity staffing groups, such as, anaesthetists.
	Information on staffing levels and action plans for recruitment and retention are in place.

Identification of plans for meeting 48 hour working week.
	

	There are robust practices in place for the management of staff
	Develop an action plan to address issues of job design, communication, team working and appraisal

Develop an action plan to: Ensure that bullying and harassment of any form will not be tolerated. 

Provide support for the victim and also remedial support for those who are responsible for the bullying
	There is evidence of regular appraisal

Training is provided for managers in good management practice

Clinical supervision is in place 
	

	Clinical staff have appropriate multi-disciplinary training to ensure they work in partnership, including

inter-agency, with a shared philosophy of care
	
	Interpreters and advocates to be offered training e.g. be invited to Study days focussing on specific

issues e.g. domestic abuse, female genital mutilation (FGM), child protection.

Training to be offered in

collaboration with community based service providers.
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