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4. Care Quality Commission – Getting Safer Faster 
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COVID Update 

 
 
 

• Outcomes for women and babies have 
been generally positive. 

• 24/7 midwifery led telephone triage 
introduced. 

• All women swabbed.  
• Isolation processes in place. 

• Running the ground floor as one team. 
• ATTAIN data positive trends re babies 

admitted to neonatal unit. 
• Visiting restricted. 

• MVP are surveying women 
presently for future plans. 

• BAME focus (based on national 
guidance and LMS plans being 
developed). 

• Breast feeding initiation rates reduced. 
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Getting safer faster: key  
areas for improvement in  
Maternity services 
CQC – March 2020 
 



Why the focus? 

• Maternity services stand out as one of the core services we inspect that is not 
making improvements in safety fast enough: 

• Staff not having the right skills or knowledge. 
• Poor working relationships between obstetricians, midwives and 

neonatologists. 
• Poor risk assessments. 
• Failures to ensure that there is an investigation and learning from when 

things go wrong.  
• When looked at internationally, perinatal mortality rates in the UK remain higher 

than many other European peers and other similar high-income countries. 
• Most women are getting good care, factors including ethnicity increased risk 

significantly, with black women five times more likely to die as a result of 
complications in their pregnancy than white women. Neonatal mortality is also 
considerably higher for babies of black or Asian ethnicity. 
 



Facts and Figures 

 
 



Key Areas for  
Improvement 
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• Governance, leadership and risk management. 
• Individual staff competencies, team working and multi-professional 

training. 
• Active engagement with women using Maternity services. 

 
 Based on: 
• Analysis of a sample of current CQC inspection reports for services 

that have been rated as outstanding or inadequate. 
• The findings from the 2019 CQC maternity survey. 
• Discussion with providers and members of the public at a CQC 

NHS co-production workshop held in February 2019. 

https://www.cqc.org.uk/publications/surveys/maternity-services-survey-2019


Governance, Leadership 
and Risk Management 

Services that were rated as 
Inadequate/ RI: 
 
• Lack clear governance and 

leadership structures.  
• Leadership teams not effectively 

monitoring failures in: 
• Team working. 
• Core training. 
• Incident management. 

 

Trusts who encourage a culture of learning and openness 
alongside a willingness to listen to and prioritise the needs of 
the women using their services are more likely to deliver 
care that is not only safe, but person-centred and 
empowering. 

Services that were rated as 
outstanding:  
 
• Clear governance processes 

in place with effective 
policies, assurance, risk 
management and leadership 
at every level. 

• Encouraged openness and 
continuous learning, with 
effective incident reporting 
and investigations, and 
learning processes in place. 

• Prioritised learning to ensure 
that staff had the correct 
skills, knowledge and 
experience to do their job. 

• Supported to maintain and 
further develop their 
professional skills and 
experience. 



Individual staff competencies,  
team working and  
multi-professional training 

Three elements to be addressed: 
 

• Core competencies of individual 
members of staff. 

• Effective team working between 
different staff groups. 

• Scenario training that role plays 
planning for serious complications 
that require an effective 
multidisciplinary team response. 
 

BTHFT: 
 
• Some areas of non compliance 

identified. 
• K2 CTG training mandated for all 

relevant staff and compliant. 
• MDT training including in situ 

embedded.  
 

There is especially strong evidence to highlight the importance of regularly updated training 
in fetal heart monitoring  – delivered in a multidisciplinary setting that covers team working 
and situational awareness as well as use of equipment. 



 
Active engagement with  
women using Maternity  
services 
 CQC 2019 Maternity Survey: 

 
• Half of women surveyed 

reported that midwives 
appeared to be always 
aware of their medical 
history during their 
antenatal check-ups. This 
is an area that services 
should explore as it is 
crucial to assessing risk 
and planning appropriate 
management throughout 
pregnancy. 

• Scores for questions 
about postnatal care 
remained particularly poor 
with information provision, 
emotional support and 
communication after birth 
all highlighted as areas 
where experiences could 
be improved. 

 

Services need to ensure that they proactively engage 
with their local population to define their priorities, and 
make sure that women are at the centre of their vision 
and service. 



  In summary from CQC … 

The work underway to improve the safety of Maternity services is welcome, but our inspections 
have found there is more that needs to be done to ensure that women and babies get 
consistently safe care. 
 
• This briefing highlights three key areas for improvement: 

 
• The development of the Board level maternity safety champion role is crucial to 

ensure a proactive approach to the maternity services that the organisation provides. 
• The issues of staff competencies, team working and training will require support from 

professional organisations and regulators. We welcome the launch of NHS England 
and NHS Improvement’s Maternity Safety Support Offer self-assessment tool, which 
will allow Maternity services to benchmark themselves against good and outstanding 
services. 

• Finally, we want to see evidence from all providers of maternity care that there is true 
engagement and involvement with individuals and groups who use maternity services 
through Maternity Voices Partnerships. 

https://improvement.nhs.uk/resources/maternity-safety-champions/%23maternity-self-assessment-tool
https://improvement.nhs.uk/resources/maternity-safety-champions/%23maternity-self-assessment-tool
https://improvement.nhs.uk/resources/maternity-safety-champions/%23maternity-self-assessment-tool
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