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Diagnostic Review of University Hospitals of Morecambe Bay 
 

 
Introduction 
 

1. MONITOR requested a diagnostic review to be undertaken of the maternity and 

neonatal services at the University Hospitals of Morecambe Bay NHS Foundation 

Trust (the Trust) following a series of serious untoward incidents, unannounced 

inspections by the Care Quality Commission (CQC) and a review by the Nursing and 

Midwifery Council (NMC) in the period 2008 to 2011. The aim of the review was to 

ensure that all immediate and potential safety risks within the maternity and 

paediatric services across the Trust had been identified. This included the interface 

between maternity and paediatric services and the actions required to secure safe 

and sustainable services in these areas. A series of five objectives were set out in the 

terms of reference (Appendix 1) and have been broadly described below. 

 
Objectives 
 

2. The review is to identify all current and potential risks within maternity and 

paediatric services across the Trust and to produce a comprehensive review risk log. 

The review will include an assessment of issues identified in previous reviews and 

reports and those within the Trust’s risk register to determine whether the Trust has 

implemented sustainable and safe solutions. 

 
3. The Trust is responsible for producing a comprehensive and consolidated action plan 

to address all the risk log issues which the review team will then quality assure for 

completeness. 

 
4. The review team will co-ordinate/interface with the Clinical Leadership Support 

Network ensuring any work already being undertaken is taken into account as 

appropriate. 

 
5. The review team will undertake follow up reviews to provide assurance on the 

implementation and effectiveness of the comprehensive action plan. 

 
6. The review team will liaise with other stakeholders as appropriate to ensure all 

relevant areas of concern are reflected in the review. 
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Methodology 
 

7. The review team comprised the following personnel: 

 
Deborah Carter Deputy Director of Nursing (Quality), Central Manchester University 

Hospitals NHS Foundation Trust. 
Karen Connolly Director Saint Mary’s Hospital, Central Manchester University 

Hospitals NHS Foundation Trust (Women and Neonatal Services) 
Ngozi Edi-Osagie Consultant Neonatologist/Clinical Director Newborn Intensive Care 

Services, Saint Mary’s Hospital. 
Sarah Vause Consultant Obstetrician/Clinical Director of Obstetrics, Saint Mary’s 

Hospital 
 
 
 

8. The University Hospitals of Morecambe Bay Foundation Trust were asked to forward 

to the review team all relevant documentation to enable a thorough assessment of 

previous review findings, outcomes from serious untoward incidents with associated 

action plans and progress made by the Trust to ensure safe and sustainable services 

were in place. The documentation was sent both electronically and by post over 

several weeks.  

 
9. Detailed review of the first tranche of information took place in the  two weeks prior 

to the review team visiting the Trust with an outline risk log being developed to 

enable the team to identify  the areas  requiring further assessment, and 

consequently which staff the team would need to interview to obtain this 

information.  

10. Site visits to Furness General Hospital (FGH), Royal Lancaster Infirmary (RLI) and 

Westmorland General Hospital (WGH) took place on 3rd, 4th and 7th November 2011. 

 
11. Interviews took place either on a one to one basis or were in a group setting. Each 

interview was either recorded or notes taken (with consent) to ensure 

interpretation of the information was as accurate as possible. Many of the 

interviewees provided supplementary information either voluntarily or on request.  

 

 

12. Initial analysis of the interviews and site visits identified a number of risks for which 

the review team recommended a list of immediate actions to be implemented. This 

was shared with MONITOR on 15th November. 



   

Page 5 of 20 
 

 
13. This report considers a number of risks which were identified under the following 

themed headings.  

 Workforce 
 Education and Training 
 Governance Structure 

Leadership 
Patient Experience 
Environment 
Team Working 
Infection Control 
Equality 
Guidelines  
Risk and Incidents 
Audit 
Complaints 
Records 
Board Assurance 
 

14. This report will provide a series of actions suggested by the review team which 

would be the minimum requirement for implementation in order for the Trust to 

provide safe and sustainable maternity and neonatal services. 

Findings 
 

15. The review team established that whilst the Trust has developed a number of action 

plans in response to the various incidents, reports and reviews there was a lack of 

overarching strategy and overall leadership. Both of these would be required as a 

minimum to provide the baseline strategy for improvement and the requisite 

ongoing detailed internal review of people and systems to provide the Board of 

Directors with the absolute assurance that the maternity and neonatal services at 

Morecambe Bay were safe. 

 

16. There are a plethora of national standards which apply to maternity and neonatal 

services which if reviewed assist organisations to know what is required to develop a 

quality service. The Trust does not appear to have a robust mechanism for either 

reviewing the services it provides against the national standards or using the gap 

analysis to inform service development. There was no evidence of a systematic 

review being escalated through either a governance structure or a management 

structure.  

Recommended Action:  
 
The Trust should now identify the essential national documents relevant to 
maternity and neonatal services and undertake a review of compliance against 
these recommendations and standards. 
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17. Examples were seen where national tools or standards had been used in part such as 

Birthrate Plus for midwifery staffing and the Institute for Innovation and 

Improvement the ‘productive ward’. However; these could have and should have 

formed part of a wider strategic development. There is no comprehensive workforce 

plan for maternity services and the ‘productive ward’ was seen in isolation not one 

of continuous improvement.  

 

Recommended Actions:  

A comprehensive workforce plan should be written for all professional groups 
and grades of staff within maternity and neonatal services. It should be clear 
within the document how and when the Trust plans to implement this plan.  
 
The action required to demonstrate continuous improvement can be linked to 
section 30. 

 
18. Lack of leadership and team work have been highlighted as contributory factors 

when pregnancy outcomes and quality are poor.12 Leadership within the maternity 

services at UHMB across both managerial and professional groups was considered 

by the diagnostic review team to be of major concern. In some instances there  were 

no strong role models who were able to inform and influence the development of 

the service. It appeared the medical and midwifery teams worked in silos each 

attributing the lack of cohesion and excellence to each other. It is important to note 

however, there were a number of professionals who had the desire to provide an 

excellent service but who did not have the requisite experience or guidance to 

enable them to do so. It was notable that despite the recent number of serious 

untoward incidents there was no senior presence on the FGH site above midwifery 

matron level (Band 8a), with the Executive Team and Divisional Management Team 

being based at Westmorland General Hospital. The review team considered this a 

significant gap in the provision of visible leadership in an area of high risk.  

Recommended Actions:  
  
An immediate action is to ensure there is a clinically qualified Executive 
Director based and visible at the FGH site throughout the working week in 
addition to the Head of Nursing and Midwifery.  
 
The Trust should set out in the workforce plan the leadership requirements for 
maternity and neonatal services and proactively develop individuals to 
undertake these roles or seek to recruit to them externally.  

                                                 
1
 Safer Births: Everybody’s Business. An independent inquiry into the safety of maternity services in 

England. Kings Fund 2008, updated in 2009 
2 Safer Childbirth – Minimum standards for the organisation and delivery of care in labour. Royal 
Colleges of Obstetricians and Gynaecologists, Midwives, Anaesthetists and Paediatrics and Child 
Health October 2007 
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19. Clinical Governance should underpin the statutory duty of the organisation to 

deliver high quality care that is safe, accountable and effective and with the best 

possible patient experience.3 Obstetric and neonatal services both have national 

documents which contain recommendations for clinical governance.4 5 The review 

team ascertained the divisional governance structure is one example of a number of 

actions that had been implemented very recently of which the impact could not be 

wholly measured. There was a newly formed Divisional Clinical Governance Group 

with associated terms of reference. The group had the inaugural meeting in October 

2011 held in the absence of the Chair and with no medical staff present. There was 

no evidence of a clinical governance strategy and the maternity risk management 

strategy was due for review in 2010. There was reported to be a Children’s Safety 

Group (i.e. the paediatric governance group) which reports to the Divisional Clinical 

Governance Group and Trust Integrated Risk Committee. However, senior paediatric 

staff were unaware of this meeting and the clinical lead for paediatrics at RLI is not 

part of this group. The Mitchell Report recommended in 2009 strong governance 

arrangements for paediatrics were required. This does not appear to be have been 

implemented. 

 Recommended Actions:  
 
The Trust should ensure there is a Divisional Clinical Governance Strategy in 
place which is relates to and is consistent with the Trust Clinical Governance 
Strategy. This should contain clear lines of accountability, responsibility and 
auditable standards to measure the effectiveness of the implementation.  
 
As the maternity unit is part of a wider division there should also be in place 
either a maternity clinical governance strategy which encompasses the risk 
management strategy (or a separate maternity risk management strategy) 
which is developed and owned by the multidisciplinary team.  
 
The Department of Health Toolkit for High Quality Neonatal Services has 
identified Clinical Governance as one of the eight principles of quality care 
which the Trust should use to assess the quality of service and care provision 
in neonates. 

 
20. In recognition of the need to improve clinical governance within the Furness General 

Hospital maternity unit a consultant obstetrician was designated the labour ward 

lead, College Tutor and was reported to be the lead for CNST. One of the Midwifery 

Matrons was recently designated the Midwifery Clinical Governance Lead for 80% of 

her time. Additional support had been put in place from the NPSA, an additional 

                                                 
3
 Clinical Governance Tool Box, How effective is the CQC as an external regulator – Clinical 

Governance. www.clinical-governance-toolbox.com Harding Y 2011. 
4
Clinical Negligence Scheme for Trusts Maternity Clinical Risk Management Standards. NHS Litigation 

Authority January 2011. 
5
 Toolkit for High Quality Neonatal Services. NHS and Department of Health October 2009. 

http://www.clinical-governance-toolbox.com/
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matron to support practice and education and an Associate Director of Clinical 

Governance who had been appointed on a six month fixed term contract. The 

review team did however, have concerns that there was no overarching strategy and 

the obstetrician had too many designated roles which would potentially limit the 

rate of improvement. Examples seen were the continued review of critical incidents 

by the midwifery team rather than the multidisciplinary team and lack of reporting 

of obstetric incidents to the Integrated Risk Management Committee and therefore 

the Board of Directors.  

Recommended Actions: 
  
A review of all designated consultant roles should be undertaken for obstetrics 
and paediatrics to ensure the appropriate clinician with the requisite 
experience is designated and has built into their job plans time to undertake 
these roles.  
 
With respect to midwifery further development of the governance structure is 
required with the team for clinical governance undertaking this role for 100% 
of their  time. As with all employees there should be a personal development 
plan in place to enable continuous professional development. 
 
 
All clinical governance should be developed cross bay. 

 

21. The Trust’s People Strategy 2007-2012 sets out the workforce, leadership and 

learning and development strategies together with the personal responsibility 

framework. The Trust was able to demonstrate systems in place for the provision of 

induction and mandatory training and has a good website where all staff can access 

information on what training is required, how often it is required and a number of 

resources to assist with compliance. There is a Training Management System in 

place which when fully implemented will provide a good system for alerting staff to 

their mandatory training needs and for recording completion. This in turn will 

populate the GURU performance management system and will be able to generate 

reports to provide Board assurance. In the interim period the records for completion 

of mandatory training are kept on ward based spreadsheets and are therefore 

reliant on the accurate inputting of data. The review team were assured by Human 

Resources that the Board received accurate reports of training completed and 

induction. The Trust sets a target date for completion of mandatory training as 

December 2011. At the time of the review compliance was variable with only 1.79% 

of all medical staff in maternity and paediatrics having completed mandatory 

training up to November 2011 (according to the information presented) but 100% of 

consultants had had their appraisal. This is reported through the Divisional 

Performance Meeting and submitted to the Trust Performance Meeting. The 

divisional report comprises a series of data which is of limited quality when viewed 

in isolation of any minutes or actions. The divisional performance meeting does not 
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appear to be minuted rather that action notes are produced which when reviewed 

these did not reflect the workforce or education issues. The Trust induction 

appeared to be comprehensive and records of attendance are kept. However, there 

were serious concerns regarding the quality of local induction within the 

department, particularly for temporary staff as the records seen were of variable 

quality and interviews with staff suggested they had had limited and on some 

occasions, no local induction e.g. junior and middle grade medical staff who, for 

instance demonstrated a complete lack of knowledge of the location of the adult 

resuscitation equipment. When this was reported to a member of the senior 

management team they explained the resuscitation trolleys are kept in clearly 

marked bays. This was not the case at FGH. These findings would then bring into 

question the methodology used by Human Resources to provide assurance to the 

Board of Directors.   

Recommended Actions: 
  
An immediate action is to ensure all staff including temporary staff have 
undertaken a local induction and know where to locate the resuscitation 
equipment.  
 
The Trust should review the effectiveness of the People Strategy 2007-2012 
and look to identify any deficits in the strategy and the needs of the 
organisation in order to develop a new strategy fit for 2012 onwards. 

 

22. Despite the People Strategy 2007-12 being in place professional development did 

not appear to be structured within the maternity units with consultants expressing 

they were limited in what resources were available, new consultants not being 

supported to undertake training which would be regarded as requisite for the post 

and no education strategy in place identifying the minimum and desirable standards 

required for a consultant led obstetric unit.  Obstetric issues training days were in 

place which covered resuscitation and obstetric emergencies; however, there was 

no evidence of consultant attendance at these training days at RLI going back to 

2007. There was some evidence of consultant attendance at FGH. Midwifery 

professional development did take place but again did not appear to have any 

structure and was not part of an overall education strategy. University modules 

were used by midwives undertaking degrees but there was no consideration as to 

whether this met service requirements, whether there was equity of access and 

what the training needs analysis was. Examination of the newborn was reported as 

being a potential development need particularly from a paediatric perspective but 

this was not being progressed at the time of the review.  

Recommended Actions:  
 
The maternity and neonatal units should develop an education strategy which 
clearly links into the Trust People Strategy for 2012 and beyond. This divisional 
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strategy should outline clearly the minimum requirements for education and 
training for each professional group and how this will be delivered.  
 
Consideration needs to be given to expected standards of education for 
maternity and neonatal units 67 

 

23. Clinical audit is important to ensure consistent standards of clinical management are 

applied to all areas within maternity and neonatology. Clinical audit is one of four 

meetings that reports to the clinical quality and safety committee (CQSC) along with 

integrated risk management committee (IRSC), Patient experience and medicines 

management. However, minutes from CQSC meetings do not appear to have audit 

reports as a standing agenda item. The links between IRSC and audit appear to be 

poorly developed. From staff interviews the Audit Department appears to provide 

appropriate levels of support for external and internal audits with processes in place 

for the registration of audits, monitoring of progress and bimonthly reports (Clinical 

Audit report FACS). External reviews (NW internal audit) have been performed with 

improvement from limited assurance to significant assurance.  However, the links 

between audit, education, incidents and guidelines are weak. The audit programmes 

in FGH and RLI appear to be developed by individuals own thoughts and ideas, 

rather than in a systematic way with the need to monitor aspects of care identified 

by the maternity risk management group or the guidelines development group. 

There is a lack of cross bay collaboration in the development of forward audit plans.  

Recommended Actions:  
 
Audit should be a clear agenda item on each clinical governance group with 
the audit calendar being agreed and approved by this group.  
 
Audits should be undertaken to assess clinical quality and compliance with 
guidelines, following national recommendations, or recommendations from 
clinical incident reviews. 

 
24. The patient experience and safety had been identified by the Care Quality 

Commission (July 2011) as an area of concern with respect to the location of the 

obstetric theatre. The method of transfer in an emergency from the maternity ward 

or labour ward through public corridors impacted clearly up on patient privacy and 

dignity. These concerns have been discussed at Board level and a number of actions 

have been completed or are in progress. In order to transfer women to theatre in a 

more dignified way a doorway had been created between the labour ward and the 

medical assessment unit (MAU) so that the majority of the patient transfer occurred 

through a clinical area with privacy curtains being in place when crossing the public 

corridor. The journey time remained the same and the transfer was reliant upon the 

                                                 
6
 Clinical Negligence Scheme for Trusts Maternity Clinical Risk Management Standards. NHS Litigation 

Authority January 2011. 
7
 Toolkit for High Quality Neonatal Services. NHS and Department of Health October 2009. 
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staff in MAU ensuring the corridor was clear of patients and equipment to ensure 

rapid access. This was intended to be an interim solution and the Board were asked 

to consider three possible options for the redesign of maternity services at FGH. 

Despite Option three being the preferred option, which included a maternity theatre 

built within the maternity unit as part of a £5m capital scheme, the review team was 

informed this was on hold due to the financial position and capital resources being 

prioritised elsewhere in the Trust. This was not a fact that was known by the senior 

midwifery team. The diagnostic review team found there to be a lack of electronic 

fetal monitoring equipment in theatre giving rise to the potential lack of or delay in 

assessment of the fetal condition following transfer and prior to the delivery. The 

Care Quality Commission also identified concerns with the room on the labour ward 

which was being used to store medical records as well as being used as the doctor’s 

restroom. The Trust had undertaken improvements to this room which is now a 

combined staff room with new kitchen facilities.  

Recommended Actions:  
 
An immediate action is to ensure there is equipment to monitor the fetal heart 
electronically permanently available in the obstetric theatre.  
There needs to be a clear plan with associated timescales for the capital 
development of the maternity unit at FGH which is communicated widely to all 
staff. 

 
25. During the review visit to FGH the labour ward, maternity ward and neonatal unit 

appeared clean and generally well organised. Alcohol gel and hand washing facilities 

were available. There was concern that some medical staff did not follow infection 

prevention and control best practice being seen in theatre scrubs wearing jewellery, 

wrist watches and corduroy clogs.  

Recommended Actions:  
 
The standards for infection prevention and control should be re-visited with 
the medical staff and audited for compliance.  
 
Staff should be appropriately challenged when not adhering to best practice 
standards. 

 
26. The national maternity survey carried out in 2010 was positive and the Trust has 

mechanisms for measuring patient satisfaction locally i.e. matron questionnaires 

and electronic hand held devices however; these are not used in maternity services. 

The midwives have initiated some ‘listen with mother’ sessions in the Sure Start 

Centres to give women an opportunity to feedback. The main feedback is therefore 

through PALS and complaints.  

Recommended Actions:  
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The Trust should implement the use of electronic hand held devices to assess 
patient/parent satisfaction within the maternity and neonatal units.  
 
Patient feedback within the clinical area should be more meaningful and not 
rely simply on compliments which do not produce robust data.  
 
This feedback should be available and up to date on patient and staff notice 
boards. 

 

27. Under the NHS Constitution patients have a right to complain and for this complaint 

to be investigated if they are not happy with their treatment.8 Patients should 

expect their complaint to be dealt with efficiently, be properly investigated, and to 

know the outcome of any investigation into their complaint. The Trust has a process 

in place for the management of complaints which is well established however, it is 

not effective.   Interviews with staff identified that complaints are managed by a 

central team which includes investigation of the complaint and composition of the 

final response. Concerns have been raised about staffing levels within the 

complaints team which was communicated to the senior management team  There 

was no evidence that this has been noted or action taken by the senior management 

team to address this.  

 

28. Complaints response times have been criticised by the Parliamentary and Health 

Service Ombudsman (PHSO) in two cases because of the length of time taken to 

respond.  However Board agreement has recently been given to move from a 25 day 

response time to 3 months (75 days).  Whilst time scales for complaint responses 

have been removed from the complaints act the PHSO expects complaints to be 

responded to in a timely manner.  Evidence from Integrated Performance Reports 

shows response times running at around 60% 

 

29. Matrons described a system of informal complaint management which is considered 

good practice however assurance is needed to demonstrate that patients are aware 

of how to raise concerns. During review there was no evidence of information being 

made available to patients of how to do this.  Information is available via the Trusts 

website. 

Recommended Actions:  
 
The organisation and management of complaints within the Trust and then 
within the Division should be reviewed.  
 
A policy for the management of complaints should be written which clearly 
outlines what is expected from receipt of a complaint to the production of a 
satisfactory response for the complainant within a reasonable timeframe.  
 

                                                 
8The Handbook to the NHS constitution. Department of Health 2009 revised 2010. 
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Investigation of a complaint and the development of action plans should be 
the responsibility of the division. 
 
The Trust should make available information for patients to be able to raise 
concerns. 

 
30. Improving quality is a fundamental part of clinical governance and being able to 

demonstrate this is happening is vital to provide assurance to the Board of Directors 

that patients are in receipt of the best possible care.  The Trust has in place a nursing 

and maternity quality assessment tool (NQAT and MQAT) which should provide the 

organisation with a level of assurance. Review of the action notes for cross bay 

assessments in September 2011 would suggest there is more work to do in this area 

in particular to support the Matrons to undertake more in depth reviews. It is 

unclear from the information provided by the Trust how the level awarded is 

decided (i.e. is there a scoring methodology). Information obtained during the 

review highlighted the overall maternity standard as being Amber which should 

necessitate a repeat assessment in two months; however, this was not planned for 

twelve months. It was also clear from the site visits and the interviews that the 

previous programme of ‘Productive ward’ had ceased as it had been viewed as a one 

off programme. There were areas where it was clear techniques from this 

programme had been employed e.g. storage areas were on the whole organised.  

Recommended Actions:  
 
The Maternity Quality Assessment Tool should be reviewed so that all staff are 
clear what is expected both in the standards for delivery and also the 
methodology for assessment.  
 
The findings from the Maternity Quality Assessment Tool should be widely 
disseminated to all staff with the findings clearly visible on the notice boards 
for women and their families to see.  
 
The HON&M and the DON&M should review the findings and assure 
themselves the tool is being applied consistently and to the right level to 
provide assurance. 

 

31. The Equality Act came into force in October 2010. This is part of the legal framework 

that underpins the way the NHS provides its services for patients and supports its 

staff. Within the Trust there is evidence in place of consideration of the Equalities 

agenda.  There is a lead from the Human Resources team who is committed to the 

agenda and moving it forward and that the board are involved in issues relating to 

this agenda. There is also evidence that patient profiling data is used to shape 

services and a number of examples were provided to support this.  There is generally 

good uptake of the Equality and Diversity training however approximately only 4 

members of the midwifery staff from FGH access it annually.   
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Recommended Action:  
 
All staff within the maternity and neonatal services should undertake Equality 
and Diversity training at least once every three years. 

 

32. There is no evidence that equality has been considered in light of concerns raised 

about the ethnicity of mothers and babies involved in the maternity high level 

incidents.  The Equalities team has not been involved in supporting this aspect of 

care and neither has a specific EQIA been undertaken.  

Recommended Action:  
 
The high level incidents should be reviewed by the Equalities team with any 
recommendations for action being fed back to the divisional, maternity and 
neonatal clinical governance groups. 

 

33. The Mitchell Report 2009 was written following a request for the review of 

paediatric services. This report clearly identified a number of recommendations and 

actions for improvement. The team commissioned for this 2011 review undertook to 

review the neonatal element of paediatrics and the interface with maternity services 

only. The following comments relate to the findings which the review team noted in 

relation to the neonatal aspect of paediatrics which had already been identified 

previously. No review was undertaken of general paediatrics. 

 

34. Consultant staffing. Whilst some of the paediatric consultant staffing 

recommendations of the Mitchell Report have been implemented, e.g. the 

development of “twilight” shifts for paediatric consultants at Lancaster so that there 

is paediatric consultant presence within the hospital until late evening, many of the 

recommendations from the report have yet to be actioned.  This continues to have 

an impact on the provision of paediatric services at UHMB.  The review team found 

that the following had not been implemented although there was ongoing work.  

 

a. Expansion of consultant workforce at Furness 

b. Current medical staffing situation at Furness recognised as unsustainable 

and changed patterns of consultant working essential.   

c. Rotation of consultants between sites for periods of duty 

d. Development of governance roles within the paediatric body 

e. Clinical contribution to death review teams 

 

35. Neonatal nurse staffing. The staffing within neonatal units should be in line with the 

British Association of Perinatal Medicine (BAPM). The neonatal unit at FGH currently 

has 6 special care level cots and a workforce of 11.6wte nurses. This provides 2 

nurses per shift for a 24 hour period and at initial assessment would be compliant 

with BAPM standards. However, there are no systems in place for nurses to take 

meal breaks without leaving just one member of staff on the ward. Some of the staff 
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work long days of more than 12 hours without a break. Senior nurses and managers 

are aware of this but no contingency plans appear to be in place. At the time of the 

diagnostic review 5 nurses were absent due to sickness which translates to a 33% 

sickness rate. The nurses interviewed appeared to be very conscientious but were 

extremely concerned about the situation. This is compounded by the lack of middle 

grade paediatricians with the consultants covering both day and night time shifts 

working 1:2 rotas. The Mitchell report recommended that there should be 

a. Commitment to enhancing the nursing roles on the neonatal unit 

b. Neonatal Nurses providing front line neonatal resuscitative support with 

consultant back up, such that the service was less dependent on middle 

grade and junior doctors. 

 

36. Leadership. The Mitchell report recommended that a key enabler to success was the 

establishment of both clinical and managerial leadership within the trust that 

affords children’s health sufficient priority. The managerial structure at the time did 

not allow this. The review team 2011 found that although the management 

structure had been reorganised, children’s services had been removed from one 

large division, division of surgery and placed within another large division, family 

and clinical services division. The observations and concerns expressed in the 

Mitchell review in 2009 remain in 2011. 

 

Recommended Actions 

Immediate action required to ensure all neonatal nurses are able to take 
appropriate breaks in line with the European Working Time Directive. 
Development of the workforce plan as outlined at section 17. 

 
The Trust should implement the recommendations of the Mitchell Report 2009 
as many of the findings remain relevant to today. 

 
37. Board assurance was a theme that ran throughout the review. It is expected that the 

Board has sufficiently robust structures and processes in place to gain assurance 

that it is discharging its statutory duty. Initial interviews with members of the 

executive team would suggest that they were confident that the actions they had 

undertaken and the systems that are in place or had been put in place would 

provide the Board with the level of assurance required. The review team did not 

have the same level of confidence and so shared some of their findings with the 

executive team who were surprised and on occasions unable to explain why they 

had different assurances.  

 
38. Responsibility at Board level for Clinical Governance is shared between the Medical 

Director (MD) and the Director of Nursing and Modernisation (DON&M). Board 

assurance is provided through verbal and written feedback members of the Board 

and  with acceptance of minutes from the Clinical, Quality and Safety Committee 
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and the Integrated Risk Committee . On review the Board papers did not include in 

depth reports which reflected the seriousness of the position within the maternity 

unit. It appeared this was in part because reassurance was taken from external 

audits and the fact the CQC inspection had awarded overall compliance when the 

maternity service was inspected.  

 
39. Following a number of concerns including the CQC inspections and the more recent 

SUIs in the maternity unit at FGH, the Strategic Health Authority established a 

command and control structure with a Gold Command. A sub group is looking at 

maternity and paediatrics with the responsibility for ensuring safety and 

sustainability. The Trust has a designated Incident and Compliance Director who is 

responsible for ensuring the action plans are completed and the Board is assured 

that these have happened. 

 
40. There was acknowledgment that beneath the executive level the clinical governance 

structures are variable and in some areas not well developed as referred to earlier in 

the report. Within the Division of Families and Clinical Services the lines of 

accountability and responsibility through to the senior management team appeared 

blurred and on occasions unconnected. joined upThe review team considered this to 

be of concern from both a safety and a leadership perspective. A number of staff 

who were interviewed questioned whether the Family and Clinical Services Division 

had the correct alignment of services whether this was the correct composition for a 

division. There was acknowledgement that women and children services being 

aligned to surgery did not work as was the case previously as there were too many 

competing pressures. Interviewees suggested a women and children’s division alone 

would enable the attention to be focussed more directly to the areas required.  

Recommended Actions:  
 
The Board of Directors needs to review its systems and processes for patient 
safety and quality together with those for  patient and staff experience in 
order to develop robust assurance mechanisms which are able to stand up to 
scrutiny.  
 
The Trust should consider the constituent parts of the Division and in view of 
the current position should consider whether a division for women and 
children would be more appropriate. 
 

Conclusion 
 

41. The Diagnostic Review Team found there to be significant risk to the safety of 

mothers and their babies which the Trust had not identified and therefore had not 

managed. 
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42. Where the Trust had identified risks the review team considered effective action had 

not been taken to appropriately mitigate these risks. 

 

43. The diagnostic review team conclude overall there remain significant risks for the 

safety of mothers and babies particularly at Furness General Hospital but the lack of 

robust systems and leadership overall would indicate there is potential risk at the 

Royal Lancaster Infirmary too. This conclusion has been reached following the 

review of a significant number of Trust documents, interviews with staff and visits to 

all three hospitals.  

 
 

 
 
 
 

END OF REPORT 
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Terms of reference for Diagnostic Review 
University Hospitals of Morecambe Bay Foundation Trust 

3rd 4th & 7th November 2011 
Aim 
The diagnostic review team (‘review team’) have been commissioned by Monitor to ensure 
that all immediate and potential safety risks within maternity and paediatric services have 
been identified.    
The review team will identify immediate and potential patient safety risks within maternity 
and paediatric services across the Trust, including the interface between maternity and 
paediatric services (‘the  review areas’) and the action required to secure sustainably safe 
services in these areas.    
The review team will assess and quality assure the action plan produced by the Trust to 
address all the risks identified by the diagnostic review.  The diagnostic review is to 
coordinate with and complement as described below, the work of the   Clinical Leadership 
Support Network (CLSN). 
The diagnostic review will be conducted in two phases. The first phase will focus on the 
Trust’s maternity services and the interface between maternity and paediatric services 
review and must progress as swiftly as possible while ensuring a comprehensive and robust 
review.  The second phase will look at all paediatric services across the Trust.   Phase 1 
comes within the terms of the section 52 Intervention Notice which Monitor has issued to 
the Trust. 
The review team will assess progress at regular intervals to be confirmed by Monitor and 
report to Board of Monitor and the Trust as required by Monitor. 
The diagnostic review will result in two primary outputs: 

 a comprehensive log of all current and potential risks in the review areas, to be 

produced by the review team (‘the review risk log’); and  

 a consolidated, comprehensive, action plan including details of  priorities and milestones 

that the Trust must implement to address the risk log issues in order to secure 

sustainably safe services in maternity and paediatrics (‘the review action plan’).   This 

plan will incorporate the relevant elements of all other maternity and paediatric plans 

the Trust is currently working to, so that there is one consolidated comprehensive action 

plan.  This plan will be produced by the Trust and assessed and quality assured by the 

review team.  

Review Team (Phase 1) 
Karen Connolly – Director of Women’s & Neonatal Services – St. Mary’s Hospital 

Sarah Vause – Consultant Obstetrician/Clinical Director, Obstetrics – St. Mary’s Hospital 

Ngozi Edi –Osagie – Consultant Neonatologist/Clinical Director- Neonatal Intensive Care Unit 
- St. Mary’s Hospital 

Deborah Carter – Deputy Director of Nursing (Quality) – Central Manchester University 
Hospitals Foundation Trust 

 

 

 

 Objectives of the review team 
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1. Review and identify all current and potential patient safety risks within maternity and 

paediatric services across the Trust to produce the comprehensive review risk log.  The 

review will not be limited to, but must include, issues identified within the Fielding 

Review, CQC reports, Coroners’ Rule 43 letters, Charles Flynn review and other extant 

reports relating to the maternity and paediatric services at the Trust which have not yet 

been addressed sustainably, as well as issues identified in the Trust’s own risk registers.  

Examples of issues raised in these reports were culture and practice; appropriate cover 

arrangements; consistent use of guidelines; risk identification, management, escalation 

and mitigation. 

2. Assess and quality assure a consolidated, comprehensive, action plan produced by the 

Trust to address the review risk log issues – the review action plan.   This must include 

details of priorities and milestones that the Trust must implement to address the risk 

log issues in order to secure sustainably safe services in maternity and paediatrics.   This 

plan will incorporate the relevant elements of all other maternity and paediatric plans 

the Trust is currently working to, so that there is one consolidated comprehensive 

action plan.   

3. Appropriately coordinate/interface with the CLSN currently in place, to ensure that the 

work being done by the CLSN and any other Trust external/internal personnel is taken 

on board in the review as appropriate. 

4. Perform follow up reviews at the Trust as agreed with Monitor to provide assurance on 

the implementation and effectiveness of the comprehensive action plan and provide 

written and verbal reports to Monitor and the Trust as required by Monitor.  

5. Liaise with other stakeholders, including the CQC, SHA and commissioners, as 

appropriate to ensure that all relevant areas of concern are reflected in the review. 

 

Trust obligations in relation to the diagnostic review and follow-up (in addition to any 
others to be specified by Monitor) 

These will be detailed in full to the Trust separately and are highlighted here to assist with 
the understanding of the scope of the review and the relative roles and responsibilities of 
the review team and the Trust.  

1. To provide all administrative support and facilities reasonably required by the 

review team. 

2. To nominate a Board Member other than the Chair or the Chief Executive to be the 

lead senior contact with the review team. 

3. To provide all information required by the review team within the time-frame 

required. 

4. To produce and implement effectively the action plan as detailed above, 

incorporating any modifications produced by the review team in the course of their 

assessment and quality assurance of it or thereafter.      

5. To ensure that the CLSN, any other relevant external resource and all Trust 

personnel and the Trust Board cooperate fully with the review team. 
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6. To remunerate the review team as required, to be determined by Monitor in 

agreement with the review team. 

Timescales 

Phase 1: The review of maternity services including the interface between maternity and 
paediatric services will report on to Monitor and the Trust on 7 November 2011.  It is 
anticipated the review team will visit the Trust on 3 and 4 November 2011. 

Phase 2: The review of paediatric services across the Trust will report later, at a date to be 
confirmed. 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


