
Action 

8. Obstetric Secondary Review Action Plans 
had 

to 

• DatixiChild A .1CF and JMc reviewed 31wk twin death of 1 twin, complex case where mother 
Irrelevant & Sensitive :— documentation was excellent, multi-disciplinary working was 

excellent, clear reviews, precise management plans, and excellent escalation from midwifery 
medical staff when there were concerns. No issues with any element of care provided. 
Will be subject to Neonatal review and will be discussed at Perinatal mortality review meeting. 
Appropriate Obstetrically and well managed case. 

• Datixl_____I!,_§__i JF, KG and SB completed OSR for still birth in labour—from that recommendations 
have been made — currently awaiting commission of level 2 investigation as above 

Action 

9. Systems Reviews/Other Action Plans 

— this will 

• Anti D action plan — audit action plan — updated and complete 
• Action Plan CQC Outlier Puerperal Sepsis —final action plan received and all actions now embedded 

in practice. KG informs there will be 10 sets of notes audited per month and codes checked 
be an ongoing process. Will be revisited on RHD as an update. 

Action 

10. Claims and Complaints/ PALS 
• Not due — reports to be quarterly. 

Action 

11. Audit 
• None 

Action 

12. NICE Guidelines 
• None 

Action 

13. NCEPOD 
New Received — None 
Ongoing — None 
Closed — None 

Action DP to follow up as none received in the past few months DP 

14. W&C Safety & Quality 

of the 

and 

no/low 

• JD provided update — summary from May meeting as June's meeting cancelled. Main focus 
group being the quality and Care Metrics. How we learn from complaints, claims and incidents. 
Aggregated report is very useful clinically but needs to be more specific to Women & Children's 
include more detailed clinical learning. 

• The quarterly incident trend analysis report provides notification of near misses and trends in 
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