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1. INTRODUCTION

1.1  This document sets out the Womens Service Risk Management Strategy to manage 
risks arising from all types of activity including governance (incorporating Information 
Governance and Research Governance), finance and mandatory services, clinical, 
human resource, safety, environmental, service development and business. The 
document also sets out the Trust’s procedure for risk assessment to comply with the 
general duties of the Health and Safety at Work etc.  Act and more specific duties in 
various acts and regulations, including the management regulations. 
 Although termed a strategy the document should be treated as a policy providing ‘must 
do’ requirements in terms of risk management processes. 

1.2  Effective risk management requires a culture where all staff are involved in reducing 
risks and improving quality and safety. Risk management is a responsibility of all 
members of staff and must be part of objective setting in every business and 
management planning cycle and of every service development. It relies on all 
members of staff identifying and minimising risks within a progressive, honest, learning 
and open environment. 

1.3  It is important that risk management is a systematic process, using existing expertise 
and structures along with clear direction, guidance and support from the Womens and 
Childrens Clinical Management Groups (CMG) Senior Management Team. This 
strategy and its supporting documents set out the Womens and Childrens CMGs 
framework for risk management. 

1.4  The Womens Risk Management Strategy reflects and should be read in conjunction 
with the: 

• UHL Risk Management Policy

• UHL Incident and Accident Reporting Policy (including the investigation of
serious, RIDDOR and security incidents)

• UHL Health and Safety Policy.

1.5 The Womens Risk Management Strategy replaces the Maternity Risk Management 
Strategy. 

2. POLICY AIMS / STATEMENT OF INTENT

2.1 The Womens Service is committed to ensuring the implementation of risk 
management and ensuring that risk management is embedded into the culture of the 
organisation to foster an environment which minimises risk and promotes the health, 
safety and wellbeing of all those who enter or use its premises whether as staff, 
patients or visitors. 

To that end the Womens Service shall ensure: 

• Compliance with appropriate legislative and statutory requirements.

• That risk management is embedded in the Womens Service business processes.
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• Selective, regular and systematic audit / review of activities is undertaken in order
to identify and, minimise risk in line with statutory requirements and as far as is
reasonably practicable.

• Action is taken on recommendations from inspecting bodies.

• Full co-operation of all Womens Service staff in identifying and managing risk.

• Business and financial opportunities are pursued with a managed, risk based
framework.

2.2    The aim of this strategy is to ensure that all risks associated with the delivery of the 
Womens Service objectives and the provision of the Womens service are minimised in 
line with statutory requirements and as far as is reasonably practicable. The broad 
objectives of this strategy are to: 

• Describe a co-ordinated approach for the management of risk across all Womens
activities;

• Promote safe working practices aimed at the reduction of risk, as far as is
reasonably practicable;

• 
• Describe responsibilities and accountabilities for risk management at every level of 

the Womens Service; 

• Raise awareness of risk management through a programme of communication,
education and training;

• Promote continuous improvement through internal and external audit and
assessment;

• Maintain a pro-active, forward-looking approach;

• Ensure a systematic and consistent approach to risk assessments;

• Manage risks to an acceptable level ensuring action plans are fully completed;

• Integrate risk management with quality and performance management
arrangements to become an integral part of the business planning and objective
setting processes of the Womens Service;

• Enable staff to be empowered to report risks and register concerns about unsafe
practice;

• Enable all aspects of risk management to be approached in a structured manner,
in line with the Care Quality Commission registration standards and the NHS
Compliance framework;

• Provide guidance on the risk management process and the benefits of how
effective risk management will enable the Womens Service to contribute to a wider
risk network within the Trust and health community;
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3. POLICY SCOPE

3. 1  This strategy applies to all members of staff who are directly employed by the Trust and 
work within the Womens Service for whom the Trust has legal responsibility. For those 
staff covered by a letter of authority / honorary contract or work experience, this 
strategy is also applicable whilst undertaking duties on behalf of the Womens Service 
or working on Trust premises including those covered by the Research Passport 
Scheme. 

3.2  This strategy forms an integral part of the Trusts Safety process. 

4. DEFINITIONS

4.1  Definitions are detailed within the UHL Risk Management Policy. 

5. ROLES AND RESPONSIBILITIES

5.1  Organisational Structure and Roles and Responsibilities outside of the Womens 
Service are described within the UHL Risk Management Policy 

5.2  Roles and Responsibilities: Womens Service Level 

5.2.1   Womens & Childrens Clinical Director for the Womens & Childrens CMG shall 
discharge their responsibilities for clinical risk management by: 

a. Agreeing levels of competence with medical staff in line with national and professional
guidelines;

b. Ensuring induction and ongoing training of medical staff to the desired levels of
competence;

c. Ensuring monitoring and maintenance of the quality of clinical records;
d. Ensuring planned introduction of new clinical procedures;
e. Ensuring the development, dissemination, implementation and review of local clinical

policies, procedures and guidelines;
f. Ensuring local dissemination and implementation of Trust wide clinical policies;
g. Actively managing clinical risk;
h. Ensuring evidence exists for all clinical risk management activity;
i. Implementing, supporting and co-ordinating risk management processes in line with

the Womens Risk Management Strategy and the UHL Risk Management Policy;
j. Ensuring new risk assessments are considered by the CMG boards and appropriately

endorsed prior to entry onto the risk register;
k. Reporting and communicating directly with the Chief Nurse on issues around

governance/risk management in the Womens Service including Maternity Services via
the Head of Midwifery.

l. Providing feedback from Trust committees to the Womens Service staff on the
outcome of incident, complaint, claim and risk reporting on a monthly basis.

5.2.2  Womens & Childrens Head of Operations and Head of Nursing / Head of 
Midwifery shall discharge their responsibilities for risk management by: 

a. Ensuring risks to the achievement of the Womens Service objectives are identified,
assessed and effectively managed to minimise those risks as low as far as practicable;
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b. Ensuring adequate resources and expertise are made available to effectively manage
risks within their areas of responsibility;

c. Ensuring risk management is incorporated into all clinical and non-clinical processes
(including CMG business processes);

d. Ensuring that this strategy, the UHL Risk Management Policy and other information
related to the risk management process is disseminated and upheld by all staff;

e. Identifying staff responsible for championing risk management and making their roles,
responsibilities and accountabilities clear to them and to other staff;

f. Identifying the risk management training needs of the Womens Service managers and
ensuring their attendance at relevant training events;

g. Ensuring all Trust / Local policies are implemented and that compliance with these
policies is regularly reviewed / audited;

h. Ensuring that all staff have received corporate induction and the CMG local induction
and are aware of their personal responsibility within the risk management process;

i. Acting upon aggregated information from incident reports, complaints and claims to
identify risks and, where necessary, update working practice;

j. Providing feedback from Trust committees and/or Womens Quality & Safety Board to
the Womens Service staff on the outcome of incidents, complaints, claims, and risks;

k. Ensuring new risk assessments are considered by the Womens Service and
appropriately endorsed prior to entry onto the risk register;

l. Ensuring that existing risks are reviewed by the Womens Quality & Safety Board;
m. Ensuring that evidence exists for all risk management activity to demonstrate that

Trust standards and legal and statutory requirements are being met;
n. Being accountable for the Womens Service or corporate directorate management of

the Central Alerting System (CAS) broadcasts;
o. Reporting and communicating with the Clinical Director for the Womens and Childrens

CMG on issues around governance/risk management in the Womens Service;
p. Ensuring external reports are communicated to the Chief Nurse via the Clinical

Director for the Womens & Childrens CMG;
q. Ensuring that recommendations from external reports are monitored and implemented.
r. Ensuring that risks to the achievement of Womens Service objectives are identified

and assessed;
 s Providing professional and managerial lead Womens Service ???ership for midwives

and nurses within the Womens Service;
t Reporting and communicating with the Chief Nurse via the Clinical Director for the

Womens & Childrens CMG on issues around governance/risk management;
u. Representing the Womens Service on relevant Trust groups and committees;
v. Providing professional leadership for the Maternity Service in coordinating the

processes required in achieving compliance with Maternity Service standards (as per
NHSLA Safety and Learning Service recommendations);

5.2.3 Quality and Safety Manager (Speciality Manager) for the Womens & Childrens
CMG shall discharge their responsibilities for risk management by:

a. Ensuring that risks to the achievement of the Womens Service objectives and all
significant hazards inherent within work processes are identified, Womens Service
assessed, effectively managed and risk assessments submitted to the Womens
Quality & Safety Board for approval prior to entry onto the risk register.

b. Analysing and investigating incidents, complaints, risks and claims and subsequent
implementation of improvement strategies.

c. Ensuring accurate risk registers are maintained and that risks and mitigating actions
are implemented and regularly reviewed in line with this strategy, and the UHL Risk
Management Policy.
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d. Ensuring health and safety, incidents, complaints, claims and risk management
processes are embedded within the Womens Service.

e. Ensuring there are sufficiently trained and competent people to perform risk
assessments.

f. Ensuring that the results of risk assessments are bought to the attention of their staff
group.

g. Seeking advice and guidance from the corporate risk team on any aspects of risk
management beyond their knowledge and skills.

h. Identifying the risk management training needs of staff, monitoring and ensuring their
attendance at relevant training events.

i. Providing advice and support to staff in relation to incidents, claims, and complaints.
j. Ensuring that there are suitable arrangements in place for the review and control of

serious and imminent danger, where this potential is identified during the risk
assessment process.

k. Reporting and communicating with the Head of Nursing / Head of Midwifery for the
Womens and Childrens CMG on issues around governance/risk management in the
Womens Service .

l. Being an ex-officio member of the Womens and Childrens CMG Risk Groups and is
responsible for the link between the Womens Service and Corporate (UHL) clinical risk
management processes, through membership of CMG groups, and Trust groups.

5.2.4  Heads of Service for the CMG shall discharge their responsibilities for risk 
management by: 

a. Being responsible for the delivery of effective clinical governance systems and
processes in their service.

b. Reporting and communicating with the Womens and Childrens CMG Clinical Director
on issues around governance/risk management within the Womens Service.

c. Ensuring that services are safe and clinically effective, including monitoring and
evaluating care, promoting a learning culture for staff.

d. Developing clinical outcome and bench marking data.
e. Being responsible for highlighting issues to ensure that all medical staff are aware of

any trends or risks to service and actions required.
f. Assisting in the feedback process to medical staff.

5.2.5   Clinical Risk Leads for the Womens Service shall discharge their responsibilities for 
risk management by: 

a. Being responsible for chairing risk groups within the Womens Service.
b. Assisting in the investigation of Serious Patient Safety Incidents.
c. Providing expert advice and opinion to the Clinical Risk and Quality Co-ordinators for

the CMG in their day-to-day management of risk management activity.
d. Reporting and communicating with the relevant Head of Service on issues around

governance/risk management within the Womens Service.

5.2.6  Clinical Risk and Quality Co-ordinators for the Womens Service shall discharge 
their responsibilities for risk management by: 

a. Reporting and communicating with the Clinical Risk and Quality Manager for the
Womens Service on issues around governance/risk management within the Womens
Service.

b. Reviewing and grading of Incident Report Forms.
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c. Analysing data in order to identify trends.
d. Preparing of regular reports on risk management activity - including incidents reported,

complaints and litigation, analysis of data including the number of incidents,
conclusions (trends, increases, decreases and recommendations) and actions taken in
response to incidents.

e. Providing risk management input to the relevant Risk and Governance Groups within
the Womens Service including the Womens Quality and Safety Board Meetings and
other related meetings within the Womens Service.

f. Take new risks to the relevant Governance Groups.
g. Review Risk Register actions plans.
h. Ensuring investigations, including full root cause analysis, of major adverse incidents

are carried out and reports are completed for submission to the Corporate Risk Team
and Clinical Commissioning Groups.

i. Supporting the Matron in the management of complaints.
j. Providing feedback to staff from incidents to ensure shared learning and lessons

learnt.

Maternity Service Level 

5.2.7   Lead Consultant Obstetrician for the Delivery Suite (one for the LRI site and one 
for the LGH site) shall discharge their responsibilities for risk management by: 

a. Reporting and communicating with the Head of Service for the Maternity Service on
issues around governance/risk management in the Maternity Service.

b. Ensuring that the Trust and the Womens maternity risk management systems and
processes are implemented in their clinical area.

c. Being responsible for chairing the Delivery Suite Forum.
d. Overseeing Intrapartum Case Review meetings.
e. Assisting in the investigation of Serious Patient Safety Incidents.

5.2.8   Matron for Intrapartum & Inpatient Services (one for the LRI site and one for the 
LGH site) shall discharge their responsibilities for risk management by: 

a. Ensuring that the Trust and the Womens maternity risk management systems and
processes are implemented in their clinical areas.

b. Reporting and communicating with the Head of Midwifery on issues around
governance/risk management in the Maternity Service.

c. Assisting in the investigation of Serious Patient Safety Incidents.
d. Ensuring that actions identified as a result of investigations into incidents, complaints,

inquests and claims are implemented within their clinical areas.
e. Participating in the Labour Ward Forum, Perinatal Risk Management Group, and

Maternity Service Governance Group.
f. Assisting in the feedback process and training activity.

5.2.9  Clinical Midwifery Delivery Suite / Ward Manager (one for the LRI site and one for 
the LGH site) and Clinical Midwifery Ward Managers shall discharge their 
responsibilities for risk management by: 

a  Ensuring that the Trust and the Womens maternity  risk management systems and 
processes are implemented in their clinical areas. 

b. Reporting and communicating with the Matrons for Intrapartum & Inpatient Services on
issues around governance/risk management in the Maternity Service.
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c. Assisting in the investigation of Serious Patient Safety Incidents.
d  Ensuring that incidents and complaints are reviewed and investigated and that 

feedback is given to individuals or teams where required. 

5.2.10   Lead Obstetric Anaesthetist for Anaesthetic Services (one for the LRI site and one 
for the LGH site) shall discharge their responsibilities for risk management by: 

a. Ensuring that the Trust, the Womens Service and the ITAPS (Critical Care, Theatres,
Anaesthetics, Pain and Sleep) CMG risk management systems and processes are
implemented in their clinical area.

b. Reporting and communicating with the Head of Service for Anaesthetics on issues
around governance/risk management in the Maternity Service.

c. Liaising with the Lead Consultant Obstetrician for the Delivery Suite on issues around
governance/risk management in the Maternity Service.

d. Assisting in the investigation of Serious Patient Safety Incidents.
e. Attending and participating in the Labour Ward Forum and the Perinatal Risk group.
f. Assisting in the development of obstetric guidelines where anaesthetic input is

required.

5.2.11   Communication of risk issues: 
  The Womens Risk Management Reporting Structure, (Appendix 1) details all the groups 
which have some responsibility for risk provides a more detailed explanation of the 
communication of risk management issues within and out of the Womens Service. 

5.3       Committee structures and reporting arrangements 
5.3.1    The risk reporting framework shall integrate across all established committees within the 

Trust that have responsibility for risk in order to create a culture of risk reporting and 
feedback. 

6.0  POLICY STATEMENTS AND ASSOCIATED DOCUMENTS PROCEDURES 

6.1  Risk Appetite 
The Risk Appetite for the Womens Service is as described within the UHL Risk 
Management Policy.  

6.2  Risk Identification 
Risk Identification for the Womens Service is as described within the UHL Risk 
Management Policy.  

6.3  The Process for Assessing Risk 
The Process for Assessing Risk for the Womens Service is as described within the UHL 
Risk Management Policy.  
Appendix 2 describes the risk register process from identification to entry on the Risk 
Register together with the required monitoring process within the Women’s Service. 

6.4   Requirements of a Risk Assessment 
The requirements of a Risk Assessment for the Womens Service is as described within 
the UHL Risk Management Policy. 
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6.5   Risk Scoring 
Risk scoring for the Womens Service is as described within the UHL Risk Management 
Policy. 

6.6   Risk Treatment 
Risk Treatment for the Womens Service is as described within the UHL Risk 
Management Policy. 

6.7  Local Accountability for Risk, Review & Escalation in the Womens Service 
Local Accountability for Risk, Review & Escalation for the Womens Service is as 
described within the UHL Risk Management Policy.   

6.8  Risk Recording 
Risk recording for the Womens Service is as described within the UHL Risk 
Management Policy.  

6.9  Risk Register (Datix) 
 The Risk Register for the Womens is as described within the UHL Risk Management 
Policy with the exception of:  

6.9.1  The Quality & Safety Manager for the Women’s & Children’s CMG  shall be responsible 
for reviewing the risk register on a monthly basis and producing regular and ad-hoc 
reports for the relevant Governance and Risk Groups within the Women’s Service as 
well as the Women’s Quality & Safety Board. Where required the Trust Corporate Risk 
Management Team is responsible for reviewing the risk register on a monthly basis and 
producing regular and ad-hoc reports for the Trust Committee  and the Women’s Quality 
& Safety Board.  

6.10  Learning 
Learning for the Womens Service is as described within the UHL Risk Management 
Policy with the exception of: 

6.10.1  Learning the lessons from internal incidents, complaints, claims and, inquests is an 
important factor in the Womens Service approach to managing risk. Following 
investigation, presentation of the final report and action plan will be monitored via the 
Women’s Quality & Safety Board relevant Trust-wide groups. 

6.10.2   The Womens Service supports the principle of an open and fair culture where staff 
report incidents promptly and information about adverse events is communicated 
promptly, openly and effectively to patients and their families. Support will be provided 
to staff and patients immediately following an incident according to their respective 
needs. Following the investigation and review of incidents feedback will be provided to 
staff and patients. 
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7.0        PATIENT SAFETY INCIDENT REPORTING 
------------------------------------------------------------------------------------------------------------------------------- 
 7.1  Patient Safety Incident Reporting is described in the UHL Incident and Accident 

Reporting Policy (including the investigation of serious, RIDDOR and security 
incidents) with the exception of: 

7.1.1  A detailed list of ‘trigger factors’ has been created for each speciality for all staff  within 
the Womens Service to use to promote consistency of reporting (Appendix 2). 

7.1.2  The process for review of ‘moderate’ or ‘major’ consequence patient safety incidents is 
as described in Appendix 6. 

7.1.3  The outcomes and any learning from incident investigations are reported locally to the 
relevant Risk & Governance Groups within the Women’s Service and the Women’s 
Quality & Safety Board. Wider learning is via the Women’s Quality & Safety newsletter. 
Incidents, claims and complaints are discussed and considered by the relevant Risk & 
Governance Groups within the Women’s Service. 

7.1.4  Case reviews are undertaken on a regular basis. Recommendations, lessons learned 
and actions are disseminated to all staff within the Women’s Service via appropriate 
communication methods e.g. via local meetings, e-meetings, etc. 

7.1.5  All lessons learnt from formal and informal complaints, claims and incidents and where 
there are changes to practice, (whether embedded in guidelines, protocols, pathways 
or policies) are communicated to staff (including all relevant disciplines) via e-mail, the 
intranet, managers and through local and multidisciplinary forums.  

7.2  Management of a Serious Incident Reporting Process within the Womens Service 
is as described in the UHL Incident and Accident Reporting Policy (including the 
investigation of serious, RIDDOR and security incidents) with the exception of: 

7.2.1 Serious incident reporting process 
7.2.2 All SUI’s requiring Investigation must be reported immediately: 

In working hours to: 

• Matron for the relevant Clinical area

• Quality and Safety Coordinator

• Clinical Risk Lead

• Head of Nursing and/or Midwifery for CMG 7

• Clinical Director  for CMG 7

• Head of Operations for CMG 7

• Head of Service for Specialty

On confirmation of the SUI a member of the Clinical Risk and Quality Team should 
inform the following individuals: 

• Quality & Safety Manager for the Womens and Childrens CMG

• Corporate Patient Safety Team
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Out of hours to: 
� Womens or Childrens CMG Manager on call 
� Consultant on call 

The Womens or Childrens CMG Manager on call will inform the on call Duty Manager 
for the Trust, who will then inform the on call Director. An assessment will then be 
made whether reporting to the Clinical Commissioning Group can wait until normal 
working hours. 

Staff must take all reasonable steps to ensure the safety for all concerned. 

Staff should follow the Incident Reporting Process Flowcharts for Patient Safety 
Incidents and Serious Patient Safety Incidents (SUI’s) (Appendices 3, 4, 5 & 6). 

7.2.3 All incidents relating to screening should be managed in accordance with the NHS 
England document “Managing Incidents in the National Screening Programmes” 

8.0   Education and training requirements are described in the UHL Risk Management 
Policy 

9.0    Process for monitoring compliance is described in the UHL Risk Management 
Policy 

10.0   Equality impact assessment is described in the UHL Risk Management Policy 

11.0 Legal Liability is described in the UHL Risk Management Policy 

12.0. Supporting references, evidence base and related policies 

• UHL Risk Management Policy A12/2002

• UHL Health and Safety Policy A17 / 2002

• UHL Safer Handling Policy – Risk Assessment B65/2011

• UHL Incident and Accident Reporting Policy (including the investigation of
serious incidents) A10/2002

• Information Governance Policy B4 / 2004

• Medical Devices Policy B26/2005

• UHL Statutory and Mandatory Training Policy B21 / 2005

• UHL Corporate and Local Induction Policy for Permanent Staff B4 / 2003

• Management of Complaints Policy A11 / 2002

• UHL Claims Handling Policy and Procedures B24 / 2008

• UHL Central Alerting System (CAS) Policy B1 / 2005

• Whistle blowing Policy A15/2001

• Duty of Candour (being open) Policy B42/2010

• Supporting staff invoved in incidents, inquests, complaints and claims Policy
B28/2007
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• Clinical negligence, Personal Injury and Property Claims Handling Policy
(B24/2008)

• Statutory and Mandatory Training Policy (B21/2008)

• Information Governance Policy (B4/2004)

• Protecting Patients Policy when a safeguarding Allegation is made against an
Employee (B13/2003)

• Policy for the Management of Medication Errors (B45/2008)

• NHS England Serious Incident Framework (march 2015)

• NHS England Never Events Framework (March 2015)

• LLCR CCG Local Policy for the Reporting, Investigating and Learning from
Serious Incidents (February 2016)

• Datix Risk Register User Guide

• NMC Midwives Rules and Standards

• NMC Modern Supervision in Action: a practical guide for midwives

• NHS England Managing Incidents in National Screening Programmes (2015)

13.0 Process for version control, document archiving and review 
------------------------------------------------------------------------------------------------------------------------------- 

13.1 Following ratification by the Womens Quality & Safety Board new versions of this 
document will be uploaded onto SharePoint by the Policy and Guidelines Administrator and 
previous versions will be archived automatically through the system. Access for staff to this 
document is available through UHL “InSite”. 

13.2 This document will be reviewed on a three yearly basis unless earlier revision is required 
following internal audits and / or external guidance. The CMG Quality and Safety Manager will 
be responsible for initiating the regular review of this policy.
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Appendix 1: 
WOMENS RISK MANAGEMENT REPORTING STRUCTURE 
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Appendix 2 

Incident Trigger Lists 

For the specialties of obstetrics, gynaecology and neonatal services, the Royal college of 
Obstetricians & Gynaecologists recommend that the following clinical incidents be 

reported via the Datix Reporting System 

OBSTETRICS • Maternal death

• Stillbirth

• Neonatal death

• Low Apgar - <6 @ 5 minutes/Cord pH <7.05 Arterial or <7.1 Venous)

• Undiagnosed breech in labour

• Shoulder dystocia

• Significant postpartum haemorrhage (i.e. > 1500ml)/Peripartum blood transfusion

• Unexpected admission to neonatal unit

• Significant infections (hospital acquired infection)

• Loss of clinical materials e.g. swabs

• Third and Fourth degree tears

• Misdiagnosis of antenatal screening tests/Undiagnosed fetal anomaly

• Born Before Arrival (BBA’s)/Unplanned homebirth

• Return to theatre

• Readmission of mother

• Drug error/incident

• Unavailability of hospital records

• Unavailability of any facility or equipment (including NNU cots)/ Equipment
failure/faulty/missing

• Trauma to bladder or other organs

• Fetal laceration @ caesarean section

• Anaesthetic complication (see Dept. of Anaesthesia list of reportable incidents in
appendix)

• Deep vein thrombosis/pulmonary embolism

• Failed Instrumental delivery

• Issues regarding safeguarding of the newborn

• Maternal transfer to intensive care

• In utero transfers out of unit

• Refusal of in-utero transfer into unit

• Inadequate Staffing

• Transfers of activity/closure of services in Leicestershire

• Verbal/physical aggression

• All Accidents

• Near misses

• Admission of baby from home up until 28 days of life

• Eclampsia

• Hysterectomy / Laparotomy

• Uterine Rupture

• Birth trauma

• Neonatal seizures

• European Congenital Anomalies & Twins (Eurocat)

• Delay in responding to call for assistance

• Conflict over case management

• Potential service user complaint

• Violation of local protocol

• Birth trauma (e.g. fractures, Erbs palsy etc)
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NEONATES 

GYN GYNAECOLOGY 

• Neonatal Encephalopathy

• Iatrogenic trauma (e.g. extravasation of fluids from IV line, problems secondary
to arterial lines)

• Unexpected neonatal death

• Transfer out of NNU due to lack of resources

• Drug error/incident

• Equipment failure/faulty/missing

• Staffing levels

• Unavailability of Neonatal Consultant

• Failure to complete a Paediatric Alert form when there is a known anomaly

• All Accidents/Incidents involving patients, visitors or staff

• Clinical incidents relating to cross-site transfer

• Near misses

• Damage to structure (e.g. ureter, bowel, vessel)

• Post-Operative retention of urine

• Delayed or missed diagnosis (e.g. ectopic)

• Deep vein thrombosis/pulmonary embolism

• Failed procedures (e.g. abortion, sterilisation, laparoscopy)

• ITU admission

• Omission of planned procedures (e.g. removal of IUCD at
sterilisation)

• Admission for Ovarian hyperstimulation

• Performance of unplanned, unconsented procedures (e.g.
removal of ovaries at hysterectomy)

• Delay connected with the management of operations/treatment

• Unplanned and unexpected loss of fertility (e.g.  second fallopian
tube removed due to ectopic pregnancy)

• Unplanned return to theatre

• Complications of anaesthesia

• Retained swab/instrument

• Equipment failure/faulty/missing

• All Accidents/Incidents involving patients, visitors or staff

• Drug error/incident

• Staffing levels

• Communication failure leading to (potential) adverse event

• Post-operative bleeding

• Infection control
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It is important to remember that these are not exhaustive lists and the lists are subject to frequent review to 
ensure that significant incidents continue to be reported. Other specialities within and out with the 
Directorate should use the above trigger lists for guidance. 

Separate reporting criteria for the Department of Anaesthetics have been included below: 

Trigger List for Reporting Adverse Events in CMG of , Critical Care, Theatres, Anesthesia and 
Pain Management (ITAPS) 

Some of the triggers are obvious but some, particularly those marked with an asterisk* are open to 
interpretation. Therefore, care should be taken when using this trigger list and one should complete the 

Trust Adverse Event Report form if any of the following are significant episodes impinging on the 
patients well being, which are unsuspected or unexplained on clinical grounds. 

Cardiovascular 

Equipment related 
please specify 
equipment type 

Injury or damage 
connected with 
Anaesthesia 

• Cardiac arrest*

• Wound or Surgical Site Infection*

• Cardiac arrhythmia (please specify)*

• Unplanned return to theatre

• Cardiac failure

• Embolism – air / other

• Treatment/procedure - inappropriate/wrong

• Haemorrhage / haematoma, anaes*

• Unexplained Hypertension / Hypotension*

• Unexplained Metabolic / electrolyte disturbance*

• Cardiac ischaemia / infarction

• Infusion / transfusion problem

• Inadvertent arterial cannulation

• Breathing system problem

• Drug / fluid delivery system problem

• Anaesthetic gas dilution

• Equipment disconnection

• Equipment user error

• Failure of single use surgical item

• Hypoxic mixture <21%

• Equipment malfunction / failure

• Monitoring problem

• Equipment not available*

• Incorrect instrumentation in sterile packs

• Unfamiliarity with equipment

• Supply failure (gas or power)

• Vaporiser problem / empty

• Equipment wrongly connected

• Ventilator problem

• Diathermy burn

• Handling, lifting or carrying injury

• Patient injury or damage

• Tooth or crown broken or knocked
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Neurological factor 

Patient factor 

Preoperative factor 

Respiratory factors 

• Awareness / dreaming / nightmare*

• LA toxic reaction

• LA spread Xs, (include total spinal)

• NM block problem

• LA inadequate

• Major nerve damage e.g. paraplegia, spinal cord damage, spinal
cord infarction, major neuropathy

• Spinal bleeding e.g. spinal haematoma

• Spinal Infections e.g. epidural haematoma, meningitis

• Dural Tap

• Dentition (e.g. poor)*

• Obese patient*

• Hyperthermia >38

• Patient left unattended

• Patient incorrectly identified

• Inadequate investigation

• Lack of clinical or risk assessment

• Inadequate notice of surgery

• Inadequate premedication

• Communication failure with patient, parent or carer

• Inadequate or no consent to treatment or procedure

• Inadequate assessment

• Inadequate fluid replacement

• Theatre list details incorrect

• Delay/failure in acting on complication of treatment

• Respiratory arrest

• Aspiration

• ETT blocked / kinked

• Intubation unintended bronchial

• Tracheostomy - emergency

• Extubation problem (e.g. inadvertent)

• Hypercapnia*

• High airway pressure

• Hypoxaemia<85%

• Laryngospasm

• Intubation / LMA Insertion - failed

• Airway obstruction (inc. LX oedema)

• Intubation oesophageal

• Pneumothorax

• Regurgitation - no aspn. detected

• Ventilation difficulty / failure.

• Bronchospasm / asthma
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Infection Control • Restricted admissions (beds closed due to infection control issues)

• Cessation of procedures (cancellation of operations due to infection
control issues)

• Outbreaks of infection affecting activity

• Infected healthcare worker e.g. TB, vCJD, Blood borne

• Significant breakdown of infection control procedures e.g. Use of
products from a failed sterilization cycle

• Serious adverse effect on patient due to infection e.g. MRSA/CDT
which resulted or contributed to surgical intervention, morbidity or
death

Connected with 
management of 
operations or 
treatment/procedure 

• Delay in obtaining clinical assistance

• Delay in acting on complication of treatment

• Infusion injury

• Missing needle / instrument / swab

• Operative site not marked

• Postponed or cancelled surgery

• Retained needle / swab / instrument

• Operation or procedure wrongly sited

• Incorrect site surgery

• Theatre list details incorrect

• Inadequate or no consent to treatment / procedure

• Failure to discontinue treatment
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Medication Related 
Adverse Events 

Medication errors may be 
linked to certain aspects of 
the process and if possible 
please specify if it was 
linked to any of the 
following: 

• Medication error during
the prescription
process

• Preparation of
medicines / dispensing
in pharmacy

• Advice

• Administration or
supply of a medicine
from a clinical area

• Monitoring or follow up 
of medicine use 

• Patient's reaction to
Medication

• Supply or use of Over
The Counter medicines

Other indications for 
reporting adverse events 

• Contra-indication to the use of the medication

• Dose or strength was wrong or unclear

• Frequency for taking of medication was wrong

• Wrong method of preparation or supply

• Medication prescribed to which patient had a known allergy

• Adverse reaction / anaphylaxis when drug used as intended

• Wrong quantity

• Omitted medicine or ingredient

• Wrong / transposed / omitted medicine label

• Formulation of medication was wrong

• Wrong drug / medicine

• Medicine not administered

• Wrong route for administration of medication

• Medication incorrectly stored

• Mismatch between patient and medicine

• Expiry date wrong, omitted or passed

• Delay or Failure to follow up / monitor

• Failure to discontinue treatment

• Verbal direction to patient was wrong or omitted

• Patient information leaflet wrong or omitted

• Problems associated with access, appointments, admissions,
transfers, discharges and associated problems, to include ambulance
transfer delays/failures

• Abuse e.g. physical assaults on staff by patients, self harm during 24
hour care

• Accidents which could have or did cause personal injury or harm

• Consent, confidentiality, communication problems

• Diagnosis – failed/delayed

• Information relating to patient records e.g. records, documents, test
results etc missing

• Financial Loss

• Patient Information e.g. records, documents, test results, scans etc

• Infrastructure/resources e.g. staffing, facilities, environment e.g.
incidents relating to lack of or delayed
facilities/equipment/supplies/staffing levels

• Implementation of care and ongoing monitoring/review e.g.
complications of inadequate pain management, pressure sores,
possible delays/failures to monitor

• Security (includes security incidents related to
premises/land/equipment, fires/fire alarms & fire risks, staff records or
information, security incidents related to personal property/vehicles,
public order/protests/bomb scares/riot/disorder etc,

• Treatment/procedure e.g. blood transfusion issues/blood related
problems e.g. blood expired



Womens Risk Management Strategy 
Author: N Savage, Quality & Safety Manager – Updated by N Savage and L Matthews 
Contact: L Matthews, Clinical Risk and Quality Standards Midwife  
Approved by: Maternity Service Governance Group     

Page 21 of 25 
Written: October 2011 

Last Review: January 2018 
Next Review: June 2021 

Guideline Register No: C22/2011 
  Please note that this may not be the most recent version of the document; the definitive version is in the Policy and Guidelines  
Library.

Appendix 3 

INCIDENT REPORTING PROCESS 

 
 
 

INCIDENT FORM COMPLETED 

RECEIVED BY APPROPRIATE WOMENS 
SERVICE PERSONNEL

FORM CHECKED FOR QUALITY AND 
COMPLETENESS. CONSEQUENCE GRADING 

CHECKED 

MINOR MODERATE 

INVESTIGATION- LEVEL 
DEPENDANT UPON 
ISSUES BY WARD 
MANAGER/QUALITY & 
SAFETY CO-ORDINATOR 

INVESTIGATION 
WHEN REQUIRED 
FOR INDIVIDUAL OR 
AGGREGATE BASIS 

ALL FORMS REVIEWED BY QUALITY & SAFETY TEAM 

INVESTIGATION SCREEN COMPLETED ON 
DATIX WHERE APPROPRIATE 

FOLLOW INCIDENT 
REPORTING 
FLOWCHART FOR 
SERIOUS PATIENT 
INCIDENTS FOR THE 
WOMENS SERVICE 

MAJOR or 
EXTREME 

FEED BACK TO STAFF DEPENDANT UPON 
NATURE OF THE INCIDENT 
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Appendix 4 
Incident Report Process Flowchart for Moderate or Major Consequence Patient Safety Incidents within 

the Womens Service 

*There is no definitive list of events/incidents which constitute a serious incident. Each incident must be
considered on a case by case basis using the following description:

• Act and/or admissions occurring as part of NHS-funded healthcare

• Unexpected or avoidable death (includes homicide by a person in receipt of mental health care/suicide

• Unexpected or avoidable injury resulting in serious harm

• Unexpected or avoidable injury that requires further treatment to prevent death or serious harm

• Actual or alleged abuse where healthcare did not take appropriate  action/intervention to safeguard
against such abuse or if it occurred during the   provision of NHS funded care

• A ‘never event’ i.e., retained swab/instrument

• An incident that prevents or threatens to prevent an organisations ability to continue to deliver an
acceptable quality of healthcare services, including: suspension of services, prolonged media
coverage or public concern”

Any serious patient safety incident that causes concern* 
Reviewed by the Specialty Clinical Risk Lead/Head of Service and Quality & Safety Co-ordinator 

Daily Review of incident forms by Quality & 
Safety Team 

Quality & Safety Co-ordinator will inform Womens & 
Childrens CMG Management Team 

Confirmed not to 
be an SUI 

Any incident not immediately clear to be an SUI 
to be reviewed by: 

• Perinatal Risk Group (maternity)

• Gynaecology Risk Group (gynaecology)

• Neonatal Governance (neonatology)

Root Cause Analysis 
Review by 

Multidisciplinary 
Group 

Confirmed as a Serious Patient Safety 
Incident(SUI) 

Quality & Safety 
Coordinator informs: 

• Corporate Patient
Safety Team

• CCG

• TDA

SUI Report to be completed 
within 60 working days of 

escalation 

Confirmed not to be 
an SUI – De-escalate 
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Refer to the Incident and Accident Reporting Policy (including the investigation of serious, RIDDOR and security 
incidents)
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Appendix 5 
WOMENS SERVICE 

Incident Report Flowchart for Serious Patient Safety Incidents (SUI’s) 

*There is no definitive list of events/incidents which constitute a serious incident. Each incident must be
considered on a case by case basis using the following description:

• Act and/or admissions occurring as part of NHS-funded healthcare

• Unexpected or avoidable death (includes homicide by a person in receipt of mental health care/suicide

• Unexpected or avoidable injury resulting in serious harm

• Unexpected or avoidable injury that requires further treatment to prevent death or serious harm

• Actual or alleged abuse where healthcare did not take appropriate  action/intervention to safeguard
against such abuse or if it occurred during the   provision of NHS funded care

• A ‘never event’ i.e., retained swab/instrument

• An incident that prevents or threatens to prevent an organisations ability to continue to deliver an
acceptable quality of healthcare services, including: suspension of services, prolonged media coverage
or public concern”

Refer to the Incident and Accident Reporting Policy (including the investigation of serious, RIDDOR and 
security incidents)  

In working hours 

• Manager on call for either the
Womens or Childrens services

• Consultant on call for the Specialty

SERIOUS UNTOWARD INCIDENT 
Report immediately to: 

• The Womens or Childrens CMG
Manager on call will inform the on
call Duty Manager for the Trust,
who will then inform the 3rd tier on
call Manager for the Trust.

• A decision will then be made by the
3rd tier on call Manager as to
whether the on call Executive for
the Trust (Board level) or any other
individuals should be contacted
immediately, or the next working
day.

• Matron for the relevant Clinical
area

• Quality and Safety Coordinator

• Clinical Risk Lead

• Head of Nursing and/or Midwifery

• Clinical Director  for CMG 7

• Head of Operations for CMG 7

• Head of Service for Specialty

Clinical Risk & Quality Team to inform 
(when confirmed as SUI) 

• Quality and Safety Manager for
CMG 7

• Corporate Patient Safety Team

Outside working hours 

Staff must take all reasonable steps to ensure the safety for all concerned 
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APPENDIX 6 
SERIOUS INCIDENT REQUIRING INVESTIGATION MANAGEMENT PROCESS  
The following process must be complied with in accordance with the NHSE SI Framework 
2015. 




