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Introduction
NHS Resolution is operating a third year of the Clinical Negligence Scheme for
Trusts (CNST) maternity incentive scheme to continue to support the delivery of
safer maternity care.
The maternity incentive scheme applies to all acute Trusts that deliver maternity
services and are members of the CNST. As in year two, members will contribute an
additional 10% of the CNST maternity premium to the scheme creating the CNST
maternity incentive fund. In order to mitigate the financial impact of Covid-19, CNST
MIS contributions were not taken in April 2020 as would otherwise have occurred.
Effectively this means that trusts have had a ‘year off’ paying their contributions and
additional time to implement the year three scheme, albeit with some revisions to the
requirements when relaunched on 1 October 2020.
With the delay in the funding element of the maternity incentive scheme in 2020/21,
contributions into the incentive fund and distributions from it will be carried out in
2021/22 as per the usual timeframes.
As in year two, the scheme incentivises ten maternity safety actions. Trusts that can
demonstrate they have achieved all of the ten safety actions will recover the element
of their contribution relating to the CNST maternity incentive fund and will also
receive a share of any unallocated funds.
Trusts that do not meet the ten-out-of-ten threshold will not recover their
contribution to the CNST maternity incentive fund, but may be eligible for a small
discretionary payment from the scheme to help them to make progress against
actions they have not achieved. Such a payment would be at a much lower level
than the 10% contribution to the incentive fund.
This document provides updated guidance on the safety actions for year three of the
maternity incentive scheme, following the relaunch of the scheme on 1 October
2020.

Maternity incentive scheme year three: revised conditions
In order to be eligible for payment under the scheme, Trusts must submit their
completed Board declaration form to NHS Resolution (MIS@resolution.nhs.uk) by 12
noon on Thursday 15 July 2021 and must comply with the following conditions:


Trusts must achieve all ten maternity safety actions.



The Board declaration form must be signed three times and dated by the Trust
chief executive to confirm that:
-

The Trust Board are satisfied that the evidence provided to demonstrate
achievement of the ten maternity safety actions meets the required safety
actions’ sub-requirements as set out in the safety actions and technical
guidance document.

-

The content of the Board declaration form has been discussed with the
commissioner(s) of the Trust’s maternity services.
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-

There are no reports covering either this year (2020/21) or the previous
financial year (2019/20) that relate to the provision of maternity services that
may subsequently provide conflicting information to your declaration (e.g.
Care Quality Commission (CQC) inspection report, Healthcare Safety
Investigation Branch (HSIB) investigation reports etc.). All such reports should
be brought to the MIS team's attention before 15 July 2021.



The Board must give their permission to the chief executive to sign the Board
declaration form prior to submission to NHS Resolution. Trust Board declaration
form must be signed by the Trust’s Chief Executive. If the form is signed by
another Trust member this will not be considered.



Trust submissions will be subject to a range of external verification points, these
include cross checking with: MBRRACE-UK data (safety action 1 point a, b, c),
NHS Digital regarding submission to the Maternity Services Data Set (safety
action 2, sub-requirements 1-2 and 4-13), and against the National Neonatal
Research Database (NNRD) and HSIB for the number of qualifying incidents
reportable to the Early Notification scheme and HSIB (safety action 10, standard
a) and b)). Trust submissions will also be sense checked with the CQC, and for
any CQC visits undertaken within the time period, the CQC will cross-reference to
the maternity incentive scheme via the key lines of enquiry.



Trust regional chief midwives will provide support and oversight to Trusts when
receiving Trusts’ update at Local Maternity System (LMS) and regional meetings,
focusing on themes highlighted when Trusts have incorrectly declared MIS
compliance in year one and year two of MIS.



NHS Resolution will continue to investigate any concerns raised about a Trust’s
performance either during or after the confirmation of the maternity incentive
scheme results. Trusts will be asked to re-review the maternity incentive scheme
submission, and reconfirm if they deem themselves to be compliant. If a Trust reconfirm compliance with all of the ten safety actions then the evidence submitted
to Trust Board will be requested by NHS Resolution for review. If the Trust is
found to be non-compliant (self-declared non-compliant or declared noncompliant by NHS Resolution), it will be required to repay any funding received
and asked to review previous years’ MIS submissions.



NHS Resolution will publish the outcomes of the maternity incentive scheme
verification process, Trust by Trust, for each year of the scheme (updated on the
NHS Resolution Website).

Evidence for submission


The Board declaration form must not include any narrative, commentary, or
supporting documents. Evidence should be provided to the Trust Board only, and
will not be reviewed by NHS Resolution, unless requested as mentioned above.



Trusts must declare YES/NO or N/A (where appropriate) against each of the
elements within each safety action sub-requirements.



The Trust must also declare on the Board report template form whether there are
any external reports which may contradict their maternity incentive scheme
submission and that the MIS evidence have been discussed with commissioners.
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Trusts will need to use the active declaration form to report compliance with MIS
by Thursday 15 July 2021. The active reporting declaration form will be published
on the NHS Resolution’s website in the forthcoming months.



Only for a set amount of safety actions requirements, Trusts will be able to
declare N/A (not applicable) against some of the sub requirements.

Timescales and appeals
 Any queries relating to the ten safety actions must be sent in writing by e-mail to
NHS Resolution (MIS@resolution.nhs.uk) prior to the submission date.


The active Board declaration form must be sent to NHS Resolution
(MIS@resolution.nhs.uk) from Monday 12 July 2021 to Thursday 15 July 2021.
An electronic acknowledgement of Trust submissions will be provided within ten
working days from submission date.



Submissions and any comments/corrections received after 12noon on Thursday
15 July 2021 will not be considered.



Further detail on the results publication, appeals and payments process will be
communicated at a later date.
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For Trusts who have not met all ten maternity actions
Trusts that have not achieved all ten actions may be eligible for a small amount of
funding to support progress. In order to apply for funding, such Trusts must submit
an action plan together with the Board declaration form by 12 noon on Thursday 15
July 2021 to NHS Resolution (MIS@resolution.nhs.uk). The action plan must be
specific to the action(s) not achieved by the Trust and must take the format of the
template (see Appendix 1). Action plans should not be submitted for achieved safety
actions.
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Has your Trust achieved all ten
maternity actions and related subrequirements?

Yes

No

Complete the Board declaration form
(active excel document).

Complete the Board declaration form
(within excel document).

Discuss form and contents with the
Trust’s local commissioner.

Discuss form and contents with the
Trust’s local commissioner.

Request for Board to permit the chief
executive to sign the form, confirming
that the Board are satisfied that the
evidence provided to demonstrate
compliance with/achievement of the
ten maternity safety actions meets the
required standards as set out in the
safety actions and technical guidance
document.

Request for Board to permit the chief
executive to sign the form, confirming
that the Board are satisfied that the
evidence provided to demonstrate
compliance with/achievement of the
maternity safety actions meets the
required standards as set out in the
safety actions and technical guidance
document.

Chief executive signs the form.

Complete action plan for the action(s)
not completed in full (action plan
contained within excel document).
Chief executive signs the form and
plan.

Return form to
MIS@resolution.nhs.uk by 12 noon on
Thursday 15 July 2021

Return form and plan to
MIS@resolution.nhs.uk by 12 noon on
Thursday 15 July 2021

Send any queries relating to the ten actions to NHS Resolution
(MIS@resolution.nhs.uk) prior to the submission date
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Safety action 1: Are you using the National Perinatal Mortality Review Tool
to review perinatal deaths to the required standard?
Required standard

a)
i. All perinatal deaths eligible to be notified to MBRRACEUK from Monday 11 January 2021 onwards must be
notified to MBRRACE-UK within seven working days and
the surveillance information where required must be
completed within four months of the death.
ii. A review using the Perinatal Mortality Review Tool
(PMRT) of 95% of all deaths of babies, suitable for
review using the PMRT, from Friday 20 December 2019
to 15 March 2021 will have been started before 15 July
2021.
b) At least 50% of all deaths of babies (suitable for review
using the PMRT) who were born and died in your Trust,
including home births, from Friday 20 December 2019 to
Monday 15 March 2021 will have been reviewed using the
PMRT, by a multidisciplinary review team. Each review will
have been completed to the point that at least a PMRT draft
report has been generated by the tool before 15 July 2021.
c) For 95% of all deaths of babies who were born and died in
your Trust from Friday 20 December 2019, the parents will
have been told that a review of their baby’s death will take
place, and that the parents’ perspectives and any concerns
they have about their care and that of their baby have been
sought. This includes any home births where care was
provided by your Trust staff and the baby died. If delays in
completing reviews are anticipated parents should be
advised that this is the case and be given a timetable for
likely completion. Trust should ensure that contact with the
families continues during any delay and make an early
assessment of whether any questions they have can be
addressed before a full review has been completed; this is
especially important if there are any factors which may have
a bearing on a future pregnancy. In the absence of a
bereavement lead ensure that someone takes responsibility
for maintaining contact and these actions.
d)
i. Quarterly reports will have been submitted to the Trust
Board from Thursday 1 October 2020 onwards that
include details of all deaths reviewed and consequent
action plans. The quarterly reports should be discussed
with the Trust maternity safety champion.
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Minimum evidential
requirement for Trust
Board

Notifications must be made and surveillance forms completed
using the MBRRACE-UK reporting website.
The perinatal mortality review tool must be used to review the
care and draft reports should be generated via the PMRT.
A report has been received by the Trust Board each quarter
from Thursday 1 October 2020 onwards that includes details of
the deaths reviewed and the consequent action plans. The
report should evidence that the PMRT has been used to review
eligible perinatal deaths and that the required standards a), b)
and c) have been met.

Validation process

Self-certification by the Trust Board and submitted to NHS
Resolution using the Board declaration form.
NHS Resolution will use data from MBRRACE-UK/PMRT,
provided by MBRRACE-UK, to cross-reference against Trust
self-certification. Cross referencing will be used to check that
the MBRRACE-UK/PMRT has been used to review eligible
perinatal deaths and that standards a), b) and c) have been met
using the PMRT between Friday 20 December 2019 until
Thursday 15 July 2021.

What is the relevant
time period?

From Friday 20 December 2019 until 15 July 2021

What is the deadline
for reporting to NHS
Resolution?

Thursday 15 July 2021 at 12 noon

9

Revised safety actions - updated March 2021
Technical guidance for Safety action 1
Are you using the PMRT to review perinatal deaths?
Technical
guidance
Which perinatal
deaths must be
notified to
MBRRACE-UK?

Details of which perinatal death must be notified to MBRRACE-UK
are available at:
https://www.npeu.ox.ac.uk/mbrrace-uk/data-collection

What is the time
limit for notifying
a perinatal
death?

All perinatal deaths eligible to be reported to MBRRACE-UK from
Monday 11 January 2021 onwards must be notified to MBRRACEUK within seven working days.
Following notification within seven days the surveillance form, where
required, must be completed within four months of the death. If at
that stage post-mortem or other investigations are not available,
indicate this in the “Cause of Death/Confirmation of cause of death”
section, complete the rest of the information, and close the
surveillance form. Once the additional information is available the
reporter should re-open the case, update the relevant sections and
close it again. You can reopen the surveillance form from the case
management screen.
When a notification is complete the notification status will show
whether surveillance (and review) is required for each case. This is
available from the case management screen by clicking on the Case
ID and selecting Notification status.

What are the
statutory
obligations to
notify neonatal
deaths?

The Child Death Review Statutory and Operational Guidance
(England) sets out the obligations of notification for neonatal deaths.
This includes the notification to MBRRACE-UK of neonatal deaths
within 24 hours (or the next working day) of the baby’s death.
This guidance is available at:
https://www.gov.uk/government/publications/child-death-reviewstatutory-and-operational-guidance-england
MBRRACE-UK are working with the National Child Mortality
Database (NCMD) to provide a single route of reporting for neonatal
deaths which will be via MBRRACE-UK. Once this single route is
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established MBRRACE-UK will be the mechanism for directly
notifying all neonatal deaths to the local Child Death Overview Panel
(CDOP). At that stage, for any Trust not already doing so, a review
completed using the PMRT will be the required mechanism for
completing the local review for submission to CDOP. This will also
be the required route for providing additional information about the
death required by the NCMD. Work is underway to provide this
single route of reporting with plans to have this in place in 2021.
How can we keep There is a report under ‘Case summary list’ on the MBRRACE-UK
a check on which case management screen entitled ‘Current MIS/CNST period’.
of our deaths
require
surveillance?
This includes ALL deaths in the Trust which have been notified to
MBRRACE-UK and shows the status of the surveillance if required.
This will also indicate if surveillance is required and not
started/completed.
Which perinatal
deaths must be
reviewed to meet
safety action one
standards?

The following deaths should be reviewed to meet safety action one
standards:
•All late miscarriages/ late fetal losses (22+0 to 23+6 weeks’
gestation)
•All stillbirths (from 24+0 weeks’ gestation)
•Neonatal death (up to 28 days after birth)
While it is possible to use the PMRT to review post neonatal deaths
(from 29 days after births) this is NOT a requirement to meet safety
action one.

How can we keep
a check on which
of our deaths are
suitable for
review using the
PMRT and their
review status?

Within the PMRT authorised users of the PMRT can generate a
report for your Trust under ‘PMRT summary list’ entitled ‘Current
MIS/CNST period’. This includes a list of those deaths notified by
your Trust which are suitable for review using the PMRT at the point
when the report is generated.

This includes a list of those deaths notified by your Trust which are
suitable for review using the PMRT at the point when the report is
generated. This report is of ALL deaths in the Trust which have been
notified to MBRRACE-UK some of which (for example terminations
of pregnancy) are not suitable for review using the PMRT.
What is meant by
“starting” a
review using the
PMRT?

Starting a review in the PMRT requires the death to be notified to
MBRRACE-UK for surveillance purposes, and the PMRT to have
been used to complete the first review session (which might be the
first session of several) for that death.
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What is meant by A multidisciplinary review team should have used the PMRT to
“completing a
review the death, then the review progressed to at least the stage of
review to the
writing a draft report by pressing ‘Complete review’.
point that at least
a draft report has
been generated”?

The tool may raise validation errors at this point.
If validation errors appear you need to deal with these in one of two
ways: (i) resolve them and then press the ‘Complete Review’ button
again OR (ii) complete the text box with an explanation of why the
remaining questions cannot be validated (for example, the mother’s
hand held notes were lost). Confirm that the review is complete by
ticking the box and pressing the button ‘Yes I am sure that the
review is complete’.

The report entitled ‘PMRT summary list’ includes the status of the
review, which should be ‘Writing report’ or ‘Review complete’.
Review
assignment

A new feature added to the PMRT since the maternity incentive
scheme was paused is the ability to assign reviews to another Trust
for review of elements of the care if some of the care for the women
and/or her baby was provided in another Trust. For example, if the
baby died in your Trust but antenatal care was provided in another
Trust you can review the care you have provided and then assign
the review to the other Trust so that they can review the care that
they provided. Following their review the other Trust reassigns the
review back to your Trust.
Issues with care identified are ‘owned’ by the Trust which identified
them as are the related action plans, but a single report is
generated. This ensures that when the report is discussed with the
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parents all aspects of the care they received can be covered; this
should avoid potentially contradictory findings being conveyed and
inappropriate advice being given regarding their next pregnancy.
Can the PMRT
help by providing
a quarterly report
which can be
presented to the
Trust Board?

Reports for your Trust, summarising the results from completed
reviews over a period, can be generated within the PMRT by
authorised PMRT users for user-defined periods of time. These are
available under the ‘Your Data’ tab in the section entitled ‘Perinatal
Mortality Reviews Summary Report and Data extracts’.
These reports can be used as the basis for your quarterly Board
reports and should be discussed with your Trust maternity safety
champion.

What deaths
You should continue to review all suitable deaths using the PMRT
should we review for all periods of time, regardless of the timing requirements of the
outside the
NHS Resolution safety action validation process.
relevant time
period for the
NHS Resolution
safety action
validation
process?
What should we
do if our postmortem service
has a turn-around
time in excess of
four months?

For deaths where a post-mortem (PM) has been requested (hospital
or coronial) and is likely to take more than four months for the results
to be available, the PMRT team at MBBRACE-UK advise that you
should start the review of the death and complete it with the
information you have available. When the post-mortem results come
back you should contact the PMRT team at MBBRACE-UK who will
re-open the review so that the information from the PM can be
included. Should the PM findings change the original review findings
then a further review session should be carried out taking into
account this new information. If you wait until the PM is available
before starting a review you risk missing learning opportunities
earlier, especially if the turn-around time is considerably longer than
four months.
Where the post-mortem turn-around time is quicker than this
information from the post-mortem can be included in the original
reviews.

What should we
do if we do not
have any eligible
perinatal deaths
with the relevant
time period?

If you do not have any babies that have died between Friday 20
December 2019 and 15 July 2021 then you should partner up with a
Trust with which you have a referral relationship to participate in
case reviews.

How does the
involvement of
the Healthcare
Safety

It is recognised that for a small number of deaths (term intrapartum
stillbirths and early neonatal deaths of babies born at term)
investigations will be carried out by HSIB and this may delay the
start of the local review using the PMRT. Achieving the standards for
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Investigation
Branch (HSIB) in
investigations
affect meeting
safety action 1?

these babies may therefore be impacted by timeframes beyond the
Trust’s control. The number of reviews affected, and which
component of the standards they affect, should be noted in the
return to NHS Resolution.

What does multidisciplinary
review mean?

Guidance can be found on the PMRT website at:

We have
informed parents
that a local
review will take
place and they
have been asked
if they have any
reflections or
questions about
their care.
However, this
information is
recorded in
another data
system and not
the clinical
records. What
should we do?

In order to address any questions that parents have about their care
and why their baby died, parents need to be informed that a review
will take place and be given the opportunity to provide their
perspective about their care and raise any questions that they have.
In order that parents’ perspectives and questions can be considered
this information needs to be incorporated as part of the review and
entered into the PMRT. So if this information is held in another data
system it needs to be brought to the review meeting, incorporated
into the PMRT and considered as part of the review discussion.

We have
contacted the
parents of a baby
who has died and
they don’t wish to
have any
involvement in
the review
process, what
should we do?

Following the death of their baby, before they leave the hospital, all
parents should be informed that a local review of their care and that
of their baby will be undertaken by the Trust. In the case of neonatal
deaths parents should also be told that a review will be undertaken
by the local Child Death Overview Panel (CDOP). Verbal information
can be supplemented by written information.

https://www.npeu.ox.ac.uk/pmrt/implementation-support

Materials to support parent engagement in the local review process
are available on the PMRT website at:
https://www.npeu.ox.ac.uk/pmrt/parent-engagement-materials

The process of parent engagement should be guided by the parents.
Not all parents will wish to provide their perspective of the care they
received or raise any concerns, but all parents should be given the
opportunity to do so. Some parents may also change their mind
about being involved and, without being intrusive, they should be
given more than one opportunity to provide their perspective and
raise any questions they may subsequently have about their care.
Materials to support parent engagement in the local review process
are available on the PMRT website at:
https://www.npeu.ox.ac.uk/pmrt/parent-engagement-materials
See especially the notes accompanying the flowchart.

Parents have not As stated above, following the death of their baby, before they leave
responded to our the hospital, all parents should be informed that a local review of
messages and

14

Revised safety actions - updated March 2021
therefore we are their care, and that of their baby, will be undertaken by the Trust (as
unable to discuss above).
the review – what
If this does not happen for any reason and parents cannot be
should we do?
reached after 3 phone/email attempts, send parents a letter
informing them of the review process and inviting them to be in touch
with key contact, if they wish. If, also, causes for concern for the
mother’s wellbeing were raised during her pregnancy consider
contacting her GP/primary carer to reach her. If parents do not wish
to input into the review process ask how they would like findings of
the perinatal mortality review report communicated to them.
Materials to support parent engagement in the local review process,
including an outline of role of key contact, are available on the PMRT
website at: materials to support parent engagement in the local
review process are available on the PMRT website at:
https://www.npeu.ox.ac.uk/pmrt/parent-engagement-materials
See notes accompanying the flowchart as well as template letters,
and ensure engagement with parents is recorded within the parent
engagement section of the PMRT.
Is the quarterly
review of the
Board report
based on a
financial or
calendar year?

This can be either a financial or calendar year.
Reports for your Trust summarising the results from reviews over a
period time which have been completed can be generated within the
PMRT by authorised PMRT users for a user-defined periods of time.
These are available under the ‘Your Data’ tab and the report is
entitled ‘Perinatal Mortality Reviews Summary Report and Data
extracts’.
These reports can be used as the basis of your quarterly reports to
your Trust Board and should be discussed with your Trust maternity
safety champion.

What should we
do if we
experience
technical issues
with using
PMRT?

All Trusts are reminded to contact their IT department regarding any
technical issue in the first instance. If this cannot be resolved, then
the issue should be escalated to MBRRACE-UK as soon as
possible.

If there are any
updates on PMRT
for the maternity
incentive scheme
where will they
be published?

Any updates on the PMRT or the MBRRACE-UK notification and
surveillance in relation to the maternity incentive scheme safety
action, will be communicated via NHS Resolution email and will also
be included in the PMRT “message of the day”.

This can be done through the ‘contact us’ facility within the
MBRRACE-UK/PMRT system or by emailing us at:
mbrrace.support@npeu.ox.ac.uk
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Safety action 2: Are you submitting data to the Maternity Services Data Set (MSDS)
to the required standard?
Required standard

This relates to the quality, completeness of the submission
to the Maternity Services Data Set (MSDS) and ongoing
plans to make improvements.

Minimum evidential
requirement for Trust
Board

NHS Digital will issue a monthly scorecard to data
submitters (Trusts) that can be presented to the Board. It
will help Trusts understand the improvements needed in
advance of the assessment.
The scorecard will be used by NHS Digital to assess
whether each MSDS data quality criteria has been met
All 13 criteria are mandatory. Items 1, 2, 4-13 will be
assessed by NHS Digital and included in the scorecard.
Item 3 will be reported to NHS Resolution.
Item 14 related to the Maternity Record Standard has been
removed from the MIS safety action two.

Validation process

Self-certification by the Trust Board and submitted to NHS
Resolution using the Board declaration form.
NHS Resolution will cross-reference self-certification
against NHS Digital data.

What is the relevant
time period?

The relevant deadlines are shown against each of the
criteria, the first deadline, for ensuring that two people are
registered to submit the data is Friday 30 October 2020. A
MSDS data submission for August 2020 data needs to be
made by Friday 30 October 2020 and the deadlines for the
following four months also need to be met.
The assessment of data quality and completeness will
consider data from the MSDS for December 2020. The
deadline for the December 2020 data is Sunday 28
February 2021.

What is the deadline for
reporting to NHS
Resolution?

Thursday 15 July 2021 at 12 noon
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1

2
3

4
5

All categories are mandatory and must be met to pass Safety Action 2
At least two people registered to submit MSDS data to SDCS Cloud and still
working in the Trust on Saturday 31 October 2020 (complete- all Trusts have
registered).
MSDSv2 webinar attended by at least one colleague from each Trust in
January/February 2020 (complete – all Trusts attended).
Trust Boards to confirm to NHS Resolution that they have fully conformed with
the MSDSv2 Information Standards Notice, DCB1513 And 10/2018, which was
expected for April 2019 data, or that a locally funded plan is in place to do this,
and agreed with the maternity safety champion and the LMS. This should
include submission of the relevant clinical coding in MSDSv2 in SNOMED-CT.
Made a submission relating to August 2020 - December 2020 data, submitted to
deadlines October 2020 - February 2021.
December 2020 data included all following tables
MSD000 MSDS Header
MSD001 Mother's Demographics
MSD002 GP Practice Registration
MSD101 Pregnancy and Booking Details
MSD102 Maternity Care Plan
MSD201 Care Contact (Pregnancy)
MSD202 Care Activity (Pregnancy)
MSD301 Labour and Delivery
MSD302 Care Activity (Labour and Delivery)
MSD401 Baby's Demographics and Birth Details
MSD405 Care Activity (Baby)

6
7

8
9
10

11
12

MSD901 Staff Details
December 2020 data contained at least 90% of the deliveries recorded in
Hospital Episode Statistics (unless reason understood). (MSD401)
December 2020 data contained at least as many women booked in the month as
the number of deliveries submitted in the month (unless reason understood).
(MSD101)
December 2020 data contained Estimated Date of Delivery for 95% of women
booked in the month. (MSD101)
December 2020 data contained valid postcode for mother at booking in 95% of
women booked in the month. (MSD001)
December 2020 data contained valid ethnic category (Mother) for at least 80%
of women booked in the month. Not stated, missing and not known are not
included as valid records for this assessment as they are only expected to be
used in exceptional circumstances. (MSD001)
December 2020 data contained antenatal continuity of carer plan fields
completed for 90% of women booked in the month. (MSD101/2)
December 2020 data contained antenatal personalised care plan fields
completed for 90% of women booked in the month. (MSD101/2)
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13

December 2020 data contained valid presentation at onset of delivery codes for
90% of births where this is applicable. (MSD401)
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Technical guidance for Safety action 2
Are you submitting data to the Maternity Services Data Set to the required standard?
Technical guidance
Where should I send any NHS Digital have a new dedicated mailbox
queries?
maternity.dq@nhs.net
Why are these criteria
included?

The first two years of the maternity incentive scheme saw,
via Action 2, a substantial improvement in the MSDSv1.5
data submitted to NHS Digital. The data, which are published
monthly and shared at record level with a range of
organisations could therefore be used for a wide range of
local and national purposes.
It also ensured that all Trusts were engaged with NHS Digital
on the move to MSDSv2.0. Even so, the move to MSDSv2.0
in April 2019 saw an overall reduction in the range of data
submitted to NHS Digital. The latest scheme plans to ensure
that the key elements of the data, such as births, bookings,
estimated date of delivery and presentation at delivery are
submitted. It also focusses on key priority areas such as
Continuity of Carer, Personalised Care Plans and
inequalities, via both ethnic category and postcode.
Publications produced by MBRRACE-UK and other
publications such NHS Long Term Plan (January 2019), and
recent June 2020 letter regarding perinatal support for
women of black and ethnic minority have identified that
women from Black, Asian and Minority Ethic (BAME) groups
are at higher risk of their baby dying in the womb or soon
after birth. It is important that accurate ethnicity data is
recorded at booking to assist with addressing the inequality
in healthcare outcome gap
Action 2 also contains some activities to ensure that all
Trusts continue to be engaged with NHS Digital and continue
to make improvements to their data.

What do we do if our
clinical/organisational
circumstances mean
that we unable to pass
one of the criteria?

There could be a reason why your data is different and does
not fit with the standard assessment criteria. For example,
the Trust may handle a large number of bookings with the
deliveries mainly taking place in a neighbouring Trust.
If you know that your circumstances do not fit with a criterion,
please contact NHS Digital at an early stage.
NHS Digital will also consider, in light of Covid-19, whether
any near misses to items 4-13 can be regarded as a pass.
Given the challenges for trusts during Covid-19, NHS Digital
can also allow trusts who are not at, or very close to, the
standard with their December 20 data, the opportunity to
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make rapid improvements and be reassessed with their
January 21 submission due on 31 March 21.
How do we register
additional data
submitters?

Please see the information at:
https://digital.nhs.uk/services/strategic-data-collectionservice-in-the-cloud-sdcs-cloud

Digital Maternity Record As announced in August 2020, action 2 no longer requires
Standards
conformance with the Digital Maternity Record Standard
(Item 14) further updates will be issued via NHSX.
Where can I find more
information about
MSDSv2?

https://digital.nhs.uk/data-and-information/data-collections-anddata-sets/data-sets/maternity-services-data-set

Who do we contact
about the maternity
record standard?

When MIS year three was originally launched in December
2019, it referenced the maternity record standard.


Item 14 of the MIS, the Digital Maternity Record
Standard (DMRS), has been removed from action two
and will be progressed separately by NHSX. For any
queries related to the maternity record standard,
please email england.digitalmaternitynhsx@nhs.net

20

Revised safety actions - updated March 2021

Safety action 3: Can you demonstrate that you have transitional care
services to support the recommendations made in the Avoiding Term
Admissions into Neonatal units Programme?
Required standard

A) Pathways of care into transitional care have been jointly
approved by maternity and neonatal teams with neonatal
involvement in decision making and planning care for all
babies in transitional care.
B) The pathway of care into transitional care has been fully
implemented and is audited every other month. Audit
findings are shared with the neonatal safety champion.
C) A data recording process for capturing transitional care
activity, (regardless of place - which could be a Transitional
Care (TC), postnatal ward, virtual outreach pathway etc.)
has been embedded.
D) Commissioner returns for Healthcare Resource Groups
(HRG) 4/XA04 activity as per Neonatal Critical Care
Minimum Data Set (NCCMDS) version 2 have been shared,
on request, with the Operational Delivery Network (ODN)
and commissioner to inform a future regional approach to
developing TC.
E) A review of term admissions to the neonatal unit and to TC
during the Covid-19 period (Sunday 1 March 2020 – Monday
31 August 2020) is undertaken to identify the impact of:


closures or reduced capacity of TC



changes to parental access



staff redeployment



changes to postnatal visits leading to an increase in
admissions including those for jaundice, weight loss and
poor feeding.

F) An action plan to address local findings from Avoiding Term
Admissions Into Neonatal units (ATAIN) reviews, including
those identified through the Covid-19 period as in point e)
above has been agreed with the maternity and neonatal
safety champions and Board level champion.
G) Progress with the revised ATAIN action plan has been
shared with the maternity, neonatal and Board level safety
champions.

Standard a), b) and c) have been removed, as outlined
above.
Evidence for standard d) to include:
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Minimum evidential
requirement for Trust
Board



As and when requested, commissioner returns for
Healthcare Resource Groups (HRG) 4/XA04 activity as per
Neonatal Critical Care Minimum Data Set (NCCMDS)
version 2 are shared with the Local Maternity System (LMS),
ODN or commissioner.

Evidence for standard e) to include:


An audit trail is available which provides evidence that a
review of term admissions during the period Sunday 1 March
2020 – Monday 31 August 2020 has been undertaken



Evidence that the review specifically considered the impact
of changes to parental access; staff redeployment, closure
or reduced TC capacity and changes to postnatal visits on
admission rates including those for jaundice, weight loss and
poor feeding .

Evidence for standard f) to include:


An audit trail is available which provides evidence and
rationale for developing the agreed action plan to address
local findings from ATAIN reviews.



Evidence of an action plan to address identified and
modifiable factors for admission to transitional care.



Evidence that the action plan has been revised in the light of
learning from term admissions during Covid-19. Where no
changes have been made, the rationale should be clearly
stated.



Evidence that the action plan has been shared and agreed
with the neonatal, maternity safety champion and Board
level champion.

Evidence for standard g) to include:


Evidence that progress with the revised ATAIN action plan
has been shared with the neonatal, maternity safety
champion and Board level champion.



Self-certification by the Trust Board and submitted to NHS
Resolution using Board declaration form
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Revisions in light of Covid-19:
a) Pathway in place by Friday 31 January 2020 – expectation
should have been met pre Covid-19 hence no change to
time frame
b) Audit findings are shared with the neonatal safety champion.
A pause on audits is acceptable between Sunday 1 March
2020 and Monday 31 August 2020.
c) Data collection system in place by Friday 31 January 2020 expectation should have been met pre Covid-19 hence no
change to time frame
d) Commissioner returns on request – as per ODN request but
there should be no expectation that Trusts are returning data
on admissions between Sunday March 1 2020 and Monday
August 31 2020. This should be taken from existing
BadgerNet data directly for the intervening period.
e) Review of term admissions should be an ongoing process.
The review of admissions during Covid-19 should be
completed by Friday 26 February 2021.
Progress on Covid-19 related requirements are monitored
monthly by the neonatal and board safety champions from
January 2021.
Validation process

Self-certification by the Trust Board and submitted to NHS
Resolution using the Board declaration form

What is the relevant
time period?

Revisions in light of Covid-19:
a) Pathway in place by Friday 31 January 2020 – expectation
should have been met pre Covid-19 hence no change to time
frame
b) Audit findings are shared with the neonatal safety champion.
A pause on audits is acceptable between Sunday 1 March 2020
and Monday 31 August 2020.
c) Data collection system in place by Friday 31 January 2020 expectation should have been met pre Covid-19 hence no
change to time frame
d) Commissioner returns on request – as per ODN request but
there should be no expectation that Trusts are returning data on
admissions between Sunday March 1 2020 and Monday August
31 2020. This should be taken from existing BadgerNet data
directly for the intervening period.
e) Review of term admissions should be an ongoing process.
The review of admissions during Covid-19 should be completed
by Friday 26 February 2021.
f) Progress on Covid-19 related requirements are monitored
monthly by the neonatal and board safety champions from
January 2021.
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What is the deadline
for reporting to NHS
Resolution?

Thursday 15 July 2021 at 12 noon
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Technical guidance for Safety action 3
Technical guidance
Does the data
recording process
need to be available
to the
ODN/commissioner?

The requirement for a data recording process has also been
carried over from year two of the maternity incentive scheme as
a means of informing future TC commissioning requirements.
This could be captured through existing systems such as
BadgerNet or alternatives such as paper based or electronic
systems.
These returns do not need to be made routinely available unless
requested by the ODN and/or commissioner.

We have undertaken
some reviews for term
admissions to NICU,
do we need to
undertake more?

Maintaining oversight of the number of term babies admitted to a
Neonatal Unit (NNU) is an important component of sustaining
the ATAIN work to date. We reccomend ongoing reviews of
unanticipated term admissions to the NNU to determine whether
there were modifiable factors which could be addressed as part
of an action plan.
Through incident reporting we heard of the impact of service
redesign and changes to postnatal visits on readmission of
babies from the community. We have therefore added a
requirement that learning through the Covid-19 pandemic is
used to inform actions to ensure outcomes for mother and baby
are optimised.
Development of an action plan has been carried over from year
two of the maternity incentive scheme and these should be
shared with the named neonatal safety champion with shared
oversight for progress in meeting the action plan with the board
level safety champion. A revised action plan will need to be
developed which provides evidence that due consideration has
been given to the impact of changes on term admissions and
modifiable factors are being addressed.

TC audit – what
The audit needs to include aspects of the pathway and therefore
should the audit
is bespoke to the trusts pathway hence there is not a blanket
include and is there a pathway audit tool.
standard audit tool?
We recommend that Trusts refer to the auditable standards
included in their local TC pathway guideline/policy.
Where can we find
additional guidance
regarding this safety
action?

https://www.bapm.org/resources/80-perinatal-management-ofextreme-preterm-birth-before-27-weeks-of-gestation-2019
https://www.bapm.org/resources/24-neonatal-transitional-care-aframework-for-practice-2017
https://improvement.nhs.uk/resources/reducing-admission-fullterm-babies-neonatal-units/
https://www.e-lfh.org.uk/programmes/avoiding-term-admissionsinto-neonatal-units/
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https://www.england.nhs.uk/coronavirus/wpcontent/uploads/sites/52/2020/04/Illness-in-newborn-babiesleaflet-FINAL-070420.pdf
How long have the
neonatal safety
champions been in
place for?

Trust board champions were contacted in February 2019 and
asked to nominate a neonatal safety champion.

What is the definition
of transitional care?

Transitional care is not a place but a service and can be
delivered either in a separate transitional care area, within the
neonatal unit and/or in the postnatal ward setting.

The identification of neonatal safety champions is a
recommendation of the national neonatal critical care review and
have been in place since February/March 2019.

Principles include the need for a multidisciplinary approach
between maternity and neonatal teams; an appropriately skilled
and trained workforce, data collection with regards to activity,
appropriate admissions as per HRGXA04 criteria and a link to
community services.
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Safety action 4: Can you demonstrate an effective system of clinical*
workforce planning to the required standard?
Required standard
There are four components
to the maternity safety
action

Obstetric medical workforce


All boards should formally record in their minutes the
proportion of obstetrics and gynaecology trainees in
their Trust who responded ‘Disagreed or /strongly
disagreed’ to the 2019 General Medical Council (GMC)
National Trainees Survey question: ‘In my current post,
educational/training opportunities are rarely lost due to
gaps in the rota.’



Furthermore, there should be an agreed strategy and
an action plan with deadlines produced by the Trust to
address these lost educational opportunities due to rota
gaps. The Royal College of Obstetricians and
Gynaecologists (RCOG) has examples of Trust level
innovations that have successfully addressed rota gaps
available to view at http://www.rcog.org.uk/workforce



The action plan should be signed off by the Trust Board
and a copy (with evidence of Board approval) submitted
to the RCOG at workforce@rcog.org.uk

Anaesthetic medical workforce


An action plan is in place and agreed at Trust Board
level to meet Anaesthesia Clinical Services
Accreditation (ACSA) standards 1.7.2.5, 1.7.2.1 and
1.7.2.6

Neonatal medical workforce


The neonatal unit meets the British Association of
Perinatal Medicine (BAPM) national standards of junior
medical staffing. If this is not met, an action plan to
address deficiencies is in place and agreed at board
level

Neonatal nursing workforce


Minimum evidential
requirement for Trust
Board

The neonatal unit meets the service specification for
neonatal nursing standards. If these are not met, an
action plan is in place and agreed at board level to meet
these recommendations

Obstetric medical workforce
Proportion of trainees formally recorded in Board minutes
and an action plan to address lost educational
opportunities should be signed off by the Trust Board.
The plan must also include an agreed strategy with dates,
to address their rota gaps.
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A copy of the tool must be submitted to the RCOG at
workforce@rcog.org.uk
Anaesthetic medical workforce
Trust Board minutes formally recording the proportion of
ACSA standards 1.7.2.5, 1.7.2.1 and 1.7.2.6 that are met.
Where Trusts did not meet these standards, they must
produce an action plan (ratified by the Trust Board) stating
how they are working to meet the standards.
Neonatal medical workforce
The Trust is required to formally record in Trust Board
minutes whether it meets the recommendations of the
neonatal medical workforce training action. If the
requirements are not met, an action plan should be
developed to meet the recommendations and should be
signed off by the Trust Board.
Neonatal nursing workforce
The Trust is required to formally record to the Trust Board
minutes the compliance to the service specification
standards annually using the neonatal clinical reference
group nursing workforce calculator. For units that do not
meet the standard, an action plan should be developed to
meet the standards and should be signed off by the Trust
board and a copy submitted to the Royal College of
Nursing (doreen@crawfordmckenzie.co.uk) and Neonatal
Operational Delivery Network (ODN).
Validation process

Self-certification by the Trust Board and submitted to NHS
Resolution using the Board declaration form

What is the relevant time
period?

Any six month period between December 2019 and
Thursday 15 July 2021.
If a nursing workforce review has been undertaken from
September 2019 onwards, this will be accepted

What is the deadline for
reporting to NHS
Resolution?

Thursday 15 July 2021 at 12 noon
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Technical guidance for Safety action 4
Technical guidance
*Clinical workforce safety action
Why does the maternity
safety action say clinical
workforce rather than
medical workforce?

The title has been amended to reflect the representation
of the professional staff groups within the maternity safety
action.
For year one and two of the maternity incentive scheme
the safety action related to obstetric and anaesthetic
teams.
For year three of the maternity incentive scheme, the
safety action relates to:




Obstetric medical staff
Anaesthetic medical staff
Neonatal medical and neonatal nursing staff

Obstetric medical workforce
Technical guidance
Obstetric workforce standard and action
The standards related to the obstetric workforce have been removed.
We recommend that trusts continue to monitor their obstetric workforce requirements and
escalate any concerns and action plan via the safety champions to the trust Board.
Anaesthetic medical workforce
Technical guidance
Anaesthesia Clinical Services Accreditation (ACSA) standard and action
1.7.2.5

Where there are elective caesarean section lists there
are dedicated obstetric, anaesthesia, theatre and
midwifery staff
A copy of rotas and lists showing dedicated theatre lists
with a named consultant, or SAS (Staff Grade,
Associate Specialist and Specialty Doctors) doctor
who is able to work without consultant supervision,
with no other clinical commitment should be provided.

1.7.2.1

A duty anaesthetist is immediately available for the
obstetric unit 24 hours a day. Where the duty
anaesthetist has other responsibilities, they should
be able to delegate care of their non-obstetric patient
in order to be able to attend immediately to obstetric
patients.
The rota should be seen to allow obstetrics to take priority
where the duty anaesthetist has other responsibilities. A
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policy should be made available at staff induction
regarding prioritising and junior staff should provide verbal
confirmation that they have been inducted in this way.
1.7.2.6

The duty anaesthetist for obstetrics should
participate in labour ward rounds
A copy of the rota to demonstrate duty consultant
anaesthetist or SAS (Staff Grade, Associate Specialist
and Specialty Doctors) doctor who is able to work without
consultant supervision availability at a time when labour
ward rounds are taking place.

Our Trust do not meet the
relevant ACSA standards
and in view of this an action
plan, ratified by the Board,
has been developed. Can we
declared compliance with
this sub-requirement?

Trusts who do not meet the ACSA standards must
produce an action plan (ratified by the Trust Board) stating
how they are working to meet the standards. This will
enable Trusts to declare compliance with this subrequirement.

Neonatal medical workforce
Technical guidance
Neonatal Workforce standards and action
Do you meet the BAPM
If no, please submit a Trust board approved action plan
national standards of junior to the Neonatal ODN. There should also be an indication
medical staffing depending whether the standards not being met is due to insufficient
on unit designation?
funded posts or no trainee or/suitable applicant for the
post (rota gap). There should also be a record of the rota
tier affected by the gaps.
BAPM
“Optimal Arrangements for Neonatal Intensive Care Units in the UK including
guidance on their Medical Staffing” 2014 or
“Optimal arrangements for Local Neonatal Units and Special Care Units in the UK
including guidance on their staffing: A Framework for Practice” 2018
NICU
Tier 1
Neonatal Intensive Care
Unit

Resident out of hours care should include a designated
tier one clinician ‐ Advanced Neonatal Nurse Practitioner
(ANNP) or junior doctor ST1‐3
NICUs co‐located with a maternity service delivering
more than 7000 deliveries per year should augment their
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tier 1 cover at night by adding a second junior doctor, an
ANNP and/or by extending nurse practice
Tier 2
A designated experienced junior doctor ST 4‐8 or
appropriately trained specialty doctor or ANNP
NICUs with more than 2500 intensive care days should
have an additional experienced junior doctor ST4‐8 or
appropriately trained specialty doctor or ANNP.
(A consultant present and immediately available on NICU
in addition to tier 2 staff would be an alternative)
LNU

Tier 1

Local Neonatal Unit

An immediately available at least one resident tier 1
practitioner dedicated to providing emergency care for
the neonatal service 24/7
In large LNUs (>7000 births) there should be two
dedicated tier 1 practitioners 24/7 to support emergency
care, in keeping with the NICU framework
Tier 2
An immediately available resident tier 2 practitioner
dedicated solely to the neonatal service at least during
the periods which are usually the busiest in a co-located
Paediatric Unit e.g. between 09.00 - 22.00, seven days a
week

SCU
Special Care Unit

LNUs undertaking either >1500 Respiratory Care Days
(RCDs) or >600 Intensive Care (IC) days annually should
have immediately available a dedicated resident tier 2
practitioner separate from paediatrics 24/7
Tier 1
A resident tier 1 practitioner dedicated to the neonatal
service in day-time hours on weekdays and a
continuously immediately available resident tier 1
practitioner to the unit 24/7. This person could be shared
with a co-located Paediatric Unit out of hours.
Tier 2

Our Trust do not meet the
relevant neonatal medical
standards and in view of

A resident tier 2 to support the tier 1 in SCUs admitting
babies requiring respiratory support or of very low
admission weight <1.5kg. This Tier 2 would be expected
to provide cover for co-located paediatric services but be
immediately available to the neonatal unit
If the requirements are not met, an action plan should be
developed to meet the recommendations and should be
signed off by the Trust Board.
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this an action plan, ratified
by the Board has been
developed. Can we
declared compliance with
this sub-requirement?

This will enable Trusts to declare compliance with this
sub-requirement.

Please access the
followings for further
information on Standards

British Association of Perinatal Medicine (BAPM)
Optimal Arrangements for Neonatal Intensive Care Units
in the UK including guidance on their Medical Staffing A
Framework for Practice June 2014
https://www.bapm.org/resources/31-optimalarrangements-for-neonatal-intensive-care-units-in-the-uk2014
Optimal arrangements for Local Neonatal Units and
Special Care Units in the UK including guidance on their
staffing: A Framework for Practice November 2018
https://www.bapm.org/resources/2-optimalarrangements-for-local-neonatal-units-and-special-careunits-in-the-uk-2018
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Neonatal nursing workforce
Technical guidance
Neonatal nursing workforce
Where can we find more
information about the
requirements for neonatal
nursing workforce?

Between Thursday 1 October 2020 and 15 July 2021 each
neonatal unit should perform a nursing workforce
calculation using the CRG work force staffing (Dinning)
tool.
Units that do not meet the service specification
requirement for nursing workforce should have an action
plan signed off by their Trust board.
If a nursing workforce review has been undertaken from
September 2019 onwards, this will be accepted
https://www.england.nhs.uk/commissioning/wpcontent/uploads/sites/12/2015/01/e08-serv-spec-neonatalcritical.pdf

Our Trust does not meet the
relevant nursing standards
and in view of this an action
plan, ratified by the Board
has been developed. Can we
declare compliance with this
sub-requirement?

If the requirements are not met, an action plan should be
developed to meet the recommendations.
The action plan must be signed off by the Trust Board and
a copy submitted to the Royal College of Nursing
(Fiona.Smith@rcn.org.uk) and Neonatal Operational
Delivery Network (ODN).
This will enable Trusts to declare compliance with this
sub-requirement.
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Safety action 5: Can you demonstrate an effective system of midwifery
workforce planning to the required standard?
Required standard

a) A systematic, evidence-based process to calculate
midwifery staffing establishment is completed.
b) The midwifery coordinator in charge of labour ward
must have supernumerary status; (defined as having no
caseload of their own during their shift) to ensure there
is an oversight of all birth activity within the service
c) All women in active labour receive one-to-one midwifery
care
d) Submit a midwifery staffing oversight report that covers
staffing/safety issues to the Board at least once a year,
during the maternity incentive scheme year three reporting
period (December 2019 – July 2021).

Minimum evidential
requirement for Trust
Board

The report submitted will comprise evidence to support a, b
and c progress or achievement.
It should include:


A clear breakdown of BirthRate+ or equivalent
calculations to demonstrate how the required
establishment has been calculated



Details of planned versus actual midwifery staffing
levels. To include evidence of mitigation/escalation for
managing a shortfall in staffing.



An action plan to address the findings from the full audit
or table-top exercise of BirthRate+ or equivalent
undertaken, where deficits in staffing levels have been
identified.



Maternity services should detail progress against the
action plan to demonstrate an increase in staffing
levels and any mitigation to cover any shortfalls.



The midwife to birth ratio



The percentage of specialist midwives employed and
mitigation to cover any inconsistencies. BirthRate+
accounts for 8-10% of the establishment, which are not
included in clinical numbers. This includes those in
management positions and specialist midwives.



Evidence from an acuity tool (may be locally
developed), local audit, and/or local dashboard figures
demonstrating 100% compliance with supernumerary
labour ward co-ordinator status and the provision of
one-to-one care in active labour. Must include plan for
mitigation/escalation to cover any shortfalls.
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Did Covid-19 cause impact on staffing levels?
- Was the staffing level affected by the changes to the
organisation to deal with Covid-19?
- How has the organisation prepared for sudden staff
shortages in terms of demand, capacity and
capability during the pandemic and for any future
waves?

Validation process

Self-certification to NHS Resolution using the Board
declaration form

What is the relevant time
period?

Any consecutive twelve month period between Wednesday
1st July 2020 and Thursday 15 July 2021.

What is the deadline for
reporting to NHS
Resolution?

15 July 2021 at 12 noon.
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Technical guidance for Safety action 5
Technical guidance
What midwifery red flag
events could be included
in six monthly staffing
report (examples only)?



Redeployment of staff to other services/sites/wards
based on acuity or



Staff absences due to
illness/isolation/shielding/symptoms

We recommend that
Trusts continue to monitor
the red flags as per
previous year and include
those in the six monthly
report to the Trust Board,
however this is currently
not within the minimal
evidential requirements
but more a
recommendation based on
good practice.



Delayed or cancelled time critical activity.



Missed or delayed care (for example, delay of 60
minutes or more in washing and suturing).



Missed medication during an admission to hospital or
midwifery-led unit (for example, diabetes medication).



Delay of more than 30 minutes in providing pain relief.



Delay of 30 minutes or more between presentation
and triage.



Full clinical examination not carried out when
presenting in labour.



Delay of two hours or more between admission for
induction and beginning of process.



Delayed recognition of and action on abnormal vital
signs (for example, sepsis or urine output).



Any occasion when one midwife is not able to provide
continuous one-to-one care and support to a woman
during established labour.

Other midwifery red flags may be agreed locally. Please
see the following NICE guidance for details:
www.nice.org.uk/guidance/ng4/resources/safe-midwiferystaffing-for-maternity-settings-pdf-51040125637
https://www.england.nhs.uk/coronavirus/wpcontent/uploads/sites/52/2020/03/Redeploying-yoursecondary-care-medical-workforce-safely_26-March.pdf
What if we do not have
100% supernumerary
status for the labour ward
coordinator?
What if we do not have
100% compliance for 1:1
care in active labour?

An action plan detailing how the maternity service intends
to achieve 100% supernumerary status for the labour
ward coordinator which has been signed off by the Trust
Board, and includes a timeline for when this will be
achieved.
An action plan detailing how the maternity service intends
to achieve 100% compliance with 1:1 care in active labour
has been signed off by the Trust Board, and includes a
timeline for when this will be achieved.
Completion of the action plan will enable the Trust to
declare compliance with this sub-requirement.
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The frequency of the
submission
of
the
midwifery
staffing
oversight to the Board has
changed from every six
monthly to once a year.
What should we do?

We recommend that trusts continue to monitor and report
staffing levels in line with NICE NG4. For the scheme’s
purposes, trusts will be able to declare compliance with this
sub-requirement, if they can demonstrate that a midwifery
staffing report oversight has been shared with the Trust
Board at least once between December 2019 and July
2021.

37

Revised safety actions - updated March 2021

Safety action 6: Can you demonstrate compliance with all five elements
of the Saving Babies’ Lives care bundle version two?
Required standard

1. Trust Board level consideration of how its
organisation is complying with the Saving Babies'
Lives care bundle version two (SBLCBv2), published
in April 2019.
Note: Full implementation of the SBLCBv2 is
included in the 2019/20 standard contract.
2. Each element of the SBLCBv2 should have been
implemented. Trusts can implement an alternative
intervention to deliver an element of the care bundle
if it has been agreed with their commissioner (CCG).
It is important that specific variations from the
pathways described within SBLCBv2 are also
agreed as acceptable clinical practice by their
Clinical Network
3. The quarterly care bundle survey should be
completed until the provider trust has fully
implemented the SBLCBv2 including the data
submission requirements. The corroborating
evidence is the SBLCBv2 survey and MSDS data,
availability of this depends on the COVID-19 status.
The survey will be distributed by the Clinical Networks and
should be completed and returned to the Clinical Network
or directly to England.maternitytransformation@nhs.net.

Minimum evidential
requirement for Trust
Board

Evidence of the completed quarterly care bundle surveys
for 2020/21 should be submitted to the Trust board.
Element one:
A. Recording of carbon monoxide reading for each
pregnant woman on Maternity Information System
(MIS) and inclusion of these data in the providers’
Maternity Services Data Set (MSDS) submission to
NHS Digital.
B. Percentage of women where Carbon Monoxide
(CO) measurement at booking is recorded.
C. Percentage of women where CO measurement at
36 weeks is recorded.
Note: The relevant data items for these indicators should
be recorded on the provider’s Maternity Information System
(MIS) and included in the MSDS submissions to NHS
Digital in an MSDSv2 Information Standard Notice
compatible format, including SNOMED-CT coding. The
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Trust board should receive data from the organisation’s
MIS evidencing 80% compliance.
If CO monitoring remains paused within the Trust due to
Covid-19 or if there is a delay in the provider trust MIS’s
ability to record these data at the time of submission an inhouse audit of 40 consecutive cases using locally available
data or case records should have been undertaken to
assess compliance with this indicator.
The audit described above needs to be based on the
percentage of women asked whether they smoke at
booking and at 36 weeks. The Very Brief Advice and
referral to smoking cessation services remain part of the
pathway. This is in line with guidance issued by NHS
England and NHS Improvement
(https://www.england.nhs.uk/publication/saving-babieslives-care-bundle-version-2-covid-19-information/) when
CO monitoring was initially paused. The timing of the audit
is at the Trust’s discretion but should include the dates
when women booked, and reference to the national CO
testing policy at that time.
If CO monitoring remains paused due to Covid-19, the
audit described above needs to be based on the
percentage of women asked whether they smoke at
booking and at 36 weeks. The Very Brief Advice and
referral to smoking cessation services remain part of the
pathway. The timing of the audit is at the Trust’s discretion
but should include the dates when women booked, and
reference to the national CO testing policy at that time.
A threshold score of 80% compliance should be used
to confirm successful implementation.
If the process metric scores are less than 95% Trusts
must also have an action plan for achieving >95%.
Element two:
A. Percentage of pregnancies where a risk status for fetal
growth restriction (FGR) is identified and recorded at
booking.
Note: The relevant data items for these indicators should
be recorded on the provider’s Maternity Information System
(MIS) and included in the MSDS submissions to NHS
Digital in an MSDSv2 Information Standard Notice
compatible format, including SNOMED-CT coding. The
Trust board should receive data from the organisation’s
MIS evidencing 80% compliance.
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If there is a delay in the provider Trust MIS’s ability to
record these data at the time of submission an in house
audit of 40 consecutive cases using locally available data
or case records should have been undertaken to assess
compliance with this indicator.
A threshold score of 80% compliance should be used
to confirm successful implementation.
If the process indicator scores are less than 95%
Trusts must also have an action plan for achieving
>95%.
In addition the Trust board should specifically confirm that
within their organisation:
1) women with a BMI>35 kg/m 2 are offered ultrasound
assessment of growth from 32 weeks’ gestation
onwards
2) in pregnancies identified as high risk at booking uterine
artery Doppler flow velocimetry is performed by 24
completed weeks gestation
3) There is a quarterly audit of the percentage of babies
born <3rd centile >37+6 weeks’ gestation.
If Trusts have elected to follow Appendix G due to staff
shortages related to the Covid-19 pandemic Trust Boards
should evidence they have followed the escalation
guidance for the short term management of staff
(https://www.england.nhs.uk/publication/saving-babieslives-care-bundle-version-2-Covid-19-information/). They
should also specifically confirm that they are following the
modified pathway for women with a BMI>35 kg/m 2.
If this is not the case the Trust board should describe the
alternative intervention that has been agreed with their
commissioner (CCG) and that their Clinical Network has
agreed that it is acceptable clinical practice.
Q: How should Trust board specifically confirm that
within their organisation standard 1-2 above have been
implemented?
This should be confirmed as a minimum via inclusion in the
Trust’s standard operating procedure/guidelines.
Element three:
A. Percentage of women booked for antenatal care
who had received leaflet/information by 28+0 weeks
of pregnancy.
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B. Percentage of women who attend with RFM who
have a computerised CTG.
Note: The SNOMED CT code is still under development for
RFM and therefore an in-house audit of two weeks’ worth
of cases or 20 cases whichever is the smaller to assess
compliance with the element three indicators.
A threshold score of 80% compliance should be used to
confirm successful implementation.
If the process indicator scores are less than 95% Trusts
must also have an action plan for achieving >95%.
Element four:
A. Percentage of staff who have received training on
intrapartum fetal monitoring in line with the
requirements of Safety Action eight, including:
intermittent auscultation, electronic fetal monitoring,
human factors and situational awareness.
B. Percentage of staff who have successfully completed
mandatory annual competency assessment.
Note: An in-house audit should have been undertaken to
assess compliance with these indicators. Each of the
following groups should be attending the training: The
compliance required is the same as safety action eight i.e.
90% of maternity staff which includes 90% of each of the
following groups:


Obstetric consultants



All other obstetric doctors (including staff grade doctors,
obstetric trainees (ST1-7), sub speciality trainees,
obstetric clinical fellows and foundation year doctors
contributing to the obstetric rota



Midwives (including midwifery managers and matrons,
community midwives; birth centre midwives (working in
co-located and standalone birth centres and
bank/agency midwives). Maternity theatre midwives
who also work outside of theatres.

In the current year we have removed the threshold of
90%. This applies to fetal monitoring requirement of
safety action 6. We recommend that trusts identify any
shortfall in reaching the 90% threshold and commit to
addressing this as soon as possible.
Trust Board should minute in their meeting records a
written commitment to facilitate local, in-person, fetal
monitoring training when this is permitted.
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Element 5:
A. Percentage of singleton live births (less than
34+0 weeks) receiving a full course of antenatal
corticosteroids, within seven days of birth.
B. Percentage of singleton live births (less than
30+0 weeks) receiving magnesium sulphate
within 24 hours prior birth.
C. Percentage of women who give birth in an
appropriate care setting for gestation (in
accordance with local ODN guidance).
Note: The relevant data items for these indicators should
be recorded on the provider’s Maternity Information System
(MIS) and included in the MSDS submissions to NHS
Digital in an MSDSv2 Information Standard Notice
compatible format, including SNOMED-CT coding. The
Trust board should receive data from the organisation’s
MIS evidencing 85% compliance.
If there is a delay in the provider Trust MIS’s ability to
record these data at the time of submission an in-house
audit of a minimum of four weeks’ worth of consecutive
cases up to a maximum of 20 cases to assess compliance
with the element five indicators.
Completion of the audits for element 5 standards A, B
and C should be used to confirm successful
implementation.
If the process indicator scores are less than 85%
Trusts must also have an action plan for achieving
>85%.
In addition, the Trust board should specifically confirm that
within their organisation:


women at high risk of pre-term birth have access
to a specialist preterm birth clinic where
transvaginal ultrasound to assess cervical length
is provided. If this is not the case the board
should describe the alternative intervention that
has been agreed with their commissioner (CCG)
and that their Clinical Network has agreed is
acceptable clinical practice.



an audit has been completed to measure the
percentage of singleton live births occurring
more than seven days after completion of their
first course of antenatal corticosteroids.
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Validation process

1) Self-certification to NHS Resolution using the Board
declaration form.
2) Shadow validation using relevant indicators will be
possible for Trusts submitting MSDS data for the month
of December 2020. The December data will be
published by NHS Digital by the end of March 2021.
The last opportunity to submit data for the assessment
will be March 2021, which will be published on the last
Thursday of June 2021.
3) Shadow validation will be by the NHS England/NHS
Improvement national team drawing on the selfreported position using the SBLCB survey if available.

What is the relevant time
period?

The scheme will take into account the position of Trusts at
15 July 2021 at 12 noon.
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Technical guidance for Safety action 6
Can you demonstrate compliance with all five elements of the SBL care bundle?
Technical guidance
Where can we find
guidance regarding this
safety action?

SBL care bundle:
https://www.england.nhs.uk/publication/saving-babies-livesversion-two-a-care-bundle-for-reducing-perinatal-mortality/
The SBLCB v2 Technical Glossary can be found on the
NHS Digital webpages here:
https://digital.nhs.uk/binaries/content/assets/websiteassets/data-and-information/data-sets/maternityservices/sblcbv2-msds-v2.0-technical-glossary-forpublication.xlsx
Any queries related to the digital aspects of this safety
action can be sent to NHS Digital mailbox
maternity.dq@nhs.net
For any other queries, please email MIS@resolution.nhs.uk

Further guidance
regarding element 2 of
the SBL care bundle V2

Compliance with the intervention for surveillance of low-risk
women does not mandate participation in the Perinatal
Institute’s Growth Assessment Protocol (GAP) or the use of
customised fundal charts. Providers should however ensure
that for low risk women, fetal growth is assessed using
antenatal symphysis fundal height charts by clinicians
trained in their use. All staff must be competent in measuring
fundal height with a tape measure, plotting measurements
on charts, interpreting appropriately and referring when
indicated.

Further guidance
regarding element 4 of
the SBL care bundle V2

The Royal College of Midwives (RCM) and RCOG are
introducing a national intrapartum fetal surveillance training
package that can be used locally and will comply with
Element four of the SBLCBv2.
Completion of an electronic training package such as Health
Education England’s e-Learning for Healthcare Learning
Paths on eFetal Monitoring or the Fetal monitoring modules
of the K2 Perinatal Training Programme would count as one
half day’ worth of training.
If social distancing guidelines preclude face to face
multidisciplinary training, virtual meetings will be acceptable
due to the Covid-19 pandemic.
Trusts should endeavour to deliver the equivalent of a full
days training, but due to a loss of training capacity during
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the Covid-19 pandemic evidence of half days training would
be acceptable for this year’s scheme.
If a local one-day fetal monitoring training programme has
not yet been introduced, there should be evidence of an
action plan, with Trust board sign off, to release staff to
attend this additional training programme in the future.
Further guidance
regarding element 5 of
the SBL care bundle V2

The Board’s assessment of the percentage of women who
give birth in an appropriate care setting for gestation (in
accordance with local ODN guidance) should be based on
all deliveries from December 2020, January and February
2021. This data is captured on BadgerNet.

What is the deadline for
reporting to NHS
Resolution?

15 July 2021 at 12noon
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Safety action 7: Can you demonstrate that you have a mechanism for
gathering service user feedback, and that you work with service users
through your Maternity Voices Partnership (MVP) to coproduce local
maternity services?
Required standard

Can you demonstrate that you have a mechanism for
gathering service user feedback, and that you work with
service users through your Maternity Voices Partnership
(MVP) to coproduce local maternity services?

Minimum evidential
requirement for Trust
Board

Evidence should include:


Terms of Reference for your MVP



A minimum of one set of minutes of MVP meetings
demonstrating explicitly how feedback is obtained and
the consistent involvement of Trust staff in coproducing
service developments based on this feedback



Evidence of service developments resulting from
coproduction with service users



Written confirmation from the service user chair that
they are being remunerated for their work and that they
and other service user members of the Committee are
able to claim out of pocket expenses



Evidence that the MVP is prioritising hearing the voices
of women from Black, Asian and Minority Ethnic
backgrounds and women living in areas with high levels
of deprivation, as a result of UKOSS 2020 coronavirus
data.

A template pack has been developed by the safety action
leads in order to support trusts with evidencing compliance
with the requirements of safety action seven. The pack can
be found here https://resolution.nhs.uk/services/claimsmanagement/clinical-schemes/clinical-negligence-schemefor-trusts/maternity-incentive-scheme/
Validation process

Self-certification to NHS Resolution using the Board
declaration form.

What is the relevant time
period?

Friday 20 December 2019 until Thursday 15 July 2021

What is the deadline for
reporting to NHS
Resolution?

Thursday 15 July 2021 at 12 noon
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Technical guidance for Safety action 7
Technical guidance
What is the Maternity Voices A Maternity Voices Partnership group is a multidisciplinary
Partnership?
NHS working group for review and coproduction of local
maternity services. This may include changes and quality
improvement initiatives made during the Covid-19
pandemic.
For more information see:


Implementing Better Births, Chapter 4 and Appendix B.



National Maternity Voices



Characteristics and outcomes of pregnant women
hospitalised with confirmed SARS-CoV2 infection in
the UK: a national cohort study using the UK Obstetric
Surveillance System (UKOSS).

If your MVP chair is remunerated, they could be
approached to assist with collating evidence to achieve
Safety Action 7.
How often should the
Maternity Voices
Partnership meeting be
held?

MVP should meet “no less than four times per year”
however MVP meetings which included staff were
suspended at the start of the pandemic, as per the letter to
Local Maternity Systems published on 20th March 2020,
available on the Maternity Transformation Hub:
www.future.nhs.uk/LocalTransformationHub/grouphome.
Following this, MVPs remained active using online
engagement with women and families and have resumed
MVP meetings via online video calls, in line with MVP
Terms of Reference template, available here:
http://nationalmaternityvoices.org.uk/toolkit-formvps/setting-up-an-mvp/mvp-resources/

Q: At our Trust, we are
unsure about the funding
source for our Maternity
Voices Partnerships. How
can those be
organised/funded?

Maternity Voices Partnerships can be organised/funded
through commissioners or the Local Maternity System and
there is no need for duplication by providers, although
Trust participation is still required in the MVP membership.
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Safety action 8: Can you evidence that the maternity unit staff groups
have attended an 'in-house' multi-professional maternity emergencies
training session since the launch of MIS year three in December 2019?
Required standard and
minimum evidential
requirement

Can you confirm that:
a) Covid-19 specific e-learning training has been made
available to the multi-professional team members?
b) team required to be involved in immediate
resuscitation of the newborn and management of
the deteriorating new born infant have attended
your in-house neonatal resuscitation training or
Newborn Life Support (NLS) course since the
launch of MIS year three in December 2019?
c) there is a commitment by the trust board to facilitate
multi-professional training sessions, including fetal
monitoring training once when this is permitted.

Validation process

Self-certification to NHS Resolution using the Board
declaration form.

What is the relevant time
period?

Trusts should be evidencing the position as Thursday 15
July 2021 at 12noon
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Technical guidance for Safety action 8
Technical guidance
How can we evidence that
training has been made
available to staff?

Evidence should be provided to the trust board that
training resources have been provided to the
multidisciplinary team members digitally or in person.

The threshold of 90% has
been removed. What does it
mean?

In the current year we have removed the threshold of
90%. This applies to all safety action 8 requirements.
We recommend that trusts identify any shortfall in
reaching the 90% threshold and commit to
addressing this as soon as possible.

How can we evidence that
there is a commitment by the
trust board to facilitate MDT
training when this is
permitted?

Trust Board should minute in their meeting records a
written commitment to facilitate local, in-person, MDT
training when this is permitted.

Fetal monitoring training

See safety action 6

Covid-19 specific e-learning
training

The Covid-19 specific e-learning training content can
be delivered remotely or digitally, including local
Covid-19/PPE emergency care and maternity critical
care (see section on MIS and Covid-19 maternity
specific e-learning training below).


All content should be based on current evidence,
national guidelines and local systems and risk
issues.
 The content can be locally produced or using the
national available resources including video
simulations, on-line presentations, national
resources and/or interactive video-conferencing.
 Participation should be recorded, ideally through
the standard Trust Managed Learning
Environment (MLE) or equivalent database for
recording training with simple evidence of
reflection.
MIS and Covid-19 specific e-learning training
Based on the MBRRACE-UK findings and
recommendations, maternity units should provide
training for the following elements that relate to care
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of pregnant and postpartum women during the
current Covid-19 pandemic.
There should be unit level multi-professional training
for all staff caring for pregnant & postpartum women
with suspected or confirmed Covid-19, including a
general overview of care principles, and individual
susceptibility e.g. ethnicity, hypertension and
diabetes.
In addition, there should be specific training
concerning women requiring maternal critical care
and also the triage of pregnant & postpartum women
with mental health concerns.

Maternal Critical Care training:
The maternity multi-professional team (as well as
representatives from acute medical & critical care)
specialists where appropriate should have training in
maternal critical care, including: the use of maternal
critical care observation charts, structured review
proformas, deterioration & escalation thresholds,
timing of birth and postnatal care.
These training sessions should also cover an
understanding of Covid-19 specific therapies in
pregnancy, and the importance of twice-daily
multidisciplinary structured reviews to ensure
comprehensive, multi-disciplinary and coordinated
care across different care settings.
Women with mental health & safeguarding
concerns:
There should be training for all maternity carers to
recognise, triage and care for women with mental
health & safeguarding concerns in pregnancy.
This should include information on local pathways
and procedures to ensure face-to-face assessments
and fast-track access to specialist perinatal mental
health and safeguarding support services.
Training should also include recognition of
concerning ‘red flags’, particularly repeated referrals
that should prompt urgent review.
Which staff should be
included in multi-professional
training session



Obstetric consultants



All other obstetric doctors (including staff grade
doctors, obstetric trainees (ST1-7), sub speciality
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trainees, obstetric clinical fellows and foundation
year doctors contributing to the obstetric rota

Should the anaesthetic and
maternity critical care staff
attend fetal monitoring and
neonatal resuscitation
training?



Obstetric anaesthetic consultants



All other obstetric anaesthetic doctors (staff
grades and anaesthetic trainees) contributing to
the obstetric rota



Midwives (including midwifery managers and
matrons, community midwives; birth centre
midwives (working in co-located and standalone
birth centres and bank/agency midwives)



Maternity critical care staff (including operating
department practitioners, anaesthetic nurse
practitioners, recovery and high dependency unit
nurses providing care on the maternity unit)



Maternity support workers and health care
assistants (to be included in the maternity skill
drills as a minimum)

Anaesthetic staff and maternity critical staff are not
required to attend fetal monitoring and the below staff
groups are not required to attend neonatal
resuscitation training.
This includes:


Obstetric anaesthetic consultants



All other obstetric anaesthetic doctors (staff
grades and anaesthetic trainees) contributing to
the obstetric rota and



Maternity critical care staff (Including operating
department practitioners, anaesthetic nurse
practitioners, recovery and high dependency unit
nurses providing care on the maternity unit)

Critical care staff - who is
included in this group?

Critical care includes: operating department
practitioners, anaesthetic nurse practitioners,
recovery and high dependency unit nurses providing
care on the maternity unit

Our trust do not have a
dedicated critical care team.
What should we do?

For small units with no dedicated maternity critical
care staff, it will be sufficient to provide evidence that
training has been made available to the obstetric,
midwifery, MSW/MCAs and anaesthetic staff,
alongside any additional full time maternity ODPs,
anaesthetic nurses and other staff groups mentioned
above as relevant.
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What compliance is required
for maternity theatre staff?

Maternity theatre staff are a vital part of the
multidisciplinary team and are encouraged to attend
the Covid-19 related training, however they will not
be part of MIS year three compliance assessment.
There will be further work shared with Trusts by the
NHS England Competencies Group in the future
regarding the core competencies required for this
staff group.

Maternity theatre staff – which
staff are included in this
group?

What is required for multiprofessional system testing?

Maternity theatre staff group includes:


Scrub nurses



Circulators



Surgical care practitioners

The requirement related to system testing has
now been removed.
Trusts should evidence that multi-professional system
testing occurs in the clinical area at least once in the
MIS reporting period, and it is attended by the
anaesthetic, maternity and neonatal teams. Risks and
issues identified within the clinical environment are
addressed accordingly.

Which staff should be
included for immediate
newborn resuscitation
training?

Staff in attendance at deliveries should be included
for immediate newborn resuscitation training as listed
below


Neonatal Consultants or Paediatric consultants
covering neonatal units



Neonatal junior doctors (who attend any
deliveries)



Neonatal nurses (Band 5 and above)



Advanced Neonatal Nurse Practitioner (ANNP)



Midwives (including midwifery managers and
matrons, community midwives, birth centre
midwives (working in co-located and standalone
birth centres and bank/agency midwives) and
Maternity theatre midwives who also work outside
of theatres.
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Which maternity staff
attendees should be included
in the intrapartum fetal
monitoring training
(SBLCBv2)?

What is the minimum training
that we should include for in
house neonatal resuscitation?

The following maternity staff attendees should be
included:


Obstetric consultants



All other obstetric doctors (including staff grade
doctors, obstetric trainees (ST1-7), sub speciality
trainees, obstetric clinical fellows and foundation
year doctors contributing to the obstetric rota



Midwives (including midwifery managers and
matrons, community midwives; birth centre
midwives (working in co-located and standalone
birth centres and bank/agency midwives).
Maternity theatre midwives who also work outside
of theatres.



Identification of a baby requiring resuscitation
after birth and support immediate neonatal
resuscitation until specialist neonatal help is
available



Assessed ability to delivery inflation breaths



Knowledge and understanding of the NLS
algorithm



How to call for help within the organisation



Situation, Background, Assessment
Recommendation (SBAR) or equivalent
communication tool handover on arrival of help

The training should also include recognition of the
deteriorating newborn infant with actions to be taken.
What if Covid-19 restrictions
are still in place for in house
neonatal resuscitation
training?

Management of the newborn airway will ideally be
delivered by face to face training.

I am a NLS instructor, do I still
need to attend annual
training?

No, as long as instructor status remains active.

Which members of the team
can teach in house neonatal
resuscitation training?

The gold standard would be for this training to be
delivered by a trained NLS instructor.

If social distancing guidelines preclude face to face
training then remote or digital training will be
acceptable.

The minimum standard would be for training to be
provided by staff who hold an in-date NLS provider
certificate and also have a teaching role such as a
clinical skills facilitator.
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Who should attend NLS
training in maternity?

Attendance on separate NLS training for maternity
staff should be locally decided but this would be the
gold standard.

Do we need to do simulated
emergencies and/or hands on
workshops?

With regards to the requirement for your local training
to include simulated emergencies and/or hands on
workshops, we acknowledge that this may be difficult
given the social distancing and staff safety
requirements. Hands on simulation of emergencies
will not be required during social distancing.
Participation in remotely delivered training will be
sufficient from October 2020 to July 2021.

Are staff off sick/self-isolating/
shielding counted towards
compliance?

Staff on long term sickness during the MIS reporting
period should not be counted towards compliance.
Self-isolating or shielding staff should access the
remote training resources.

New starters
Should we train new starters
as part of safety action 8
training requirements?

In light of the changes in the scheme timescale, all
new starters should be included in the training
compliance.
Only new starters joining the Unit from 1 July 2021
should not be counted towards compliance numbers.

Should midwives on rotation
included in the training
compliance?

Yes rotational midwives should be included.

Should virtual/ digital training
be provided in real time or
using pre-recorded videos?

Digital/virtual training can be provided either in real
time i.e. using Microsoft Teams etc. or using prerecorded videos.

Covid-19 eLearning

All staff, including those trained pre Covid-19, should
complete the modules relevant to Covid-19.
These can be delivered remotely.

Where can I find additional
resources?

https://www.resus.org.uk/information-oncourses/newborn-life-support/
Toolkit for high quality neonatal services (October
2009)
http://www.londonneonatalnetwork.org.uk/wpcontent/uploads/2015/09/Toolkit-2009.pdf
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Safety action 9: Can you demonstrate that the Trust safety champions (obstetric,
midwifery and neonatal) are meeting bi-monthly with Board level champions to
escalate locally identified issues?
Required
standard

a) A pathway has been developed that describes how
frontline midwifery, neonatal, obstetric and Board safety
champions share safety intelligence from floor to Board
and through the local maternity system (LMS) and
MatNeoSIP Patient Safety Networks.
b) Board level safety champions are undertaking feedback
sessions every other month, for maternity and neonatal
staff to raise concerns relating to safety issues,
including those relating to Covid-19 service changes
and service user feedback and can demonstrate that
progress with actioning named concerns are visible to
staff.
c) Board level safety champions have reviewed their
continuity of carer action plan in the light of Covid-19.
Taking into account the increased risk facing women
from Black, Asian and minority ethnic backgrounds and
the most deprived areas, a revised action plan
describes how the maternity service will resume or
continue working towards a minimum of 35% of women
being placed onto a continuity of carer pathway,
prioritising women from the most vulnerable groups
they serve.
d) Together with their frontline safety champions, the
Board safety champion has reviewed local outcomes in
relation to:
I.

Maternal and neonatal morbidity and mortality rates
including a focus on women who delayed or did not
access healthcare in the light of Covid-19, drawing
on resources and guidance to understand and
address factors which led to these outcomes.

II. The UKOSS report on Characteristics and
outcomes of pregnant women admitted to hospital
with confirmed SARS-CoV-2 infection in UK.
III. The MBRRACE-UK SARS-Covid-19
https://www.npeu.ox.ac.uk/assets/downloads/mbrra
ce-uk/reports/MBRRACEUK_Maternal_Report_2020_v10_FINAL.pdf
IV.

The letter regarding targeted perinatal support for
Black, Asian and Minority Ethnic groups

And considered the recommendations and
requirements of II, III and IV on I.
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e) The Board Level Safety Champion is actively
supporting capacity (and capability) building for all staff
to be actively involved in the following areas:


Maternity and neonatal quality and safety
improvement activity within the Trust, including that
determined in response to Covid-19 safety concerns

 The Patient Safety Networks of which each Trust will
be a member


Specific national improvement work and testing lead
by MatNeoSIP that the Trust is directly involved with

 The Patient Safety Network clinical leaders group
where Trust staff are members

Minimum
evidential
requirement for
Trust Board

a) Evidence of a written pathway which describes how
frontline midwifery, neonatal, obstetric and Board safety
champions share safety intelligence between a) each
other, b) the Board, c) the LMS and d) Patient Safety
Networks.
b) Evidence that a clear description of the pathway and
names of safety champions are visible to maternity and
neonatal staff.
c) Evidence that discussions regarding safety intelligence,
concerns raised by staff and service users in relation to,
but not exclusively, the impact of Covid-19 on maternity
and neonatal services; progress and actions relating to
the local improvement plan(s) and QI activity are
reflected in the minutes of Board, LMS and Patient
Safety Network meetings. Minutes should also include
discussions on where efforts should be positively
recognised.
d) Evidence of a safety dashboard or equivalent, visible to
both maternity and neonatal staff which reflects action
and progress made on identified concerns raised by
staff and service users. This should include concerns
relating to the Covid-19 pandemic.
e) Evidence that Board level safety champions have
reviewed their continuity of carer action plan in light of
Covid-19. Plans should reflect how the Trust will
continue or resume continuity of carer models so that at
least 35% of women booking for maternity care are
being placed onto continuity of carer pathways. In light
of the increased risk facing, women from Black, Asian
and minority ethnic backgrounds and women from the
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most deprived areas, local systems should consider
bringing forward enhanced continuity of carer models
primarily targeting these groups.
f) Evidence of Board level oversight and discussion of
progress in meeting the revised continuity of carer
action plan.
g) Evidence that the frontline and Board safety champions
have reviewed local outcomes as set out in standard d)
above and are addressing relevant learning, drawing on
insights and recommendations from the two named
reports and undertaking the requirements within the
letter targeting perinatal support for Black, Asian and
Minority Ethnic groups.
h) Evidence of how the Board has supported staff involved
in the four key areas outlined in part e) of the required
standard and specifically to:






work with Patient Safety Networks, local maternity
systems, clinical networks, commissioners and
others on Covid-19 and non Covid-19 related
challenges and safety concerns, ensuring learning
and intelligence is actively shared across systems
utilise SCORE safety culture survey results to
inform the Trust quality improvement plan
active participation in system level improvement
through the Patient Safety Networks, aligned to the
ambitions of MatNeoSIP
Patient Safety Network and Undertaking of
improvement work aligned to the MatNeoSIP
national driver diagram and key enablers

Validation
process

Self-certification to NHS Resolution using the Board
declaration form

What is the
relevant time
period?



A written pathway, visible to staff and meeting the
requirements detailed in part a) and b) of the action is in
place by Friday 28 February 2020.



Monthly feedback sessions continue to be undertaken
in January 2020 and February 2020 and again every
other month from no later than 30 November 2020.
Progress with actioning named concerns from staff
workarounds are visible from no later than 26 February
2021.



An action plan relating to a minimum of 35% of women
being placed onto a continuity of carer pathway, which
prioritises women from Black, Asian, Minority Ethnic
and the most vulnerable groups served by the Trust,
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should be agreed by the Board maternity safety
champion by 26 February 2021.

What is the
deadline for
reporting to NHS
Resolution?



Progress in meeting the revised CoC action plan is
overseen by the board on a minimum of a quarterly
basis commencing January 2021.



A review of mortality and morbidity cases has been
undertaken and an action plan, drawing on insights
from the two named reports and the letter has been
agreed by Monday 30 November 2020.



Board level safety champion attendance or
representation at a minimum of two engagement events
such as Patient Safety Network meetings, MatNeoSIP
webinars and/or the annual national learning event held
in March 2020 by 30 June 2021

By Thursday 15 July 2021 at noon
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Technical guidance for Safety action 9
Can you demonstrate that the Trust safety champions (obstetric, midwife and
neonatal) are meeting bimonthly with Board level champions to escalate locally
identified issues?
Technical guidance
We had not continued to 
undertake monthly
feedback sessions with
the Board safety
champion what should
we do?

Parts a) and b) of the required standards build on the year
two requirement of the maternity incentive scheme in
building visibility and creating the conditions for staff to
meet and establish a relationship with their Board safety
champions in order to raise concerns relating to safety.
The expectation is that Board safety champions have
continued to undertake monthly feedback sessions every
other month.



Part b) requires that progress with actioning named
concerns from staff feedback sessions are visible with an
implementation date of no later than Tuesday 31 March
2020. This builds on requirements made in year two of the
maternity incentive scheme and the expectation is that this
should have been continued.



If these have not been continued, this needs to be
reinstated by Friday 31 f 2020 and hence there is no
flexibility of this date.



A written pathway is to be in place by Friday 28 February
2020.

What is the rationale for It is important to ensure all staff are aware of who their
the Board level safety
frontline and Board safety champions are if concerns are to be
champion safety action? shared with safety champions. Sharing of insights and good
practice between providers, their LMS, ODN and Clinical
Network should be optimised. The development of a local
pathway which describes these relationships, how sharing of
information will take place and names the relevant leaders will
support this standard to realise its aims. The guidance in the
link below will support the development of this pathway.
https://www.england.nhs.uk/wpcontent/uploads/2020/08/Maternity_safety_champions_13feb.
pdf
Can we declare
compliance if our Board
level Maternity
champion is an
Executive Director,
rather than a nonExecutive Director?

Yes, the Trust can declare compliance if the board safety
champion is an executive, however we recommend that the
Board level Maternity champion is ideally a non-Executive
Director and we ask you to consider this when roles change.
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Neonatal safety
champion – should this
be a medical or nursing
staff member?

The role of the neonatal safety champion is ideally undertaken
by a senior member of the neonatal team with existing and
direct links to the Trust board. This role therefore lends itself
to a senior nursing lead or the Clinical Director of the neonatal
service.

Our trust board
meetings are scheduled
every two months and
not every month.
How can the progress
with the CoC action plan
be discussed and
shared at Board level?

In the months that the board does not meet the named Board
safety champion for maternity should oversee progress with
the plan. This will ensure consistency with the individual
understanding the progress being made and where barriers
need to be overcome.

Can we declare
compliance with this
action if our Trust is not
achieving the 35% target
of women being placed
onto a continuity of
carer pathway, which
prioritises women from
Black, Asian, Minority
Ethnic and the most
vulnerable groups
served by the Trust?

Yes, the Trust will be able to declare compliance with this
element, as long as a CoC action plan is in place, agreed and
reviewed on a monthly basis by the maternity Board-level
safety champions.

What should we include
in our action plan for
continuity of carer?

The action plan should reflect how the Trust will continue or
resume continuity of carer models so that at least 35% of
women booking for maternity care are being placed onto
continuity of carer pathways. In light of the increased risk
facing women from Black, Asian and minority ethnic
backgrounds and from the most deprived areas of poor
outcomes, local systems should consider bring forward
enhanced continuity of carer models primarily targeting these
groups.

What are the
expectations of the
MatNeoSIP?

The Board safety Champions will be expected to continue
their support for quality improvement by working with the
designated improvement leads to participate and mobilise
improvement via the Patient Safety Networks. Trusts will be
required to undertake improvement including data collection
and testing work aligned to the national driver diagram and
key enablers.
To ensure improvement learning is actively shared across the
LMS, Patient Safety Networks, ODN and Clinical Network of
which each Trust is a member, to either attend in person or
ensure a representative from the Trust who is involved in
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leading specific quality improvement has attended and
contributed to a minimum of two engagement events such as
Patient Safety Network meetings, MatNeoSIP webinars and/or
the annual national learning event held in March 2020. In
addition, there should be evidence of active participation in
contributing to the delivery of the collective aims of the Patient
Safety Network, particularly in working with local maternity
systems, clinical networks, commissioners and others on
Covid-19 related challenges.
The Board Level Safety Champion for the Maternity and
Neonatal Safety Improvement Programme (MatNeoSIP) is
actively supporting capability building and capacity for all staff
involved in the following areas:



What do mean by bimonthly?

specific national improvement work led by MatNeoSIP that
the Trust is directly involved with
specific improvement work in relation to safety concerns
raised as a result of Covid-19
the Patient Safety Network clinical leaders group where
Trust staff are members.

Occurring every two months
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Safety action 10: Have you reported 100% of qualifying cases to HSIB and (for
2019/20 births only) reported to NHS Resolution's Early Notification (EN) scheme?
Required standard

1. a) Reporting of all outstanding qualifying cases for the

year 2019/20 to NHS Resolution’s EN scheme.
2. b) Reporting of all qualifying cases to the Healthcare
Safety Investigation Branch (HSIB) for 2020/21.
3. c) For qualifying cases which have occurred during the
period 1 October 2020 to 31 March 2021 the Trust Board
are assured that:
4. 1. the family have received information on the role of
HSIB and the EN scheme; and
5. 2. there has been compliance, where required, with
Regulation 20 of the Health and Social Care Act 2008
(Regulated Activities) Regulations 2014 in respect of the
duty of candour.
Minimum evidential
requirement for Trust
Board

Trust Board sight of Trust legal services and maternity
clinical governance records of qualifying Early Notification
incidents and numbers reported to HSIB and the NHS
Resolution Early Notification team.
Trust Board sight of evidence that the families have
received information on the role of HSIB and EN scheme.
Trust Board sight of evidence of compliance with the
statutory duty of candour.

Validation process

Self-certification to NHS Resolution using Board
declaration form.
NHS Resolution will cross reference Trust reporting
against HSIB database and the National Neonatal
Research Database (NNRD) for the number of qualifying
incidents recorded for the Trust and externally verify that
standard a) and b) have been met in the relevant
reporting period.

What is the relevant time
period?

Reporting to NHS Resolution Monday 1 April 2019 to
Tuesday 31 March 2020.
Reporting to HSIB Wednesday 1 April 2020 to
Wednesday 31 March 2021.

What is the deadline for
reporting to NHS
Resolution?

By Thursday 15 July 2021 at 12 noon.
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Technical guidance for Safety action 10
Technical guidance
Where can I
find
information on
the Early
Notification
scheme?

Early Notification scheme guidance has been circulated to NHS
Resolution maternity contacts. For more information please see:
https://resolution.nhs.uk/services/claims-management/clinicalschemes/clinical-negligence-scheme-for-trusts/early-notificationscheme/

What are
qualifying
incidents?

Qualifying incidents are term deliveries (≥37+0 completed weeks of
gestation), following labour, that resulted in severe brain injury
diagnosed in the first seven days of life. These are any babies that fall
into the following categories:

Candour



Was diagnosed with grade III hypoxic ischaemic encephalopathy
(HIE) [OR]



Was therapeutically cooled (active cooling only) [OR]



Had decreased central tone AND was comatose AND had seizures
of any kind.

Regulation 20 of the Health and Social Care Act 2008 (Regulated
Activities) Regulations 2014 provides that a health service body must
act in an open and transparent way with relevant persons in relation to
care and treatment provided.
https://www.legislation.gov.uk/ukdsi/2014/9780111117613/regulation/20
In accordance with the statutory duty of candour, in all relevant cases,
families should be ‘advised of what enquiries in relation to the incident
the health body believes are appropriate’ – 20(3)(a) and details of any
enquiries to be undertaken (20)(4)(b). This includes details of enquiries
undertaken by HSIB and NHS Resolution.
Assistance can be found on NHS Resolution’s website, including the
guidance ‘Saying Sorry’
Trust Boards should be aware that if a breach of the statutory duty of
candour in relation to a qualifying case comes to light which calls the
validity of certification into question this may result in a review of the
trust submission and in addition trigger escalation to the CQC.

During Covid19 we are only
reporting to
HSIB and not
directly to NHS
Resolution.
How will you

Following communication to Trusts in April 2020 and September 2020
all eligible maternity incidents should still be reported to HSIB. HSIB will
then inform NHS Resolution of the case. Should you wish to discuss
this case, please contact a member of the Early Notification team to
discuss further (ENTeam@resolution.nhs.uk).
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validate that
we have
reported
eligible
maternity
incidents?

Where a family has not consented to progress a HSIB investigation,
Trusts must ensure that NHS Resolution are informed (via email on
ENteam@resolution.nhs.uk ).

What if we are
unsure
whether a case
qualifies for
the Early
Notification
scheme?

If the case meets Each Baby Count criteria it should be reported to
HSIB only for the financial year 2020/21. Outstanding cases (not
already reported) for the financial year 2019/20 should be reported to
both NHS Resolution and HSIB. Should you have any queries, please
contact a member of the Early Notification team to discuss further
(ENTeam@resolution.nhs.uk) or HSIB maternity team
(maternity@hsib.org.uk).

We are unsure
about how to
grade an
incident, what
should we do?

This will only be required for outstanding cases for the financial year
2019/20. The risk assessment wording has recently been amended to
bring it in line with assessments used regularly by front-line staff. It is
hoped that this makes the process of grading risk more straightforward.
However, should you have any queries, please contact a member of the
Early Notification team to discuss further. (ENTeam@resolution.nhs.uk)

We have
reported all
qualifying
incidents, but
have not
reported within
the required 30
day timescale.
Will we be
penalised for
this?

There will be no penalty for reporting incidents for the year 2019/20 and
2020/21 outside of the reporting timescale. Trusts will meet the required
standard if they can evidence to the Trust Board that they have
reported all qualifying Incidents to HSIB and NHS Resolution within the
required timeframes and this is corroborated with data held by NNRD.
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FAQs for year three of the maternity incentive scheme
Does ‘Board’ refer to the
Trust Board or would the
Maternity Services
Clinical Board suffice?

We expect Trust Boards to self-certify the Trust’s
declarations following consideration of the evidence
provided. It is recommended that all executive members
e.g. finance directors are included in these discussions.
If subsequent verification checks demonstrate an
incorrect declaration has been made, this may indicate a
failure of governance which we may escalate to the
appropriate arm’s length body/NHS system leader. We
escalate these concerns to the Care Quality Commission
for their consideration if any further action is required, and
to NHS England and NHS Improvement regional director,
the Deputy Chief Midwifery Officer, regional chief midwife
and DHSC for information.
In addition, we now publish information on NHS
Resolution website regarding the verification process, the
name of the Trusts involved in the MIS re-verification
process as well as information on the outcome of the
verification (including the number of safety actions not
passed).

Do we need to discuss
this with our
commissioners?

Yes, your submission should be discussed with
commissioners prior to submission to NHS Resolution.

Do we need to declare
that there are no
conflicting national
reports that may
contradict compliance
with MIS?

Yes the Trust Board will need to confirm that there are no
national reports within the reporting period (from 19
December 2019 to 15 July 2021) that may contradict the
declared MIS compliance by signing the related section
included in the Trust Board declaration form. This can be
done by completing section d) of the Board declaration
form.

Will NHS Resolution be
cross checking our
results with external
data sources?

Yes, we will cross reference results with external data
sets from: MBRRACE-UK data (safety action 1 point a, b,
c), NHS Digital regarding submission to the Maternity
Services Data Set (safety action 2, sub-requirements 1-2
and 4-13), and against the National Neonatal Research
Database (NNRD) and HSIB for the number of qualifying
incidents reportable to the Early Notification scheme and
HSIB (safety action 10, standard a) and b)). Your overall
submission may also be sense checked with CQC
maternity data, HSIB data etc.
For more details, please refer to the conditions of the
scheme.
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What documents do we
need to send to you?

The Board declaration form (active excel) will need to be
sent to NHS Resolution. Ensure the Board declaration
form has been approved by the Trust Board, signed by
the chief executive and, where relevant, an action plan is
completed for each action the Trust has not met.
Please do not send your evidence or any narrative
related to your submission to us.
Any other documents you are collating should be used to
inform your discussions with the Trust Board.

Where can I find the
Trust reporting template
which needs to be
signed off by the Board?

The active Board declaration excel form will be published
on the NHS Resolution website in 2021.
It is mandatory that Trusts use the active Board
declaration excel form when declaring compliance to
NHS Resolution. Please do not submit the PDF Board
declaration form to NHS Resolution to declare
compliance. If an active Board declaration form is not
returned to NHS Resolution by 12 noon on Thursday
15 July 2021, NHS Resolution will treat that as a nil
response.

Will you accept late
submissions?

We will not accept late submissions. The Board
declaration form and any action plan will need to be
submitted to us no later than 12 noon on Thursday 15
July 2021. If a completed Board declaration form (active
MS Excel version) is not returned to NHS Resolution by
12 noon on Thursday 15 July 2021, NHS Resolution will
treat that as a nil response.

What happens if we do
not meet the ten
actions?

Only Trusts that meet all ten maternity safety actions will
be eligible for a payment of at least 10% of their
contribution to the incentive fund.
Trusts that do not meet this threshold need to submit a
completed action plan for each safety action they have
not met.
Trusts that do not meet all ten safety actions may be
eligible for a small discretionary payment to help them to
make progress against one or more of the ten safety
actions.

Our Trust has queries,
who should we contact?

Any queries prior to the submission date must be sent in
writing by e-mail to NHS Resolution via
MIS@resolution.nhs.uk

Please can you confirm
who outcome letters will
be sent to?

The maternity incentive scheme outcome letters will be
sent to chief executive officers, finance directors and your
nominated leads.
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What if Trust contact
details have changed?

It’s the responsibility of the Trusts to inform NHS
Resolution of the most updated link contacts via link on
the NHS Resolution website.
https://resolution.nhs.uk/services/claimsmanagement/clinical-schemes/clinical-negligencescheme-for-trusts/maternity-incentive-scheme/maternityincentive-scheme-year-two/

What if my Trust has
multiple sites providing
maternity services?

Multi-site providers will need to demonstrate the evidential
requirements for each individual site. The Board
declaration should reflect overall actions met for the whole
Trust.

Will there be a process
for appeals this year?

Yes, there will be an appeals process and Trusts will be
allowed 14 days to appeal the decision following the
communication of results.

Merging Trusts

Trusts that will be merging during the year three reporting
period (2020/21 and 2021/2022) must inform NHS
Resolution of this via MIS@resolution.nhs.uk so that
arrangements can be discussed.
In addition, Trust’s Directors of Finance or a member of
the finance team must make contact with the NHS
Resolution finance team by email at
Contributions@resolution.nhs.uk as soon as possible to
discuss the implications of the changes in the way
maternity services are to be provided. This could have an
impact on the contributions payable for your Trust in
2021/2022 and the reporting of claims and management
of claims going forward.
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Q&A regarding Maternity Safety Strategy and CNST maternity
incentive scheme
Q1) What are the aims of the CNST incentive scheme and why maternity?
The Maternity Safety Strategy sets out the Department of Health and Social
Care’s ambition to reward those who have taken action to improve maternity
safety.
Using CNST to incentivise safer care received strong support from respondents
to our 2016 CNST consultation where 93% of respondents wanted incentives
under CNST to fund safety initiatives. This is also directly aligned to the
Intervention objective in our Five year strategy: Delivering fair resolution and
learning from harm.
Q2) Why have these safety actions been chosen?
The ten actions have been agreed with the national maternity safety champions,
Matthew Jolly and Jacqueline Dunkley-Bent, in partnership with NHS Digital,
NHS England, NHS Improvement, the Care Quality Commission (CQC), Mothers
and Babies: Reducing Risk through Audits and Confidential Enquiries
(MBRRACE), Obstetric Anaesthetists Association, Royal College of
Anaesthetists, HSIB, Royal College of Obstetricians and Gynaecologists and the
Royal College of Midwives.
The Collaborative Advisory Group (CAG) previously established by NHS
Resolution to bring together other arm’s length bodies and the Royal Colleges to
support the delivery of the CNST maternity incentive scheme has also advised
NHS Resolution on the safety actions.
Q3) Who has been involved in designing the scheme?
The National Maternity Safety Champions were advised by a group of system
experts including representatives from:


NHS England & Improvement



NHS Digital



MBRRACE-UK



Royal College of Obstetricians and Gynaecologists



Royal College of Midwives



Royal College of Anaesthetists



Royal College of Paediatrics and Child Health



Care Quality Commission



Department of Health and Social Care



NHS Resolution



Clinical obstetric, midwifery and neonatal staff



HSIB
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Q4) How will Trusts be assessed against the safety actions and by when?
Trusts will be expected to provide a report to their Board demonstrating
achievement (with evidence) of each of the ten actions. The Board must
consider the evidence and complete the Board declaration form for result
submission.
Completed Board declaration forms must be discussed with the commissioner(s)
of the Trust's maternity services, signed off by the Board and then submitted to
NHS Resolution (with action plans for any actions not met) at
MIS@resolution.nhs.uk by 12 noon on Thursday 15 July 2021.
Please note:
Board declaration forms will be reviewed by NHS Resolution and discussed with
Collaborative Advisory Group.
NHS Resolution will use external data sources to validate some of the Trust’s
responses, as detailed in the technical guidance above.
If a completed Board declaration form is not returned to NHS Resolution by 12
noon on Thursday 15 July 2021, NHS Resolution will treat that as a nil response.
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