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Dedication

This report is dedicated to the memory of Professor 
Tim Draycott (1964-2025), who as longstanding 
Senior Obstetric Advisor at NHS Resolution had a 
vital role in shaping the Maternity Incentive Scheme, 
and was a key contributor to this evaluation. 
Tim was not only a widely respected figure in patient 
safety and maternity care, but also a cherished 
colleague and friend to many within NHS Resolution 
and across the wider NHS family. Tim’s warmth, 
humour and generosity touched countless lives, 
and his commitment to evidence-based improvement 
and collaborative care create an inspiring legacy, 
which we take forward in his memory.

Foreword

Women and families are at the heart of our system-
wide commitment to improving the safety and 
quality of maternity and neonatal services. When 
these services are at their best, they offer safe care 
delivered with respect, dignity and compassion – 
when they fall short, the effects can be devastating. 
The Maternity Incentive Scheme (MIS) is a system-
convener, which incentivises and supports a core set 
of standards that underpin safe care. Our ambition is 
for every family to receive the high-quality care they 
deserve, and for avoidable harm and the significant 
emotional and financial costs associated with this 
to be reduced. With this in mind, we committed to 
undertaking an evaluation of MIS. I am pleased to 
introduce the findings of this research, which will 
be relevant for families, healthcare professionals 
and system leaders, and which reflects our shared 
commitment to delivering safe maternity and 
neonatal care. 

In this report we seek to reflect upon the history 
and impact of the scheme; develop deeper insights 
into its processes; and better understand how the 
scheme is experienced by colleagues across the NHS 
who are delivering MIS and care on the front line. 
To support this, we have considered stakeholder 
feedback; compliance and outcome data; and other 
improvement metrics. Our aim has been to identify 
how and where MIS has had the most impact, 
enabling us to identify opportunities to develop the 
scheme further to ensure it continues to add value 
within an evolving maternity and neonatal landscape 
and for the public we serve.

The quality and safety of maternity and neonatal 
services have been a continued focus of national 
policy1,2 in recent years, following several 
independent investigations at specific NHS 
trusts3,4,5,6,7,8,9. We recognise that avoidable harm 
in maternity and neonatal services still occurs, with 
devastating consequences for the child, parents and 

wider family, as well as for the NHS staff involved. 
We can never reverse the damage caused, but we 
can play our part in supporting those affected by 
avoidable harm and working with the system to 
improve care. 

Most maternity and neonatal care in England is safe 
and of high quality. However, incidents occurring 
during labour and birth may cause catastrophic 
injuries, which potentially result in lifelong complex 
care needs for the baby. These incidents are 
devastating for all those affected, and also have a 
considerable impact on NHS finances. In 2024/25, 
51% (£2.5 billion) of the total clinical negligence 
cost of harm (£4.9 billion) related to maternity, an 
increase from 49% in 2023/24. Improving safety 
and reducing harm in maternity and neonatal 
settings is likely to reduce litigation costs, therefore 
making more funds available, potentially for frontline 
care. More details about the annual impact of these 
claims can be found in our Annual Report and 
Accounts 2024/25.

Our recently refreshed corporate strategy: Resolution 
Through Collaboration: Our 2025 – 28 Strategy sets 
out NHS Resolution’s (NHSR’s) strategic priorities 
over the next three years. This includes a specific 
commitment to continuing our work to support 
safer maternity and neonatal care, which remains 
an important area of concern for the NHS and 
the public. Improving safety requires a system-
wide effort, and we commit in our strategy to 
reviewing how MIS can evolve to best support this, 
ensuring ‘the MIS safety actions are appropriately 
targeted, with cross-system support and reflect the 
government’s priorities and ambition on maternity 
and neonatal safety’.

1	 New ambition to halve rate of stillbirths and infant deaths 
2	 Saving Babies’ Lives: A care bundle for reducing stillbirth (2016)
3	 An independent review: Northwick Park Hospital 
4	 Morecambe Bay Investigation Report 
5	 Final report of the Ockenden review
6	 Maternity and neonatal services in East Kent: ‘Reading the signals’ report
7	 The independent review: Nottingham University Hospitals NHS Trust (Ockenden Maternity Review)
8	 14 NHS trusts the focus of national maternity investigation
9	 Independent maternity and neonatal investigation: terms of reference (Leeds Teaching Hospitals)

https://resolution.nhs.uk/services/claims-management/clinical-schemes/clinical-negligence-scheme-for-trusts/maternity-incentive-scheme/
https://www.gov.uk/government/news/new-ambition-to-halve-rate-of-stillbirths-and-infant-deaths
https://www.england.nhs.uk/wp-content/uploads/2016/03/saving-babies-lives-car-bundl.pdf
https://moderngov.harrow.gov.uk/documents/s30776/Maternity%20Review%20Report.pdf
https://www.gov.uk/government/publications/morecambe-bay-investigation-report
https://www.gov.uk/government/publications/final-report-of-the-ockenden-review
https://www.gov.uk/government/publications/maternity-and-neonatal-services-in-east-kent-reading-the-signals-report
https://www.ockendenmaternityreview.org.uk/
https://www.gov.uk/government/news/14-nhs-trusts-the-focus-of-national-maternity-investigation
https://www.gov.uk/government/publications/independent-maternity-and-neonatal-investigation-terms-of-reference
https://resolution.nhs.uk/wp-content/uploads/2025/07/NHS-Resolution-ARA-24-25_ACCESSIBLE.pdf
https://resolution.nhs.uk/corporate-publications/resolution-through-collaboration-2025-28-strategy/
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As highlighted in recent research, the NHS has a 
poor track record in the evaluation of large-scale 
maternity improvement programmes10. In this 
context, NHSR initiated robust evaluations of the 
MIS and Early Notification (EN) schemes to ensure 
they continue to add value. We are committed to 
evidence-based, data-driven decision-making – 
and this evaluation of MIS is an important step in 
informing this work.

Given the competing demands made on maternity 
and neonatal services, it is particularly important that 
we consider the operational effectiveness of MIS 
within the complex safety landscape, as well as its 
impact on outcomes and/or safety improvements. 
As a participant in the Recommendations to 
Impact Collaborative Group, NHSR supports the 
findings of the Health Services Safety Investigations 
Body (HSSIB) report: Recommendations but no 
action: improving the effectiveness of quality and 
safety recommendations in healthcare. We are 
committed to aligning requests made of the system 
to avoid duplicative, competing or contradictory 
guidance or recommendations, and to reducing 
the administrative burden of our schemes, while 
maintaining robust assurance.

We would like to take this opportunity to thank 
the staff from across the NHS who work tirelessly 
to deliver services and drive improvements against 
a backdrop of significant change along with 
current capacity, workforce and morale challenges. 
Achieving the ambition of MIS to support 
improvements in maternity and neonatal safety is 
not possible without their hard work and dedication. 
In addition, we are very grateful for the unique 
insight and contribution provided by families and 
service user groups, both as part of the scheme 
and through their efforts more broadly, to drive 
improvements in maternity and neonatal care.

We would also like to recognise The Healthcare 
Improvement Studies Institute (THIS Institute) for 
the independent and thoughtful quantitative and 
qualitative analysis they undertook, which forms 
an integral part of this evaluation.

Thank you to all those who have contributed, 
and continue to contribute, to this important area of 
work; we are committed to working together 
to support the system to deliver the high standard 
of care to which we collectively aspire.

Megan Bidder

Director of Safety & Learning, 
Chair of MIS Collaborative 
Advisory Group

10	 McGowan J, et al: Quality and reporting of large-scale improvement programmes: a review of maternity initiatives in the English NHS, 2010–
2023, BMJ Quality & Safety 2023;0:1–12. (doi:10.1136/bmjqs-2023-016606).

Executive summary

Introduction and purpose
The Maternity Incentive Scheme (MIS) was 
established by NHS Resolution (NHSR) in 2017 
to incentivise improvements in maternity and 
neonatal safety and care across NHS trusts in 
England, in line with government ambitions and 
priorities. It offers a financial incentive for trusts that 
demonstrate they have implemented a set of core 
safety actions, defined at system level. The scheme 
aims to address the significant human, clinical and 
financial impacts of avoidable harm in maternity and 
neonatal services. Six MIS ‘years’ of the scheme have 
completed, with the seventh currently underway at 
the time of writing this report. 

Evaluation and stakeholder feedback have been 
central to the evolution of MIS over the last eight 
years. The scheme was last evaluated in 2020, and 
NHSR receives regular insights from MIS surveys 
of NHS trusts, and continuous input from our 
Collaborative Advisory Group (CAG), consisting 
of national maternity and neonatal system 
partners. Throughout the years that MIS has been 
in operation, we have listened to this feedback to 
develop and improve the scheme, and have been 
able to respond to user feedback as well as the 
challenges offered by evolving national policies, 
the Covid-19 pandemic and industrial action.

Building on this, a comprehensive evaluation 
of MIS was commissioned in 2024, resulting in this 
overarching report. The purpose of the evaluation 
was to understand how MIS is experienced by 
stakeholders, to review its processes and to assess 
(as far as possible) the scheme’s impact on safety, 
compliance and outcomes. The findings of this 
evaluation will guide future development, ensuring 
the scheme remains responsive, effective and aligned 
with the evolving maternity and neonatal landscape, 
ultimately aiming to improve care and outcomes for 
women and families.

 

Evaluation approach
This evaluation covers MIS years one to six. To ensure 
a robust evaluation process, NHSR commissioned 
The Healthcare Improvement Studies Institute (THIS 
Institute) to undertake independent qualitative 
work and targeted quantitative analysis, to support 
additional internal (NHSR-led) research and data 
analysis. A mixed methods approach was used to 
enable a comprehensive assessment of the scheme’s 
impact, considering both stakeholder feedback and 
statistical insights.

THIS Institute’s qualitative research was based on 
interviews with 35 stakeholders, including national 
bodies, trust staff and service user representatives. 
The research explored the design, governance and 
administration of MIS, as well as the experience 
and impact of the scheme at local levels. This was 
supplemented by insights gained through an in-
depth listening exercise conducted by the team 
at NHSR, engaging a wide array of clinicians and 
maternity units across England.

Quantitative analysis examined scheme compliance 
rates, regional and trust size variation, the impact of 
discretionary funding and the relationship between 
compliance and outcome measures such as stillbirth 
and neonatal death rates.

Multiple statistical analyses were used, including 
regression modelling and correlation analysis, to 
assess patterns and any underlying factors that may 
contribute to compliance. 

Key findings
It is challenging to attribute improvements in 
maternity and neonatal safety to any single 
initiative11,12,13 and safety is not achieved by one 
process, programme or organisation alone, but 
through numerous interconnected, system-wide 
efforts. Additional complexity comes from changes 
in scheme requirements over time and variation in 

11	 Liberati EG, Tarrant C, Willars J, The SCALING Authorship Group, et al: Seven features of safety in maternity units: a framework based on 
multisite ethnography and stakeholder consultation, BMJ Quality & Safety 2021;30:444–456.

12	 McCormick M, Pollock W, Kapp S, Gerdtz M: Organizational strategies to optimize women’s safety during labor and birth: a scoping review, Birth
2021;48 (3): 285–300.

13	 White VanGompel E, Main EK: Safe care on maternity units: a multidimensional balancing act, BMJ Quality & Safety 2021;30:437–439.

https://resolution.nhs.uk/wp-content/uploads/2020/05/Maternity-Incentive-Scheme.pdf
https://resolution.nhs.uk/services/claims-management/clinical-schemes/clinical-negligence-scheme-for-trusts/maternity-incentive-scheme/
https://qualitysafety.bmj.com/content/30/6/444.info
https://onlinelibrary.wiley.com/doi/full/10.1111/birt.12570
https://qualitysafety.bmj.com/content/30/6/437
https://www.hssib.org.uk/patient-safety-investigations/recommendations-but-no-action-improving-the-effectiveness-of-quality-and-safety-recommendations-in-healthcare/report/
https://qualitysafety.bmj.com/content/33/11/704
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the duration of MIS ‘years’, often in response to 
external factors such as Covid-19, which makes 
like-for-like comparison across years of the scheme 
challenging. For these reasons, we have aimed 
to identify key insights through an integration of 
qualitative and quantitative findings as follows: 

1. �Safety impact is challenging
to quantify and supporting best
practice remains critical

It remains challenging to directly attribute 
improvements in maternity and neonatal safety 
to individual initiatives; however, the importance 
of supporting best practice is undiminished. 
The evaluation identified some weak correlation, 
although not a statistically significant relationship, 
between MIS compliance and external data such as 
stillbirth or neonatal death rates, primarily due to 
high overall compliance and limited data variability. 
Nevertheless, some overall national indicators show 
positive trends since the announcement of the 
National Halve-it Ambition14,20 (which is broadly 
synchronous with the period of MIS operation): 
perinatal mortality rates in England have declined15, 
neonatal admissions for term babies have reduced 
and there has been a slight rise in maternity 
workforce stability. MIS safety actions – in particular 
Safety Actions 3, 4, 5 and 6 – have supported 
national programmes such as Avoiding Term 
Admissions into Neonatal Units (ATAIN)16, workforce 
planning and the Saving Babies’ Lives Care Bundle 
(SBLCB)17. Taken together, these findings suggest 
that while direct causality is not possible to establish, 
MIS may have contributed to system-wide efforts 
to improve care and safety in some key areas. 
The scheme has enhanced compliance with safety 
standards and practices led by system partners, 
which are expected to support better outcomes 
over time.

	
	
	
	

 

However, there also remain areas of concern, such as 
those triggering the recent National Maternity and 
Neonatal Investigation, including little improvement 
in national hypoxic ischaemic encephalopathy 
(HIE) rates, with too much unexplained variation 
at the unit level, increasing maternal mortality 
rates and longstanding racial inequalities18,19 in 
outcome. We acknowledge that MIS cannot cover 
all aspects of maternity and neonatal care, but we 
are committed to ensuring that it remains targeted 
in the right areas in line with scheme objectives.

2. �Clarity and consolidation of safety
standards drives prioritisation

By consolidating requirements into a single, 
standardised set of 10 safety actions, MIS has offered 
a mechanism through which members of CAG help 
provide clarity and focus for trusts on where best 
to focus efforts, against a backdrop of a potentially 
overwhelming number of system recommendations, 
safety programmes and initiatives. This has reduced 
confusion from competing recommendations and 
helped organisations to prioritise these areas. 

3. �Financial incentivisation via MIS drives
Board-level attention

The financial incentive provided by MIS has 
contributed to efforts to raise the profile of maternity 
and neonatal safety at trust Board level. Stakeholders 
agreed that without MIS, maternity and neonatal 
safety might not receive the same visibility at Board. 
The scheme has provided staff with leverage to press 
for safety improvements that might otherwise not 
have been prioritised. 

4. �Positive compliance trends support
best practice

Compliance with MIS safety actions has steadily 
improved over time. In the first year, 53% of trusts 
achieved full compliance; by year six, this had risen 
to 84%. Although MIS is not a complete indicator 
of safe maternity and neonatal care, it is positive 

14 Safer Maternity Care: Progress and Next Steps (p9)
15 State of the nation report | MBRRACE-UK
16 NHS England: Preventing avoidable admissions of full-term babies
17 NHS England: Saving Babies’ Lives Care Bundle
18	 Dowd A: Racism in England’s maternity care worsens outcomes for black women and contributes to billions in negligence claims, MPs warn, BMJ

2025; 390:r1962 (doi:10.1136/bmj.r1962).
19	 Saberian S, et al: Inequalities in neonatal unit mortality in England and Wales between 2012 and 2022: a retrospective cohort study, The Lancet 

Child & Adolescent Health 2025; 9(12):857–867.
20	 Illingworth J, Batchelor S, Khalsa I, Leis M, Howitt P, Titcombe J, Durkin M, Darzi A, Franklin BD. Global State of Patient Safety 2025. Imperial 

College London (2026).

to note that compliance with safety actions, which 
are designed to support best practice and improve 
outcomes, has become more established over time. 
We recognise that there remain many areas where 
the quality and safety of maternity and neonatal 
services need to improve, and a key part of future 
MIS design will be considering how the scheme best 
supports new priorities, particularly in light of the 
findings of the National Maternity and Neonatal 
Investigation.

5. �Strengthened external verification
processes have enhanced assurance

The introduction of external verification for Safety 
Actions 1, 2 and 10 (where suitable external data 
is most readily available) has strengthened the 
credibility of the scheme by providing independent 
assurance of compliance for these safety actions. 
This process has supported greater accountability 
across trusts and has improved the reliability of the 
MIS framework.

6. �The reverification framework provides
a check and challenge to internal
governance procedures leading to
enhanced accuracy of declarations

The MIS reverification process has provided a 
valuable check and challenge to trust internal 
governance procedures. Over time, this has been 
associated with a reduction in downgrades and an 
increase in the proportion of checks reconfirming 
compliance, indicating improved understanding 
and implementation of scheme requirements across 
trusts, and more accurate scheme declarations.

7. �Discretionary funding
supports improvement

Discretionary funding via the scheme is available to 
trusts unable to meet all safety actions, to support 
targeted improvement plans. The opportunity to 
apply for discretionary funding is an important 
element of MIS to help reduce a widening gap 
between ‘high performing’ trusts and those needing 
more support. Across the six completed years of 
the scheme, all but six trusts that were not fully 
compliant applied for, and received, discretionary 
funding. While a full statistical analysis of the impact 
of discretionary funding was not possible, based 
on the lack of comparative data, there was some 
indication that this funding had supported trusts 
to improve compliance in future years.

8. �Regional variation in trust MIS
compliance exists, but trust size
did not influence MIS compliance

Some regional variation in MIS compliance was 
observed, but it was not possible to establish firm 
conclusions from this data, given the overall high 
rate of compliance. Trust size (by birth rate) and 
financial contribution were not associated with MIS 
compliance. This suggests that all trusts, regardless 
of their size or financial contribution to the scheme, 
have an equal opportunity to meet the set of core 
safety actions, and that future efforts could focus 
on reducing variation. 

9. �Continuous improvement of the
scheme to ensure it remains focused
on the right areas and provides
support to maternity and neonatal
teams remains vital

Feedback from trusts indicated that the growing 
complexity of scheme requirements and the 
associated reporting burden in the early years of 
MIS had been challenging. In response, the number 
of MIS sub-actions was substantially reduced in 
year six, focusing on those that were agreed by 
system stakeholders to add the most value. This 
was well received, and has helped to mitigate some 
unintended consequences identified in the research 
by THIS Institute, such as increased reporting burden 
and staff experience of stress. Feedback from this 
evaluation indicates that we can do more to keep 
improving staff experience of the scheme, and 
continued attention to this is vital. There is further 
work to be undertaken to focus the safety actions 
and minimise the reporting burden. The scheme 
must remain mindful of balancing the risk of 
opportunity costs (where administering the scheme 
draws staff away from providing the care that we 
seek to improve), while continuing to ensure robust 
assurance is in place. We have taken this forward 
into the development of refreshed scheme design 
for year eight.

The scheme has also evolved over time in 
response to stakeholder feedback, including more 
formalised service user participation from year five, 
with adjustments to requirements and support 
mechanisms to address operational pressures, such 
as those arising from the Covid-19 pandemic and 
industrial action. These adjustments, for example, 
reduced training thresholds and extended deadlines, 
have helped trusts manage external pressures 

https://www.gov.uk/government/publications/independent-maternity-and-neonatal-investigation-terms-of-reference/national-maternity-and-neonatal-investigation-terms-of-reference
https://assets.publishing.service.gov.uk/media/5a74eacbe5274a3cb286839b/Safer_maternity_care_-_progress_and_next_steps.pdf
https://timms.le.ac.uk/mbrrace-uk-perinatal-mortality/surveillance/
https://www.england.nhs.uk/mat-transformation/preventing-avoidable-admissions-of-full-term-babies/
https://www.england.nhs.uk/mat-transformation/saving-babies/
https://www.bmj.com/content/390/bmj.r1962.full
https://www.thelancet.com/journals/lanchi/article/PIIS2352-4642(25)00243-3/fulltext
https://www.imperial.ac.uk/Stories/global-state-patient-safety-2025/
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while maintaining a continued focus on essential 
safety practices.

Conclusion
The MIS evaluation found that the scheme was 
reported to be effective at raising the profile of 
maternity and neonatal safety at local Board level. 

Direct attribution of safety outcomes to individual 
actions remains complex; however, the scheme was 
found to have strengthened Board engagement, 
reinforced national maternity and neonatal safety 
priorities and supported staff with their local 
business cases for improvements.

This evaluation has informed, and will continue 
to inform, future refinements to the scheme. MIS 
year eight (April 2026 to March 2027) will be a 
key transitional year, enabling us to respond to the 
evaluation findings and incentivise system priorities, 
while providing flexibility to adapt to findings of 
the National Maternity and Neonatal Investigation 
and National Maternity and Neonatal Taskforce 
in the future.

For MIS year eight, the scheme will be streamlined, 
with fewer safety actions and sub-actions to reduce 
administrative burden and sharpen focus. Innovative 
assurance approaches will be piloted, including 
additional peer and service user reviews, shared 
evidence repositories and enhanced collaboration 
with external partners, such as the Care Quality 
Commission (CQC).

Continued evolution of MIS, informed by 
stakeholder feedback and emerging national 
priorities, is essential to sustaining progress and 
addressing ongoing challenges in maternity and 
neonatal care. We will continue to learn from these 
findings and work closely with system partners, 
stakeholders and service users, to continue to 
develop and improve the scheme. 

Introduction

Background and wider context
The National Maternity Safety Ambition was 
launched on 13 November 2015 with the aim of 
halving the 2010 rates of stillbirths, neonatal and 
maternal deaths and brain injuries occurring during 
or soon after birth by 2030. Policy documents 
first referenced the development of the Maternity 
Incentive Scheme (MIS) in support of this ambition 
in Safer Maternity Care, published in October 2016. 
Further details were included in the then Secretary 
of State for Health’s statement to the House of 
Commons on 28 November 2017 and in Safer 
Maternity Care: Progress and Next Steps. At that 
time the target date for the national ambition was 
brought forward to 2025 and a commitment made 
for NHS Resolution to: 

‘launch a new scheme to incentivise local 
services for taking steps to improve delivery of 
best practices in maternity and neonatal services. 
NHS Resolution has built provision for an incentive 
fund into its pricing for 2018/19. Trusts that are 
able to demonstrate compliance with 10 criteria 
agreed by the National Maternity Champions will 
be entitled to at least a 10% reduction in their 
Clinical Negligence Scheme for Trusts (CNST) 
maternity contribution.’

NHS Resolution (NHSR) launched the scheme, with 
the support of a newly-established Collaborative 
Advisory Group (CAG)21, in January 2018. This cross-
system group was brought together to provide multi-
disciplinary expertise and establish a community 
of interest with responsibility for co-creating and 
defining an original set of 10 safety actions, with 
NHSR acting as a system convenor and administrator 
of the scheme, on behalf of Secretary of State 
(SoS) for Health and Social Care. MIS was designed 
to influence a wide range of factors considered 
fundamental to improving the safe delivery of 
maternity and neonatal care, and to address the 
rising financial impact of compensation claims for 
clinical negligence. CAG structured the scheme to 

influence a wide range of activities from workforce 
planning and the delivery of care to how the NHS 
responds when things go wrong.

CAG advises on MIS process and outcomes, 
including setting the criteria used to award 
discretionary funding and the principles for awarding 
discretionary decisions, agreeing the approach 
to external verification, and reviewing trusts’ 
progress and potential challenges in achieving 
the safety actions and agreeing on next steps. 
The group reviews the safety actions annually and 
has advised on scheme developments over time. 
These operational aspects of MIS are described in 
more detail further on in the MIS overview section.

Rationale for evaluation

At a time when maternity and neonatal safety 
remains a government priority, and maternity and 
neonatal services face increasing pressures, we 
have a duty to consider where MIS best adds value 
and identify any potential areas for improvement. 
The purpose of this evaluation is to provide a robust 
and independent assessment of MIS, identifying 
strengths to build on and areas for consideration 
in future scheme development. 

NHSR commissioned The Healthcare Improvement 
Studies Institute (THIS Institute) to undertake key 
elements of the analysis, using a mixed-methods 
approach that integrates both quantitative and 
qualitative techniques. The work conducted by THIS 
Institute complements additional internal NHSR 
analyses of scheme data. The evaluation covers 
MIS years one to six.

21	 CAG initially comprised: NHS England; NHS Improvement; NHS Digital; Mothers and Babies: Reducing Risk through Audits and Confidential 
Enquiries UK, Healthcare Safety Investigation Branch; Royal College of Obstetricians and Gynaecologists; Royal College of Midwives; Care Quality 
Commission; Department of Health and Social Care; clinical obstetric; midwifery and neonatal staff; the National Maternity and Neonatal Safety 
Champions; and NHS Resolution.

https://www.gov.uk/government/news/new-ambition-to-halve-rate-of-stillbirths-and-infant-deaths
https://assets.publishing.service.gov.uk/media/5a80efa3ed915d74e33fd3d7/Safer_Maternity_Care_action_plan.pdf
https://www.theyworkforyou.com/debates/?id=2017-11-28b.177.3&s=maternity+incentive+scheme+2017-01-01..2018-04-01#g178.0
https://assets.publishing.service.gov.uk/media/5a74eacbe5274a3cb286839b/Safer_maternity_care_-_progress_and_next_steps.pdf
https://resolution.nhs.uk/services/claims-management/clinical-schemes/clinical-negligence-scheme-for-trusts/maternity-incentive-scheme/#toc-item-2
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Evaluation objectives and questions

We approached the evaluation using the following 
research questions as a framework: 

1. 	�What is the rationale for including safety actions
in MIS?

2. 	�What are stakeholders’ views at the level
of healthcare provider organisations regarding
MIS and the impact of safety actions?

3. What are the patterns in compliance?

4. 	�Is there sufficient variation in compliance to infer
causal effects on outcomes?

5. 	�What is the availability and access of potential
outcome data?

Methodology

Evaluation design
A mixed-methods design was developed, using 
quantitative and qualitative analysis to examine 
scheme impact and experience. By integrating both 
quantitative and qualitative data, we sought to 
develop a fuller response to the research questions. 
The quantitative approach was designed to examine 
trends and patterns in scheme data, while qualitative 
data provided context and deeper insights into those 
trends, as well as exploring the wider experience 
of stakeholders. Using multiple methods also 
allowed for triangulation, enhancing the validity 
and reliability of the findings.

THIS Institute’s final reports, outlining the technical 
methods used and statistical analysis undertaken, 
are available in full as supplementary documentation 
to this report.

Note that, as explained in the Key MIS developments 
over time section, although each iteration of MIS 
is referred to as a scheme year, the actual time 
periods vary.

Qualitative approach

THIS Institute’s qualitative evaluation considered 
the views of 35 individuals with experience of 
developing and delivering the scheme, and those 
responding to it in trusts or other organisations. 
This was designed in two stages:

• Stage A: sought to interrogate the design,
governance and administration of MIS, gathering
insights from 17 individuals involved in the
scheme at national level (including seven of the
10 national bodies that contribute to CAG, all of
which were invited to participate). ‘National-level’
participants in Stage A were identified primarily
through NHSR, and all organisations involved in
MIS were invited to participate in this study.

• Stage B: examined how the scheme is
understood, received and acted upon at the
level of trusts and local systems. 18 ‘local-level’
participants in Stage B included staff from NHS
trusts, integrated care boards, Local Maternity

and Neonatal Systems, and Maternity and 
Neonatal Voices Partnerships. In addition to 
recruitment through NHSR, recruitment also took 
place through the NHS Futures MIS forum and 
through a ‘snowball sampling’ approach22.

The resulting analysis brought together perspectives 
on the strengths, weaknesses and mechanisms 
of action of MIS. We recognise that the opinions 
expressed in these interviews cannot fully represent 
the range of views held by wider stakeholders. 
The qualitative element of the evaluation was 
not designed to provide evidence of the scheme’s 
impact on safety outcomes or improvements, but 
to gain insights into the design and development 
of the scheme and the impact of the scheme as 
experienced by those delivering it on the ground. 

Ethical considerations

The qualitative research study undertaken was 
defined as service evaluation, not as research. 
It was therefore not required to be considered under 
the formal ethical review process at the University 
of Cambridge. The research was a collaboration 
between NHSR and THIS Institute, acting through 
Cambridge University Technical Services Ltd 
(carried out under the Agreement order NHSR_178 
Maternity Academic Partner dated 28 February 
2024). The work was funded by NHSR and the 
findings reported to them; however, NHSR were 
not involved in the analysis and did not have access 
to identifiable data.

Quantitative approach

Quantitative analysis of data from year one to 
year six of the scheme was undertaken by both 
THIS Institute and NHSR. A range of datasets were 
examined, and different statistical approaches 
undertaken. These are outlined in brief as follows, 
and additional information can be found in 
the appendices and supporting documentation 
provided separately.

22	  In snowball sampling, a subject from an initial sample group is asked by researchers to recommend individuals to act as future participants.

https://future.nhs.uk/MaternityIncentiveScheme/groupHome
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Table 1: Summary of data analysis undertaken 

Dataset Statistical method

TH
IS

 In
st

it
u

te

Year-on-year compliance 

Kruskal–Wallis testImpact on compliance – region

Impact on compliance – trust size

Safety actions predictive of full compliance

Mixed-effects logistic regression
Impact of full compliance on future years

Safety actions predictive of future compliance

Impact of non-compliance on future years

Safety Action 5 impact on outcome measures Mixed-effects linear regression 

Safety Action 8 impact on outcome measures Negative binomial regression

N
H

S 
R

es
o

lu
ti

o
n

Year-on-year compliance 

Impact on compliance – region

Impact on compliance – trust size Chi-squared independence test

Impact on compliance – contribution Point biserial correlation

Impact on compliance and individual safety action 
attainment – discretionary funding

Chi-squared independence test 

External verification – impact on initial declaration Mean compliance 

Reverification – impact on misdeclaration

Impact of MIS compliance – Stillbirth rate Point-biserial correlation, Mann–
Whitney U and Cohen’s D testsImpact of MIS compliance – Neonatal mortality

Impact of MIS compliance – Maternity claims
Point biserial correlation, Mann–
Whitney U test

Impact of MIS compliance – CQC rating

Impact of MIS compliance – Maternity Neonatal 
Improvement Support Team (previously known, and 
referred to throughout this report, as the Maternity Safety 
Support Programme or MSSP) 

Additional approach to safety action 
impact analysis

When CAG originally developed MIS (as described 
in the Background and wider context section), it 
considered what safety practices and initiatives might 
best contribute to improvements in maternity and 
neonatal safety. Available evidence and experience 
led to the inclusion of a range of areas covering 
workforce, effective governance, and learning from 
investigations, listening to service users and training 
– to implement best practice.

Each safety action is considered to contribute to 
safety in a unique way, and has different impact 
measures, with some associated more directly with 
clinical outcomes than others, which may be more 
focused on process outcomes. The scheme’s role is 
to incentivise these practices and initiatives, therefore 
one potential avenue to assess overall scheme 
impact was to examine evidence of MIS’ impact on 
the uptake of specific safety practices and, where 
possible, the impact these initiatives and practices 
then have on safety.

NHSR requested relevant data and insights from 
CAG members to demonstrate the impact of safety 
actions, and practices captured within these, with 
the aims of identifying: 

• the intended purpose/objective of the safety
action and how these align with broader maternity
and neonatal safety goals and/or strategies;

• expected outputs and outcomes and how these
could be measured;

• any reported unexpected positive or negative
impacts/consequences; and

• demonstrable data/evidence of improvements
to safety outcomes or processes.

The availability of data was highly variable, with 
many safety actions not having suitable datasets 
to support detailed analysis. These data were most 
often not available in routinely-collected NHS data 
at a safety action level. To some extent this relates 
to the challenges previously described around 
establishing outcome data for individual practices. 
Where relevant data was available, this was fully 
considered and is summarised throughout the 
analysis sections of this report.

Integration of methods

Following completion of the quantitative and 
qualitative analysis undertaken by THIS Institute 
and NHSR, the findings were considered holistically 
to answer the research questions outlined previously.

https://www.england.nhs.uk/mat-transformation/maternity-safety-support-programme/
https://www.england.nhs.uk/mat-transformation/maternity-safety-support-programme/
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MIS overview

This section offers background information to 
the scheme, and an explanation of some of the 
key aspects of MIS design and delivery for added 
context, before moving on to the findings of 
the evaluation.

Collaborative Advisory Group 
(CAG) membership

CAG was established to reach system-level 
agreement on the content of the original safety 
actions underpinning the scheme. The role of the 
group is to advise on MIS process and outcomes, 
including: reviewing trusts’ progress and potential 
challenges in achieving the safety actions; agreeing 
the approach to external verification; setting 

the criteria used to award discretionary funding 
and the principles for awarding discretionary 
decisions; and agreeing on next steps. The group 
reviews the safety actions annually and advises on 
scheme developments.

Over time, the number of organisations 
participating in CAG has increased, to be more 
inclusive and better represent the diversity of 
maternity and neonatal system partners. In year 
five, CAG was expanded to include fuller and more 
formal representation of the patient/service user 
voice. In year seven, NHSR further updated CAG 
membership and formalised the participation of a 
broader range of organisations as outlined in Table 2.

Table 2: CAG membership as of 1 November 2025

British Association of Perinatal 
Medicine

National Clinical Directors for Obstetrics, 
Midwifery and Neonatal

Nursing and Midwifery 
Council

College of Operating Department 
Practitioners

National Maternity and Neonatal Safety 
Champions/National Clinical Director for 
Obstetrics and Chief Midwifery Officer

Obstetric Anaesthetists 
Association

Care Quality Commission (CQC) Neonatal Clinical Reference Group
Royal College of 
Anaesthetists

Department of Health and Social 
Care (DHSC)

Neonatal Nursing Association Royal College of Midwives

Maternity and Newborn Safety 
Investigations (MNSI)

NHS England (NHSE)
Royal College of 
Obstetricians and 
Gynaecologists

Mothers and Babies: Reducing 
Risk through Audits and 
Confidential Enquiries UK 
(MBRRACE-UK)

NHS Resolution (NHSR) Service user representatives

The 10 safety actions

CAG reviews the actions and collaborates to 
help evolve the requirements of the scheme each 
MIS ‘year’, in line with national priorities and the 
available evidence base. For year seven the 10 safety 
actions were: 

Safety Action 1: Are you using the National 
Perinatal Mortality Review Tool (PMRT) to review 
perinatal deaths that occurred from 1 December 
2024 to 30 November 2025 to the required 
standard?

Safety Action 2: Are you submitting data to 
the Maternity Services Data Set (MSDS) to the 
required standard?

Safety Action 3: Can you demonstrate that you 
have transitional care (TC) services in place and 
are undertaking quality improvement to minimise 
separation of parents and their babies?

Safety Action 4: Can you demonstrate an 
effective system of clinical workforce planning 
to the required standard?

Safety Action 5: Can you demonstrate an effective 
system of midwifery workforce planning to the 
required standard?

Safety Action 6: Can you demonstrate that you are 
on track to achieve compliance with all elements of 
the Saving Babies’ Lives Care Bundle Version Three?

Safety Action 7: Listen to women, parents and 
families using maternity and neonatal services and 
co-produce services with users.

Safety Action 8: Can you evidence the following 
three elements of local training plans and ‘in-house’, 
one-day multi-professional training? (Training for 
obstetric doctors, anaesthetists, midwives, maternity 
support staff and neonatal nurses in the following: 
obstetric emergencies, fetal monitoring and neonatal 
life support).

Safety Action 9: Can you demonstrate that there 
is clear oversight in place to provide assurance to 
the Board on maternity and neonatal safety and 
quality issues?

Safety Action 10: Have you reported 100% 
of qualifying cases to Maternity and Newborn 
Safety Investigations (MNSI) programme and to 
NHSR’s EN Scheme from 1 December 2024 to 
30 November 2025?

More details can be found in the MIS year seven 
guidance document.

Scheme governance

NHSR administers MIS on behalf of the SoS for 
Health and Social Care under powers associated with 
its administration of the Clinical Negligence Scheme 
for Trusts, and specifically Section 5 of the Safety 
and Learning Directions of 2019 – which direct 
NHSR to take appropriate steps to encourage parties 
indemnified under any of our schemes to ‘improve 
the quality and safety of services provided’. Section 
5(2) indicates that one such step ‘may include the 
provision of a financial incentive’.

Funding MIS

Trusts delivering maternity and neonatal services in 
England contribute an additional 10% on top of 
their CNST maternity contribution, known as the MIS 
contribution. Trusts that achieve compliance with 
all 10 safety actions receive their MIS contribution 
back, along with a share of any unallocated funds. 
Any trust unable to meet all 10 safety actions may 
apply for discretionary funding, from the pooled 
MIS contributions in the MIS fund, to help meet 
any unmet safety actions. This request must be 
supported by a robust, costed and sustainable 
action plan, which is reviewed by NHSR.

The MIS contribution is subject to the methods and 
calculations applied by NHSR’s CNST scheme pricing. 
CNST maternity contributions are calculated and 
communicated to each participating trust annually 
using a range of factors, such as the number of 
registered births, recent claims experience and 
midwifery staffing levels/activity at the specific 
trust relative to the maternity membership. 
More information on CNST pricing methodology 
is available. 

NHSR does not hold monies received or distributed 
via MIS between financial years, with the scheme 
operating on a ‘zero-sum’ basis. The total 
contribution received by MIS from members 
is matched exactly by the total payments to 
members (including any discretionary funding, 
post-reverification changes to discretionary funding 
and repayments as described in more detail in the 
following section).

For the purposes of this analysis, ‘MIS value’ 
describes both the total amount of contributions 
into the scheme, and the total amount paid out 
by the scheme in a single year. This MIS value has 
grown at an average rate of 11% per annum from 
£73.5 million in year one, to £118.5 million in year 
six, with a minimum and maximum contribution 
ranging from £11k to £3.9 million across all six years. 
The MIS contributions and payments at an individual 
trust level are published on our website. 

https://resolution.nhs.uk/wp-content/uploads/2025/04/MIS-Year-7-guidance.pdf
https://assets.publishing.service.gov.uk/media/5df38995ed915d0940f25265/national-health-service-litigation-authority-safety-and-learning-directions-2019.pdf
https://resolution.nhs.uk/services/claims-management/clinical-schemes/clinical-negligence-scheme-for-trusts/early-notification-scheme/
https://resolution.nhs.uk/resources/how-are-cnst-contributions-calculated/
https://www.england.nhs.uk/wp-content/uploads/2021/03/1304_ACG_LE_CNST_v1_mar22.pdf
http://resolution.nhs.uk/wp-content/uploads/2025/08/MIS-Y1-6-Finance-data-by-Trust-01-08-2025.xlsx
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Figure 1: Total MIS value by MIS year
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(Source: NHSR – November 2025)

There are two main reasons for the increase in the 
size of the MIS fund over time. Firstly, the overall 
annual total collect for CNST has increased, to meet 
the rising costs of clinical negligence. The maternity 
element and MIS fund are directly proportionate 
and linked to a trust’s CNST contribution. As such, 
both values have increased to keep pace with the 
increase in contribution. Secondly, the proportion of 
the CNST contribution that represents the maternity 
element increased in years two (37% to 40%) and 
seven (40% to 43%), increasing the starting value 
from which the additional 10% contribution to the 
MIS fund is determined. These combined changes 
are most noticeable as a visible, stepped increase 
for years three and seven, the latter of which will be 
reflected in CNST contributions collected in 2026.

Scheme assurance

To evidence compliance with the scheme, trusts 
are required initially to self-certify against the 
requirements by submitting a declaration form. 
The form must be signed by the trust’s CEO, on 
behalf of the trust Board, and by the accountable 
officer of the Integrated Care Board. The MIS 
self-declaration process reinforces that ultimate 
accountability for maternity and neonatal safety 
rests with the trust Board. By requiring chief 
executive sign-off on compliance, supported by 
evidence and internal governance checks, it ensures 
Board engagement, scrutiny and ownership of safety 
performance. This process is in alignment with Board 
governance responsibilities for annual reporting and 
accounts. We publish MIS compliance results on our 
MIS homepage on the NHSR website.

Figure 2: The standard MIS annual process

Board declaration 
submitted

Did the 
trust 

achieve 
10/10?

Receive 10% 
contribution 

back + share of 
unallocated 

funds

May submit a 
costed action 

plan to receive 
ring-fenced 

discretionary 
funding

External 
verification of 
Safety Actions 

1, 2 and 10

YesNo

External verification

NHSR subjects relevant safety actions to additional 
external verification against external data sources 
at the end of each MIS year. This only applies to 
elements of Safety Actions 1, 2 and 10, as these are 
areas where external data is available. At the end 
of the submission period, Board declarations23 are 
cross-checked against data from:

• Mothers and Babies: Reducing Risk through
Audits and Confidential Enquiries UK
(MBRRACE-UK) (Safety Action 1, standards (a),
(b) and (c).

• NHSE regarding submission to the Maternity
Services Data Set (Safety Action 2, all criteria).

• Maternity and Newborn Safety Investigations
(MNSI) programme cross-check against the
National Neonatal Research Database; and
NHSR cross-check against the NHSR database
for qualifying reportable MNSI and EN incidents
(Safety Action 10, standards (a) and (b).

If NHSR identifies a trust to be non-compliant 
following this external verification process, the 
trust cannot report full compliance for MIS that 
year. Trust submissions are also sense-checked with 
CQC, to consider the implications of any CQC visits, 
reports or findings from key lines of enquiry at that 
point in time.

Misdeclaration and reverification

As part of MIS conditions, if at any time concerns 
are raised about a trust, or a previous submission 
is called into question, NHSR will investigate these. 
This may be following the publication of findings 
from a CQC inspection, report or key lines of enquiry 
at any point throughout the year, or concerns 
raised by an individual, member of staff or service 
user. If information is found that conflicts with the 

23	 Noting that external verifications are only relevant to particular sub-questions on the Board declaration form and these have changed over time.

https://resolution.nhs.uk/services/claims-management/clinical-schemes/clinical-negligence-scheme-for-trusts/maternity-incentive-scheme/
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trust’s original MIS submission, they go through 
a ‘reverification’ process whereby:

• trusts are asked to reconfirm and declare
whether they met all 10 safety actions based
on the evidence sent to their Board at the time
of the initial submission.

• if their findings do not allay concern, NHSR
reviews the evidence of their submission.

• if the outcome of a declaration changes following
the review there is a request to review previous
years’ submissions.

• if a trust is ‘downgraded’, any MIS contribution
and any surplus monies paid to the trusts are then
repaid back to NHSR for non-compliant years to
be redistributed to fully compliant trusts; and

• the trust is given the opportunity to develop an
action plan and apply for discretionary funding
to support future compliance.

Figure 3: The reverification process and example triggers
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This transparent process is reflected in the published details on NHSR’s MIS webpage and we include details 
about the appeals process on these pages.

Discretionary funding

When a trust is not fully compliant with MIS, 
they can apply for discretionary funding to support 
improvements in maternity and neonatal safety, 
underpinned by a robust action plan for any non-
compliant safety actions. Figure 4, following, shows 
the total amount of discretionary funding paid 
each MIS year. The drop in discretionary funding 
in the second ‘year’, of the scheme reflects higher 
levels of compliance than in the first, in turn both 

reducing the remaining pool of MIS funds available 
for dissemination, and the number of trusts requiring 
financial support to meet compliance the following 
year. The rise in discretionary payments in years 
four and five reflects a decision to increase the 
funding available to support MIS improvements, 
in recognition of the additional pressures faced 
from the pandemic and wider pressures within 
the maternity and neonatal system.

Figure 4: Total discretionary funding by MIS year24
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Key MIS developments from years one to seven

Since the launch of MIS in January 2018, the 
maternity landscape within which the scheme 
operates has evolved considerably. This section 
briefly summarises some of the key developments 
in the scheme from years one to seven, providing 
context for the evaluation findings presented in 
subsequent chapters. 

MIS time periods

Although each iteration of MIS is referred to as a 
‘year’, these have varied in response to internal and 
external factors, some of which are captured in the 
following section, and are not always in line with 
calendar years. The MIS ‘years’ are as follows:

24	 Figure 4: Total discretionary funding by MIS year (£37.2 million) excludes payments made to trusts following in-year reverification

https://resolution.nhs.uk/services/claims-management/clinical-schemes/clinical-negligence-scheme-for-trusts/maternity-incentive-scheme/
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• Year one: January 2018 – June 2018

• Year two: December 2018 – August 2019

• Year three: December 2019 – July 2021

• Year four: May 2022 – February 2023

• Year five: May 2023 – February 2024

• Year six: April 2024 – March 2025.

Since year four, a deliberate emphasis has been 
placed on establishing greater consistency in the 
scheme’s time frame. This approach supports trusts 
with forward planning and enables any rebates or 
discretionary payments to be issued at the beginning 
of the new financial year, thereby strengthening 
financial planning and budgeting processes.

Adapting to Covid-19 pandemic 
and industrial action

In year three, which ran from December 2019 to July 
2021, the scheme was paused from 23 March 2020 
to 1 October 2020 in recognition of the additional 
challenges faced by services during the pandemic. 
However, trusts continued to deliver some activities 
covered by MIS, such as elements of Safety Action 
1. The submission deadlines for MIS were extended
and other concessions, particularly reducing the
requirements, were also introduced to support trusts,
the majority of which were withdrawn for year four
and onwards. For example, for Safety Action 10,
from 1 April 2020 EN cases were triaged by the
Healthcare Safety Investigation Branch (HSIB; now
Maternity and Newborn Safety Investigations, MNSI),
sharing cases directly with NHSR to reduce the
reporting burden.

Other examples of the scheme responding to 
external pressures include changes in October 2023 
in response to NHS industrial action. Following 
CAG review, the training threshold requirement 
for Safety Action 8 was temporarily reduced for 
three months, and training of obstetric trainees was 
permitted in an alternative maternity unit. For Safety 
Action 1 delays to review panel meetings were 
permitted provided there was a Board-approved 
action plan to reschedule them within three months. 
These concessions were lifted for subsequent MIS 
‘years’ once the external pressures were reduced.

Expansion in sub-actions over time

The preparatory work for this evaluation began 
in year five of MIS, including a sizeable stakeholder 
listening exercise conducted by NHSR. Trust 
participants reported that it was increasingly 
difficult to meet the demands of the scheme due 
to a combination of resourcing challenges and 
the growing complexity of scheme requirements. 
To some extent, this was an unintended consequence 
of an increasing awareness that the scheme was a 
financial lever to drive improvements in maternity 
and neonatal safety and care, which led to additional 
sub-actions being included over time. In year six the 
requirements were changed to reduce and focus the 
number of sub-actions on core safety actions that 
were considered to make the most valuable impact. 
The effect of this change is clearly demonstrated 
in Figure 5. These changes were also reflected in 
changes to the complexity of the Board Declaration 
form across MIS ‘years’. 

Figure 5: Number of safety action requirements (sub-actions) per MIS year
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Limiting retrospective reverification

Over the six completed years of the scheme a total 
of £31 million25 has been recouped from trusts that 
were reverified and downgraded; this has been 
redistributed to fully compliant trusts. The total 
repayments, which are live numbers, peaked at 
£12.9 million relating to year two, where we have 
conducted the highest number of reverifications.

When the scheme was established, it was not 
possible to predict the number of trusts that would 
later go through the reverification process, and the 
potential impact of this on repayment of MIS funds. 
In the early years of the scheme, when a concern 
was raised prompting reverification, the process was 
applied to the year in question, and to all previous 
scheme years. 

In year five, it was recognised that the ‘open 
ended’ nature of this process, in which multiple 
years were automatically reassessed, could have 
a significant destabilising effect on trust finances, 
creating potential risks to patient safety and service 
delivery. In year five (early 2024), CAG therefore 
recommended that reverification should be limited 
to two years (the year in which an incident/concern 
was raised, and the preceding year). This does not 
preclude further years being reassessed where a new 
concern, for example about declarations made in 
previous years, is raised.

25	 As of 1 November 2025.
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Over time reverification rates appear to be reducing – at the time of publication, only one trust was 
downgraded for years five and six following reverification. Note that this is a live figure and may change 
in the future because of new reverifications. 

Figure 6: Total repayments to MIS by year
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Evolving accountancy processes

As noted in the Funding MIS section, in accordance 
with government accounting requirements, NHSR 
is not permitted to carry over budgets between 
financial years. A single change in one trust from 
compliant to non-compliant has a knock-on effect 
in funding for all other participants as the funds 
reclaimed by NHSR are subsequently redistributed to 
all fully compliant MIS participants. Over the years, 
keeping track of contributions, discretionary funding, 
returns and redistributions has become increasingly 
complex, not least when historically there was no 
limit on the number of previous years reviewed. In 
year seven NHSR learnt from several small errors 
that the existing system could be improved and 
has developed a new system to monitor these 
changes. The improvements will reduce/eliminate 
the risk of any reverification calculation errors going 
forward, including a comprehensive annual review 
and audit process.

Support, real-time updates and sharing 
of best practice

In year six, the MIS team introduced a range of 
improvements to support the administration of the 
scheme, and to promote informed decision-making 
and improve overall governance across perinatal 
services, including:

NHS Futures MIS collaborative workspace: the 
space includes information and resources to support 
MIS compliance, and a forum for queries about each 
action. It offers a network of support to perinatal 
teams and includes links to other NHS organisations, 
creating a central hub for knowledge exchange 
and system-wide improvement. At the time of this 
publication, the workspace had 828 members and, 
overall, the feedback from a recent workspace survey 
was very positive.

Audit and compliance tool: a new tool was 
developed to support trusts in working towards 
compliance with the safety actions. Although not 
mandatory, and intended solely for internal use, this 
provides a practical way to monitor progress against 
the actions and record when supporting evidence 
has been approved, thus streamlining compliance 
tracking and enhancing internal assurance processes.

Governance and Board reporting workshop: 
to provide trusts with a safe and collaborative 
environment to explore effective Board reporting 
and governance. The sessions focus on defining 
‘what good looks like’ and sharing knowledge and 
experiences. Delegates review examples of fictitious 
Board reports for candid discussion, and guide trust 
Boards towards assurance rather than reassurance. 
This strengthens governance and Board oversight, 
which in turn supports MIS compliance. Sessions are 
delivered jointly by our MIS and Safety and Learning 
teams, who provide expert input and demonstrate 
how to use local claims scorecards to enhance 
awareness of risk, trends and learning opportunities. 
Follow-up reviews at six months evaluate whether 
learning has been embedded.

For year seven we have introduced:

Business case template: to assist trusts in 
producing more robust and effective business cases, 
using MIS as a key strategic and financial driver 
for improvement. The new template aids perinatal 
leaders in developing impactful business cases that 
are clear, relevant and detailed.

Perinatal governance guide: to support aspiring, 
new and experienced perinatal leaders in applying 
governance frameworks effectively. The guide 
includes practical insights and helps support those 
in leadership roles to use a more structured approach 
to governance, helping build levels of accountability 
and assurance.

This section has outlined the operational 
components of MIS and how the scheme has 
evolved over time. It describes the foundation 
of the scheme upon which future work to 
respond to this evaluation will build.

https://future.nhs.uk/MaternityIncentiveScheme
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Findings

Qualitative research
This section summarises the insights provided by 
THIS Institute’s qualitative research; the approach 
they took was described earlier. THIS Institute’s full 
report is available for review and any direct quotes 
contained in the following material are verbatim 
and taken directly from it.

Financial incentivisation: raising the 
profile of maternity and neonatal safety

National and local-level participants agreed 
that MIS’s financial incentive strongly influences 
organisational behaviour in provider trusts. National-
level participants viewed the leverage of financial 
incentives as a major asset for MIS. In a resource-
constrained NHS, money matters, and the scheme 
appears to have been successful in raising the profile 
of maternity and neonatal safety at trust Board level 
and with senior leaders. Participants felt that were 
it not for MIS, maternity and neonatal safety might 
easily be marginalised at Board level. This was also 
a finding of NHSR’s earlier stakeholder engagement 
exercise (see Triangulation with existing research).

Incentivising Board engagement in maternity and 
neonatal services may be particularly beneficial 
as, unlike other services, there are not externally 
reported and monitored metrics like waiting lists 
that require the Board’s attention. 

‘[MIS] was raising the profile of maternity 
within the organisation by putting a price tag 
on the activities…’

‘For our organisation, last year, MIS brought in 
[several] million…’

‘fantastic lever to get the Board’s attention’

Case story: Safety Action 1

This finding is supported by review of the 
MBRRACE-UK PMRT Annual Report 2024 data, 
suggesting a link between incentivisation and 
compliance with care standards, with notable 
success in uptake of the Perinatal Mortality 
Review Tool (PMRT) in England. The 2023 figures 
reveal that 99% of participants in England 
initiated a PMRT report, aimed to support local 
learning using standardised perinatal mortality 
reviews, and 92% completed and published their 
reports. In contrast, the devolved nations without 
MIS or other incentive schemes were found to 
have much lower compliance rates, with many 
reports remaining incomplete or unpublished. 
This difference highlights how the positive impact 
of financial incentivisation through the structure 
of MIS may have driven significantly higher 
compliance in England. This also highlights, 
however, the challenge of linking such activity 
directly to outcomes, due to lack of available 
evidence.

Figure 8: PMRT reviews ‘started’ in England, Wales and Scotland between 2018 and 2023
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Prioritisation and focusing efforts

National-level participants identified key 
achievements of MIS as, firstly, streamlining existing 
requirements into a focused, standard national set of 
actions and, secondly, providing powerful incentives 
for compliance. They proposed that MIS’s 10 safety 
actions offered valuable clarity to organisations on 
what actions to prioritise, underpinned by incentives 
that would support their implementation.

They also suggested that the process of selecting the 
10 actions, in consultation with an advisory group 
including relevant national and professional bodies, 
helped legitimise the scheme and ensure that as far 
as possible it integrated, rather than competed with 
the various requests being made of organisations, by 
providing a single set of prioritised safety standards. 
The clinical credibility of the advisory group’s 
membership, national-level participants reported, 
meant that it appealed to professional clinicians, 
as well as the wider operational interests of those 
in provider organisations. 

‘Participants noted that the distinctive role of 
MIS rested in large part on its complementarity 
to the work of other agencies.’

‘MIS is not creating actions… what it’s designed 
to do is provide the financial lever to incentivise 
things which maternity units are already being 
asked to deliver.’

‘[MIS] is led from within the system, so it is 
clinically owned, it is collectively governed.’

https://www.npeu.ox.ac.uk/assets/downloads/pmrt/reports/report-2024/PMRT%20Report%202024%20-%20Tables%20of%20Findings.pdf
https://www.npeu.ox.ac.uk/assets/downloads/pmrt/reports/report-2024/PMRT%20Report%202024%20-%20Tables%20of%20Findings.pdf
http://resolution.nhs.uk/wp-content/uploads/2026/03/THIS-Institute-MIS-Qualitative-Report.pdf
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By identifying a focused set of safety actions 
and making the financial incentive contingent on 
compliance with all of them, MIS appears to offer 
clarity of goals in a field that has been characterised 
by an overwhelming surfeit of competing 
recommendations and requirements, diluting 
organisational attention.26

Examples of where this had worked well were 
identified in Safety Actions 3 and 6, highlighting the 
importance of prioritising and coordinating efforts 
to support new improvements in clinical practice. 
Safety Action 3 has aimed to minimise separation 
between mothers and their babies and improve 
perinatal outcomes, building on principles in the 
Avoiding Term Admissions into Neonatal Units 
(ATAIN) programme. Safety Action 3 has had high 
rates of compliance, encouraging trusts to engage 
with the ATAIN programme. Safety Action 6 aimed 
to reduce perinatal mortality and morbidity through 
implementation of the Saving Babies’ Lives Care 
Bundle (SBLCB). Through the original 10 safety 
actions, CAG agreed to use MIS as a vehicle to 
support implementation and embedding of these 
initiatives. We explore evidence of the potential 
impact of incentivising these in the quantitative 
section of this report.

‘Everyone wanted transitional(sic), proper 
transitional care units for late-preterm infants 
for a long time, but now there’s effectively 
money attached to it…’

Approach to safety management

In some trusts, MIS appeared to have professionalised 
the approach to safety management in maternity 
and neonatal services, providing leverage to those 
advocating for improvements at service level 
that, without the leverage, might not have been 
prioritised. Several participants felt MIS had improved 
the standards of maternity care, pointing both to the 
general trend towards greater compliance and to 
decreasing numbers of reverifications over time.

Many participants saw the scheme to be at least ‘good 
in parts’, with some aspects having a positive impact 
on the safety of maternity and neonatal services.

‘I very much view MIS as a basic set of minimum 
safety standards that should be in place at every 
single trust.’

Overarching themes for consideration

THIS Institute identified three overarching areas for 
future consideration to optimise the role of MIS in 
improving and assuring maternity and neonatal care, 
along with more specific opportunities for improving 
the scheme and its impact within each area:

• The purpose and place of MIS, including
the overall outcomes it seeks to achieve and
its position within the wider maternity care
governance landscape.

• The content of safety actions individually
and collectively, including the optimal approach
to maximising their positive impact on maternity
care, minimising the administrative burden they
place on trusts, and anticipating and limiting their
potential unintended negative consequences.

• Supporting efforts to improve maternity care
in trusts and other organisations by engaging
with the system, promoting understanding of
the scheme and increasing capability.

These areas are examined in turn in the following 
sections, along with other considerations prompted 
by the analysis. 

The purpose and place of MIS

At a national and local level there appeared to 
be a lack of consensus around the current focus 
of the scheme objectives. Participants questioned 
whether the scheme should be tightly focused on 
reducing the risk of rare but profoundly impactful 
harm (intrapartum brain injury/cerebral palsy) or 
cover maternity and neonatal safety and care more 
broadly. There were differences of opinion about 
where the future focus of the scheme should be, 
with some suggesting a more fundamental review 
of safety actions individually and collectively may 
be needed.

26	 Dixon-Woods M: How to improve healthcare improvement – an essay by Mary Dixon-Woods, BMJ 2019; 367:l5514 (doi:10.1136/bmj.l5514).

‘… probably more focused on being very clear 
about avoiding preventable brain injury.’

This was also reflected in the response from local-
level participants, who had a mixed view of the 
experience and impact of MIS, with participants 
unsure if all the efforts associated with the scheme 
were likely to improve maternity and neonatal safety 
in practice. 

The content and impact of safety actions

In the view of national-level participants, it was 
suggested that MIS should focus specifically on 
activities that organisations were already required 
to undertake and which were most likely to benefit 
maternity and neonatal safety. Furthermore, it was 
identified that MIS should incorporate only those 
standards where the potential impact was most 
clearly supported by evidence, and which were 
achievable by every trust routinely (and therefore 
did not create additional demands). Participants 
acknowledged that there was a careful balance 
to be reached between ensuring that the scheme 
remained true to its original intention to focus 
on core safety standards that all providers should 
be achieving, while also ensuring that it served 
a meaningful purpose in advancing the safety 
of maternity and neonatal care nationally.

‘I would like to see a smaller number of actions 
and for those to be focused on the areas which 
are, I suppose, giving the most bang for the 
buck in terms of safety impact.’

Participants questioned the benefit of continuing 
to include safety actions where rates of compliance 
are already very high. Proposals included that 
safety actions should be evidence-based and 
synergistic with other demands on the system. 
Some participants identified opportunities to 
streamline the safety actions, noting limited benefit 
of continued incentivisation where compliance levels 
were very high.

‘…there was little point in continuing to assess 
a safety action that had been realised more-or-
less universally for several years.’

Some participants argued strongly that MIS’s 
current focus on compliance with processes and the 
reporting of these may take away from a focus on 
the quality and outcome of care, with national and 
local participants reflecting a desire to shift the focus 
from activity towards outcomes. Others, though, 
drew attention to the challenges that would be 
associated with any shift from measuring process 
or activity towards measuring impact or outcome.

‘I would like us to be impact-led.’

THIS Institute also noted that outcomes were seen by 
participants as less readily measurable than activity, 
and may not be entirely within the scope of control 
of trusts since they were more subject to differences 
in context and local population (such as deprivation) 
and could vary year-on-year, in ways that might have 
serious negative impacts on trust finances, given the 
nature of the scheme.

Supporting wider efforts

Echoing points made by some national-level 
participants, participants at a local level argued 
that greater attention to the scheme’s interface 
and potential overlaps with other activities affecting 
the maternity system, from maternity reviews to 
CQC’s maternity inspection programme, would 
be beneficial. Addressing the needs of so many 
overlapping initiatives was demanding for trusts 
and Local Maternity and Neonatal Systems, and 
participants suggested that as well as working to 
align the standards asked for by these initiatives, 
more could be done to make the processes 
synergistic. Several participants indicated that further 
efforts to ensure that the requirements of safety 
actions were aligned with trusts’ own data collection 
systems, and with the requirements of regulators 
and other oversight bodies, would be welcome.

https://www.bmj.com/content/367/bmj.l5514
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Participants’ views on the legitimacy of the attention 
to activities generated by MIS depended, in part, on 
their views on whether those activities were likely 
to be impactful, but several participants agreed that 
sometimes the resourcing of ‘niche’ activities was 
disproportionate – and the opportunity costs (in 
terms of time diverted from clinical activity) could 
be very apparent.

‘What I would have expected to see is, the CQC 
are doing almost like a visual check-in on some 
of the CNST things… That didn’t really seem to 
be the case, there was also quite a lot of 
variation in what got picked up.’

Other areas for consideration

The qualitative research highlighted some potential 
unintended consequences of the scheme, some of 
which are inherent to any incentivisation process and 
may therefore to some extent be unavoidable, and 
others which could potentially be addressed through 
future changes in the scheme.

While the ‘all-or-nothing’ approach (in which trusts 
need to meet all 10 safety actions rather than, 
for example, an approach where funding reflects 
the proportion of safety actions met) encouraged 
the full range of safety actions to be addressed 
with equal importance, some participants noted 
the approach could create perverse incentives, 
where an organisation that may be unlikely to 
achieve full compliance with just one safety action 
gave up working towards even partial compliance 
across all 10.

‘…the gap between what was going to be 
needed in terms of the amount of work, and 
therefore the amount of resource that they 
were going to have to put in to achieving it, 
wasn’t going to be worth it in terms of the 
rebate…’

Some participants felt that the time and resources 
used to meet MIS compliance might displace 
activities that could potentially have greater or 
more direct impact on safety, service user experience 
or other aspects of quality.

Many of the 18 local-level participants interviewed 
described long hours and the challenge of fitting 
MIS-related tasks in on top of existing workloads. 
Several participants reported potential negative 
impacts on staff wellbeing, reflecting on their 
experience of how the implementation of the 
scheme could sometimes result in collective stress 
and personalised adverse consequences, although 
it was recognised this was not an intention of 
the scheme and would also be influenced by 
organisational culture.

Reassuringly, efforts to simplify safety actions 
for year six appeared to have gone a long way 
to reducing the reporting burden. 

‘My perception, obviously I can see the 
difference, but my perception is that this year 
the crunch hasn’t been as bad, if that makes 
sense. We’ve weathered it much better.’

Improved communications

Participant responses highlighted some areas 
where common understanding of the scheme 
could be improved, and that this may support wider 
engagement. It may be helpful for NHSR to explore 
a range of resources aimed at audiences with less 
familiarity with MIS, such as trust Boards. Areas of 
variable levels of awareness included:

• Clarity on the overall purpose of MIS and intended
outcomes, as well as why and how safety actions
are selected.

• Perceived lack of awareness about discretionary
funding among those unfamiliar with the scheme.
Note that all trusts declaring less than full
compliance are guided through the application
process for discretionary funding.

• Perceived differences in approach used by trusts
to sign off declaration forms.

• Differences in understanding of the extent
to which funding received back through the
scheme should be reinvested in maternity and
neonatal services. MIS funds are contributed
from trusts’ central budgets and not from
specific maternity and neonatal budgets. As it
is outside of our authority, NHSR cannot require
returned MIS funds to be redeployed solely for
maternity services, and they are returned to
central finances for distribution. Although this is

in our scheme guidance, feedback suggests that 
some stakeholders are unaware this is beyond 
our control – indicating that we can improve our 
communication of this further.

‘…several participants described the good use 
they had made of discretionary payments… not 
all participants were aware of the availability of 
such funding…’

Triangulation with existing research

THIS Institute findings built on an interim evaluation 
of MIS published in April 2020, which highlighted 
similar feedback27 that the scheme had been 
successful in driving improvements as listed below. 
Feedback at that time indicated that MIS had 
given greater prominence to the actions required 
to increase maternity safety at Board level, with 
the following benefits in particular highlighted by 
providers:

a. 	�improvement in safety culture;

b. 	�improvement in trust Board engagement in
maternity issues;

c. 	�additional funding to recruit to key clinical posts
within maternity; and

d. 	�greater influence for multi-disciplinary working,
e.g. across anaesthetic and neonatal services.

The findings also align well with an extensive NHSR-
led stakeholder engagement exercise conducted 
towards the end of 2024 which identified a need to:

a. 	�review and/or rearticulate the governance of MIS,
including the specific roles and responsibilities of
NHSR, CAG and individual safety action leads;

b. 	�consider the reporting requirements of safety
actions and the associated resource required for
reporting; and

c. 	�undertake further work to improve the
understanding of the financial model
underpinning the scheme.

The 2024 internal research findings prompted a 
reduction in sub-actions for year six of the scheme, 
as highlighted earlier in the report, in recognition 
of system pressures and scope creep. Local-level 
participants interviewed by THIS Institute as 
part of this evaluation described this change as 
well received. 

Triangulation with these additional sources 
of feedback provides further confidence in the 
evaluation findings, identifying common strengths 
and opportunities for improvement in future 
scheme design. 

Quantitative research 
findings
As previously described, it is difficult to attribute 
improvements in maternity and neonatal safety 
to any single initiative because progress results 
from numerous interconnected, system-wide 
changes, including whole-system transformation 
programmes, responses to incidents and 
investigations, workforce development, technological 
advances and greater collaboration between 
different sectors. A multifaceted approach to 
improvement is necessary because safety involves 
a complex mix of multi-professional leadership and 
teamwork, technical competence and continuous 
learning across various levels of the health system. 
The collaborative approach taken through the design 
of MIS recognises this and aims to bring all relevant 
system partners together to ensure the right things 
are incentivised to improve safety.

Acknowledging the limitations of assessing the 
direct impact of individual initiatives, and the limited 
availability of external, validated, contemporaneous 
data sources, we applied several quantitative lenses 
to consider available insights into scheme impact. 
In the following section we firstly focus on elements 
of ‘scheme operation’, to understand how the 
scheme is working in practice. Secondly, we explore 
patterns in scheme compliance and potential factors 
contributing to this. Finally, we consider the overall 
scheme impact and influence on maternity and 
neonatal safety, wherever possible in relation to 
clinical outcomes.

27	 Stakeholder interviews included: members of CAG, regional obstetricians and midwives, other NHS staff such as an NHS non-executive director, 
executives, managers, operational staff and commissioners.

https://resolution.nhs.uk/wp-content/uploads/2020/04/Maternity-Incentive-Scheme-evaluation-report.pdf
https://www.google.com/search?sca_esv=17635d6d8e54f4f2&cs=0&sxsrf=AE3TifOgN1rLY-pAsG2e6l3jKn7trx6HrA%3A1760094616024&q=whole-system+transformation+programs&sa=X&ved=2ahUKEwjh4Ouyv5mQAxWuU0EAHVm-C8gQxccNegQIAhAB&mstk=AUtExfCFPzz6euQgjK_72euS2L_9mWip8evFoRNq5Xg8EOwQqzQKDel-rTRJ-SIcXqkXP7pbOvI4h1LPEUc0RUXgdNMaKjv-zxw3SDRAKofOtxGMIaZxyBc1DrLrXqu_xM1w4jHh4Siw40xdHRsGnWrnLc114IndGeTOzVunZjrZ0gt9PTs&csui=3


NHS Resolution� Maternity Incentive Scheme evaluation34 35Maternity Incentive Scheme evaluation� Findings

THIS Institute provided independent analysis of 
MIS compliance over time and the potential impact 
of region and trust size, including whether any 
safety actions are predictive of full and/or sustained 
compliance, or recovery following non-compliance. 
This is considered alongside analysis of NHSR data. 

In some areas, the analysis was impacted by NHS 
organisational changes across the study period28 – 
19 trusts merged during this period and seven trusts 
did not report all years and were therefore excluded 
from the analysis by THIS Institute to enable year-on-
year comparison. A small subset of 13 trusts were 
retrospectively upgraded to full compliance for year 
six following external verification – this change was 
not reflected in the dataset provided to THIS Institute 
or their subsequent analysis.

Quantitative insights on how the 
scheme operates

Relationship between financial contribution 
and scheme compliance

Most trusts’ annual contributions to MIS ranged 
from £100k to £1.5 million (with some very high 
and low value outlier contributions); the median 
contribution for year six was £808k. As CNST 
contributions are determined by a variety of 
factors, such as the size of the trust and workforce 
measures, the financial penalty associated with MIS 
is designed to be proportionate to the individual 
organisation. A statistical analysis of MIS compliance 
by contribution was unable to demonstrate a clear 
relationship between a trust’s financial contribution 
size and MIS compliance, suggesting that the 
amount of an individual trust’s contribution does not 
affect the likelihood of achieving full compliance.

There is no link between the size of financial 
contribution to MIS and compliance rates

Impact of external verification 
on compliance rates

We explored trusts where MIS compliance has been 
up/downgraded post-external verification and the 
impact of external verification changes to Safety 
Actions 1, 2 and 10 on overall MIS compliance using 
data for years three to six. 

28	 Noting that the number of participating trusts for each MIS year were as follows: Year 1: 132, Year 2: 130, Year 3: 122, Year 4: 122, Year 5: 120 
and Year 6: 120 (reference: MIS webpage results section, NHSR website).

Figure 9: Number of upgrades/downgrades of individual safety actions following external 
verification of Safety Actions 1, 2 and 10
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Figure 9 demonstrates the changes made to 
individual safety action compliance following 
external verification, noting that a positive ‘upgrade’ 
for these safety actions may not result in full 
compliance overall, as other safety actions may 
remain unmet.

Analysis of pre- and post-external verification of full 
compliance for MIS years three to six demonstrated 
that for year three there was a 3% decrease in 
compliance post-verification, and for years four to six 
post-verification compliance increases by an average 
of 6%. Of the three external verification points, 
failures with Safety Action 1 led to the greatest 
number of submissions being downgraded. From 
year five onwards, no trust had their compliance 
downgraded following external verification of Safety 
Actions 2 or 10.

This shift, from the external verification process 
being associated with an overall decrease in 
compliance to an overall increase, suggests that 
having initially overestimated compliance, more 
recently a small number of trusts each year had 
underestimated their full compliance with MIS, 
which was subsequently positively corrected 
by external verification. This may reflect trusts 
becoming more familiar with the MIS process and 
requirements over time, a greater awareness of the 
financial impact of reverification and the availability 
of discretionary funds if they did not achieve full 
compliance, and overall improvements in governance 
at a local level.

While these findings are limited to the aspects 
of the scheme that lend themselves to external 
verification, they demonstrate the benefit of external 
‘check’ points to support assurance and accuracy 
of declarations and drive compliance. We will 
consider opportunities to further improve the 
approach to external verification as part of future 
scheme development.
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Case story: Safety Action 2 

‘Are you submitting data to the Maternity 
Services Data Set (MSDS) to the required 
standard?’ is a safety action that benefits from 
external reverification. The MSDS information 
captured from NHS-funded maternity services 
provides reliable information for local and 
national monitoring; reporting for effective 
commissioning; monitoring outcomes; and 
addressing health inequalities. The intended 
outcome is to improve the quality and 
completeness of the submission to the MSDS to 
drive improvements. 

The MSDS has data quality standards where 
submitted data is rated either as ‘pass’ or ‘fail’ 
based on its data quality checks. The submission 
of ‘clinical quality improvement metrics (CQIMS)’ 
is used to externally verify Safety Action 2 
compliance and was introduced in year four, 
forming part of the criteria for three consecutive 
MIS years. Ethnicity information is also available 
for this period. Over the reporting period the 
number of eligible trusts dropped from 123 to 
120 (due to mergers). From July 2021 to July 
2024, the number of trusts that passed the 
CQIM criteria rose from 32 to 119, and the 
number of trusts that passed the ethnicity criteria 
rose from 87 to 120. 

The collection of ethnicity data is particularly 
important in the drive to tackle inequalities. 
In giving evidence to the previous Women 
and Equalities Committee’s inquiry into Black 
Maternal Health in 2022, Dr Matthew Jolly, the 
then National Clinical Director for Maternity 
Review and Women’s Health at NHSE, said 
that the overall quality of data had improved 
significantly since 2015, when only about a third 
of trusts held ethnicity data for women booked 
in for antenatal care. He said the use of the 
CNST MIS had helped improve data collection on 
ethnicity, which is active in over 90% of trusts.29

	

Impact of reverification on compliance rates

Requests to review compliance (which may be, 
for example, in response to a CQC inspection 
report, or concern being raised) results in the 
reverification process as described earlier in 
this report. The outcome of reverification may 
be to pass (confirm the original declaration) or 
fail (resulting in a downgrade of the original 
declaration). At the time of writing, a total of 100 
reverifications30 have been undertaken over the life 
of the scheme. Of these, 46.5% of reverifications31 
resulted in the downgrading of a trust’s MIS 
compliance and repayment of MIS funds to NHSR, 
with the subsequent redistribution of funds to 
compliant trusts for that MIS year.

The largest number of trusts found to have 
misdeclared compliance occurred in year two, 
with the proportion of trusts found to be compliant 
following reverification checks increasing in 
subsequent years. The MIS team have reported 
an important improvement in the quality of 
evidence submitted for these reviews, which must 
be the same evidence that was used to support 
the assurance process with the trust Board at the 
time of the original MIS submission. This suggests 
an improvement in local governance processes 
and Board oversight, with trusts gaining a better 
understanding of MIS requirements, facilitated by 
the additional support and guidance from NHSR’s 
MIS team.

29 Black Maternal Health: Third Report of Session 2024–26 HC 895, Health and Social Care Committee
30	 Noting that the number of participating trusts for each MIS year were as follows: Year 1: 132, Year 2: 130, Year 3: 122, Year 4: 122, Year 5: 120 

and Year 6: 120 (reference: MIS webpage results section, NHSR website).
31	 Noting this is a live number, since a concern related to any previous MIS year can be lodged at any point. This data is correct as of 11 November 

2025, and the result of one case is pending.

Figure 10: Reverification numbers showing subsequent compliance or non-compliance as of 30 
October 2025 (n=100)
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https://committees.parliament.uk/publications/49523/documents/263985/default/
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Figure 11: Triggers for MIS verifications over years one to six (n=100)
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Figure 11 presents the range and number of triggers 
that led to a reverification review over years one 
to six of the scheme. Notably, ‘concerns raised in 
a CQC report’ is by far the most common reason, 
accounting for 44 of these reviews. This is followed 
by 27 reviews triggered by concerns raised by 
MBRRACE-UK data, and 19 reconfirmations, where 
a redeclaration/reconfirmation of a MIS year has 
additionally prompted a review of past MIS years.

Impact of discretionary funding on 
future compliance 

The opportunity to apply for discretionary funding 
for trusts that cannot meet all 10 safety actions 
is an important element of MIS. It is available 
to support non-compliant trusts with targeted 
safety improvement, underpinned by a costed and 
independently-assessed action plan. This helps 
reduce a widening gap between ‘high performing’ 
trusts and those needing more support.

Across the six completed years of the scheme, all but 
six trusts that were not fully compliant applied for, 
and received, discretionary funding. This eliminates 
a potential baseline group with which to explore the 
difference in outcome between non-compliant trusts 
that did, and did not, receive any discretionary funds.

We assessed the likelihood of a non-compliant 
trust achieving compliance in future using data 
from across all six years. The collective success rate 
for changing an ‘unmet’ safety action to ‘met’ the 
following year for funded safety actions was 68.2% 
compared with 64.8% without funding, although 
this difference was not statistically significant. It is 
worth noting that in this analysis almost all trusts 
received some discretionary funding, but this may 
not have been for the safety action being tracked. 
This high-level data indicates that the process of 
applying for (developing and providing a costed 
action plan) and receiving discretionary funding may 
improve compliance the following year.

The datasets were too small for detailed analysis of 
the impact of discretionary funding at the level of 
individual safety action and therefore we are unable 
to demonstrate that discretionary funding drove 
improvements at the level of the specific safety 
action targeted. 

The lack of a control/baseline group prevented 
detailed analysis of discretionary funding at the 
level of individual safety action

Allocation of discretionary funding by 
safety action

The total value of discretionary funds awarded to 
trusts across all six years, as of 1 November 2025, 
was £47.2 million. The total value of discretionary 
funding requested and awarded differs as trusts 
do not always receive the total funds requested. 
The stated £47.2 million also includes discretionary 
funding allocated following the reverification process 
(as this was allocated via a different route, it was not 
captured in the dataset underpinning Figure 12).

We explored which safety actions attracted the 
highest value requests for discretionary funding 
following non-compliance. Figure 12 shows that 
the size of requests were not distributed equally 
across all safety actions, with Safety Actions 8 and 6 
accounting for 42% of the total value of all requests. 
Some safety actions, by their nature, will lend 
themselves more easily to improvement plans that 
require funding.

This analysis might be of interest to those 
with commissioning responsibilities to support 
consideration of where funding might best be 
targeted. This analysis found that safety actions 
focused on training and implementing clinical 
practice accounted for the greatest share of 
discretionary funding awarded.

‘Some of it […] didn’t require money, it just 
needed probably better processes in place.’

THIS Institute interviewee
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Figure 12: The value (£) of discretionary funding requests – total £32.7 million 
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Analysis of overall compliance 
and potential contributory factors

We now explore patterns of compliance – with 
a particular focus on identifying any contributory 
factors, such as trust size or region, that may 
influence a trust’s likelihood of meeting the full 
requirements of the 10 safety actions. 

The scheme has been associated with relatively 
steady improvements in overall compliance of 
safety actions, including a range of national safety 
initiatives such as SBLCB. In its first year (2017–18), 
62 of 120 trusts (53%) achieved all 10 actions32. 
By its sixth year (2024–25), 101 of 120 trusts (84%) 
declared full compliance. 

The scheme appears to have succeeded in 
supporting uptake and implementation of a 
range of safety initiatives and practices, such as 
SBLCB. Between October 2023 and January 
2025, compliance with SBLCB interventions 
increased significantly, with all but three 
achieving ≥70% uptake.

NHSE longitudinal analysis (2025)

32	 This includes reverification data as of 1 November 2025, adjusted for trust mergers.

Year-on-year compliance overall

Figure 13: Proportion of trusts obtaining full compliance (all trusts)33

33	 Figure 13 includes NHSR live data for all trust declarations updated to reflect reverification as of 30 October 2025, updated to reflect trust 
mergers. THIS Institute cleansed this raw data to undertake year-on-year analysis and there will be differences in the data used in the following 
analysis.
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Figure 14: Year-on-year compliance by safety action
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There was marked lower compliance in year four 
reflected in Figures 13, 14 and Figure 15 (following), 
which was deemed to be related to a range of 
potential factors including: 

• Covid-19 pandemic and associated workforce
pressures, where several changes were made to
the scheme requirements and duration of the
MIS years, in response to the rapidly evolving
landscape. This was particularly reflected in
changes to Safety Actions 5 and 8 due to
difficulties maintaining labour ward coordinator
supernumerary status and releasing staff
for training.

• Strengthened conditions of MIS with additional
scrutiny of declarations.

• High-profile national inquiries, together with
the influence of the national maternity support
programmes by NHSE.
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Compliance analysis by THIS Institute

THIS Institute analysed data from the first six years of the scheme (2019–24), calculating the average 
compliance rate per safety action across all trusts. 

Figure 15: Distribution of safety action compliance scores and proportion of trusts declaring full 
compliance (10/10) by reporting year, 2017–22

(Source: THIS Institute: Analysis of the Maternity Incentive Scheme v4, 6 November 2025)34

Figure 15 is split into two panels. The left panel shows violin plots illustrating the distribution of the number 
of safety actions achieved by trusts in each reporting ‘year’. The width of each violin represents the density 
of trusts at a given score, and the white box within each violin denotes the interquartile range, with the 
central black line indicating the median completion score. Note that the median completion score is 10 
in all years except year four.

34	 19 trusts merged during the study period and seven trusts did not report all years and were therefore excluded from the analysis by THIS Institute 
to enable year-on-year comparison. A small subset of 13 trusts were retrospectively upgraded to full compliance for year six following external 
verification – this change was not reflected in the dataset provided to THIS Institute for analysis.

The right panel shows horizontal bar charts 
depicting the percentage of trusts that achieved 
full compliance. Together, the two panels highlight 
both the distributional spread and overall proportion 
of full compliance across the six reporting years. 
The figure visualises greater variability in overall 
compliance rates in earlier years, with improved 
compliance levels in the latter years of the scheme, 
noting that it only takes one outlying trust with a 
significantly lower compliance rate to give a slightly 
disproportionate view.

The proportion of trusts achieving full compliance 
(10 out of 10) varied across years, reaching a low in 
year four at 53.3% (after Covid-19), before rising 
again to 74.2% in year six (increasing to 82.5% 
when adjusted for post-declaration amendments 
due to external reverification).

We have observed relatively steady 
improvements in overall MIS compliance, 
with greater consistency in individual safety 
action compliance over time

Variability in compliance

Figure 16: Compliance rate per safety action, averaged across all trusts and years (1–6)

SA1

SA2

SA3

SA4

SA5

SA6

SA7

SA8

SA9

SA10

75%

80%

85%

90%

95%

100%

C
om

pl
et

io
n 

ra
te

 (%
)

Safety Action

21% of trusts reported to have 
met all 10 safety actions for 
all years

(Source: NHSR – November 2025)



NHS Resolution� Maternity Incentive Scheme evaluation46 47Maternity Incentive Scheme evaluation� Findings

All safety actions achieve average compliance 
rates across all years of between 80–98%, with 
Safety Actions 2, 7 and 10 achieving greater than 
95% and only Safety Action 8 achieving less 
than 80%

THIS Institute explored whether there was sufficient 
variation in the extent to which trusts met individual 
safety actions to support further statistical analysis 
of possible correlations with any underlying factors. 
If substantial variation existed between trusts, and 
within trusts over time, then individual safety actions 
could be evaluated against factors such as finance, 
claims, safety and clinical outcomes. Conversely, if 
there was little variation in the extent to which trusts 
met safety actions, then it was unlikely that such an 
analysis could be conducted reliably.

Only Safety Actions 3, 5, 6, 8 and 9 exhibit 
sufficient variation in the range of compliance 
across the six-year period to make further 
statistical analysis by THIS Institute possible

For many safety actions, there was insufficient 
variation in compliance rates to be able to 
analyse their association with other data sources. 
Therefore, further investigation by THIS Institute 
focused on safety actions where sufficient variation 
was observed.

Safety Actions 3, 5, 6, 8 and 9 exhibited sufficient 
variation in the range of compliance across the six-
year period to make further statistical analysis by 
THIS Institute robust. Of these safety actions only 
Safety Actions 5, 6 and 8 had relevant outcome-
related datasets available at a national level. This is 
reviewed in our section looking at scheme impact 
at an individual safety action level.

Relationship between regional footprint and compliance

Figure 17: Distribution of safety action compliance scores by region

(Source: THIS Institute: Analysis of the Maternity Incentive Scheme, 13 October 2025)

Using average MIS compliance rates across all six years of the scheme, there was some regional variation in 
terms of compliance levels, with mean compliance ranging from 8.65 to 9.58, and varying from 1–4 out of 
10 at the lowest, to a high of 10 out of 10 for all regions. However, median compliance for each region was 
10, therefore drawing any further conclusions from these small differences risks overinterpreting the data.

Relationship between trust size 
and compliance 

THIS Institute analysis identified that neither the 
size of a maternity service in terms of the number 
of births per year35 or by Hospital and Community 
Health Service (HCHS) doctor numbers36 had 
a significant correlation with MIS compliance. 
This suggests that all trusts, regardless of their size, 
have an equitable opportunity to meet the set of 
core safety actions.

Trust size (using birth rate and doctor numbers 
as a measure) does not impact MIS compliance

Predictive modelling

Predictive modelling is a process used in data 
science to create a mathematical model that 
predicts an outcome based on input data. It involves 
using statistical algorithms and machine learning 
techniques to analyse historical data and make 
predictions about future or unknown events.

Is overall compliance in one year predictive 
of future compliance?

NHSR explored the predictive value of overall 
compliance in a particular year for performance 
in future years; in other words, does doing well 
in year two predict a similar performance in future 
years? Compliance in year four was associated with 
also achieving compliance in both years five and 
six, but not before. This may be due to the scheme 
stabilising from year four. The absence of this 
correlation between other years could reflect the 
number of year-on-year changes to the scheme.

THIS Institute conducted four further elements 
of modelling, which demonstrated:

• some individual safety actions were a better
predictor of full compliance and future full
compliance than others;

• trusts were significantly more likely to retain
full compliance in future years having once met
all the safety actions; and

• returning to full compliance having not met a
particular safety action one year appears to be less
related to the particular safety action in question
and more dependent on local factors such as
establishing effective practice, having adjusted
for elements of inherent organisational make-up
(size or region).

Which safety actions most strongly predict 
full compliance each year?

Some safety actions were more predictive of future 
full compliance than others. The safety actions linked 
to workforce planning (Safety Actions 4 and 5), 
clinical programme implementation (Safety Actions 
1 and 6), and governance (9) and training (8), 
approximately tripled the odds of full compliance, 
possibly because they require effective governance 
arrangements, coordination across teams and 
leadership support and oversight. Their strong 
influence could suggest that achieving full 
compliance reflects an organisation’s ability to plan 
effectively, engage staff and keep safety oversight 
visible at Board level. In contrast, safety actions 
that trusts have higher completion rates for (Safety 
Actions 2, 7 and 10) did not have sufficient variation 
in compliance to be predictive in nature. 

How persistent is compliance across years?

Trusts that were fully compliant in one year were 
approximately 50 times more likely to remain fully 
compliant the following year (described here as 
persistence). Among non-compliant trusts, each 
additional completed safety action increased the 
odds of achieving full compliance the next year 
roughly threefold.

These findings seem to indicate that once 
trusts establish effective systems for meeting 
MIS requirements, they tend to sustain them 
from year to year. The high persistence of full 
compliance might be an indication that functional 
trust characteristics such as effective governance 
structures and clear internal processes help maintain 
compliance even as local circumstances evolve, 
and as the MIS requirements change over time. 
Adjusting for the reporting year, size and region, 
the apparent lack of association suggests that 
persistence largely reflects consistent practice rather 
than inherent organisational make-up.

35	 Assessed by THIS Institute using birth-bands of less than 2,000, 2,001–3,999 and over 4,000 to be in keeping with our CNST 
contribution methodology.

36	 Assessed as small, medium and large, based on their NHS Workforce statistics value for Hospital and Community Health Service (HCHS) Doctor 
numbers (<500, 501–1000, >1001).
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Which safety actions predict sustaining full 
compliance across years?

This analysis assessed whether completion of 
individual safety actions in one reporting year 
predicted the likelihood of achieving full compliance 
(a score of 10 out of 10) in the following year, 
controlling for reporting year, NHS region and  
birth-volume category.

Safety Action 9 was the strongest predictor of 
full compliance across years. Completion of this 
safety action quadrupled the odds of maintaining 
or achieving full compliance in the following year. 
Safety Actions 1, 3 and 8 showed significant and 
moderate positive effects, but Safety Actions 2, 
4, 5 and 7 were not statistically associated with 
subsequent full compliance. 

These findings suggest that sustaining full 
compliance over time relies heavily on robust 
and effective governance and Board oversight, 
supportive and visible leadership and culture, and 
teamwork within trusts. The strong effect of Safety 
Action 9, which focuses on Board-level oversight, 
indicates that active and consistent governance helps 
maintain high standards between reporting years. 
Other actions relating to completing and learning 
from investigations, multi-professional training and 
collaboration (Safety Actions 1, 3 and 8) also seem 
to play an important role, suggesting that trusts 
with clear accountability and good collaboration 
across clinical teams are positive indicators for 
safety compliance.

Recovery after non-compliance 

This analysis looked at subsequent compliance after 
trusts had previously been non-compliant with a 
given safety action. The analysis did not measure 
‘first-time achievement’ among trusts with no prior 
attempt or history for that action.

The analysis found that most trusts can recover 
after being non-compliant for a safety action in 
a particular year, although recovery appears to 
show more variation between organisations than 
was observed in other parts of the analysis of 
predictive factors.

	
	

No safety action showed a statistically 
significant deviation from the overall 
recovery trend

After controlling for reporting year, NHS region 
and birth-volume category, none of the safety 
actions showed a statistically significant deviation 
from the overall recovery trend. This indicates that 
recovery performance was broadly consistent across 
all safety actions once contextual factors were 
accounted for, and that no single area of practice 
systematically lagged in regaining compliance. 
This is likely to reflect random variation rather than 
systematic disparities in underlying performance.

Recovery performance was broadly 
consistent across all safety actions

Analysis of scheme impact and 
relationship with outcome measures

MIS contribution to improving maternity 
and neonatal safety nationally

As previously highlighted, it is challenging to 
attribute improvements in maternity and neonatal 
safety to any single initiative. MIS was established 
to support the Government’s national ambition 
and priorities, and so this section of the evaluation 
reviewed national trends in outcomes and maternity 
workforce and considered where MIS might have 
contributed towards these.

Mortality and morbidity data37

Stillbirth rates

• Stillbirth rate (England, 2023): 3.27 per 1,000
total births, down from 3.3 per 1,000 in 2022,
representing the first time the rate has fallen
below the pandemic peak38.

Neonatal death rates 

• Neonatal death rates (for births at 24 weeks
gestation and over, England): decreased from 1.67
in 2022 to 1.62 in 2023 per 1,000 live births39.

37	 Due to different data sources and reporting practices, some data are presented for England, and some for the UK.
38 State of the nation report | MBRRACE-UK
39 State of the nation report | MBRRACE-UK

MBRRACE-UK data (UK) shows that overall, there 
were 2,128 stillbirths and 1,074 neonatal deaths 
in 2023 – 1,158 (35.2%) fewer stillbirths and 362 
(25.2%) fewer neonatal deaths than in 2013. This 
equates to 1,500 fewer families experiencing the 
devastating impact of stillbirth and neonatal death 
compared with a decade earlier40.

Preterm birth rate

• Preterm birth is the single biggest cause of
neonatal death and illness in the UK. In England in
2023, 8.1% of all births were preterm (between
24 and 36 weeks completed gestation)41. In 2017,
as part of the National Maternity Safety Strategy,
an additional ambition to reduce the national
rate of preterm births from 8% to 6% by 2025
was established42.

Small for gestational age rates43

• There has been a reduction in the proportion
of babies born small for gestational age at or
after 40 weeks (UK) – from 55.4% in 2015/16
to 42.6% in 2023.

• There remains considerable variation between
providers across Great Britain, and the rate is
higher in Wales than in England and Scotland.

Admission to a neonatal unit 

Neonatal units sometimes admit babies that are 
born at full term if they need extra care. A lower 
percentage of term babies needing neonatal care 
generally suggests better outcomes for healthy 
newborns.

ATAIN analysis covering England (2017–21) found:

• A 19% reduction in neonatal care stays
for term babies involving at least one day
in a neonatal unit.

• In the year to June 2025, 90% of neonatal units
admitted fewer than 6% of term babies within
28 days of birth, compared with 92% for the
previous year to June 202444. This suggests that
these babies had a slightly better outcome.

	
	
	
	

	  
	  
	
	  

Hypoxic ischaemic encephalopathy (HIE)

In 2021 (England) the rate of HIE cases was 4.18 
per 1,000 live births – 11% lower than the 2014 
peak (4.68), a statistically significant improvement. 
The rate in 2012 was 4.25, and reached its minimum 
of 4.16 in 202045. 

Maternal death rates

• In 2022–24 (UK), 252 women died from direct
or indirect causes during or soon after pregnancy,
among 1,969,321 maternities (women having
babies, including stillbirths), meaning that the
rate of maternal death for this period was 12.80
per 100,000 maternities. This is not statistically
significantly different when compared with the
maternal death rate in 2021–23 (12.82 deaths
per 100,000 maternities)46.

• The two previous UK rates, reported at three-year
intervals, were 10.9 for 2018–20 and 9.16 for
2015–1747.

• The mortality rate for women who died during
or soon after pregnancy between 2022 and
2024 was 20% higher than the maternal death
rate between 2009 and 2011, when the UK
government set an ambition to halve the rate
of maternal deaths in England by 202548.

MNSI referral data

Safety Action 10 is a key driver of reporting of 
qualifying cases to MNSI, with external verification 
through cross-checking against the National 
Neonatal Research Database. During 2024/25, MNSI 
received a total of 887 referrals, of which 744 met 
MNSI criteria and 143 did not. Of the 744 that met 
the criteria, 618 progressed to investigation and 126 
did not. The latest MNSI Annual Report 2024/25 
demonstrates some positive trends in the numbers 
of potential severe brain injury, severe brain injury, 
early neonatal death and maternal death, with a 
very small increase in the numbers of intrapartum 
stillbirth between 2023/24 and 2024/25. 

40 State of the nation report | MBRRACE-UK
41 Government response to the House of Lords inquiry into preterm birth: reducing risks and improving lives
42 Safer Maternity Care
43 State of the Nation Based on births in NHS maternity services in England, Scotland and Wales during 2023
44	 ATAIN analysis, NHS England (unpublished).
45 Brain injury occurring during or soon after birth
46 Maternal death rates in the UK 20% higher in 2022–24 than 2009–11
47 Saving Lives, Improving Mothers’ Care
48 Maternal death rates in the UK 20% higher in 2022–24 than 2009–11

https://timms.le.ac.uk/mbrrace-uk-perinatal-mortality/surveillance/
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/662969/Safer_maternity_care_-_progress_and_next_steps.pdf
https://maternityaudit.org.uk/FilesUploaded/Ref%20545%20SON%202023%20data_VF.pdf
https://www.imperial.ac.uk/media/imperial-college/research-centres-and-groups/neonatal-medicine-research-group/2021-Brain-injury-NATIONAL-DATA-FINAL-100924.pdf
https://www.ndph.ox.ac.uk/news/maternal-death-rates-in-the-uk-20-higher-in-2022-24-than-2009-11
https://www.npeu.ox.ac.uk/assets/downloads/mbrrace-uk/reports/maternal-report-2024/MBRRACE-UK%20Maternal%20MAIN%20Report%202024%20V2.0%20ONLINE.pdf
https://www.ndph.ox.ac.uk/news/maternal-death-rates-in-the-uk-20-higher-in-2022-24-than-2009-11
https://timms.le.ac.uk/mbrrace-uk-perinatal-mortality/surveillance/
https://timms.le.ac.uk/mbrrace-uk-perinatal-mortality/surveillance/
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This data is particularly relevant to NHSR as it relates to the cohort of cases that would be considered for 
entry into our Early Notification Scheme. However, we recognise that the data is limited to MNSI referrals 
and needs to be triangulated with other sources to provide a more complete picture.

Figure 18: All referrals to MNSI which met referral criteria (noting ‘severe brain injury’ line is a 
subset of the ‘potential severe brain injury’)
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Collectively, the data presented in this section 
suggests there has been a backdrop of improvement 
in some areas, though not all. Despite cross-
system efforts, improvements in maternal death, 
preterm birth and HIE rates have not mirrored the 
improvements seen in perinatal mortality rates38. 
Persistent inequalities in maternal and perinatal 
outcomes by ethnicity and socioeconomic status 
remain a major concern.

Through Safety Actions 1, 3, 6 and 10, MIS 
incentivised implementation of key national initiatives 
aimed at reducing perinatal mortality and morbidity. 
The above trends and findings demonstrate MIS’s 
contribution in supporting implementation of new 
and emerging safety initiatives, as well as identifying 
possible areas of future focus, particularly around 
reducing maternal mortality and preterm birth rates 
and tackling health inequalities.

Workforce data

A well-staffed workforce is fundamental to delivering 
safe, high-quality maternity and neonatal care. 
Retaining skilled and experienced professionals is 
essential to rebuilding confidence in services and 
ensuring a sustainable workforce for the future. 
Creating positive safety cultures is a crucial part of 
this effort. In maternity and neonatal services, a 
positive culture not only enhances the experience 
of care for women and babies but also makes the 
workplace more rewarding for staff. MIS supports 
cross-system efforts to improve recruitment and 
retention, and to support culture improvement 
across maternity and neonatal services, and the 
following section reviews national workforce trends 
and considers where MIS might have contributed 
to this picture.

	

	
	
	

Midwifery workforce

Most midwifery roles have increased in number 
over the past three years as reported to NHSE 
in their NHS Workforce Statistics – October 2025 
(HCHS staff by National Workforce Data Set Staff 
Group and Job Role – full time equivalent; see table 
3). We recognise that this data does not reflect other 
important professionals working in multi-disciplinary 
teams delivering maternity and neonatal services, 
such as specialist neonatal nurses, sonography staff 
and other allied healthcare professionals.

While the numbers may appear to have a promising 
trend, the data does not provide information 
about the lived experience in maternity units, such 
as vacancy and retention rates, or the availability 
of a balanced skill mix on any given shift.

Table 3: The number of key midwifery-related job roles for staff in NHS trusts and other core 
organisations in England (reported as full time equivalent)49

Job role Oct 2023 Oct 2024 Oct 2025

Midwife 21,305 22,395 23,162

Midwife – advanced practitioner 51 67 58

Midwife – consultant 108 114 130

Midwife – manager 1,091 1,143 1,171

Midwife – specialist practitioner 1,409 1,528 1,568

Maternity support worker 1,388 2,161 2,679

Student midwife 305 400 427

Staff experience

Across the wider nursing and midwifery workforce, 
midwives continue to report poorer experiences 
compared to other professional groups, particularly 
regarding recognition and feeling valued by their 
organisations. The Nursing & Midwifery Council 
(NMC) coverage50 of annual registration data51 
concluded that one in four leavers said that one 
of their reasons for leaving was because of burnout 
and exhaustion; this was particularly relevant to 
21–30-year-olds, those more likely to be at the 
beginning of their career.

There are more encouraging trends in medical 
trainee surveys52, with increasing numbers of 
obstetrics and gynaecology specialty trainees 
reporting a supportive working environment, quality 
out-of-hours supervision and effective handovers 
ensuring continuity of care between shifts. This 
picture suggests there has been improvement in 
some areas of the midwifery workforce staffing 
numbers (as described in the section above) and 
medical trainee experience, but there remains 
variation in experience across staff groups.

49 NHS Hospital & Community Health Services (HCHS) monthly workforce statistics – Staff in NHS trusts and other core organisations: Workforce, 
Training and Education – Data and Analytics, NHS England (8 January 2026).

50 Latest NMC report reveals concerning snapshot of why midwives are leaving the register
51 Professionals who left the NMC register in 2024/2025 – NMC (PowerPoint)
52 National training surveys – GMC

https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Ffiles.digital.nhs.uk%2FFA%2FEB3865%2FNHS%2520HCHS%2520Workforce%2520Statistics%252C%2520Trusts%2520and%2520core%2520organisations%2520-%2520data%2520tables%252C%2520October%25202025.xlsx&wdOrigin=BROWSELINK
https://rcm.org.uk/blog/2025/06/latest-nmc-report-reveals-concerning-snapshot-of-why-midwives-are-leaving-the-register/
https://www.nmc.org.uk/globalassets/sitedocuments/data-reports/march-2025/professionals-who-left-the-nmc-register-in-2024-2025.pdf
https://www.gmc-uk.org/education/how-we-quality-assure-education-and-training/evidence-data-and-intelligence/national-training-surveys
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Through several safety actions, MIS incentivises 
effective systems and Board oversight for multi-
professional workforce planning and training, 
and promotes local efforts to support culture 
improvement. The above trends and findings 
demonstrate MIS’s contribution in supporting 
staffing, training and culture improvement, 
and highlights the need for continued focus on 
these important areas as the foundation to high-
quality maternity and neonatal services.

Relationship with MIS safety action 
compliance outcome data

In the previous section we looked at MIS’s 
contribution to improving national maternity and 
neonatal safety. Here we look at possible correlations 
with MIS overall compliance and specific safety 
action compliance with relevant outcome measures.

As highlighted in the variability in compliance 
section, only Safety Actions 3, 5, 6, 8 and 9 exhibited 
sufficient variation in the range of compliance 
across the six-year period to make further statistical 
quantitative analysis robust at individual safety action 
level. Of these, only Safety Actions 5, 6 and 8 had 
relevant outcome-related national datasets available 
for analysis. Review of these is covered in the 
following section.

‘High turnover among midwives disrupts team 
continuity, erodes institutional knowledge, and 
places additional pressure on remaining staff.’

THIS Institute

Safety Action 5 compliance 
and workforce data 

Workforce stability and staff wellbeing are widely 
recognised as being crucial for safe maternity care53. 
Safety Action 5 requires NHS trusts to demonstrate 
effective midwifery workforce planning and staffing.

	

THIS Institute undertook an analysis which aimed to:

1. 	�describe national patterns in midwifery
workforce stability;

2. 	�assess whether the start of MIS in 2018 affected
this indicator nationally; and

3. 	�evaluate if Safety Action 5 compliant trusts had
better a workforce outcome (as assessed by this
key indicator) than non-compliant trusts.

Data from NHS trusts (2010/11–2023/24) for 
stability were analysed54 using the main indicator of 
workforce stability (the percentage of midwives 
staying in the same organisation over 12 months).

Trusts compliant with Safety Action 5 
had slightly higher workforce stability, 
suggesting that compliance may be associated 
with improved staff retention

Workforce stability

Nationally, midwife workforce stability remained 
relatively consistent, with median stability rising 
slightly from 2014/15 to 2020/21, then stabilising 
in 2023/24. The introduction of MIS was not 
associated with a significant change to midwifery 
workforce stability at national level. However, trust 
compliance with Safety Action 5 was associated 
with slightly higher55 workforce stability, suggesting 
that adherence to Safety Action 5 may improve 
staff retention. We recognise, though, that services 
are delivered with multi-disciplinary teams and 
other members of the workforce, from allied health 
professionals to neonatal nurses, play a vital role in 
delivering care.

Staff sickness absence rate

Elevated sickness absence rate can signal underlying 
problems with working conditions, workload or 
morale, and has been linked in the broader literature 
to poorer safety outcomes and reduced quality 
of care.

53 Royal College of Midwives warns slowdown in midwifery workforce growth risks increasing pressure on maternity services (RCM, Dec 2025)
54	 Mixed-effects Beta regression was used to analyse associations, accounting for trust-level differences.
55	 Safety Action 5 compliant trusts had an increase of 0.53 percentage points at the median workforce stability level.

Sickness absence rates across NHS trusts in England 
are routinely published56. The reporting format 
has evolved over time, with a breakdown of 
staff group, organisation and reason for absence 
now readily available. However, this level of data 
was not available for the timeline spanning pre/
post the introduction of MIS, therefore it was not 
possible to explore any association with Safety 
Action 5 compliance in the same way as with 
the stability index.

Figure 19 shows the difference in median annual 
sickness absence rates between ‘all staff groups’ 
and ‘midwives’ between 2017 and 2024. Midwifery 
absence can be seen to follow the same trend as 
‘all staff’ absence but at a consistently higher rate 
(~0.75%). For both ‘all staff’ and ‘midwife’ sickness 
absence the annual median rate increased by 1% 
between 2017 and 2024. This consistently higher 
sickness absence rate among midwives compared to 
the all-staff group may reflect the distinct challenges 
and pressures faced by this profession.

Figure 19: Annual median sickness absence rate
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(Source: NHS Sickness Absence Rates – NHS England Digital)

Overall, MIS and compliance with Safety Action 5 may support workforce stability. Monitoring these 
indicators remains important for workforce planning and maintaining safe maternity care.

56 NHS Sickness Absence Rates

https://digital.nhs.uk/data-and-information/publications/statistical/nhs-sickness-absence-rates
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-sickness-absence-rates
https://rcm.org.uk/media-releases/2025/12/royal-college-of-midwives-warns-slowdown-in-midwifery-workforce-growth-risks-increasing-pressure-on-maternity-services/
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MIS overall and Safety Action 6 
compliance and perinatal mortality rates

NHSR analysed stabilised57 stillbirth and neonatal 
death rates using MBRRACE-UK outcome data 
alongside MIS overall compliance and Safety Action 
6 compliance data. The analysis identified a very 
weak (negative) correlation between stillbirth rate 
and overall MIS compliance and a weak association 
between stabilised stillbirth rate and compliance 
with Safety Action 6. This means that full MIS 
compliance and Safety Action 6 compliance has 
a weak association with a reduction of stillbirths. 
This is not statistically significant given the limited 
variation in MIS compliance across organisations. 
There was no notable correlation between stabilised 
neonatal death rate and overall MIS compliance in a 
given year. 

There is a weak association with MIS 
compliance and a reduction of stillbirths, 
although this is not statistically significant

Safety Action 8 compliance and available 
outcome data

Multi-professional training is incentivised through 
Safety Action 8, with a requirement to undertake 
training in maternal and neonatal emergencies, 
including training in the risk assessment and 
management of shoulder dystocia, which has 
been found to reduce incidence of brachial plexus 
injuries (BPI).

Case story: Safety Action 8 – 
North Bristol NHS Trust

North Bristol NHS Trust demonstrated a 100% 
reduction in BPI following the introduction 
of maternity emergency training for shoulder 
dystocia. This training is incentivised through 
Safety Action 8 and may be indicative of the 
impact MIS has had (noting the difficulty 
of establishing causality). There are several 
publications (single site observational studies) 
examining the impact of multi-professional 
training on BPI from sites in the USA, Germany, 
Spain and the UK, all reporting similar findings 
of a reduction in BPI after introduction of 
multi-professional training. These highlight 
the potential for training to reduce BPI and 
associated claims.

There is no national training dataset suitable for 
quantitative analysis and no national BPI incident 
data currently exists. BPI claims data are held by 
NHSR and were considered as part of this analysis. 

There were 104 claims for BPI incidents occurring 
between 2010/11 and 2023/24. An initial review of 
the data preceding 2018/19 demonstrated that there 
was an average delay of approximately 4.7 years 
from an incident to a notification of a claim being 
received by NHSR. This implies that data for incident 
years after around 2020/21 would be incomplete, 
and data for incident years from 2021/22 onward 
would include substantial under-reporting (missing 
incurred but not reported or IBNR claims). 

When considering the BPI dataset alongside 
MIS compliance data, the only MIS ‘years’ with 
reasonably complete BPI data would be 2018/19 
to 2020/21, with perhaps partial completeness in 
2021/22. This amounts to only around 16 claims 
in total, which were unlikely to enable robust 
analysis. THIS Institute reviewed the available data 
and confirmed that further analysis would not be 
possible with any confidence. Given this finding, 
we were unable to assess whether compliance with 
Safety Action 8 leads to a measurable reduction in 
BPI claims, either nationally or at trust level.

57	 To compare organisations more fairly, mortality rates are stabilised. Where there is only a small number of births in an organisation it is difficult 
in any one year to be sure that any extreme value seen for the crude mortality rate is real and not just a chance finding. A stabilised rate allows 
for the effects of chance variation due to small numbers.

Relationship between MIS compliance 
and other national safety programmes

Here we explore if there is a link between MIS 
and other national safety programmes or initiatives, 
recognising the importance of collaborating to make 
the greatest impact.

The Maternity Safety Support Programme

The Maternity Safety Support Programme (MSSP) 
is a national support programme provided by NHSE 
to maternity services where significant concerns have 
been identified regarding the safety and quality of 
services, and from October 2025 renamed as the 
Maternity Neonatal Improvement Support Team. 
MSSP was launched in September 2017. The data 
discussed as follows covers MIS results for years one 
to five and looks at data from 120 organisations.

In years one to five of MIS, approximately 28% 
of MIS members were enrolled onto MSSP. This is a 
small subset from a dataset with low variation (MIS 
results years one to five). 

Table 4 shows the year-on-year trend in MIS results 
for members who were enrolled in MSSP during MIS 
years one to five, showing if their MIS compliance 
was improving, worsening or neutral before and 
after MSSP enrolment.

There appears to be some association between 
participation in MSSP and an improving trend in MIS 
compliance. These results require caution but are 
suggestive of an interaction between incentivisation 
and safety programmes which have shared aims of 
contributing to the wider system of maternity safety.

Table 4: Trend for MIS compliance before and 
after MSSP start

Trend (%)* Positive Neutral Negative

Pre-MSSP start 18.0 28.0 54.5

Post-MSSP start 66.7 18.5 14.8

*each row does not equal 100% due to rounding

CQC-focused maternity inspection

CQC is the independent regulator of health 
and adult social care in England, and undertook 
a national review of maternity services in England 
between 2022 and 2024. This meant all MIS 
members underwent a CQC inspection, with a 
rating of ‘inadequate’, ‘requires improvement’, 
‘good’ or ‘outstanding’ being given. 

This focused activity led to greater interactions 
between the CQC maternity inspection programme 
and MIS, most notably with CQC reports often being 
the main trigger for MIS reverifications, underscoring 
the important connection between these two 
safety initiatives.

The following figure shows the average MIS 
compliance for years one to five alongside each 
of the four possible CQC ratings.

https://www.england.nhs.uk/mat-transformation/maternity-safety-support-programme/
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Figure 20: CQC inspection outcome by MIS average compliance rate
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This highlights that trusts achieving better ratings 
from CQC reports also on average achieve better 
MIS compliance, suggesting that these two different 
measures of maternity and neonatal safety are 
relatively well aligned despite drawing on different 
frameworks and criteria.

The limitations of these data are that MIS 
compliance scores are scored annually for each 
member, whereas CQC inspections occur less 
frequently and at different times for each member 
and, as explored in the previous section, there is 
an established directional relationship (CQC rating 
can trigger review and potentially a downgrade 
of MIS compliance).

This association is a useful triangulation between 
MIS and other markers of unit function. 

Impact of safety actions compliance 
on maternity claims

NHSR explored whether there was an association 
between maternity claim rates and safety action 
compliance. To account for differences in trust 
sizes, the analysis used the number of maternity 
claims received per 10,000 births. The data selected 

was adjusted to reflect the typical delay between 
an incident and a resulting claim, and ‘obstetric’ 
maternity claims from the CNST with creation 
dates from 2018/19 to 2021/22 were compared 
against MIS compliance data from the comparative 
time period (representing years one to four of 
the scheme).

For most safety actions, the correlation with claim 
rates was very low. There was a slightly stronger 
association between Safety Actions 4 and 9 and a 
lower number of claims. However, given the weak 
strength of the association and the findings from 
THIS Institute highlighting overall low levels of data 
variation, we cannot confidently draw an association 
between claims rates and MIS compliance based on 
the current data. It is also reasonable to consider 
that trusts complying with MIS may also be engaging 
in other initiatives to improve safety, which could 
independently contribute to reduced harm and 
fewer claims. 

Figure 21: Mean maternity claims per 10,000 births by compliance across all safety actions
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(Source: NHSR – November 2025)

Communications reach

NHSR website – website statistics 

The MIS webpage has ranked among the top five 
landing pages for NHSR, holding the fifth position 
from the webpage’s publication in February 2020 
through to 12 November 2025. Over the past five 
years, the page has 61,418 sessions58, with 29,826 
of those from new users interacting for the first 
time. Across all NHSR website pages, the MIS page 
ranks third overall, attracting 92,775 total views59.

NHS Futures

From January to December 2025 there were 
over 3,000 views of the NHS Futures MIS homepage, 
with rising average monthly views demonstrating 
a growing use of the workspace as the primary 
channel for accessing MIS resources.

The workspace currently has 853 active members, 
with interactions ranging from accessing individual 
safety action forums to post or review queries, 
and using resources provided by the MIS team, 
to exploring tools and templates shared by other 
trusts; this demonstrates the collaborative nature 
of the platform and its effectiveness in facilitating 
knowledge exchange and supporting best practice 
across maternity services.

The most downloaded items (accessing 
recordings and presentations from the year seven 
launch and the year six national results) reflect a 
strong focus on understanding the scheme as a 
whole, as well as practical tools and materials to 
support good governance (such as Claims Scorecard 
triangulation and the Midwifery and Maternity 
Staffing Report template). Uptake of targeted 
guidance demonstrates the interest in timely, 
issue-specific support.

58	 Sessions – this is when users have actively engaged with the page. 
59	 Views – this is the amount of time the page was downloaded on a computer/device. 
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Integrated findings

Quantitative and qualitative data were collected 
in parallel, analysed separately (as described 
above), and then considered in the round 
during interpretation to identify convergence, 
complementarity and divergence between 
the findings.

Convergence

There was strong alignment between qualitative and 
quantitative findings concerning the scheme’s role in 
improving compliance and prioritisation of maternity 
and neonatal safety:

• Raising the profile of maternity and neonatal
safety: Stakeholders described MIS as a ‘fantastic
lever’ for Board engagement. Quantitative
data supports this, showing compliance rising
from 53% in year one to 85% in year six, with
reverification encouraging improvements in
governance and Board oversight.

• Clarity and focus: Both data and interviews
highlight MIS’s value in consolidating multiple
requirements into 10 safety actions, reducing
fragmentation and providing clear priorities.

• Embedding safety practices: Uptake of
SBLCB interventions and PMRT compliance
(99% initiation in England versus lower rates
in devolved nations) illustrates MIS’s influence
in operationalising national safety standards.

Qualitative research undertaken by THIS Institute 
strongly aligned with the previous interim evaluation 
of MIS published in April 2020 and an NHSR-
led stakeholder engagement exercise conducted 
towards the end of 2024. All three strands 
of research highlighted that stakeholders 
perceived MIS as being a key lever for driving: 
consistent approaches to safety culture; Board 
engagement in maternity and neonatal safety 
issues; and encouraging multi-disciplinary 
working.

The NHSR stakeholder research in 2024 and 
THIS Institute analysis conducted as part of 
this evaluation both identified the potential 
benefit of clarifying the purpose of MIS and 
a view that the number of safety actions and 
associated resource required for reporting could 
be streamlined. The topic of whether funding 
which is returned to compliant trusts (with the 
additional incentive element) could be ring-fenced 
for maternity services came up in both areas of 
research, despite this being outside of NHSR’s 
authority, suggesting that improved communication 
is needed in this area. 

Stakeholder feedback which indicated increased 
complexity and demand from sub-actions over 
time was supported by quantitative analysis on 
the number of sub-actions. It was noted that 
the feedback received through the stakeholder 
exercise in 2024 prompted changes to the scheme 
for year six, which was picked up and reflected in 
the improving experience of participants captured 
by THIS Institute’s qualitative research.

Complementarity

There were consistent challenges using 
national datasets to explore safety action impact, 
even though there was an ambition among 
stakeholders to move from measuring compliance 
to measuring impact.

Qualitative insights add depth to quantitative 
trends, explaining why improvements occurred 
and identifying potential enabling factors:

• Cultural and governance shifts: Feedback
from interviews suggest MIS supported the
professionalisation of safety management and
gave maternity and neonatal services leverage to
secure resources. Quantitative analysis supports
this, showing trusts that achieve full compliance
are approximately 50 times more likely to sustain
it. When trusts develop effective governance
structures and approaches to safety, compliance
is more likely to be sustained over time.

• Workforce and training impacts: While national
workforce data shows modest improvements in
some areas (for example midwifery vacancies have
halved since 2022), qualitative feedback links MIS
safety actions to better workforce planning and
multi-professional training. Case stories (such as
Bristol NHS Trust’s reduction in brachial plexus
injuries after training incentivised by Safety Action
8) illustrate potential impact beyond the overall
trends national datasets can capture.

• System synergy: Stakeholders noted some areas
where MIS complements other programmes,
including MSSP and CQC inspections. Quantitative
analysis demonstrated that trusts with better
CQC ratings also tended to achieve higher MIS
compliance, and there was an association between
worsening MIS compliance before starting MSSP
and improving compliance afterward, indicating
potential interactions between incentivisation
and safety programmes with shared aims.

Divergence

Areas where the evidence appeared to diverge 
or highlighted areas to consider for MIS’s future 
direction included:

• Link to outcomes: Limited variation in
compliance and confounding system-wide
changes made attributing any specific changes in
clinical outcome to MIS challenging. There was
some weak association (although not found to be
statistically significant) between MIS compliance
and reduction in stillbirth but no correlation with
neonatal death rate.

• Assurance and oversight: Some stakeholders
questioned whether MIS focused attention on
the right actions, and queried the validity of
submissions. However, quantitative data on
reverification indicated that submissions had
become more robust over time, and external
verification of safety action returns was now
more likely to upgrade rather than downgrade
reported compliance.

• Purpose and scope: Stakeholders expressed
mixed views on whether MIS should remain
focused on preventing rare but severe harm
(intrapartum brain injury/cerebral palsy) or
broaden to address wider maternity and neonatal
safety. It is important to note that the two
cannot be separated, as general improvements in
maternity and neonatal safety will contribute to
improvements in cases of rare and severe harm.

• Unintended consequences: Qualitative data
highlighted administrative burden, stress and
opportunity costs from the all-or-nothing model
(in which trusts are only compliant if all 10
actions are achieved); these issues are not visible
in quantitative metrics. While simplification of
sub-actions in year six had mitigated some risks,
concerns were found to persist about balancing
compliance with process with more outcome-
focused measures.

https://resolution.nhs.uk/wp-content/uploads/2020/04/Maternity-Incentive-Scheme-evaluation-report.pdf
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Discussion and conclusion

The evaluation of the MIS highlights its important 
role in shaping maternity and neonatal safety 
practices across England, while reflecting that 
evaluating the impact of MIS over time remains 
complex. The maternity and neonatal safety 
landscape is complicated, making it difficult to 
attribute sector-wide improvements to any single 
initiative. Year-on-year comparisons are further 
challenged by evolving MIS safety actions, variation 
in the duration of the MIS ‘year’ and external 
pressures such as the Covid-19 pandemic.

NHSR and MIS contribute to a system-wide effort 
to enhance perinatal safety. At a national level, there 
are some encouraging signs of progress: workforce 
numbers are increasing, and in 2023, extended 
perinatal mortality continued to decline – driven 
mainly by a reduction in stillbirths. Since 2013, 
stillbirths have decreased by 35.2% and neonatal 
deaths by 25.2%. However, maternal mortality 
and HIE rates have not shown similar improvement, 
and unacceptable inequalities remain across ethnic 
and socioeconomic groups. In addition, there is 
ongoing variation in the experiences of both staff 
and service users, with challenges around culture 
and leadership frequently reported. Sustaining 
progress in maternal and neonatal safety will require 
continued investment, focus and collaboration – 
there is always more we can do.

Both qualitative and quantitative findings converged 
on several key points:

1. Impact on governance and prioritisation
MIS has been effective in elevating Board-
level attention to perinatal safety. The
financial incentive acted as a strong lever for
organisational engagement, enabling maternity
and neonatal teams to secure resources and
prioritise safety actions that might otherwise
have been overlooked. This aligns with broader
system ambitions to embed safety within
effective governance structures.

2. Clarity and standardisation
By consolidating multiple requirements into
10 core safety actions, MIS provided clarity in
a landscape often characterised by competing
recommendations. This simplification helped
trusts focus efforts, reducing duplication and
confusion.

3. Compliance trends and cultural shifts
Compliance improved markedly over time,
rising from 53% in year one to 84% in year six.
Analysis found that once trusts achieved full
compliance, they were highly likely to sustain it,
most likely reflecting strengthened governance
and cultural shifts towards safety.

4. Challenges in measuring impact
on outcomes
Despite improvements in compliance and
uptake of best practice initiatives, direct
attribution of improved clinical outcomes
to MIS remained complex and elusive.
Weak correlations were observed between
MIS compliance and reductions in stillbirth
and neonatal death rates, but these were not
statistically significant due to limited variability
and confounding system-wide changes.
This underscores the difficulty of linking
process compliance to outcome measures
in complex healthcare systems.

5. Unintended consequences
and administrative burden
Qualitative feedback revealed concerns about
the administrative burden and potential stress
associated with the all-or-nothing compliance
model. While simplification in year six mitigated
some risks, future iterations must balance
assurance with minimising reporting demands.

6. System synergy and complementarity
MIS complements other national programmes
such as the Saving Babies’ Lives Care Bundle
and the Maternity Safety Support Programme.
Trusts with higher MIS compliance often
achieved better CQC ratings, suggesting
alignment between different initiatives.

7. Equity and support mechanisms
Discretionary funding played a critical role in
supporting non-compliant trusts, with evidence
indicating improved compliance in subsequent
years. The MIS team have developed a suite
of resources to support trusts, and will be
developing this further as part of a refreshed
scheme design.

Conclusion
MIS has been found to have some key strengths 
as a mechanism for incentivising and embedding 
maternity and neonatal safety practices. It has raised 
the profile of safety at Board level, streamlined 
priorities and supported cultural and governance 
improvements across trusts. While data limitations 
have made establishing direct causality between 
MIS compliance and improved clinical outcomes 
challenging, overall the scheme appears to have 
contributed effectively to system-wide efforts to 
enhance perinatal safety and quality.

Future development in MIS will focus on:

• Streamlining safety actions to reduce
administrative burden while maintaining
robust assurance.

• Clarifying scheme purpose and scope,
ensuring alignment with national priorities
and emerging evidence.

• Exploring outcome-focused measures
alongside process compliance, recognising
the challenges of attribution.

• Enhancing synergy with other safety
programmes and regulatory frameworks
to minimise duplication.

• Maintaining equity through continued support
for trusts facing greater challenges.

MIS year eight will serve as a transitional phase, 
piloting innovative assurance approaches and 
introducing a non-financial ‘pilot standard’ to signal 
best practice developments. Continued evolution, 
informed by stakeholder and user feedback and 
national priorities, is essential to sustain progress 
and address persistent challenges, including health 
inequalities and workforce pressures. Ultimately, MIS 
remains a valuable lever for driving improvements in 
maternity and neonatal safety. Its future success will 
require adaptability, collaboration and an enhanced 
focus on impact.



NHS Resolution� Maternity Incentive Scheme evaluation62 63Maternity Incentive Scheme evaluation� Appendices (data tables and methodologies)

Next steps

Maternity and neonatal healthcare remains a 
key government priority due to ongoing concerns 
around preventable harm, inconsistent standards 
of care and disparities in outcomes among different 
sections of the population. In June 2025, the SoS 
for Health and Social Care announced a rapid 
National Maternity and Neonatal Investigation of 
14 NHS trusts (now 12). The findings will inform a 
new National Maternity and Neonatal Action Plan, 
expected in 2026, overseen by the Taskforce and  
co-produced with bereaved families.

This national work reinforces the importance of 
hearing the voices of those who use our services 
– a principle that continues to shape MIS as it
evolves to support wider system priorities. NHSR will
continue to work closely with the DHSC and CAG to
ensure that MIS remains responsive to the emerging
commitments arising from this investigation and the
future Taskforce outputs.

Alongside this, Fit for the future: The 10 Year 
Health Plan for England, launched in July 2025, 
will influence MIS operations in the medium term, 
particularly through structural reforms such as the 
merger of NHSE and DHSC and changes to the 
NHS operating model.

NHSR have considered these findings to respond 
and evolve MIS year eight, treating it as a transitional 
year – a bridge between the current framework 
and future reform. Working with CAG, NHSR 
has refocused and streamlined MIS to align with 
government priorities, prepare for Taskforce 
outcomes and embed continuous improvement. 
Governance processes have been clarified to enable 
transparent and consistent decision-making for 
future revisions.

Year eight introduces a reduced and focused set 
of safety actions – six core actions – developed 
through collaborative workstreams with clinical 
experts, service users and national and professional 
bodies. Each action is underpinned by a core 
set of principles, and is designed to be specific, 
measurable, deliverable and proportionate, 
promoting learning and outcomes rather than 
compliance alone.

The new structure for year eight includes:

A. �Workforce and Capacity – sustainable
workforce planning across midwifery, obstetrics,
anaesthesia and neonatology.

B. �Training – ensuring multi-professional,
competency-based training and simulation.

C. �Learning from reviews and investigations
– using PMRT, EN and MNSI findings to drive
improvement and transparency.

D. �Service User Voice and Equity – embedding
co-production, inclusion and equity within
improvement and assurance processes.

E. �Care Bundles – a more flexible and targeted
approach allowing for local prioritisation of
Saving Babies’ Lives (SBLv3.2) and new Maternal
Care Bundle priorities.

F. �Board oversight, governance, culture
and leadership – strengthening organisational
accountability and effective use of governance
structures.

These refinements aim to reduce the reporting 
burden on trusts, increase alignment with national 
priorities and build a more outcomes-focused and 
equitable approach to maternity and neonatal safety. 
For full details on year eight of MIS, please refer to 
the guidance and supporting documentation. 

Looking ahead
The next phase of MIS development will align 
with the findings and national recommendations 
from the National Maternity and Neonatal 
Investigation and Taskforce. Future years will build 
on the transitional changes introduced in year 
eight, with a continued emphasis on outcomes, 
co-production and integration with broader system 
reforms. This next phase will consolidate MIS’s 
role as both a driver of safety improvement and 
a mechanism for shared accountability across the 
maternity and neonatal system.

Appendices (data tables 
and methodologies)
Appendix A
MIS 10 safety actions (NHSR website) 

Appendix B
THIS Institute quantitative report: Exploratory analysis 
of the Maternity Incentive Scheme data

Appendix C
THIS Institute qualitative report: Evaluation of NHS 
Resolution’s Maternity Incentive Scheme 

Appendix D
Financial data for trusts 
MIS-years one to six finance data by Trust 
(NHSR website)

https://resolution.nhs.uk/services/claims-management/clinical-schemes/clinical-negligence-scheme-for-trusts/maternity-incentive-scheme/
https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fresolution.nhs.uk%2Fwp-content%2Fuploads%2F2025%2F08%2FMIS-Y1-6-Finance-data-by-Trust-01-08-2025.xlsx&wdOrigin=BROWSELINK
https://www.gov.uk/government/news/14-nhs-trusts-the-focus-of-national-maternity-investigation
https://assets.publishing.service.gov.uk/media/6888a0b1a11f859994409147/fit-for-the-future-10-year-health-plan-for-england.pdf
http://resolution.nhs.uk/wp-content/uploads/2026/03/THIS-Institute-MIS-Quantitative-Report.pdf
http://resolution.nhs.uk/wp-content/uploads/2026/03/THIS-Institute-MIS-Qualitative-Report.pdf
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Appendix E: Supporting data and analytical background

Board declaration form complexity

For MIS ‘years’ one and two the Board declaration forms required a yes/no answer to each safety action; 
from year three this was changed to include individual questions to demonstrate compliance with the 
individual sub-actions. In addition, some questions are broken down to simplify checks for compliance (for 
example: have you reported to trust Board? and then a separate question for reporting to Local Maternity 
and Neonatal Systems).

Table 5: The number of Board declaration sub-actions for each MIS year

Safety 
Action

MIS year 1 MIS year 2 MIS year 3 MIS year 4 MIS year 5 MIS year 6 

1 1 1 8 11 12 6

2 1 1 2 13 6 2

3 1 1 6 20 8 4

4 1 1 6 12 21 16

5 1 1 10 8 7 7

6 1 1 35 33 4 6

7 1 1 5 7 8 7

8 1 1 16 18 28 19

9 1 1 17 25 12 9

10 1 1 4 8 8 8

Total 10 10 109 155 114 84

Table 6: Contribution range for each MIS year

MIS year Min (£) Max (£)
Median 

(£)

1 12,107 1,869,807 503,037

2 11,302 1,881,478 491,264

3 97,359 2,565,747 679,500

4 137,282 3,000,223 703,479

5 154,141 3,287,141 847,780

6 139,144 3,859,484 807,810

All years 11,302 3,859,484 691,490

Outcome by contribution

Member contribution to MIS is calculated as a 10% uplift of their maternity contribution. The latter is 
external to MIS and calculated based on the member’s claims exposure and experience. Over six years 
of MIS there are 743 entries (one entry is the contribution made by one member in a MIS year and the 
outcome – Compliant/Not compliant). 510 entries were compliant and 233 not compliant. Figure 22 
following shows that most members’ annual contributions ranged from £100k to £1.5 million with 
some very high and low value outlier contributions. No clear relationship between contribution size 
and outcome is seen.

Figure 22: Member contribution to MIS (years one to six combined) and MIS outcome
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Member contribution was assessed using a Point Biserial Correlation analysis. The correlation coefficient 
was 0.042 and the P-value was 0.255. There is a very weak positive relationship between the amount 
contributed. Higher contributions did not appear to be associated with a higher likelihood of compliance, 
the relationship between the amount contributed to MIS and whether the outcome is a pass or fail. In other 
words, higher contributions do not appear to be associated with higher levels of compliance.

Figure 23: Pre- and post-external verification compliance
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Figure 24: Up/downgraded trust compliance following external verification for years three to six
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The change in mean compliance following external verification is 0.1 for years three to six with the 
standard deviation for this change decreasing from 0.71 to 0.33 in the same period. This suggests that 
external verification is having minimal impact on overall compliance from year four onwards. However, 
caution is required in the interpretation of these data, as full MIS compliance is binary. Therefore, it is 
difficult to assess the practical impact of changes in mean compliance (e.g. from 9.1 to 9.2). Nevertheless, 
the decreasing margin between pre- and post-verification data suggests that trusts are increasingly more 
accurate in declaring their compliance, and the influence of external verification is decreasing. This trend 
indicates improved data integrity and self-assessment by trusts over time, reducing the necessity for external 
intervention to correct self-declarations.

Figure 25: Percentage compliance change post-external verification of Safety Actions 1, 2 and 10 
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Figure 26: Reverifications resulting in safety action compliance being up/downgraded
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Figure 27: Mean average compliance (out of 10) pre-external verification and post-external 
verification (MIS years three to six)
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Table 7: The number of changes after reverification and where a safety action is subsequently 
deemed non-compliant after initially declaring compliance 

Year 1 Year 2 Year 3 Year 4 Year 5 Year 6 Overall

Number of all changes after 
reverification

19 103 100 44 0 0 266

Number of changes where 
a safety action is declared as 
compliant, but later reverified 
as non-compliant

17 88 48 4 0 0 157

Number of downgrades

Number of upgrades 

Subsequent ‘success rate’ post-discretionary funding analysis

Chi-Squared independence test was performed to test if there was a significant relationship between the 
action plan outcome and whether it was funded or not. A p-value of 0.544 was achieved (p-value of 0.05 or 
lower is required to show significant relationship). There is no significant relationship between an action plan 
being funded and the outcome of the safety action the following year.
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Figure 28: Mean and median funding requests attributed to safety action
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While Safety Actions 8, 6 and 3 had the highest volume of requests, Safety Actions 2 and 5 had the highest 
median values. Noting that Safety Action 5 relates to midwifery workforce planning and there were almost 
30 requests.

Table 8: Compliance rate per safety action, averaged across all trusts and years

Safety 
Action

Average 
compliance 
rate

1
Are you using the National Perinatal Mortality Review Tool to review perinatal 
deaths to the required standard?

0.901

2
Are you submitting data to the Maternity Services Data Set (MSDS) to the 
required standard?

0.984

3

Can you demonstrate that you have transitional care services in place 
to minimise separation of mothers and their babies and to support the 
recommendations made in the Avoiding Term Admissions into Neonatal Units 
programme?

0.861

4
Can you demonstrate an effective system of clinical workforce planning to the 
required standard?

0.909

5
Can you demonstrate an effective system of midwifery workforce planning to 
the required standard?

0.888

6
Can you demonstrate that you are on track to compliance with all elements of 
the Saving Babies’ Lives Care Bundle Version Three?

0.850

Safety
Action

Average 
compliance 
rate

7
Listen to women, parents and families using maternity and neonatal services 
and co-produce services with users

0.972

8
Can you evidence three elements of local training plans and ‘in-house’, one-
day multi-professional training?

0.807

9
Can you demonstrate that there are robust processes in place to provide 
assurance to the Board on maternity and neonatal safety and quality issues?

0.865

10
Have you reported 100% of qualifying cases to Maternity and Newborn Safety 
Investigations (MNSI) programme and to NHS Resolution’s EN Scheme?

0.959

Table 9: Descriptive statistics for score distributions by year

Year Minimum 25th perc Mean Median 75th perc Max

1 4 9 9.09 10 10 10

2 2 10 8.98 10 10 10

3 1 8.25 8.95 10 10 10

4 2 8 8.48 10 10 10

5 2 10 9.20 10 10 10

6 4 9 9.46 10 10 10

Table 10: Number of trusts by region and annual volume

Region
Number 
of trusts 

(%)

Number 
of births 

per 
annum

Number 
of trusts 

(%)

East of England
13 

(10.8%)
Less than 

2,000
11 (9.2%)

London
18 

(15.0%)
2,001 to 

3,999
41 

(34.2%)

Midlands
21 

(17.5%)
More than 

4,000
68 

(56.7%)

North East and Yorkshire
21 

(17.5%)

North West
17 

(14.2%)

South East
17 

(14.2%)

South West
13 

(10.8%)

(Source: THIS Institute: Analysis of the Maternity Incentive Scheme data, Authors: M A Hussein Wahedally, 
Niels Peek, Version 1.1, 5 December 2025)



NHS Resolution� Maternity Incentive Scheme evaluation72 73Maternity Incentive Scheme evaluation� Appendices (data tables and methodologies)

Outcome by size

NHSR statistical analysis was used to identify if there was an association between trust size and overall 
MIS compliance using the ‘finance births values’ which have seven groupings based on number of births 
and wide birth bands which have three groups. The results of these tests show that for both member size 
definitions based on birth numbers – wide birth bands (three groups) and finance birth bands (seven groups) 
– the test results showed p-values of 0.157 and 0.308 respectively. These are both above the threshold
of 0.05, indicating there is no association between overall MIS compliance and member size when using
these definitions.

Table 11: Number of fully compliant trusts by birth band, doctor numbers and wide birth band

Fully compliant trusts 

Finance Birth Band (Yr 6) No. % No. %

Below 2,000 18 31% 41 69%

2,000–3,000 28 32% 60 68%

3,000–4,000 35 32% 73 68%

4,000–5,000 29 24% 90 76%

5,000–6,000 28 27% 76 73%

6,000–10,000 13 18% 58 82%

Over 10,000 5 42% 7 58%

Fully compliant trusts

Member size – by doctor numbers No Yes

Small 42 77

Medium 66 165

Large 48 163

Wide Birth Band (Yr 6)

Small (Less than 2,000) 18 41

Medium (2,001–3,999) 63 133

Large (4,000 or more) 75 231

Table 12: Correlation p-values for safety action compliance across years 

Year 1 Year 2 Year 3 Year 4 Year 5 Year 6

Year 1 n/a 0.6860 0.9807 0.0376 0.2973 0.0126

Year 2 0.6860 n/a 0.7338 0.0342 0.1664 0.0407

Year 3 0.9807 0.7338 n/a 0.0339 0.3692 0.0160

Year 4 0.0376 0.0342 0.0339 n/a <0.001 <0.001

Year 5 0.2973 0.1664 0.3692 <0.001 n/a 0.7415

Year 6 0.0126 0.0407 0.0160 <0.001 0.7415 n/a

(Source: THIS Institute: Analysis of the Maternity Incentive Scheme, 13 October 2025)

This table provides p-values from testing the correlation between safety action compliance in different years. 
The threshold for statistical significance was 0.0500/15=0.0033. Values below the threshold for statistical 
significance are shown in bold.

Figure 29: Distribution of safety action compliance by volume

(Source: THIS Institute: Analysis of the Maternity Incentive Scheme, 13 October 2025)

However, in this case Chi-Squared independence tests were performed in both cases to test if there was a 
significant relationship between full compliance and member size. P-values of 0.234 and 0.362 respectively 
were achieved (p-value of 0.05 or lower is required to show significant relationship). There is no significant 
relationship between trust size and MIS compliance.

Table 13: THIS Institute: Predictors of full compliance (model 1)

Safety 
Action

Odds Ratio
95% Confidence 
Interval

Interpretation

1 2.93 1.82 – 4.87
Trusts completing Safety Action 1 were almost three 
times more likely to achieve full compliance.

2 1.21 0.62 – 2.31
Minimal predictive effect due to very high baseline 
completion across trusts.

3 1.87 1.09 – 3.45
Completion increases odds of full compliance by 
about 90%.

4 2.64 1.53 – 4.57
Trusts completing Safety Action 4 had more than 
double the odds of full compliance.

5 2.42 1.38 – 4.23
Similar to Safety Action 4, workforce-related 
planning strongly predicts success.
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Safety 
Action

Odds Ratio
95% Confidence 
Interval

Interpretation

6 3.51 2.02 – 6.48
One of the strongest predictors with more than 
threefold higher odds of full compliance.

7 1.15 0.59 – 2.27
Safety Action 7 has a small predictive effect 
on completion.

8 2.76 1.58 – 4.99
Safety Action 8 increases odds of full compliance 
by around threefold.

9 3.12 1.80 – 5.39
Safety Action 9 is associated with more than tripled 
odds of completion.

10 1.34 0.74 – 2.57
Safety Action 10 has a small predictive effect 
on completion.

Comparison of stillbirth rate 
with compliance

NHSR used stabilised60 stillbirth rate from MBRRACE-
UK data and MIS compliance data for analysis. 
A Pearson correlation was calculated, and the result 
was –0.021, which indicates a very weak negative 
relationship between stillbirth rate and compliance. 
An Independent T-test resulted in a p-value of 
0.615 (p-value of 0.05 or lower is required to show 
significant relationship) indicating that there is no 
significant relationship between stillbirth rate and 
MIS compliance.

Comparison of neonatal death rate 
with compliance

NHSR used stabilised neonatal death rate from 
MBRRACE-UK data and MIS compliance data for 
analysis. A Pearson correlation was calculated, and 
the result was 0.043, which indicates a negligible 
relationship between neonatal death rate and 
compliance. An Independent T-test resulted in 

a p-value of 0.317 (p-value of 0.05 or lower is 
required to show significant relationship), indicating 
that there is no significant relationship between 
neonatal death rate and MIS compliance.

Analysis relating to the Maternity Safety 
Support Programme

There are 120 member organisations with MIS 
results for years one to five (incomplete scores 
occur when there are organisational changes). 
During this period there were 33 member 
organisations who started MSSP. Dates: due to 
the MIS reporting year not matching a complete 
financial or calendar year, and other changes such 
as disruption due to the Covid-19 pandemic, the 
yearly intervals are not continuous or even. Table 14 
sets out the start and finish date of each MIS year. 
MSSPs have a start month/year. Therefore, in this 
‘pre/post MSSP start’ analysis of MIS, MSSP has been 
determined to start within a MIS year (e.g. MIS year 
one) or in between two MIS years (e.g. between MIS 
years one and two). 

Table 14: MIS year running dates

MIS year Start End

1 01/01/2018 29/06/2018

2 12/12/2018 15/08/2019

3 20/12/2019 15/07/2021

4 06/05/2022 02/02/2023

5 31/05/2023 01/02/2024

6 02/04/2024 01/03/2025

60	 To compare organisations more fairly, mortality rates are stabilised. Where there is only a small number of births in an organisation it is difficult 
in any one year to be sure that any extreme value seen for the crude mortality rate is real and not just a chance finding. A stabilised rate allows 
for the effects of chance variation due to small numbers.

The overall results for MIS years one to five show 
low variation with high levels of compliance for 
each safety action. In this period almost 28% 
of MIS members started MSSPs. The summary 
that follows therefore reflects a small subset of a 
dataset with low variation. There does appear to 
be some association between a worsening trend 
in MIS compliance before the start of MSSP, and 
an improving trend in MIS compliance post MSSP 
start. More than half of trusts (55%) show a 
negative trend pre-MSSP start (Figure 30 on page 
86) and more than 65% show a positive trend
post-MSSP start (Figure 31 on page 86).

These results require caution in interpretation for the 
reasons set out above, but do suggest interactions 
exist between incentivisation and safety programmes 
which have shared aims of contributing to the wider 
system of maternity safety.

The key limitation is small sample size – only 33 
members have been subject to MSSP starting in MIS 
years one to five (~28% of all MIS members). ‘Post-
MSSP’ data is only available for 26 members (due to 
MSSP occurring at the end of the data period). Table 
15, that follows, shows that pre-MSSP there are 
more trusts with worsening trend in MIS compliance, 
while the opposite is true for post-MSSP start. MSSP is 
unlikely to be the only influencing factor, but for this 
smaller subset, on average trust MIS compliance was 
worse before MSSP and better after MSSP started.

Table 15: MIS Compliance pre- and post-MSSP

Figure Percentage

MIS Trend Pre Post Pre Post

Improving 6 17 18% 65%

Worsening 18 4 55% 15%

Neutral 9 5 27% 19%

Figure 30: Trend in MIS compliance before starting MSSP (n=33)
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Figure 31: Trend in MIS compliance after starting MSSP (n=26)
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Each bar represents a single member's trend. n=26, the cohort of MIS members who had
post 'MSSP start' MIS results in years 1 -5

Appendix F: Process and dataset caveats for NHSR 
data analysis
This section relates to the analysis of discretionary funding and the following questions:

1. 	�Can we show a statistically significant relationship between discretionary funding and improved
compliance in MIS the following year?

2. 	�Does discretionary funding for a specific safety action result in better compliance for that safety action
in the following year?

3. 	�Which safety actions attract the most discretionary payment funding?

4. 	�Is there any difference in next year safety action compliance dependent on action plans being funded
or not?

5. Are larger/smaller trusts more likely to comply with MIS?

6. Is there an association between MIS compliance and stillbirth rate?

7. Is there an association between MIS compliance and neonatal death rate?

Self-reported MIS 
compliance

Compliance with each safety action was primarily self-reported by trusts 
and reflects their interpretation. However, 94 entries were subject to 
reverification by the MIS team.

Scheme changes in year 
three

Significant changes were made in year three of the scheme, including a 
large increase in the number of questions trusts had to answer. This change 
is believed to have affected compliance rates in that year.

Cap changes
The funding cap was set at 35% of the trust’s contribution in years one to 
three and increased to 50% in year four.

Funding per safety action

Funding figures provided at the safety action level represent the amounts 
requested, not necessarily the amounts paid. Trusts are not informed of the 
discretionary funding cap, so if a request exceeds the cap, it is unclear how 
the capped amount was allocated across the relevant safety actions.

Funding reconciliation

Only reconciled funding data was included in this analysis. The finance 
team provided total funding paid per trust per year. If this total matched the 
requested amounts (allowing for a small rounding difference of up to 90p), 
the data was considered reconciled for that trust and year. Any unreconciled 
entries were excluded from the dataset.

Trust structural changes

During the MIS period, some trusts merged or dissolved. These structural 
changes caused inconsistencies, making analysis more complex. As a 
result, any trust with structural changes was excluded from the analysis 
dataset used.

Reporting period 
mismatches

External data was used for tasks 5–7 (Q11–13), but their reporting periods 
do not always align with those of MIS. For task 5 (Q11), NHS Workforce 
data was used to define trust size. This data was reported as of 31 March 
for 2021–23, but as of 30 September for 2018–20. For tasks 6 and 7 (Q12 
& 13), PMRT data was used, reported on a calendar year basis. This data 
was then mapped to the financial year starting in the same calendar year 
(e.g. 2018 calendar year data is mapped to financial years 2018/19). 
These misalignments, combined with varying MIS reporting periods, mean 
that comparisons with external data may not always be fully accurate.
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