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Introduction 

A refreshed and streamlined scheme for Year 8 

Year 8 marks an important transition for the Maternity (Perinatal) Incentive Scheme 
(MIS). As national priorities for maternity and neonatal care continue to evolve, the 
scheme has been refreshed directly in response to the findings of our MIS 
evaluation, national inquiries, system feedback, and feedback directly from Trusts, 
staff and families. It recognises the significant pressures on services and the need to 
focus effort where it makes the greatest difference locally. The focus this year is on 
strengthening the core elements of safe, effective care and making the scheme 
simpler through a model which is more principles based, outcomes focused and 
aligned with the needs of women, families and the workforce. 

*Throughout this document, the term ‘women’ is used when discussing pregnancy 
and birth. We recognise that some people with different identities may also 
experience pregnancy and birth, and the information provided is intended to be 
inclusive of everyone to whom it may apply. 

Purpose and role of the MIS safety actions 

The standards within the MIS are not created solely for the purposes of the scheme. 
They reflect the essential components of safe and effective maternity and neonatal 
services - the foundations that every Trust should already have in place. MIS is 
intended to be a practical tool that supports leaders to drive improvement, secure 
investment and strengthen governance supporting local accountability, rather than a 
reporting requirement in isolation. We have heard through the evaluation of MIS that 
for many Trusts, the scheme provides the evidence base and structure needed to 
underpin business cases, influence prioritisation and accelerate change. 

Year 8 introduces a streamlined set of six core safety actions enabling Trusts to 
focus on the areas that have the greatest impact on outcomes for their population. 
This shift reflects learning from previous years and responds to feedback from 
providers about the need to reduce duplication and process heavy activity. The 
intention is to support Trusts to concentrate on what matters most: securing the right 
workforce, learning from adverse events, improving clinical standards, strengthening 
culture, delivering better experiences for women, families and carers and supporting 
Trust flexibility while emphasising Board accountability and oversight.  
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Figure 1: MIS Safety Actions 

 

 

As part of this refresh, the MIS document has been streamlined to provide greater 
clarity on the rationale and intended outcome for each standard. This core document 
is now complemented by separate supporting guidance, which outlines 
considerations and shared multidisciplinary responsibilities needed to meet the 
standards. The supplementary document also offers additional guidance and 
examples to support Trusts in understanding what good implementation and robust 
evidence might look like in a high-performing Trust. 

A move toward a more outcomes-based model 

Year 8 provides a bridge between the established MIS model and an approach that 
is more flexible, proportionate, focused on outcomes and developed around an 
agreed set of principles. It affords organisations more flexibility and accountability for 
focusing on the priorities that are specific to their organisation, and which matter 
most to women and families. This refreshed MIS is underpinned by a set of agreed 
priorities, agreed among the system partners and service user voice representatives 
on our Collaborative Advisory Group (CAG). 

Figure 2: Principles underpinning MIS six core safety actions 
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Developing the Year 8 standards  

The revised standards for Year 8 have been developed and agreed collaboratively 
with our Collaborative Advisory Group (CAG) which includes NHS Resolution, NHS 
England, Royal College of Obstetricians and Gynaecologists (RCOG), Royal College 
of Midwives (RCM), Mothers and Babies: Reducing Risk through Audits and 
Confidential Enquiries (MBRRACE-UK), Royal College of Anaesthetists (RCoA), 
College of Operating Department Practitioners (CODP), the Neonatal Clinical 
Reference Group (CRG), The British Association of Perinatal Medicine (BAPM), the 
Neonatal Nursing Association (NNA), the Care Quality Commission (CQC), the 
Maternity and Newborn Safety Investigation Programme (MNSI), the Nursing and 
Midwifery Council (NMC) and a group of service user representatives. 

The Year 8 documents have also been shaped through external review with input 
from a wide range of provider Trusts including midwifery and neonatal leaders, 
obstetricians, neonatologists, governance and assurance leads, and service-user 
representatives, alongside extensive feedback from regional maternity teams. We 
are sincerely grateful for the time and insight colleagues have contributed. Their 
input has helped refine the structure, clarify areas of ambiguity, and ensure the 
scheme reflects the realities of maternity and neonatal services. 

This partnership approach will continue throughout the year, with a shared 
commitment to supporting Trusts to deliver the highest standards of perinatal care. 
Each Safety Action workstream will be collectively owned by system leads. 

Strengthened governance, leadership and culture 

Effective Board oversight and accountability remain central to the scheme. Boards 
are expected to demonstrate curiosity and visible leadership, to act promptly when 
risks or gaps in mitigation are identified, and to ensure that the resources, 
investment and organisational support required to run safe services are made 
available. MIS provides a structured mechanism through which Boards can 
understand risk, monitor progress and take decisive action to support their maternity 
and neonatal teams. 

Importantly, the scheme reinforces the importance of listening to and acting on the 
voices of women, families and carers. Their experiences and insights are essential to 
shaping safe, equitable and compassionate care, and they remain a core part of the 
scheme’s design and expectations. 

The Trust Board is wholly accountable and ultimately responsible for ensuring the 
safety and quality of all care provided in the organisation, which is why it must 
maintain robust assurance of progress and compliance with MIS requirements, and 
formally provide its agreement and consent for the Chief Executive Officer (CEO) to 
undertake the organisation’s final MIS sign-off. 

Throughout this document, the following definitions apply: 

• Trust Board refers to the full Trust Board or a formally delegated committee 
(such as a Quality Governance Committee) acting on its behalf. 
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• Executive Board refers to a private or executive only meeting of Board 
members where sensitive, small number or confidential material (e.g. mortality 
themes) is more appropriately discussed. 

Detailed thematic reports may be reviewed by the Executive Board or Quality 
Governance Committee, but a summary including escalations and exceptions must 
be presented to the Trust Board to ensure full oversight. 

MIS Year 8: conditions 

The MIS applies to all acute Trusts that deliver maternity services and are members 
of the Clinical Negligence Scheme for Trusts (CNST). As in previous years, 
members will contribute an additional 10% of the CNST maternity premium to the 
scheme creating the CNST MIS fund: 

 
Figure 3: MIS process 

 
 

• To be eligible for payment under the scheme, Trusts must submit their 
completed Board declaration form to NHS Resolution via nhsr.mis@nhs.net 
by 12:00 on 2 March 2027 and must comply with the following conditions: 

• Trusts must achieve all six perinatal safety actions.  

• The declaration form is submitted to the Trust Board with an accompanying 
joint presentation detailing position and progress with perinatal safety actions 
by the Perinatal Leadership Team, including the Maternity and Neonatal 
Voices Partnership (MNVP) Lead where MNVP arrangements exist. 
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mailto:nhsr.mis@nhs.net
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The Trust Board must then give their permission to the CEO to sign the Board 
declaration form prior to submission to NHS Resolution. The Trust Board declaration 
form must be signed by the Trust’s CEO. If the form is signed by another Trust 
member this will not be considered. 

The Regional Chief Midwives will continue to provide support and oversight to Trusts 
when receiving Trusts’ updates from regional meetings, focusing on themes 
highlighted. They will be notified when Trusts have incorrectly declared MIS 
compliance for previous years of MIS. 

NHS Resolution will continue to investigate any concerns raised about a Trust’s 
compliance either during or after the confirmation of the MIS results. See 
‘Reverification’.  

NHS Resolution will publish MIS compliance annually, Trust by Trust, for each year 
of the scheme (updated on the NHS Resolution website).  

Evidence for submission 

• The Board declaration form must not include any narrative, commentary, or 
supporting documents. This evidence should be provided internally in the 
Trust only, to support the Trust Board decision and declaration. This will not 
be reviewed by NHS Resolution unless requested. See ‘Reverification’ and 
‘Additional Assurance’. Boards remain accountable for ensuring they are fully 
assured before signing. 

The Trust’s CEO must sign to confirm that: 

☑ The Trust Board are satisfied that the evidence provided to them 
demonstrates achievement of the six core perinatal safety 
actions and meets the required safety actions’ sub-requirements 
as set out in this document.  

☑ There are no reports covering either year 2025/26 or 2026/27 
that relate to the provision of maternity and / or neonatal services 
that may subsequently provide conflicting information to your 
declaration from the same time-period (e.g. CQC inspection 
report, Health Services Safety Investigations Body (HSSIB) or 
MNSI investigation reports etc.). All such reports should be 
brought to the MIS team's attention before 2 March 2027. 

☑ Any reports covering an earlier time-period may prompt a review 
of a previous MIS submission.  

☑ If, following a review of a previous MIS submission, it is found 
that the Trust was non-compliant then the Trust will immediately 
return to NHS Resolution that year’s MIS funds that were 
awarded, irrespective of it being a prior financial year. 

 

https://resolution.nhs.uk/services/claims-management/clinical-schemes/clinical-negligence-scheme-for-trusts/maternity-incentive-scheme


 
 

 

Advise / Resolve / Learn  8 

• On the Board Declaration form 
Trusts must declare YES/NO or 
N/A (not applicable), where 
appropriate, against each of the 
elements within each safety action 
sub-requirements. 

• Trusts will only be able to declare 
N/A against specific sub 
requirements where this is 
applicable. 

• The Trust must also declare on the Board declaration form whether there are 
any external reports which may contradict their MIS submission.  

• In the event that an MIS submission is found to be knowingly false or 
misleading, NHS Resolution will escalate the matter to the appropriate 
regulatory and investigative authorities. 

• Trusts will need to report compliance with MIS by 12:00 on 2 March 2027 
using the Board declaration form, which will be published on the NHS 
Resolution website in the forthcoming months. 

• The Board declaration form will be made available on the MIS webpage 
during the MIS reporting period. 

                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                        

 

  
  
 

 

 

 

 

Additional assurance 

Trust submissions will continue to be sense-checked alongside Care Quality 
Commission (CQC) information. Where CQC visits fall within the reporting period, 
the CQC will cross-reference their findings to the MIS through the relevant Key Lines 
of Enquiry. 

For Year 8, NHS Resolution will introduce a mid-year MIS ‘spot check’ at the halfway 
point of the reporting period (July/August). In this first year, the spot check will be 
advisory only and is intended to help organisations ensure they remain on track to 
meet compliance requirements. One Trust per region may be randomly selected to 

 

‘What Good Looks Like’  

Trusts are reminded to retain all 
evidence used to support their local 
assessment of compliance. In the 
event that NHS Resolution are 
required to review supporting evidence 
at a later date (as described below) it 
must be made available as it was 
presented to support Board assurance 
at the time of the original submission. 

 

https://resolution.nhs.uk/services/claims-management/clinical-schemes/clinical-negligence-scheme-for-trusts/maternity-incentive-scheme
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provide NHS Resolution with a progress update against a randomly selected safety 
action (further details to follow). The collated and anonymised themes from the 
findings of these spot checks may be shared to support wider system learning. 

The purpose of this additional step is to help reduce any concerns associated with 
moving away from the previous mandated evidence model, and to provide additional 
mitigation and support as Integrated Care Boards (ICB) step back from their 
assurance role this year. 

NHS Resolution will pilot additional alternative assurance approaches in 2026 with a 
small number of self-selected pilot trusts, including service-user and peer review 
models. Trusts involved in piloting these alternative models will be exempt from the 
mid-year spot check process, to avoid any potential duplication and additional 
reporting requests. 

Timescales and appeals 

• Any queries relating to the safety actions must be sent in writing by e-mail to 
NHS Resolution via nhsr.mis@nhs.net prior to 2 March 2027. 

• The Board declaration form must be sent to NHS Resolution via 
nhsr.mis@nhs.net between 16 February 2027 and 2 March 2027 at 12:00. An 
electronic acknowledgement of Trust submissions will be provided within 48 
hours from 2 March 2027. 

• Submissions and any comments/corrections received after 12:00 on 2 March 
2027 will not be considered. 

• The Appeals Advisory Committee (AAC) will consider any valid appeal 
received from participating Trusts within the designated appeals window 
timeframe. 

• There are two possible grounds for appeal: 

o Alleged failure by NHS Resolution to comply with the published 
‘conditions of scheme’ and/or guidance documentation. 

o Technical errors outside the Trust’s control and/or caused by NHS 
Resolution’s systems which a Trust alleges has adversely affected its 
CNST rebate. 

• The NHS Resolution MIS clinical team will review all appeals to determine if 
these fall into either of the two specified grounds for appeal. If the appeal 
does not relate to the specified grounds, it will be rejected, and NHS 
Resolution will correspond with the Trust directly with no recourse to the AAC. 

• Any appeals relating to a financial decision made, for example a discretionary 
payment made against a submitted improvement plan, will not be considered. 

• Appeals must be made in writing to NHS Resolution on the agreed template 
within two weeks of the final notification of results. Information on how to do 
this will also be communicated to all Trusts when the confirmed MIS results 
are sent out. 

mailto:nhsr.mis@nhs.net
mailto:nhsr.mis@nhs.net
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Trusts who have not met all six core safety actions 

Trusts that have not achieved all six core safety actions may be eligible for a smaller 
amount of discretionary funding to support progress towards achieving these 
standards in future years. To apply for funding, such Trusts must submit a completed 
improvement plan together with their completed Board declaration form by 12:00 on 
2 March 2027 to NHS Resolution nhsr.mis@nhs.net.  

Improvement plans submitted must be: 

• On the improvement plan template included in the Board declaration form. 

• Signed and dated by the Trust CEO. 

• Specific to the action(s) not achieved by the Trust. 

• SMART (specific, measurable, achievable, realistic and timely) and must 
enable the financial calculation of the funding requested.  

• Detailed regarding banding and Whole Time Equivalent (WTE) for any new 
roles to be introduced as part of an action plan. 

• Sustainable - funding is for one year only, so Trusts must demonstrate how 
future funding (if needed) will be secured, particularly regarding new 
roles/recruitment. 

The NHS England Chief Nursing Officer (CNO) wrote to all NHS Trusts on 8 April 
2021 confirming that it is the role of commissioners to ensure that any funding 
awarded to implement the agreed action plan for improvement is ringfenced for the 
maternity service to support the delivery of the action plan. 

Reverification 

Reverification is initiated if a concern is raised that a Trust Board may have 
incorrectly declared compliance with one or more of the safety actions’ sub-
requirements within the MIS. This may be identified through a number of channels 
including whistleblowing, another review such as an MNSI or Early Notification (EN) 
investigation, or following a CQC report that may call into question the original 
declaration. This concern may relate to any completed year of the MIS. 

In the first instance, Trusts are asked to complete their own internal review of the 
evidence that was used to support their compliance for the relevant year at the time 
of submission. This must be the same evidence that was used to inform the Trust 
Board at the point of declaration. Trusts will be given the opportunity to downgrade 
their position at this point. 

If following their own internal review, the Trust remains confident that their 
compliance declaration was correct, the Trust will be asked to provide all of their 
supporting evidence to NHS Resolution. A full independent review of the relevant 
evidence will then be undertaken by two members of the MIS clinical team.  

mailto:nhsr.mis@nhs.net
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Following this review, any Trusts found to have mis-declared compliance will be 
notified and will be required to repay the funds originally awarded to them for that 
MIS year. They will be asked to develop an action plan to introduce safety 
improvements and work towards full compliance, and they will be advised to bid for 
discretionary funding to support this action plan. Any discretionary funds agreed 
must be spent on the improvements in the agreed plan. Any amount of discretionary 
funding agreed will be deducted from the total MIS rebate amount repayable to NHS 
Resolution. 

 
Figure 4: MIS reverification process 

If a mis-declaration has been identified (as above), reverification of the previous MIS 
year will automatically be initiated. When a further mis-declaration is identified, this 
process will then be repeated for the previous year. Automatic reverification will be 
limited to the MIS year in question, and the two preceding historical MIS years only. 
For each year where a mis-declaration is identified, the Trust must return to NHS 
Resolution the full MIS funds originally rewarded for those years, irrespective that 
they are previous financial years. 

Any funds retrieved from non-compliant Trusts will be redistributed to all Trusts that 
achieved compliance for the applicable MIS year. This redistribution must take place 
within the same financial year that NHS Resolution receives the funds. 

Need help? 

If you have any queries or concerns regarding any aspect of the MIS, please contact 
the MIS clinical team on nhsr.mis@nhs.net. There is a FutureNHS MIS workspace 
which is a key source of up-to-date information about the scheme, including the 
opportunity to raise queries and share additional resources. 

To ensure you receive all correspondence relating to the MIS, please add your name 
to the MIS contacts list.  
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mailto:nhsr.mis@nhs.net
https://future.nhs.uk/MaternityIncentiveScheme
https://resolution.nhs.uk/services/claims-management/clinical-schemes/clinical-negligence-scheme-for-trusts/maternity-incentive-scheme/maternity-incentive-scheme/
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MIS Document overview  

Year 8 introduces a more structured format for the MIS document. While the layout 
has been strengthened, the intention is not to prescribe how individual Trusts must 
deliver each requirement. Instead, the document highlights the core outcomes that 
matter and the minimum elements required for compliance, while giving 
organisations flexibility in how they implement and evidence these locally. Trusts 
must determine the specific improvements they will make and how they will 
demonstrate sufficient assurance to their Board. The separate supplementary 
guidance accompanying this core document provides more detailed examples of 
how these could be achieved in practice and what robust evidence could look like. 
Much of this reflects approaches already embedded within effective services. By 
bringing this material together, the aim is to support teams to focus on achieving 
meaningful improvement rather than following a single mandated method. 

Understanding the structure of each safety action 

Each safety action section follows a consistent structure. This supports clarity, 
strengthens alignment across standards, and helps Trusts understand both the 
purpose and the practicalities of each requirement. 

Outcome 

This refers to the change(s) that result from the implementation required in the 

mandatory elements of the standard. 

 

Why 

This section explains the purpose behind the requirement.  

In a busy, complex environment, tasks can sometimes feel procedural rather than 

purposeful. The Why section reconnects each standard with the broader safety, quality 

or cultural improvements it is intended to influence. It helps ensure the focus remains on 

the impact, including changes that should follow when themes, delays or risks are 

identified. It supports the continued shift toward outcome-focused improvement. 

 

What 

A high-level outline of the mandatory elements required for MIS compliance. This section 

is intentionally concise and acts as a map setting out the core elements required. It offers 

an overview on what needs to be in place, without going into operational detail, or 

prescribing a single approach to take.  

How Trusts achieve the minimum requirement will differ depending on local 

circumstances, and it will be for them to determine (and to provide Board assurance) on 

to the approach meeting the minimum requirements.  

Examples of how this might be achieved can be found in the supplementary guidance.  
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The enhanced structure of the standards and the supplementary guidance directly 
reflects what Trusts have asked for: 

• stronger articulation of purpose and outcomes 

• flexibility for local implementation 

• less emphasis on processes 

• clearer focus on areas of key impact, aligning with other national priorities and 
requirements 

• explicit evidence examples 

• improved guidance relating to governance and assurance 

Much of this aligns with business-as-usual governance in effective Trusts. By setting 
it out clearly, the Year 8 supplementary guidance document aims to provide 
advice to strengthen consistency, reduce avoidable ambiguity, and support teams to 
focus on delivering meaningful and sustained improvement. 

The supplementary guidance also includes additional clarity regarding roles and 
responsibilities, and further technical guidance on standards where appropriate. 

MIS Year 8: reporting period  

The MIS reporting periods are structured to align approximately with Q1–Q3 of the 
financial year, however trusts should view the associated requirements as a 
continuous, year-round responsibility rather than activity undertaken solely for MIS 
purposes. The requirements set out in MIS reflect core operational practices that 
should already form part of effective routine perinatal service delivery, rather than 
activities undertaken solely for the purposes of the scheme 

While any assurance exercise or reverification for Year 8 will focus on activity and 
supporting evidence from Q1–Q3 of 2026/27 (April-December), we expect Trusts to 
maintain the same standards and operational processes throughout Q4 to ensure a 
consistent and embedded approach to patient safety and learning. 

  

  

2026/27 local improvement work in line with MIS and other annual guidance

Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

MIS year 8 reporting period MIS assurance
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Summary of key changes (Year 7 to Year 8) 

Overall changes 

• Year 7: Ten separate safety actions with varying levels of technical detail and 
duplication across themes. 

• Year 8: Six core safety actions reorganised by theme and intention. 

• Safety actions two (MSDS data reporting) and three (Transitional care) have 
been removed following review and collective agreement of this at CAG. 
These processes were felt to be embedded or well underway across most 
organisations and are supported through other national programmes. 
Removing these actions enables MIS Year 8 to focus on areas that are 
newer, still developing, or where national incentivisation continues to add 
focus and value. 

• The removal or absence of certain elements from MIS does not imply that 
they are no longer valuable. Many practices that sit outside the scope of MIS 
remain important components of high-quality perinatal care and should 
continue where they add value. MIS concentrates on a focused set of actions 
with the strongest evidence for reducing the risk of avoidable catastrophic 
harm and improving perinatal outcomes, rather than attempting to capture 
every activity that contributes to safe care. 

• Safety actions with a common purpose/outcome have been integrated where 
practical to do so (four and five, one and 10), fostering a more joined-up 
approach. 

• The requirements for Year 8 are based on outcomes, rather than capturing all 
elements of a process, giving Trusts flexibility to determine local priorities and 
the most appropriate approach to achieve these.  

• The standards are supported by examples of good practice contained in a 
supplementary guidance document, which is designed to support perinatal 
leads in implementation. This approach keeps the emphasis on improvements 
that have a real impact for women, babies and families; and recognises the 
significance of local variation in priorities, pressures and workforce, and the 
central role of Board accountability.  

• Locally held evidence which has been used by Boards as the basis of 
assuring compliance must still be documented and available to NHS 
Resolution if assurance or reverification is required. A revised version of the 
audit tool will be available to support this process locally if required. 

 

Summary of changes by safety action 

This section summarises changes within each safety action. These are outlined 
more fully in the standards section (A-F) which follows.  
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A. Workforce and capacity (summary) 

• Year 8 combines all maternity and neonatal 

workforce requirements into one 

multi-professional action.  

• Sets clearer expectations for consultant 

presence, anaesthetic cover, neonatal 

staffing and locum use.  

• Removes supernumerary coordinator and 

1:1 labour care from MIS, but services 

should still monitor via red-flags.  

• Adds operational capacity monitoring, 

including elective Caesarean activity via 

SitRep.  

• Continues funded midwifery establishment 

(BirthRate+) and introduces funded 

neonatal establishment requirements.  

• Confirms need for trained anaesthetic 

assistants and progress towards 

peri-operative team models. 

 

B. Training (summary) 

• Year 8 strengthens training 

and assurance with two 

compliance checkpoints (30 

Nov plus one local). 

• Training continues to cover 

fetal monitoring, maternity 

emergencies and neonatal 

resuscitation. 

• In-situ simulation now 

required in both hospital and 

community settings. 

• Anaesthetic training 

requirement reduced to a 

half-day to support 

attendance. 

• Impacted Fetal Head (IFH) 

scenarios must be included 

by year end to align with 

Avoiding Brain Injury in 

Childbirth (ABC) 

preparation. 

 

C. Learning from reviews and investigations (summary) 

• Year 8 strengthens triangulation of reviews with wider safety intelligence, ensuring 

early identification of themes and meaningful family involvement. 

• The Perinatal Mortality Review Tool (PMRT), MNSI and Early Notification (EN) 

learning now aligned, with Submit a Perinatal Event Notification (SPEN) as the 

single national notification route. 

• PMRT external review threshold increased to 60%. 

• Quarterly Board-level thematic reports required. 

• Greater focus on learning → action → impact. 

• Statutory Duty of Candour reporting removed from MIS (already a legal 

requirement). 
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Year 8 places a much stronger emphasis on achieving outcomes, supported by a 
clearer structure of MIS safety actions with reduced prescription on the underlying 
process. The mandatory components of each action (Outcome, Why, and What) set 
out the expectations. The more detailed How, When and Who sit in the 
Supplementary Guidance document as examples of what good can look like, giving 
Trusts flexibility to determine the local priorities, evidence and assurance required by 
their Board. This enables Trusts to demonstrate assurance against outcomes rather 
than processes, with flexibility to determine how improvements are delivered and 
evidenced locally. It reinforces operational readiness, equity, service user 
involvement and culture as central pillars of safe maternity and neonatal care.  

E. Care bundles (summary) 

• Year 8 introduces a more targeted local 

approach to Saving Babies’ Lives Care 

Bundle (SBLCB) alongside preparation 

for the new Maternity Care Bundle 

(MCB). 

• Quarterly SBLCBv3.2 reports required at 

Trust Board, reflecting local progress, 

implementation, incidents and safety 

intelligence. 

• ICB assurance step removed as ICBs no 

longer hold a formal oversight role. 

• Trusts must develop an MCB 

implementation plan with quarterly 

Board oversight. 

• Requires development of neonatal pulse 

oximetry guidance. 

D. Service-user voice and equity (summary) 

• Strengthened focus on communication equity, ensuring women and families can 

understand their care and participate fully with appropriate language support and 

reasonable adjustments. 

• Service-user-led improvement, using lived experience to identify priorities and 

barriers to safe, respectful care. 

• Emphasis on equity, using local data to identify groups with poorer access or 

outcomes and addressing identified gaps. 

• Maternal and Neonatal Voices Partnership (MNVP) guidance issued by NHS 

England still applies. However, recognising capacity is sometimes limited, it is no 

longer a requirement for MIS. Where capacity is limited, trusts must ensure diverse 

and representative service user voices inform priorities, improvement work and 

governance. 

F. Board oversight, governance, 

culture and leadership 

(summary) 

• Clearer expectations for 

Board-level assurance and use 

of safety intelligence. 

• Routine use of the Maternity 

Outcomes Signal System 

(MOSS) and associated SOPs. 

• Bimonthly Board Safety 

Champion meetings with 

MNVP involvement. 

• Live Perinatal Culture 

Improvement Plan required, 

with quarterly Board review. 
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Safety Action A – Workforce and capacity 

Outcome 

Board oversight of effective multidisciplinary (MDT) workforce and capacity planning. 
Ensuring the maternity and neonatal service have funded establishments for 
obstetric, midwifery, neonatal, anaesthetic, and perioperative teams meeting 
nationally recognised workforce standards. 

Why 

• National and local reviews (including Ockenden, Kirkup, MBRRACE, NHS 
Resolution claims) repeatedly highlight that workforce shortfalls (including rota 
gaps, lack of trained multi-professional team and insufficient senior presence) 
and capacity constraints resulting in delays to planned caesarean births are 
key contributors to avoidable harm, and poor experiences for women, babies, 
and staff.  

• Workforce pressures affect staff morale, retention, and the ability to deliver 
high quality care. 

• Understanding and measuring workforce and capacity issues is the first step 
to improvement (H. James Harrington, Area Activity Analysis: Aligning Work 
Activities and Measurements to Enhance Business Performance, 
McGraw-Hill, 1999). 

 

What are the minimum requirements that must be completed to achieve this 
outcome? 

 
Staffing 
 

1. Consultant attendance (obstetric workforce)  

Compliance with RCOG “Roles and Responsibilities of the Consultant 

providing acute care” standard: ≥80% consultant presence in defined acute 

care situations. 

2. Short-term locum certification (obstetric workforce)  

Trusts must ensure locum certification and maintain a local (Trust-specific), 

continuously updated database of all short-term locums (≤2 weeks) working 

on tier 2/3 obstetric rotas. Eligibility must be verified before first engagement 

and reviewed annually for all locums on the register. 

3. Neonatal workforce establishment (nursing & medical)  

Trusts must have a clear plan for a fully funded neonatal nursing and medical 

establishment that aligns with the relevant BAPM standards for their unit 

designation (Neonatal Intensive Care Unit (NICU), Local Neonatal Unit (LNU), 

Special Care Unit (SCU)) and the neonatal nursing workforce calculator 

output (2020).  

MIS acknowledges the updated medical staffing standards for LNU and SCU 

(Recommended Medical Workforce Standards for Local and Special Care 
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https://www.rcog.org.uk/media/1e0jwloo/roles-and-responsibilities-of-the-consultant-workforce-report-may-2022-update.pdf
https://www.rcog.org.uk/media/1e0jwloo/roles-and-responsibilities-of-the-consultant-workforce-report-may-2022-update.pdf
https://www.rcog.org.uk/careers-and-training/workforce/safe-staffing/certificate-of-eligibility-for-short-term-locums-cel/
https://hubble-live-assets.s3.eu-west-1.amazonaws.com/bapm/file_asset/file/3581/BAPM_Service_Quality_Standards_FINAL.pdf
https://www.neonatalnetwork.co.uk/nwnodn/wp-content/uploads/2021/08/Guidance-for-Neonatal-Nursing-Workforce-Tool.pdf
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.bapm.org%2Fresources%2Frecommended-medical-workforce-standards-for-local-and-special-care-neonatal-units-in-the-uk&data=05%7C02%7Cbridget.dack%40nhs.net%7C9bac837cbaa8461aee3108de88de7a64%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C639098686269064012%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=kjKnJajDAG2atkUwQz%2FT4wjml9ZT6yuv1P18HsMyAzA%3D&reserved=0
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Neonatal Units in the UK | British Association of Perinatal Medicine).  As this 

is new and includes significant changes, for year 8 the previous staffing 

standards (BAPM_Service_Quality_Standards_FINAL.pdf) or the updated 

version will be accepted as meeting the requirements. 

4. Midwifery workforce establishment  

Trusts must have a fully funded midwifery establishment that aligns with a 

Birthrate Plus (BR+) review completed within the last three years as a 

minimum baseline. In addition, further adjustments based on professional 

judgement of the Director and Head of Midwifery should be added where 

appropriate. Regional Chief Midwives are able to support this process if 

required. 

5. Anaesthetic workforce  

Trusts must ensure that obstetric services have a duty anaesthetist available 

24/7 in line with ACSA standards 1.7.2.1 and a trained anaesthetic assistant 

available 24/7 in line with ACSA standards 1.3.1.2. 

Capacity to deliver planned and emergency care 

Trusts must demonstrate that capacity is sufficient to deliver timely elective and 
emergency maternity/neonatal care. Trusts do not need to prove that delays 
never occur. They must demonstrate that delays are detected, analysed, 
reported and that persistent issues are escalated. 

6. Planned Caesarean birth capacity mapping  

Trusts must undertake annual demand–capacity mapping for planned 

Caesarean birth lists, covering the full pathway (preoperative assessment → 

theatre → recovery → postnatal ward). Trusts should use existing NHS 

England regional maternity SitRep data wherever possible to avoid 

duplication. 

Governance, escalation, and improvement 
 

7. Board and governance oversight (as detailed in Safety Action F)  

Trusts must have a governance system that ensures workforce and capacity 

risks are monitored, scrutinised and escalated appropriately. This should 

include a six-monthly integrated workforce report covering maternity and 

neonatal staffing levels and rota gaps across medical, midwifery, neonatal, 

anaesthetic and perioperative teams. 

  

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.bapm.org%2Fresources%2Frecommended-medical-workforce-standards-for-local-and-special-care-neonatal-units-in-the-uk&data=05%7C02%7Cbridget.dack%40nhs.net%7C9bac837cbaa8461aee3108de88de7a64%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C639098686269064012%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=kjKnJajDAG2atkUwQz%2FT4wjml9ZT6yuv1P18HsMyAzA%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fhubble-live-assets.s3.eu-west-1.amazonaws.com%2Fbapm%2Ffile_asset%2Ffile%2F3581%2FBAPM_Service_Quality_Standards_FINAL.pdf&data=05%7C02%7Cbridget.dack%40nhs.net%7C9bac837cbaa8461aee3108de88de7a64%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C639098686269092775%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=TgJ5YENizzdswvSS7e2FUSI8ZkCFaZoFmMAXse6Mp8Q%3D&reserved=0
https://www.rcoa.ac.uk/sites/default/files/documents/2025-07/ACSA%20Standards%202025%20-%20For%20Publication.pdf
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Safety Action B – Training 

Outcome 

Effective Board oversight of maternity and neonatal MDT training and competency. 
Ensuring all maternity, neonatal and anaesthetic staff are trained, assessed and 
supported to maintain the knowledge, skills and behaviours required for safe, high 
quality multidisciplinary care. 

Why 

National reviews have repeatedly identified inadequate, inconsistent or poorly 
embedded training as a recurrent contributory factor in avoidable harm. 

High quality multidisciplinary training, particularly scenario-based learning that 
integrates clinical skills, escalation, human factors and communication, improves: 

• Team performance 

• Situational awareness 

• Safety culture 

• Escalation behaviours 

• Clinical outcomes 

Sustained competence requires: 

• Structured, role-specific training programmes 

• Protected time for staff to attend 

• Regular assessment of competence 

• Clear escalation pathways 

• Visible governance oversight 

 

What are the minimum requirements that must be completed to achieve this 
outcome? 

Trusts should aim to ensure all staff have attended the required annual training listed 
below. A minimum of ≥90% compliance must be achieved for every required staff 
group at two points during the MIS year (April to November 2026): 30 November 
(mandatory MIS checkpoint), and one other Trust selected checkpoint, declared in 
advance through Quality Governance Committee. Please see the technical guidance 
(in the supplementary guidance document) for further details of training, and 
identification of staff that may be excluded from this calculation, including new and 
rotational staff in their first 3 months, and staff on maternity and long-term sick-leave. 

1. Obstetric emergency training  

Trusts must ensure that maternity staff attend annual multidisciplinary 

S
a
fe

ty
 A

c
ti

o
n

 B
 



 
 

 

Advise / Resolve / Learn  20 

obstetric emergency training that incorporates local learning, human factors, 

communication, teamwork, escalation pathways and situational awareness. 

 

Anaesthetists working in maternity are required to attend at least half of the 

MDT training day as a minimum, during which obstetric emergencies requiring 

anaesthetic input (e.g. Postpartum haemorrhage (PPH)), escalation 

pathways, call chains, teamwork, communication and human factors are 

rehearsed. 

 

Trusts must ensure that an impacted fetal head (IFH) scenario is incorporated 

into obstetric emergency training by the end of MIS Year 8 (November 2026) 

as a preparatory step for Avoiding Brain Injury in Childbirth (ABC) 

implementation, aligning to the proposed ABC methodology. There is not an 

expectation that all staff will have received training. 

 

2. Neonatal resuscitation  

As a minimum, trusts must ensure that all staff who may act as an 

unsupervised first attender or primary resuscitator at any birth (including all 

midwives) complete annual neonatal resuscitation training and are assessed 

as meeting at least basic capability, as defined in the BAPM Neonatal Airway 

Safety Standard. Where further enhanced training is in place for additional 

staff groups, this should continue (e.g. NLS (Newborn Life Support) Course 

or equivalent). 

 
3. Fetal monitoring training  

Trusts must ensure that all staff who provide care in antenatal or intrapartum 

settings, whether substantively or when responding in escalation, complete 

annual fetal surveillance training.  

 
4. In situ multi-professional perinatal emergencies simulations  

Trusts must deliver at least two in-situ multiprofessional perinatal 

emergencies simulations during the MIS reporting period. One that begins in a 

hospital area (e.g. labour ward, obstetric theatre, triage, ED, NICU) and 

another that begins in a community area. Where possible there should be 

involvement with relevant partners such as paramedics, ED and theatre 

teams. These should be based on local and/or national learning and include 

real time practice of escalation pathways. 

 
5. Training compliance oversight (as detailed in Safety Action F)  

Trust Boards must have oversight of training compliance for all maternity and 

neonatal staff groups. Compliance must be reported quarterly through 

established governance routes, presented in a clear trend-based format 

(ideally using Statistical Process Control (SPC) charts), monitored against a 

trajectory towards 100 percent and working towards maintaining ≥90 percent 

compliance throughout the following year.  
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https://www.rcog.org.uk/about-us/quality-improvement-clinical-audit-and-research-projects/avoiding-brain-injury-in-childbirth-abc/
https://hubble-live-assets.s3.eu-west-1.amazonaws.com/bapm/file_asset/file/2785/BAPM_Airway_Standards_Full_July24.pdf
https://hubble-live-assets.s3.eu-west-1.amazonaws.com/bapm/file_asset/file/2785/BAPM_Airway_Standards_Full_July24.pdf
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Safety Action C – Learning from reviews and investigations 

Outcome 

Effective Board oversight of thematic learning and progress with actions arising from 
local and national reviews of adverse incidents. 

Why 

The focus of this Safety Action is to ensure that every perinatal and maternal death, 
and every baby with potential for severe brain injury, is consistently identified, 
investigated, and learned from using the appropriate national processes. 

This includes, but is not limited to, the Perinatal Mortality Review Tool (PMRT) via 
MBRRACE-UK, the Maternity and Newborn Safety Investigations (MNSI), the NHS 
Resolution Early Notification Scheme (NHSR EN), and a Maternity Outcomes Signal 
System (MOSS) critical safety check. This Safety Action aims to embed a culture in 
which findings are not only reported but critically analysed for their meaning and 
impact, focusing on the essential ‘so what’. The intention is that learning translates 
into measurable improvements in safety, equity, and outcomes across maternity and 
neonatal care. This should include learning from examples of excellence when good 
care is identified. 

Recent national inquiries such as Ockenden (2020 and 2022), Kirkup East Kent and 
MBRRACE-UK, and coronial Prevention of Future Deaths (PFD) notices have 
consistently shown that failures to robustly investigate and learn from perinatal 
deaths, maternal deaths and patient safety incidents perpetuate avoidable harm. 
These findings highlight the need for Trusts to move beyond process compliance, 
demanding that learning from PMRT, MBRRACE-UK, MNSI, NHSR EN, MOSS and 
other national reports is actively used to drive change. National priorities now require 
that review and investigation findings should result in clear actions with a 
demonstrable impact on outcomes and equity, and that these are tracked and 
reported to ensure transparency and continuous improvement. The focus is on 
closing the loop. Not just identifying what happened, but understanding why, making 
changes where needed, and ensuring care is improved for mothers, babies, and 
families.  

What are the minimum requirements that must be completed to achieve this 
outcome? 

 
Reporting & Review 
 

1. Notify all qualifying events  
All eligible events must be notified through the NHSE Submit a Perinatal 
Event Notification (SPEN) portal to MBRRACE-UK, NHSR EN and MNSI as 
soon as possible after the death/diagnosis. 

 
2. Seek parents’ views of care  

For the deaths of all babies in your trust eligible for PMRT review ensure 
parents are given multiple opportunities to meaningfully provide their 
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experience of all elements of care and the impact of that care and raise any 
questions and comments they may have prior to the PMRT review starting.  

 
3. External multi-disciplinary reviewers  

For a minimum of 60% of the deaths reviewed, external members of relevant 
specialties must be present at the multi-disciplinary review and this should be 
documented within the PMRT. 

Sharing information with families  
 

4. Provide relevant information  
Provide relevant information regarding the role of MNSI, NHSR EN scheme 
and PMRT reviews to families in a format that is relevant and accessible to 
them. Information about duty of candour must be provided for all parents 
where the event is eligible for duty of candour. 

 
5. Offer parents a meeting with relevant specialists  

Offer parents a meeting with relevant specialists to share the findings with 
them from reviews and investigations, and relevant incident reports.  

Learning and governance  
 

6. Thematic reports of learning and actions  
The Trust must produce thematic reports that summarise learning and 
progress on actions arising from MNSI and NHSR EN reports, local PMRT 
and PSIRF reviews, MOSS critical safety checks, NHSR claims scorecards 
and relevant national reports. Trusts must also use demographic data to 
identify and understand any disparities in outcomes.  

These thematic reports must be reviewed with the Trust Perinatal and Board 
level Safety Champions and submitted to the Trust Executive Board at least 
quarterly. Reports should clearly demonstrate the measures implemented to 
address recurrent themes, and progress with these, including how learning 
has been shared and, where appropriate, incorporated into existing 
multidisciplinary training. 
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Safety Action D – Service-user voice and equity 

Outcome  

The voices and experiences of all women accessing maternity and neonatal services 
are used to drive local improvements, using local population demographics to 
understand and target efforts to support a reduction in inequities in experience and 
outcomes. 

Why 

National inquiries and reviews have repeatedly shown that failures to listen to (and 
act on) women and families experiences contribute directly to avoidable harm, poor 
experience, and widening inequalities. Ockenden (2020 and 2022), Kirkup, 
MBRRACE, CQC reports, Prevention of Future Death (PFD) reports, and NHS 
England equity guidance all highlight the same themes: communication gaps, 
missed concerns, inequitable experiences, and limited involvement of families in 
shaping care.  

This safety action incentivises maternity and neonatal services to place service 
user voice at the centre of improvement. Its purpose is to ensure that insights from 
women and families across all demographic groups directly influence local decision-
making, drive meaningful and measurable change, and support the delivery of 
safe, equitable, and high-quality care for every woman, baby, and family.  

What are the minimum requirements that must be completed to achieve this 
outcome? 

 
1. Communication equity, language support and accessible information  

Trusts should demonstrate continued progress towards ensuring that women 
and families, including those who may require translation, interpreting support, 
or reasonable adjustments, are supported to understand their care, options, 
and decisions at key points in the perinatal journey. Trusts should recognise 
that where information is not understood, consent may not be informed, valid 
or lawful. Reliance on family members, friends or informal interpretation must 
be treated as a patient safety, safeguarding and human rights risk. 

 

2. Service-user voice driving safety and quality improvement  
Trusts must demonstrate that insights from women, families and carers using 
maternity and neonatal services are captured and used to inform service 
improvement plans. Trusts must use demographic data to understand their 
local population and demonstrate that the voices of women and families from 
different demographic groups, are actively captured and used to shape 
priorities within the service. 
 
Progress with this work should be monitored through established governance 
routes quarterly to ensure that actions lead to measurable improvements in 
safety, quality, or experience.  
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Safety Action E – Care bundles 

Outcome 

Board oversight of progress with implementation of Saving Babies’ Lives Care 
Bundle (SBLCBv3.2), a plan to implement the Maternal Care Bundle by March 2027, 
and assurance that a guideline for neonatal pulse oximetry testing has been 
developed in line with national guidance. 

Why 

MBRRACE UK reports continue to highlight avoidable variation and persistent 
inequalities contributing to maternal and neonatal deaths. Consistent implementation 
of the Saving Babies’ Lives Care Bundle and the Maternal Care Bundle is essential 
to reduce preventable harm, standardise best practice, and ensure equitable, safe 
care for all families. 

The Saving Babies’ Lives Care Bundle has been part of the Maternity Incentive 
Scheme since its’ inception, achieving high levels of compliance and driving 
meaningful improvements. As services move towards embedding this as business as 
usual, incentivisation of progress will help demonstrate impact. 

Equivalent incentivisation is now required for the introduction of the recently 
announced Maternal Care Bundle to ensure uniform adoption across Trusts, reduce 
unwarranted variation, and support targeted interventions where improvement is 
most needed. This iterative approach will ensure measurable assurance that 
avoidable harm is being actively mitigated against, and that both bundles are 
delivering the impact they were designed to achieve. 

In addition to this, CAG identified the need to promote and support neonatal pulse 
oximetry testing, which supports earlier detection of conditions associated with 
hypoxaemia that may not be apparent on clinical examination, helping ensure timely 
and equitable care for newborns. 

What are the minimum requirements that must be completed to achieve this 
outcome? 

 
1. Saving Babies’ Lives Care Bundle (SBLCBv3.2) - Quarterly reporting to 

the Trust Board 

The provider must report quarterly to the Trust Board on progress against full 

SBLCBv3.2 implementation. Quarterly reports should demonstrate how the 

Trust has prioritised the requirements of the SBLCB based on local progress, 

implementation status, and any relevant safety intelligence, including themes 

and learning from local adverse incidents. 

In light of the recent NHSE and RCOG fetal growth chart safety 
communication, Trusts should include a brief review within their local SBL 
priorities to confirm safe and appropriate fetal growth surveillance, confirming 
that fetal growth charts and surveillance pathways meet most recent national 
safety advice and identifying any local risks or improvement actions relating to 
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https://www.rcog.org.uk/media/b15mznah/intergrowth-estimated-fetal-weight-charts_10-december.pdf
https://www.rcog.org.uk/media/b15mznah/intergrowth-estimated-fetal-weight-charts_10-december.pdf
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fetal growth restriction (FGR) detection as highlighted. 
 

2. Maternal Care Bundle – Implementation Plan  

In collaboration with all relevant services, the provider agrees a plan with the 

Trust Board to implement the Maternal Care Bundle by March 2027. Progress 

with implementation is reviewed quarterly through established governance 

routes. 

 
3. Neonatal pulse oximetry testing  

Trusts must develop a standardised, equitable, and governance approved 

guideline for neonatal pulse oximetry testing, aligned to the BAPM framework. 

The guideline must describe the required clinical processes, data entry 

standards, and pathways for all birth settings (including homebirths) to ensure 

that every baby receives pulse oximetry screening between 2 and 24 hours of 

age, with clear escalation processes for babies in the amber and red 

pathways. 
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Safety Action F – Board oversight, governance, culture and 
leadership 

Outcome  

The Trust Board has effective oversight of the quality and safety of their maternity 
and neonatal services.  

Why 

Independent investigations into maternity and neonatal services have repeatedly 
shown that safety issues are often not identified, escalated or addressed until 
significant harm has already occurred. Governance structures and the cultures that 
underpin them remain highly variable across Trusts. 

Trusts with consistent oversight, reliable escalation processes and compassionate, 
connected and visible leadership are better able to identify risks early and act 
decisively. A positive safety culture supports staff wellbeing, strengthens 
multidisciplinary working and reduces the likelihood of avoidable harm. Strong Board 
engagement and challenge ensure that risks are not only recognised but resourced, 
prioritised and mitigated, contributing to safer care and a more supportive working 
environment. 

What are the minimum requirements that must be completed to achieve this 
outcome? 

 

1. Board Oversight of Maternity and Neonatal Quality and Safety  
Trusts must demonstrate that, through established governance routes, the 
Board routinely receives, reviews and responds to a comprehensive 
assessment of maternity and neonatal quality and safety. This assessment 
should cover training, workforce, staff and service user experience, and 
progress against the care bundles at the frequencies outlined in Safety 
Actions A–E.  

 
Trusts must also ensure that findings arising from detailed scrutiny at the 
Quality Governance Committee (or equivalent) are formally escalated to the 
Executive Board, providing full oversight in line with good governance practice 
and the expectations of the Perinatal Quality Oversight Model (PQOM). 
Where Trust level mitigation to concerns is insufficient, escalation to Regional 
Midwifery Officer teams should be documented, alongside PQOM aligned 
actions. 

 
2. Maternity Outcomes Signal System 

Trusts must evidence that the critical safety check (Annex 1 of the MOSS 
standard operating procedures) was completed in the event of signals, or that 
a test drill (Annex 9) was carried out if no signals occurred. An accountable 
trust board executive (i.e. Chief Nurse, Chief Medical Officer or Executive 
Trust Board Safety Champion) must approve completed checks, including 
drills. This will be externally validated through regional assurance - services 
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https://www.england.nhs.uk/long-read/perinatal-quality-oversight-model/
https://www.england.nhs.uk/publication/maternity-outcomes-signal-system-standard-operating-procedures/
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must send a completed copy of critical safety check(s) or test drill to regions, 
for forwarding to the national team at england.moss@nhs.net  

 
3. Maternity and Neonatal Board Safety Champions  

Trusts must demonstrate that Maternity and Neonatal Board Safety 
Champions are actively supporting the perinatal leadership team (including 
the MNVP Lead where they are in commissioned in line with MNVP 
guidance), in creating and embedding a positive local safety culture, with 
regular two-way communication and clear escalation to the Trust Board where 
any concerns are identified. 

 
4. Perinatal Culture Improvement Plan  

Trusts must demonstrate that they have an agile perinatal culture 
improvement plan in place which triangulates data and engagement from 
multiple sources, uses recognised improvement methodology to evidence 
progress and impact, and is reviewed by the Trust Board at least six monthly. 

 

 

 

 

     

mailto:england.moss@nhs.net
https://www.england.nhs.uk/publication/maternity-and-neonatal-voices-partnership-guidance/
https://www.england.nhs.uk/publication/maternity-and-neonatal-voices-partnership-guidance/
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8th Floor  
10 South Colonnade  
Canary Wharf  
London, E14 4PU  
Telephone: 020 7811 2700 
  
7&8 Wellington Place  
Leeds, LS1 4AP  
 
www.resolution.nhs.uk 

http://www.resolution.nhs.uk/

