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1. Demographic changes

Demographic
changes
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Percentage point change in live births by ethnic group

D e m Og ra p h i c c h a n g es 8.0% since 2007 England (excluding unknown)

The profile of women using maternity services
has changed significantly in the last 10-20 years.
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respectively).

The percentage of live births to women aged 35 years and over has doubled
since 1995 and will reach 29% by 2030 if this trend continues linearly. 3




Increased appointments,

—+{ Increasing obstetric complexity interventions, LoS

Obstetric complexity / demand

and anaesthetists

Deliveries in English NHS hospitals with selected conditions

* Increased maternal complexity creates a requirement for: recorded
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Increased appointments, | Additional need for beds and
interventions, LoS theatres — Estates issue

Estates

The CQC National Review of maternity services in England 2022 — 2024 found “too many maternity
units are currently not fit for purpose, lacking space, facilities, and in a small number of cases, the
appropriate levels of potentially life-saving equipment.”?

Funding from the 2025 Spending Review may address immediate infrastructure risks such as
leaking roofs and electrical faults, but will not address increased bed days and requirement for
additional theatre capacity driven by rising complexity.

Current trends for increasing use of interventions during births (e.g. inductions and caesarean
sections) suggest the need for a significant increase in bed days by 2029-30 leading with a
particular pressure on certain parts of the estate such as theatre capacity.



https://www.cqc.org.uk/publications/maternity-services-2022-2024/estates
https://www.cqc.org.uk/publications/maternity-services-2022-2024/estates
https://www.cqc.org.uk/publications/maternity-services-2022-2024/estates

Improvements across key outcomes: stillbirth, neonatal deaths, pre-term births and, potentially,
brain injury. Maternal mortality has not show desired improvements

Pre-term birth rate

10.0 10.0%
Stillbirth rate: The stillbirth rate for England has dropped from 3.9 per 1,000 births in 2023 9.0 9.0%
to 3.8 per 1,000 births in 2024 (2,182 stillbirths in 2024, a 25% lower rate than 2010). 2 s - Pre-term birth rate - - i
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Neonatal mortality rate: Following 799 neonatal deaths in 2023 (at 24 weeks plus g 7.0 7.0%
gestational age), the neonatal mortality rate dropped from 1.5 per 1,000 live births in 2022 g 60 Stillbirth rate 6.9% Tteteees  6.0%
to 1.4 in 2023. This represents a decrease of 27.7% compared to the 2010 baseline. S 5.0 > 6.0% 5.0%
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Pre-term birth rate*: The preterm birth rate dropped from 8.1% in 2023 to 7.9% in 2024, g .
the first reduction since 2020. There were 44,798 pre-term births in 2024. ; z'g e AT s z'gcy/"
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Brain injury rate: There were 4.2 brain injuries per 1,000 live births in 2021, the same as “ 40 - ........ 1.0%
the previous year, but 11% lower than the peak in 2014 (4.7 per 1,000 live births). The 0.0 - 0.0%
2021 rate of brain injuries for term babies was 2.5, a reduction of 19% compared to the 20102011 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021 2022 2023 2024 2025
peak of 3.0 in 2014. The 2021 pre-term rate was 25.6, similar to 25.3 in 2014 however,
referrals to for brain injury have fallen by 33% since 2021/22 suggesting a reduction in Maternal mortality rate**: There were 257 maternal deaths in 2021-2023. With 30 Covid
harm. deaths excluded, the rate was 11.3 per 100,000 maternities, down from 11.7 in 2020-2022.
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The ‘severe brain injury’ line is a subset of the ‘potential severe brain injury’
referrals. Trienna

-Source: National Ambition level monitoring using ONS data for stillbirths, neonatal deaths, and pre-term births. Maternal mortality uses MBRRACE-UK. Data lags arise from registration delays, dataset linkage and case-by-case validation, with
small numbers making accuracy vital. Timeliness is improving through faster annual releases, and ONS is now piloting quarterly stillbirth data.



Govt action on deprivation

1 Health inequalities > ) mmete L mr e

Inequalities in Maternal outcomes persist across ethnicity and deprivation

Maternal mortality: 2021- Maternal mortality rates by ethnic background Maternal mortality rates by deprivation level
2024 England only, MBRRACE-UK England only, MBRRACE-UK
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Demographic changes

What have we done?

Completion of the Three-Year Delivery Plan for
maternity and neonatal services Including
ensuring women have access to maternal medicine
networks, pelvic health services and perinatal mental
health services.

Maternity Outcomes Signal System—detect &
address safety concerns earlier

Saving Babies’ Lives Care Bundle-reduces
mortality and morbidity though 6 elements

Roll out of Enhanced Midwifery Continuity of
Carer

Estates review

Work in progress

* Implementation of Maternal Care bundle: cross

system action to address the 5 highest causes of
maternal mortality

Avoiding Brain Injury in Childbirth (ABC):
Improving clinical management of two significant
contributors to avoidable brain injury in childbirth:
detection and response to suspected intrapartum
fetal deterioration and management of the obstetric
emergency of impacted foetal head at caesarean
birth. From January 2026

Postnatal Care Improvement Toolkit: Supporting
systems to take a joined-up approach to postnatal
care across maternity, health visiting and primary
care, with a focus on continuity, safety and reducing
unwarranted variation in outcomes. Published
January 2026

* Implementation of Triage Specification



MOSS signals — CUSUM Chart

Cover Page | Summary Charts | FAQs | Methodology | Data Source

- - i Latest data: 01 Aug 25
Maternity Outcomes Signal System (MOSS) - Charts - Beta Version e e m
ot — - | e | o O Austes cesssycrums [
Maternity Outcomes Signal (CUSUM) -- Excess Events chart - Redacted (i ]

The CUSLUIM statistic chart produces 'signals’ of potential safety issues in maternity care ansing durning labour and birth using term shllbirths and neonatal deaths. The
service perinatal quality leadership team should carry out a critical safety assessment when any signal anises to make sure care on the labour ward is safe. Further
gudance on this is available in the MOSS Standard Operating Procedures.

The Excess Events char plots the indnadual events cumulatively as they occur over ime. Events that contnbute towards signals are coloured appropriately to
comespond with the level of signal that occurred. This chart can be useful as a companion to the matemity outcomes signal chart, o help services guickly identify
which cases should be considered when camying out part of the critical safety assessment. It also shows patterns more clearly over ime

Chart guidance can be found using the “I" icon
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What have we learnt from SBLCB?

* High levels compliance
« Well -received by most staff

 Evaluation notes decrease in stillbirths but increase in
interventions

« Variation in practice remains a challenge
« Too many audits/data requests

 Move from focus on process to outcomes that matter to
women

« Creating environment to support improvement work
» Board level visibility essential
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Improvements are too slow or | Public health, Maternity services
inconsistent " & wider NHS solutions

Moving away from existing silos

The required improvements in Maternity and Neonatal care can only be made by working across the
NHS.

The maternal care bundle addresses the top 5 reasons for maternal mortality, and the top 4 require joint
work with other parts of the NHS:

Element 1, Thrombosis in early pregnancy
joint working with primary care
Element 2: Pre-hospital and acute care
Implementation of MEWS across all settings where a pregnant, or recently pregnant woman
might present and shared pathways across ambulance, ED and maternity services
Element 3: Epilepsy in pregnancy
joint working with neurology services
Element 4: Maternal mental health
Joint working with mental health services

Changes to workplace culture, ensuring the right environment for staff to speak up, listening to
patients, addressing inequalities, racism and discrimination within services cannot be confined

to one or two service areas within a hospital. y



2. Workforce




We are reducing workforce gaps, but there is more to do

Staffing is a key concern for maternity and neonatal services. NHS Staff Survey 2023
results show that midwives report more work-related pressure than other NHS staff. The
select committee and Donna Ockenden recommended increasing funding by up to
£350m/year. Additional NHSE investment of £186m/year has helped reduce workforce
gaps.

« Midwives: As of Mar 2024, there were 1,333 FTE more Midwives substantively

employed compared to Mar 2023. Vacancies are down to 6.3%, with leavers and
turnover also improved.

* Obstetric consultants: Mar 24, 98 FTE more consultants reported than Mar 23. The
vacancy rate is 6.4% (Source PWR- unofficial Ml).

* Neonatal nurses: Since the beginning of 2022/23, an additional 548 WTE neonatal
nurse posts recruited to.




Impact of investigations

Staff morale

2024
Repeated investigations into maternity failings and intensive scrutiny has Neiieal
had a negative impact on the professions of midwifery and obstetrics, average | RN&M | Midwives
and on individual staff. We are safe
and 6.14 5.87 5.25
2024 Staff survey scores for midwives were all lower than both the healthy

national and nursing & midwifery average. The largest gap is in ‘We are Figure 28: Proportion of professionals coping with workload
Yy profession
safe and healthy’ theme.

Nursing SUETH 46.7% 18.1% 19.1%
associates

A recent workforce spotlight survey from the Nursing and Midwifery Sl 7% 265%
council showed that midwives were more likely to be struggling with their . |

e/ [ | | [ [ | | |
Nurse [RZES KA 23.2% 25.4%

workload than other professions.*
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Issues unrelated Managin Normalised Strugglin
. to workload . ging . . gging

Reflections and initial Impressions from the Amos review reports




Workforce

What have we done? Work in Progress

* Publication of Core Competency « Maternity & Neonatal Improvement Support
Framework Team: Support trusts to develop diagnostic and

i i improvement plans, based on regional heat

* Perinatal culture and leadership map metrics and regional intelligence and will
programme: offered to all maternity and include a focus on tackling inequalities and
neonatal leadership teams. This included hearing and responding to service user
a diagnosis of local culture and practical feedback effectively.
support to nurture culture and leadership. . Optimum obstetric staffing Principles:

« Submit a Perinatal Event Notification developed with RCOG to fix the additional asks
(SPEN) portal: Making it easier for on obstetric time.
services to report adverse events in a « Leadership Descriptors: to describe what is
timely way through digitising and needed to provide high quality maternity
streamlining reporting processes and leadership
removing duplication. Launched
September 2025.
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PERINATAL CULTURE AND LEADERSHIP

DEVELOPMENT PROGRAMME TIMELINE England { |4 KORN FERRY

BE MORE THAN

CULTURAL
CONVERSATIONS
A 4 -5 month process comprising:

+ Quad development sessions
- Team conversations

- Quad check-ins
« Improvement planning

QUAD LEADERSHIP
DEVELOPMENT

A 6 month programme
comprising:
- Welcome event
- 3 modules (face-to-face)
. 4 action learning sets (3

virtual, 1 f-2-f) 2 CULTURE

« Leadership perspectives

(self directed strengths SURVEY
based facilitated 360) A 3 - 4 month process covering: YOUR SELF-
. Identifying local champions to ORGANISATION
support culture survey and - Continue meetings and conversations as
debrief process Quad and with Board Safety Champions
. Mapping + Peer support from action learning set
+ Going live with the survey - Continue conversations about culture
. 6 week 'live' period in your teams
. Results « Continue working on improvement
priorities

- Provision of practical support / tools for
teams and leaders to use when planning
improvement




What have we learnt?

* Quad relationships improved; with instances of improved teamworking and cross
service collaboration.

* Leadership development was valued. Quad teams felt able to be ‘braver’ in
addressing issues proactively.

« Evidence of cultural change was limited; this is due in part to some of the
timeframes but also the operational challenges / structural support required for
sustainability, e.g. maternity and neonatal being in separate divisions and tensions
across multi-site Trusts.

« Staff engagement beyond the quad was inconsistent. Some reported greater staff
engagement and a positive cultural shift towards openness, but this was not
consistent.

- Structural barriers (e.g. staffing, silos, lack of time) were major obstacles to
engagement, participation and uItlmater, impact. Services in crisis, quad capacity,
disengaged boards/ lack of Trust support all played a part.
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3. Women'’s experience of care




Women’s Experience of Care

3 Year Delivery Plan measures of personalised care taken from the
CQC survey, showing improvement over time

Results from the 2025 CQC survey show that nearly all questions
demonstrated statistically significant improvements compared with 2024,

Awareness of medical history during

and the maijority of results now have improving trends over the past 5- antenatal check-ups 9
I 53 %,
©
years T Being listened to during antenatal check-
g ups VA
|
. Involvement in antenatal care decisions
Poorer experiences are also apparent, for example, 24% of respondents I 2 s
felt that they were left along during labour at a time that worried them; 13% . Response to concerns during labour and
felt that health professionals did not do all they could to help them to 5 oirh — 2 0
manage pain relief during labour % Involvement in decisions during labour /E—
5 and birth S 77 %
o
LQU Kind and compassionate treatment during

We continue to hear from individual families who have had very poor labour and birth — 3,
experiences that were not addressed appropriately by the Trust ' Adequacy of information or explanations S
concerned. Care provision in the context of where harm has occurred is during postnatal hospital care  n—— 1%
also very varied. g

Postna
tal
(hospit
al)

© Being listened to during postnatal care
g I 7 %
N
SRR e : : : = Consideration of personal circumstances E——
A key priority is amplifying the voices of service users, which depends on S during postnatal care at home .
having well-supported and effective local maternity and neonatal voice =
. . . . o Adequacy of time spent discussing — NEG_—G—S—S
partnerships (MNVPs) as committed to in the three year delivery plan o physical and mental health at the 6-5. . p—- 379

m2019 =2021 2024 m=2025
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There is a current expectation that service user voice is embedded at
all levels of maternity and neonatal care

The three-year delivery plan for maternity and neonatal There is also a safety action D (SA-D) in the CNST Maternity

services recommended ensuring local maternity and neonatal Incentive Scheme requiring the voices and experiences of

voice partnerships (MNVPs) have the infrastructure they need all women accessing maternity and neonatal services to be

to be successful and put service user voices at the heart of service used to drive local improvements:

improvement. NHS
Resolution

How Maternity and Neonatal Voices Partnerships (MNVPs)
concerns are escalated:

Safety Action D — Service-user voice and equity
Outcome

The voices and experiences of all women accessing maternity and neonatal services

e |ndividual service users can feed their thoughts into Maternity and are used to drive local improvements, using local population demographics to
. . . understand and target efforts to support a reduction in inequities in experience and
Neonatal Voices Partnerships (MNVPs) at unit level outcomes.
* MNVPs then feed insights up through the Local Maternity and Why
Neonatal SyStem (LMNS)/ICB (nOt every LMNS/ICB haS a SerVice 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
user voice (SUV) rep at system level) to the regional SUV reps experience, and widening inequalities. Ockenden (2020 and 2022), Kirkup,
. . . MBRRACE, CQC rts, P ti f Fut Death (PFD rts, and NHS
(there IS a SUV rep In eaCh Of the 7 reglonS) England equity guiﬁgﬁcsallﬁ;ﬁnglg?tze sl;%r:ch?ﬁes(f corgr;iaci’c;ioinggps, _
. Regional Service user VOice repS feed inSightS OnwardS tO Q::;?r?gcc?anrc:ms’ inequitable experiences, and limited involvement of families in
Natlonal SUV repS (We now have 17 SUV repS for the maternlty This safety action incentivises maternity and neonatal services to place service
1 i i tth tre of i t. It is t that insights fi
and neonatal programme which ensures SUV representation on oo an il acrous o demmooraphe raup drsciy heenes oect oo
every part Of the programme inCIUding a” CommitteeS and at making, drive meaningful and measurable change, and support the delivery of
safe, equitable, and high-quality care for every woman, baby, and family.
Board). . . .
. . What are the minimum requirements that must be completed to achieve this
» This feedback loop goes all the way round, so also from National outcome?
SuUV reps back round to MNVPs. 1. Communication equity, language support and accessible information

Trusts should demonstrate continued progress towards ensuring that women
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Women’s experience

What have we done? Work in Progress

* Published MNVP Guidance
* Perinatal culture and leadership

* Perinatal Equity and Anti-Discrimination
Programme : This will give perinatal teams the
skills and tools they need to improve the

programme : offered to all maternity and
neonatal leadership teams. This included a
diagnosis of local culture and practical
support to nurture culture and leadership.

Ensured 7day bereavement services are
available in every Trust

Established maternal mental health
services in every ICB

experiences and outcomes of ethnic minority
groups and those from deprived communities,
and to improve the working lives of staff from
these groups.

Maternity and Neonatal PREM (Patient
Reported Experience Measure): A validated
national tool providing near real-time feedback
on user experience. It will enable Trusts and
|ICBs to act swiftly on feedback and support
national learning on what works

National Bereavement Care Pathway: Sands
led the development of the National
Bereavement Care Pathway and the nine NBCP
bereavement care standards. The NHS has
committed to implementing the NBCP standards
in all NHS Trusts across England.

21



4. Additional Action to Support
Improvement




Govt action on deprivation
and social complexity

Wider action required

+ Obesity: ABMI of 30+ increases the risk of diabetes, hypertension, thrombosis, stillbirth and neural tube defects as well as
increasing the difficulty of accurately providing scans and foetal monitoring

« Economic deprivation: Women living in the most deprived areas are more likely to have pre-existing diabetes and
hypertension and to experience perinatal mental health conditions

* Racism: The impact of racism and discrimination within maternity services is relatively well researched however, this is
unlikely to be confined to one service and requires at least a Trust wide approach

» Pre-conceptual care: Further action is needed around anaemia, vitamin/mineral deficiencies and pregnancy spacing

« social determinants of health: of the women who died, 22% suffered domestic abuse, 21% were known to social services
and 14% had multiple disadvantages; maternal age, nutritional deficiencies and air pollution also contribute to mortality and

morbidity. Percentage of women who smoked at time
of delivery, England
18
« Smoking in pregnancy is the single biggest modifiable risk factor for poor birth 16
outcomes, increasing the risks of stillbirth, miscarriage, preterm birth, low L 15-N
birthweight, heart defects and sudden infant death g 15

c

Percent
[00]

* The achievement of the national target to reduce smoking in pregnancy rates to
=<6% shows that wide ranging cross governmental action can be successful




	A National Programme to make Maternity and Neonatal Care Safer For All��Donald Peebles NHSE National Clinical Director Maternity
	1. Demographic changes 
	Demographic changes
	Obstetric complexity / demand
	Estates
	Improvements across key outcomes: stillbirth, neonatal deaths, pre-term births and, potentially, brain injury. Maternal mortality has not show desired improvements
	Inequalities in Maternal outcomes persist across ethnicity and deprivation
	Slide Number 8
	MOSS signals – CUSUM Chart
	What have we learnt from SBLCB?
	Moving away from existing silos
	2. Workforce
	We are reducing workforce gaps, but there is more to do�
	 Staff morale 
	Slide Number 15
	Slide Number 16
	What have we learnt?
	3. Women’s experience of care
	Women’s Experience of Care
	There is a current expectation that service user voice is embedded at all levels of maternity and neonatal care
	Slide Number 21
	4. Additional Action to Support Improvement
	Wider action required�

