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1. Introduction

Integrated care systems (ICSs) are partnerships of health and care organisations

that come together to plan and deliver joined up services and to improve the health

of people who live and work in their area.

The four key aims of an ICS are to:

• improve quality of services and outcomes in population health and healthcare

• tackle inequalities in outcomes, experience, and access

• enhance productivity and value for money

• help the NHS support broader social and economic development.

Collaborating as partners in an ICS will help health and care organisations tackle complex

challenges, including:

• improving the health of children and young people

• supporting people to stay well and independent

• acting sooner to help those with preventable conditions

• supporting those with long-term conditions or mental health issues

• caring for those with multiple needs as populations age

• getting the best from collective resources so people get care as quickly as possible.

Shropshire, Telford and Wrekin ICS is led by both an Integrated Care Partnership (ICP) and 

an Integrated Care Board (ICB). The ICP is a statutory joint committee bringing together all 

system partners to produce the ICSs integrated care strategy. The focus of this MOU is with 

the ICB as the statutory body with responsibility for NHS functions and budgets.
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2. Purpose of this agreement 

This MOU is between the NHS Shropshire, Telford and Wrekin Integrated Care Board, and 

NHS Midlands region, on behalf of NHS England. It is effective as of 01 September 2022. It 

sets out:

• the principles that underpin how the ICB and NHSE will work together to discharge 

their duties to ensure that people across the system have access to high quality, 

equitable health, and care services

• the delivery and governance arrangements across the ICB and its partner 

organisations

• how NHSE, the ICB and NHS partner (foundation) trusts will work together to 

implement the requirements set out in the NHS Oversight Framework taking into 

consideration local delivery and governance arrangements, risks and support needs 

• how the ICB and NHSE will work together to address development-specific needs in 

the ICS and across the region.

This MOU is not a legally binding agreement, and it does not change the statutory roles and 

responsibilities or functions of either party.  NHSE will continue to exercise its statutory role 

and powers in relation to regulatory action under legislation, including to address individual 

organisational issues in line with the principles set out in this MOU. The accountabilities of 

individual NHS organisations also remain unchanged.

In particular, it is noted that:

• this MoU does not delegate functions from NHSE to the ICB or vice versa 

• NHSE’s oversight delegated functions will take place in accordance with the 

delegation agreement.

• the MoU does not mean that functions are being exercised jointly by NHSE and the 

ICB within the meaning of section 65Z5 of the NHS Act 2006 (joint working and 

delegation arrangements) and

• references to meetings held jointly do not mean that a joint committee has been set 

up between NHSE and the ICB.  

It is acknowledged that the MOU represents a new way of working and there will be a period 

of transition and bedding in required, and an associated regular review process. 

It is also recognised that the ICB has retained governance and oversight arrangements 

which were developed within the ICS pre-establishment. These remain current for now but 

following completion of work on the operating model and consequential review of 

governance arrangements, this MOU will need updating for new arrangements. 
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3. Ways of working

3.1Leadership Behaviours to support ‘Whole System’ Working in the Midlands

To deliver the best for our people and our patients, we are committed to the following 

leadership behaviours across the Midlands.

3.2 Rules of engagement to support ‘Whole System’ Working in the Midlands 

The following principles will inform how the ICB and NHSE will work together:

1. First among equals whilst respecting the respective responsibilities and accountabilities.   

Ways of working will be non-hierarchical and jointly owned whilst respecting that statutory 

roles and responsibilities of different parts of the system will still need to be carried out.   

Despite respective NHSE/ICB roles there are common challenges that affect us all which 

will require collaborative leadership to resolve.

2. No decision about me without me. Structures for regional decisions relating to 

development and improvement will include systems as part of a whole system approach. 

This is to ensure that decisions around regional support are informed by the knowledge, 

skills and experience of those leading and delivering the strategic change/operational 

improvement.
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3. No surprises. Arrangements will be transitional and will need to evolve as together we 

build confidence and trust. Early notice of information and concerns, be open and willing 

to share intelligence using agreed data sources to avoid different views.

4. No bypassing. There will be agreed channels of communication between the 

organisations, the ICB and NHSE, ensuring that duplication is minimised and that the 

region and system role is not undermined. There should be no bypassing system or 

regional leadership. NHSE’s primary relationship will be with national directorates and 

ICBs whereas ICB primary relationships will be with place, organisations and local 

government.

5. ICB Oversight will be NHSE led with oversight of NHS organisations led by the ICB - 

where we need to deviate from this it will be with ICB involvement. ICBs are accountable 

for the oversight of NHS performance whilst NHSE remains statutorily responsible. NHSE 

will work with and through, the ICB to discharge this function. However, where there is a 

need to respond quickly to unexpected issues or where formal regulatory action is 

required this will be responsibility of NHSE. In all cases NHSE decisions will include the 

involvement of the ICB and good relationships and communication should ensure that 

NHSE is sighted on local issues.

6. Midlands and NHSE ways of working will be clearly outlined to clarify responsibilities and 

to avoid undermining or duplicating the role of an ICB. Jointly agreed arrangements will 

be set out for Midlands System Leadership. Individual ICB/NHSE ways of working will be 

outlined in MOUs which are to confirm roles and responsibilities for any NHSE functions 

discharged or delegated by NHSE and reviewed/updated regularly as arrangements 

evolve. These will articulate the ‘step in rights for NHSE’ where required.

7. Continue to address unwarranted variation whilst upholding the principle of subsidiarity 

and local flexibility. Some things will need to be done once for consistency and or where 

there are benefits to economies of scale. The overriding principle however should be one 

of decisions being taken as locally as possible to ensure we are meeting the need of 

populations served.

8. Together we will strive for excellence and harness the talent we have to improve health 

and care outcomes, quality and access to care and reduce health inequalities. Where 

things go well we will lock in the learning and strive to do better. When things go wrong, 

we will seek to understand why and learn from our mistakes. 

9. Collaboration. All ICBs are expected to work together and with NHSE to support effective 

and timely delivery of care to patients and communities, and performance improvement 

against regional priorities. We recognise that collaborating and supporting beyond system 

or organisational boundaries can create additional challenges and risks locally and we 

will work together to quickly resolve any barriers and ensure that the positive impact of 

effective collaborative behaviour is duly recognised and celebrated.
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4. System priorities and deliverables

4.1 System Priorities

To drive improvement across the Shropshire, Telford and Wrekin system the ICB has 
committed to delivering ten key pledges as well as five programmes of work and two 
enablers as system priorities. 

Figure 2 below shows alignment of these system priorities and deliverables to the four 
fundamental purposes of an Integrated Care System

The priorities, committed to as a partnership, will be monitored through the ICB governance 

functions. See figure 7 – Governance Structure below. 

The Shropshire, Telford and Wrekin ICS is currently working to review and restate its 

purpose, post COVID, as an ICS and how it delivers as individual organisations and as a 

system partnership.  Work is underway to agree a common value set. 

4.2 NHSE / ICB Joint Priorities

NHSE and the ICB have a joint commitment to a number of key priority areas for 2022/23. 

4.2.1 Delivering a Greener NHS
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NHSE and the ICB are committed to address the climate emergency, which is also a health 

emergency. Unabated it will disrupt care and affect patients and the public at every stage of 

our lives. With poor environmental health contributing to major diseases, including cardiac 

problems, asthma and cancer, our efforts must be accelerated. 

The ICS and its Providers have Green Plans in place, and NHSE will provide appropriate 

expertise, investment and focus to enable us to deliver as a region. Sustainability should be 

implicit in all considerations and decisions made and geared towards delivery of the NHS’s 

net zero targets. This aligns with one of the pledges that the ICS has committed to.

4.2.2 Reducing health inequalities

NHSE and the ICB will work together to support tackling Health Inequalities in outcomes, 
experience and access. 

Health inequalities are the preventable, unfair and unjust differences in health status 
between groups, populations or individual that arise from the unequal distribution of social, 
environmental and economic conditions within societies, which determine the risk of people 
getting ill, their ability to prevent sickness, or opportunities to take action and access 
treatment when ill health occurs.

There are unfair and avoidable differences in access to and experience of NHS services by 
different population groups. Additionally, there are healthcare inequities that could be 
addressed through the provision of needs based, person centred services and systems. 

The Health and Care Act 2022 introduces a range of obligations on NHS bodies in relation to 
action on health inequalities. These new obligations are summarised in Annex A. 

4.2.3 Supporting our People

Staff are at the centre of our collective ambition for greater integration and better care and 

the ICB has a central role to play in delivering the vision for our ‘one workforce’.   

As NHS leaders and organisations, NHSE and the ICB will work together to deliver 10 

outcomes-based functions with our partners in the ICB to make the local area a better place 

to live and work for its people. We will work together and through the local People Board to 

meet the following core objectives:

i. Supporting the health and wellbeing of all staff

ii. Growing the workforce for the future and enabling adequate workforce supply

iii. Supporting inclusion and belonging for all, encouraging diversity and creating a 

great experience for staff

iv. Valuing and supporting leadership at all levels, and lifelong learning

v. Leading workforce transformation and new ways of working

vi. Educating, training, and developing people, and managing talent

vii. Driving and supporting broader social and economic development

viii. Transforming people services and supporting the people profession

ix. Leading coordinated workforce planning using analysis and intelligence
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x. Supporting system design and development.

Shropshire, Telford and Wrekin ICS have well-established plans in place to support and 

strengthen the health and care workforce and future transformational work is planned to 

enable the system to ‘grow its own’. The People Plan has 5 key priorities, underpinned by 

the wealth of work being undertaken to improve and enhance the experience of the people 

throughout the system. 

One of the key priorities, ‘Belonging in STW’ has seen a sharper focus on Equality, Diversity, 

and Inclusion (ED&I), to ensure ED&I is paramount within all aspects of workforce and OD 

system workstreams.

Figure 3

Oversight of this priority area will be through the regional NHSE people board, through 

bespoke meetings between the ICB and NHSE and at the regular NHSE ICB meetings.

4.2.4 Elective Care

Eradication of elective 104 week waits & 78 weeks, reducing 52-week backlogs

• Work is underway jointly between the ICB and NHSE to identify actions and support 

wider mutual aid to ensure delivery against the key challenged specialty areas.

• Oversight of progress and support requirements will be through NHSE attending the 

Elective and Diagnostics Group and at the regular NHSE: ICB meetings.

• The Shropshire and Telford Hospitals NHS Trust, along with the Robert Jones and Agnes 

Hunt NHS Foundation Trust have been allocated to Tier 2 escalation for elective care 

recovery, as such there are weekly scheduled meetings with NHSE and system and 

provider colleagues to address rectification of concerns.

4.2.5 Cancer

Improvement of overall performance position

• Significant work is required by the ICB to reduce the overall cancer backlog position and 

to meet the March 2023 operational plan ambition.  Actions have been identified by the 

ICB to improve the cancer waiting position and NHSE will work with the system to identify 

any further support requirements. 

• Oversight of progress and support requirements will be through NHSE attending the 

Cancer Group and at the regular NHSE ICB meetings.
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• The Shropshire and Telford Hospitals NHS Trust has been allocated to Tier 2 escalation 

for cancer recovery, as such there are weekly scheduled meetings with NHSE and 

system and provider colleagues to address rectification of concerns.

4.2.6 UEC

Eradication of ambulance handover delays

• Key focus areas are handover delays, flow, and discharge.

• There are risks to delivery of the Operating Plan which the system is prioritising to 

provide mitigation in readiness for what is expected to be a challenging Winter period.  

The system is fully engaged with NHSE in Winter planning events to ensure the system is 

focused on this key priority area. 

• Oversight of progress and support requirements will be through NHSE attending the UEC 

Group, system tactical discussions and at the regular NHSE ICB meetings.

• The system has been assessed by national NHSE and placed in the Ambulance 

Handover Heightened Concerns Programme, this results fortnightly support and 

oversight conversations with the national team.

4.2.7 Mental Health 

Recovery of the Improving Access to Psychological Therapies standard and eradicating Out 

of Area Placements 

• Oversight of progress and support requirements will be through NHSE attending the 

Shropshire, Telford and Wrekin System Programme Board, the MH checkpoint meeting 

and at the regular NHSE: ICB meetings.

4.2.8 Learning Disability and Autism

Delivery of the TCP target

• Oversight of progress and support requirements will be through NHSE attending the ICB 

TCP meetings, with additional discussions as required, as part of the planning cycle and 

at the regular NHSE ICB meetings.

4.2.9 Finance 

Delivering system-level financial balance  

• This is a key focus area and there is a significant system wide work programme in place 

to improve the systems overall position

• The detailed governance arrangements for this priority area is set out in section 6.2 of 

this MoU

• Oversight of the financial position and support requirements will be through bespoke 

NHSE: system financial review meetings and at the regular NHSE: ICB meetings.
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5. Partnership and place arrangements

5.1 Shropshire, Telford and Wrekin ICB Geography

The ICS footprint covers a population of around half a million people, over a total area of 

3,487km2. By 2043 there will be an estimated 0.6 million people in Shropshire, Telford, & 

Wrekin.

Figure 4

                                             

ICSs and their ICB and ICP will have influence over three key geographical footprints, with 

their own partnership and delivery structures:

System – this covers the whole population of an ICS, for STW this is the whole of 

Shropshire, Telford & Wrekin. 

Place – this is broken down into different localities within the system. There are two 

defined and agreed Places within STW – Telford & Wrekin Integrated Partnership 

(TWIP) and Shropshire Integrated Partnership (ShIP). Both are co-terminus with the 

two Local Authority Boundaries

Neighbourhoods – this footprint covers the communities within each Place. There are 

8 neighbourhoods, with 4 in each Place. These neighbourhoods include communities 

such as Ludlow, Shrewsbury and Whitchurch
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5.2 The ICB Responsibilities and Functions 

The ICB is working to develop the full extent of its operating model and provider 

collaborative, 2 place-based partnerships, a lead provider for mental health and a primary 

care collaborative. The ICB will continue to define and refine the role, responsibilities and 

functions of its Places and Provider Collaboratives. The ICS knows that without thriving 

Places, systems cannot achieve the ICS quadruple aim.

The proposed role, function and decisions for place-based partnerships are set out below in 

figure 5, below. A table outlining the system partners is attached in annex D.

5.2.1 Place-based Partnerships (PBP’s)

There is already a strong track record of Place-based working and delivery, demonstrated by 

the work of the two place-based partnerships in operation are: Shropshire Integrated 

Partnership Board; and Telford and Wrekin Integrated Partnership Board.

They are constituted based on local provider models and, as such, membership and 

governance reflects this.  Despite reflecting the differing needs of the 2 populations that they 

serve the 2 partnership boards are fairly consistent in their defined scope of services, have 

defined local priorities based on their respective health and well-being board and other 

evidential needs and have wide partner representation.  An initial scope of Place-based 

services that may sit best predominantly at Place covers the following areas: 

• Population Health Management, prevention, public health, Better Care Fund 

• Out of Hospital and Community Services 

• Community Mental Health Services and IAPT 

• Primary Care 
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The ICB supports an Action Learning Set that has been established to share learning and 

agree congruence between PBP’s where appropriate.

5.2.2 Provider Collaboratives

There are a number of forming collaboratives with the ICS. Beyond the regional footprint the 

local geography of the ICS means frequent collaboration with partners outside the system 

who are not represented in the structure of the ICS but are important to improving 

population’s health outcomes.

i. Maternity Collaborative

SaTH’s Maternity Transformation Programme partnering with Sherwood Forest Hospitals 

NHS Trust, including a safeguarding review and peer review of SaTH’s response to the 

Ockenden Report. There is a robust clinical infrastructure, and governance is being updated 

to strengthen collaboration across providers. 

ii. Cancer services

The ICS also collaborates with the Royal Wolverhampton Trust and University Hospital of 

North Midlands for provision of Cancer services.

iii. Primary Care Collaborative

The voice and power of Primary Care within the system footprint is essential and integral to 

the successful functioning of an integrated care system.  Primary Care is represented and 

involved in decision making within key forums of the ICS and there is work underway to 

develop a more detailed support and development plan for local GP services.

iv Children’s Services

The ICS collaborates with Birmingham Children’s Hospital to provide Trauma services

5.2.3 Integrated Delivery Committee 

An Integrated Delivery Committee has been established within the ICB infrastructure.  This 

committee will focus on delivery via the place based partnerships, the role of provider 

collaboratives in the delivery of the system priorities and provide assurance to the Board of 

NHS STW in regards to the delivery of the system wide transformation agenda. The work 

programme of this committee includes the developmental work, in conjunction with partners, 

to assess the readiness of both the place based partnership and the provider collaboratives 

to take on delegated responsibilities from the Board of NHS STW.al responsibilities as 

required. 
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5.3 How the ICB and NHSE will work together to strengthen local 

arrangements, and mechanisms for coordination and information sharing

NHSE will receive assurance of place and provider collaborative developments via the 

governance and oversight arrangements set out in the next section. NHSE will continue to 

engage, share learning and information with the Shopshire, Telford and Wrekin system 

through the regional Provider Collaborative and Place workstreams.

5.3.1 Collaboration across ICBs

• In order for the ICB to effectively discharge its functions it will need to collaborate with 

other ICBs both within the region and across regional boundaries. 

• The NHSE / ICB ways of working will need to evolve to take account of collaborations 

and agreed governance including the emerging offices of the East / West Midland 

ICBs. This MOU will be updated to take account of those arrangements when they are 

clear both in terms of the governance and the activity.

• For some commissioning activity, the preference is to collaborate across the East and 

West Midlands footprint. During 2022/23 we plan to develop the existing East and 

West Collaborative Commissioning Boards into formal committees / decision making 

bodies. This work is being led by NHSE Commissioning Directorate and the Chief 

Executives from the eleven Midlands ICBs.

o Shropshire, Telford and Wrekin ICB will participate in the West Midlands 

Collaborative Commissioning Board for those services agreed to be 

commissioned at this level.

• Some commissioning functions will be retained by NHSE and these responsibilities 

will also be recognised within the developing collaborative arrangements noted above. 

• The ICBs have formally been delegated responsibility for Primary Medical services. 

NHSE will operate the support services GMAST under a separate MOU arrangement 

until all the other Primary Care Services - Pharmacy, Optometry and Dental are 

formally delegated in April 2023.

o Shropshire, Telford and Wrekin ICB will work with NHSE on services yet to be 

delegated so that there is confidence in both the capacity and capability ahead 

of any delegation.

• NHSE will need to engage directly with providers on specialised and directly 

commissioned contract arrangements and procurements. However, as per the 

principles set out in section 3.2 the ICB will be involved as appropriate.

• NHSE Specialised Commissioners have a relationship with mental health provider 

collaboratives through the NHS Standard form contract, retaining strategic 

commissioning and oversight and assurance functions. Multi-ICB involvement and 
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oversight will be on an East/West Midlands basis through collaboration and agreed 

governance as above.

• Responsibility for complaints will be delegated to the ICB at the same time as 

functions are delegated but the regional complaints functions will continue to transact 

pending confirmation of national policy and local implementation.

• Mutual aid arrangements to support the region to meet its elective recovery plans will 

continue during 2022/23. Where mutual aid is provided between providers and 

systems, NHSE will recognise and support where an ICB has provided this capacity, 

this will include taking into account any consequential impact on the local delivery of 

financial and operational performance targets. 

o The ICB will support the ask on provision of mutual aid and work with NHSE to 

prioritise areas where it can support whilst ensuring it is not disadvantaging its 

own population in so doing.

5.3.2 Single point of contact

• The ICB has established a single point of contact distinct from its incident 

response/EPRR arrangements and request that NHSE use this as a single route in 

and out of the ICB/ICS. 

• The Regional Operations Centre (ROC) will become the single source of access in 

and out of the NHSE Midlands region for formal and / or routine communications, 

cascades, commissions and data requests from Regional and National teams.  There 

will be a transitional period to confirm the scope of what is covered by the ROC, and 

embed the new arrangements.

• The ROC will also assume a point of regional escalation and de-escalation, ensuring 

the appropriate records management and governance are in place for events such as 

critical incidents. The ROC will hold a position which considers data at a holistic pan 

regional level, drawing conclusions and raising alerts where links to delivery are 

recognised. 
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6. Governance and Oversight 

Since its formation on 01 July 2022, the ICS / ICB has established governance 

arrangements and adopted a functions decision map which are outlined in the diagrams 

below. The first diagram shows the structures the ICB has in place for proportionate and 

robust decision and the second diagram the oversight mechanisms across the ICB and its 

partner organisations. 

These reflect local delivery and governance arrangements.

Figure 6 - ICB roles, functions and decisions
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Figure 7 - NHS STW Governance Structure

The terms of reference for these committees of the Board can be found in the ICB’s 

Governance Handbook available on our website:

Our Constitution - NHS Shropshire, Telford and Wrekin (shropshiretelfordandwrekin.nhs.uk)

6.1 NHS Shropshire, Telford and Wrekin Integrated Care Board (NHS STW)

The ICB is a statutory body responsible for the commissioning of healthcare services across 

the Shropshire, Telford and Wrekin ICS area, bringing the NHS together locally to improve 

population health and care.  

 

NHS STW is part of the Shropshire, Telford and Wrekin Integrated Care System, a partnership 

involving the local NHS, Local Government organisations, the third sector and other relevant 

bodies with an active interest in the health, care and wellbeing of the residents of the 

Shropshire, Telford and Wrekin.  Together they will collaborate to address health and care 

inequalities, enhance integrated working, ensure optimal use of available resources and 

contribute to broader societal priorities. 
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NHS STW is specifically responsible for a range of planning, commissioning, financial and 

oversight functions which will be discharged with the aims of improving the health of the local 

population and ensuring the efficient and effective delivery of NHS services.

6.2 Financial governance arrangements 

The ICB is established under Chapter A3 of Part 2 of the National Health Service Act 2006, as 

inserted by the Health and Care Act 2022 and has the general function of arranging for the 

provision of services for the purposes of the health services in England in accordance with the 

Act.

To ensure that the ICB fulfils its statutory duty to carry out its functions effectively, efficiently and 

economically details have been set out in the SFIs. They are part of the ICB’s control 

environment for managing the organisation’s financial affairs as they are designed to ensure 

regularity and propriety of financial transactions.

As a committee of the board the Finance Committee contributes to the overall delivery of the ICB 

objectives by providing oversight and assurance to the Board in the development and delivery of 

a robust, viable and sustainable system financial plan, including financial performance of the ICB 

and NHS organisations within the ICB footprint.  The committee is also responsible for 

overseeing the use of the System’s financial framework, including the Intelligent Fixed Payment 

mechanism that is currently in use.

The Audit Committee is responsible for assurance on Internal Control, Audit arrangements 

and Governance and Statutory functions.  

A third Committee of the Integrated Care Board, the Integrated Delivery Committee, also plays a 

crucial role in the management of system finance by overseeing delivery of the System’s 

Transformation and Efficiency programmes.  This includes use of the ‘Triple Lock’ Process. 

Areas of concern and issues are escalated to the Integrated Care Board through these 

committees.  

The System also has a strong management infrastructure with weekly meetings of the 

Directors of Finance and the System Chief Finance Officer acting as an advisor to the 

weekly Chief Executive meeting.  The System Chief Finance Officer has regular dialogue 

with NHSE finance colleagues and also attends QSRM and other appropriate meetings with 

NHSE (both regional and national teams).

6.3 Quality governance arrangements

As part of the integrated assurance approach of the ICS, it operates a quality and safety 

infrastructure which makes it possible to rapidly identify and address support requirements 
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and required interventions.  This approach also enables the provision of rapid escalation 

through the ICB, to providers, place structures and to NHS England

The Quality and Performance Committee (QPC) assures the Board that regulatory elements 

of quality are being met, that services are safe, effective and caring and that the system of 

quality governance and internal control that supports the development and delivery of 

sustainable, high-quality care is working well across the system. Importantly the committee 

also gives guarantee to the Board that quality risks are recognised, controlled, mitigated and 

escalated as appropriate.

The System Quality Group reports to the Quality and Performance Committee and is the 

forum at which partners from across health, social care, public health and wider, within the 

ICS, work collaboratively to join up around common priorities. They share insight and 

intelligence, identify opportunities for improvement and concerns/risks to quality, and 

develop system responses to improve the quality of care and services across the ICS.

Other sub-groups and sub-committees reporting into QPC include:

• System Quality Group 

• SOAG (Sath Safety Oversight and Assurance Group)

• LMNS Programme Board

• Health Protection Board (in addition to reporting to Health & Wellbeing Boards)

6.4 Delivery Governance Arrangements

6.4.1 Programme Boards

A number of Programme Boards have been established in the ICB, these include Cancer, 

UEC, Elective and Diagnostics.  

The ICB and NHSE are members of the Programme Boards where oversight of the delivery 

against national / local priorities is monitored.  Formal responsibility for delivery will be via 

the ICB Integrated Delivery Committee, Finance Committee, and Quality and Performance 

Committee and ultimately the NHS STW Board.

6.4.2 Place-based governance arrangements: 

Place based governance arrangements in terms of decision-making and any joint 

arrangements for statutory decision-making functions between the NHS and Local 

Authorities are still an evolving position.  The actual process of agreeing delegation to place 

has currently not been confirmed. See section on Partnership and place arrangements 

above.

1.
M

oU
2.

N
ational

3.
IC

B
4.

W
est

5.
W

est
6.

IC
S

7.
W

inter
8.

A
udit

9.
P

ublicatio
10.Transition

22



Classification: Official

20  |  ICB-NHSE MOU

6.4.3 Planning Group

The ICB has established a Planning Group to oversee the development, implementation and 

oversight of ICB Operational and Strategic plans.

It is led by the ICB Director for Strategy and Integration and membership includes providers 

and partners from the System, including NHSE.

Whilst not duplicating work of the ICS Programme Boards on performance assurance and 

rectification, it enables triangulation and understanding of dependencies across workstreams 

and provides assurance to the ICB Strategy Committee.

6.5 Oversight Arrangements between STW ICS and NHSE

Core objectives

• The Midlands oversight model recognises that effective system governance and 
oversight arrangements should underpin regional oversight and assurance 
processes. 

• Systems will take a joint and leading role in oversight both at a local level and in the 
contribution and mutual accountability arrangements for Midlands wide performance, 
supported as necessary by NHSE, with a commitment to proportionality 
and minimising administrative burden.

• Oversight arrangements should reflect a balanced approach across the six oversight 
themes in the NHS oversight framework, including leadership and culture at 
organisation and system level.

• NHS Midlands role in system-level oversight arrangements will reflect both the 
performance and relative development of an ICS.

• The oversight process for providers will be led by the ICB and follow an ongoing cycle 
of monitoring performance and capability against the six themes; identifying the scale 
and nature of support needs; and coordinating support activity (and where necessary 
formal intervention) so that it is targeted where it is most needed.

• Business intelligence and data-led approaches will be used to support collective 
effective decision making, in a dynamic and responsive manner.

NHSE and Shropshire, Telford and Wrekin ICB have agreed the following oversight 

arrangements in 2022/23:

6.5.1 Quarterly System Review Meeting (led by NHS Midlands RD). 
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Purpose: formal accountability mechanism for region to assess and assure system 

performance, what support is required and gather evidence for any change to provider or 

system segmentation.  

6.5.2 Regional and sub-regional boards include system SROs / professional leads. 

Purpose: mutual oversight and accountability for regional position and agreement of specific 

support and intervention to address underperformance. 

N.B. specific pan-regional oversight arrangements will be discussed and agreed where 

oversight is required for services which across ICS boundaries. For example, for ambulance 

providers.

6.5.3 System oversight and assurance structures to include specific system: NHSE: 

provider oversight and assurance meetings. 

Purpose: to discharge respective responsibilities for enhanced or intensive oversight and 

support. For example, to oversee elective and cancer recovery, quality and financial 

improvement actions or monitoring progress against provider undertakings.  

These have been agreed on a case-by-case basis between NHSE and the system and 

arranged to minimise the administrative and regulatory burden on challenged organisations. 

Annex E references the ICB governance meetings where NHSE is in attendance including 

the capacity in which they attend.

Where NHSE is part of system governance meetings, the annex makes clear in what 

capacity this is i.e. a critical friend support and / or to support mutual accountability.

Where NHSE is not part of system governance meetings, the ICB will be responsible for 

notifying NHSE on any new issues or concerns relevant to statutory duties on a timely basis.

6.5.4 System review / Oversight and Assurance Meeting

Purpose: review performance challenges within the system (which are driving the NHS 

Oversight Framework (NOF) ratings for the system and organisations, progress made and 

the effectiveness of interventions and support. Frequency and approach according to table 

below.

As the ICB is currently in segment 4 of the NOF, monthly Improvement Review Meetings will 

be held in monthly in addition to the Quarterly System Review Meetings.   These meetings 

are led by NHSE, with the agenda being jointly agreed in advance.
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The new National Operating Model and NHS Oversight Framework (NOF) states that an ICS 

or Trust is eligible to be considered for mandated intensive support (Recovery Support 

Programme or RSP) and entry to segment 4 if any of the following criteria are met: 

• longstanding and/or complex issues that are preventing agreed levels of improvement 

for ICSs, or trusts in segment 3, or 

• a significant underlying deficit and/or a significant actual or forecast gap to the agreed 

financial plan, or 

• a catastrophic failure in leadership or governance that risks damaging the reputation of 

the NHS, or 

• for trusts, a recommendation by the CQC. 

STW ICS entered SOF4 and the RSP arrangements in August 2021 due to pre-existing 

concerns, namely:

• Lack of agreed strategic, long term system sustainability plan 

• History of lack of effective system working

• Historical Leadership and governance competency concerns

• Lack of focus around operational planning and delivery

• Continuing quality concerns at SaTH 

STW ICS and NHSE have agreed the following criteria for the system to exit from SOF4 and 

RSP

Development of an agreed 5 Year STW Integrated System Improvement Plan, 

including longer term sustainability

Evidence of meaningful mobilisation of the Integrated System Improvement 

Plan over a period of at least 12 months.

System has in place robust system governance structure, processes and 

mechanisms established and fully functional, including financial governance

Evidence of whole system ownership of quality, operational and financial 

challenges.

Demonstrable and effective system support to address CQC conditions and 

undertakings in system providers.

The measures and metrics to assist regional NHSE assessment of progress against the exit 

criteria are in the final stages of agreement with the ICB.  This will enable NHSE to confirm at 

which point the system has satisfied a given exit criteria.  It is expected that these will be 

confirmed as final draft by latest 31 August 2022 for joint sign off by ICB and NHSE.  Future 
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monitoring arrangements will be structured through monthly meetings (Improvement Review 

Meetings) commencing September 2022, chaired by regional NHSE, including representation 

from STW ICB and the national NHSE team.  A draft Recovery Support Programme report will 

be reviewed and agreed by all parties at the monthly IRM.  These RSP reports will be circulated 

to appropriate regional and national NHSE colleagues.  The progression or exit from RSP is 

seen as an improvement journey, at the next stage the system being placed in segment 3 

(SOF3) according to the NHS Oversight Framework

The Strategy Committee monitors the ICS’s progress against the exit criteria agreed during 

the mandated intensive support (segment level 4) of the NHS Oversight Framework, holding 

the relevant committees and partners accountable.

NHSE and the ICB are committed to working together effectively to support performance 

improvement locally and across the region, and in accordance with the respective roles and 

responsibilities outlined below. 

6.5.5 STW Provider SOF Position

The system SOF oversight arrangement replicates SOF 4 and RSP exit process NHSE have 

in place with SaTH i.e. monthly calls via SOAG (see Annex E) and RSP reporting.  SaTH were 

placed in SOF 4 and RSP due to service quality and financial issues.  RJAH were placed in 

SOF 3 in 2022 with regard to IPC concerns. The fifth RSP exit criteria for the system clearly 

references the need to support providers in their exit from SOF 4 for SaTH and SOF 3 for 

RJAH. This MOU seeks to demonstrate the interrelationship between provider and system 

SOF ratings and the manner in which system and NHSE work together to address the 

concerns.
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7.Roles and responsibilities in performance improvement

The narrative below describes the roles the ICB and NHSE will undertake, individually and 

collectively, to address performance challenges within the Shropshire, Telford and Wrekin 

system.

NHSE and the ICB will use 2022/23 to embed new ways of system working to achieve 

performance improvement. This will be predominantly by devolving responsibility for 

performance improvement to segments of the operating model both in 2022/23 and 2023/24. 

In practical terms for 2022/23, ICB Board Committees hold formal responsibility for delivery 

of the constitutional standards and those metrics in the NHS Oversight Framework.  The ICB 

has established a range of sub-committees and working groups with partners. In 2023/24, 

these responsibilities may transfer to other partners in the system. This will be tested by the 

readiness assessment to be overseen by the System Development Committee and reported 

to the ICB Board for any decision on delegation.

The ICB is developing new performance assurance framework that will bring together the 

key constitutional standards from the NHS Oversight Framework, 2022/23 Operational 

guidance and other key performance indicators. This single version of the truth of 

performance across the ICB will be routinely presented to the ICB Executive and Board. 

This performance framework extracts the relevant metric for each ICB priority and/or 

deliverable and assigns it to the strategic board/governance group which has responsibility 

for its delivery. This is then compiled to produce a standardised report that is tailored with 

relevant information for each meeting/fora, which drives a conversation about whether 

performance and delivery is on track, and if not, what corrective actions need to be taken. 

NHSE and the ICB are committed to working together effectively to support performance 

improvement locally and across the region, and in accordance with the respective roles and 

responsibilities outlined below. 

7.1 System

• The ICB is taking a leadership role in driving improvement across the system, this 

includes ensuring that a quality improvement methodology underpins the approach 

within the ICS. 

• The ICB will co-ordinate NHS support interventions within the Shropshire, Telford and 

Wrekin system, where appropriate, working in partnership with NHSE, including to 

jointly review the impact of interventions.  

• The ICB is responsible for ensuring that the system develops, monitors and oversees 

plans to meet the agreed 'exit criteria' for systems and organisations receiving 

mandated support.

• Common exit criteria:
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o Realistic and ambitious recovery/improvement plan developed

o Key trajectories being delivered

o The system has the capacity and capability to deliver the key requirements 

agreed with NHSE

o The system is proactively taking relevant actions to ensure that deliverables 

are maintained.

7.2 Region

• Regional support will focus on learning and improvement by:

o Working with the local system to develop capability and capacity 

o Bringing systems together and/or with experts/peers to share learning 

and facilitate the adoption of best practice and innovation

o Embedding colleagues within the system to provide solution focused support, 

that supports problem solving and sharing of best practice

o Supporting peer review e.g. of service quality, the model of care, the 

governance or the approach to quality assurance or improvement etc.

• Regional support will be tailored according to NOF segmentation level or any specific 

governance / leadership issues for example, Provider Undertakings

• Clinical Professional Leadership (CPL) to be a critical element of leadership to quality 

and clinical transformation agenda, working with regional leads on system quality 

groups, supported by quality leads meetings to review progress against improvement 

plans/quality metrics/SI thematic reviews/learning.

• Support will also be provided via Clinical Network Infrastructure, and we will agree the 

approach and interfaces with system leadership. 

• Support and facilitation to mediate or intervene where there is conflict or a difference 

of opinion within the ICB or between ICBs.

• Manage the interface and accountability of the region with the national team.

• Conduct the annual performance assessment of the ICB in each financial year and 

publish a summary of its findings. 

7.3 System & Region

• Regular engagement between NHS Midlands SMEs / professional leads and the 

Shropshire, Telford and Wrekin system counterparts to:

o Support individuals in their respective roles

o Understand the current position

o Assess what support and input would be helpful

o Contribute to the development and implementation of improvement actions.

• It is important to confirm that this engagement will be delivered in line with the 

principles set out in section 3.2.
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• NHSE will work with the system to identify quality, financial and operational 

improvement and transformation actions; and design bespoke support as and when 

mandated, required or requested. This will be linked to NOF and for all domains as 

necessary.

• NHSE relationship leads are working with the system on the oversight infrastructure 

providing support/critical friend input into the UEC, elective and diagnostics, cancer, 

MH and LDA forums. 

• NHSE and the system will ensure there is collaboration through regional forum, such 

as the finance leadership group.

• Where new concerns are identified, rapid risk and review (or escalation) meetings will 

be used as a consistent approach to understand issues, agree actions and outcomes 

required. To include what further support is required, future monitoring and 

co-ordination arrangements.

7.4 Overarching Approach to Risks and Escalation

The approach to the escalation of issues within the ICB or by NHSE with the ICB or provider 

is dependent on the segmentation of the ICB, current levels of oversight, as well as the 

specific metrics and qualitative factors. 

The 2022/23 NHS Oversight Framework outlines the segmentation approach and key 

metrics which will be considered by NHSE to assess performance of the system and 

providers against six key themes or domains. Included in Annex B are some key qualitative 

indicators, which will influence NHSE’s judgement regarding escalation levels and 

interventions, however, the new framework should be referred to in full for guidance on 

segmentation and metrics.

For individual providers, NHSE and the ICB will together discuss segmentation and any 

support required. However, NHSE will be responsible for making the final segmentation 

decision and taking any necessary formal enforcement action. Where there is a deterioration 

in segment NHSE and the ICB will agree exit criteria which will need to be met to exit 

mandated support and move to a lower segment. 

The ICB will ensure there is a robust approach to managing risks and escalations arising 

from delivery and transformation through its Board Assurance Framework. This will routinely 

review system risks through a clear governance framework, which will be reported via the 

Integrated Delivery Committee, Place Based Committees, Finance Committee and Quality 

and Performance Committee and ICB Board. Together, this will create strong awareness of 

the issues and enable the system to work together to resolve these. The ICB will also work 

collaboratively with NHSE in relation to the specific support available.

Annex C outlines the overarching principles we will adopt in relation to escalation of issues. 
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8 ICS development

• Systems will continue to produce a system development plan (SDP) which will evolve in 
response to system priorities and national policy development. 

• NHSE will provide an allocation of funding (figure TBC) for system development and 
system participation in the co-design of policy related to the long-term ambition and vision 
for ICSs.

• NHSE will continue to broker regional and national support in relation to needs identified 
in system development plans.

• NHSE will work collaboratively with systems to support the interpretation and 
implementation of national policy and share learning and good practice in relation to ICS 
development. 

Figure 8: Key components of the ICS in April 2023
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9 Reviewing, amending, and monitoring of the MOU

This MOU relates to an ongoing relationship between the ICB and NHSE and will be formally 

reviewed and renewed on an annual basis.  The ICB and NHSE agree to review the 

agreement every 3 months to assess whether it is still accurate and fit for purpose, as an 

output of the Quarterly System Review Meeting and taking account of any changes in NOF 

segmentation.

Changes to the MOU required outside of the proposed review period can occur at any time, 

if agreed by both parties.

10 Signatures

The ICB and NHSE, as represented by the below officers, agree to honour the aspirations 

and commitments made in this MOU.

Simon Whitehouse

Interim Chief Executive 

NHS Shropshire, Telford and Wrekin ICB

Fran Steele

Director of Strategic Transformation

NHS England Midlands

01 September 2022

1.
M

oU
2.

N
ational

3.
IC

B
4.

W
est

5.
W

est
6.

IC
S

7.
W

inter
8.

A
udit

9.
P

ublicatio
10.Transition

31



Classification: Official

29  |  ICB-NHSE MOU

Annex A: Obligations on Health Inequalities

New ICB obligations on health inequalities

• A new duty on health inequalities for ICBs: ‘Each integrated care board must, in the 

exercise of its functions, have regard to the need to— (a) reduce inequalities 

between persons with respect to their ability to access health services, and (b) 

reduce inequalities between patients with respect to the outcomes achieved for 

them by the provision of health services.’

• A new quality of service duty on ICBs which includes addressing health inequalities.

• A duty to promote integration where this would reduce inequalities in access to 

services or outcomes achieved. 

• Duties on ICBs in relation to several other areas which require consideration of 

health inequalities – in making wider decisions, planning, performance reporting, 

publishing certain reports and plans, annual reports and forward planning. 

• In addition, each ICB will be subject to an annual assessment of its performance by 

NHS England, which will assess how well the ICB has discharged its functions in 

relation to a range of matters including reducing health inequalities, improving 

quality of service, and public involvement and consultation. 

New requirements to publish inequalities data for ICBs, Trusts and Foundation Trusts

• NHS England must publish a statement about use of information on inequalities in 

access and outcomes, setting out the powers available to bodies to collect, analyse 

and publish such information, and views about how the powers should be 

exercised.

• NHS bodies should publish annual reports describing the extent to which NHS 

England steers on inequalities information have been addressed
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Annex B: Key factors in NHSE escalation and intervention 

decisions

NHS Oversight Framework

The 2022/23 NHS Oversight Framework outlines the key metrics which will be 

considered by NHSE to assess performance of the system and providers against 6 key 

domains. 

Key qualitative factors 

which will influence NHSE’s judgement regarding segmentation decisions and if 

regulatory intervention is required (as a last resort):

• Lack of assurance that the issue/ concern is being addressed or managed in 

a timely and effective manner by the ICB 

• System tensions or conflicts of interest, e.g. a whistleblowing report about an 

ICB exec lead  

• Poor engagement with regional teams

• Lack of effective system collaboration to drive improvements

• Lack of robust governance and oversight arrangements within the ICS or within 

a provider

• Material concerns regarding the structure, leadership, and culture of an ICB 

• Evidence that the ICB or a provider lacks the capacity and capability to 

effectively address the issue

Instances where NHSE might by-pass the system

• Evidence of a conflict of interest

• A need to act rapidly to protect patients or staff (but we would notify the ICB at 

the earliest opportunity).

• Evidence of a failure of system governance to identify the issue

• Whistleblowing issues raised with NHSE
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Annex C: Escalation approach

The different escalation levels are as follows:

• Routine oversight, assurance and improvement:

o Day-to-day activity when there are no risks or minor risks which are being 

addressed effectively

o Includes standard monitoring and reporting, due diligence and contract 

management. 

• Enhanced oversight, assurance and improvement:

o Undertaken when there are system risks that are serious, complex and/ or 

recurrent and require action/ improvement plans and support. 

• Intensive oversight, assurance and improvement:

o When there are very serious, complex or recurrent risks, which require 

intensive support, including mandated support from NHS England for recovery 

and improvement.

Routine oversight, 

assurance and 

improvement

ICS/place with 

providers – within 

providers and across 

pathways, responding 

to risk and supporting 

improvement 

Enhanced 

oversight, 

assurance and 

improvement

ICS/place with NHSE 

region support as 

required – to 

respond to system 

risks and support 

improvement

Intensive oversight, 

assurance and 

improvement

NHSE and 

regulators - to 

respond to very 

serious / complex / 

recurrent risks and 

concerns

Learning and improvement

Building ICB / organisational improvement capability
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Annex D: Additional information

Table 1: Healthcare providers across the two places in Shropshire, Telford and Wrekin

Table 2: Local Authorities across the two places in Shropshire, Telford and Wrekin

Place Local Authority

Shropshire Shropshire Council

Telford and 

Wrekin 

Telford and Wrekin 

Council

There are two Local Authorities in our ICS: Telford & 

Wrekin Council, and Shropshire Council. Both councils 

have unitary authority respectively, thereby holding 

the powers of a non-metropolitan county and district 

council combined. 

Both councils work in partnership with the ICS to find 

ways to improve the health outcomes of our local 

population.

Table 3: PCNs across the two places in Shropshire, Telford and Wrekin

We have eight PCNs in our ICS, with four mapped to each Place. Each PCN has a PCN 

Clinical Director. The numbers of member practices in each PCN varies, with the smallest 

PCN having 2 member practices and the largest having 16. Overall, within our eight PCNs 

there are a total of 51 independent General Practices serving varied population sizes. 

Collectively our practices deliver most of the health and care to the communities in our 

system. 

Place PCN List Size

Shrewsbury 127,734

South West Shropshire 36,389

South East Shropshire 58,989

Shropshire

North Shropshire 90,391

Teldoc 61,621

Newport and Central Telford 57,904

Wrekin 31,387

Telford and Wrekin

South East Telford 37,895
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Annex E: ICB / NHSE Meeting Structure
Name of meeting Frequency Lead NHSE attendance Purpose of NHSE 

involvement*

QSRM Quarterly Regional Director- 

NHSE

ESM’s Regulatory/Statutory

STW Improvement 

Review Meetings

Monthly S&T – NHSE S&T, IST, Assurance / Oversight

Corporate Governance 

Meetings

ICB meetings Bi Monthly ICB Chair S&T Observer role

Audit Committee Quarterly ICB NED & ICB 

CFO

x

Remuneration 

Committee

As required ICB NED & ICB SPL x

Finance Committee Monthly ICB NED & ICB 

CFO

x

System People 

Committee

Bi Monthly Provider Trust 

Chair & ICB SPL

x

Integrated Delivery 

Committee

Bi Monthly Provider Trust 

Chair & ICB Exec 

Director D&T

x

Quality and 

Performance 

Committee

Monthly ICB NED & ICB 

CNO/CMO

x

Strategy Committee Bi-Monthly Provider Trust 

Chair & ICB 

Director S&I

x

Primary Care 

Commissioning 

Committee

Bi monthly ICB NED & ICB 

CMO

x

Shropshire Integrated 

Partnership Committee

Bi-monthly LA Director and 

Community Trust 

CEO  

x

Telford and Wrekin 

Integrated Partnership 

Committee

Bi-monthly LA Director x

Functional meetings

System Quality Group Monthly ICB CNO Nursing and 

Quality 

Assurance 

Oversight/support

SaTH Safety Oversight 

and Assurance Group

Monthly ICB CEO Medical, Nursing 

and Quality, S&T, 

IST

Assurance 

Oversight/support

RJAH Improvement 

Review Meetings

Monthly S&T - NHSE S&T, IST Assurance 

Oversight/support

Cancer and Elective 

Care Recovery Ops 

Group

Monthly ICB Director P&P S&T Oversight/support/ 

info

Planned Care 

Operational Board

Monthly CEO RJAH S&T Oversight/support/ 

info
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Cancer Strategy Board Monthly ICB Director P&P Cancer Alliance Oversight/support/ 

info

UEC Board Monthly ICB CEO S&T Oversight/support/ 

info

UEC Ops Group Monthly ICB Director UEC S&T/UEC Oversight/support/ 

info

Mental Health and LDA 

Partnership Board

Monthly ICB Director P S&T, MH Operational oversight 

& support

System Planning and 

Performance Group

Monthly ICB Director P&P S&T Oversight/support/ 

info

System escalation calls 

UEC

As required ICB Director on 

Call

S&T/UEC Oversight/support/ 

info

Investment Panel Monthly ICB CMO X
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National oversight framework including exit criteria

Agenda item 28-09.020
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RSP (Recovery Support 

Programme) Draft Exit 

Criteria

Exit 

Criteria 

Ref

Required Priority Areas - 

DRAFT (To be agreed with 

ICB)

Proposed new metrics - DRAFT (To be agreed with 

ICB)

    

Development of an 

agreed 5 Year STW 

Integrated System 

Improvement Plan, 

including longer term 

sustainability

1 Clinical Strategy & 5 

enabling frameworks 

which could include:

Quality

People

Estates

Finance

Digital

1. Robust plan in place that triangulates finance, 

performance and quality. 

a) Plan is backed up by clinical strategy to be 

developed by and agreed between ICB and NHSE

b) The plan contains detailed milestones for delivery 

in Yr1 and Yr2

c) The plan delivers measurable quality 

improvements for the system's population

d) Executive leads identified as SROs for each of the 

plan workstreams

2. Cyclic review is in place that links in with ICB 

governance. Clear process for monitoring delivery of 

the plan and review in line with annual planning 

cycle.  This will include assurance that the plan 

places no significant risk to maintaining quality, and 

robust internal governance processes are in place to 

identify any worsening of the system's position

3. Plan signed off by ICB and NHSE

 Evidence of meaningful 

mobilisation of the 

Integrated System 

Improvement Plan over 

a period of at least 12 

months.

2 Collaboratives or joint 

working to facilitate 

effective and sustainable 

delivery of the 

improvement plan 

1. Delivery of agreed milestones within the ISIP.

2. Delivery of quantified performance 

improvements.  This will focus on improvements 

against agreed trajectories rather than delivery of 

specific constitutional standards.

3. Mitigation in place where milestones cannot be 

delivered for reasons outside system control.

4. Evidence of sustained ISIP delivery (at least 6 

months) with sign off by ICB

5. Evidence in the Integrated Performance Report 

that actions have had a demonstrable positive 

effective on performance improvement in the areas 

of quality, workforce, operational efficiency and 

Finance

System has in place 

robust system 

governance structure, 

processes and 

mechanisms 

established and fully 

functional, including 

financial governance

3 ICB & Subcommittee 

structure implemented

1. Subcommittee Structure and Governance 

Handbook in place

2. Evidence of regular and meaningful monitoring of 

Delivery in line with ICB Governance Handbook

3. Executive team in place and ICB established 1st 

July.  Executive portfolios agreed with clear 

ownership key programmes

4. ICB/NHS England MOU reflects ICB role and 

responsibility in solving the system quality and 

financial challenges

5. Evidence that the Integrated Plan is discussed and 

implemented at PLACE as sub-committees of STW 

ICB

6. Delivery and Assurance arrangements in place for 

the Implementation Plans
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Evidence of whole 

system ownership of 

quality, operational and 

financial challenges.

4 Links to the ICB & 

Subcommittee structure 

(no. 3).

1. Visible evidence that following collective 

behaviours across the system are embedded and 

valued within system leadership 

a) Collective decision making

b) Sharing quality, operational and financial risk

2. ICB/ PLACE & Trust Board Minutes/Papers are 

explicit in addressing quality & financial issues (to 

include ToRs, membership etc)

3. Evidence of system sign off for key strategies and 

plans including ISIP, Annual Plan, Clinical Strategy 

and progression of HTP

4. Evidence of shared approach to risk management 

in the system

5. Evidence of Clinical and Professional Leadership 

and work of clinical advisory groups

Demonstrable and 

effective system 

support to address CQC 

conditions and 

undertakings in system 

providers.

5 5 conditions, linked to MH, 

UEC and Maternity. 

Therefore support to be 

supported by the 

Collaboratives

1. Through ICB Quality Governance structures 

evidence of decisions which support SaTH to 

address CQC conditions.

2. Evidence of ICB leading changes through UEC 

Delivery Board which deliver  

a) services which promote improved UEC and 

discharge performance to support  SaTHs delivery of 

safe care e.g. reduction of MMFDs

b) Demonstrable and effective system support for 

resolving Undertakings for UEC at SaTH

3. Resolution of the CQC condition regarding CYP 

with mental health issues and no physical issues 

within SaTH

a) Development and approval of a clear strategy for 

MH&CYP

b) Development of a newly commissioned service 

model and supporting transformation plan

4. Resolution of the CQC conditions and completion 

of Ockenden report 1  (10-Dec-20) actions regarding 

Maternity services

5. Demonstrable and effective system support for 

resolving Undertakings for IPC at RJAH

6. Evidence of Clinical and Professional Leadership 

and work of clinical advisory groups
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ICB delegation to sign off the SaTH submission of the 10 

Maternity Safety Actions of the Clinical Negligence Scheme for 

Trusts (CNST) reporting to NHS Resolution.

Agenda item 28-09.021
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LMNS Programme Board / ICS Board 
23 September 2022 / 28 September 2022 

Agenda item /21 

Report CNST MIS Year 4 Progress Update – as at August 2022 

Executive Lead Director of Nursing 

Link to strategic pillar: Link to CQC domain: 

Our patients and community √ Safe √ 

Our people √ Effective √ 

Our service delivery √ Caring √ 

Our partners √ Responsive √ 

Our governance √ Well Led √ 

Report recommendations: Link to BAF / risk: 

For assurance √ 
BAF 1, BAF 2 
BAF 3, BAF 4 
BAF 7, BAF 8 

For decision / approval √ Link to risk register: 

For review / discussion √ CRR 15 

For noting √ 

For information √ 

For consent √ 

Presented to: 
23.08.2022 SaTH Women and Children’s Divisional Committee 
31.08.2022 SaTH Quality and Safety Assurance Committee 

Dependent upon n/a 

Executive 
summary: 

SaTH is a participant in year 4 of the Clinical Negligence Scheme for 
Trusts (CNST) Maternity Incentive Scheme (MIS), which is operated by 
NHS Resolution (NHSR) and supports the delivery of safer maternity care. 

This paper sets out SaTH’s progress to date in demonstrating 
compliance with the actions in their current format and plans for the 
remainder of the reporting period. 

It also includes information to evidence the closure or partial 
completion of several Safety Actions, which the committee is asked to 
receive on behalf of the Trust’s Board of Directors. 

Appendices: 
There are 12 appendices to this report; all are set out, with reason for 
inclusion, in section 1.0 (introduction) and referenced individually in 
the corresponding paragraphs. 

Hayley Flavell  
Director of Nursing 
The Shrewsbury & Telford Hospital 
NHS Trust 
30 August 2022 
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1.0  Introduction 

1.1  SaTH is a member of the Clinical Negligence Scheme for Trusts Maternity Incentive 
Scheme (CNST MIS), which is regulated by NHS Resolution (NHSR) and is designed to 
support the delivery of safer maternity care. 

1.2  The scheme incentivises ten maternity safety actions. Trusts that can demonstrate they 
have achieved all ten safety actions will recover the element of their contribution relating 
to the CNST maternity incentive fund and will also receive a share of any unallocated 
funds. 

1.3 The purpose of this paper is to provide the Local Maternity and Neonatal System and 
Integrated Care Board with: 

1.3.1 Assurance that SaTH is compliant with the standards it is obligated to have 
attained by now. 

1.3.2 Details of the standards that must be evidenced between now and the 
reporting deadline of 5 January 2023. 

1.4  This paper comprises several appendices (too many to set out on the cover page). Each 
one is fully explained during the relevant Safety Action paragraph, with a note as to what 
action is requested of the LMNS / ICS relating to each one. These actions are 
summarised in the final section of this paper. The appendices are as follows: 

1.4.1 CNST reporting timeline (for information). 

1.4.2 CNST sign-off process for SaTH and the ICS (for approval) 

1.4.3 Digital Strategy – Maternity (Safety Action 2 – for approval) 

1.4.4 1Q2022-23 Transitional Care Audit (Safety Action 3; for assurance). 

1.4.5 1Q2022-23 ATAIN audit (Safety Action 3; for assurance). 

1.4.6 Obstetric medical workforce paper – review of compliance (Safety Action 
4; for assurance)  

1.4.7 Updated midwifery workforce paper (Safety Action 5; already approved by 

the Board of Directors but provided in this bundle for completeness). 

1.4.8 1Q2022-23 Locally Agreed Safety Intelligence Dashboard (Safety Action 9; 
for assurance and with a request to share directly to the Board of Directors). 
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2.0  Overall Progress Status 
 

2.1  The below chart shows a CNST completion rate as at August 2022 (including 
compliance with the standards and accrual of supporting evidence) of 39% ‘Evidenced 
and Assured’, 38% ‘Delivered, Not Yet Evidenced’ and 23% ‘Not Yet Delivered’.  

 

 
 

2.2  This status supersedes the most recently reported position to QSAC and the LMNS 
(April 2022) which displayed 32% Evidenced and Assured, 21% Delivered, Not Yet 
Evidenced and 47% Not Yet Delivered.  
 

2.3 The plan is on track for delivery within the deadline of noon on Thursday 5 January 2023, 
(QSAC have accepted a sign-off procedure plan on behalf of the Board of Directors; this 
is attached for approval of the ICS at Appendix 2). Nonetheless, some risks to delivery do 
still exist, and these are highlighted below in section 10. 

 
3.0 Safety Action 1: “Are you using the National Perinatal Mortality Review Tool to review 

perinatal deaths to the required standard?” 
 

 
 
 

3.1  SaTH is compliant to date with reporting to the MBRRACE-UK website. 
 

3.2  The Board of Directors (BoD) has received a report each quarter since August 2021 that 
includes details of the deaths reviewed and the consequent action plans. This must 
continue up to the deadline of 5 January 2023. 

 

3.3 The most recent report (Quarter 1, 2022-23) was presented by the Director of Midwifery 
(DoM) to the BoD’s Meeting in Private in August 2022. CNST does not require the PMRT 
report to be shared directly with the LMNS / ICS, however, it can be provided on request. 

 

3.4  Progress Status: On Track 
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4.0 Safety Action 2: “Are you submitting data to the Maternity Services Data Set (MSDS) to 

the required standard?” 
 

 
 

4.1  The revised requirement for Safety Action 2, standard 1 is that Trusts have an up-to-date 
digital strategy for their maternity services which aligns with the wider Trust Digital 
Strategy and reflects the 7 success measures within the What Good Looks Like 
Framework1.  
 

4.1.1 Maternity, Fertility and Neonatal Services and divisional leadership, partnering 
with the Trust’s Digital Leadership team (including the Digital Transformation 
Officer and Chief Information Officer) have produced this strategy, which has 
been designed to complement the wider Trust strategy. 

 

4.1.2 This proposed Maternity Digital Strategy is attached at Appendix 3. The 
strategy has been approved by the Women’s and Children’s Divisional 
Committee and the QSAC, and will be formally presented for accepted to the 
SaTH Board of Directors’ meeting in October 2022. The Integrated Care Board 
is requested to approve this. 

 

4.2 Regarding standards 2-7: The April 2022 updates to the Divisional Committee, QSAC 
and other forums noted that SaTH was experiencing issues with data upload to the 
Maternity Services Data Set (MSDS). 
 

4.2.1 Fortunately, this position has been much improved through ongoing staff 
training (thereby improving quality of data entered) and resolution of 
configuration issues. Based on the Trust’s own assessment of its data upload 
for July 2022, the following points should be noted: 

 

4.2.1.1 All 11 Clinical Quality Improvement Metrics (CQIM’s) appear to have 
been uploaded to the requisite standard 

 

4.2.1.2 Body Mass Index, Complex Social Factor and Personalised Care 
Plans have all been uploaded for over the pass mark of 90% of all 
women. 

 

4.2.1.3 However, the ethnicity data (standard 6 – a new requirement from 
the May 2022 CNST update) was only recorded for around 87% of 
bookings; short of the 90% pass mark. 

 

1 https://transform.england.nhs.uk/digitise-connect-transform/what-good-looks-like/what-good-looks-like-publication/  
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4.2.1.4 A retrospective data gathering exercise, led by the Deputy Director 
of Midwifery for Quality and Safety, is underway, and it is likely this 
pass mark will be achieved before the data upload. 
 

4.2.2 Therefore, it is likely this Safety Action will be achieved. However, until this is 
confirmed, the status must remain ‘at risk’. Confirmation will be reported to the 
LMNS / ICS as soon as it is available. 

 

4.2.3 It should also be noted that data that Trusts upload to the MSDS is not 
published by NHS Digital for at least two months pending receipt, hence it will 
not be possible to confirm definitively whether this safety action has been 
attained until October 2022 at the earliest.  
 

4.3  Progress Status: At Risk 
 
5.0 Safety Action 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?” 
 

 
 

5.1 The Trust operates an effective Transitional Care service and associated pathway and 
continues to meet and often exceed the national target of Avoiding Term Admission into 
the Neonatal Unit (ATAIN). 
 

5.2  A new standard was introduced in the May 2022 update to the effect that a data 

recording process (electronic and/or paper based for capturing all term babies transferred 

to the neonatal unit, regardless of the length of stay, is in place. This was implemented 

within the mandatory deadline of 16 June 2022. 

 

5.3  Standard b) requires there to be a monthly audit of transitional care; the report for 

Quarter 1 2022-23 is provided Appendix 4. The paper also evidences compliance with 

standards d) (confirmation that a database exists in which all transitional care activity is 

recorded) and standard e) commissioner returns are available for ICS scrutiny upon 

request. 

 

5.3.1 The LMNS / ICS are requested to take assurance that transitional care is 

correctly implemented within the maternity and neonatal services, and 

approve the evidence for standards d) and e) as complete. 

 

5.3.2 Standard b) must continue to be evidenced each quarter; for CNST purposes 

Quarter 2 2022-23 (July-September 2022) is the last that must be signed off for 

this reporting period. 
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5.4 Similarly, Standard f) requires a quarterly audit of ‘Avoiding Term Admission into the 

Neonatal Unit’ (ATAIN) to be conducted – the report for Quarter 1 2022-23 is given at  

Appendix 5.   

 

5.4.1 The LMNS / ICS are asked to take assurance from the fact that SaTH 

continue to exceed the national target of below 6% of term babies being 

admitted to the neonatal unit, achieving 5.7% for this period. Again, once the 

quarter 2 audit report has been received, this Safety Action can be considered 

closed. 

 

5.5  Progress Status: On Track 
 

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

 
 

6.1  Standard a). The Obstetrics workforce paper was delivered to QSAC on behalf of the 
Board of Directors at their February 2022 meeting, and the associated audit of consultant 
attendance where required has been conducted and found to be compliant; this 
completed Standard a) Part 1.  
 

6.1.1 The May 2022 updated requires standard a) Part 1 to be reviewed at least 
once since the re-launch and reported to the Board of Directors (via QSAC) 
and to the LMNS. 
 

6.1.2 The Clinical Director for Obstetrics has reviewed the paper and confirmed that 
it stands, with no need for amendment. Detail to support this finding is provided 
in a summary paper at Appendix 6. 

 

6.1.3 LMNS / ICS are requested to take assurance that this closes out Standard a) 
part 1. 

 

6.1.4 As regards Standard a) Part 2 (“Units should monitor their compliance of 
consultant attendance for the clinical situations listed in this document [RCOG 
Roles and Responsibilities of a Consultant] when a consultant is required to 
attend in person. Episodes where attendance has not been possible should be 
reviewed at unit level as an opportunity for departmental learning with agreed 
strategies and action plans implemented to prevent further non-attendance. 
Trusts’ positions with the requirement should be shared with the Trust board, 
the board-level safety champions as well as LMNS”): 
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6.1.4.1 This was subject to the Ockenden Case Notes audit in October 
2021 and has been accepted as a standing audit as part of the 
revised Maternity Forward Audit and Assurance Plan, from which 
assurance will be taken. 
 

6.1.4.2 In the meantime, the Consultant Lead for Investigating Incidents 
monitors compliance of this attendance and this is noted at the 
Neonatal and Obstetric Incident Review Meetings. There have been 
no breaches or near misses to date. 

 

6.2  Standard b). Evidence of achieving ACSA Standard 1.7.2.1 was provided to QSAC on 

behalf of the Board of Directors in the April 2022 update in the form of anaesthetics 

consultant on-call rotas up to December 2021. The May 2022 re-launch requires this data 

to be provided for six consecutive months up to and including January 2022. This has 

been done, and the standard remains compliant, hence this part of the action has been 

closed out. The rotas prove that, throughout this period, there was a dedicated 

anaesthetist to labour ward (no other duties outside of maternity) 24/7 every day of the 

year. These can be shared on request. There is a consultant that can be called every 

day/ night. 

 

6.3  Standard c). The evidence to show that SaTH has a BAPM-compliant Neonatal Medical 

Workforce has already been provided to QSAC on behalf of the Board of Directors in 

April 2022. There has been no change to this standard in the May 2022 re-launch hence 

it remains complete. The original paper can be shared with LMNS / ICS on request. 

 

6.4  Standard d) A separate paper outlining the level of compliance with Safety Action 4 

standard d) (Neonatal Nursing Workforce) is being drawn up and will be delivered to 

QSAC, the LMNS (and ICS, if desired) no later than November 2022. 

 

6.5  Progress Status: On Track 
 

 
7.0 Safety Action 5: “Can you demonstrate an effective system of midwifery workforce 

planning to the required standard?” 
 

 
 

7.1  This action requires two papers covering midwifery staffing to be provided to the Board 
of Directors during the course of the reporting year; the first was provided in November 
and the second was included in the previously mentioned “Ockenden Review into 
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Maternity Services – 1 year on” paper which was received by the Board of Directors in 
February 2022. 
 

7.2  This action had been completed at the time of the April 2022 QSAC update. However, 

the May 2022 re-launch has an additional standard (b), which requires the Board of 

Directors to evidence that the midwifery staffing budget reflects establishment as 

calculated in a systematic, evidence-based process to calculate midwifery staffing 

establishment. 

 

7.3  The latest update, dated 14 July 2022 and covering Quarter 4 of 2021-22 was produced 

by the Director of Midwifery, and has also been received by the Board of Directors and 

QSAC. This paper is re-attached for information at Appendix 7. A further paper 

covering Quarter 1 2022-2023 (April to June 2022) has been produced by the DoM and 

will be shared with QSAC and the LMNS / ICS at their September and October 2022 

meetings, respectively. 

 

7.4 SaTH implements the process referenced here by commissioning the Birthrate PlusTM 

tool. In the light of Immediate and Essential Action 2.4 from the final Ockenden Report, 

the Director of Midwifery has decided to re-commission this assessment, which is 

expected to be have been completed by October 2022.  

 

7.5  In compliance with Standard b), the Birthrate Plus report most recent was received by 

the Board of Directors on 10 June 2021 and approval to fund the posts accordingly was 

given. This standard has therefore already been satisfied, notwithstanding point 7.4 

above. 

 

7.6  Progress Status: Complete 
 

8.0 Safety Action 6: “Can you demonstrate compliance with all five elements of the Saving 
Babies’ Lives (SBL) care bundle version two?” 
 

 
 

8.1 This is one of the largest and most complex of all the Safety Actions because it 

comprises the five elements of SBL:  

 

8.1.1 Reducing smoking in pregnancy. 

8.1.2 Risk assessment, prevention and surveillance of pregnancies at risk of foetal 

growth restriction (FGR) 

8.1.3 Raising awareness of reduced foetal movement (RFM) 
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8.1.4 Effective fetal monitoring during labour. 

8.1.5 Reducing preterm birth. 
 

8.2  Pertaining to Element 1, and as highlighted in the April 2022 update to QSAC, the Trust 
is still experiencing difficulty in achieving the standard required of >80% women receiving 
CO monitoring at 36 weeks 

 

8.2.1 Encouragingly, CO monitoring booking is now routinely being monitored to for 
above 80% of women (i.e. the target has been attained for the last four 
consecutive months), and in July 2022 this target was also reached for the 36 
week appointment. 
 

8.2.2 In order to achieve compliance with this standard, SaTH must achieved >80% 
on both metrics for four consecutive months before the end of the reporting 
period in January 2023. Therefore, whilst the trajectory is positive, this action 
must still be considered ‘at risk’. 

 

8.3  In accordance with the requirements of Elements 2 and 5, the quarterly audits have been 
completed and can be shared with the LMNS / ICS on request. 
 

8.3.1 The LMNS / ICS is asked to take assurance that smoking rates in pregnancy 
are falling in our local communities, and that, at SaTH, detection and 
management of babies less than the 3rd centile remains better than the 
Perinatal Institutes national GAP user average. 
 

8.3.2 However, detection and management of babies born between the 10th and 3rd 
centile is below the Perinatal Institutes national GAP user average. This is a 
concern, hence is a focus for 2022/2023. 
 

8.4  Finally, the ICS / LMNS is asked to note that, in compliance with standard 5 e. SaTH: 

 

8.4.1 Has have a dedicated Lead Consultant Obstetrician with demonstrated 
experience to focus on and champion best practice in preterm birth prevention 
(Mr Guy Calcott – job plan available on request). 
 

8.4.2 Provides for Women at high risk of preterm birth have access to a specialist 
preterm birth clinic where transvaginal ultrasound to assess cervical length is 
provided (preterm clinic plans and description available on request). 

 

8.4.3 An audit of 40 consecutive cases of women booking for antenatal care has 
been completed to measure the percentage of women who are assessed at 
booking for the risk of preterm birth and stratified to low, intermediate and high 
risk pathways, and that this complies with NICE guidance (audit available on 
request). 
 

8.5 The LMNS / ICS is asked to take assurance from these attestations that Standard 5 e 
has been satisfied, note that this assurance, with supporting evidence was accepted by 
QSAC on behalf of the Trust Board of Directors, at their August 2022 meeting (the Board 
of Directors must explicitly state that each of these sub-items have been achieved, at 
their October 2022 meeting). 
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8.6  Progress Status: At Risk (due to the above-mentioned risk relating to CO testing 
targets for mothers at 36 weeks; all other actions are ‘on track’). 

 
9.0 Safety Action 7: “Can you demonstrate that you have a mechanism for gathering service 

user feedback, and that you work with service users through your Maternity Voices 
Partnership (MVP) to coproduce local maternity services?” 
 

 
 

9.1 The productive partnership between SaTH and the Maternity Voices Partnership 
continues to yield important outcomes for service users and staff alike 
 

9.2  All of the evidence requirements for Safety Action 7 has now been secured, with the 
receipt of the following two items: 

 

9.2.1 Written confirmation from the MVP service user chair that they and other 
service user members of the MVP committee are able to claim out of pocket 
expenses, including childcare costs in a timely way, and that the Chair 
receives remuneration in line with Trust processes and reflective of the 
commitment. This letter can be shared with LMNS / ICS on request, provided 
the chair consents to this. 

 

9.2.2 Evidence that the MVP is prioritising hearing the voices of women from Black, 
Asian and Minority Ethnic backgrounds and women living in areas with high 
levels of deprivation, given the findings in the MBRRACE-UK reports about 
maternal death and morbidity and perinatal mortality. 
 
9.2.2.1 The MVP Development Co-Ordinator has authored a paper titled 

‘Engagement with Seldom Heard Groups, including the Black, Asian 
and Minoritised Ethnic communities.’ This paper included a number 
of proactive proposals for LMNS consideration.  
 

9.2.2.2 The plan has already been shared with the LMNS, presented by the 
MVP service user chair and development co-ordinator. 
 
 

9.3 Progress Status: Complete 
 

10.0 Safety Action 8: “Can you evidence that a local training plan is in place to ensure that 
all six core modules of the Core Competency Framework will be included in your unit 
training programme over the next 3 years, starting from the launch of MIS year 4? In 
addition, can you evidence that at least 90% of each relevant maternity unit staff group 
has attended an ‘in house’, one-day, multi-professional training day which includes a 
selection of maternity emergencies, antenatal and intrapartum foetal surveillance and 
new-born life support, starting from the launch of MIS year 4? 
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10.1  It was reported in the April 2022 QSAC update that this action was at risk. Due to 
successful mitigation since this report and the extended CNST deadline announced in the 
May 2022 update, the action is back on track, and most groups are compliant to at least 
the 90% level. However, due to new starters and expiry, some groups have fallen back in 
compliance with some training; this is being remediated on priority. 
 

10.2 There is a requirement that 90% of each relevant maternity unit staff group have 
attended an 'in-house' one day multi-professional training day, to include maternity 
emergencies starting from the launch of MIS year four in August 2021. As of 31 July 
2022, SaTH has achieved the following statuses, and is on track to reach the 90%: 

 

10.2.1 Midwives: 95% 

10.2.2 Obstetrics Consultants: 100% 

10.2.3 Other doctors: 100% 

10.2.4 Obstetrics anaesthetists: 100% 

10.2.5 Healthcare assistances / midwifery service assistants: 90% 
 

10.3 The training must also include antenatal and intrapartum foetal monitoring and 
surveillance, starting from the launch of MIS year four in August 2021. As above, statuses 
as of 31 July 2022 are: 
 

10.3.1 Midwives: 95% 

10.3.2 Obstetric Consultants: 100% 

10.3.3 Other Doctors: 78% (training underway to bring this back to above 90%) 
 

10.4 Neonatal Life Support (NLS) training rates have also all exceeded the 90% minimum 
limit for Neonatal Nurses and Doctors at this time, but has fallen to 79% for in-scope 
midwives. A plan to bring this back to above 90% is underway.  
 

10.5  A full report, to include line-by-line evidence, will be provided to QSAC no later than 
November 2022 and a summarised version provided to the inform Board of Directors at 
their seminar session on 1 December, to inform final declaration. 

 

10.6 Progress Status: At Risk 
 

11.0 Safety Action 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?” 
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11.1 This action has now been fully evidenced, with the group having been apprised with 
all necessary CNST documentation and reporting to date. 
 

11.2 The Group continue to meet on a monthly basis, with a ‘walkabout’ of a clinical area 
conducted at least every second month. 

 

11.3 The group now benefits from the inclusion of a new Non-Executive Director Safety 
Champion, Professor Julie Green. 

 

11.4 The most recent ‘Locally Agreed Safety Intelligence Dashboard’ as produced by the 
Safety Champions, is provided at Appendix 8 for information and consent.  
 

11.5 Progress Status: Complete (quarterly dashboard to continue to be provided to 
QSAC and the Board of Directors). 

 

12.0 Safety Action 10: “Have you reported 100% of qualifying cases to Healthcare Safety 
Investigation Branch (HSIB) and to NHS Resolution's Early Notification (EN) scheme for 
2021/22? 
 

 
 

12.1 This Safety Action relates principally to the work of the Divisional Quality Governance 
Team, supported by the Assistant Director of Nursing, Quality Governance. As with 
Safety Action 1, the need to report appropriately to the (HSIB) and the NHS Resolution 
Early Notification Scheme (ENS) is ongoing, hence this action is never ‘completed’. 
 

12.2 Notwithstanding this, the action was presented as having been closed out in the April 
2022 report to QSAC, there having been evidence of compliance with HSIB and ENS 
reporting and Duty of Candour for the period concerned, namely financial year 2021-22. 

 

12.3 The reporting period has been extended to December 2022 under the terms of the 
May 2022 update. Accordingly, a refreshed paper evidencing compliance will be brought 
to QSAC in November 2022, with a summary of this being provided to the Board of 
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Directors and LMNS / ICS to inform final declaration at the Board Seminar Session on 1 
December 2022. 

 

12.4 Progress Status: On Track 
 

13.0 Ongoing Risks to Delivery 

There is a risk 
that… 

The risk is 
caused by… 

The potential 
impact of the risk 
is… 

The mitigation in place is… 

The Maternity 
Services Data Set 
may be 
incomplete (SA2), 
with one quality 
metric currently 
not achieved 

Insufficient 
number of data 
sets collected for 
service user 
ethnicity on 
booking 

A failed data set for 
the month of July 
causing failure of 
Safety Action 2 

1. All 11 Clinical Quality 
Improvement Metrics appear 
to have been hit 

2. The sub-metric for ethnicity 
is being re-gathered as a 
retrospective exercise; >87% 
had been reached and the 
remaining ~3% is feasible. 

Trust may miss 
SBL CO testing 
targets for 
mothers for the 
36-week CO 
monitoring). (SA6) 

Configuration 
issues between 
the Badgernet and 
Medway EPRs; a 
shortage of 
breathing tubes in 
Spring 2022. 

If we don't achieve a 
minimum of 80% 
compliance over a 6 
month for the 36-
week CO monitoring 
the Trust will fail 
Safety Action 6. 

1. CO testing at booking now 
achieved routinely 

2. In June 2022, CO monitoring 
target was also achieved for 
36- week point. 

3. If this trajectory or level 
continues for a further 3 
months, standard will be 
achieved.  

Trust may miss 
90% target for 
Neonatal Life 
Support training 
for midwives and 
for fetal monitoring 
for ‘other doctors’. 

Training having 
expired for some 
colleagues within 
these groups 

Failure of Safety 
Action 8 

1. Training scheduled for these 
colleagues within deadlines 

2. SaTH expect to achieve this 
Safety Action, but cannot 
guarantee this at this time. 

 
 

14.0 Summary 
 

14.1 SaTH is mostly on track to achieve CNST MIS Year 4 in its latest format, though 
some risk to delivery for Safety Actions 2, 6 and 8 remains. 
 

14.2 In the April update to QSAC, under the October 2021 guidance, SaTH was able to 
evidence that three of the of the ten actions had been completed, four were on track, and 
three at risk (mitigation in place).  

 

14.3 The latest status (die to amended standards and revised deadlines, with associated 
requirement to evidence for a longer period of time), the Trust can report that eight 
actions are ‘on track’ (of which three are nearly complete), and two are ‘at risk’. 
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15.0 Summary of Safety Action completion Statuses: 

Safety Action # Completion Status 

1 On Track 

2 At Risk 

3 On Track 

4 On Track 

5 Complete 

6 At Risk 

7 Complete 

8 At Risk 

9 Complete 

10 On Track 

16.0 Actions Requested of QSAC: 

16.1 Review and discuss this paper and advise the Women’s and Children’s divisional 

leadership team of any further detail required. 

16.2 Take information from Appendix 1 as to the remaining evidence which must be 

shared with the LMNS (and where applicable, the ICS) up to and including the deadline 

on 5 January 2023. 

16.3 Note the ongoing risks to delivery but take assurance that the likelihood of these 

occurring has further reduced since the last report in June 2021. 

16.4 Be prepared to support the Board Seminar session on 1 December 2022 at which 
the CD for Obstetrics and DoM will be required to provide a summary of CNST evidence 
in its entirety to guide Board of Directors sign-off and nominate and make available an 
accountable officer as set out in the sign-off process at Appendix 2. 

END OF MAIN PAPER 
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Appendix 1: Proposed CNST reporting schedule July-December 2022, for the awareness of the Board of Directors and ICB2 

Safety 
Action 

Description of Report / Document Month of Receipt MNSCG QSAC 
LMNS 
& ICS 

Board of 
Directors 

(summary) 

1 Quarterly PMRT report 
Jul 2022 
Oct 2022 

 
 

(Private) 

2 
Maternity Digital Strategy Oct 2022     

Confirmation of MSDS CQIM Compliance Nov 2022  

3 

Transitional Care Quarterly Audit 
Jul 2022 
Oct 2022 

   

ATAIN Quarterly Audit 
Jul 2022 
Oct 2022 

   

4 

Confirmation that a review of SA1 Standard a) 1 has been 
conducted since May 2022 

Jul 2022   

Neonatal Nursing Workforce Staffing Paper (Std d)) Nov 2022    

Confirmation that Standard a) 2 has been checked each month from 
May 2022-Nov 2022 

Dec 2022 

5 Refreshed midwifery workforce paper and MCoC paper Oct 2022     

6 Quarterly survey and audit reports (FGR, RFM, Smoking Cessation) 
Jul 2022 
Oct 2022 



7 

Confirmation of appropriate remuneration / expenses for Chair and 
volunteers 

Sep 2022 

Confirmation that the MVP are prioritising the voices of women from 
BAME backgrounds and women from areas of high levels of 

deprivation 
Sep 2022 

8 
Evidence of a local training plan and 90% compliance for relevant 

groups 
Dec 2022 

9 Quarterly Locally Agreed Safety Intelligence Dashboard 
Jul 2022 
Oct 2022 

(Produced by this 
group) 

  

10 
Refreshed evidence of compliance with HSIB and EN notifications, 
family involvement and Duty of Candour from May 2022-Dec 2022 

Dec 2022  

Summary 
presentation 

Presentation of compliance with all 10 Safety Actions from DoM and 
CD Obstetrics. ICB accountable officer to be present. 

1 Dec 2022 (Seminar) 

Authorisation 
to sign 

Board of Directors discusses the presentation received on 1 Dec 
and confirms position on 10 SA’s. Votes authority to sign declaration 

to CEO (ICB votes same for AO) 
8 Dec 2022 () 

Final Briefing 
W&C division to brief on compliance of actions that have to be 

evidenced right up to CNST deadline. ICB rep present. 
28 Dec 2022 

Declaration 
CEO (on behalf of SaTH BoD) and AO (on behalf of ICB) sign the 

declaration form and submit to NHSR. 
29 Dec 2022 or 4 
Jan 2023 (sugg.) 

(AO)  (CEO) 

2 All reports will be presented to Maternity and / or Neonatal Governance and Women and Children’s Divisional Committee for ratification before publishing 
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1
Our Vision: To provide excellent care for the communities we serve

CNST Year 4 declaration process 
– planned timeline

Proposal to QSAC, July 2022

Prepared by: Tom Baker, Deputy Director of Ops, Women’s 
& Children’s Division, on behalf of Hayley Flavell, Director of 
Nursing and Executive Sponsor, Maternity Transformation.

Date: 20 July 2022
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2 Our Vision: To provide excellent care for the communities we serve

Situation, Background, Assessment 
and Recommendations
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3 Our Vision: To provide excellent care for the communities we serve

• SaTH’s Board of Directors must sign the Trust’s self-declaration form for CNST no later than noon on 
Thursday 5 January 2023 (and no earlier than Thursday 29 December 2022).

• The declaration form must be signed by the CEO (as authorised by the Board of Directors) and an 
accountable officer from the Integrated Care Board.

• The declaration form requires the Trust to state whether it is compliant with each of the ten Safety Actions 
that comprise CNST. To support this, CNST mandates that the Director of Midwifery and Clinical Director 
of Obstetrics deliver a presentation showing the Trust’s position against each safety action summarising 
the evidence to support this.

• The declaration form will be available on the MIS webpage at a date yet to be confirmed.

• The purpose of this presentation is to set out a proposal for when and how this process can be 
implemented.

Situation
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4 Our Vision: To provide excellent care for the communities we serve

• SaTH is engaged in Year 4 of the Clinical Negligence Scheme for Trusts - Maternity Incentive Scheme*, 
which is administered by NHS Resolution and designed to support the delivery of safer maternity and 
neonatal care.

• CNST comprises 10 Safety Actions. If successful in delivering all of these, the Trust will receive a 10% 
rebate of its maternity premium. 

• As part of the process, the Board of Directors must authorise the CEO to sign the CNST self-declaration 
form. The CEO must also ensure that the form is counter-signed by an accountable officer from the 
Integrated Care Board (ICB).

*https://resolution.nhs.uk/wp-content/uploads/2022/05/MIS-year-4-relaunch-guidance-May-2022-
converted.pdf

Background
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5 Our Vision: To provide excellent care for the communities we serve

• Most of the Safety Actions should be fully evidenced before December 2022.

• Therefore, it is feasible to provide the evidence presentation to the Board Seminar scheduled for 1 December
2022, with a formal report of the outcome to be presented to the Board of Directors’ Meeting on 8 December
2022. The ICB accountable officer should be nominated beforehand and should be present at both events.

• However, some of the safety actions which focus on external reporting (SA 1 and SA 10) must be evidenced up
to 5 December 2022, and others must be evidenced as at 5 January 2023 (SA 2, SA 7 and SA 8), though in
practice these can be satisfactorily evidenced up to a week before.

• Therefore, the Board of Directors will require a brief, final assurance update as close as practicable to 5
January 2023. It is proposed that the QSAC meeting scheduled for 28 December 2022 can be used for this.
Declaration can be made from the following day (29 December) up until the deadline of noon on Thursday 5
January 2029.

• Therefore, a suitable date between 29 December 2022 and 4 January 2023 for the CEO and ICB accountable
officer to meet and sign the declaration, with suitable admin support and a representative from Women’s and
Children’s Division, needs to be identified.

• In the unlikely event that any change to the declaration between it being signed and the final deadline of 12
noon on Thursday 5 January 2023, it would incumbent on Women’s and Children’s Division to alert the Board
of Directors and support any consequent notification to NHS Resolution.

Assessment and Recommendation
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6 Our Vision: To provide excellent care for the communities we serve

Timeframes
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7 Our Vision: To provide excellent care for the communities we serve

Timeline

Date Event Action required

1 December 2022 Board Seminar • DoM and CD to deliver a presentation detailing level of CNST

compliance with supporting evidence.

8 December 2022 Board of Directors’ Meeting in 

Public

• Board of Directors to receive summary of discussion from the

Development Session

• Board of Directors to grant authority for CEO to sign the

declaration (ICB Accountable Officer must also be duly

authorised)

• Board of Directors to authorise QSAC to validate any

remaining evidence between this date and 5 January 2023.

28 December 2022 QSAC Meeting • QSAC to receive assurance that any remaining evidence

requirements have been satisfied.

Suitable date 

between 29 

December 2022 

and 4 January 

2023

CEO and ICB Accountable 

Officer meet to sign self-

declaration

• Women and Children’s Deputy Director of Ops to prepare the

document in advance

• Any final administration, assurance and confirmation provided

to CEO and ICB Accountable Officer

• Sign the self-declaration, submit to NHSR and archive a copy.
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8 Our Vision: To provide excellent care for the communities we serve

Actions requested of the ICB
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9 Our Vision: To provide excellent care for the communities we serve

1. Approve this plan and associated timeline from ICS perspective.

2. Confirm this to the Trust Board of Directors in order for Corporate 
Secretariat to make the necessary arrangements.

3. Arrange for an ICS accountable officer to join the sessions on 1 December 
2022, 8 December 2022 and the final sign-off meeting (date to be 
confirmed, between 29 December 2022 and 4 January 2023) in order to 
receive information to support declaration and to counter-sign the 
declaration form.

4. Communicate available dates for this colleague per step 3 above.

ICB are requested to:
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Appendix 3 to LMNS / ICS CNST Update 
- Sep 2022
Our Digital Strategy supports the 
Maternity Transformation Programme

This Digital Strategy aims to promote safe and effective care across the Trust, whilst supporting the objectives of 

the Maternity Transformation Programme (MTP). We will continue to build upon the successful introduction of core 

solutions such as Viewpoint and BadgerNet, and will respond to opportunities to use digital to enable the 

implementation of actions within the Ockenden Report. Our future delivery means giving our service users greater 

access to their records through the Patient Portal and putting in information screens in the maternity department as 

well as throughout the hospital sites. We will continue to work with our Maternity Voices Partnership to ensure we 

have digital inclusion, our solutions are designed with our service users’ needs first and we continue to report our 

progress through tools such as Monday.com. Our aim is to use digital to support clinicians, midwives and service 

users to have a safe and positive experience of our care.

This Trust has embarked on a Maternity Transformation Programme. This aims to achieve 

sustainable improvements within maternity services, whilst focussing on implementing and 

embedding all actions outlined in the findings of the Ockenden Report in March 2022.

Viewpoint

Ultrasound reporting and image management solution.

BadgerNet

Total continuity of maternity care across settings 

beyond the hospital and out into the community using 

a fully-inclusive solution, which captures and records 

information for women antenatally and postnatally, as 

well as during the intrapartum period.

Maternity Whiteboard

Introducing screens to share key information with 

clinicians ‘at a glance’ to improve service user flow, 

reduce errors and releasing staff time to provide care.

ImproveWell App
Enhancing staff engagement and boosting morale, 

using the innovative idea hub, push notifications, 

pulse surveys and sentiment tracker features within 

the platform.

Fertility Viewpoint scanners
System and scanners to support fertility management.

Maternity planned deliverables
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2

Digital transformation 
will improve our 
maternity care

Project Objective(s) How this will 

deliver excellent 

care for service 

users

How this will 

provide an 

environment that 

our staff can thrive 

in

How this will make 

us more effective 

and efficient as an 

organisation and 

partner

Ultrasound reporting 

and image 

management 

(Viewpoint)

Provision of a 

secure, accessible 

image management 

platform.

Best possible 

interpretation of 

images; user-friendly 

solution

Efficient access to 

images with minimal 

non-value-adding 

processes

Where applicable / 

appropriate, easily 

facilitated image 

sharing with 

partners.

Maternity records 

system (BadgerNet)

Electronic Patient 

Record system for 

end-to-end maternity 

care.

Mobile app 

encourages 

engagement of the 

service-user with 

access to 

appointment 

information and 

pregnancy advice.

Improved handover 

of care between 

ward areas. 

Consistent approach 

to maternity 

documentation.

Efficient and 

comprehensive 

transfer of service 

user documentation 

between 

neighbouring trusts.

Neonatal records 

system (BadgerNet)

Implementation of 

full Badgernet EPR 

for neonatal care.

Integrated systems 

encompassing 

maternal and 

neonatal notes. 

All information 

integrated into one 

system.

Ability for whole 

team to access all 

information. 

Reduction in current 

duplication across 

several systems. 

Maternity 

Whiteboard

Replace handwritten 

handover board with 

an integrated, 

contemporaneous 

and editable 

interface to the EPR 

system.

Reassurance that all 

staff have timely 

access to the 

service-user’s 

situation to better 

respond to their 

needs.

Clear and consistent 

presentation of the 

service-user’s 

situation and needs 

to make handovers, 

and the reaction to 

acute events, as 

efficient as possible.

Improve timeliness 

of interventions 

through visibility and 

standardisation of 

service-user details.

Maternity and 

Neonatal Dashboard 

Maturity

Ensure accurate 

data is provided of 

quality and 

performance 

indicators in 

maternity.

Demonstrate safety 

metrics  and 

benchmark against 

national metrics.

Allow staff to have 

the knowledge of our 

performance and 

feel pride in the job 

they are doing. 

Provide assurance 

to our system 

partners of quality 

and safety 

indicators.

Patient Information 

Screens

Provide quality 

information to staff 

and service users.

Patients will have 

information that 

supports informed 

consent.

Staff will feel pride in 

seeing improved 

metrics and a 

greater sense of 

ownership.

Aligns with 

recommendation 

from recent CQC 

visit.

ImproveWell App

Harness staff insight 

to deliver the safest, 

kindest care and 

enhance staff 

engagement.

Use staff’s deep 

knowledge of 

processes and 

estate to target 

improvements.

Staff have a greater 

voice are more 

empowered and able 

to influence service 

development.

SaTH will be able to 

give more accurate 

feedback to partners 

to focus investment 

to best effect.

Fertility Viewpoint 

scanners

Deliver updated 

systems.

Further enhanced 

image quality 

supports excellent 

care.

Empowered to give 

best possible care.

Fully compatible 

systems.
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3

The digital transformation within maternity services aligns to our                                      

Trust’s Digital Strategy

As set out in the over-arching Trust Strategy, the maternity services’ plan and reflects the 7 success measures 

within the What Good Looks Like Framework1. 

Improved maternity dashboard data will allow divisional and service leadership to concentrate managerial support 

in the right areas and drive associated improvement. 

Overall data quality will improve, enabling better peer-to-peer and national learning. Use of digital information 

screens will reduce paper waste and laminating, thereby driving environmental efficiencies. The platforms selected 

have market-leading cyber security features, thereby protecting patient data.

Many of these initiatives will make it easier for staff to voice there ideas and opinions, and enable managers to 

provide timely and well-structured feedback. Service users will have maximal access to information to empower 

them to make informed decisions about their care.

Maternity

Core

Time

What we will 

implement
What this will achieve

How this aligns to our Trust Digital 

Strategy

A

Ultrasound reporting and 

image management 

(Viewpoint)

Simplifying ultrasound image management, reporting and data gathering. Records Management

B
Maternity records 

system (BadgerNet)

Giving mothers greater access to and more control of their pregnancy records or care notes through 

paperless records. Capturing and recording information for women antenatally and postnatally, as well 

as during the intrapartum period.

Records Management

C
Neonatal records system 

(BadgerNet)
Expanding the maternity records functionality to Neonatal services. Records Management

D Maternity Whiteboard
Introducing screens to share key information with clinicians ‘at a glance’ to improve patient flow, reduce 

errors and increase patient facing time.
Decision Support

E
Maternity Dashboard 

Maturity
Maternity information linked to National Maternity data set Business and Clinical Intelligence

F
Patient Information 

Screens
Introducing digital screens to provide up to date information to patients about Maternity Services. Access and Communications

G ImproveWell App
Enhancing staff engagement and boosting morale, using the innovative idea hub, push notifications, 

pulse surveys and sentiment tracker features within the platform.

Not mapped to a MDF theme in the 

strategy, however, the initiative will 

support the Maternity Transformation 

Programme directly

H
Fertility Viewpoint 

scanners
System and scanners to support fertility management.

Not mapped to a MDF theme in the 

strategy, however, the initiative will 

support the Maternity Transformation 

Programme directly

A

Future delivery (funded)

In progress

Complete

Future exploration

Future delivery (not funded)

A

C

D

E

F

B

G

H

1. What Good Looks Like framework - What Good Looks Like - NHS Transformation Directorate (england.nhs.uk)
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Appendix 4 to LMNS / ICS CNST Update - September 2022

Agenda item n/a 

Report Title Transitional Care Quarterly Audit Q1 2022/23 

Executive Lead Hayley Flavell, Director of Nursing 

Report Author Sarah Whitehead, Postnatal Ward Manager 

Link to strategic goal: Link to CQC domain: 

Our patients and community √ Safe √ 

Our people √ Effective √ 

Our service delivery √ Caring √ 

Our governance √ Responsive √ 

Our partners Well Led √ 

Report recommendations: Link to BAF / risk: 

For assurance √ BAF 1,2,3,4,7,8 

For decision / approval √ Link to risk register: 

For review / discussion CRR 15 

For noting 

For information 

For consent √ 

Presented to: 
11.08.2022 W&C Divisional Quadrumvirate 

Executive 
summary: 

This paper is to provide assurance that transitional care activity is audited 
in line with the standards as directed by BAPM and reflected in the 
maternity guideline. 

In line with the CNST maternity incentive scheme safety action 3 this 
paper supports the process of auditing Transitional Care Services 

April-June 2022 

• Reason for admission – 100 % reason recorded

• Reason recorded and appropriate as guidance – 100%

• Observations and investigations as guidance –100 %

• Use of Green discharge proforma – 100 %

• Daily Neonatal Team review – 100%

• Appropriate NIPE – 100 %

• Appropriate coding –100%

Appendices 
 Appendix 1: Counts of babies admitted to Transitional Care from birth by 
reason of admission. 

Executive Lead 
Annemarie Lawrence 
Director of Midwifery 
The Shrewsbury and Telford Hospital NHS Trust 
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1.0 Introduction. Transitional care is not a place but a service and can be delivered either 

in a separate transitional care area, within the neonatal unit and/or in the postnatal ward 

setting.  

1.1 Principles include the need for a multidisciplinary approach between maternity 
and neonatal teams; an appropriately skilled and trained workforce, data 
collection with regards to activity, appropriate admissions as per HRGXA04 
criteria and a link to community services. 

 
1.2 The philosopy of transitional care is to keep mothers and babies together, 

mothers become the primary care provider for their babies with care 
requirements in excess of normal newborn care but do not require admission in 
a neonatal unit and ensures a smooth transition to discharge home. 

 
1.3 The monthly transitional care audit will be inline with the standards set out in the 

guideline: 
 

1.3.1 Reason for admission to Transitional care 
1.3.2 Reason Recorded and appropriate as guidance 
1.3.3 Observations and investigations as guidance and documented 

appropriately 
1.3.4 The use of green discharge proforma 
1.3.5 Daily neonatal team review 
1.3.6 Appropriate NIPE examination 
1.3.7 Coded inline with HRG criteria  
1.3.8 Outcomes  

 
2.0 This audit will be done based on the monthly transitional care audit of 8 transitional 

care babies per month which is approximately 20-25 % of babies who are admitted 
under the transitional care pathway, recommendations will be shared on a quarterly 
basis. 
 

 Apr-22 May-22 Jun-22 

Preterm 10 1 8 

SGA 1 1 1 

IV ABX 20 33 30 

Total 31 35 39 

Table 1: Count of Transitional Care admissions by category 

 
3.0 Background. The transitional care guideline has recently been amalgamated with the 

neonatal guideline and updated, we have introduced NEWTT (Newborn Early Warning 
Trigger and Track) on 14/09/2020 which gives a clearer definition of babies requiring 
transitional care as below: 
 

3.1 Criteria for transitional care from birth: 
 

3.1.1 Late Preterm babies from 34 – 35+6 weeks gestation 
3.1.2 Babies receiving intravenous antibiotics or other intravenous 

medications 
3.1.3 Babies at risk of neonatal abstinence syndrome (NAS) requiring 

observations 
3.1.4 Congenital anomaly likely to require tube feeding (eg cleft lip/palate) 
3.1.5 Low birth weight  (< 2nd Centile but more than 1.8 kgs) 
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3.2 Care for transitional care from NNU: 
 

3.2.1 Baby who is having ‘step down care’ following admission to NNU who 
is more than 1.6 kgs and maintaining temperature 

3.2.2 Step down care tolerating a minimum of 3 hourly feeds 
 

3.3 Transitional care babies are cared for in a four bedded bay and 2 side rooms on 
the postnatal ward, with a staffing model of 1 Band 6 midwife and 1 WSA to 
support. 

 
4.0 Assessment. 24 sets of neonatal records were used to complete this audit, Medway 

System EPR was also used. 
 

4.1 Analysis. Overall the audit has highlighted a 100% compliance rate in line with 
the Transitional Care guideline. 
 

4.1.1 All babies noted in the audit were seen daily by the appropriate 
neonatal team with clear documentation and plan of care. 

4.1.2 All babies received NIPEs within the allocated time frame of 72 hours. 
4.1.3 100% of the sample had the appropriate NEWTT observations 

completed and documented onto Medway Maternity System. 
4.1.4 88% of the sample had green proformas noted within the notes with 

clear descriptions of where the baby had been admitted to and the 
reasons behind the admission. The remaining 12% who did not have 
green discharge proforma the Neonatal Discharge letters had already 
been generated therefore, the green proforma was not required – All 
information noted on the green proforma is documented in the 
neonatal discharge letter. 
 

5.0 Other areas to note. CNST Safety Action 3 mandates that maternity services must 
provide the following related information and assurance to QSAC (on behalf of the 
Board of Directors), the Local Maternity and Neonatal System (LMNS) and ICS, as well 
as the Maternity and Neonatal  
 

5.1 In accordance with CNST safety action 3, standard b), this paper is designed to 
provide QSAC, LMNS/ICS and the maternity/neonatal safety champions group, 
with evidence that a quarterly audit of transitional care is being conducted.  

5.2 In addition, maternity services wish to confirm to these groups that in 
accordance with standard d), a database is maintained which records babies 
between 34+0 and 36+6 weeks gestation at birth, in order to monitor the 
number of special care or normal care days where supplemental oxygen was 
not delivered: this database can be shared on request. 

5.3 Maternity services wish to confrim that activity returns per neontal critical care 
dataset version 2 are retained on file and available for LMNS/ICS scruitany 
upon request in accordance with safety action 3 standard e).  

 
6.0 Actions requested of the Women’s and Children’s Divisional Quadruvirate. The 

divisional quadrumvirate are are requested to: 
 

6.1.1 Approve this report. 
 

6.1.2 Take assurance that this audit highlighted a 100% compliance rate in 
line with updated Transitional Care guideline.  
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6.1.3 Consent for maternity services to continue with this monthly audit to 
ensure assess compliance in accordance with the TC guideline 
(alongside Avoiding Term Admission into the Neonatal Unit). 

 

6.1.4 Consent for this report to be shared with the Maternity and Neonatal 
Safety Champions Group, LMNS Programme Board and ICS Perinatal 
Quality Surveillance Group, QSAC and the Women and Children’s 
Divisional Committee at their respective August meetings, despite the 
fact that is has not yet been formally received by the Maternity Clinical 
Governance Committee. 

 

6.1.5 Advise as to whether any further clarification on this report is 
required. 
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(Sub) Appendix 1 to Transitional Care Quarterly Audit Q1 2022/23: Counts of babies admitted to Transitional Care from Birth by 
Reason of Admission (Appendix 4 of LMNS / ICS CNST Update - Sep 2022)

Reason For Admission To TC from 

birth Number Percentage 

Preterm 3 12% 

Babies receiving IVAB 21 88% 

Babies at risk of Neonatal Abstinence 

Syndrome 0 0 

Congenital Anomaly 0 0% 

Low birth weight 0 0.00% 

Reason For Admission to TC from 

NNU Number Percentage 

Step down care' following admission 

from NNU who is more than 1.6kgs 

and maintaining temperature 0 0.00% 

step down care' tolerating a 

minimum of three hourly feeds 0 0% 
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  Reason Recorded Hospital Notes 

Obs in line 

with GL 

Green 

Proforma NIPE 

Seen 

Daily 

Yes 24 24 24 24% 24 24 

No 0 0 0 0 0 0 

Total Percentage - Yes 100% 100% 100.00% 100% 100% 100% 

Total Percentage - No     0.00% 0% 0% 0% 
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Appendix 5 to LMS / ICS CNST 
Update - September 2022

Agenda item 

Report Title 
ATAIN (Avoiding Term Admissions into Neonatal Units) report 
Quarter 1 2022-23 

Executive Lead Carol McInnes, Director of Operations, W&C Division 

Report Author Rachel North, Women and Children’s Quality Governance Officer 

Link to strategic goal: Link to CQC domain: 

Our patients and community √ Safe √ 

Our people √ Effective √ 

Our service delivery √ Caring √ 

Our governance √ Responsive √ 

Our partners Well Led √ 

Report recommendations: Link to BAF / risk: 

For assurance √ 
BAF 1, BAF 2 
BAF 3, BAF 4 
BAF 7, BAF 8 

For decision / approval √ Link to risk register: 

For review / discussion √ 

For noting √ 

For information √ 

For consent √ 

Presented to: 2022.07.26 Women and Children’s Divisional Committee 

Executive 
summary: 

ATAIN (Avoiding Term Admissions into Neonatal Units) report 
Quarter 1 2022-23 

Rates of admissions to the Neonatal Unit of babies >37 weeks is 5.7%. 
Whilst this is a slight increase on previous quarters, it is still below the 
National target of 6%. Respiratory conditions remain the largest 
reason for admission. A weekly MDT meeting continues to review all 
cases in a timely manner and extract immediate learning or safety 
concerns.  

An Audit tool template has been developed using a National standard 
form to review all cases and an action tracker is used to monitor 
SMART actions arising from meetings. 

Appendices 
Appendix 1:  Appendix 1 Action tracker 
Appendix 2:  Appendix 2 Audit form template. 

Executive Lead 
Carol McInnes 
Director of Operations, W&C Division 
22 July 2022 
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ATAIN (Avoiding Term Admissions into Neonatal Units) Report 
for Q1 2022-23 

Background 

Admission to a neonatal unit can lead to unnecessary separation of mother and baby. 
There is overwhelming evidence that separating mother and baby at or soon after birth 
can affect the positive development of the mother-child attachment process and adversely 
affect maternal perinatal mental health. 

Preventing separation except for compelling medical indications is essential in providing 
safe maternity services. 

NHS providers of maternal and neonatal care can use the data collected through ATAIN 
reviews as a resource to: • improve the safety of care

• keep mothers and babies together whenever it is safe to do so

• identify local improvement priorities

• develop an action plan to ensure any relevant resources are introduced into clinical

practice

Improving the safety of maternity services is a key priority for the NHS and the number of 
unexpected admissions of full-term babies (i.e., those born at 37 weeks or more), is seen 
as a proxy indicator that harm may have been caused at some point along the maternity or 
neonatal pathway. 

ATAIN focuses on four key clinical areas that represent a significant amount of potentially 
avoidable harm to babies: 

• respiratory conditions

• hypoglycaemia

• jaundice

• asphyxia (perinatal hypoxia-ischaemia)

Review Systems 

Weekly Multi-Disciplinary team (MDT) meetings have now been established to review all 
cases which may meet the ATAIN criteria. Term admissions to the neonatal unit are 
currently monitored utilising Neonatal BadgerNet digital system, Datix submissions and a 
manual check of the Neonatal Unit admission book. A cross reference is made with all 
three systems as a failsafe to ensure that no case is missed. This information is presented 
monthly at both Maternity and Neonatal Governance meetings. The MDT team is 
developing an Action Tracker to ensure any themes are collected and learning can be 
disseminated, and immediate safety concerns actioned and implemented.  

Rates 

Term admission numbers for Q1 (April, May June 2022) have increased to 59 per quarter 
(18,17 and 24, respectively.) This gives an overall admission rate for this quarter of 5.7% 
of all live births, and accounts for 57% of NNU admissions. This remains below the 
national target of 6%. Of these admissions, following review by the ATAIN review team, 2 
admissions were found to have been potentially avoidable during this quarter. 
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Quarter 1 data –  

 

Reason for admission Number of babies >37/40 

Respiratory conditions 39 

Infection 5 

Missing admission data described under 
the category of monitoring 

5 

Cardiovascular disorders 3 

Hypoglycaemia 2 

Failed pulse oximetry 1 

Surgery 1 

Social issues 1 

Known congenital abnormalities 1 

Jaundice 1 

Hypothermia Nil 

Babies were transferred out for therapeutic 
hypothermia 

Nil 

 

• Respiratory Conditions 

Respiratory issues continue to make up the majority of admissions, with 39 babies this 
quarter. There were no babies born at greater than 37 weeks, requiring intubation and 
ventilation. 
 

• Hypoglycaemia 

In this quarter there were 2 babies admitted with hypoglycaemia, both were infants of 
diabetic mothers.  
 

• Neonatal Jaundice/HIE/NAS 

There was 1 admission for jaundice treatment this quarter.  
No babies were transferred to a level 3 NICU with Hypoxic Ischemic Encephalopathy, 
requiring therapeutic hypothermia.  
No babies required Neonatal Abstinence Syndrome treatment. 
 

• Hypothermia 

No term babies had a temperature of 36.4 degrees centigrade or below on admission 
during this quarter. This reflects a huge improvement on previous quarter’s data of all 
babies admitted at term. 
 
 
Plan for Q2 2022/2023 
 

• To maintain regular weekly MDT review meetings and to ensure failsafe processes 

are in place to confirm all eligible cases are captured for review. (Overseen by 

Director of Midwifery; to be embedded by September 2022). 

• To present the report to Maternity and Neonatal Governance meetings. (Overseen 

by Divisional Quality Governance Lead, to be embedded by September 2022). 

• To review and monitor the action tracker on a weekly basis. (Overseen by Divisional 

Quality Governance Lead, to be embedded by September 2022). 
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• To develop a digital system via datix as a place to retain all information for audit 

purposes, to provide assurance that learning can be drawn from any cases where 

admissions were deemed to be avoidable. (Overseen by Divisional Quality 

Governance Lead, to be embedded by September 2022). 

 

Appendix 1 Action tracker 

Datix ID 

Incident 

Date of 

incident 

SMART Action  Action holder Progress / 

immediate 

actions 

implemented. 

Anticipated 

completion 

date 

Date completed 

224071 18/04/22 Action 1  

DS Ward Manager - to contact 

MES to clarify process for 

checking sats probes. 

Subsequent check to be added 

to daily checklist. 

DS Ward 

Manager 

Information 

currently being 

sought 

31/08/22  

224071 18/04/22 Action 2 

USS to be reviewed to ensure 

all required USSs were 

undertaken and subsequent 

planned mode of delivery was 

appropriate. 

 

Saving Babies 

lives Lead 

Midwife 

Review awaited 31/08/22  

224381 23/04/22 Action 1 

CTG review required – Fetal 

Tachycardia noted, to determine 

if timeliness of delivery was 

appropriate.  

 

EFM Leads Awaiting update 31/08/22  
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Appendix 2 - Audit form template.
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To be completed for all admissions to the Neonatal Unit with 
birth gestation >37 weeks gestation 

 
 
 
 
 
 
 

 
ACTIONS 

POINTS 

 
 
NB. These action points will be transferred into a local 
SMART action plan template. 

 Circle the PRIMARY reason for transfer I admission 

 

1 Management of a respiratory problem requiring: ventilation/ CPAP 
/oxygen/ observation (circle) 

2 Hypothermia or need for temperature monitoring requiring: hot cot/ 
incubator/ normal care (circle) 
Temp on admission: 

3 
Hypoglycaemia or need for intervention to maintain blood glucose: 
IV fluids/ NG feed/ BF only (circle) 

Blood sugar on admission: 

4 Observation following resuscitation : level of care IC/ HD/ SC 
(circle) 

5 Suspected sepsis requiring: IV antibiotics / septic screen / 
observation only (circle) 

6 Administration of antibiotics with no additional requirement for care. 

7 Requires short period of observation: up to 4 hrs, 4-8hrs, 8-12 hrs 
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(circle) 

8 
Admission for single procedure: venepuncture, lumbar puncture, 
cannulation, Sa02 monitor/cardiac 

assessment (circle) 

9 Management of HIE and or seizures: requires cooling Yes/ No 

10 Management of jaundice: requires phototherapy / IV fluids/ 
exchange transfusion (circle) 

11 Management of congenital abnormality: known before delivery Yes/ 
No 

12 Diagnosed NAS: requires drug therapy/ urine toxicology only/ 
observation only (circle) 

13 Feed intolerance/ vomiting/ abdominal distension/ GI factors 
(circle): requires IV fluids Y / N 

14 Social issues: safeguarding, awaiting adoption/foster care. No 
clinical factors for admission 

 
 

 
15 

None of the above, this baby was admitted for: write reason below 

 

 
Names and job titles of the review leads. As a minimum the care 

should be reviewed by representation from both maternity and 

neonatal staff groups: 

Midwifery:     .................................................. 
 
Obstetric:     .................................................. 

 
Neonatology/      Paediatric: .............................................. 
 
Neonatal    Nursing ................................................................. 
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Appendix 6 to LMNS / ICS CNST Update
September 2022

Agenda item Appendix 5 to CNST Year 4 Update to QSAC 

Report Title CNST Safety Action 4 standard a) refresh 

Executive Lead Carol McInnes, Director of Operations, Women’s and Children’s Div. 

Report Author Dr. Mei-See Hon, Clinical Director, Obstetrics. 

Link to strategic goal: Link to CQC domain: 

Our patients and community √ Safe √ 

Our people √ Effective √ 

Our service delivery √ Caring √ 

Our governance √ Responsive √ 

Our partners Well Led √ 

Report recommendations: Link to BAF / risk: 

For assurance √ BAF1, BAF2, BAF4 

For decision / approval Link to risk register: 

For review / discussion n/a 

For noting 

For information 

For consent 

Presented to: 2022.08.23 Women’s and Children’s Divisional Committee 

Executive 
summary: 

CNST MIS Safety Action 4 (“Can you demonstrate an effective system 
of clinical workforce planning to the required standard?”) comprises 
four standards, the first of which relates to the obstetric medical 
workforce. 

To meet this standard the consultant team must commit to the relevant 
RCOG workforce guidance and monitor their ongoing compliance. A 
paper demonstrating compliance with this was provided to, and 
accepted by, QSAC at their January 2022 meeting.  

The updated CNST guidance (May 2022) states that Trusts should 
evidence their position with the Trust Board, Trust Board level safety 
champions and LMNS meetings at least once from the relaunch of MIS 
year 4 in May 2022. This paper provides this evidence. 

Appendices Nil. 

Executive Lead 

Carol McInnes, 
Director of Operations, 
Women’s and Children’s Division 
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1.0 Introduction. SaTH is partway through the delivery of the ten Safety Actions that comprise 

the Clinical Negligence Scheme for Trusts’ Maternity Incentive Scheme. This paper is 

intended to provide evidence of completion of the obstetric medical workforce actions 

(standard 8) of Safety Action 4: “Can you demonstrate an effective system of clinical 

workforce planning to the required standard?”. The standard comprises two parts: 

 

1.1 Part 1: “The obstetric consultant team and maternity senior management team should 

acknowledge and commit to incorporating the principles outlined in the RCOG 

workforce document: ‘Roles and responsibilities of the consultant providing acute 

care in obstetrics and gynaecology’ into their service”1: 

 

1.2 Part 2: “Units should monitor their compliance of consultant attendance for the clinical 

situations listed in this document when a consultant is required to attend in person. 

Episodes where attendance has not been possible should be reviewed at unit level as an 

opportunity for departmental learning with agreed strategies and action plans 

implemented to prevent further non-attendance. Trusts’ positions with the requirement 

should be shared with the Trust board, the board-level safety champions as well as 

LMNS.” 

 

 

2.0 Background. The author provided evidence of compliance with Part a) in a paper presented 

to QSAC on 26 January 2022. 

 

2.1 This paper evidenced compliance with Part 1 in the form of: 

 

2.1.1 Documented evidence of discussion of the RCOG document at relevant 

meetings e.g. consultant meeting and divisional governance meetings. 

 

2.1.2 Circulation of the document to all staff who work in maternity and 

gynaecology. 

 

2.1.3 Mandatory consultant attendance list has been included in departmental 

escalation policies 

 

2.2 The paper explained that Part 2 could not be evidenced at the time it was written, 

because at that time, only pilot audit of 18 case notes had been conducted – a follow-

up audit was planned and subsequently carried out. 

 

2.2.1 This audited 45 case-notes of women who gave birth in the month of 

October 2021 and demonstrated 92% compliance for the consultant, when 

contacted, attending in a timely manner in compliance with the SOP.  

 

3.0 Assessment. Safety Action 4 Standard a) can be considered complete for both parts, for 

the CNST MIS Year 4 reporting period: 

 

3.1  There is no change to standard a) part 1 and the evidence sited in January 2022 

stands, with ongoing communication regarding the RCOG document. 

 

1 https://www.rcog.org.uk/en/careers-training/workplace-workforce-issues/roles-responsibilities-consultant-
report/  
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3.2  Standard a) part 2 was evidenced as compliant (>90%) in the October 2021 case 

notes audit.  

 

3.2.1 This audit will be repeated in the near future and will be an ongoing part of 

the Forward Audit and Assurance Plan. 

 

3.2.2 In the meantime, the Consultant Lead for Investigating Incidents monitors 

compliance of this attendance and this is noted at the Neonatal and 

Obstetric Incident Review Meetings. There have been no breaches or 

near misses to date. 

 

4.0 Requests. QSAC is asked to: 

 

4.1 Receive this report. 

 

4.2 Take assurance from the evidence provided within this report, alongside that 

already provided in the January 2022 paper, that CNST Standard a) has now been 

delivered. 

 

4.3 Advise the Women’s and Children’s division of any further assurance that may be 

required.  
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Appendix 7 to LMNS / ICS Sep 2022 Update

Agenda item 137/22 (a) 

Report Maternity Safe Staffing for Quarter 4 of 2021/22 

Executive Lead Hayley Flavell, Director of Nursing 

Link to strategic pillar: Link to CQC domain: 

Our patients and community √ Safe √ 

Our people √ Effective √ 

Our service delivery √ Caring √ 

Our partners Responsive √ 

Our governance √ Well Led √ 

Report recommendations: Link to BAF / risk: 

For assurance √ BAF204 

For decision / approval Link to risk register: 

For review / discussion 

For noting 

For information 

For consent 

Presented to: Women’s & Children’s Divisional Committee 

Dependent upon 
(if applicable): 

Executive 
summary: 

This is the first quarterly report of the new Director of Midwifery which reviews 
safe staffing levels for Maternity Services. The aim of this report is to provide 
assurance of an effective system of workforce planning. 

The report provides assurance of the following: 
a) A systematic, evidence-based process to calculate midwifery staffing

establishments is complete
b) The midwifery coordinator in charge of delivery suite has supernumerary

status; (defined as having no caseload of their own during their shift) to
ensure there is an oversight of support for all midwives within the service

c) All women in active labour receive one to one midwifery care
d) A quarterly midwifery staffing oversight report that covers the

staffing/safety issues is submitted to the Board

The evidence described in this paper provides assurance that SaTH has an 
effective system of midwifery workforce planning and monitoring of safe staffing 
levels with the appropriate escalation plans in place.  

Appendices 
Appendix 1- Maternity red flag events, NICE (2015)* 
Appendix 2 – Quality Impact Assessment & Overlying SBAR* 
Appendix 3 – Ockenden Final Report Letter*   *In Supplementary Information Pack 

Lead Executive: 
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Midwifery Staffing Report 

1.0 Purpose 

The aim of this report is to provide assurance to the Trust Board that there is an effective system 
of midwifery workforce planning and monitoring of safe staffing levels during January to March 
2022. This is a requirement of the NHSLA Maternity Incentive Scheme for safety action 5 (NHSLA, 
2021).  

The report also provides an accurate account of the current workforce status and includes an update 
from recommendations within the paper presented in February 2022. In addition, gaps within the 
clinical midwifery workforce are highlighted with mitigation in place to manage this. A clear 
breakdown of BirthRate Plus or equivalent calculations to demonstrate how the required 
establishment has been calculated is also included. 

2.0 Background 

The NHSLA Maternity Incentive Scheme requires that the SaTH demonstrates an effective system 
of midwifery workforce planning to the required standard using the following standards prescribed 
within safety action 5 of the MIS: 

a A systematic, evidence-based process to calculate 

midwifery staffing establishments is complete 

b The midwifery coordinator in charge of delivery suite has 

supernumerary status; (defined as having no caseload of 

their own during their shift) to ensure there is an oversight 

of support for all midwives within the service. 

c All women in active labour receive one to one midwifery 

care 

d A quarterly midwifery staffing oversight report that covers 

the staffing/safety issues is submitted to the Board 

The activity within maternity services is dynamic and can change rapidly. It is therefore essential 
that there is adequate staffing in all areas to provide safe, high-quality care by staff who have the 
requisite skills and knowledge. Regular and ongoing monitoring of the activity and staffing is vital to 
identify trends and causes for concern, which must be supported by a robust policy for escalation in 
times of high demand or low staffing numbers.  
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BirthRate Plus provides an evidence-based methodology for calculating midwifery staffing 
requirements based on the case mix for women and babies accessing the service. This staffing 
report will focus on the recommendations of the BirthRate Plus Report (2021) and how safer staffing 
is facilitated by adoption of the recommendations, as outlined in the previous staffing paper 
presented in February 2022. 

NICE (2015) published guidance on safer midwifery staffing and identifies red flags where further 
action is required to ensure safety of women and babies. This maternity staffing report will highlight 
frequency of maternity safer staffing red flags and the reasons for the red flags. 

3.0 Current position  

Following the systematic, evidenced based process of the BirthRate Plus tool which was undertaken 
in 2020 and published in 2021, the required clinical workforce was recommended as 200.55wte 
which, upon the introduction of the Band 3 Maternity Support Worker (MSW) role using a 90/10 split, 
would be made up of 180.55 clinical midwives, and 20.05 MSW’s.  

Table 1 presents the current workforce position of both clinical and non-clinical midwives, MSW’s, 
and includes the required number of additional midwives needed to reopen Wrekin MLU on a full-
time basis.   

 

            Table 1 

 

 Establishment* In post Vacancy 

Midwives Bands 5-7 
 

180.55 176.01 4.54 

MSW’s Band 3 20.05 11.6 8.45 

Specialist Midwives Bands 6-8 22.06 30.22 +8.16** 

To reopen Wrekin MLU 4.84 0 4.84 

Total 227.5 216.83 17.83*** 

  
*    Based upon an establishment which is exclusive of MCoC 
**   Includes fixed term secondments to support the Maternity Transformation Programme 
*** Excluding specialist midwife posts 
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Table 2 presents the same data within columns 2&3 of table 1, however also includes an update on 
positions that have been recruited to but are not yet in post. The vacancy position within column 5 
of table 2 is an over recruitment to compensate for attrition rates and unavailability.   

 
Table 2 
 

 Establishment* In post Recruited to but not in post Vacancy 

Midwives 
Bands 5-7 

180.55 176.01 B6 = 2.0 
B5 = 25.8  

RTP B5 = 0.8 
2 trainee MW sonographer 1.6*** 

+24.06** 
 

MSW’s 
Band 3 

20.05 11.6 1.6 -6.8 

Specialist 
Midwives 
Bands 6-8**** 

22.06 30.22 2.0 0 

To reopen 
Wrekin MLU 

4.84 0 0 -4.84 

Total 227.5 216.83 32.2 +21.53 
 
* Based upon an establishment which is exclusive of MCoC 
**Over recruitment to compensate for attrition rates and cover unavailability; majority of the 
workforce available from Autumn 2022 
***Not included in vacancy position as establishment excludes midwife sonographers 
****All specialist midwives (including managers) in Bands 6-8 have an element of clinical to their 
role, using either a 50:50, 60:40 or 80:20 split 
 

3.1. Unavailability 

In addition to the current vacancy position, the speciality is also dealing with a significant 
unavailability rate which is made up of the following:  

                     Table 3 

 

Maternity leave 14.92wte 

Long term sickness absence* 14.5wte 

Total 29.42wte 

*including covid absence 
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As a service, Maternity has a higher-than-average number of staff on maternity leave, year on year. 
These posts are usually advertised as temporary positions to enable backfill, however they have 
historically been difficult to recruit into due to them not being substantial. Given that the service can 
evidence such a high attrition rate for maternity leave, the decision has been made as part of our 
workforce plan to convert a portion of the temporary vacancies into permanent positions, resulting 
in an additional 10wte substantial posts. 

 

3.2. Acuity Data 

Graph 1 

 

 

As can be seen in the graph above, there has been a decline in safe staffing for delivery suite over 
the last 14 months which is largely due to the transitional phase of introducing the 90/10 skill mix 
into the clinical workforce and our current vacancy position. This is in addition to unavailability of 
clinical midwives due to long term sickness and planned maternity leave (table 3). These clinical 
pressures are being felt operationally daily and are causing challenges in opening the alongside 
MLU at Wrekin. This is being managed by the escalation policy and twice daily management huddles 
to ensure services are safely maintained and the MLU is opened when acuity and staffing allows. 
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  Table 4 

 

Month Number 
of red 
flags 

  1 to 
1 
care 
not 
met 

Coordinator 
not 

supernumerary 

Positive 
(green) 
acuity 

% 

acuity 
red 
% 

Acuity 
amber% 

Acuity 
compliance 
rate 

January 
2022 

51   0 5 58% 10% 32% 88.71% 

February 
2022 

109   4 11 51% 14.37% 34.63% 91.07% 

March 
2022 

108   0 10 45% 15.% 40.% 89.25% 

The above table evidences the red flag data, in addition to a breakdown of the acuity data for Q4 
2021/22. Assurance can be gained from the compliance rate as it is above 85% as agreed by the 
regions Directors of Midwifery.  

4.0 Mitigation 

In order to support the workforce during this time of high unavailability and vacancy rates, the 
following measures have been introduced: 

• All specialist midwives have been job planned to work clinically using either a 50:50, 60:40 or 

80:20 split which has enabled an additional 4.6wte clinical availability on a weekly basis. This 

was supernumerary initially however moving forward will be factored into the health roster 

system and staff counted in the numbers to support safe staffing figures 

• Introduction of a 7-day manager of the day rota for maternity services to ensure management 

support is available to the teams at weekends. This is in addition to the current on-call system 

as this system is staffed using specialities outside of maternity, i.e., gynaecology, paediatrics, 

and neonates 

• Bank shifts incentivised to 150% for midwives to encourage pick up 

• Quality Impact Assessment undertaken to review and suspend Midwifery Continuity of Carer 

as prescribed within the final Ockenden report (2022) – see appendix 2 

• Mobilisation of 4.4wte MCoC midwives into the inpatient workforce to support (with the 

remaining members of the team  

• Representatives of SaTH have joined both Regional and National workforce webinars to 

ensure the most up to date measures are being undertaken to support staff back to work 

• Extension of the HEE funded B7 retention midwife as a commitment to supporting midwives 

in practice 

• Commitment to the Regional campaign of International Midwife recruitment with SaTH 

committing to supporting 10wte – this commitment also enables the speciality to add diversity 

to our current workforce 
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5.0 Midwifery Continuity of Carer 

Table 5 

It is recognised that the midwifery establishment increases when moving towards the implementation 
of MCoC as additional staff are required to deliver this model of care. For the purposes of this paper, 
the establishment has been presented exclusive of MCoC in view of the current pause in rollout 
following the final Ockenden report (2022) (Appendix 3). However, it is worth noting that the 
requirement for rollout is still present and will need to be factored into to the funded establishment 
and workforce recruitment campaign therefore the above table (table 5) presents the establishment 
required to move towards a trajectory of 51% MCoC.  

That current BirthRate Plus report should be read with caution as it is only inclusive of the staffing 
trajectory to achieve a target of 51% and therefore may increase when building in 100% MCoC. 
Additionally, the report is using data from 2019 despite being published in 2021 therefore it could be 
argued that it is already out of date. In view of this, there are plans to repeat BirthRate Plus at the 
earliest opportunity, with a likely start date of June 2022.  

6.0 Conclusion 

Midwifery staffing is complex; acuity can often change rapidly based on individual care needs and 
complexities of cases and maintaining safe staffing levels has become more complex recently due 
to national pandemic challenges and staff isolation, and increased pressures on the workforce as a 
result of the Ockenden Report and other National Maternity reviews.  

A full BR+ report (2021) was commissioned and findings shared with Trust Board via an earlier 
staffing paper in September 2021. A further BR+ report is scheduled to begin in June 2022 which 
will look at acuity data from April - June 2022 – these months were specifically selected as the 
service was solely using Badgernet for its maternity health records system and therefore data 
reliability increases. 

It is anticipated that there will be improved acuity levels in all areas across the service due to the 
control measures introduced and in turn numbers of red flags generated will be reduced (the data 
for April and May 2022 shows a positive increase which is in-keeping with the control measures 
introduced during that month).  

Required establishment for 51% 
MCoC 

In Post Currently 

Clinical Midwives 184.97 176.01 

MSW’s 20.55 11.6 

Specialists 22.61 30.22 

Wrekin MLU 7.09 0 

Totals = 235.22wte = 217.83 
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Finally, this paper highlights additional scrutiny and monitoring that has been applied to ensure all 
aspects of safe staffing have been triangulated to provide further assurance. With a clear and robust 
escalation policy in place and twice daily oversight of the maternity unit’s acuity verses staffing being 
monitored, early interventions can be taken to maintain safety and activate deployment of staff to 
ensure care needs are maintained and safety remains the priority for the service.  
 
The report highlights that despite a challenging year, the service now has improved oversight of 
staffing vacancies and oversight of safety metrics with a clear plan in place to address these. It also 
has a clear workforce plan that utilises a more diverse skill mix, which will enhance care provision 
and strengthen the clinical workforce.  
 
7.0 Actions Required of the Board of Directors 

The Board of Directors is requested to 
 

• Receive this report 

• Decide if any if any further actions and/or information are required 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

LMNS / ICS - September 2022 OFFICIAL 52 of 54

1.
M

oU
2.

N
ational

3.
IC

B
4.

W
est

5.
W

est
6.

IC
S

7.
W

inter
8.

A
udit

9.
P

ublicatio
10.Transitio

93



Maternity and Neonatal Safety Champions Group
Locally Agreed Safety Intelligence Dashboard

2 3 4

2 4 6

Reporting 
period:

Qtr 1 2022‐23

Current SSU compliance report is held by Corporate Education  for reporting on 
Maternity Specific training directly from LMS.  First report with accurate data in 

progress following manual data cleansing process.  Available end of July.  

Maternity Specific Training Compliance figures as at 30 June reports training is largely 
on track.  Action plan is in place to achieve required compliance with MIS Safety Action 
8 for NLS training for all staff.  Non compliant staff are known to Ward Managers and 
followed‐up by the CPE team to ensure they are booked on to training to include Ad 
hoc sessions in clinical areas, within the required 12mth period.  All staff are to be 

rostered to attend maternity face‐to‐face training. 
Sanctions for non‐compliance under review by senior management team.

Obstetric Data:
Minimum safe staffing level on the obs unit for doctors is:

Tier 1: One from FY2, GPVTS 1‐2, ST1‐2, equivalent/higher grade
Tier 2: One from ST3‐7, equivalent/higher grade

Tier 3: Consultant covering obstetrics only (gynaecology has its own consultant cover 
at all times) 

During the day from 08.30 ‐ 21.00 hrs all three tiers are resident in the building, from 
17.00 hrs the Tier 1 and 2 take over cover for gynaecology as well as obstetrics until 

08.00 the following day.

During nights from 21.00  ‐ 08.30 hrs all three tiers are resident in the building on 
almost all nights but occasional nights due to sickness may have the tier 3 as non‐

resident if the resident is the one off sick.

On most week days, a second tier 2 doctor will cover obstetric triage from 08.00‐
19.00hrs.  The plan is to extend this provision to the weekend also.     
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Report on Training compliance for all staff 
groups in maternity relating to the core 
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Findings of review of all perinatal deaths using 
the real time data monitoring tool 

Findings of review all cases eligible for referral 
to HSIB
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actions are being taken

Report on minimum safe staffing in Maternity 
Services:

‐  Obstetric cover on the Delivery Suite
‐  Midwifery ‐ gaps in rotas ‐ minimum safe 
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Obstetric Data:
Minimum safe staffing level on the obs unit for doctors is:

Tier 1: One from FY2, GPVTS 1‐2, ST1‐2, equivalent/higher grade
Tier 2: One from ST3‐7, equivalent/higher grade

Tier 3: Consultant covering obstetrics only (gynaecology has its own consultant cover 
at all times) 

During the day from 08.30 ‐ 21.00 hrs all three tiers are resident in the building, from 
17.00 hrs the Tier 1 and 2 take over cover for gynaecology as well as obstetrics until 

08.00 the following day.
During nights from 21.00  ‐ 08.30 hrs all three tiers are resident in the building on 
almost all nights but occasional nights due to sickness may have the tier 3 as non‐

resident if the resident is the one off sick.
On most week days, a second tier 2 doctor will cover obstetric triage from 08.00‐

19.00hrs.  The plan is to extend this provision to the weekend also. 

Stillbirths: 1
Late  Fetal Losses >22 Weeks: 0

Neonatal Deaths: 2

Year 4 Relaunch of CNST Incentive Scheme document was produced. A change has 
been noted that from 6th May 2022 onwards all perinatal deaths eligible to be notified 

to MBRRACE‐UK should be notified within seven working days.

May‐22 Jun‐22

Stillbirths: 1
Late Fetal Losses >22 Weeks: 0

Neonatal Deaths: 0
All cases with this quarter were reported to MBRRACE within the required timeframe.

2 Serious Incident investigations remain open and ongoing for Maternity with HSIB.  
The final report from HSIB for the 1 x SI reported last month was approved by RALIG 
for submission to the commissioners for consideratin of final closure on 30/6/22.  
Learning of immediate pain relief was communicated to staff via a 3 Minute Brief 
document on 28/6/22 ‐ an anaesthetist was present during MDT clinical incident 

review to discuss pain management in theatre.

Apr‐22

Stillbirths: 1
Late Fetal Losses >22 Weeks: 1

Neonatal Deaths: 0

May Quality Governance report with April data shows 1 x new SI reported for 
Maternity in April (stillbirth at 40 wks).  Investigation will be led by HSIB.  The incident 

has been uploaded to STEIS.
Quality Governance confirm that to assure a more robust monitoring process, any 

HSIB action plans following the outcome of their investigations, are uploaded to Datix 
against the relevent incident.

11 x incidents were reported as Moderate Harm for April and remain at this level.   
1 x incident has been fully reviewed and finally approved.  

No Moderate harm incidents are currently overdue for review. 
No severe harm incidents were reported.

Where Moderate harm remains following the review, evidence of Duty of Candour is 
attached to each incident on the Datix system. 

Maternity specific training continues to be transferred across to LMS, however, some 
issues are still being resolved and risks around compliance reporting continue to exist.  
Figures for face‐to‐face maternity specific training will be held locally on the Maternity 
Training monitors on the shared drive and will be used for CNST reporting until 
accurate compliance figures can be obtained from LMS.  
A number of courses have been booked for May/June/July with support from Ward 
Manager to remind staff of additional training available.

Relaunch of MIS Y4 from 6 May announced submission deadline extended from June 
2022 to 5  January 2023.  90% compliance duing 18 mth period required, 

acknowledging Cov‐19 pressures.
The Trust Learning Management System (LMS) piloted since Nov‐21 has some issues 
with registration, transfer of e‐Learning data and training compliance figures ‐ these 

have been highlighted with Corporate Education.
A bespoke training package and funding for both equipment and external training 

courses has been developed to enhance local training.
Training risks have been identified and mitigation in place where appropriate.  Actions 

for areas with compliance below 90% have also been identified.

2 x incidents were reported as Moderate harm for May and remain at this level.  
1 x reported and remains 'death not as a result of the incident' ‐ 26/40 intrauterine 

death of a twin being reviewed via PMRT process.
1 x baby fall being reviewed as Divisional Investigation.

June Quality Governance report with May data shows 3 open Serious Incident 
investigations ongoing for maternity, 2 of which are being  investigated by HSIB.
1 x Closed Serious Incident ‐ there were no safety recommendations from this 
investigation from HSIB.  Learning regarding immediate pain relief needs and 
alternative analgesia methods, will be disseminated throughout the Division.

Obstetric Data:
Minimum safe staffing level on the obs unit for doctors is:

Tier 1: One from FY2, GPVTS 1‐2, ST1‐2, equivalent/higher grade
Tier 2: One from ST3‐7, equivalent/higher grade

Tier 3: Consultant covering obstetrics only (gynaecology has its own consultant cover 
at all times)

During the day from 08.30 ‐ 21.00 hrs all three tiers are resident in the building, from 
17.00 hrs the Tier 1 and 2 take over cover for gynaecology as well as obstetrics until 

08.00 the following day.
During nights from 21.00  ‐ 08.30 hrs all three tiers are resident in the building on 
almost all nights but occasional nights due to sickness may have the tier 3 as non‐

resident if the resident is the one off sick.
On most week days, a second tier 2 doctor will cover obstetric triage from 08.00‐

19.00hrs.  The plan is to extend this provision to the weekend also. Midwifery Data: ‐ 
CE in progress

3 x incidents were reported as moderate harm for June and remain at this level.

1 x escalated appropriately (bladder injury) and management and care in line with 
guidance.

1 x baby readmitted with jaundice ‐ delay in blood testing, escalated to a Divisional 
Investigation.  

1 x reviewed as an Internal Investigation ‐ patient had a history of recurrent 
headaches during pregnancy and after birth ‐ CT scan diagnosed a sub‐dural 

haematoma.
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Maternity and Neonatal Safety Champions Group
Locally Agreed Safety Intelligence Dashboard

Reporting 
period:

Qtr 1 2022‐23
May‐22 Jun‐22Apr‐22

Overall Requires Improvement Caring Good Safe Requires Improvement

Well‐Led Requires Improvement Effective Good Responsive Good

No walkabout scheduled for May, as three areas were visited in April. 
Additionally, it has been noted that areas are suffering from ‘walkabout fatigue’ 

following the publication of the second Ockenden report.

Maternity Transformation Programme Team reported the following progress for May:

 �Devised plan to manage how informaƟon is fed to users of BadgerNotes to help them
not feel overwhelmed 

 �Created a 'Who’s Who' of consultants for the website

Maternity Transformation Programme Team reported the following progress for June:

 �Included a checkbox on Badger for conƟnuity discussions.
 �Commenced the creaƟon of infographic for social media to display maternity related

data to service users.

June meeting stood down due to quoracy not met and unable to reschedule due to 
unavailability of Chair and DoM.  Theatres area to be visited in July and Postnatal ward 

the following month. 
Due to the three areas visited in April, it was thought the bi‐monthly requirement for 

CNST is not compromised. 
A plan for all further visits is in progress.

Progress in achievement of CNST Safety Action 
10

Coroner Reg 28 made directly to Trust

HSIB/NHSR/CQC or other organisation with a 
concern or request for action made directly 

with Trust

Staff feedback from frontline champions and 
walk‐abouts

Service User Voice feedback
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Maternity Transformation Programme Team reported the following progress for April:

 �Devised a format for a larger scale birth preferences card to be displayed on the walls
of birth rooms.

 �Communicated to health professionals to ensure that conversaƟons between
colleagues should include the woman involved. 

Walkarounds took place in the Antenatal Ward, Day Assessment Unit and Triage areas 
during April.

Action re. limited number of triage beds in Antenatal ward is ongoing and tracked on 
Safety champions action log.  Plan to present paper next Risk Register meeting and all 

options for alternative triage locations are being explored with LMNS oversight.  
Problems regarding privacy are also being addressed.

No requests for action have been made directly with the Trust fro HSIB or NHSR.

No Coroner Reg 28 made directly to the Trust

1 x case repoted to HSIB.  

All qualifying cases reorted to MBRRACE and PMRT commenced in with CNST and 
compliant with timeframe.
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TBC ‐ data not yet available

All qualifying cases reorted to MBRRACE and PMRT commenced in with CNST and 
compliant with timeframe.

No Coroner Reg 28 made directly to the Trust

There has been 1 x CQC request June.
No requests for action have been made directly with the Trust fro HSIB or NHSR.

No Coroner Reg 28 made directly to the Trust

Quality Governance report that families have received information on the role of HSIB 
and the EN Scheme where applicable.   

Duty of Candour is up to date with all cases.  

No requests for action have been made directly with the Trust fro HSIB or NHSR.

89.06% (source: GMC National Trainees Survey 2021, Appx 13)Proportion of specialty trainees in Obstetrics & Gynaecology responding with 'excellent or good' on how would they would rate the quality of clinical supervision out of hours (Reported annually) 

Proportion of midwives responding with 'Agree or Strongly Agree' on whether they would recommend their trust as a place to work or receive treatment (Reported annually)

CQC Maternity 
Ratings Trend: improvement year on year
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West Midlands ICB CEO Collaboration

Agenda item 28-09.022
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Appendix A 

West Midlands ICBs Joint Committee 
Terms of Reference

1. Joint Signatories:

1.1This is the terms of reference for the Joint Committee between:

• Birmingham and Solihull ICB

• Coventry and Warwickshire ICB

• Herefordshire and Worcestershire ICB

• Staffordshire and Stoke-on-Trent ICB

• Shropshire, Telford and Wrekin ICB

• The Black Country ICB

1.2Consequently the joint committee has responsibility for the functions delegated 
to it from the six ICBs covering the population of the six ICBs.

2. Delegated functions and activities:

The joint committee has delegated authority from the ICB for the following:

1.1Preparation for the future joint collaborative arrangements with the other ICBs 
to support the delegation from NHSEI of primary care commissioning in 
accordance with section 13V and/or section 65Z6 of the NHS Act. This is with 
the expectation that the committee subsequently provides the joint governance 
oversight for such arrangements once they have been determined and 
subsequently approved by the ICBs.

1.2Preparation for the future joint collaborative arrangements to enable the 
delegation from NHSEI of specialised services commissioning (also in 
accordance with section 13V and/or section 65Z6 of the NHS Act). This is with 
the expectation that the committee subsequently provides the joint governance 
oversight for such arrangements once they have been determined and 
subsequently approved by the ICBs, recognising that there will also still be an 
accountability for these arrangements back to NHSEI.

1.3 Oversight and co-ordination of the commissioning arrangements for the six 
ICBs in respect of 111 and 999 services and any associated shared 
commissioning functions.

1.4Oversight and co-ordination of shared collaborative arrangements that may be 
determined by the ICBs (such as the co-ordination of clinical networks). This 
will include the production of proposals by the committee for approval by the 
ICBs for the appropriate alignment of accountabilities for any shared activities 
through the joint committee to the ICBs.
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1.5Provision of a forum for collective discussion, agreement and decisions by the 
constituent members of the committee that is consistent with the delegated 
limits of each ICB’s standing financial orders. So enabling the ICBs to 
collaborate on areas of work and opportunities that arise.

1.6Determination of the most appropriate commissioning governance and 
operation arrangements for any functions and services delegated to the 
committee by the six ICBs.

1.7Determination of the most appropriate working group arrangements, reporting 
into the joint committee to enable the efficient and effective operation of the 
responsibilities that have been delegated to the committee by the six ICBs.

 
3. Accountability

3.1The Joint committee is accountable to the six ICB Boards.

3.2Consequently, and to assist with public accountability, the minutes of the joint 
committee, which will include a record of all actions and decisions taken by the 
committee, will be reported to the ICB public board meetings

4. Membership and quoracy

4.1The joint committee will include the following members:

• The six ICB CEOs

• Consideration may be given to other members being in attendance at 
the committee. For example: 

• The Senior Manager for the West Midlands ICB CEOs office

• NHSEI commissioning representative; 

• East Midlands provider collaborative representative;

• East Midlands public health representative

• Finance and Clinical representatives from the ICBs

4.2If an ICB CEO cannot attend then they will send a representative with full 
authority to act on their behalf.

4.2For decisions that are made in relation to section1.5 then quoracy is not 
required as members are contributing based on their own limits of delegation.

4.3Similarly for recommendations / and or proposals that are being submitted for 
approval by the ICBs, quoracy is not required.

4.4For decisions in relation to the collective delegation of functions and/or services 
then all ICB CEOs (or their designated representative) would need to be in 
attendance for the decision to be quorate. All decisions will also need to be 
made in accordance with the delegation agreement between NHSEI and the 
ICBs where this is appropriate.
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4.5The meeting will be chaired by one of the ICB CEOs – to be determined by the 
committee.

5. Frequency of meetings

5.1The committee will meet when and as often as determined necessary by its 
membership (most likely on a monthly basis).
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Appendix B

Joint Commissioning Framework

1. Joint Principles

1.1 The ICBs start from a shared principle of subsidiarity – so that joint 
arrangements will only be put in place where there is a clear 
demonstration of the added value that is being derived from the joint 
arrangement.

1.2 The joint arrangements will be expected to support the delivery of the 
NHS constitution, the triple aim, as well as the four purposes of the 
ICBs, namely: 

1.2.1 improving health outcomes;
1.2.2 improving health inequalities;
1.2.3 improving clinical effectiveness and/or value for money;
1.2.4 supporting the wider economic impact of the ICBs.

1.2 Any joint functions overseen by the joint committee will be organised in 
such a way that it both: 

1.3.1 enables the delivery of expert capabilities at scale which would 
otherwise not be possible for the ICBs individually to undertake 
individually;

1.3.2 operates efficiently and effectively;
1.3.3 Uses the best possible available (clinically led) intelligence to inform 

decision-making;
1.3.4 Is mindful of the ICBs public accountabilities and public opinion;
1.3.5 has clear governance and lines of accountability back to the ICBs (and 

to NHSEI for delegated functions).

2. Commissioning arrangements

2.1 When considering the joint commissioning arrangements you need to 
consider both the joint commissioning governance arrangements as well 
as the joint operational delivery arrangements.

2.1.1 The former covers how the ICBs make joint decisions and conduct joint 
performance and assurance arrangements on the services that they are 
commissioning together.

2.1.2 The latter covers the means by which the ICBs conduct the functions and 
activities that enables the commissioning to take place.

2.2 It is important not to confuse these two sets of arrangements. For example 
it would be possible for different ICBs to take the lead (in governance 
terms) for different services; but for the operational functions that support 
these arrangements to be hosted by one ICB.
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2.3 When planning to take on new services and/or functions the joint 
committee will need to undertake an options appraisal to determine the 
most appropriate model to use.

3. Joint Commissioning Governance options:

3.1 Lead Commissioner Model

3.1.1 In this arrangement one ICB (or potentially NHSEI for specialised services) 
hosts the commissioning of the service(s) and therefore takes 
responsibility for the commissioning of those service(s) on behalf of the 
other members.

3.1.2 This includes providing the sub-governance arrangements (such as quality 
assurance, financial and contractual management oversight). Ordinarily 
such sub-governance arrangements would be incorporated into the lead 
commissioner’s committees, such as quality and assurance committee 
and finance and performance committee. Through these arrangements the 
lead commissioner is then able to take full responsibility for the 
commissioning of the service(s).

3.1.3 The relevant outputs from the lead commissioner’s assurance processes 
would be reported to the ICB joint committee by the lead commissioner. 
This then provides the mechanism to enable clear lines of accountability 
from the lead commissioner to the six ICBs.

3.1.4 Note: it would be possible for different services to be led by different ICBs 
(eg: primary care arrangements by one ICB; specialised services by 
another; 111/999 by another) or for all to be led by one.

3.1.5 Such an arrangement would normally work well for the commissioning of a 
specific service from a single provider (such as 111/999).

3.1.6 Such an arrangement would normally be best supported by either a host 
provider or contracted provider model (see below).

3.2 Shared Commissioning Model

3.2.1 In this arrangement the six ICBs jointly share the responsibility for the 
commissioning of the service(s) so no individual ICB is leading on behalf 
of the others.

3.2.2 To enable this arrangement to work then there would need to be jointly 
organised sub-governance arrangements (such as joint quality assurance 
processed and joint financial management processes) which reports into 
the joint committee. This would therefore require the establishment of 
relevant joint working groups through which these joint processes would 
be conducted. These joint arrangements would be in place solely for the 
oversight of the shared services (ie: they stand apart from any other 
governance arrangements in the ICBs).

3.2.3 The relevant outputs from the joint working groups would report in to the 
joint committee.

3.2.4 Such an arrangement would normally work well for activities that do not 
require substantial/complex oversight and/or are delivering shared 
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functions as opposed to delivering front-line services (such as oversight of 
shared clinical networks).

3.3 Network Commissioning Model

3.3.1 In this arrangement the six ICBs take a distributed leadership and 
governance approach to the commissioning of a service. So ICBs will 
make collective decisions on how a service is to be commissioned but 
then each ICB oversees the arrangements in their own system.

3.3.2 The sub-governance arrangements (such as quality assurance, financial 
and contractual management oversight) are undertaken by each ICB for 
their own local system. Note this may include acting on behalf of other 
ICBs where they are associates to the main ICB’s contract.

3.3.3 The outputs, where relevant would be reported back by each ICB to the 
joint committee.

3.3.4 Such an arrangement would normally work well where you might want to 
make a joint policy decision but then enact it separately; or where you 
want to take the same approach to a service but it is provided by multiple 
organisations (ie: in several ICSs) so it makes sense for the oversight to 
be incorporated into each ICB’s existing arrangements rather than 
undertaken separately.

4. Joint operational delivery arrangements:

4.1 Hosted Model

4.1.1 In this arrangement the lead ICB take full responsibility for the function. 
Therefore the host ICB is accountable to the joint committee for all of the 
outputs and performance of this function.

4.1.2 This would include the employment of staff and the organisation of 
financial arrangements.

4.1.3 Consequently the staff would be working in accordance with the host ICB’s 
HR policies and procedures; similarly the financial arrangements would 
follow the host ICBs SOs and SFIs.

4.2 Hosted (subcontracted) model

4.2.1 In this instance the hosted model includes the host ICB subcontracting the 
functions from a 3rd party (such as a CSU). In this instance the host ICB 
retains responsibility for the function, manages the CSU contract and 
reports to the joint committee accordingly.

4.3 Shared model

4.3.1 In this arrangement the ICBs establish a shared resource/team that works 
to support shared arrangements across the ICBs. 

4.3.2 You would still need there to be a single employer for the staff who are 
working in this shared team (and as such the team works in accordance 
with the host employers HR policies and procedures. 
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4.3.3 However the team (usually through a lead manager) would be held jointly 
responsible equally by all 6 ICBs, through the joint committee for the 
activities of the team working on behalf of all 6 ICBs.

4.4 Shared (subcontracted) model

4.4.1 It would similarly be possible for the shared model to be subcontracted 
from a 3rd party. In this instance the 6 ICBs would all agree the terms of 
the 3rd party contract (through the joint committee) and each ICB would be 
a joint contract-holder with the 3rd party.

4.5 Distributed model

4.5.1 In this arrangement the ICBs each take responsibility for the function in 
their own organisation but there is a collaborative arrangement whereby 
those functions work together for mutual benefit.

4.5.2 Each ICB employs their own staff working to their own HR policies, 
financial SOs and SFIs.

4.5.3 Each ICB makes a commitment to the others for their own individual 
contribution that they make to the collective effort.   
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