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Forward

Across Nottingham and Nottinghamshire there are more people living longer in ill health, unprecedented levels of demand for care and support, workforce shortages and considerable funding constraints. Combined, these factors continue to place an ever-increasing strain on the local health and care system and looking to continue to do more and more of the same each year is not sustainable.

In response to this the leaders of our local health and care system have come together to develop a five-year strategic plan, underpinned by the ICS Clinical and Community Services Strategy, that sets out a shared vision to ‘both increase the duration of people’s lives and to improve those additional years, allowing people to live longer, happier, healthier and more independently into their old age’. Delivery of this vision will be characterised by moving from a health and care system that is often siloed and reactive in nature to one where all partners are focused on the entire spectrum of interventions from prevention and promotion to health protection, diagnosis, treatment and care – and integrates and balances action between them.Addressing Health Inequalities

Health inequalities are the unjust differences in health experienced by different groups of people. In Nottingham & Nottinghamshire today, there is a significant gap in healthy life expectancy between the most and least affluent areas of the county.

Closing this gap is one of the biggest challenges we face, this about much more than access and quality of health and care services given wider determinants contribute 80% towards health outcomes. Health actions are necessary but not sufficient and this strategy covers a wide range of issues which affect our health and wellbeing including employment, education, our living situation and relationships. 

“Our vision for health inequalities is that everyone has the same opportunity to lead a healthy life no matter where they live or who they are, and that our front-line professionals are valued and supported to deliver high quality care.”

Nottingham & Nottinghamshire Integrated Care System (ICS)


Equity in Maternity & Neonatal Services

The MBRRACE-UK report about maternal and perinatal mortality shows worse outcomes for those from Black, Asian and Mixed ethnic groups and those living in the most deprived areas. Black women are 4 times more likely to die in childbirth than white women, those from mixed backgrounds are 3 times more likely and those from Asian backgrounds are twice as likely.
In addition, the NHS People Plan highlights “…where an NHS workforce is representative of the community that it serves, patient care and…patient experience is more personalised and improves”. If equity for mothers and babies is to improve, so must race equality for staff. 

Therefore, the main aims of our Local Maternity & Neonatal System (LMNS) Equity Plan are to improve:
· equity for mothers and babies from Black, Asian and Mixed ethnic groups and those living in the most deprived areas 
· race equality for staff
Locally, we will also be looking to improve equity in maternity for other protected characteristics including (but not limited to), disability, mental health, & autism.

Good health in pregnancy significantly influences a baby’s development in the womb which, in turn, influences long-term health and educational outcomes. By giving every child the best start in life, we will help them fulfil their health, wellbeing and socioeconomic potential. 
[bookmark: _Hlk106887491]Throughout our Maternity Equity Plan, we will coproduce interventions to improve equity for all mothers & babies and improve race equality for maternity & neonatal staff.
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Part 1 | Understanding our local picture

1.0 | Nottingham & Nottinghamshire population overview

[bookmark: _Hlk106887604]Nottingham and Nottinghamshire’s Integrated Care System (ICS) is made up of 4 geographical locations which vary significantly in population size, ethnicities, rurality and deprivation. Across the area there are 2 local authorities, 1 ICB and 4 place based partnerships; Bassetlaw, Mid-Nottinghamshire, South Nottinghamshire and Nottingham City. The combined estimated population is 1,170,475 as per the mid-year estimates 2020.

Nottingham City has a younger and more ethnically diverse population than the County, around 30% of the City population are aged 18-29 with a high proportion of students with two universities situated there. Around 34% of the city population is from a Black and Ethnic Minority (BAME) background, this is higher in comparison to the England average of 20.2%. Nottinghamshire is less ethnically diverse than the City with an estimated 4% of the population from a BAME background.

Across the ICS, deprivation is the highest in Nottingham City, which ranks the 11th most deprived district in England and the most deprived area across the East Midlands Region, according to the index of multiple deprivation. 57% of Nottingham neighbourhoods fall amongst the 20% most deprived in the country. Nottinghamshire County as a whole, is less deprived than the City, ranking 5th out of 9 other areas is in the region. However, the level of deprivation between the different areas of the county are vast. Nottinghamshire has 7 districts which vary in rurality, population type and deprivation. The most northern parts of the county, Mansfield, Ashfield and Bassetlaw are the more deprived areas, however Rushcliffe in the South of the county and has some of the lowest deprivation levels in the country., the Mansfield District falls within the 20% most deprived districts in the country whereas Rushcliffe is within the 3% least deprived areas within the country.

The stark disparities in deprivation levels across the ICS footprint are demonstrated in our population health outcomes. Those living in the most deprived areas have a life expectancy between 7.5 and 8 years less, however in the least deprived areas, life expectancy is better than the England average. Obesity and smoking rates are worse than the England averages in the most deprived areas and mortality rates from cancer, cardiovascular diseases are also higher in the most deprived areas. Disability and poor health are strongly associated with deprivation within Nottinghamshire, with the highest figures reported in Mid Nottinghamshire and Bassetlaw. The more deprived areas of the ICS are also more at risk of digital exclusion and over half of the Nottingham population are reported to have lower health literacy, both factors can limit access to health services and understanding of health information and management of conditions.

1.1 | Local context for Maternity Services

The Nottingham & Nottinghamshire Local Maternity and Neonatal System (LMNS) is made up of members from Nottingham University Hospitals (NUH), Sherwood Forest Hospital (SFH), Public Health, CityCare, Primary Care, community sector organisations and experts by experience via Maternity Voices Partnership, working together to ensure that maternity and neonatal services are safe and personalised to the needs of women and birthing people and their families.

Just over 13,000 babies are born in Nottingham and Nottinghamshire each year, having risen from an average of 11,000 in the year up to March 2020, before the pandemic.

There are three hospital providers serving the ICS population, Nottingham University Hospitals (NUH), Sherwood Forest Hospital (SFH) and Doncaster and Bassetlaw Teaching Hospitals (DBTH). NUH has 2 sites for maternity services both located in Nottingham City. As well as serving city residents, the hospital sites are close to residents from Gedling, Broxtowe and Rushcliffe. SFH has sites in Ashfield and Newark, serving the two areas of Mid-Nottinghamshire, the more deprived areas of the county. DBTH also has two sites, one of which is in Bassetlaw serving North Nottinghamshire populations. The site in Doncaster is more likely to serve people living on the border of South Yorkshire.

Deprivation Decile at time of booking

According to the NHS Annual Maternity Statistics 2020-21 published by NHS Digital, 14.5% of total bookings at NUH were from the 20% most deprived areas, compared to only 7% of postcodes in the least deprived areas. 

[image: ]













SFH has a higher proportion of bookings from those in the 20% most deprived areas, with Kings Mill Hospital serving the populations of Mansfield and Ashfield which are most deprived districts of the County. 28% of bookings at SFH are from those in the most deprived areas, compared to only 8% of bookings from the 20% least deprived areas.

[image: ]

Deprivation can be used as an indicator of risk for our patient populations. Those living in the most deprived deciles may be more likely to have other health conditions or lifestyle factors which can influence both the health of the baby and the mother, such as higher smoking rates and obesity.[footnoteRef:1] Babies born to mothers in the most deprived are more likely to be born prematurely, have a low APGAR score, require admissions to neo-natal units and are at a higher risk of being still born. The risk of maternal death is also higher in those from deprived areas.[footnoteRef:2] There is likely to be a higher risk of digital exclusion and lower health literacy in more deprived areas too which could make it more difficult for expectant mothers and birthing people to access services, manage health or pregnancy related conditions, and understand when and how to act if complications arise. [1:  National Maternity and Perinatal Audit (2022), Ethnic and Socio-economic Inequalities in NHS Maternity and Perinatal Care for Women and their Babies: Ref 308 Inequalities Sprint Audit Report 2021_FINAL.pdf (maternityaudit.org.uk)]  [2:  NHSE/I (2021), Equity and equality Guidance for local maternity systems] 


Ethnicity

In Dec 2021, 25% women and birthing people attending a midwifery booking appointment with NUH were from BAME communities. Data from the LMNS shows that at NUH, bookings from white mothers are lower than national average and bookings from other BAME communities are largely in line with the national averages. In comparison 4% of those booking at Sherwood Forest Hospital were from BAME backgrounds. These percentages are reflective of the local population estimations although bookings at NUH are slightly lower than the estimated 30% of the city population from BAME backgrounds. 

[bookmark: _Hlk110418154]Nationally, those from ethnic minority backgrounds have a higher risk of maternal mortality than white women. Black women are 4 times more likely to die in childbirth than white women, those from mixed backgrounds are 3 times more likely and those from Asian backgrounds are twice as likely.[footnoteRef:3] Those from BAME backgrounds are also overrepresented in other aspects of pregnancy and childbirth such as pre-term births, perinatal mental health and are more likely to have poorer experiences of care. [3:  NHSE/I (2021) Equity and equality, Guidance for local maternity systems: Equity and equality: Guidance for local maternity systems (england.nhs.uk)] 


Across our ICS, the number of serious incidents (SI) involving mothers and birthing people from BAME backgrounds is disproportionate to the ethnicities of the booking population at both NUH and SFH. Nearly 50% of SIs at NUH and 33% of SIs at SFH being from non-white British, despite them only representing 25% and 4% of the booked patient population, respectively. 

Lifestyle Factors

In 2019, Public Health Fingertips data showed that Nottingham City and Nottinghamshire have higher rates of obesity and smoking in early pregnancy compared to the England averages and the majority of the East Midlands. These numbers are particularly high in the areas of Mansfield, Ashfield and Nottingham City. Obesity, defined as having a BMI of 30 and above during pregnancy, can increase the risk of complications such as gestational diabetes, high blood pressure and pre-eclampsia. This can lead to adverse health outcomes for both the mother and baby. It may also mean instrumental delivery is also more likely with an increased risk of emergency caesarean and it can be more difficult for some pain relief methods, such as an epidural, to be administered. This could lead to a more complicated birth for the mother. The risk of miscarriage and still birth is also higher in obese mothers.[footnoteRef:4] Expectant mothers with obesity may require more monitoring and attendance at antenatal appointments than those who are a healthy weight. [4:  NHS (2020) Obesity and pregnancy: Overweight and pregnant - NHS (www.nhs.uk)] 


Smoking rates remain high, with LMNS data showing that in June 2022, a rate of 15.6% of pregnant persons smoking at the time of booking. The data also shows that the majority of these patients remain smokers throughout their pregnancy with 12% of pregnant persons smoking at the time of delivery (SATOD). The smoking rates at SFH are significantly higher, with 16.4% SATOD (May 2021 – May 2022). In comparison, the national rate of SATOD is much lower 9% whilst it is targeted numbers of smokers at time of delivery to reach 6% by the end of 2022. Smoking in pregnancy presents several health risks to the unborn baby; babies may grow at a slower rate in the womb which can result in low birth weight, they are also at more risk of infant mortality and stillbirth.3 However it is important to note that our Maternity services, often provide intrapartum (labour) care to cross-boundary service users where we have not had opportunity to provide antenatal care and smoking support to them prior to birth. This context is not reflected in our SATOD figures.

Nottingham and Nottinghamshire have the lowest rates in the East Midlands region for baby’s first feed being breastmilk and this is particularly low in the localities of Newark and Sherwood, Mansfield and Ashfield, and Nottingham City where we see the lowest breastfeeding rates. 64.5% of babies born in Nottingham and Nottinghamshire received their first feed from breast milk (from the mother or donor), at the 6-8 week check only 43.3% of babies were reported as being partially or fully breastfed.  Breastfeeding provides the best possible nutritional start in life for a baby, protecting the baby from infection and offering important health benefits for the mother.3 The colostrum produced in the first few days after birth is especially important for the baby to receive antibodies and nutrition. Breastfeeding can help to reduce hospital admissions because of fewer infections and illnesses to the baby and further benefits can continue into adulthood with the prevention of obesity and cardiovascular disease. Breastfeeding can also help protect the mother against the risk of breast cancer and ovarian cancer.[footnoteRef:5] Skin to skin contact associated with breastfeeding can also help to establish the bond between the mother and baby.3 [5:  NHS (2020) Benefits of breastfeeding: Benefits of breastfeeding - NHS (www.nhs.uk)] 


Timing of Booking 

NICE Guidance states that a first booking appointment with a midwife should take place within the first 10 weeks of pregnancy for all women. This will enable participation in antenatal screening programmes which can detect genetic conditions and Downs Syndrome, accurately dated ultrasounds and develop a personalised plan of care which sets out the number of appointments needed with any specialist interventions or clinical oversight required[footnoteRef:6]. Those with complex social factors such as those who misuse substances, are recent migrants, asylum seekers or refugees, are under age 20 or experience domestic abuse, are known to book later, on average than mothers without these factors. Late booking is associated with poorer obstetric and neonatal outcomes and due to some of the additional complexities which may be experienced in pregnancy in these populations, early booking is even more important for these groups. Within our ICS, current maternity booking for women and birthing people with complex social factors before 10 weeks is 56% at NUH and 57% at SFH (Dec, 2021). The number identified as having a complex social factor was greater at SFH during 2020-21.  [6:  NICE (2010) Pregnancy and complex social factors: a model for service provision for pregnant women with complex social factors: Pregnancy and complex social factors: a model for service provision for pregnant women with complex social factors (nice.org.uk)] 

[bookmark: _Hlk106887648]1.2 | Equality for Maternity & Neonatal staff

The Nursing and Midwifery Council’s standards of proficiency for midwives include that midwives “demonstrate an understanding of and the ability to challenge discriminatory behaviour to promote equity and inclusion for all” and consistently provide and promote non-discriminatory care. 

In addition, the NHS People Plan states that “there is strong evidence that where an NHS workforce is representative of the community that it serves, patient care and…patient experience is more personalised and improves”. Looking at our local 2020 Workforce Race Equality Standard (WRES) data, we can see that the number of midwives at NUH from BAME backgrounds was 6.9% and at SFH it was 2.7%. This is not representative of the maternity booking population (25% booking from BAME backgrounds at NUH and 4% at SFH). 

Nurses and midwives form the largest collective professional group within the NHS. One in every five is from an ethnic minority group. The experience of midwives from ethnic minority groups around the themes of equality, diversity and inclusion is worsening over time and is worse than that for White midwives according to the NHS staff survey (the satisfaction score was 6.97 out of 10 for midwives from ethnic minority groups and 9.24 for White midwives in 2020). 

Staff surveys from our local Trust Providers indicate harassment and bullying exist in the workplace for staff from BAME backgrounds – so work to address this is required. In addition, the surveys revealed that 44% of the workforce at NUH feel their organisation doesn’t act fairly regarding career progression or promotion so plans to change this are needed.

Safe environment – bullying & harassment:
[image: ]


[image: ]Equality, Diversity & Inclusion 2020/21:

[bookmark: _Hlk106887670]






Part 2 | Our Maternity Equity Plan - Approach
“Our neighbourhoods, places and systems will seamlessly integrate to provide joined up care Every citizen will enjoy their best possible health and wellbeing.”

Vision for Nottingham & Nottinghamshire Integrated Care System (ICS)



2.0 | Vision, Values & Aims In support of the ICS, our LMNS vision is for maternity services across Nottingham & Nottinghamshire to become safer, more personalised, kinder, professional and more family friendly; where every woman has access to information to enable her to make decisions about her care; and where she and her baby can access support that is centred around their individual needs and circumstances.






Our Vision




[bookmark: _Hlk109984257]



Our values  

Our LMNS sits under the newly formed Integrated Care Board (ICB) and will follow the 4 core values below:

1. We will be open and honest
2. We will be compassionate and respectful
3. We will be empowered to be innovative 
4.  We will work collaboratively

Aligning our aims

	Aims of the ICS
	Aims of the LMNS

	Improving the health & wellbeing of our population
	Improve equity for mothers and babies from Black, Asian and Mixed ethnic groups and those living in the most deprived areas 

	Improving the overall quality of care and life our service users and carer are able to have and receive
	

	Improving the effective utilisation of our resources
	Improve race equality for maternity & neonatal staff




Our approach to this plan

The Maternity Equity Plan has been underpinned by six key principles:


	To demonstrate how we will address the priorities and interventions laid out by NHSE/I LMNS Teams were provided with guidelines and a specification to support with the planning and development of their maternity equity strategies. Clear priorities were laid out (see appendix 4.3) for LMNS teams to demonstrate how they will meet these requirements locally. 

	To provide oversight of the initiatives we plan to improve equity for mothers, babies and race equality for maternity & neonatal staff 
Our equity plan will provide a clear description od the interventions which are most likely to reduce health inequalities for maternity services users and staff.

	To align the initiatives to other health inequality plans, including mapping against the ICS Outcomes Framework (see appendix 4.4) This will also include national policies and drivers such as the Women’s health Strategy. Partners across our ICS have also developed equity plans or frameworks to deliver local strategies. We have cross referenced and incorporated these into this plan to support a cohesive system-wide approach to equity.

	An agreed culture of working in partnership across the whole system and a commitment to coproduction and stakeholder engagement Collaboration with key stakeholders on the background, content, endorsement & implementation of the plan, including a coproduction lens & close working relationship with MVP and experts by experience.

	A robust approach to monitoring & evaluation of the planned initiatives 
NHSE/I specified indicators and metrics to assess equity across maternity & neonatal systems. These have been incorporated into the plan. In addition, our LMNS dashboard will enable a localised route to measuring, reporting and evaluating impact of our equity initiatives. 

	Identify clear governance and accountability for the plan 
A structured approach for reporting and monitoring progress is in place locally. Our equity plan will sit under these tried and tested arrangements to ensure continuous quality improvements are being made, or indeed to provide channels of escalation where required.



[bookmark: _Hlk109996093]We have established a programme of LMNS pillars and workstreams to oversee delivery of action plans, drawing on skills, capacity and expertise from partners across the system. We have approached our Maternity Equity Plan by aligning the interventions to these workstreams. Too often, strategy documents are left untouched to gather dust, rather than supporting the implementation of the important aims intended. Locally we wanted a structure to our equity plan with sections that could be ‘lifted and shifted’ into different workstream delivery action plans. This way, specific teams will concurrently have accountability for driving forward equity activity within their fields of expertise. In effect, providing bite size chunks of the plan will enable our success. 

Eight LMNS workstreams and/or supporting teams have been identified to deliver our Maternity Equity Plan:
[bookmark: _Hlk109737724]
1. Digital (Continuity Enabling Blocks Pillar)
2. Communications, Engagement & Coproduction (Coproduction Pillar)
3. Personalisation (Continuity Enabling Blocks Pillar)
4. Perinatal Mental Health (Population Health & Wellbeing Pillar)
5. Workforce & Training (Continuity Enabling Blocks Pillar)
6. Continuity of Carer (Continuity Enabling Blocks Pillar)
7. Maternal Health (Population Health & Wellbeing Pillar)


8. Quality & Safety Guidelines (Quality & Safety Pillar)
2


Our plan is therefore split into eight different tables, with the intention that each identified workstream or team will take the one aligned to them, and they will be accountable for implementing SMART action plans with a structured approach for reporting and monitoring. Each table contains an ‘aligning to partner strategies’ section. This is where we have mapped our equity initiatives against other health inequality plans in our system and to priorities and interventions laid out by NHSE/I. A summary of how our LMNS workstreams map to the latter is provided in appendix 4.3.

[bookmark: _Hlk109736521]2.1| Monitoring arrangements for ensuring continuous clinical quality improvement 

[image: ]LMNS Governance Structure



Maternity Equity Plan



Our LMNS has a clear and effective governance structure in place as shown in the schematic. Sitting under the ICB, we have our LMNS Executive Partnership Board (EPB) which has a specific role in overseeing delivery of the national priorities to tackle health and care inequalities focusing on the transformation and delivery of high quality, safe and sustainable maternity and neonatal services and improved outcomes and experience for woman and their families. The Board will obtain assurance that plans are progressing at a local level ensuring that transformation remains person centred to address national priorities and trajectories.

Below the LMNS EPB, are three further boards, providing operational delivery support and expertise to our agreed system-wide pillars of work. Within each pillar, are our subgroups or workstreams as identified earlier. Our pillars are scrutinised and assured by the LMNS Transformation Board with a clear relationship into the Digital Board, which is a constant enabler for all that we do.

A final part to our governance, is the Perinatal Quality Surveillance Group (PQSG). LMNSs and providers are required to oversee perinatal services through the implementation of the NHSEI Perinatal Quality Surveillance model. The aim of the model is to improve oversight for effective perinatal clinical quality and to ensure a positive experience for women and their families, with five key principles:

Principle 1	Strengthening trust-level oversight for quality
Principle 2	Strengthening LMS and ICS role in quality oversight
Principle 3	Regional oversight for perinatal clinical quality
Principle 4	National oversight for perinatal clinical quality
Principle 5	Identifying concerns, taking proportionate action and triggering escalations 

PQSG supports LMNS oversight and assurance to ensure that the quality of services commissioned, including joint commissioning, is monitored and to promote continuous improvement, learning and innovation with respect to safety of services, clinical effectiveness, and experience. Our PQSG is responsible for implementing the intelligence received from our Serious Incident (SI) Shared Governance Group and our LMNS Dashboard Subgroup.
Our Maternity Equity Plan will sit under this robust governance structure.

2.2 | Coproduction

The Nottingham and Nottinghamshire ICB’s ambition is to make a real difference to citizens’ health and wellbeing, quality of service delivery and use of resources. One way of achieving this is through a commitment to a coproduction approach to service improvement and redesign. The ICB recognises that working in partnership with people who live their lives with a health condition, whether themselves, as a carer, or who access health and care services, provides valuable insight and information so that the ICB and the System can ensure that health and care services meet the needs of our population.

All Maternity Service Improvement, Transformation and Service Re-design will take place in a coproduced way, working to the coproduced ICB Coproduction Strategy and in doing so ensure that the lived experience voices of those using maternity services are embedded within our work approaches, improvement and key decision making.
 
ICB Coproduction Principles and Values 
1. We will put people with lived experience, including carers, at the heart of all we do by valuing their skills, knowledge and interests and giving them an equal voice alongside those of paid employees to improve services.
2. To work as equal partners, we need to be honest and open with each other to promote mutual trust.
3. We will ensure a co-production plan is developed at the start of any new project or service and will be co-produced to its end. 
4. We will plan for and work to realistic timeframes for coproduction- recognising that coproduction will take time to do well.
5. We will actively recruit or involve diverse voices in a meaningful way, to ensure everyone has a chance to shape our system and the services within it and ensure that anyone who wants to be involved is able to do so.
6. We will use language, written information and other kinds of communication that works for all.
7. To show that we value people’s voices, we will pay out of pocket expenses and offer involvement payments and reimbursement options for the time they give.
8. We will support everyone to access training and support to enable them to develop their skills and knowledge.
9. We will always tell people what has been achieved because of their contribution.
10. We will work across the system, sharing knowledge and insight from different coproduction projects, to prevent duplication of work, and to show that co-production works.


[image: ]
2.3 | Stakeholder & Communication plan

	[bookmark: _Hlk109996351][bookmark: _Hlk113525014]Phases
	[bookmark: _Hlk109832905]Activity
	Key stakeholders
	Timescales
	Outputs

	[bookmark: _Hlk109996340]Phase 1 

Background & Context
	Who are the stakeholders for equity?
What do we already know about the local maternity population?
What maternity data is held in the system?
What do the latest JSNAs tell us?
What does the WRES data & staff survey say?
	[bookmark: _Hlk109892863]ICB Population Health Management
Nottingham City Council Public Health Team
ICS Health Inequalities Team
Trust Board Level Safety Champions 
Nottingham CityCare Partnership
Small Steps Big Changes
Lincolnshire LMNS – Buddy 
Nottinghamshire County Council Public Health
Nottingham University Hospitals NHS Trust
Sherwood Forest Hospitals NHS Foundation Trust
	Aug 21-Nov 21
	Maternity Equity Analysis

Part 1 of strategy: Understanding our local picture

	Phase 2

What is already happening across the ICS footprint?
	Understanding of NHSE/I Maternity Equity Guidance
Alignment to ICS HI strategy
Alignment to LMNS workstream delivery plans
EDI Policies
Community Asset Mapping
Assimilate National Drivers & Policies 
Current activities and further plans in the system to support equity

	[bookmark: _Hlk109907031]NHSE/I Midlands Perinatal Team
NHSE/I Midlands Equality & Inclusion
ICS Outcomes Frameworks
Digital Notts
Associate Director of System Assurance - ICB
Maternity Commissioner
ICS Health Inequalities Team
Nottinghamshire Best Start
Place Based Partnerships
Primary Care Networks
CVS Organisations
MVP/Experts by experience
LMNS PMO Team
ICB Communications & Engagement Team
Nottinghamshire Healthcare NHS Foundation Trust
	Feb 22- May 22
	System-wide mapping of partner strategies 

Map current and planned activities to NHSE/I requirements

Draft community asset directory to go on website


	Phase 3  

Working collaboratively to develop the plan
	[bookmark: _Hlk109832955]Subgroup to develop a plan 
What should be included?
Themes from Equity Analysis
Vision, Values & Aims
Processes to monitor progress
Coproduction
Resources & Interdependencies
How to structure the plan?

	MVP/Experts by experience
LMNS Serious Incident Shared Governance Group
LMNS Dashboard Subgroup
ICS Health Inequalities Team
Nottingham University Hospitals NHS Trust
Sherwood Forest Hospitals NHS Foundation Trust
Nottinghamshire County Council Public Health
Specialist Midwives
LMNS PMO Team
LMNS Personalisation Workstream
LMNS Continuity of Carer Workstream
Consultant Midwives
LMNS Perinatal Quality Surveillance Group
LMNS Transformation Board
ICB People & Culture Group
	May 22-June 22
	Form a Maternity Equity Subgroup

Applied 
coproduction lens 

First draft plan



	Phase 4  

Plan endorsement & sign off
	Identify appropriate forums to showcase the draft plan
Book time on meeting agendas/forums to gain comments on draft plan
Understand timescales & sign off governance 
Implement comments/feedback
Publication
Feedback from NHSE/I Regional Team
	NHSE/I Midlands Perinatal Team 
MVP Board
LMNS Senior Responsible Officer
PCN Forum
LMNS Transformation Board
LMNS Perinatal Quality Surveillance Group
LMNS Executive Partnership Board
ICB Board
LMNS Senior Responsible Officer
	June 22 -Dec 22
	PowerPoint presentations to showcase the plan & approach

Governance plan 

Final strategy

	Phase 5

Implementation plans
	Commitment from workstreams to implement assigned equity actions
Workstreams to prioritise, design, implement and monitor assigned equity actions
Workstreams to report into agreed governance routes to ensure continuous quality improvement 
	LMNS Transformation Board
Nottingham University Hospitals NHS Trust
Sherwood Forest Hospitals NHS Foundation Trust 
LMNS Quality & Safety Guidelines Workstream 
Trust Board Executive Leads for health inequalities
ICB Communications & Engagement Team
LMNS Workforce Working Group
MVP/Experts by experience
LMNS Continuity of Carer Workstream
LMNS Personalisation Workstream
Consultant Midwives
Trust Board Level Safety Champions 
ICB Personalisation Team
GPs
MIS-R Programme Board 
LMNS Senior Responsible Officer
ICB Coproduction Team
Commissioned services
LMNS Perinatal Mental Health Workstream
LMNS Maternal Health Workstream
	Jan 23 onwards
	SMART & coproduced equity implementation plans





Part 3 | Our Maternity Equity Plan – Planning through Workstreams & Enablers
	[bookmark: _Hlk109301806]3.0| Digital
The Nottingham City JSNA (2019) identified that information technology systems required improvement across the maternity pathway. The maternity systems used in hospitals and in the community are different, which prevents maternity records being accessed and updated by midwives based in the community whilst ensuring safe and effective data-sharing with other services including GPs, Health Visiting and IAPT services. In addition, digital mechanisms to enable women and birthing partners to have access to their own digital maternity records should be prioritised.
There will be an ICS wide approach to enable a system level shared understanding of Nottingham and Nottinghamshire health inequalities including prevalence, risk factors, access, experience, and outcomes. 
The digital activity to support equity in maternity services will include activity to restore NHS services inclusively, ensuring datasets are complete, timely and support an understanding of the population and their health needs. In addition, the LMNS Digital workstream will ensure they mitigate against digital exclusion. 
While staff routinely ask for demographic information at maternity booking appointments, which will support personalised care, antenatal screening, and appropriate referral pathways, locally we need to improve our digital information systems to enable us to pull through these data sets and report accurately, in particular on ethnicity. Locally we have procured a new Maternity Information Replacement System (MIS-R) and activity around the implementation and function of this will support equity.

	[bookmark: _Hlk111199770]NB: This is a high-level plan as approaved by our ICS/LMNS Board. Following this, our next steps will be to coproduce separate and detailed action plans for the agreed milestones & deliverables, with named responsible owners, all overseen by the accountable LMNS Pillar & Workstream Leads.

	Aligning to partner strategies

	Maternity Equity Guidance Priorities
1.4, 2, 3.1
	ICS Outcomes Framework
SLO-25
	ICS Health Inequalities Plan
√
	Place Based Partnerships
√

	Short term – for implementation in 2022/23 

	Initiatives
	Cohort
	Description
	Impact
	Metrics
	Responsibility

	Funding, procurement, training & implementation of one unified maternity information replacement system (for the 2 local trust providers of maternity services)

Implement Covid-19 four actions: Ensure all providers record on maternity information systems the ethnicity of every woman and birthing person, as well as other risk factors, such as living in a deprived area (postcode), co-morbidities, BMI and aged 35 years or over
	Maternity staff, pregnant women and birthing people across the ICS footprint


	Secure and meet funding requirements of £1,768,500 from the NHSX Unified Tech Fund.
Procure a Maternity Information replacement system – Badgernet
The Digital team to create the governance framework for the implementation phase ensuring that both local delivery, system oversight and accountability is in place, including clear links to the wider ICS digital programme and standards.
Ensure Badgernet meets local needs and captures the data and reporting mechanisms to support clinical effectiveness, safety and maternity improvements. This will include pulling through patient identifiable data from child health records including ethnicity, postcode, DoB, BMI and comorbidities and other potential risks to the mother or baby. Additional data fields will be built into the new Badgernet system to capture the number & proportion of women with complex social factors who attend booking by 10 weeks, 12+6 weeks and 20 weeks and then for each complex social factor grouping, the number of women who attend the recommended number of antenatal appointments.
Maternity staff to undergo training on the new system, its functionality and their own responsibilities. This will include training on recording accurate postcode and ethnicity coding at midwifery booking appointments.
Enable self-referral by women and birthing people and families into maternity services via Badgernet Maternity Notes – an online portal and app that allows access to their maternity records in a read and write format. Longer term, Badgernet Maternity Notes App will have interoperability to the NHS App/login.
The MIS-R programme team will be developing a digital PCSP by the end of the 2023. Reviewing the needs and access requirements of a digital PCSP so women and birthing people can effectively use their plans and pregnancy care records digitally are underway.
The new system will enable women and birthing people to own their care records and add into them during pregnancy care and postnatal pathways.
In addition, plans to explore incorporating neonatal pathways into the digital system are being scoped.
Longer term, the reporting functionality of Badgernet will be explored, including how to replicate locally some of the work done by the Black Country on their data reporting and impact on Equality & Diversity.
	One programme team to support interoperability, sharing best practice and benefit realisation. A single digital system will improve quality of care for women and birthing persons and support midwives and other clinical users.
Greater integration and interoperability will reduce the risk of harm to women and birthing people, and enable digital leadership and maturity into both Trust providers. 
Greater patient ownership of their own care records will improve patient experience as details are not missed or repeated to different healthcare professionals.

To enable maternity staff to identify those most at risk of poorer outcomes.

	Increased valid postcodes for mothers and birthing persons at maternity booking in 95% of cases.

Increased valid ethnic categories for at least 80% of the women and birthing persons booked in the month. 

Improved ethnicity data quality.

Compliance to COVID-19 four actions.
	MIS-R Programme Board

NUH Digital Team

	Data integrity through the Systems analytics intelligence unit (SAIU)

	Ethnic minority groups
	All organisations across the ICS have processes in place to improve the completion rate and accuracy of capturing ethnicity in their patient records –focus will continue during 22/23
ICS will be using local technology that will allow systems to communicate with each other in order to safely share ethnicity information. This will allow individual organisations to use this shared access to improve completion rates and processes can be put in place to improve accuracy if there are any conflicting records. 
Local databases of GP records have been used to identify Primary Care Networks with a high proportion of ‘Not Stated’ or ‘Unknown’ ethnicity codes (ranges from 3%-18%). Practices within these PCNs have been targeted for a pilot programme using direct messaging to patients with ‘Not Stated’ or ‘Unknown’ ethnicity code, patients are asked to complete a short survey to update their ethnicity. 
Project in place to substitute ethnicity codes from secondary care settings where they are available but missing from the primary care record.
SAIU is integrating workforce data and analysis into its functions so will be able to provide the ethnic breakdown of midwifery staff.
The governance structures of the ICS include a Strategic Analytical Unit with representation from analysts across all partners.  The SAIU is supported by an operational group and strategic oversight board.  The ICS also has a Data and Information Board with a focus on data sharing and data integrity.
	Ensure Datasets are Complete and Timely

	Decrease the proportion of GP records with ethnicity codes of Not Stated or Unknown

Increased valid ethnic categories for at least 80% of the women and birthing persons booked in the month. 

	SAIU

ICS Data & Information Board

	ICS Public facing Digital Service Strategy
	All persons living in Nottingham & Nottinghamshire, including maternity service users
	A Public Facing Digital Strategy that is supported by a Digital Patient Advisory Group and underpinned by local research and a digital inclusion map.  This information is utilised by the PHM analytics team to inform reviews.  

	
	No. of patients across the ICS footprint who have registered, logged in and/or accessed the NHS App and patient knows best functionality.
	PHM analytics Team

Digital Notts


	Digital Inclusion Plans

	Those living in deprived areas; those with sight or hearing loss and/or learning disabilities

For those where English is not their first language

	Improve digital and social inclusion and health literacy across the ICS area by reducing health inequalities and ensuring that socio-economic factors do not disadvantage access to digital services. Through the introduction of a number of innovative schemes, the project helps people to get the most out of technology and supports them in gaining the essential skills and confidence they need to start using it for their health, care and wellbeing needs.  We will support people to get online and become more confident and capable of using digital tools that support their health, care and wellbeing.
Initiatives to include:
· A Digital Support Line
· Virtual training sessions 
· Community and Voluntary Service (CVS) Grant Scheme to embed digital inclusion support to local communities
· Digital support pop-up hub roadshows supporting individuals to access digital services (the NHS App) in GP Practices. 
Devices will be provided to service users to support them to access & engage with services, including through pregnancy.
Evaluation to give a strong evidence base for different types of intervention and show the impact of schemes and how they are changing health and care for the better.
	To mitigate against digital exclusion

Supporting those digitally excluded to access primary care services to maintain their wellness / ongoing medical needs without the need to access secondary care services.

Improved patient access & experience

Ensure people are not left out of digital services because of socioeconomic factors.

	Positive evaluation /impact on digital inclusoin 
	Digital Champions Network 

Digital Patient Advisory Group

Local CVS

Digital Inclusion Co-ordinators

MIS-R Programme Board 


	PCN digital inclusion officer(s)
	Those living in deprived areas; those with sight or hearing loss and/or learning disabilities

For those where English is not their first language

Those that are digitally excluded e.g. refugees.
	Digital inclusion officers will support those who are currently digitally excluded to access primary care services. This will involve building relationships with organisations locally who already support refugee populations and those identified as being digitally excluded across the ICS footprint. PCN inclusion officers will support those seeking refuge in our neighbourhoods to access health care systems and also wider societal networks to give these families the best start to their resettlement within Notts. This will include navigating access to:
•Register with a GP
•Repeat prescriptions
•Care for long term conditions
•Health Checks
•Women and birthing people and children’s health needs including maternity
•Mental health support
	Improved experience of resettlement and community integration within Nottinghamshire. 

Will provide access to the Single Point of Access (SPA), prebooking assessment.

To mitigate against digital exclusion


	Increased access to primary care services from cohorts previously excluded
	Digital Inclusion Officers

	Medium term - for implementation in 2024/25

	LMNS Maternity Dashboard & Dashboard Subgroup


	Black, Asian and Mixed ethnic groups
	Development of a monthly LMNS dashboard which is fed by national and locally available datasets, as well as data from trust and partner specific activity e.g. smoking in pregnancy or mental health. 
Established Dashboard Subgroup comprising of local data, quality and clinical experts to assess the data and to pull out trends, themes, gaps and areas of concern. 
Develop a robust process for using the dashboard to support maternity outcomes. This will include a feedback loop into and out of the Dashboard Subgroup to share the data and trends pertinent to different maternity workstreams and to support staff and patients to access and use the data themselves.  
Targeted interventions required support vulnerable, deprived, BAME and other at-risk groups will be easily identified.  

Adding in and monitoring new data collection requirements locally as required.
	This data will enable the LMNS to have understanding of the local population’s maternal and perinatal health needs.

Maternity workstream delivery plans will be driven by and evaluated current and wide data sets within the dashboard.

The dashboard subgroup will support workstream delivery managers and service users to prioritise maternity interventions.
	Increased range of data metrics will be collected locally.

Booking at <70 days gestation, Low birth weight

Deliveries under 27 & 37 weeks

% of women attending the booking appointment who are from ethnic minority groups

% of EM parent members of the MVP 
	LMNS Dashboard Subgroup

LMNS PQSG

LMNS Workstreams

	Long Term - for implementation in 2025/26

	Recording ethnicity of all patients registered within the PCN 

	Ethnic minority groups

	Improve ethnicity coding in Primary Care using direct text messaging to patients. This work is targeted in areas that have a high percentage of patients with “Unknown” or “Not stated” ethnicity codes.
Data mapping exercises are being carried out to use secondary care data to fill in the gaps in primary care data for population health management and health inequalities analysis.
	Improved data quality of ethnic coding.

	Increased valid ethnic categories for at least 80% of the women and birthing persons booked in the month. 
Decrease in the no coded as ‘Not stated, missing and not known’ 
	PCNs




	[bookmark: _Hlk109287000]3.1| Communications, Engagement & Coproduction:
As stated in the City JSNA (2019), recent migrants, asylum seekers and refugees are far less likely to seek antenatal care early in pregnancy or to stay in contact with maternity services. Delays in accessing maternity care often results in worse outcomes for both mother and baby; this is a key concern given Nottingham’s diverse population. In addition, Pregnant women and birthing people who have difficulty reading or speaking English are the least likely to access maternity services within recommended timescales. Challenges in gaining timely access to translation services is a key barrier to accessing maternity services. This can sometimes result in the use of an inadequately trained (or no) interpreter (family member or friends) which poses risks for both the mother and healthcare provider. When this occurs, neither the healthcare provider nor patient can be assured that accurate and effective communication is taking place. Challenges around language barriers are a particular issue in Nottingham as over one-third of births (37%) are to mothers born outside the UK.
Comms and Engagement will act as an enabler for the maternity equity plan, by bringing together information and knowledge about system partners including those CVS organisations and how we can all link and support women and birthing people in their pregnancy journey. In addition, active coproduction, comms and engagement will put the voice of the people with lived experience at the heart of our work and enable the wider system to understand our population needs. 

	NB: This is a high-level plan as approaved by our ICS/LMNS Board. Following this, our next steps will be to coproduce separate and detailed action plans for the agreed milestones & deliverables, with named responsible owners, all overseen by the accountable LMNS Pillar & Workstream Leads.

	Aligning to partner strategies ambitions

	Maternity Equity Guidance Priorities
1.2, 4a, 4a.1, 4a.2, 4e.2
	ICS Outcomes Framework
SLO-09, SLO-14, SLO-16, SLO-26
	ICS Health Inequalities Plan
√
	Place Based Partnerships
√

	Short term – for implementation in 2022/23

	Initiatives
	Cohort
	Description
	Impact
	Metrics
	[bookmark: _Hlk109738970]Responsibility 

	Development of coproduction approaches
	Pregnant women and birthing people, their families
	MVP Review - following a review of our MVP, the LMNS Executive Partnership Board agreed to spend a year of time and funding within the ICB to shape the future need, functions & delivery model of MVP to make it fit for purpose, including how MVP can/will support equity across the maternity & neonatal footprint.
Redesigning our MVP model will ensure we have a core mechanism through which we will undertake coproduction work to embed the voice of women in all key quality improvement, transformation and decision making. 
Increasing diverse voices and representation of the MVP members will be crucial to ensuring all experiences are captured and learnt from and coproduction will form the bedrock of all the LMNS work.
ICB Coproduction - A new coproduction team has been set up to ensure all service improvement and redesign has a coproduction lens. The new team will support those delivering the equity plan with guidance and expertise to be fully coproductive.
	Learning from direct voices of people with lived experience and shaping improvements together
	No. of coproduced activities undertaken

No. of people with lived experience involved in LMNS Pillars
	LMNS PMO team

Provider Trusts 

Commissioned Services 

ICB Coproduction Team


	Community asset directory

	Statutory & VCS workforce across the ICS footprint.

Pregnant women and birthing people and families with vulnerable, complex or diverse needs.
	A community directory which will list available services and support across 
Nottingham and Nottinghamshire pertinent to pregnant women and birthing people and families will be developed. 
Plans to host the community directory on a LMMS webpage, aligned with Best Start initiatives, are being explored.
Focus groups to engage women and birthing people and families from vulnerable, complex and diverse groups of our population will be undertaken to ensure the directory will meet the needs of the local population.
The useability, content and format of the community directory will be coproduced with service users via the MVP.
Training will be provided to workforce and CVS organisations in how to signpost the directory to members of the public as required. This will include PCN Social Prescribing Link Workers. In addition, this may include push notification via the BadgerNotes App. In addition QR codes on poster is being explored.
Need to ensure the directory signposts to the cross-border provision from other counties for women and birthing people who may go outside of our ICS for care.
Plans to audit downloads/usage of the directory to demonstrate effectiveness will be developed
	Mapping the community assets into a one stop shop directory will help to address the social determinants of health

	Patient satisfaction scores.

Scores of the Workforce’s experience of the directory

No. of downloads


	LMNS PMO Team

LMNS Digital Workstream

ICB Comms & Engagement Team

	Citizens’ Panel
	Pregnant women and birthing people and families within our localities

	Our Citizens’ Panel is aimed at engaging members of the public in the future of local health and care services, and is an important opportunity for people to have their say on a wide range of health and care topics. Initially recruiting from the Nottingham City area, but if this pilot initiative is successful, we ntend to broaden membership out to other parts of the area we are responsible for.
The Panel will primarily be online, and will consist of a number of surveys, polls and questionnaires throughout the year.

	Maternity staff and service users will have increased signposting and access to wider support from across the partnership.
Allow engagement to be conducted at relatively short notice.

	Increased engagement rates/survey responses
	ICB Comms & Engagement Team

	[bookmark: _Hlk108008002]Engagement training & toolkit

	Maternity staff and volunteers 

	In 2020 a PCN Engagement toolkit was coproduced with our Patient and Public Engagement Committee and VCSE sector colleagues. In 2022 we conducted a survey and piece of engagement work to revisit and refine the toolkit to ensure that this was fit for purpose and provided the right materials to help and assist with engagement guidance at neighbourhood and place levels.
A training package for individuals working with people and communities to ensure the necessarily skills, confidence and tools they need to generate and utilise high quality citizen intelligence and insight.
	Increased confidence and skills to conduct engagement activity.

	Increased teams across the LMNS footprint engaging with maternity service users
	ICB Comms & Engagement Team

	Implementation of COVID-19 four actions - tailored maternity communications 

	BAME communities; those living in deprived areas

	Reach out and reassure pregnant BAME women and birthing people with tailored communication:
ICB Comms & Engagement team coproduced infographics, communications and information leaflets to support maternity service users doing the COVID-19 pandemic and these messages are updated as required.
Trusts also developed BAME maternity information leaflets which highlight the increase risks during pregnancy to this cohort, including information and signposting about increased complications from COVID-19. 

LMNS to collaborate with the communications team to improve information sharing around accessing maternity services earlier – will prioritise how to target communities that experience poorer outcomes first, tailor communications for these communities and groups, map this against responses from survey (access, support, smoking, breastfeeding etc.)
	These comms will help to restore NHS services inclusively
	Compliance to implementation of COVID-19 four actions

	ICB Comms & Engagement Team

LMNS PMO Team

	On-boarding Videos


	Local populations including BAME, non-English speaking, asylum seekers & refugees
	LMNS workforce will focus on building relationships with the local community and CVS organisations such as the refugee forum and Women’s Centre.
Project entails educating patients by creating video-based information in their own languages to increase understanding of the role of Primary Care and how to access services.

	Enabling patients to receive the right care, from the right professional including access from and to other PC and GP services and reduce inappropriate use of primary care and A&E.
	Increased BAME accessing primary care services
	Population Health Management 

	Comms & engagement for targeted antenatal courses/ workshops
	Ethnic minority groups; those living in deprived areas

	The Essential Baby Company in collaboration with existing service providers & the public will coproduce an antenatal education toolkit to support Black and brown skin women/ birthing people, in paper and digital formats.
Antenatal education embedded within workshops, aims to prevent risk escalation, and promote early intervention to address issues such pre-term labour. This approach provides support throughout the perinatal period minimising over-medicalisation and increases knowledge of existing medical conditions to manage risk factors effectively and safely. The toolkit will be achieved by creating a clinical and community antenatal care support toolkit with content, tools and videos, for those able to access digital material and those who are digitally excluded; delivered through workshops. The toolkit is an education tool and communication solution. Culturally appropriate evidence-based information for women and healthcare professionals to identify risks and manage them in one straightforward document that is simple to understand and able to translate into different languages. The toolkit enables health professionals and women to work collaboratively to overcome barriers to health and social needs, enabling management of self-care and continually identifying ongoing risks
The embedding of social prescribing to support patients through the workshops and beyond, to ensure that staff are actively involved in sourcing and collating community and health asset information to support social prescribing directory, providing early support and tools to prevent risk escalation. 
Develop the first health inequality risk assessment via pre-written scripts using screening questions and incorporating common clinical conversations to determine early identification and intervention needs at booking stage, 2nd/ 3rd trimester to formulate a personalised health, social and maternity care plan.

	By pooling resources and upskilling workforces to overcome determinants of co-morbidity factors and deliver consistent, trustworthy and efficient maternity services to marginalised communities.
The workshops will bring health, social and community services together in one place to help lower health inequalities in maternity services. The workshops will help women gain new skills and make choices about their care. 
This targeted provision will enable us to reach out and reassure pregnant BAME women and birthing people with tailored communications.
	Improved partnership working across the maternity pathway.

Increased personalisation and experience reported in BAME cohorts. 
	The Essential Baby Company

NUH

	Medium Term - for implementation in 2024/25

	Improved translation & interpreting services
	Pregnant women and birthing people who are recent migrants, refugees, asylum seekers and/or those who have difficulty speaking or reading English.
	Face-to-face interpreting services is the standard practise where possible and has restarted across maternity services as the COVID pandemic has less impact on this way of working. BIG WORD and/or telephone interpreting is used as a minimum at each appointment when required.
Given Nottingham’s diverse population, multilingual leaflets and materials will be available as standard practice and developed or sourced by midwifery services.
	
	
	ICB Comms & Engagement Team?

	Equality Impact Assessment
	Families for whom English is not their first language
	The 0-19yrs Public Health Nursing Team are undertaking a mapping exercise to ensure they have the knowledge and understanding of who their communities are and how to target appropriate communications and group support, with the use of an interpreter or translated literature as needed. 
In addition, seamless communication across the partnership to share any risk factors and /or safeguarding needs of women and birthing persons will be explored. Having an understanding of the backgrounds and risk factors for pregnant women and birthing parents, will enable bespoke & personalised one: one appointments to be planned.
	Personalised provision will enable us to reach out and reassure pregnant women and birthing people through tailored communications and appointments.
	Increased literature available in common languages.

Patient satisfaction ratings.
	Nottingham CityCare Partnership

	Community Insights Hub


	Ethnic minority groups; those living in deprived areas





	The community insights hub will be a repository of information on our local communities and will help to inform programmes on community needs and characteristics. 
The Hub will be a key resource for capturing and reporting community intelligence that includes findings drawn from all system partners including statutory sector, VCSE, Healthwatch, citizens’ panel and networks at place and neighbourhood level. 
It is the intention that the hub will also draw in data and insights created and published from outside our system, e.g., census data, ONS reports and wider public sector focussed reports and research.  All of this will be captured and recorded in a database (to be developed over time) enabling a systematic record of what we know about certain communities or geographies.   
	Collaborative working will help to address the social determinants of health.

	Work with system partners and the VCSE sector will help to address the social determinants of health.
	Placed Based Partnerships

	Long Term - for implementation in 2025/26

	Health Champions Programme
	Black, Asian and Mixed ethnic groups
	Develop a Community Health Champions Programme specifically aimed at engaging BAME communities in areas of health inequalities (vaccinations, maternity, IAPT services etc).
Newly recruited Health Champions via the Majority Black Led Churches (MBLC) will support us to develop even closer partnerships with people living and working in our communities to understand barriers to access  
	Empowering communities to access primary care services

	
	Place based partnerships 




	[bookmark: _Hlk107993794]3.2 | Personalisation:
Personalised Care & Support Plans (PCSP) should set out a woman and birthing person’s decisions about the care and support she wants and support and document conversations and decisions about agreed care plans that reflect a holistic assessment of the woman and birthing person’s health and wellbeing needs. Women and birthing people need evidenced-based information in advance of decision-making so that they are well prepared. We do know that since the Better Births report (2016), our midwives routinely provide individual care plans which support personalised care with tailored pathways, recommended number of appointments, referrals to specialist support and so on. However, being able to lift this detail off our current information systems to enabling birthing persons to ‘own’ this approach to their care is problematic. Therefore, we are unable to understand how personalisation is benefiting our local women and birthing people or if they are contributing to improved equity outcomes. 
A paper PCSP is given out to every woman and birthing person at their midwifery booking appointments, but in most cases, it is not being used. We need better understanding from staff and birthing people about how PCSPs can be used to capture the personalised care already experienced and how they can support a cultural shift enabling greater decision making for  women and birthing people in their maternity journey. 
Proactive care, self-management and personalisation is a key enabler to progress the ICS health inequalities strategy and there has been an increased awareness of the importance in addressing inequities in health across access, experience and outcomes. This programme of work is reviewed through a Personalisation Board and supports maternity services to mitigate against digital exclusion and to make improvements in maternal morbidity, mortality and experience.

	NB: This is a high-level plan as approaved by our ICS/LMNS Board. Following this, our next steps will be to coproduce separate and detailed action plans for the agreed milestones & deliverables, with named responsible owners, all overseen by the accountable LMNS Pillar & Workstream Leads.

	Aligning to partner strategies

	Maternity Equity Guidance
2.1, 4b.5
	ICS Outcomes Framework
SLO-09, SLO-16, SLO-18, SLO-27
	ICS Health Inequalities Plan

	Place Based Partnerships


	Initiatives
	Cohort
	Description
	Impact
	Metrics
	Responsibility

	Short term – for implementation in 2022/23

	Understanding barriers to PCSP

	Pregnant women and birthing people across the ICS footprint.
	To better understand why the current PCSP isn’t being used effectively, LMNS will work in collaboration with our local Maternity Voices Partnership, to develop three workshops with women and birthing people and to review the quality, usability and barriers to PCSP.

	Improve the number of women and birthing people and staff realising the benefits of PCSP.

	Attendance at workshops
	Maternity Voices Partnership

Personalisation Workstream

	Personalisation training

	Maternity staff 

	700+ maternity staff trained in personalised care and support planning and shared decision making. This will involve online training of the workforce in shared decision making and the principles of choice and personalisation, supported by the ICS Personalisation Team. 

All maternity professionals will use PCSP with women and birthing people so that it is reviewed and recorded at all stages of their maternity journey - antenatally, during intrapartum care and postnatally.
	The training will support the culture change needed to embed personalisation & informed decision making into practise, ultimately improving service-user experience and outcomes.
	The No. of women and birthing people with a PCSP at:
17, 35 & 37 weeks gestation.
The numbers of women and birthing people who had all three of the above in place by the gestational dates with breakdowns by ethnicity & multiple deprivation
	LMNS Personalisation Workstream

LMNS PMO Team

	Digital PCSP / Patient Knows Best

	

	Work with the NHS app and Patient Knows Best to increase the digital use of peoples care and support plan, and a one page profile –All about me -so it can be shared and used as a starting point to understand what matters to people, and what they want to achieve in relation to their health and wellbeing and how they can achieve it. 
The MIS-R programme team will be developing a digital PCSP by the end of the 2023. Reviewing the needs and access requirements of a digital PCSP so women and birthing people can effectively use their plans and pregnancy care records digitally are underway.
	Support improvements in maternity care systems including responding to the recommendations of the Ockendon review.
	No of PCSP being used
	Digital Notts 

LMNS Digital Workstream

	Coproduce PCSP

	Black, Asian and Mixed ethnic groups; those living in the most deprived areas
	The current PSCP had been developed with the support of the MVP. After a period of use in practice, the need for further co-production has been evidenced by the incorrect application of the document and is now underway. Consultation will include service-users and workforce.

Adaptation of the Personalised Care and Support Plan is required to support accessibility and an equitable service offer. The aim is for the maternity PCSP to be available in a range of languages and formats, including hard copy PCSPs for those experiencing digital exclusion. 

Explore ways to audit use and benefit of PCSP, including capturing & recording ethnicity and postcode of women and birthing people on the Badgernet information system.
	Improvement of the PCSP document will enhance:
Inclusivity
Patient-experience
Practitioner application
Efficiency
Care outcomes
Appropriate use
This will benefit those living in deprived areas, BAME, those with sight or hearing loss and/or learning disabilities.

Ensuring the audit processes and resultant data is reflective of current service delivery will support future improvements and transformation work.
	The No. of women and birthing people with a PCSP at:
17, 35 & 37 weeks gestation.
The numbers of women and birthing people who had all three of the above in place by the gestational dates with breakdowns by ethnicity & multiple deprivation 
	LMNS Personalisation Workstream

MIS-R Programme Board

	Medium Term - for implementation in 2024/25

	Data capture for PCSP

	
	Badgernet will enable data collection on the number of women who have a PCSP and if they are used/review at different stages of gestation. In addition, the PCSP can be mapped to the personal record to capture ethnicity and multiple deprivation breakdowns. 

	A robust recording process to capture who and when 
PCSP are in use will support risk and impact analysis of those lining in deprived or BAME communities.
	
	LMNS Digital Workstream

	Home Birth Service development
	Pregnant women and birthing people across the ICS footprint
	Project support is being offered by the LMNS PMO to provider organisations for initiatives which improve choice and personalisation. An example of this is supporting NUH in piloting a renewed home birth service, a service which was impacted by the COVID-19 pandemic.
	Increasing choice within care delivery improves service user experience and ultimate care outcomes, including mental health outcomes postnatally.
	
	LMNS PMO Team

NUH/SFH

	Long Term - for implementation in 2025/26

	Green Social Prescribing 
	Those women and birthing people with low income, high long-term unemployment 

Pregnant women and birthing people who are Inactive, overweight and/or experiencing mental health problems
	Promoting exercise, heathy lifestyles, wellbeing and nature based activities including local community based activities such as:
Community Garden Project
Community chair based exercise &social wellbeing groups

Implementing social prescribing teams to support referrals and engagement, encouragement, support and guidance to patients who are reluctant to attend social activities from the social prescribing team to ensure that all patients are able to access local community services.


	The reduction in factors associated with poor health outcomes such as:
Loneliness
Substance use
Inactivity
Isolation 
Generational tendencies towards inactivity 
Aversion to activities for financial reasons
Improved mental health and wellbeing through community networking, physical exercise, and shared experiences.
Activities are frequently associated with financial implications. Providing the community with free activities supports those who are eager to engage with the community but are financially unable in accessing worthwhile experiences. 
	Referral and engagement rates to social prescribing offers in the community
	Personalisation Team




	3.3| Perinatal Mental Health:
Increasing access to perinatal mental health services is an ongoing requirement. Nottinghamshire County Council’s JSNA recommends a need to better identify and support women and birthing people with mild to moderate mental health needs, not just those with severe mental health concerns. The Maternity Specification (2021) wants to ensure the mental health needs of all women and birthing people are assessed at booking, after 28 weeks and postnatally (as a minimum) with appropriate referrals to specialist perinatal psychiatry or psychological therapy services, along with information sharing with the woman and birthing person’s GP and health visitor. 
This programme of work will support maternity services make improvements in maternal morbidity, mortality and experience by focusing access by ethnicity & deprivation.

	NB: This is a high-level plan as approaved by our ICS/LMNS Board. Following this, our next steps will be to coproduce separate and detailed action plans for the agreed milestones & deliverables, with named responsible owners, all overseen by the accountable LMNS Pillar & Workstream Leads.

	Aligning to partner strategies ambitions

	Maternity Equity Guidance
4b, 4b.4
	ICS Outcomes Framework
SLO-07, SLOO-09, SLO-14
	ICS Health Inequalities Plan

	Place Based Partnerships

	[bookmark: _Hlk110247179]Initiatives
	Cohort
	Description
	Impact
	Metrics
	Responsibility

	Short term – for implementation in 2022/23

	Mental Health assessment Tool for maternity services



	Women and birthing people experiencing mental health issues including those form ethnic minority groups; those living in deprived areas. 

	In a joint venture from the specialist midwives at NUH and SFH, a new assessment tool to support and improve pathways from maternity services in
to psychological therapy services. This tool comprises an assessment algorithm and a guideline to improve understanding of the different referral pathways available.
The tool will be accompanied by a rolling training programme with a video/power point to clarify referral pathways to particularly support the community midwifery teams.
A SOP with further guidance about mental health pathways has been written and the plan is to get this published so it can be shared widely.
	Increased confidence in staff to assess and refer 

Early and appropriate support for those women and birthing people most at risk from mental health concerns.
	Increased referrals to IAPT and psychiatric services from maternity
	Specialist Midwifery for Mental Health

	[bookmark: _Hlk110247103]Trauma & Bereavement Service

	Women and birthing people and families who have experience birth trauma or baby loss
	The Specialist Perinatal Mental Health team launched their Maternal Mental Health pilot in Jan 2022.  The pilot has been named The Perinatal Trauma and Bereavement service, and It sits alongside the perinatal mental health team. 
It is is now accepting referrals from all Health Professionals.  The team is made up for clinical psychologists, trauma informed specialist midwife and peer support worker. They offer Assessment, signposting , advice and guidance.
They also offer the following psychological intervention:
•	Compassion focused therapy
•	Cognitive behavioural therapy 
•	Art psychotherapy
•	Emotional stabilisation
•	Acceptance commitment therapy
•	Birth trauma stay and play 
•	Birth reflection
•	Eye Movement Desensitisation Reprocessing (EMDR) therapy is a means by which you can accelerate your natural emotional healing. Processing the trauma and helping to relieve PTSD symptoms
•	partner assessment and sign posting
Upcoming projects: tokophobia pathway, implementing a screening tool for fear of childbirth and tokophobia antenatal group. 
	Tailored support for families who have experienced baby loss.
Psychological and specialist midwife support to prepare for birth.
Improving communication between mental health and obstetric teams.
Psychological intervention for women and birthing people experiencing PTSD following birth trauma. 
Identifying tokophobia early so appropriate support can be given.
	Increased and appropriate referrals to trauma and bereavement team.

Psychological Outcome measures.
	Perinatal Mental Health Team

	Medium Term - for implementation in 2024/25

	Mental Health training for Neonatology
	Staff working on neonatal units

Women and birthing people and families using neonatal services
	At SFH, we will scope a collaboration between PMH Midwifery and practice development matrons in neonates to work together to increase mental health training for the neonatology unit.
This is likely to include the tailoring and or creation of the current online training package, with particular focus on recognising perinatal MH red flags and where to go for help.
	Support clinicians working in neo-natal units to identify and signpost families with maternal mental health needs.

	Increased confidence in staff to assess and refer appropriately.

Increased referrals recommended MH support for women and birthing people.
	Perinatal Mental Health Midwifery Team

	Long Term - for implementation in 2025/26

	Identify and reduce health inequalities
	Women and birthing people experiencing MH problems, to include those from Black, Asian and Mixed ethnic groups




	To reduce inequalities in perinatal mental health, SFH will develop a peer support model and undertake community engagement with under-represented groups. This will include the following:
A survey to be developed by a parent with lived experience, easily accessible via a QR code, to capture the experiences of women and birthing persons at hospital when they have substance misuse and/or mental health issues.
The Perinatal Community Mental Health Team will employ & train peer support workers to provide for women struggling with MH needs from BAME backgrounds.
SFH MH Midwife will liaise with the vulnerable women’s midwife at NUH re. local resources/support groups for BAME women and birthing persons and to replicate similar resources for the midwifes at SFH. 
Processes for accessing talking therapies for women and birthing people for whom English is not their first language will be researches and disseminated across the maternity team. 
Implementation of a social prescribing plan for pregnant women and birthing people who are inactive/overweight and experiencing MH problems - starting a walking group for our MH women. 
	Peer support workers will provide additional capacity to support the most vulnerable women and birthing persons

Staff will have more resources to support them to deliver high quality personalised care

Inactive women and birthing persons with MH will benefit from connecting to other local women and birthing persons, and being in nature and undertaking exercise
	Increased engagement and positive feedback about maternity experiences

Frequency of additional resources being utilised to support vulnerable women and birthing persons with MH.


	LMNS Perinatal Mental Health Workstream

Perinatal Community Mental Health Team

Specialist Midwifes for PMH







	[bookmark: _Hlk108604387][bookmark: _Hlk108432248]3.4| Workforce & Training:
As a system, we are more likely to achieve equity for our maternity & neonatal staff and service users if we provide high quality clinical care. This relies on establishing adequate staffing and a high quality and maintained training programme. Workforce and training will act as a key enabler for the Maternity Equity plan, by working in collaboration across the partnership to establish robust recruitment and retention and support mechanisms for maternity staff. This will include a focus on equality and diversity for staff, alongside coherent and well-planned staffing levels.
A Nottingham & Nottinghamshire LMNS Workforce Group has been established to include HR representatives and maternity & neonatal providers. This group will oversee and be accountable for a series of task and finish groups will be set up to share best practice, find opportunities to collaborate and to overcome workforce challenges as a system.

	NB: This is a high-level plan as approaved by our ICS/LMNS Board. Following this, our next steps will be to coproduce separate and detailed action plans for the agreed milestones & deliverables, with named responsible owners, all overseen by the accountable LMNS Pillar & Workstream Leads.

	Aligning to partner strategies ambitions

	Maternity Equity Guidance
1.1, 4a.3, 4d, 4d.1, 4d.3
	ICS Outcomes Framework
ICS People Plan, SLO-26, SLO27, SLO-28
	ICS Health Inequalities Plan

	Place based Partnerships

	Initiatives
	Cohort
	Description
	Impact
	Metrics
	Responsibility

	Short term – for implementation in 2022/23 

	Hospital EDI Policies 

	Maternity staff from BAME groups

	The Trusts will utilise ‘Positive Action’ in recruitment processes in direct response to staff survey feedback and Workforce Race Equality Standard Metrics. [Positive action is taking steps to help or encourage certain groups of people with different needs, or who are disadvantaged in some way, access work or training]. 
The trusts will regularly collect data from staff to examine how the EDI policies and practices are affecting jobseekers and employees. 
Monitoring will include gathering individual personal information on the diversity of potential recruits or existing staff and comparing and analysing this against:
· Other groups of staff in the organization.
· Jobseekers in the local community
· The broader national labour market.
LMNS will work in partnership with the ICB EDI Partnership Advisory Partnership and through their special interest staff network groups to access all available resources, data and expertise to support implementation of this equity plan.
	To achieve greater diversity and improve workforce equality at all levels of the organisation
Increased opportunities for career progression within BAME staff.

Eliminate disadvantage in disciplinary procedures for BAME staff.
	WRES indicators 1 to 8 for midwives and nurses in maternity and neonatal services
	Trust providers


LMNS PMO Team

	Cultural Competency Training 
	MDT staff at both provider trusts

Black, Asian and Mixed ethnic groups

	Sherwood Forest Hospitals secured funding for 22 MDT staff from maternity to attend a 1.5day cultural competency training workshop.
Localised action plans will be written and developed by the staff attending training to take responsibility for making changes in their and colleagues’ practise.
12 staff members including PMH Specialist Midwife will then facilitate a train the trainer model to embed the learning gained from the cultural competency training into practice. The plan is for SFH to be able to deliver their own bespoke cultural competency training to staff and include it with existing mandatory training and teaching.
Staff attending training will undertake a baseline assessment of what is working well what could be improved before the training and then a reassessment following the training of how culture and conditions have changed.
A similar bespoke, train the trainer model has been agreed to be rolled out to all maternity & neonatal staff. It has been agreed for two LMNS PMO staff members to become the cultural competency trainers for the system. 
Meanwhile options for all maternity staff to take brief training modules via the HEE e-learning platform are being explored as a temporary measure.
	Increase the number of staff who have been training in cultural competency

Embed cultural competency training into mandatory training for maternity & neonatal staff 

Maternity & neonatal staff due to increased cultural awareness
	% of maternity and neonatal staff who attended training about cultural competence in the last two years

Increased positive experience in BAME staff and service users
	Consultant Midwife

LMNS Workforce Workstream

LMNS PMO Team

	BAME Staff networks
	Maternity staff from BAME groups
	Black and Minority Ethnic (BAME) Staff Network groups have been set up at both trusts to promote equality and inclusion and provide support for staff from minority groups who may be experiencing problems in the workplace.
There is also a system-wide race equality group to support consistency of approach across all ICB partners and effective use of resources to support delivery.
	This support will have a positive experience in BAME staff and service users
	No. of people joining the BAME staff networks
	Trust providers

	Medium Term - for implementation in 2024/25

	[bookmark: _Hlk109811591]Expand and develop local maternity support workers workforce

	Ethnic minority groups; those living in deprived areas
	NUH have secured external funding to pilot a cohort of Band 3 AfC apprentice community Maternity Support Workers (MSW) who, upon successful completion of a L4 university-hosted programme will be eligible to apply for B4 AfC Senior MSW roles. These MSWs will be based within areas with increased levels of deprivation and high-density populations of individuals who are Black, Asian and/or within an Ethnic Minority; it is expected that the initial ‘enhanced’ MCoC Teams will be launched in these areas. We will utilise the positive action approaches to recruit MSWs from diverse backgrounds to reflect the local population.
	Maternity Support Worker teams within targeted areas will provide additional support to BAME and economically disadvantaged communities
	Increased positive experience for vulnerable service users
	LMNS Workforce Workstream

Trust Providers


	ICS workforce, race, equality & inclusion strategy
	Maternity & neonatal staff from BAME groups

	This strategy has been devised in response to the People Plan and influenced by wider engagement across the 11 STPSs/ICS in the Midlands and the local People & Culture Group.
The plan aims to have the right and diverse leadership at all levels within our health care system with senior managers leading by example (see full plan in appendices). This will be achieved by:
Developing mechanisms for compassionate and inclusive leadership
Removing barriers to help staff speak up
Processes to actively tackle racism and other type of discrimination
Processes to eliminate racism/bias in recruitment and staff progression
Processes to eliminate racism/bias in staff disciplinaries
	Addressing race inequalities has a positive impact on staff groups and also on patient outcome.
	Increase BAME trust board members

Reduction in BAME staff experiencing harassment and bullying from colleagues/staff
	Nottingham & Nottinghamshire ICS

	Long Term - for implementation in 2025/26


	WRES Indicators
	With BAME staff
	Continued implementation and monitoring of the Workforce Race Equality Standard (WRES) in maternity and neonatal services. This will include:
Conducting frequent baseline assessments of the experience of maternity and neonatal staff by ethnicity using WRES indicators 1 to 8.
Using the knowledge from staff to plan & design interventions to improve race equality for staff – coproduction
Develop an audit process to monitor staff experience and monitor improvements.
	Decreased reports of bullying & harassment to BAME staff from colleagues.
Increased opportunity for promotion and career progression
	WRES indicators 1 to 8 for midwives and nurses in maternity and neonatal services
	Trust Providers

	Additional specialist midwifery roles
	Support for pregnant women and birthing people who are homeless or experiencing domestic abuse
	Increased capacity for specialist midwifery support for women and birthing people with complex social needs (e.g. homeless/domestic abuse/looked after/teens) and ensure a more equitable service is provided.

	Peer support workers will provide additional capacity to support the most vulnerable women and birthing persons

	FFT/Satisfaction scores 
	Trust Providers




	[bookmark: _Hlk107993903]3.5| Continuity of Carer:
Historical Narrative: In 2019, the Nottingham & Nottinghamshire LMNS identified pilot sites by recognising geographical areas wherein health inequalities were more prevalent using local insight data. NUH launched two Midwifery Continuity of Carer Teams (MCoC Teams) in 2019 based in the geographical areas of Strelley and Bulwell, named Vale Team and River Team respectively. Both teams had an establishment of 8WTE (whole-time equivalent) Registered Midwives. Nottinghamshire Lower Super Output Area (LSOA) IMD 2019 results indicated that Bulwell ranked 130th nationally out of 32,844 therefore within 0.4% most deprived areas of England and Wales.
SFHT established two MCoC Teams in 2020, the first entitled Oak Team in January 2020 followed by Maple Team in June 2020. Both teams were GP (General Practitioner) based in the geographical area of central Mansfield. Each team was staffed with 6WTE Registered Midwives and a caseload ratio of 1:36. According to the Nottinghamshire Lower Super Output Area IMD 2019 results, Mansfield contained the 16th most deprived LSOA in England. SFHT made plans to launch a third MCoC Team in March 2021 to support its Trust in meeting the national target of 35% of women and birthing people booked onto a MCoC pathway by March 2021. However, recruitment was troublesome, and the venture was discontinued. 

The COVID-19 pandemic significantly impacted both our provider organisation’s ability to meet demand for all women and birthing people booked onto the MCoC pathway. 
Whilst NUH did not immediately suspend MCoC provision in response to COVID-19, the successful delivery was impaired by the need for MCOC team members who were on-call out of hours for their caseloads to be utilised as part of the escalation policy to maintain patient safety within the acute setting for women who were not part of their caseloads. A decision was made in January 2022 to disband MCoC Teams effective from 25th February 2022 to support the provision of safe staffing. A Quality Impact Assessment (QIA) was produced and agreed through the Divisional Governance Committee with subsequent executive level sign-off achieved. Whilst NUH recognised the impact upon service-user choice of suspending the local MCoC offer, the immediate need to optimise staffing alignment to improve safety and choice at a population level was of greater importance. NUH reported within the QIA that MCoC suspension would allow for increased choice in service-users who request access to a homebirth through promoting staff cover within the homebirth team which would otherwise have been utilised delivering MCoC. 
SFHT disbanded the Mansfield-based MCoC Teams Oak and Maple in June 2021. Whilst the issues associated with delivering the MCoC model during the COVID-19 pandemic were also felt by SFHT, namely staff absence/isolation, SFHT also completed a thorough evaluation with the workforce on their experiences of working with MCoC Teams which further rationalised the need to pause delivery. Focus at SFHT was placed on antenatal and postnatal continuity with team members attending homebirths and elective lower segment caesarean sections (LSCS) as well as completing up to 2 shifts a month on the local birthing unit (Sherwood Birthing Unit).
In adherence to numerous communications from NHS England regarding COVID-19 priorities and shifting focus away from transformational work to support safe service delivery and the vaccination programme, Nottingham & Nottinghamshire LMNS supported provider organisations in their individual decisions to suspend MCoC.

Current position: The Nottingham & Nottinghamshire LMNS is now offering support to provider organisations in implementing the NHSE/I building blocks alongside these local initiatives to strengthen our system approach to MCoC. The development of an enhanced model of MCoC, which provides for extra midwifery time for women and birthing people and birthing people from the most disadvantaged areas will be informed by authentic workforce engagement and co-creation. This will ensure it is aligned to the needs of service users and staff, in compliance with national principles and standards, and phased alongside the fulfilment of required staffing levels. Trusts will work with staff and with the local restructured MVP to explore where areas of need are, look at which groups aren’t currently being effectively reached, and coproduce the model based on need, maximising value, and opportunities to improve outcomes in perinatal mortality, morbidity and experience. 

	NB: This is a high-level plan as approaved by our ICS/LMNS Board. Following this, our next steps will be to coproduce separate and detailed action plans for the agreed milestones & deliverables, with named responsible owners, all overseen by the accountable LMNS Pillar & Workstream Leads.

	Aligning to partner strategies ambitions

	Maternity Equity Guidance
4c.1, 4e.1
	ICS Outcomes Framework
SLO-08, SLO-12, SLO-16, SLO-17, SLO-26
	ICS Health Inequalities Plan

	Place based Partnerships

	Initiatives
	Cohort
	Description
	Impact
	Metrics
	Responsibility

	Short term – for implementation in 2022/23

	Refresh Birthrate Plus and establish safe staffing






















	All maternity service users


















	NUH and SFHT are presently undergoing revised BirthRate Plus assessments to ensure that staffing and skill mix requirements for each Trust are reflective of service demand.
Rolling Midwifery job advertisements will be live for both Trusts on NHS Jobs.
NHS attraction and retention experts instructed by NUH will work on marketing, branding and communications solutions to address workforce challenges.
NUH will offer financial incentives to Midwives joining the Trust.
International recruitment will be undertaken for both Trusts.

The LMNS Workforce Working Group is identifying opportunities for collaborative approaches across the two providers including the potential for joint recruitment and retention initiatives. This will inform the wider system strategic workforce development plans overseen by the ICB People & Culture Group.














	Staffing requirements will be based on current local need, including the rates of those women and birthing people requiring additional input.
Workforce staffing and skill-mix will enhance equitable service-provision.
Improvements in midwifery staffing numbers will better enable the Trusts to deliver a consistent and dynamic service offer, acknowledging the individual needs and preferences of women and birthing people.
Decreased burnout and/or absence rates as staff pressures /resource/reduced continue to improve.
	No. placed on a continuity of carer pathway – Black/Asian women (source: Regional Measures Report)

No. placed on a continuity of carer pathway – Black/Asian women (source: Regional Measures Report)
	Trust Providers

LMNS Workforce Working Group

	[bookmark: _Hlk108008869]Expand and develop local maternity support workers workforce




	Ethnic minority groups; those living in deprived areas
	NUH have secured external funding to pilot a cohort of Band 3 AfC apprentice community Maternity Support Workers (MSW). These MSWs will be based within areas with increased levels of deprivation and high-density populations of individuals who are Black, Asian and/or within an Ethnic Minority. (See workforce section of the maternity equity plan)
SFH will map their workforce to the HEE MSW framework. 
A quality improvement project to pilot MSWs in the community setting is underway.

A Nottingham & Nottinghamshire LMNS Workforce Group will be established, including HR representatives and maternity providers, along with a series of task and finish groups will be set up to share best practice, find opportunities to collaborate and to overcome challenges as a system. The first task and finish will explore aspects of midwifery recruitment. Looking ahead, the group aims to develop a longer-term work plan to ensure strategic direction to recruit, train, develop and retain a safe workforce
	Enhanced support offer for women and birthing people and families.
Increased capacity within teams to offer targeted support.
Improved evidence-based practice.
Increased capacity of registered practitioners.
More clearly defined MSW role supports team dynamic, caseload planning, guideline development and escalation policies.
Added consistency across the workforce promotes overall care provision.
	Increased positive experience for vulnerable service users
	Trust Providers

LMNS Workforce Workstream

	Developing mechanisms to support and enhance continuity in the antenatal/ postnatal periods (learning from SIs)
	All maternity service-users
	There is a system-wide commitment to direct caseload management towards continuity of practitioner through the maternity journey.
	Continuity of practitioner reduces duplication within care and the risks associated with inadequate information sharing/ documentation processes. Where a service-user is consulting with familiar individual, they are more likely to share information leading to improved targeted care planning and subsequent positive care outcomes.
	No. of service-users receiving continuity from MCoC team across an agreed (TBC) percentage of antenatal and postnatal contacts.

Percentage rates of women eligible to receive MCoC that are in receipt of MCoC during the antenatal and postnatal periods
	Trust Providers

LMNS Workforce Workstream

	Establish community hubs
	Areas with the greatest maternal and perinatal health needs.
	SFH will move to hub working in 4 planned waves prioritising areas of greatest deprivation first. The number teams needed in each area will be mapped to the Number of WTE midwives required against the number of pregnant women and birthing people currently under the maternity service. 

	Hub-based teams allows caseload numbers to be more reflective of local need, supporting the workforce in balanced and more manageable workloads. 

Moving towards hub-style working will allow ease the application of the MCoC model within Nottinghamshire.
	Successful reconfiguration project time scales.

Workforce feedback and attainment against KPIs
	Trust Providers

LMNS PMO Team

	Digitalisation and associated staff training

	All maternity service-users
	Nottingham & Nottinghamshire LMNS plans to use a new maternity information system replacement – Badgernet - to support and align maternity services across NUH and SFT. 
Workforce training will be facilitated for all staff using the new digital system. 
(See digital section of the maternity equity plan)
	Improved clinical information sharing between NUH and SFT will improve care outcomes.
Improved safeguarding information sharing between trust providers 
Appropriate training & application of the system within the multi-disciplinary teams will reduce repetition, improving service-user experience
Ease and improvement of data reporting into Maternity Dashboard.
	No. of service-users receiving continuity from MCoC team across an agreed (TBC) percentage of antenatal and postnatal contacts.

Percentage rates of women eligible to receive MCoC that are in receipt of MCoC during the antenatal and postnatal periods
	MIS-R Digital team

	Medium Term - for implementation in 2024/25

	Rotation models

	All maternity service-users

	Explore and develop effective models for staff to rotate between community and hospital teams across the system

	Internal rotation of staff increases workforce exposure to alternate practice areas, improving care provision, referral/ escalation processes.
External rotation (NUH ⇄ SFHT) increased workforce exposure to differing demographics
Workforce rotation promotes shared learning across the system, championing best practice
	Workforce competency attainment. 

Compliance against competency framework (to be explored and developed)
	Trust Providers

LMNS Workforce Workstream




	[bookmark: _Hlk109814754][bookmark: _Hlk108433647]3.6| Maternal Health:
Addressing prevention and promoting maternal health. The City JSNA highlights  that white British women and birthing people aged 21-25 living in areas of high deprivation, are least likely to access smoking cessation services and/or successfully quit. This is consistent with the trend of greater smoking prevalence in areas of greater deprivation. A new approach is needed that involves all partners across the local maternity system to support women and birthing people to stop smoking during pregnancy and prevent high levels of postnatal relapse.
The public health subgroup of the LMS should lead work with partners to develop specific interventions to reduce smoking in pregnancy and support women and birthing people who want to quit smoking, including the utilisation of the NHSE grant. In addition the system should explore the potential for nominated midwives, maternity support workers and sonographers to be trained to the same level as specialist NHS Stop Smoking advisers to enable them to offer more intensive support.
The County JSNA states local Maternity Systems, public health leads, Healthy Family teams, children’s centres services should work in close partnership to support health and wellbeing in pregnancy, with a specific focus to reduce the proportion of women and birthing people smoking in pregnancy in line with locally agreed trajectories.
This area of work will align closely with the Best Start strategies and approach at County and City to ensure work commitments are aligned to have maximum impact for women and families. Existing alignment is in place for perinatal mental health and maternal health (with workstreams supporting both LMNS and Best Start priorities) and this will develop further as Ockenden recommendations inform LMNS deliverables set by NHSE. This will include pre-conception care.
Activities detailed below will support maternity services to restore NHS services inclusively following Covid-19, support improvements in maternal & perinatal mortality, morbidity and experience.

	NB: This is a high-level plan as approaved by our ICS/LMNS Board. Following this, our next steps will be to coproduce separate and detailed action plans for the agreed milestones & deliverables, with named responsible owners, all overseen by the accountable LMNS Pillar & Workstream Leads.

	Aligning to partner strategies ambitions

	Maternity Equity Guidance
1.3, 4b, 4b.2, 4c, 4c.2, 4c.3
	ICS Outcomes Framework
SLO-06, SLO-07, SLO-08, SLO-09
	ICS Health Inequalities Plan

	Place Based Partnerships
√

	Initiatives
	Cohort
	Description
	Impact
	Metrics
	Responsibility

	Short Term - for implementation in 2022/23

	CO monitoring
	Pregnant women and birthing people   who are identified as smokers
	Trust providers updated their CO processes in line with the NHS guideline brought out in Oct 2021. This has meant testing pregnant persons identified as non-smokers at booking and 36 weeks. Identified smokers were tested at every contact. All women and birthing people with a reading of > 4ppm to be referred to smoking cessation support / tobacco dependence treatment via an opt out method within 1 working day.
New NICE guidance has been published and trusts are implementing new processes to align with this. This will include testing every pregnant woman or birthing person at every contact regardless of smoking status and also once postnatally. Also, CO readings at >3ppm will be referred for smoking cessation support. 
In addition, maternity staff will receive some brief advice training on how to use the CO devices via a video uploaded on staff networks and Facebook groups.
	Links to the NHS Long Term Plan to reduce smoking in pregnancy
	CO recordings

No. of referrals to smoking cessation services

No. of staff trained

Compliance to CO monitoring processes
	Midwifery Teams

	Tobacco Early Implementer Site
	Pregnant women and birthing people   who are identified as smokers
	SFH will implement an in-house team who will provide a tobacco dependency treatment service (TDTS) during pregnancy following the NHSE/I Long Term Plan Maternity Delivery Model. 
An additional element will include a pilot incentive scheme for pregnant women and birthing people. The rewards are Love2Shop vouchers issued along the pregnancy course for CO verified 100% abstinence of smoking tobacco and for one other person in household who achieves CO verified personal quit throughout the course of the pregnancy.
Carry out a local evaluation of the pathway.
	Women and birthing people and their partners will cease smoking prior to conception / between pregnancies / postnatally.

As this is in house this model also enables the team to track smokers across their pregnancy journey and really target efforts to engage women in tobacco treatment in a more personalised way helping to reduce inequity.  
	No. of patients on the TDTS scheme

Abstinence rates
	SFH

	Implement Covid-19 four actions:

Healthy Start scheme 










	All women and birthing people
	Ensure hospitals discuss vitamins, supplements and nutrition in pregnancy with all women and birthing people:
Community Midwives discuss vitamins, supplements and nutrition, including folic acid, at booking and follow up appt, and is recorded on the current maternity information system.

In addition, to support women and birthing people getting their recommended pregnancy vitamins, a system wide approach to promoting the Healthy Start Scheme to increase access is being developed. The LMNS Maternal Health delivery plan includes the following stepped actions:
Free starter packs of vitamins at SFHFT and NUH.  The starter pack contains a bottle of vitamins and a leaflet about the Healthy Start scheme. It also includes information about the importance of vitamins in pregnancy and beyond and where to collect Healthy Start vitamins locally.
Actions to promote and signpost eligible families to the scheme e.g. survey circulated widely to the workforce to raise awareness of the Healthy Start scheme and link to further information and resources.
Nottinghamshire County Council (Public Health) has identified funding to provide vitamin starter packs until March 2026. Nottingham City Council (Public Health) is currently funding vitamin starter packs until March 2023.
Some localised communications in a 2-pronged approach have been planned. One is aimed at service users to signpost them to the scheme with ideas of things to ask their midwife about. The second will be aimed at health professionals as an education tool to support with advice on healthy eating, advice and info around vitamins and conversations around future pregnancies.
An evaluation plan is in place to gain feedback on the starter packs from pregnant women and birthing people, new parents and maternity services. This will be completed by January 2023.  
	Increased numbers of pregnant women and birthing people taking vitamins, supplements & nutrition in pregnancy
	No of women and birthing people using folic acid

No. of women and birthing people signing up for healthy start scheme
	Community Midwifery Teams

	Listening clinics for women accessing the PANDA clinic
	Women and birthing people and families accessing the Pregnancy, Alcohol & Drug Antenatal clinic (PANDA)
	Family Voices Champions running listening clinics and creating QR code for women and birthing people accessing PANDA clinic to share their feedback of maternity services. 
FVC to feedback to senior midwifery leadership team and Maternity Safety Champions to ensure any learning is shared and integrated into service improvements if needed
	
	
	Consultant Midwife

MVP Volunteer



	Medium Term - for implementation in 2024/2025

	Weight management
	Patients at risk of pre-diabetes and Type 2 diabetes 
	Current signposting to weight management services delivered in the community for women with a BMI of over 30, including to organisations like Slimming World. 
For clients with a BMI over 35, they are supported through consultant led care.
Next steps activity will include:
Understanding and addressing barriers to engagement to support this activity further.
Scoping the potential for this referral to be ‘opt out’ as standard for both maternity provider trusts.
Review uptake of the weight management pathway by ethnicity and deprivation.
	Weight Management & Gestational Diabetes
	No. of referrals & uptake to weight management services for pregnant women and birthing people
	ICB HI Project Managers

	[bookmark: _Hlk108789809]UNICEF Baby Friendly Initiative











	Pregnant women and birthing people   in areas of deprivation
	Promote the benefits of breastfeeding through the implementation of an externally evaluated, structured programme that encourages breastfeeding, using the UNICEF Baby Friendly Initiative as a minimum standard:
NUH made the informed decision not to maintain their BFI accreditation due to staffing and other challenges. They have continued infant feeding support and have 3 WTE maternity support workers as part of the infant feeding team. However NUH they have recently taken up the offer to have a planning meeting with NHSE/I. This will include an interim audit of BFI standards to understand their baseline, current evidence, and then future plans. The audit is within the portfolio of a consultant midwife and support by the DOM.

Nottingham City Public Health teams are developing a breastfeeding charter in partnership with SSBC, while this is not the UK Baby Friendly Initiative, it as a step in the right direction and will help support NUH’s plans to achieve Unicef accreditation
In the county, work continues o develop and promote the Breastfeeding Friendly Scheme to encourage businesses and venues within Nottinghamshire to sign up to being ‘Breastfeeding Friendly’ as part of action to provide a more welcoming and positive environment for breastfeeding mothers. 
SFH Maternity department is working towards Gold Award status for UNICEF Baby Friendly Accreditation. The Neonatal Team at SFH is also working toward obtaining level 1 and level 2 accreditation.
	Increased proportion of women and birthing people breastfeeding at 6 to 8 weeks 




	Baby Friendly accreditation 
	Public Health Teams

Trust Providers

	Smoke free pregnancy  pathways
	Pregnant women and birthing people   who are identified as smokers
	Currently there are 3 stop smoking community based offers (ABL Health, CityCare  & Stub It). We also have a pilot community pharmacy scheme for pregnant woman and birthing people to access smoking cessation treatments from their local pharmacies. This pilot is being delivered throughout 2022-23 and will then be evaluated to determine impact and next steps.
To enhance the exiting offer and to work in line with NHS LTP, a multi-agency plan to identify & establish a tobacco reduction pathway is in place with trust and community providers that includes additional, targeted support to parts of Nottingham City with highest smoking rates and a tailored programme of care to women in Nottinghamshire County. Different options will be considered which will include patient experience feedback to be included in the chosen pathway. 
SFH are doing the EIS work (see above) and NUH are planning their own in-house model using expertise from the smokefree lead in the trust.
	Women and birthing people and their partners will cease smoking prior to conception / between pregnancies / postnatally.

	Quit & Abstinence rates (although smoking cessation is often delivered antenatally by other trust providers, due to cross boundary working) 
	Community Stop Smoking Providers

Public Health 

Nottingham & Nottinghamshire ICB

	Diabetes and Pre-Diabetes
awareness



	Patients as risk of diabetes with an emphasis on the BAME community

	Women with a BMI over 35 are on consultant-led care and receive additional support via the maternity services in dedicated clinics. Postnatally, patients with a past diagnosis of gestational diabetes are given a letter and information leaflet with their diagnosis, care plan and postnatal advice which includes referral/ invitation to the National DPP. GPs also have processes to make referrals to the programme.
Additional activity will include:
Increasing opportunities to engage women in achieving healthy weight prior to conception and postnatally.
Engaging with patients who do not currently access services 
Offer patient education and opportunity to upskill staffing –increasing knowledge
Undertake a review of potential barriers in the BAME population around risk of diabetes and co-design of the existing pathway to ensure it meets the needs of BAME population.
	Reduction in the risk of pre-diabetes to improve quality of life outcomes and the debilitating impact and risk factors associated 
Reduce the burden on the NHS 
	No. of BAME women and birthing people who are referred to National DPP

	Community Midwifery Teams

GPs

	Breastfeeding Strategy 

	Pregnant women and birthing people   across the ICS footprint

	Develop a breastfeeding pathway, to map the offer across the LMNS system to support women and birthing people in understanding what is available to help them to breastfeed 
The mapping activity will enable opportunities to strengthen / streamline the offer across the system. 	
A breastfeeding data dashboard will be developed to monitor performance in initiation and maintenance rates.
The pathway and dashboard development jointly led by a City and County Best Start on Breastfeeding Partnership group.
In addition, A Joint City and County Breastfeeding Strategy will be developed to help give direction to the breastfeeding offer.
Nottingham CityCare partnership are involved with breastfeeding pathways and have employed nutrition peer support workers to work alongside Health Visiting teams. Seamless joined pathways with the community midwifery teams offering infant feeding advice are required.
	Increased proportion of women and birthing people breastfeeding at 6 to 8 weeks 

	Breastfeeding initiation rates

Breastfeeding maintenance rates
	LMNS Maternal Health Workstream

Small Steps Big Changes

Nottinghamshire Best Start

Nottingham CityCare Partnership

	Interventions for Alcohol & Substance Use 

	Pregnant women and birthing people identified as users of alcohol &/or substances
	The Alcohol Care Team at NUH continue to ascertain alcohol usage in pregnancy through the Audit C tool to support women and birthing people to stop drinking, where appropriate, with support from alcohol services.  
Additional plans to strengthen early identification and support for women and birthing people using drugs or drinking alcohol during pregnancy and postnatally. Specifically, this will include:
Improving information and raising awareness of the danger/harm of drinking during pregnancy (to include information around opiates and oxycodene.
Ensuring screening are embedded and midwives are confident in using them. This will be achieved by exploring opportunities for midwifery training / protected time and also the implementation of the single question ‘Are you drinking at the moment?’
Exploring the role of primary care in the early identification of women and birthing people with substance use needs.
Strengthening the role of multi-agency services (including 0-19yrs teams) in supporting the holistic needs of women and birthing people who have substance misuse needs (alcohol and / or drugs) in pregnancy and after they leave the maternity service. Joint training and multidisciplinary staff updates will be explored.
Ensuring women and birthing people on caseload of the specialist midwife for drugs and alcohol also receive mental health screening and onward referral for potential mental health needs.
	Will support early identification and support to women and birthing people with alcohol and substance use concerns
	Alcohol and substance abuse rates during pregnancy and postnatally

No. of referrals made to drug & alcohol services
	Trust Providers

LMNS Maternal Health Workstream

Nottingham CityCare Partnership

	Here, there and everywhere

	
	A campaign/project as part of the Nottinghamshire Best Start Strategy working in partnership with Maternity and Health Visiting, Public Health and Education will:
Recruit and pay local an ethnic and socio-economically diverse group of women, birthing parents and families to take part in a media campaign to promote & normalise breastfeeding/ chestfeeding. This campaign would feature a wide range of parental age groups, racial and ethnic backgrounds, family types, and local well-
known locations as well as settings parents will access and may feed their baby (supermarket, park, café, breastfeeding group, playgroup etc). Participants to take part in a photographic campaign of them feeding their babies/children/posing with their baby/child , and would agree for their images to be used in posters and via social media to promote benefits and positives associated with a responsive breastfeeding relationship - no images of bottles or formula as per the WHO Code and BFI Standards.
Start an Instagram account for this project which would be overseen by the Infant Feeding Midwife at SFH – with posts and videos of local people’s voices and stories to share positive stories and realistic experiences and how women and birthing people have been able to breastfeed their children – through their own determination and outside support from NHS and peer support services. 
Link with NCC youth service and Schools Health Hub to influence the Relationship and Sex Health Education (RSHE), agenda that is being delivered in schools to have a long-lasting impact about feeding decisions and creation of a culture where breastfeeding is the norm.
Link the project with local and national breastfeeding charities/organisations to champion our cause and promote via their social media channels.
	Increased partnership working across the ICS footprint.
This work will break down cultural barriers & norms to breastfeeding in public
	Breastfeeding initiation rates 

Breast milk at first feed 

Babies receiving breastmilk at 6-8 weeks.

Social media hits/downloads

	Public Health Teams

Nottinghamshire Best Start





	3.7| Quality & Safety Guidelines:
Improved Partnership working across the system was recommended by Nottinghamshire County JSNA (2019) to provide opportunity to review and develop a consistent offer that supports pregnant women and birthing people and birthing people, especially those with complex social factors. 
The governance process and structures implemented across the LMNS partnership will be the enablers to improving the equity and equality & experience in maternity services.
Any plans, policies, pathways or guidelines that focus on quality or safety should and will impact on maternity equity. Under our local Perinatal Surveillance Quality Group, we have set up a new Guidelines Workstream. The remit of this subgroup will be to look at policies and processes across the patch and to consider if and how they could become system-wide guidance. Whilst in some circumstances, it is necessary to have variance, we want to reduce complexity in the system patients and healthcare professionals who may transfer to different maternity providers. Where separate policies are held and managed by individual trust providers and/or partner organisations, there is a risk that maternity service users do not get equitable access or experience. The group will also be responsible for overseeing the development of new guidance where needed to meet national standards, CNST and Ockenden recommendations and to reduce unwarranted variation in practise.
Some specific and focused actions under this umbrella are detailed below and it is intended that they will support maternity improvements in restoring NHS services inclusively following Covid-19, and in maternal & perinatal mortality, morbidity and experience.

	NB: This is a high-level plan as approaved by our ICS/LMNS Board. Following this, our next steps will be to coproduce separate and detailed action plans for the agreed milestones & deliverables, with named responsible owners, all overseen by the accountable LMNS Pillar & Workstream Leads.

	Aligning to partner strategies ambitions

	Maternity Equity Guidance
4b.1, 4b.3, 4c.4, 4d.2,
	ICS Outcomes Framework
AMB-05, AMB-06, AMB-10
	ICS Health Inequalities Plan

	Place based partnerships

	Initiatives
	Cohort
	Description
	Impact
	Metrics
	Responsibility

	Learning from  Serious Incidents
	When investigating serious incidents, consider the impact of culture, ethnicity and language.
	The LMNS has an SI subgroup under the Perinatal Surveillance Quality Group. Here SI Investigations are discussed on a fortnightly basis. The terms of reference for the SI subgroup will ensure impact of ethnicity, language & culture are recognised as Key Lines of Enquiry for the group.
In addition, the group will continue to consider whether culture, ethnicity and language on the woman and birthing person’s needs was discussed and considered during the antenatal risk assessment process, initial assessment and follow-up. 
Recording of ethnicity will be tracked as part of the SI indicator on the dashboard and will include this in the quarterly reports for oversight and trends.
In addition, the SI subgroup supports provider trusts to embed process to learn from our SIs. The subgroup reviews all Sis, which provides key insights and learning opportunities. Findings are translated into provider and/or the LMNS improvement and transformation work programmes.
	Learning from previous incidents will lead to improved procedures and understanding to reduce the negative impact of ethnicity, language or culture in future woman and birthing people

	% of maternity and neonatal Serious Incidents relating to patient care with a valid ethnic code

	LMNS PQSG 

LMNS Serious Incident Shared Governance Group

	NICE CG110 antenatal care guidelines
	Pregnant women and birthing people with complex social factors
	[bookmark: _Hlk110259617]This guideline covers antenatal care for all pregnant women with complex social factors (particularly alcohol or drug misuse, recent migrant or asylum seeker status, difficulty reading or speaking English, aged under 20, domestic abuse)
We have a team of specialist Midwives that provide individualised care and support to service users with complex social factors, including teenage pregnancies and those in looked after care – which locally are concerns for us. This team are support by our safeguarding midwives.
We are adhering to the requirements in the NHS Long Term Plan to support pregnant women and birthing people who are at risk due to their complex social factors. 
The 0-19 Public Health Nursing Service are developing a transient families team – a specialist team who will undertake a holistic assessment for women and birthing persons in temporary accommodation. Opportunities to deliver sessions such as first foods through the use of translators  will be provided by this team.
	
	Proportion & No. of women with complex social factors who attend booking by 10, 12+6 & 20 weeks and attend the recommended no. of antenatal appointments.
	Safeguarding Midwives

Specialist Midwives

Nottingham CityCare Partnership

	Implementation of the Covid-19 four actions: 

	Women and birthing people from BAME cohorts

MDT staff at both provider trusts
	Increase support for at-risk pregnant women and birthing people for example, make sure clinicians have a lower threshold to review, admit and consider multidisciplinary escalation in women and birthing people from ethnic minority groups:
An operational policy and virtual ward SOP for COVID was written and implemented at the start of the COVID-19 pandemic. MVP were asked to comment before it was rolled out.
Efforts to support at-risk women and birthing people continues. Workforce training (cultural competency) to support maternity staff and other healthcare professionals to listen to women, give personalised care and to be professionally curious around family’s cultural beliefs will be rolled out.
	The SOP provides tailored care for at risk pregnant women and birthing people.
	Compliance to the COVID-19 four actions
	Trust Providers

	Culturally sensitive genetics services

	Possible consanguineous couples from Bangladeshi/ Pakistani families
	NUH see consanguineous couples who are concerned and request a referral to genetics. There, family history is discussed, and a risk assessment is undertaken. Where a known genetic condition in the family with known genetic mutation exists, they are offered testing. 
NUH genetics services also offer cystic fibrosis common mutation testing depending on ethnicity.
Data shows that many consanguineous families in our area have Pakistani heritage and have not always taken up the offer for genetic testing or pre-natal diagnosis. Understanding the barriers to screening is needed and then improving access to culturally-sensitive genetics counselling. This would take the form of:
Guidance and support for healthcare professionals to understand genetic inheritance concerns among families with same family/relatives’ marriages and subsequent births and advise them accordingly. All staff to be trained on the pathway.
An information leaflet specific to consanguineous couples to be developed to provide the facts and benefits of genetic testing. 
Nb: SFH have low numbers so processes are in place to refer to the genetic services at NUH.
	Empowering affected families to reduce risks of genetic mutation in births

	No. referrals to genetics services

No. risk assessments undertaken.
	NUH

	Maternal medicine networks

	Women and Birthing people with medical conditions putting them at higher risk during pregnancy
	Following feedback of service user voice about accessibility of a maternal medicines hub, we are having local conversations with the NHSE/I regional team about divergence from the national spec to consider an alternative pathway that sees each hospital (Nottm, Derby, Leics) leading on different specialities - mindful that the midlands is a large geographical area and a single specialist centre for the region disadvantages the most vulnerable families who could not access this support.
	To support equality of access, ensuring vulnerable and disadvantaged women have access to the best care the Network has to offer.
	KPIs in the non-mandatory national service specification,  broken down by postcode and ethnicity
	Maternity Commissioning
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Part 4 | Appendices

4.0 | Resources

To support delivery of our Maternity Equity Plan, we have committed staffing and funding resources as shown in the table below:
	Resource allocated
	Amount
	Approx. Costs (salary + on costs)

	Staffing

	LMNS PMO Team – accountable for Equity, personalisation and Programme of Pillars/Workstreams
	1/3 Band 7 Project Manager 
2/5 Band 7 Project Manager 
¼ Band 8a Senior Project Manager
	£16,710
£20,052
£14,797

	ICB Coproduction Team- accountable for MVP development and coproduction activity 
	1/3 Band 5 MVP Development Officer
	£10,557

	LMNS Pillars/Workstream Leads – Partners from across the partnership actively involved in the 8 identified workstreams to deliver our equity plan 
	Monthly operational meetings for each of our 8 Workstreams

Pay scales unknown
	

	System developments

	ICB Coproduction - A new coproduction team has been set up to ensure all service improvement and redesign has a coproduction lens. The new team will support those delivering the equity plan with guidance and expertise to be fully coproductive.

	MVP Review - Following a review of our MVP, the LMNS Executive Partnership Board agreed to spend a year of time and funding within the ICB to shape the future need, functions & delivery model of MVP to make it fit for purpose, including how MVP can/will support equity across the maternity & neonatal footprint.

	Funding allocations

	The LMNS has finance to support our programme of work for Digitalisation, Continuity of Carer, Maternity Transformation and Personalisation. Our financial planning ensures that a proportion of this funding will be ringfenced to support the implementation, delivery and monitoring of our maternity equity plan.



4.1| Interdependencies

The activity detailed within the Maternity Equity Plan has several interdependencies with work taking place across the ICS. These include:
· Tomorrow’s NUH
· Neonatal Critical Care Review
· ICS Personalisation Programme
· ICB Health Inequalities Strategy & CORE 20+ work
· ICB Coproduction Strategy
· ICB Working with People and Communities Strategy
· Public Health Initiatives
· ICS Digital Services Strategy
· ICS Estates Strategy
· NUH Maternity Improvement Programme
· ICS Workforce Programme & People and Culture Board
Interdependencies will be managed throughout the programme to ensure alignment of deliverables that complement, rather than duplicate, work.

4.2| Useful reports supporting our Maternity Equity Plan

	Maternity Specification 2021
	


	Nottingham City JSNA
	


	Nottinghamshire County JSNA
	Joint Strategic Needs Assessment - Nottinghamshire Insight

	CoC system wide plan
	


	NHS Long Term Plan
	https://www.longtermplan.nhs.uk/wp-content/uploads/2019/08/nhs-long-term-plan-version-1.2.pdf 

	ICS Health Inequalities Strategy
	


	Core20+5
	https://www.england.nhs.uk/about/equality/equality-hub/national-healthcare-inequalities-improvement-programme/core20plus5/ 

	Women’s Health Strategy
	Women's Health Strategy for England - GOV.UK (www.gov.uk)

	Equity and Equality: guidance for local maternity systems
	






	[bookmark: _Hlk107993954]
[bookmark: _Hlk109890051]4.3 | NHSE/I Priorities & Interventions for inclusion in Maternity Equity Plan
	Mapped to LMNS Workstreams

	[bookmark: _Hlk106887746]Priority 1 Restore NHS services inclusively

	1.1 Increase support for at-risk pregnant women and birthing people – for example, make sure clinicians have a lower threshold to review, admit and consider multidisciplinary escalation in women and birthing people from ethnic minority groups.
	Quality & Safety Guidelines

	1.2 Reach out and reassure pregnant BAME women and birthing people with tailored communications.
	Communications & Engagement

	1.3 Ensure hospitals discuss vitamins, supplements and nutrition in pregnancy with all women and birthing people.
	Maternal Health

	1.4 Ensure all providers record on maternity information systems the ethnicity of every woman and birthing person, as well as other risk factors, such as living in a deprived area (postcode), co-morbidities, BMI and aged 35 years or over, to identify those most at risk of poor outcomes.
	[bookmark: _Hlk107485553]Digital

	Priority 2 Mitigate against digital exclusion

	2.1 Ensure personalised care and support plans (PCSPs) are available in a range of languages and formats, including hard copy PCSPs for those experiencing digital exclusion. 
	Personalisation

	Priority 3 Ensure datasets are complete and timely

	3.1 Maternity information systems continuously improve the data quality of ethnic coding and the mother’s postcode.
	Digital

	Priority 4a Understand your population and coproduce interventions

	4a.1 Understand the local population’s maternal and perinatal health needs (including the social determinants of health) its health outcomes and community assets.
	Communications & Engagement

	4a.2 Map the community assets which help address the social determinants of health.
	Communications & Engagement

	4a.3 Conduct a baseline assessment of the experience of maternity and neonatal staff by ethnicity using WRES indicators 1 to 8.
	Workforce & Training

	4a.4 Set out a plan to coproduce interventions to improve equity for mothers, babies and race equality for staff.
	Coproduction

	Priority 4b Action on maternal mortality, morbidity and experience

	4b.1 Implement maternal medicine networks to help achieve equity
	Quality & Safety Guidelines

	4b.2 Offer referral to the NHS Diabetes Prevention Programme to women and birthing people with a past diagnosis of gestational diabetes mellitus (GDM) who are not currently pregnant and do not currently have diabetes
	Maternal Health

	4b.3 Implement NICE CG110 antenatal care for pregnant women and birthing people with complex social factors
	Quality & Safety Guidelines

	4b.4 Implement maternal mental health services with a focus on access by ethnicity and deprivation
	Perinatal Mental Health

	4b.5 Ensure personalised care and support plans are available to everyone
	Personalisation

	4b.6 Ensure the MVPs in your LMS reflect the ethnic diversity of the local population, in line with NICE QS167
	Coproduction

	Priority 4c Action on perinatal mortality, morbidity and experience

	4c.1 Implement targeted and enhanced continuity of carer, as set out in the NHS Long Term Plan
	Continuity of Carer

	4c.2 Implement a smoke-free pregnancy pathway for mothers and their partners.
	Maternal Health

	4c.3 Implement an LMS breastfeeding strategy and continuously improve breastfeeding rates for women and birthing people living in the most deprived areas.
	Maternal Health

	4c.4 Culturally-sensitive genetics services for consanguineous couples.
	Quality & Safety Guidelines

	Priority 4d Support for maternity and neonatal staff

	4d.1 Roll out multidisciplinary training about cultural competence in maternity and neonatal services.
	Workforce & Training

	4d.2 When investigating serious incidents, consider the impact of culture, ethnicity and language.
	Quality & Safety Guidelines

	4d.3 Implement the Workforce Race Equality Standard (WRES) in maternity and neonatal services.
	Workforce & Training

	Priority 4e Enablers

	4e.1 Establish community hubs in the areas with the greatest maternal and perinatal health needs.
	Communications & Engagement

	4e.2 Work with system partners and the VCSE sector to address the social determinants of health.
	Communications & Engagement

	[bookmark: _Hlk106888148]Priority 5 Strengthen leadership and accountability
	Governance & Monitoring sections



4.4| ICS Outcomes framework
Aim
Ambitions
System Level Outcomes
SLO-01
Increase in life expectancy
SLO-02
Increase in healthy life expectancy
SLO-03
Increase in life expectancy at birth in lower deprivation quintiles
SLO-04
Reduction in infant mortality
SLO-05
Increase in school readiness
SLO-06
Reduction in smoking prevalence at time of delivery
SLO-07
Reduction in illness and disease prevalence
SLO-08
Narrow the gap in the onset of multiple morbidities between the poorest and wealthiest sections 
of the population
SLO-09
Increase the number of people who have the support to self-care and self-manage and improve 
their health and wellbeing
SLO-10
Reduction in premature mortality
SLO-11
Reduction in potential years of life lost
SLO-12
Increase in early identification and early diagnosis
SLO-13
Reduction in avoidable and unplanned admissions to hospital and care homes
SLO-14
Increase in appropriate access to primary and community based health and care services
SLO-15
Increase in the number of people being cared for in an appropriate care settings
SLO-16
Increase in the proportion of people reporting high satisfaction with the services they receive
SLO-17
Increase in the proportion of people reporting their needs are met
SLO-18
Increase in the number of people that report having choice, control and dignity over their care and 
support
SLO-19
Increase in quality of life for people with care needs
SLO-20
Increase in appropriate and effective care for people who coming to an end of their lives
SLO-21
Financial control total achieved
SLO-22
Transformation target delivered
SLO-23
Increase in the  total use and appropriate utilisation of our estate
SLO-24
Alignment of capital spending for new and pre-existing estate proposal with clinical and service 
improvement objectives
SLO-25
Increase in collaborative data and information systems
SLO-26
Sustainable teams with skill mix designed around our population and mechanisms to deploy them  
flexibly to respond to care & support needs
SLO-27
Increase in skills, knowledge and confidence to take every opportunity to support people to self-
care and take a flexible, holistic approach to people’s needs with a strong focus on prevention and 
personalised care
SLO-28
Increase in the number of people reporting a positive and rewarding experience working and 
training in the Nottinghamshire health and care system
Our system is in financial balance and achieves 
maximum benefit against investment
AMB-08
Improving the effective 
utilisation of our resources
AIM-03
Our system has a sustainable infrastructure
Our teams work in a positive, supportive 
environment and have the skills, confidence and 
resources to deliver high quality care and support 
to our population
AMB-10
AMB-09
Improving the overall quality of 
care and life our service users 
and carers are able to have and 
receive
AIM-02
Our people will have equitable access to the right 
care at the right time in the right place
AMB-05
Our services meet the needs of our people in a 
positive way
AMB-06
Our people with care and support needs and  their 
carers have good quality of life
AMB-07
Improving the health and 
wellbeing of our population
AIM-01
Our people live longer, healthier lives
AMB-01
Our children have a good start in life
AMB-02
Our people and families are resilient and have 
good health and wellbeing
AMB-03
Our people will enjoy healthy and independent 
ageing at home or in their communities for longer
AMB-04
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Q14 “Does your organisation act fairly with regard to career 88.2% 11.8% 56%
progression / promotion, regardless of ethnic background, gender,
religion, sexual orientation, disability or age?”

Q15a “In the last 12 months have you personally experienced 6.8% 93.2% 6% 94%
discrimination at work from any of the following? Patients / service
users, their relatives or other members of the public”

Q15b “In the last 12 months have you personally experienced 6.1% 93.9% 8% 92%
discrimination at work from any of the following? Manager / team
leader or other colleagues”

Q26b “Has your employer made adequate adjustment(s) to enable you 69.9% 30.1% N/A N/A
to carry out your work?
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1 SCHEDULE 2 – THE SERVICES 


 


A. Service Specifications 


 
Mandatory headings 1 – 4: mandatory but detail for local determination and agreement 
Optional headings 5 – 7: optional to use, detail for local determination and agreement. 
All subheadings for local determination and agreement 
 


Service Specification 


No. 


 


Service Nottingham and Nottinghamshire LMNS Maternity Services 


Commissioner Lead Nottingham and Nottinghamshire CCG 


Provider Lead Nottingham University Hospitals NHS Trust 
Sherwood Forest Hospitals NHS Trust 


Period 2022-2025 


Date of Review April 2023 


 
 


 


1. Population Needs 


 
1.1  National Context 
Good maternal health and high-quality maternity care is not confined to the antenatal and intrapartum period 
but also includes preconception health, counselling and adequate postpartum care extending into the early 
childhood years. Good quality care can have a positive impact on the health of newborn babies, on the healthy 
development of children, and on their resilience to health problems including later in life. Having a baby is the 
single most common reason for admission to hospital and the experience families have around pregnancy often 
affects their long-term health and wellbeing and their future interactions with health services. Good quality 
care should encompass women’s physical, mental and psychological wellbeing, which must be personalised. 
Safe, high quality Maternity Services are fundamental to reducing infant mortality and increasing life 
expectancy. The foundations for healthy human development; ‘physical, intellectual and emotional’, are laid in 
utero and in the early childhood years, and every child is entitled to the best possible start in life. 
 
The National Maternity Review ‘Better Births, Improving Outcomes of maternity services in England: A Five Year 
Forward View for maternity care’ published in February 2016 recognised that whilst outcomes of maternity 
services are generally good, there is a high degree of unexplained variability around the country and 
international comparisons suggest room for improvement. The rates of stillbirth, perinatal mortality, neonatal 
and infant mortality have all reduced in England, yet some remain higher than many European countries. The 
regional averages can hide wide variations in the level of service provision and configuration, and in available 
outcome measures.  
 
The report also recognised that Maternity services face considerable demographic and social challenges, 
including: 







 


   


Status: Final Draft KA Feb 22 


 


 


 Page 2 of 12 


 


• increasing complex needs with higher maternal age, rising obesity, smoking, alcohol and substance 
misuse 


• increasing numbers of vulnerable women and families, including those with learning disabilities  


• inadequate provision for maternal mental health and perinatal mental health  
 
 
The MBRRACE-UK Saving Lives Improving Mothers Care Report published in December 2020 observes that 
there was a statistically non-significant increase in the overall maternal death rate in the UK between 2013-15 
and 2016-18. In 2016-18  among 2,235,159 women giving birth in the UK, 217 women died during or up to six 
weeks after pregnancy, from causes associated with their pregnancy,: a maternal death rate of 9.71 per 
100,000 maternities This compares to the rate of 9.16 per 100,000 maternities in 2015-17. Deaths due to 
indirect causes still remain the major proportion (58%) of direct and indirect maternal deaths in the UK, with 
cardiac disease being the largest single cause of indirect maternal deaths. Two-thirds of the women (66%) who 
died in 2016-18 were known to have pre-existing medical problems and 35% were known to have pre-existing 
mental health problems. Thrombosis and thromboembolism continues to be the leading cause of direct deaths 
occurring within 42 days of the end of pregnancy, followed by deaths by suicide and deaths due to obstetric 
haemorrhage  Maternal suicides continue to be the leading cause of direct deaths occurring between six weeks 
and one year after the end of pregnancy.  
 
Nationally, there remains a more than four-fold difference in maternal mortality rates amongst women from 
Black ethnic backgrounds and an almost two-fold difference amongst women from Asian ethnic backgrounds 
compared to white women.  MBRRACE reports and experience during the COVID-19 pandemic have highlighted 
that some women, particularly those from Black, Asian or some ethnic minority backgrounds, as well as those 
in the most socially deprived groups, are more likely to die during or after pregnancy. Tackling these inequalities 
needs focussed multidisciplinary leadership, to ensure that women receive the best, most suitable care in 
healthcare settings that are accessible and where care is explicitly designed to meet their needs.  
The MBRRACE-UK Perinatal Mortality Surveillance Report for births in 2018 published in 2020 observes that 
extended perinatal mortality has reduced by 15% over five years, from 6.04 per 1,000 total births in 2013 to 
5.13 per 1,000 total births in 2018, equivalent to approximately 670 fewer deaths in 2018. Over a third of this 
reduction has occurred since 2017: this is likely to have resulted from various national initiatives to reduce 
perinatal mortality across the UK. Stillbirth rates have reduced by just over 16% from 4.20 per 1,000 total births 
in 2013 to 3.51 per 1,000 total births in 2018, representing approximately 500 fewer stillbirths in 2018. The 
overall reduction in the stillbirth rate is mainly due to a reduction in the rate of term stillbirths of nearly a 
quarter (24%), from 1.6 per 1,000 total births in 2014 to 1.2 in 2018 Neonatal mortality has reduced by 11% 
from 1.84 deaths per 1,000 live births in 2013 to 1.64 deaths per 1,000 live births in 2018, representing 
approximately 170 fewer neonatal deaths in 2018. 
 


The vision of ‘Better Births’ is that through transformation, all maternity services across England will become 
safer, more personalised, kinder, professional and more family friendly. Every woman will have access to 
information to enable her to make decisions about her care; and be able to access support that is centred 
around her and her baby’s individual needs and circumstances. Delivery of this vision relies on local 
transformation, where Providers, Commissioners and Service Users work together as part of a Local Maternity 
and Neonatal System (LMNS). The LMNS has responsibility for planning, co-designing with women and families, 
and delivering services for its local population on behalf of the Nottingham and Nottinghamshire ICS 
Partnership.  The LMNS Executive Partnership Board is a multi-stakeholder group established to oversee the 
development and implementation of a local vision for transforming maternity services, based on the principles 
of the National Maternity Transformation Programme (Better Births 2016), the NHS Long Term Plan (January 
2019), the National Neonatal Review (Better Newborn Care) and the Ockenden review (December 2020).  


The NHS Long Term Plan (2019) sets out a 10-year plan for the NHS and reaffirms the national aim/s to:  


• Halve the number of stillbirths, neonatal deaths, maternal deaths and brain injuries by 2025  


• Expand the choices and control that people have over their own care (from Maternity to End-of-Life)  
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• Shared responsibility for health and encouraging people to manage their own health with expert 
advice and peer support e.g. maternity and parenting support; mental health  


• Enhanced and targeted Continuity of Carer model to help improve outcomes for the most vulnerable 
mothers and babies,  


• By 2024, 75% of women from Black, Asian, Minority and Ethnic (BAME) backgrounds, and a similar 
percentage of women from the most deprived communities will receive continuity of care from their 
midwife 


 
The NHS is committed to providing safe, compassionate, maternity services. While there has been clear 
progress over last 5 years of the Maternity Transformation Programme (MTP), Donna Ockenden’s first report 
(the Ockendon report December 2020) has highlighted variation and that women and their families are not 
always receiving the care that they should. The report highlights important themes that must be shared across 
all maternity services as a matter of urgency to improve safety for mothers and babies. Seven Immediate and 
essential actions were identified, relating to:  


• enhanced patient safety 


• listening to women and families 


• staff training and working together 


• managing complex pregnancy and  


• risk assessment throughout pregnancy,  


• monitoring fetal wellbeing 


• informed consent. 
 
1.2  Local Context –  
The Local Maternity and Neonatal System (LMNS) comprises of Nottingham and Nottinghamshire CCG (NNCCG) 
and a unitary and two-tier local government structure with a city council, and a county council with seven 
borough/district councils. There are two major acute trusts, two transformation partnerships, two large 
community health trusts and a myriad of other health and care providers across all sectors. The local authorities 
both commission and provide services.  
 
In 2017 there were 1,068,678 people living in Nottingham and Nottinghamshire, with 214,715 being women 
aged between 15 and 44 years old. It is a diverse city/county and the 2011 census showed 34.6% of the 
Nottingham City population and 7.4% of the Nottinghamshire County population (including Bassetlaw) are 
from a Black and Minority Ethnic (BAME) communities. 


Births (including Birth Weight): The number of babies born in Nottingham and Nottinghamshire has seen a 
dramatic rise over the last decade, with over 12,000 babies being born every year. The number of births is now 
beginning to level off and the prediction is that by 2021 there will be around 9000 births. There are more 
spontaneous births and less caesarean births when compared to the national average. However, induction 
rates across the area are higher and home birth rates are low especially in the south of the area. 


Joint Strategic Needs Assessment: The Nottinghamshire County 1001 Days Joint Strategic Needs Assessment 
(JSNA): From conception to age 2, and the Nottingham City JSNA for Pregnancy, both published in 2019 provide 
a number of local recommendations aimed at improving outcomes for Mothers, babies and families across the 
LMNS geography. Nottinghamshire County JSNA: 


https://www.nottinghamshireinsight.org.uk/research-areas/jsna/children-and-young-people/1001-days-
from-conception-to-age-2-2019/ 
Nottingham City JSNA : 
https://www.nottinghaminsight.org.uk/themes/health-and-wellbeing/joint-strategic-needs-
assessment/adults/pregnancy-2019/ 
 
1.3 Sustainability and Transformation 
The delivery of our LMNS transformation plan will mean that that the local maternity and neonatal system 
looks and feels different for our women, babies and families in 2021 and beyond. Our objectives will be 



https://www.nottinghaminsight.org.uk/themes/health-and-wellbeing/joint-strategic-needs-assessment/adults/pregnancy-2019/

https://www.nottinghaminsight.org.uk/themes/health-and-wellbeing/joint-strategic-needs-assessment/adults/pregnancy-2019/
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underpinned by 6 priority areas. These will be supported by key system-wide enablers: workforce, finance, 
communication, and digital programmes. The objectives which we will deliver are summarised below and are 
based on the recommendations set out in Better Births and the NHS Long Term Plan: 


• Improved quality and safety of maternity and newborn care 


• Maternity and neonatal care in the right place and at the right time 


• Work in partnership to provide outstanding care 


• Improved access to perinatal and specialist services 


• Improved maternal and neonatal health 


• improve the early recognition and management of the deterioration of women and babies 
Our plan sets out our six refreshed priorities which will be used to transform the way care is delivered to 
provide safe, high quality maternity care, which meets the needs of all women and families within Nottingham 
and Nottinghamshire: 


• Personalised care and choice: To deliver personalised care with women, their babies and their families 
at the heart of what we do 


• Continuity of care: To provide continuity of carer in line with the latest National guidance, so that 
families in Nottingham & Nottinghamshire are looked after by professionals that they know (Where 
safe staffing allows and building blocks are in place, this should be achieved by March 2023) 


• Safer care: To provide safe care to ensure positive and high quality outcomes 


• Better postnatal and neonatal care: To provide high quality postnatal and neonatal co-ordinated care 
which is seamless and holistic. 


• Better perinatal mental health: To provide perinatal mental health care for families who experience 
mental health issues 


• Maternal health: To work closely with all health professionals, women and their families, to reduce 
unwarranted variation giving the best possible start to pregnancy 


 
A key focus of local transformation is to enable the voices of women and their families to be heard and shape 
maternity services (including with Maternity Voices Partnership) and all providers are expected to be 
committed to working in a coproduction approach.  
 
The Providers commitment to be an active participant in further workstreams be a critical system enabler to 
achieve the transformation ambitions. This will be achieved through working with other systems as strategic 
partners. 
 
The LMNS is responsible for implementing transformation in line with national NHSE/I requirements and there 
is regular reporting to the regional and national teams to review performance and ensure all women have 
access to the same level of service. 
 
Local expectations: 
Maternity and neonatal services share responsibility with commissioners and key stakeholders across the 
LMNS to develop and implement the maternity transformation programme. This includes engagement and 
active participation in LMNS Executive Partnership, LMNS Transformation Board and LMNS programme 
workstreams and identification of appropriate workstream leads and participants.  
 
Providers will coproduce with women and their families in every element of service redesign and development. 
 
National expectations: 
As part of being an LMNS partner Maternity and neonatal services will work collaboratively with regional and 
national colleagues to support transformation objectives and strategic developments on larger footprints as 
they arise,. For example, the regional maternal medicine network and regional Neonatal Critical Care Review. 
 


2. Outcomes 
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2.1 National Outcomes Relating to Maternity Care 
The expected service outcomes should be aligned to the NHS Outcomes Framework, CCG Improvement and 
Assessment Framework, the Nottingham and Nottinghamshire Integrated Care system (ICS) System Level 
Outcomes Framework, and the Public Health Outcomes Framework (Appendix A) 
 
Additional national outcomes not reflected in the framework, including the 6 Public Health England high impact 
areas for maternity services are identified in the national drivers outlined in Appendix B.  
 
2.2 Local Maternity and Neonatal System Outcomes Framework 
In addition to the national outcomes/local objectives identified in1.2.1 and Appendix A, the Nottingham and 
Nottinghamshire LMNS seeks to develop: 


• An increased understanding of the public health impact of poor or unhealthy lifestyles and risk factors 
on pregnancy and early childhood 


The providers of the local maternity services will work in partnership with other key stakeholders to contribute 
to the increased understanding and improvement of these outcomes. 
 


3. Scope 


 
3.1 Aims and objectives of service 


The service will be an integral and influential partner within the Local Maternity and Neonatal System (LMNS) 
which promotes early presentation to maternity services, maximising benefit and enabling intervention around 
behavioural risk factors to improve outcomes for pregnant women and their babies.  
 
The maternity services in the Nottingham and Nottinghamshire CCG area are commissioned based on the 
Better Births vision for maternity services across England as outlined in 1.1. All staff should be supported to 
deliver care which is women centred, working in high performing teams, in organisations which are well led 
and in cultures which promote innovation, continuous learning, and break down organisational and 
professional boundaries. 
 
Women in receipt of maternity care should be enabled to have choice and control over the way in which their 
care is planned and delivered. The service should provide high quality, evidence based and safe care, delivered 
at the right time, in the right place, by a properly planned, educated and trained workforce, and should ensure 
that women and their families have access to the personalised services and support they need during 
pregnancy, childbirth and postnatal period and into early childhood.  Care will be delivered in line with national 
standards and evidence-based practice and will be responsive to local population needs, women’s choice and 
personalisation of care.  
 
3.2 Commissioning Principles 
Providers will adhere to all national standards, policy and guidance for all elements of the care pathway 
identified in 3.2.1. Where divergence from these standards is required, the providers will ensure timely 
communication with commissioners to enable an exploration of the implications of the divergence and 
subsequent actions needed via the LMNS governance process. Wherever possible, any necessary divergence 
should be discussed with commissioners before any changes to service delivery are made. 
 
3.2.1 Service description/care pathway 
This specification encompasses all elements of the services regardless of location of service delivery and covers 
the following aspects of maternity provision 


• Pre– pregnancy Specialist care: this may include generic advice for women who have previously been 
known to maternity services, or women with pre-existing complex health needs prior to conception. 
The Provider and Commissioners will work collaboratively with all LMNS partners to explore 
opportunities to improve pre-conception care. 


• Antenatal care 


• Screening 
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• Intra-partum care 


• Post-natal care for mother and baby 
 
3.2.2 Access  
Providers will: 


• Deliver core services related to birth and emergency assessment and care 24/7, 365 days of the year 
and provide clearly identified 24/7 direct telephone access. 


• Provide the services outlined in this specification for women who choose to have their care within the 
Nottinghamshire Local Maternity and Neonatal System 


 
3.2.3 Preconception (Note this is excluded from the maternity tariff) 
Providers will offer pre-conception care in line with National guidance 
 
3.2.4 Antenatal Care 
In addition to adhering to all national standards, policy and guidance, the provider will contribute to giving 
every child the ‘Best Start in Life’ and will: 


• Routinely notify booked women to the local 0-19 Public Health nursing service by 16 weeks of 
pregnancy where appropriate and refer to the Family Nurse Partnership for all eligible women in a 
timely manner 


• Assess the mental health needs of all women at booking, after 28 weeks and postnatally (as a 
minimum) and refer women to specialist perinatal psychiatry or psychological therapy services as 
appropriate, sharing relevant information with GP and health visitor. 


• Offer an opt out referral to weight management services (where commissioned) for women with a 
BMI of over 30  


• Carry out CO monitoring with all women at booking and 36 weeks and refer women with a reading of 
> 4ppm to smoking cessation support / tobacco dependence treatment via an opt out method within 
1 working day 


• Promote the Healthy Start scheme and increase local access to Healthy Start vitamins 
• Assess use of substances (alcohol and drugs) at booking and after 28 weeks (as a minimum) and refer 


women to substance misuse services as appropriate   
• Promote the benefits of breastfeeding through the implementation of an externally evaluated, 


structured programme that encourages breastfeeding, using the UNICEF Baby Friendly Initiative as a 
minimum standard. 


• Offer antenatal classes to women and their partners. During the lifetime of this specification, 
providers and commissioners will work in collaboration with all LMNS partners to develop an 
antenatal education package that meets the needs of the local population. 


• Provide advice at every contact regarding immunisation for flu, pertussis (whooping cough) and other 
infections (for example, COVID-19) during pregnancy, in line with the NICE guideline on flu vaccination 
and the Public Health England Green Book on immunisation against infectious disease 


• Ensure information and materials regarding vaccination are available for women in all antenatal 
settings 


• Encourage all maternity staff to receive the protections offered by vaccination.  


• Respond to the requirements of current and future vaccination programmes.  
The providers and commissioners will work collaboratively to ensure that guidance is supported in clinical 
practice 
Areas requiring local development 


• Once fully operational, the provider will support the delivery of the new maternal mental health 
service (trauma). The detail of this will be developed through a collaborative partnership approach 
between the commissioner and the provider 


• Seek to identify women who would benefit from children’s centre support and refer to the appropriate 
centre 
 



http://www.unicef.org.uk/babyfriendly/
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3.2.5 Intrapartum Care  
Providers will adhere to all national standards, policy and guidance. 
  
3.2.6 Postnatal Care 
Providers will adhere to all national standards, policy and guidance.  
In addition, providers will work towards the transformation of postnatal care in collaboration with 
commissioners, as identified in the Nottingham and Nottinghamshire Postnatal and Neonatal Improvement 
Plan  
 
3.2.7 Specialised Services 
Throughout the care provided there will be a need for services, provided in partnership with other agencies to 
deal with cross cutting issues or relatively rare events. This includes identifying pathways to access specialised 
services including specialised fetal medicine, perinatal mental health, the management of complex maternities 
and appropriate levels of neonatal care.  


 


 3.2.8 Workforce standards 
In collaboration with the commissioner, providers will work towards the workforce standards outlined in 
national policy and guidance. Where appropriate workforce standards are not being met, the commissioner 
and providers, using the LMNS governance process, will work together to explore the implications of any 
divergence from national guidance.  
 
3.2.9 Service user engagement 
Supporting the delivery of the Nottingham & Nottinghamshire Local Maternity & Neonatal system (LMNS) 
vision of greater service user engagement and feedback is essential to inform service improvements. Providers 
will:  


• Be members of the NHS Resolution Clinical Negligence Scheme for Trusts (CNST) maternity incentive 


scheme to continue to support the delivery of safer maternity care. Safety Action 7 relates to co-


production with women and families through Maternity Voices Partnerships 


• Put in place mechanisms to gain feedback from service users to inform service user experience  


• Participate in the Friends and Family Test (FFT) and support additional mechanisms as necessary  


• Support participation in the CQC national maternity services survey ensuring that patients have a 


positive experience of care 


• Actively participate in and promote the Nottingham & Nottinghamshire Maternity Voices Partnership  


• Implement the Immediate and Essential Actions from the Ockenden report which states that 


maternity services must ensure that women and their families are listened to with their voices heard, 


including an active involvement of the Maternity Voices Partnership locally 


• Use both positive and negative feedback to drive and evidence continuous service improvement to 


best meet mothers and family’s needs  


• Demonstrate active engagement with service users in the planning and development of services 


• Work towards ongoing user engagement and respond accordingly throughout the time frame of this 


service specification  


• Be an active member of the LMNS, proactively sharing data, reporting, intelligence and information 


into the system to meet the oversight role of the LMNS in perinatal surveillance but also to support 


its transformational goals 


3.2.10 Data 
NHS England’s Better Data, Informed Commissioning, Driving Improved Outcomes: Clinical Data Sets states 
that all NHS funded providers (including independent sector) are required to comply with data collections that 
have been approved by the Information Standards Board. The Maternity and Children’s Data Set, and the 
Maternity Services Data Set (MSDS2) are the approved data collections and providers are required to: 
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• put in place mechanisms to collect and submit this data electronically in line with data quality 


standards and the reporting schedule which are based upon fixed period reporting. The provider is 


expected to maintain a level of continuity in the timeliness of their submissions. 


• Information is also required by health and local authority commissioners in relation to specific areas 


including: 


• Teenage pregnancy, female genital mutilation (FGM), maternal mental health, breastfeeding 


initiation; access to maternity services by 10 weeks and 12 weeks +6 days; smoking at the time of 


delivery (SATOD) (Please note that women of ‘unknown status’ will not be included in the not 


smoking group). All information will need to be available on a CCG basis. 


Service providers will be expected to produce and share their quality dashboard. Dashboard data 


requirements are set out in Section 5.0 the quality improvement framework. 


 
3.2.11 Ongoing local data developments 
In collaboration with providers, the LMNS transformation team will develop: 


• A local LMNS dashboard that will incorporate the maternity service provider’s performance 
dashboards and perinatal surveillance minimum data requirements. The dashboard will also 
incorporate data from other commissioned services relating to giving every child the ‘Best Start’ in 
life. Providers will be required to contribute to the development, analysis, and population of the 
LMNS dashboard and associated reporting 


Providers will submit regular performance reporting to monitor progress and impact, including submissions for 
the maternity dashboard as set out in Section 5.0 the quality improvement framework. 
 
Service providers will be required to produce and share their quality dashboard. 
 
3.2.12 Finance 
Under the current financial framework arrangements (due to Covid-19 pandemic), payment is made to 
providers under a block contract arrangement.  It is therefore not possible to provide a breakdown of this 
contract arrangement to individual service areas 


During the period of this specification, there is an expectation that the payment method will be revised 
nationally. At that stage, Commissioners and Providers will work in collaboration to adhere to the new national 
requirements 


In addition to the block payment, there may be non-recurrent national service development funding available 
to the Trusts to support priority transformation as detailed in Section 1.3.  Any funding available will be within 
plans that have been approved by the LMNS System Executive Partnership. 


3.2.13 Acceptance and exclusion criteria 
All women requiring antenatal, intra-partum and postnatal care, including fathers/partners or other 
appropriate family members. No exclusion criteria 


3.3 Interdependencies with other services 
In order to provide high quality, safe and effective care, there will be interdependencies with other local 
services, including, but not limited to services listed in Appendix C. Specific requirements are identified for 
some interdependent services. 
 


4. Applicable Service Standards 


 


4.1 Applicable national standards and guidance e.g. NICE 
Maternity Services have been the subject of high political and public profile in recent years and there have 
been a succession of reviews, strategies and best-practice guides providing an evidence base for commissioning 
care that is safe, woman centred and cost effective. Services provided shall be in accordance with the most 
current minimum standards set out within these and other documents and current national and local policy.  
Providers will be working towards achieving more than minimum standards where local data indicates need.  
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Providers will ensure services reflect the current national context for local planning of maternity services 
including, but not exclusive to those set out in Appendix B  
Any divergence from national standards, policy or guidance will be shared with the commissioner and 
examined and monitored using the LMNS governance process.  
 
4.2 Applicable local standards and pathways 
In collaboration with the commissioner, the Providers will work towards the implementation of local standards 
and pathways as identified in Appendix B. In partnership with key stakeholders, the Providers will play an active 
role in progressing the work associated with the development of local pathways, reflecting the vital 
contribution that maternity services make in giving every child the ‘Best Start in Life’ during the first 1001 days. 
 
4.3 Safeguarding 
Professionals who are trained and supported to recognise and respond to child abuse and neglect and work in 
accordance with the Local Safeguarding Children’s Partnership/Safeguarding Children and Young people: Roles 
and Competences for Healthcare Staff (January 2019). 
 
The workforce will have undertaken the appropriate training in order to recognise and support survivors of 
Domestic, Abuse Honour Based Violence and FGM which will equip them to carrying out the appropriate risk 
assessments and referrals. 
 
The workforce will also be supported to respond to Adult Safeguarding concerns as outlined in the Care Act 
2014 as well as understanding and implementing the Mental Capacity Act where appropriate. 
Contextualised Safeguarding and the understanding of the complexities of marginalised groups such as asylum 
seekers, women with no recourse to public funds, women with severe multiple disadvantages are considered 
as part of the wider safeguarding agenda. 
 
4.4 Covid-19 
The Covid-19 pandemic has had an immeasurable adverse impact on commissioning organisations, service 
providers, and service users. National guidance has been produced to support the delivery of services during 
such unprecedented times and is outlined in Appendix B 
 


5. Quality Requirements 


 
5.1 Quality Objectives 


The objectives for maternity services are for the Provider to deliver high quality clinical services, that: 


• Help People to Stay Healthy (e.g. Make Every Contact Count) 


• Empower Service Users (e.g. Shared Decision Making) 


• Provide the Most Effective Treatments; and 


• Keep Service Users as Safe as Possible 


• The service should be delivered in accordance with the guiding principles of the NHS, to provide a 
comprehensive service, available to all, free at the point of care, based upon need not ability to pay.  


The service should: 


• Put patients at the heart of everything that the NHS does. 


• Focus on continually improving the things that really matter to patients – the outcome of their 
healthcare; and 


• Empower and liberate clinicians to innovate with the freedom to focus on improving healthcare 
services. 


• Source: Equality and Excellence: Liberating the NHS, DH Gateway ref: 14385, July 2010. 



file:///C:/Users/jp389/Downloads/007-366.pdf
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Providers are required to engage with an agreed quality schedule (Appendix D) and schedule of Quality 
Insight Visits for the purpose of gaining assurance about the quality and safety of maternity services 
commissioned across Nottingham and Nottinghamshire LMNS.  


5.2 Local Maternity Dashboard 
A local LMNS dashboard is currently under development. The LMNS dashboard will: 


• Incorporate the maternity service provider’s performance dashboards and perinatal surveillance 
minimum data requirements 


• Incorporate data from other commissioned services that supports the national ambition to give 
every child the best start in life 


• Support providers and commissioners to identify areas of greatest need and to target and transform 
services accordingly 


•  
Governance 
Providers are required to: 


• undertake clinical audit and perinatal risk review in relation to the services and provide details of 
completed audits and findings together with any related action plans to the LMNS.  


• report all Serious Incidents (SI) including recording on the national SI platform (STEIS). Through the 
LMNS the strategic commissioner will ensure multi-disciplinary review of all SIs. Investigations, 
reports and lessons learned will be cascaded through agreed routes of the LMNS partnership, this 
includes publication of the learning and actions taken. As a member of the LMNS the strategic 
commissioner will ensure that action plans are monitored whilst informing wider contracting 
arrangements where concerns are raised in relation to service provision 


• engage with commissioners in line with statutory responsibilities and appropriate public 
consultation regarding material service change 


•  submit regular performance reporting to monitor progress and impact, including submissions for 
the maternity dashboard as identified in section 3.2.10 


• Inform the strategic commissioner via the LMNS when any divergence from national or local 
standards is required. The providers will ensure timely communication to enable an exploration of 
the implications of the divergence and subsequent actions needed via the LMNS governance 
process. 
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6. Location of Provider Premises 


 
Maternity services will be provided in a variety of venues including provider premises and other community 
settings  
 
The Provider’s Premises are located at:  
Sherwood Forest Hospital NHS Foundation Trust 
Kings Mill Hospital, Mansfield Road, Sutton in Ashfield, Nottinghamshire, NG17 4JL 
 
Nottingham University Hospitals NHS Trust  
Queens Medical Centre, Derby Road, Nottingham, NG7 2UH 
and 
City Hospital, Hucknall Road, Nottingham, NG5 1PJ 
 


Provider-Led Assurance and Oversight with 
support of LMNS partners 


LMNS partnership collaboration -
Monitoring Quality of Maternity Services / 


Focusing addressing inequalities / 
Monitoring impact of service provision and 
transfromation / Reviewing Divergence / 


Multi-agency and multi-discplinary learning 
and action forum / subject matter 


expertise 


System Perinatal Surveillance / Contractual 
Oversight


System Perinatal Surveillance


System Perinatal Surveillance ICB


ICS Quality 
Assurance & 


Improvement 
Group


LMNS Executive 
Partnership


LMNS Perinatal 
Quality 


Surveillance 
Group


Maternity 
Services Provider


NHS Strategic 
Commissioner / 


Contract Executive 
Board


NHSEI 
Regional 
Perinatal 


Quality Board 


Provider / 
Commissioner 


Contract 
Executive Board 


(Outliers & Service 
Delivery Plans) 
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Chapter title 


Executive summary 


Introduction 
The foundations for virtually every aspect of human development – physical, intellectual and 
emotional – are laid down in pregnancy and early childhood. The physical and mental 
wellbeing of the mother, foetal exposures in the womb and early childhood experience have 
lifelong impacts on many aspects of health and wellbeing (The Marmot Review, 2010). 


Pregnancy is a particularly important period during which the physical and mental wellbeing 
of the mother can have lifelong impacts on the child. For example, during pregnancy, factors 
such as maternal stress, smoking, diet, and alcohol or drug misuse can place a child’s future 
development at risk. A wide range of research now shows that from conception to age two is 
a crucial phase of human development and is the time when focused attention can reap great 
dividends for society (Wave Trust, 2013). 


Improvements in socio-economic conditions and obstetric care have made significant 
contributions to reducing maternal and infant mortality such that good outcomes from 
pregnancy have become the expectation and the norm. However, not all population groups 
have the same outcomes and there remains a gap nationally between routine and manual 
groups and the England average in key outcomes such as infant mortality. 


A number of recently-published national and local policies and strategies recognise the 
importance of maternity services providing safer and more personalised care which is based 
around an individual woman’s needs.  Better Births (NHS England, 2016) recommends that 
providers and commissioners work together in a Local Maternity System (LMS) to implement 
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changes to maternity services. The review recommended LMS be formed to provide 
place-based planning and leadership for transformation of maternity and neonatal services, 
aligning the professionals, providers and commissioners of services within a larger 
geographical area, co-terminus with the Integrated Care System (ICS) footprint. 
 
To respond to the recommendations made in Better Births (2016), the Nottinghamshire LMS 
Transformation Board is developing local transformation plans. These plans are the 
mechanisms through which the Nottinghamshire ICS will collaboratively transform maternity 
services. It details where Nottinghamshire is now, where it wants to be and the shared vision 
to ensure that women and their babies have access to consistently high quality services from 
a range of providers that meets their needs as close to home as possible. The 
Nottinghamshire LMS Transformation Board has been identified as the most appropriate 
group to take forward the findings and recommendations within this JSNA chapter.   


 


Unmet need and gaps 
 
Antenatal care 


1) The uptake of flu vaccinations by pregnant women in Nottingham during 2017/18 was 
(40.6%); this is significantly lower than the England average (45.7%) 
 


2) Bump, Birth and Baby is a universal antenatal programme for expectant families 
currently delivered by the Children’s Public Health Service (previously known as the 
Health Visiting service). The reach of this offer is not consistent across all areas in 
Nottingham City. There is an opportunity to work in partnership with the Midwifery 
Service to deliver this programme and to expand the reach to clients/service-users 
living within Nottingham City. 
 


3) Nottingham CityCare’s Children’s Public Health and Nottingham City Council Early 
Help services are currently in the process of aligning their services. This gives the 
opportunity to review and develop a consistent offer that supports pregnant women, 
especially those with complex social factors. 
 


Smoking 
1) In Nottingham in 2017/18, in 17.2% of women were identified as smoking at time of 


delivery (SATOD), which is significantly higher than the England average (10.8%) and 
the fifth highest rate of our statistical neighbours. 
 


2) White British women aged 21-25 living in areas of high deprivation, are least likely to 
access smoking cessation services and/or successfully quit. This is consistent with the 
trend of greater smoking prevalence in areas of greater deprivation.  


3) There has been no statistically significant reduction in the proportion of women 
smoking at time of delivery since 2010/11. A new approach is needed that involves all 
partners across the local maternity system to support   women to stop smoking during 
pregnancy and prevent high levels of postnatal relapse. 
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Complex social factors 


1) There has been no reduction in indirect causes of maternal mortality for 10 years. 
Nationally, recent evidence shows that suicide is the leading cause of maternal death. 
Further risk factors include the rise in maternal obesity, the high smoking prevalence 
and the rise in the proportion of women with medically complex pregnancies, all of 
which are key concerns for Nottingham.  


 
2) Women with complex social factors (substance misuse, domestic abuse, recent 


migrants, asylum seekers and refugees and young women under 20 years) are far less 
likely to seek antenatal care early in pregnancy or to stay in contact with maternity 
services. Delays in accessing maternity care often results in worse outcomes for both 
mother and baby; this is a key concern given Nottingham’s diverse population.  


 
3) Nationally, pregnant women with complex social factors are much less likely to access 


maternity services early in pregnancy and local data suggests this is mirrored in 
Nottingham. Early access amongst these groups during 2017 ranged from 42.6% to 
82.6% (all below the 90% target). Delayed access prevents women receiving the care 
they need.  


 
4) Pregnant women who are recent migrants, asylum seekers or refugees, or those who 


have difficulty reading or speaking English are the least likely to access maternity 
services within recommended timescales. Challenges in gaining timely access to 
translation services is a key barrier to accessing maternity services. This can 
sometimes result in the use of an inadequately trained (or no) interpreter (family 
member or friends) which poses risks for both the mother and healthcare provider. 
When this occurs, neither the healthcare provider nor patient can be assured that 
accurate and effective communication is taking place. Challenges around language 
barriers are a particular issue in Nottingham as over one-third of births (37%) are to 
mothers born outside the UK.  


 
5) In Britain, FGM among pregnant women is mostly seen in women who are recent 


migrants, asylum seekers or refugees and has usually taken place before they arrive 
in the UK.  Nottingham currently has an FGM clinic and an FGM specialist midwife; 
however, it is unclear as to the long-term succession arrangements for the continuity 
of the service, which may result in a service gap for survivors of FGM.  


 
6) It is not recommended guidance for midwifery to have a dedicated appointment alone 


with pregnant women to ensure that opportunities for disclosure of domestic abuse are 
optimised. 


7) There is no safe level of alcohol consumption in pregnancy. It is estimated that more 
than a quarter of Nottingham women of childbearing age are binge drinkers. Given that 
half of pregnancies in the UK are unplanned, this potentially poses significant risks to 
infant outcomes including foetal alcohol spectrum disorders if women continue to drink 
alcohol during pregnancy.   
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Perinatal mental health  
1) Maternal mental health is a significant issue in Nottingham with 1,885 (44%) of 


pregnant women estimated to have mental health issues during 2017. The current 
perinatal mental health pathway may not be meeting the needs of pregnant women 
with low-level mental health needs. 


 
System change  


1) Information technology systems require improvement across the maternity pathway. 
Currently the  maternity systems used in hospitals and in the  community are different, 
which prevents  maternity records being  accessed and updated by midwives based in 
the community whilst ensuring safe and effective data-sharing with other services 
including GPs, health visiting and IAPT services. 
 
 


Recommendations for consideration by commissioners 
 


Antenatal care 
1) Explore the barriers to flu vaccination uptake in pregnant women and continue to 


promote widely through midwifery, health visiting and other early help and early years 
providers.  


 
2) The reach of Bump, Birth and Baby is not consistent across all areas in Nottingham 


City. CityCare could scope opportunities to work in partnership with the Midwifery 
service and Small Steps Big Changes (SSBC) to deliver this programme and to 
expand the reach to Nottingham City residents. 


 
 
Smoking  


1) Continue to implement routine Carbon Monoxide (CO) testing in pregnancy at 
booking, 32 weeks and at delivery clinics to identify women who smoke and who can 
be offered support to quit.  
 


2) The public health subgroup of the Local Maternity System should lead work with 
partners to develop specific interventions to reduce smoking in pregnancy and support 
women who want to quit smoking, including the utilisation of the NHSE grant.  


 
3) Explore the potential for nominated midwives, maternity support workers and 


sonographers to be trained to the same level as specialist NHS Stop Smoking 
advisers to enable them to offer more intensive support. 
 


 
Complex social factors 


1) Conduct a Health Equity Audit of timely access to maternity services and develop 
strategies for increasing early access among groups of women identified as least 
likely to access early, specifically recent migrants, refugees, asylum seekers and 
those who have difficulty speaking or reading English. 
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2) Further develop specialist midwifery support for women with complex social needs and 
ensure a more equitable service is provided, as detailed in the LMS Transformation 
Plan 2017/18 to 2020/21.  
 


3) Pregnant women who experience domestic abuse and pregnant women who are 
homeless require additional specialist care and support. It is recommended that 
consideration be given to increasing capacity across the Specialist Midwife for 
Homelessness and Domestic Abuse team. 
 


4) Maternity services to consider seeking an opportunity for pregnant women to be seen 
alone during pregnancy in order to provide an opportunity for disclosure of domestic 
violence and abuse.  
 


5) Explore opportunities for all maternity staff to be trained in how to respond to domestic 
abuse in a way that makes it easier for pregnant women and new mothers to disclose 
abuse. 
 


6) Ensure adequate provision of interpreting and translation services during pregnancy 
and birth. Face-to-face interpreting services should be encouraged and telephone 
interpreting used as a minimum at each appointment when required. Family members, 
legal guardians or partners should not be used as an interpreter in the antenatal or 
postnatal period unless in an emergency.  
 


7) Given Nottingham’s diverse population, multilingual leaflets and materials should be 
available as standard practice and developed or sourced by midwifery services. 
 


8) Prioritisation should be given to finding a solution for effective longer-term succession 
of the Nottingham FGM clinic and specialist midwives to ensure continuity of services 
for FGM survivors.    


  
9) Public Health England to support work in Nottingham to develop clear consistent 


messages to pregnant women on alcohol usage in pregnancy based on the Chief 
Medical Officer Guidance and local consultation. 
 


10) NUH to continue to ascertain alcohol usage in pregnancy through the Audit C tool and 
support women to stop drinking, where appropriate, with support from alcohol services.  
 
 


Perinatal mental health  
1) As detailed in the LMS Transformation Plan 2017/18 to 2020/21, implement an 


overarching perinatal mental health pathway that reflects NICE guidance and sets out 
a plan for the perinatal mental health pathway, to include the identification of and 
support for women with mental health needs and access to psychological therapy 
(IAPT) services via direct referral from universal services.  
 


2) At the first contact with primary care or at the pregnancy booking visit, and at all 
contacts thereafter, the HV and other health care providers who have regular contact 
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with a woman in pregnancy and during the postnatal period (one year after) should 
consider asking the two Whooley depression identification questions and the GAD- 2 
as part of a general discussion about her mental health using the EPDS or  the PHQ- 
9 as  part of monitoring. 
 
 


System change  
1) Improve information technology to ensure electronic records are accessible across 


the maternity pathway, as detailed in the LMS Transformation Plan 2017/18 to 
2020/21. 


 
2) Support the development and implementation of the Nottinghamshire Local Maternity 


System (LMS) Local Transformation Plan 2017/18 to 2020/21. 
 


3) Feedback from extensive consultation with women, both nationally (Better Births) 
and locally, found continuity of carer to be an integral part of maternity services. 
Nottinghamshire LMS to consider implementing continuity of carer as detailed in the 
LMS Transformation Plan 2017/18 to 2020/21.  


 
4) A healthy lifestyle during pregnancy can help to keep mother and baby healthy, 


including not smoking or drinking alcohol and maintaining a healthy weight. Multi-
agency colleagues, including midwifery, health visiting and early years, should 
continue to provide advice through information and brief advice and referral into more 
specialist services where appropriate.  
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Full JSNA report 


What do we know? 
 


1) Who is at risk and why? 
 


1.1 Maternal mortality 
 


Maternal death is fortunately now extremely rare in the UK. In 2014-16, 231 women died 
during or within six weeks of the end of their pregnancy in the UK. This represents a 
d ec r ea se  in the maternal mortality rate, which is now 8 .3 per 100,000 maternities3 
down from 9.02 in 2011-13 (MBBRACE, 2016). 
 


Figure 1 shows that deaths due to indirect causes remain the major proportion (66.5%) of 
maternal deaths in the UK. As previously, cardiac disease remained the largest single cause 
of indirect maternal deaths in 2012–14. There was no significant change in the maternal 
mortality rate from cardiac disease between 2009 and 2014. Deaths from neurological 
causes were the second most frequent cause of indirect maternal death. There was a 25% 
decrease in the rate of deaths due to neurological causes in 2012–14 compared with 
2009-11 but this decrease is not statistically significant.  
 
In the UK, the maternal death rate from pre-eclampsia and eclampsia was the lowest ever 
reported; only two women died from hypertensive disorders in this triennium. There was one 
death from influenza in 2014 and no deaths in 2012 and 2013, which also contributed to the 
decrease in the overall rate of maternal deaths in this triennium. This was mainly due to a 
low level of influenza activity in 2012–14 (compared to 2009 and 2010) rather than an 
increase in the uptake of vaccination among pregnant women in the UK. Increasing 
immunisation rates in pregnancy against seasonal influenza must remain a public health 
priority (MBBRACE 2016). 
 


There were no statistically significant changes in the rates of maternal death due to indirect 
causes between 2009 and 2014. Thrombosis and thromboembolism continue to be the 
leading cause of direct deaths, followed by deaths due to amniotic fluid embolism, and 
suicide. Other than the decrease in deaths due to influenza (noted above), there were no 
statically significant changes in the rates of maternal deaths due to specific direct or indirect 
causes between 2009 and 2014. 
 
Figure 1: Direct and indirect causes of maternal deaths in the UK (2012-14) 


 


 
 


 


 


Source: Adapted from  
MBBRACE UK (2014). 
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Due to improvements in technology and the rise in economic prosperity, it is expected that 
maternal mortality will reduce. However, a number of risk factors may be working against this: 


• Rising numbers of older mothers 
• Rising numbers of obese mothers 
• Rising numbers of women whose lifestyle puts them at risk of poorer health 
• A growing proportion of women with medically complex pregnancies 


 
1.2 Vulnerable women with complex social factors 
 
There is a body of evidence to suggest that women with complex social factors are far less 
likely to seek antenatal care early in pregnancy or to stay in contact with maternity services. 
NICE (2010) and the Confidential Enquiry into Maternal and Child Health reports (2016) 
identified the following four key groups as key risk factors for maternal and infant health and 
at risk of having poorer pregnancy outcomes.   
 
Group 1 - Women who misuse substances (alcohol and/or drugs) 
 
Drug misuse in pregnancy  
Approximately 70% of infants born to drug dependent mothers are affected in some way, 
and are at increased risk of perinatal mortality and Sudden Infant Death Syndrome 
(SIDS) (SCODA, 1997). Heavy use of cannabis during pregnancy can cause babies to 
startle more easily (Nottingham Neonatal Service, 2014). Use of amphetamines and 
ecstasy may lead to decreased birth weight and increased risk of cleft palate and heart 
defects. Cocaine may be associated with placental abruption, prolonged rupture of 
membranes, intra-uterine growth retardation and differences in organisational responses 
and interactive behaviour. Heroin use in pregnancy can lead to low birth weight and 
premature birth. Infants may also show signs of heroin withdrawal, which is treated with 
barbiturates and methadone (Nottingham Neonatal Service, 2014). 
 
Alcohol misuse in pregnancy  
Alcohol is classed as a teratogen, in that it causes harm to the foetus by interrupting the 
correct coding of amino acids, which leads to the development of abnormal proteins and 
ultimately damages the frontal lobe of the brain. The frontal lobe is responsible for 
executive functions such as development of sensory processes and the development of 
fine motor skills (Smith et al 2014). 
 
A number of risks are associated with drinking alcohol during pregnancy, including: 
• Increased risk of miscarriage. 
• Risk of Foetal Alcohol Syndrome (FAS) whose features include growth deficiency 


for height and weight, a distinct pattern of facial features and physical 
characteristics and central nervous system dysfunction. 


• Risk of Foetal Alcohol Spectrum Disorders (FASD),  
• Alcohol-Related Birth Defects (ARBD) 
• Alcohol-Related Neurodevelopment Disorder (ARND), increased risk of learning 


disability (without either of the above conditions). 
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Group 2 - Women who experience domestic violence abuse and/or sexual abuse 
 
One of the most common forms of sexual violence is perpetrated by an intimate partner. 
Being married or co-habiting is thought of as one of the most important risk factors for 
vulnerability to sexual assault. This places women at greater risk of unintended 
pregnancies, induced abortions, gynaecological problems and sexually transmitted 
infections, including HIV. Intimate partner violence in pregnancy also increases the 
likelihood of miscarriage, stillbirth, pre-term delivery and low birth weight babies (NICE, 
2010). 
 
Women who experienced domestic violence abuse during pregnancy – whether physical, 
verbal or mental are at risk of adverse physical, emotional and psychological effects for 
both the mother and foetus. A study by Dykes et al (2016) suggests there can be an 
increased incidence of domestic violence during or shortly following pregnancy. 
 
See link for the NCC domestic and sexual violence and abuse JSNA chapter (2018) 
Domestic and sexual violence and abuse (2018) - Nottingham Insight. 
 
Group 3 - Women who are recent migrants, asylum seekers or refugees, or 
who have difficulty reading or speaking English  
 
Black African women, including asylum seekers and newly arrived refugees, have a 
maternal mortality rate nearly six times higher than white women. In addition, it has been 
found that the proportion of Black African infant deaths is disproportionately higher than 
amongst other ethnicities.  A quarter of women who died in 2012–14 were born outside 
the UK. Those women who died and who had been born abroad, had arrived in the UK 
a median of 4 years before they died (range 1 month to 22 years). 65% were from Asia 
(mainly Pakistan, Sri Lanka and Bangladesh) and Africa (mainly Nigeria, Somalia and 
Democratic Republic of Congo); about 14% were from Eastern Europe (mostly from 
Poland) and the remainder from other parts of Europe, North America and the Caribbean. 
Overall, there was no statistically significant difference in maternal death rate between 
women born in the UK and those born outside the UK in 2012–14, a finding similar to 
2011–13 (UNHCR, 2017). 


 


The maternal death rate among women born outside the UK in 2012–14 was not statistically 
significantly different from the 2011–13 rate. However, women born in some countries had 
a significantly higher risk of death compared to women born in the UK. In this triennium the 
non-UK country from which the highest number of women died was Pakistan (10 deaths). 
These women died from a variety of both direct and indirect causes. A direct cause is a 
death due to a direct obstetric cause, but aggravated by physiological effects of pregnancy 
(equating to 5 deaths).  An indirect cause is a death  resulting from a previous existing 
disease or disease developed during pregnancy (equating to 5 deaths). Of the 26 women 
who were not UK citizens and born outside the UK, 3 were refugees (12%) and 4 were 
visitors (15%); 17 (65%) had another status, including wife of UK resident. The status of 2 
women (8%) was unknown (UNHCR, 2017). 
 
See link for NCC Asylum seeker or refugee JSNA chapter (2017) Asylum seekers, refugee 
& migrant health (2018) - Nottingham Insight 



https://www.nottinghaminsight.org.uk/themes/health-and-wellbeing/joint-strategic-needs-assessment/adults/domestic-and-sexual-violence-and-abuse-2018/

https://www.nottinghaminsight.org.uk/themes/health-and-wellbeing/joint-strategic-needs-assessment/adults/asylum-seekers-refugee-migrant-health-2018/

https://www.nottinghaminsight.org.uk/themes/health-and-wellbeing/joint-strategic-needs-assessment/adults/asylum-seekers-refugee-migrant-health-2018/
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Group 4 - Young women aged under 20 
 
Teenage mothers and their babies are at increased risk of maternal ill health due to late 
presentation to maternity services, lifestyle risk factors such as smoking in pregnancy, and 
complex social issues including deprivation and low educational attainment. The proportion 
of births to women under 20 years in England was 3.3% during 2016.  
 
See NCC teenage pregnancy JSNA chapter (2017) Reducing unplanned teenage pregnancy 
and supporting teenage parents (2017) - Nottingham Insight. 
 
It should be recognised that vulnerable women might experience a number of complex social 
factors at the same time. In addition to the above, the national maternity pathway payment 
system also identifies the following women with complex social factors as requiring increased 
support: 


• Pregnant women with a learning disability 
• Pregnant women who are homeless 
• Pregnant women with safeguarding concerns 


 
Table 1 gives estimates of live births for the four main exemplar groups of women considered 
in the guideline on Pregnancy and Complex Social Factors (NICE clinical guideline 110). 
 


Table 1: Breakdown of births in England by exemplar group (2017) 


Group Percentage (estimate) Number of 
births 


Women who misuse substances 
   


4.5% 30,200 
Women  who  are  recent  migrants,  
asylum  seekers  or 
refugees,  or  who  have  difficulty  
reading  or  speaking English 


10.2% 
  


68,400 


Young women aged under 20 3.2% (2016 data) 22,465 
(2016 data) 


Women who experience domestic 
abuse 


7.0% 47,000 


Source: Confidential Enquiry into Maternal and Child Health reports (2017) 


 
1.3 Maternal age 
In England, the average age of first time mothers was 28.8 years in 2017, compared with 
28.1 years in 2012 and the average age of all mothers increased to 30.4 years in 2016, 
compared with 29.8 years in 2012/13. Mothers and their babies at the lower and upper age 
bands are at greater risk. In England and Wales, pregnancy rates in the older age groups 
almost doubled in the last 20 years. Older mothers have a greater chance of developing 
diabetes, high blood pressure and/or other chronic diseases. Risk factors for conditions such 
as Downs Syndrome and other congenital anomalies are strongly related to increased 
maternal age and therefore older mothers can require additional screening and intervention. 
The likelihood of stillbirths and multiple births also increases with the mother's age. 
(Confidential Enquiry into Maternal and Child Health reports, 2017). 
 
 



https://www.nottinghaminsight.org.uk/themes/health-and-wellbeing/joint-strategic-needs-assessment/children-and-young-people/reducing-unplanned-teenage-pregnancy-and-supporting-teenage-parents-2017/

https://www.nottinghaminsight.org.uk/themes/health-and-wellbeing/joint-strategic-needs-assessment/children-and-young-people/reducing-unplanned-teenage-pregnancy-and-supporting-teenage-parents-2017/
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1.4 Multiple births 
In England, there were 10,786 women who gave birth to twins in 2017, 160 to triplets and 5 to 
quads and above. The definition of multiple maternities includes both live births and stillbirths. 
Although most multiple births occur naturally, many occur as a result of fertility treatment. On 
average, multiple births tend to have lower birth weights than single births; multiple 
pregnancies are also associated with a higher risk of stillbirth, infant death and birth-related 
disability. The multiple maternity rate in 2017 increased slightly to 16.03 per 1,000 women 
giving birth, compared with 16.00 in 2014 (PHOF, 2017). 
 
1.5 Maternal obesity and nutrition 


 
1.5.1 Maternal obesity 
Maternal mortality and morbidity are strongly related to obesity. Women with a Body Mass 
Index (BMI) greater than 40 are particularly at risk. Women who are obese when they become 
pregnant face an increased risk of complications during pregnancy and childbirth. These 
include the risk of impaired glucose tolerance and gestational diabetes, miscarriage, 
pre-eclampsia, thromboembolism and maternal death (Centre for Maternal and Child 
Enquiries and the Royal College of Obstetricians and Gynaecologists 2010). If a pregnant 
woman is obese then this will have a greater influence on her health and the health of her 
unborn child than the amount of weight she gains during pregnancy (NICE, 2011). 
 
In England, about half of women of childbearing age are either overweight (BMI 25–29.9 
kg/m²) or obese (BMI greater than or equal to 30 kg/m²). At the start of pregnancy, 15.6% of 
women in England are obese. Maternal obesity and weight retention after birth are related to 
socioeconomic deprivation (Heslehurst et al, 2010). The prevalence of maternal obesity 
increases with age. Maternal obesity is also a contributor to perinatal mortality. 
 
1.5.2 Women with vitamin D deficiency 
Vitamin D is essential for skeletal growth and bone health. Severe deficiency can result in 
rickets (among children) and osteomalacia (soft bones) (among children and adults). A 
national survey highlights that 24% of children and around 20% of adults may have low vitamin 
D status. Dietary sources are limited and the main source of vitamin D is from sunlight on the 
skin (NICE 2014). NICE guidance PH56 aims to increase supplement use to prevent vitamin 
D deficiency among at-risk groups; these include: 


• Infants and children aged under 5 
• Pregnant and breastfeeding women, particularly teenagers and young women. 


 
It is recommended that all women are informed at the maternity booking appointment about 
the importance of maintaining adequate vitamin D stores during pregnancy and whilst 
breastfeeding. Women should be advised to take a vitamin D supplement (10 micrograms of 
vitamin D per day), as found in the Healthy Start multivitamin supplement. Women who are 
not eligible for the Healthy Start benefit should be advised where they can buy the supplement. 
Women at increased risk are: 


• Those with darker skin (such as those of African, African–Caribbean or South Asian 
family origin) 



https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/childhoodinfantandperinatalmortalityinenglandandwales/previousReleases
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• Those who have limited exposure to sunlight, such as women who are housebound or 
confined indoors for long periods, or who cover their skin for cultural reasons. 
 


1.5.3 Women who have insufficient folic acid intake 
There is strong evidence that having higher folic acid intakes before pregnancy and in the first 
12 weeks of pregnancy will reduce the risk of neural tube defects (NTD), including 
anencephaly and spina bifida. The body cannot make or store folic acid, so it needs to be 
consumed or taken regularly. The recommended dose is 400 micrograms per day. Almost half 
the pregnancies in the UK are unplanned and even though women are advised to take folic 
acid supplements, many do not or start taking them too late. Women in lower socioeconomic 
groups are the most likely not to meet recommended guidelines regarding folic acid intake. In 
England, evidence shows that 800 pregnancies in a year – or about 1 in every 1000 
pregnancies – are affected by NTDs or spina bifida; it is estimated that nearly half of these 
could be prevented by increasing folic acid intake (Blake, 2002). 
 
1.6 Smoking in pregnancy 
Smoking in pregnancy increases thrombotic risk and risk of pulmonary embolus, a significant 
cause of maternal deaths. Women who smoke are also at increased risk of miscarriage, pre-
term birth and stillbirth. Smoking during pregnancy is also associated with lower birth weight, 
which itself is associated with poorer long-term outcomes). Children exposed to smoking in 
the womb are also at increased risk of infant mortality by an estimated 40% and are more 
likely to be wheezy, be asthmatic, have problems with their ear, nose and throat and have 
behavioural issues (NICE, 2010).Compared with other mothers, women who smoke in 
pregnancy are more likely to be aged under 20 (57%) and from the routine and manual 
occupational group (40%) (McAndrew et al 2010). 


 


Mothers aged under 20 are the least likely to give up smoking at some point before or 
during pregnancy (Health and Social Care Information Centre, 2010). Nationally, the 
proportion of women smoking at the time of delivery is decreasing (see Table 2). 
 
Table 2 – Decline in smoking at the time of delivery rate from 2006/7 to 2016/17 


Number 
maternities 


of SATOD (number) SATOD (%) 


2006/7 601,262  90,887 15.1 
2016/17 619,234  67,195 10.8 


Source: HSCIC published in April (2018) 
 
1.7 Perinatal mental health 
Development begins before birth and evidence demonstrates that children born to mothers 
who experience antenatal stress, anxiety or depression perform at a lower cognitive 
level and experience more emotional or behavioural difficulties. Parental mental health 
(before and after birth) is a key determinant of the quality of the parent/infant relationship 
and of the ability to provide a number of other conditions for foetal and child development. 
It is a key factor in safeguarding children from abuse and neglect (Wave Trust (2013).  


Up to 20% of women develop mental health problems in pregnancy or in the first year after 
childbirth. This can range from low mood and depression to psychosis. Nationally, around 
one-quarter of maternal deaths between 6 weeks and 1 year are related to mental health 
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problems (RCOG, 2017).  Furthermore it is estimated that in England, two out of every one 
thousand new mothers will suffer from a postpartum psychosis and be admitted to a 
psychiatric unit. A further two out of every thousand mothers will be admitted suffering from 
other serious/complex disorders and will require support through a Specialised Mother 
and Baby Unit. 3% of maternities will be referred to secondary psychiatric services; 
approximately 1% of maternities will require specialised perinatal o utreach t eams. 10-15% 
of all delivered women will suffer from mild to moderate postnatal depression, the majority 
of whom will be cared for in primary care.  
 
For more information, see link to the NCC Mental Wellbeing JSNA chapter: Mental wellbeing 
(2016) - Nottingham Insight. 


 
 
1.8 Female Genital Mutilation (FGM) 
In Britain, FGM among pregnant women is mostly seen in women who are recent migrants, 
asylum seekers or refugees and has usually taken place before they arrive in the UK.  FGM 
comprises all procedures that involve partial or total removal of the external female genitalia 
or other injury to the female genital organs for non-medical reasons. Procedures are 
mostly carried out on young girls some time between infancy and age 15, and occasionally 
on adult women. The practice is most common in the western, eastern, and north-eastern 
regions of Africa, in some countries in Asia and the Middle East, and among migrants from 
these areas (UNICEF, 2013).  
 


Women who have undergone FGM are much more likely to suffer obstetric complications at 
childbirth than women who have not been subject to the procedure. These women have 
complex needs and often initial access to health care services may be via maternity services. 
Since September 2014, it has been mandatory for NHS acute hospital providers to collect data 
on FGM. For the period of April 2015 to March 2016 there were: 
 


• 5,702 newly identified cases of FGM reported nationally 
• 106 newly identified cases of FGM reported nationally were under the age of 18 
• In 18 newly-recorded cases, the FGM was reported to have been undertaken in the 


United Kingdom, including 11 women and girls who were also reported to have been 
born in the UK. 


 
For more information: NCC FGM JSNA chapter (2017): Female genital mutilation (2017) - 
Nottingham Insight. 
 
1.9 High risk pregnancies 
A "high-risk" pregnancy means a woman has one or more things that raise her or her baby's 
chances of health problems.  High-risk pregnancies include underlying health conditions such 
as diabetes, epilepsy, depression and high blood pressure. Women who are pregnant with 
twins, triplets, or other multiples, or women who have had problems with a previous 
pregnancy, including premature labour or having a child with a genetic problem or birth defect, 
are also at increased risk of complications.  
 



https://www.nottinghaminsight.org.uk/themes/health-and-wellbeing/joint-strategic-needs-assessment/adults/mental-wellbeing-2016/

https://www.nottinghaminsight.org.uk/themes/health-and-wellbeing/joint-strategic-needs-assessment/adults/mental-wellbeing-2016/

https://www.nottinghaminsight.org.uk/themes/health-and-wellbeing/joint-strategic-needs-assessment/adults/female-genital-mutilation-2017/

https://www.nottinghaminsight.org.uk/themes/health-and-wellbeing/joint-strategic-needs-assessment/adults/female-genital-mutilation-2017/
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 2) Size of the issue locally 
 
2.1 Fertility  
During 2016, there were 4,315 live births to Nottingham women, having risen from 3,540 in 
2008 but lower than the recent peak of 4,477 in 2010. 


Figure 2: Number of live births – Nottingham City (2008 -2016) 


  


Source: NUH Medway Maternity data (2008 - 2016) 


Nottingham has a Total Fertility Rate (TFR) of 1.68 per woman aged 15-44 in 2016; this is 
equivalent to each woman in Nottingham City having 1.68 babies if the current age-specific 
trends continued throughout her childbearing life. This is compared to 1.78 at the recent peak 
in 2011. Nottingham’s TFR is lower than the England average (1.81). 


Each year during October 2014–Sept 2016, there were 54.9 births per 1,000 women (aged 
15-44 years) in Nottingham City. Local patterns of fertility reflect the distribution of the national 
birth rates within different occupational groups within the population.  The wards with the 
highest number of births per 1,000 women were in Dales, Aspley, Bulwell and Leen Valley 
(Figure 3). 
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Figure 3: Rate of birth per 1,000 women aged 15-44 years in Nottingham City Wards 
(2014-16) 


 


 


 


 


 


 


 


 


 


Source: NUH Medway Maternity data 2014/16 


Higher pregnancy rates mirror the geographic distribution of teenage pregnancy and are 
associated with areas of disadvantage. These are also the areas where higher rates of 
complex health and social needs can be anticipated alongside a need for social support and 
help with parenting skills. The wards with the most births between 2014/16 were Dales and 
Aspley. 


2.2 Termination of pregnancy/abortion 
There were 177,535 abortions to residents of England in 2017. This represents an age-
standardised abortion rate of 16.2 per 1,000 resident women aged 15-44. This is 0.1% higher 
than in 2013, 4.6% lower than in 2003 but double the rate of 7.8 per 1,000 resident women 
aged 15-44 recorded in 1970 (NUH Medway Maternity data, 2017). 
 
During  2017 there  were  1,206  abortions  to  Nottingham  women,  which  is  an  age- 
standardised rate of 14.0 per 1,000 women aged 15-44. This rate is significantly lower than 
the England rate (16.2). The age group in Nottingham that had the most abortions was those 
aged 20-24 (388 abortions), although the highest rate of abortions was in the 25-29 age group 
(25 per 1,000 women aged 25-29). During 2017, there were 61 abortions to women aged 
under 18 years, which is a rate of 12 per 1,000 women for this age group, higher than the 
England rate (9 per 1,000)  (NUH Medway Maternity data, 2017). 


2.3 Stillbirths 
A stillborn baby is one born after 24 completed weeks of pregnancy with no signs of life. 
Stillbirth rates in the UK are higher than might be expected in a high-income country: 
approximately one in 200 babies. During 2016 and 2017 there were 41 stillbirths in 
Nottingham, a rate of 4.8 per 1,000 births, which is higher than the England average of 4.4 
stillbirths per 1,000 births (NUH Medway Maternity data, 2017). Many of these stillbirths are 
preventable. Although the causes of stillbirths are often unclear, there are associated risk 
factors (DOH, 2012), these include, but are not limited to: 
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• Maternal age (stillbirth rates are highest for women aged under 20 or over 40) 
• Smoking in pregnancy 
• Maternal obesity 
• Deprivation  
• Multiple births 
• Influenza 


 


2.4 Maternal mortality 
In Nottingham there were no maternal deaths during 2017; however, it is important not to 
become complacent. Local factors such as the high adult obesity prevalence and the 
prevalence of smoking in pregnancy increase the risk of a rise in maternal mortality. 
 
2.5 NHS screening in pregnancy 
Women are offered three NHS screening programmes during pregnancy.  Nationally, the 
uptake for the NHS screening programme for infectious diseases is approximately 98% 
(Public Health England, 2014). Table 3 shows the incidence of infectious diseases nationally, 
as well as the East Midlands region and the Nottingham estimate.  
 
Table 3: NHS screening programme for Infectious Diseases in pregnancy 2016/17 – 
incidence of infectious disease nationally and East Midlands region and Nottingham 
estimate 


Infectious disease National 
incidence 


East 
Midlands 
incidence 


Estimated number of 
infected pregnant 
women in Nottingham 
per annum* 


Hepatitis B 0.4% 0.3% 13 


    


Syphilis 0.1% 0.2% 9 


HIV 0.1% 0.1% 6 


Rubella infection susceptibility 8.3% 6.4% 284 
Source: Based on East Midlands data 2016/17 


2.5.1 Sickle cell disease and thalassaemia  
Sickle cell disease and thalassaemia conditions are serious inherited blood disorders and are 
most prevalent in Black African and Black Caribbean backgrounds (Public Health England 
(2018). In 2016/17, the NHS Sickle Cell and Thalassaemia Screening Programme screened 
approximately 677,000 pregnant women for sickle cell and thalassaemia in England. In the 
East Midlands, 47,746 women were eligible for sickle cell and thalassaemia screening; 47,422 
women were screened, resulting in a 97.3% coverage rate, which is in line with the England 
average of 99.3% (Public Health England, 2018). 
 
The NHS screening programme also screens newborn babies for sickle cell disease. In 
2016/17, approximately 667,500 newborn babies were screened in England. In the East 
Midlands, 47,188 babies were eligible: 46,084 were screened, resulting in a 95.1% coverage 
rate, which is lower than the England average of 96.5%. However, coverage remains high in 
both antenatal and newborn screening (Public Health England 2018). NUH collects data on 
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sickle cell disease and thalassaemia screening during pregnancy: in 2015/16, 10,868 women 
were eligible and 10,622 women were screened. This figure has seen a slight decrease during 
2016/17 with 10,421 women being eligible for screening and 10,274 women being screened 
(NUH Medway Maternity data 2016). 
 
2.6 High risk pregnancies 


2.6.1 FGM 
In Britain, FGM among pregnant women is mostly seen in women who are recent migrants, 
asylum seekers or refugees and has usually taken place before they arrive in the UK. In 
2017/18 there were 85 individual Nottingham City residents treated for FGM, of whom 65 were 
newly identified. 30 (31.6%) of the women were originally from Northern Africa, 25 (26.3%) 
from Eastern Africa; 20 (21.1%) from Western Africa; 5 (5.3%) from Western Asia; 5 (5.3%) 
from the rest of Asia; 5 (5.3%) from the rest of the world and 5 (5.3%) unknown. The exact 
number of these women who were pregnant at the time of identification was unknown but out 
of 85 attendances at NHS Clinics, 80 involved pregnancies (UNICEF, 2013). 
 
See NCC FGM JSNA chapter: Female genital mutilation (2017) - Nottingham Insight. 
 
2.6.2 Multiple births 
There is an indication that the rate of multiple births was higher in Nottingham in 2017 than 
the England average: 17.2 births in every 1,000 compared to 15.9 per 1,000 births. However, 
this data should be viewed with caution, as there was no statistical difference. 
 
2.6.3 Diabetes 
Data on the number of pregnant women in Nottingham with diabetes was not available. 
However, the National Pregnancy in Diabetes (NPID) Audit (2016) provides data at regional 
level. Of the six Trusts which participated from the East Midlands (including NUH), the audit 
identified that there were 152 women with diabetes during pregnancy in 2016. This will be an 
underestimation of the true number as not all Trusts in the East Midlands participated in the 
audit.  
 
2.6.4 Maternal obesity  
Nottingham has a high prevalence of maternal obesity. In 2017/18, NUH recorded 1,550 
pregnant women as having a BMI of over 30, which equates to 21% of all pregnancies. This 
number is significantly higher than the England average of 15.6%. There is a significant 
correlation between deprivation and maternal obesity. The high obesity level amongst 
pregnant women in Nottingham is due to the high proportion of Nottingham City being within 
the most deprived fifth of England (IMD, 2016).  
 
2.7 Complex social factors   
NUH collects data on women who present with complex social factors during pregnancy. Table 
4 shows the number of women who presented with complex social factors during 2017/18. 
The data shows there were significantly more women with mental ill health than presented 
with other complex factors, followed by: those who had difficulty speaking English; mothers 
aged under 20; recent migrants. These findings are in line with the national picture and are 
attributed to Nottingham’s demographics. For example: 
 



https://www.nottinghaminsight.org.uk/themes/health-and-wellbeing/joint-strategic-needs-assessment/adults/female-genital-mutilation-2017/
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• It is estimated that  between 2017 and 2018, 1,224 women in Nottingham experienced 
mental health issues during pregnancy (PHO 2017) 


• Nottingham is a very diverse city: the 2011 Census shows 35% of the population as 
being from BME groups; an increase from 19% in 2001. In 2016, 37.9% of 
Nottingham’s births were to mothers born outside of the UK, an increase from 2012 
(31.8%), and more than double the percentage in 2001 (14.5%)  
(Nottingham City Council Demography JSNA (2018) 


 
• There is a significant correlation between deprivation and teenage pregnancy with half 


of all under-18 conceptions in England occurring in the 20% most deprived wards. 
Nottingham is within the most deprived fifth of England: teenage pregnancy rates in 
the most deprived 10% of wards are four times higher than in the 10% least deprived 
wards (NCC Reducing unplanned teenage pregnancy JSNA, 2017). 


 
Table 4: The number of pregnancies to women in Nottingham with complex social 
factors 2017/18 


Complex social factor Number of pregnancies during 
2017/18 


 Mental health issues 1,224 
Those who have difficulty reading or speaking English 475 


 
 
 
 


Aged under 20 years 
 
 
 
 


306 
 
 
 


Recent migrant 245 
Misuse substances (drugs or alcohol) 134 
Asylum seekers or refugees 20 
Experiencing domestic abuse 19 
Source: NUH Medway Maternity data 2017/18 


2.7.1 Maternal mental health   
Maternal mental health is a significant issue in Nottingham with 1,224 (44%) of pregnant 
women estimated to have mental health issues during 2017/18. Table 5 shows an estimate of 
the number of women in Nottingham with a mental illness during the post-partum period during 
2017/18 (PHOF, 2017). Women are at greater risk of adjustment disorders and stress, followed 
by mild-moderate depressive illness and anxiety states.  
                                                             
Table 5:  Estimates of mental illness in post-partum mothers, Nottingham City 2015/16 


Illness Numbers 
Post-partum psychosis                                     10 
Chronic serious mental health                          10 
Severe depressive illness                               125 
Mild-moderate depressive illness  and anxiety states                                                             405 – 605 * 
Post traumatic stress disorder                        125 
Adjustment disorders and stress                  1,210 


Source: Public Health England, Perinatal Mental Health Profile 2015/16.  
Note: Numbers quoted are estimates calculated by applying the national prevalence estimates to the 
number of deliveries in Nottingham City, rounded to the nearest 5. * lower – upper estimates                                                       
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Data from the Nottingham Citizen’s survey 2014-16, estimates that the ward with the highest 
proportion of women of childbearing age (16-44 years) with poor mental health is Mapperley, 
followed by Aspley and Bilborough. However, confidence levels are wide which may be masking 
true differences across areas. 


 
Table 6: Percentage of women (aged 16-44 years) with poor mental health by ward 
(2014-2016) 


2.7.3 Mothers aged under 20 
In Nottingham during 2017, there were 179 births to women aged under 20 years. Of these, 
51 were to mothers aged 12 to 17. The rate of teenage conceptions in 2016 was 31.2 per 
1,000 women aged 15-17, which is significantly higher than the England rate of 20.8 per 1,000 
women. Table 7 shows the number of births to women aged under 20 years per ward in 
Nottingham during 2017. 
 
For more information see:  Reducing unplanned teenage pregnancy and supporting 
teenage parents (2017) - Nottingham Insight. 
 
 


Ward  % of women 
with poor 
mental health  


Ward % of women with 
poor mental health 


Arboretum 11.0 Clifton South 15.1 
Aspley 22.3 Dales  11.3 
Basford 11.1 Dunkirk and 


Lenton 
7.1 


Berridge 12.9 Leen Valley 11.8 
Bestwood 10.1 Mapperley  26.6 
Bilborough 21.7 Radford and Park   13.9 
Bridge  11.0 Sherwood  12.9 
Bulwell  16.0 St Anns 18.1 
Bulwell Forest 12.3 Wollaton East 


and Lenton 
Abbey 


12.7 


Clifton North  15.1 Wollaton West 2.0 
 Source: Nottingham Citizen Survey 2014/16         


 
2.7.2 Recent migrants, asylum seekers and women who have difficulty reading and 
speaking English 
The rise in fertility rates has, in part, been due to increased migration. Ten countries joined the 
European Union in 2004 and another two in 2007. In 2016, 1,636 (37.9%) of Nottingham’s births 
were to mothers born outside of the UK, an increase from 2012 (31.8%) and more than double 
the percentage in 2001 (14.5%) (NCC Pregnancy JSNA, 2016).  
 
The Office for National Statistics (ONS) estimated that the City gained 4,465 people due to 
international migration in 2015/16 alone. The number arriving from the EU Accession countries 
was 2,945. The majority of these were from Poland (1,397) and Romania (970). In 2018, there 
were 971 asylum seekers residing in Nottingham City, the highest number being Iraqi (149), 
Pakistani (117) and Iranian (95) (NCC Asylum seeker refugee migrant health, 2018). 
 



https://www.nottinghaminsight.org.uk/themes/health-and-wellbeing/joint-strategic-needs-assessment/children-and-young-people/reducing-unplanned-teenage-pregnancy-and-supporting-teenage-parents-2017/

https://www.nottinghaminsight.org.uk/themes/health-and-wellbeing/joint-strategic-needs-assessment/children-and-young-people/reducing-unplanned-teenage-pregnancy-and-supporting-teenage-parents-2017/





20 


 
 


 


Table 7: The number of births to women aged under 20 years per ward in 2017 
 


Ward Number of births 
Arboretum  8 
Aspley  23 
Basford  13 
Berridge 17 
Bestwood 12 
Bilborough 10 
Bridge  7 
Bulwell  10 
Bulwell Forest  12 
Clifton North  11 
Clifton South  12 
Dales 13 
Dunkirk and Lenton  Less than 5 
Leen Valley Less than 5 
Mapperley 6 
Radford and Park  Less than 5 
Sherwood  Less than 5 
St Anns  9 
Wollaton East and Lenton Less than 5 
Wollaton West  Less than 5  


Note: ref we do not share data under 5 births to protect the identity of individuals  
 
2.7.4 Alcohol and drug use 
There is an underestimation of alcohol consumption among pregnant women as data 
on rates of alcohol consumption during pregnancy is commonly based on self-
reporting. Such reporting is unreliable due to poor estimation, poor recollection and the 
social stigma associated with heavy drinking during pregnancy (Plant, 2005). 
Comprehensive local data on alcohol consumption in pregnant women is not available.  
 
Data collected by NUH records “substance misuse” and it is therefore not possible to 
differentiate between alcohol and drugs.  However, according to the Nottingham Citizen 
Survey ( 2014), it is estimated that more than a quarter (25.8%) of women of child-
bearing age (16 – 44 years) are binge drinkers (defined as consuming six or more units 
of alcohol at one time/in a day). It can be assumed that women who are planning a 
pregnancy may reduce their alcohol consumption; however this remains a concerning 
percentage, particularly given that half of pregnancies in the UK are unplanned. 
For more information see Nottingham City Council JSNA (2015) Adult drug users (2015) 
- Nottingham Insight. 
 
2.7.5 Women who experience domestic abuse  
NUH records the number of women who disclose domestic abuse at maternity booking 
appointments. In 2017/2018, 19 cases were recorded; however, local intelligence suggests 
that the numbers recorded are not a true reflection of the issue and that many cases go 
unreported. A report by Best Beginnings (2017) states that 15% of women report violence 
during their pregnancy and that 40–60% of women experiencing domestic violence are 
abused while pregnant. In 2017/18, the ward with the highest rate of domestic abuse-
related calls to th police was Aspley, followed by Bulwell and Basford (Figure 4). 



https://www.nottinghaminsight.org.uk/themes/health-and-wellbeing/joint-strategic-needs-assessment/adults/adult-drug-users-2015/

https://www.nottinghaminsight.org.uk/themes/health-and-wellbeing/joint-strategic-needs-assessment/adults/adult-drug-users-2015/
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For more information see: Domestic and sexual violence and abuse (2018) - Nottingham 
Insight. 
 
Figure 4: Domestic abuse-related calls to police (rate per 1000 population) by 
Ward (2017/18) 


 


 


 
 
 
 
 
 
 
 
 
 
 
Source: Nottingham Crime and Drugs Partnership 2017/18 


 
2.8 Smoking in pregnancy  
Nottingham City has a high smoking prevalence in the adult population of 21.5 %, which 
is significantly higher than the England average of 15.5% in 2017. Smoking status at time 
of delivery (SATOD) rates in all pregnant women have remained fairly static. In 
2017/18, 17.2% of Nottingham women were reported to be current smokers at the 
time of delivery, significantly higher than the England average (10.8%) (Figure 5).  
 
Figure 5: SATOD in Nottingham compared to England (2010/11 -2017/18) 


 


Source:  Public Health England, Tobacco Control Profiles 2017/18 


Nottingham has one of the highest percentages of women smoking at time of delivery: 
Figure 6 shows that when compared to statistical neighbours, Nottingham has the fifth 
highest rate. Whilst there has been no statistically significant reduction in the rate from 
2016/17 to 2017/18, Nottingham’s position compared to statistical neighbours has 
improved from the third highest rate in 2016/17 to fifth highest rate in 2017/18. There has 
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https://www.nottinghaminsight.org.uk/themes/health-and-wellbeing/joint-strategic-needs-assessment/adults/domestic-and-sexual-violence-and-abuse-2018/

https://www.nottinghaminsight.org.uk/themes/health-and-wellbeing/joint-strategic-needs-assessment/adults/domestic-and-sexual-violence-and-abuse-2018/
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been no statistically significant reduction since 2010/11, the first year the data was 
published in this form.  


Figure 6: SATOD in Nottingham compared to statistical neighbours and England 
(2017/18)   


 


Source: Public Health Outcomes Framework (2018) 
 
SATOD data at ward level is not available. The Nottingham Citizen Survey (2016), 
however, estimates that 24.2% of women of child-bearing age (16-44 years) in 
Nottingham smoke. The wards with the highest prevalence among women of 
childbearing age are Bilborough (42.9%) Bulwell (40.3%) and Aspley (39.3%) see 
Figure 7. 
 
Figure 7 : Estimated smoking prevalence among women of childbearing age 
(16-44 years) by ward (2014-16) 


 


 


 


 


 


 


 


 


 


Source: Public Health England, Tobacco Control Profiles 2018 
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3) Targets and performance 
 


Nottingham City Council - Nottingham Plan 2015 - 2020 
The Nottingham Plan has various targets around adult health, which would contribute to 
improved maternal health. These include: 


• Reduce smoking prevalence to 20% 
• Reduce the proportion of overweight and obese adults to the 2000 average levels 


for England 
• Increase levels of physical activity to 32% of adults participating in 3 x 30 mins 


moderate physical activity per week 
• Reduce alcohol-related hospital admissions to 1,400 per 100,000 population 
• Improve mental health and wellbeing across the city 


http://www.onenottingham.org.uk/wp-
content/uploads/2016/08/Nottingham_Plan_Year_2_Annual_Report_Final.pdf 
 
Nottingham City Children and Young People’s Plan 2016 - 2020  
This plan brings together the children and young people’s elements of other Nottingham City 
Council partnership plans – including the Nottingham Plan; the Health and Wellbeing Strategy; 
and the Education Improvement Board 10-year strategic plan, ‘A brighter future for Nottingham 
children’ – providing one shared framework for the Children’s Partnership. The following 
targets are within the plan that relate to pregnancy:  
 


• Percentage of women reporting smoking at the time of delivery 
• Placeholder for performance measure on improving mental health for new mums and 


Mums-to-be 
• Percentage of mothers who breastfeed their babies 6-8 weeks after delivery 
• Rate of infant mortality per 1,000 live births (aged under one year) 
• Percentage of eligible children who have received 3 doses of Dtap/IPV/Hib1 vaccine 


by their first birthday 
http://www.nottinghamchildrenspartnership.co.uk/media/413594/cypp-2016_20_web.pdf 
 
Public Health Outcomes Framework (PHOF) 2016-2019 
There are indicators in the PHOF related to pregnancy and maternal health as shown in 
Table 8. Please note that, other than infant mortality, indicators for infants are included in the 
0-5 JSNA chapter. 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_da
ta/file/545605/PHOF_Part_2.pdf 
 
 
 
 
 
 
 
 



http://www.nottinghamchildrenspartnership.co.uk/media/413594/cypp-2016_20_web.pdf

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/545605/PHOF_Part_2.pdf

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/545605/PHOF_Part_2.pdf
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Table 8: PHOF indicators related to pregnancy and current performance compared to 
England 
 


 
NHS Outcomes Framework 2016/19: Indicators related to pregnancy in the NHS Outcomes 
Framework include: 
 
Preventing people from dying prematurely domain: 


• Infant mortality 
• Neonatal mortality and stillbirths 


 
Ensuring that people have a positive experience of care domain: 


• Improving women and their families’ experience of maternity services 
 


Treating and caring for people in a safe environment and protecting them from 
avoidable harm domain  


• Improving the safety of maternity services - Admission of full-term babies to 
neonatal care 


https://digital.nhs.uk/data-and-information/publications/clinical-indicators/nhs-outcomes-
framework/current 
 
Nottinghamshire Local Maternity System (LMS) Local Transformation Plan 2017/18 to 
2020/21 
The Nottinghamshire LMS Transformation Plan is the key driver for transforming maternity 
services across Nottinghamshire. The Plan aims to respond to the recommendations made in 
Better Births to ensure that by the end of 2020/21: 
 
 


Domain Indicator Nottingham 
current 


f  


England 
average 


Comparison 


Wider determinants 
of health 


Domestic abuse 15.6 per 
1,000 


22.1 per 
1000 


This is not 
compared for 
statistical 
differences due 
to data quality 


Health improvement Smoking status 
at time of 
delivery 


17.6% 10.7% Statistically 
higher 


Under 18 
conception rate 


31.2 per 1,000 (age 
15-17) 


20.8 per 1,000 
(age 15-17) 


Statistically 
higher 


Antenatal infectious 
disease screening  
 


 


99.0% Not available  Unknown  


Antenatal sickle 
cell and 
thalassaemia 
screening 


 


99.7% Not available  Unknown  


Healthcare and 
preventing premature 
mortality 


Infant mortality  5.9 per 1,000 live 
births 


3.9 per 
1000 live births 


Statistically 
higher 



https://digital.nhs.uk/data-and-information/publications/clinical-indicators/nhs-outcomes-framework/current

https://digital.nhs.uk/data-and-information/publications/clinical-indicators/nhs-outcomes-framework/current
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We have improved choice and personalisation in maternity services so that: 
• All pregnant women have a personalised care plan. 
• All women are able to make choices about their maternity care during pregnancy, birth 


and postnatally. 
• Most women receive continuity of the person caring for them during pregnancy, birth 


and postnatally. 
• More women are able to give birth in midwifery settings (at home and in midwifery 


units). 
 


We have improved the safety of maternity care so that all services: 
• Have reduced rates of stillbirth, neonatal death, maternal death and brain injury during 


birth by 20% and are on track to make a 50% reduction by 2025. 
• Are investigating and learning from incidents and sharing this learning through their 


Local Maternity System and with others  
• Are fully engaged in the development and implementation of the NHS Improvement 


Maternal and Neonatal Health Safety Collaborative. 
 


CCG Outcomes Framework 2017/18 
The  Outcomes  Framework  for  CCGs  has four  indicators  relating  to  pregnancy  and 
Nottingham City’s performance is outlined below: 
 


Maternity indicator Indicator value 
Stillbirth & neonatal mortality rate 4.4 per 1,000 births 
Women’s experience of maternity 
services 


80.7 out of 100 


Choices in maternity services 60.2 out of 100 
Rate of maternal smoking at delivery 17.2% 


 
 


4) Current activity, service provision and assets 
 
4.1 Strategic Leadership  


4.1.1 Nottinghamshire Local Maternity System (LMS) Transformation Board  
Clinical Commissioning Groups (CCGs) are the main commissioners of NHS maternity 
services across the country. In Nottinghamshire, in line with the STP footprint, a 
Nottinghamshire LMS Transformation Board is in place covering Mansfield & Ashfield, Newark 
& Sherwood, Nottingham North & East, Nottingham West, Rushcliffe and Nottingham City 
CCGs. Bassetlaw CCG is part of the South Yorkshire and Bassetlaw LMS. The LMS 
Transformation Board has overseen production of the Nottinghamshire LMS Plan, which has 
been co-produced with local service users and maternity staff.  
 
Five ‘sub-groups’ of the LMS Transformation Board have been established. These sub-groups 
are responsible for the delivery of specific, identified recommendations from Better Births, the 
sub-groups are as follows: 
 


• Choice and personalisation: including supporting decisions and choice, 
personalised / intermediate and intensive care pathways, continuity of carer. 
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• Commissioning: including local commissioners, commissioning for outcomes, 
pricing and payment system reform, contracting, prevention and public health, 
workforce training and innovation bids, CCG IAF, public health outcomes 
framework, national screening programmes and mental health. 


• Safe and effective care: including culture, clinical governance, saving babies’ 
lives care bundle, safety training fund and incident investigation and learning. 


• Engagement: Maternity Voices Partnership, staff engagement and stakeholder 
engagement. 


• Workforce and information technology: including STP workforce 
transformation, local digital roadmap, multi-professional training, electronic 
maternity records, information governance, multi-professional peer review 
(supported by Trusts and RCOG and RCM) and harnessing digital technology. 


 
 
4.1.2 Maternal Public Health Steering Group (part of the LMS work plan) aims to: 


• Reduce the prevalence of smoking in pregnancy across Nottingham City and 
Nottinghamshire County 


• Develop a co-ordinated approach to preventing and reducing alcohol-related harm in 
pregnancy, promoting the view that ‘No Alcohol equals No Harm’ 


• Develop a co-ordinated approach to preventing and reducing obesity during 
pregnancy.  


 
4.1.3 Nottingham and Nottinghamshire Female Genital Mutilation (FGM) Steering 
Group:  
The FGM Steering Group brings together partners, including maternity, safeguarding, public 
health, primary care, community and police leads.  The group aims to drive local activity 
contributing to: 
• Preventing FGM 
• Identifying and supporting survivors of FGM 
• Fulfilling legal obligations to report FGM. 


 
The partnership work of this group has led to a Zero-Tolerance Action Plan being developed 
which encompasses training, awareness, establishment of clinical pathways, publicity and 
community engagement. 


 
4.2 Service provision and assets 
 
4.2.1 Maternity workforce  
NUH is committed to ensuring that levels of maternity staff, including registered midwives and 
midwifery support workers, are correct to meet the care requirements for the women of 
Nottinghamshire and have used a recognised midwifery staffing assessment Birthrate plus©. 
Within the Birthrate plus©methodology are national standards which include the minimum 
standard of 1 midwife to 1 woman for care in labour. Community antenatal care is based on 
NICE guidance, as is postnatal care, with allocation of average midwife hours for women to 
cover their standard antenatal and perinatal assessments, parentcraft, socio-economic issues 







27 


 
 


 


and all clinical needs. It is recommended that there is an annual review of midwifery staffing 
using a recognised tool/methodology. 
 
4.2.2 Pregnancy pathway 
There are several service providers along the pregnancy pathway and commissioning 
arrangements: the providers and commissioners of key services are listed in Table 9. 
 
Table 9:  Commissioners and providers of services for the pregnancy 
pathway   


 


Service 
 


Provider Commissioner 
2015/16 


Commissioner 
2016/18 


Maternity Services Nottingham 
University Hospitals 
NHS Trust 


NHS Nottingham 
City CCG 


NHS Nottingham City CCG 


Health Visiting Nottingham CityCare 
Partnership 


Nottingham City 
Council 


Nottingham City Council 


Family Nurse 
Partnership 


Nottingham CityCare 
Partnership 


Nottingham City 
Council 


Nottingham City Council 


Early Help Services 
(provided through 
Children’s Centres) 


Nottingham City 
Council/Voluntary 
sector providers 


Nottingham City 
Council 


Nottingham City Council 


General Practice Various NHS England NHS England 


Public Health 
interventions 


Various Nottingham City 
Council 


Nottingham City Council 
 


 
4.2.3 NUH - Maternity services  
As described in Table 9, maternity services in Nottingham are provided by Nottingham 
University Hospitals (NUH). Maternity services at NUH include community midwifery services, 
antenatal, birth and post-natal inpatient care and out-patient/day care and are provided by the 
maternity team (midwives, midwifery support workers, specialist midwifery teams, 
obstetricians and anaesthetists) The current services aim to: 
 


• Ensure all women receive appropriate information and  support  during pregnancy, 
childbirth and the post-natal period to improve their own health and that of their unborn 
child 


• Ensure all women with complex health and social care needs (e.g. substance misuse, 
domestic violence, diabetes, cardiac disease) are assessed and provided with 
specialist health and social care support and advice where indicated 


• Ensure pregnant women with mental health problems have equitable access to 
specialist mental health services 


• Increase early engagement of interagency partners in integrated support for pregnant 
teenagers and their partners. 
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4.2.4 Maternity pathway tariff  
A mandatory Maternity Pathway Payment System came into effect from April 2013 with the 
aim of encouraging a more proactive and woman-focused approach to the delivery of 
maternity services. Women are identified as requiring a standard, intermediate or high risk 
pathway and the tariff payment is set according to the identified pathway. Under the new 
system, commissioners pay the provider a tariff for the pregnancy-related care a woman may 
need for the duration of her pregnancy, birth and postnatal care. The main emphasis of the 
new system is to ensure that women receive the highest quality, proactive maternity care that 
delivers the best outcomes and experience and prevents the onset of avoidable conditions 
and complications. This new system removes the financial reward for undertaking all 
interventions in a hospital setting, however it has limitations in that some maternal diagnoses 
are made after the pathway has been identified and, dependent on the gestation of the 
diagnosis, changes to the pathway may not be possible. 
 
4.2.5 Information systems  
An acute maternity system – for example, Maternity Medway – should be implemented in the 
community to enable maternity records to be accessed and updated seamlessly through the 
whole maternity pathway and from a range of locations. Currently, community records are 
updated on SystmOne, which may be upon return to a midwife’s base, and paper copies of 
information are sent to NUH input clerks for entry on to Medway. This introduces delays and 
the opportunity for inaccuracy due to human error. The same level of information needs to be 
accessible to the maternity teams whether they are working in the community or in the acute 
setting and information technology solutions are required to achieve this, whilst ensuring 
information sharing to universal and community health services is not compromised.  Within 
the Nottinghamshire Maternity Transformation Plan there is a specific IT work stream, which 
aims to transform information systems and data sharing across the LMS footprint.  
 
4.2.6 Midwifery and Communication  
Midwives  inform  the  GPs  of  booking  via  a  confirmation  of  booking  letter  which  is 
generated from SystmOne.  A Core Offer to GPs was made by NUH in 2012 and part of this 
involves the development of bespoke communication routes with each practice and the 
allocation of a link/named midwife at each practice. If there are any complications in 
pregnancy, information is shared in an agreed way between each GP practice and their 
midwife. 
 
4.3 Maternity Access  
Early access to maternity care is important to ensure that women and their babies have the 
best support and access to healthcare. It is also an opportunity for healthcare professionals to 
interact and build relationships with women and families. NICE Quality Standard for Antenatal 
Care (QS22) outlines that pregnant women need to be supported to access antenatal care, 
ideally by 10 weeks 0 days. The 10-week access overall performance for NUH ranged from 
44% - 58% in 2017-18, which was less than other areas in the East Midlands. However, work 
is being undertaken as part of the LMS Transformation Plan to improve early access across 
Nottingham City.  
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4.3.1 Maternity access for women with complex social factors  
NICE Guidance for P regnancy and Complex Social Factors (CG110) outlines that 
facilitating early booking for women with complex social factors is even more important than 
for the general population of pregnant women. This is a concern for Nottingham: the numbers of 
women accessing late, beyond 12+6 and 20 weeks continued to be high during 2017-18, 
particularly in women where their English was limited or not their first language, women with 
mental health problems, recent migrants and women aged under 20 years (see Table 10). 
 
Table 10: NUH banded gestation at time of booking for women with 
complex social factors (2017/18)  


Complex social 
factor  


Number of 
bookings by 10 
weeks  


Number of 
bookings 10+1 
12+6 weeks  
 


Number of 
bookings 13 to 20 
weeks  


Number of 
bookings over 
20 weeks  


Aged under 20 
years  


175 59 51 16 


Recent migrants  57 53 62 73 
Asylum seekers or 
refugees  


6 3 8 3 


Difficulty reading 
or speaking 
English 


177 133 104 61 


Experiencing 
domestic abuse  


10 2 3 7 


Substance misuse 
(drugs and 
alcohol)  


81 34 4 7 


Learning disability  11 9 4 0 
Homeless 0 0 0 0 
Mental health 
issues  


708 353 125 38 


Source: NUH Medway Maternity data 2017/18 


The 10-week access target will be challenging to achieve in Nottingham City; however, a 
targeted campaign promoting direct and early access to midwives is being initiated as part of 
the Nottinghamshire Local Maternity System (LMS) Local Transformation Plan 2017/18 to 
2020/21. Furthermore, NICE guidance identifies that pregnant women with complex social 
factors may have additional  needs  and  outlines  the  following  barriers  to  them  accessing  
antenatal services:  


• They are overwhelmed by the involvement of multiple agencies 
• They are not familiar with antenatal care services nor how to navigate the NHS 
• They have practical problems that make it difficult for them to attend antenatal 


appointments 
• They find it hard to communicate with healthcare staff 
• They are anxious about the attitudes of healthcare staff 


NUH has identified midwives who have a specialist interest in and knowledge of providing care 
for vulnerable women. This includes substance misuse, young parents, those who are 
homeless and those experiencing domestic abuse. These midwives focus on engagement 
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and support with these vulnerable and high-risk groups of pregnant women. They provide 
antenatal and postnatal care for women who are the most at risk and provide support and 
training for the wider workforce. In addition, there are midwives with specialist interests in 
targeted areas that include a range of complex social factors; this activity is delivered in 
addition to midwives’ clinical roles, supported by dedicated time; see below: 


Pregnant women who misuse substances (alcohol and/or drugs) 
At NUH, all women are asked about alcohol and substance use at maternity booking. A 
positive answer would lead to additional information gathering, support, advice or referral at 
every appointment. The national Audit C tool has recently started to be completed for every 
pregnant woman at booking and data will be reported in future updates of this chapter. All 
women receive a brief intervention and the client is given an alcohol in pregnancy leaflet. 


At NUH, there is a specialist midwife for substance misuse. For all cases, an assessment is 
made as to whether the specialist team case-hold, share care with the community midwife, or 
act in an advisory capacity in a woman’s maternity care. Women who are referred into the 
specialist substance misuse team are fast tracked into substance misuse services, recently 
renamed as Recovery in Nottingham, and care is delivered in line with NUH guidelines for 
drug misuse in pregnancy. Data on the number of women accessing recovery is not available.  
 
Currently women are not routinely asked again about their alcohol and substance misuse at 
28 weeks if they had offered a negative answer at booking, as recommended by NICE 
guidance.   
 
Pregnant women who are recent migrants, asylum seekers or refugees or who have 
difficulty reading or speaking English 
At NUH, language barriers are assessed at booking and interpretation initiated as appropriate 
via face-to-face or telephone interpreting services. NUH has developed guidance regarding 
which contacts with maternity services should be prioritised for face-to-face interpretation and 
includes the booking appointment and appointments at 16 weeks, 28 weeks and 36 weeks. A 
practice guidance template has been developed to reflect those whom women agree should 
help them with translation and support in an emergency situation (friend or family member). 
 
NICE recommends that all women should be provided with an interpreter for all their maternity 
care and specifies that this should not be a family member, legal guardian or partner. These 
should not be used as an interpreter in the antenatal or postnatal period unless in an 
emergency. Assurance is required that the service encourages face-to-face interpretation and 
ensures telephone interpreting is used as a minimum at each appointment. 


Young pregnant women aged under 20  
Within NUH, midwives with a specialist interest in teenage pregnancies have traditionally 
accepted referrals for those under the age of 17 years or those under the age of 19 years 
where additional needs are identified. Additional needs constitute any young women under 
the age of 19 who have two high-risk factors (i.e. care leavers, learning disabilities) or anyone 
under the age of 19 with three moderate risk factors (i.e. homeless, substance misuse, youth 
offenders, mental health problems, social care/safeguarding issues). If a community midwife 
identifies that a young person would particularly benefit from additional support, the young 
woman is referred and accepted by the teenage pregnancy team. The teenage pregnancy 
midwives support young women throughout the antenatal and postnatal period, extending 
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support on the core midwifery offer to support women 6 weeks postnatally. Care is offered 
flexibly to support young women to continue to access education. 
 
Pregnant women who experience domestic abuse and pregnant women who are 
homeless 
At NUH, there is one WTE specialist midwife for homelessness and domestic abuse; around 
a quarter of the role is clinical, providing antenatal and postnatal care for a small, defined 
caseload of complex women. The specialist midwife also provides support to midwives to 
enable them to give additional care to women on their caseloads who are victims of domestic 
abuse or who are homeless or at risk of homelessness. The post supports staff regarding 
completion of risk assessments and disclosures of domestic violence, and supports the 
provision of information to the Domestic Abuse Referral Team (DART). The post holder also 
attends MARAC meetings for pregnant women considered the most high risk and helps to 
formulate a multiagency action plan to safeguard the family. Due to the intense intervention 
and care requirements of this group of women, it has been recommended that there is 
consideration to increasing the midwifery WTE to this specialist team. 
 
Pregnant women who have undergone female genital mutilation (FGM)  
In the UK, women who have undergone FGM are most likely to be identified through maternity 
services. At booking, maternity health professionals have an opportunity to sensitively enquire 
about FGM and, once identified, to respond to the woman’s complex needs and refer 
appropriately to a FGM clinic. At NUH, there is a midwife with a specialist interest who holds 
clinics for women who have undergone FGM. In 2015 the DoH introduced mandatory reporting 
of all women who have undergone FGM. 
 
Pregnant women who have a learning disability 
At NUH, all midwifery teams have a resource box with information appropriate to use with 
pregnant women or families with a learning disability. This includes the ‘My next patient has a 
learning disability’ toolkit; the NHS Midlands and East ‘Top tips for supporting and meeting the 
needs of people with profound and multiple learning disabilities’ and ‘The hospital 
communication book’. At NUH there is no identified midwife with a specialist interest in 
Learning Disability to provide support and raise awareness across the maternity pathway. 
 
Gestational diabetes  
Pregnant women are risk assessed for gestational diabetes at their first appointment with a 
midwife. Women identified at risk using the current NICE Guidelines are referred for an 
antenatal Glucose Tolerance Test (GTT) between 24-28 weeks or earlier if indicated. If women 
not referred for a GTT develop glycosuria in their pregnancy, they will be referred for 
screening. Doctors may refer during pregnancy if they pick up large-for-dates babies and/or 
polyhydramnios on scan. 
 
4.4 Antenatal screening  
The UK NSC Screening Programme is responsible for developing, implementing and 
maintaining high quality, uniform screening programmes for all pregnant women in 
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England. Screening is an integral part of maternity care and enables pregnant women to make 
decisions regarding their unborn baby’s health, should they wish to accept the offer of 
antenatal and newborn screening. All women should be offered the 7 UK NSC programmes 
for themselves antenatally, and for their babies neonatally. These programmes are: 
 


• NHS Infectious Diseases in Pregnancy Screening (IDPS) Programme 
Ensuring that all pregnant women are routinely offered screening for hepatitis B, 
HIV, syphilis and susceptibility to rubella infection. 
 


•  NHS Foetal Anomaly Screening Programme (NHS FASP)  
FASP offers screening for pregnant women to check the baby for foetal anomalies, 
Down’s, Edwards’ and Patau’s syndromes. All pregnant women are offered a minimum 
of 2 ultrasound scans. The first is an early scan, (10+0 and 14+1 weeks of their 
pregnancy)  and used mainly for dating the pregnancy and confirming viability. The 
second ultrasound scan is undertaken between 18 to 20 weeks 6 days of pregnancy 
and screens for major structural anomalies in order that women are able to exercise 
informed choice about their pregnancy. 
 


• NHS Sickle Cell and Thalassaemia Screening Programme 
Offers antenatal sickle cell and thalassaemia screening to all women from certain 
ethnicities (and couples) to facilitate informed decision-making.  


 
4.4.1 NUH foetal anomalies  
NUH provides specialist tertiary antenatal services for foetal medicine in the foeto-maternal 
medicine unit at the Queens Medical Centre (QMC) and the foetal care unit at City Hospital. 
The foetal medicine unit offers a range of non-invasive ultrasound as well as invasive 
karyotyping. When an abnormality is suspected or detected, foetal Medicine arranges referral 
to neonatal services if appropriate, which supports pre-birth planning and optimises outcomes 
and decision-making. There was a CQUIN for foetal Medicine for 2013/14 which focused on 
the rapidity of obtaining a tertiary level foetal medicine opinion.  The aim  of  this  CQUIN was  
to  achieve  at  least  90%  of  newly-suspected/diagnosed lethal or major foetal abnormalities 
or other life-threatening foetal disorders referred to the foetal medicine centre to be  seen 
within three working days. This target was achieved and is now embedding into service 
delivery. 
 
4.4.2 NUH Sickle cell and thalassemia service  
The Sickle Cell and Thalassemia service is an integrated service that has an overview of 
antenatal, new-borns, children, young people, adults and families affected by sickle cell and 
thalassemia, as a carrier or diagnosed with the diseases. The overall aims of the service are to 
reduce sickle cell and thalassemia-related mortality and morbidity and to reduce hospital 
admissions through improving community management. Some of the service aims/outcomes 
are highlighted below:  
 
 


• Newborn babies with a diagnosed haemoglobin disorder are reviewed within 12 
weeks of birth and are seen a minimum of four times in the first year of life, then 
ongoing according to requirement/age 







33 


 
 


 


• Newborn babies who are healthy carriers of a haemoglobin disorder (identified from 
the newborn screening programme) are reviewed within 12 weeks of birth 


• Personalised management plans in place, or underway, for 100% of clients 
• Evidence of adults with a diagnosed haemoglobin disorder receive a review of their 


care management a minimum of twice annually 
• An increase in access to the service and screening by raising awareness in the 


community 
• An increase in access to the service and screening by raising awareness with 


healthcare professionals.  
 


4.4.3 Flu and pertussis vaccination  
Midwives give information about the importance of having the flu and pertussis vaccination 
during pregnancy at the maternity booking appointment and follow up with women at 
subsequent appointments. Women can access the vaccine free of charge from their GP at 
any time during their pregnancy. In 2017, NHS England North Midlands commissioned NUH 
to provide flu and pertussis vaccinations to pregnant women at their antenatal appointment. 
By the end of March 2018, Nottingham University Hospital NHS Trust maternity services had 
vaccinated 1,078 women. Of the eligible pregnant women seen, 4,205 had already had the flu 
vaccination and 1,096 women declined it. 1,257 pertussis vaccinations were given in the same 
time period. Of the eligible women seen, 2,175 had already had the vaccination and 918 
declined the vaccination. The average monthly flu vaccine uptake by pregnant women in 
Nottingham for the period November 2017 to February 2018 was 40.6% 
 
4.5 Service provision 
 
4.5.1 Stub-It smoking cessation service 
Nottingham City Council, in conjunction with the GP Alliance, has commissioned the Stub-It 
smoking cessation service. The service provides 12 weeks of support to smokers and entitles 
patients to a series of appointments (over the phone or face-to-face) with a specially-trained 
Stop Smoking clinician.  The inclusion criteria includes:  


• Pregnant and post-natal women (as well as their partners and others in the household) 
who smoke 


• Adults with mental health problems  
• Adults with substance misuse problems (including drugs and alcohol) 
• Adults with long-term conditions, including those discharged from secondary care 
• All adults for whom the clinician considers that a referral to the smoking cessation 


service is clinically indicated. 
 


Pregnant women who want support to stop smoking are able to receive a referral from their 
GP, maternity teams, community mental health teams and NUH ward-based smoking 
cessation advisors. 
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4.5.2 NUH-smoking in pregnancy post  
Nottingham City Council has worked with Nottingham City Care to create a new, fixed-term 
smoking in pregnancy post within the Nottingham University Hospital SmokeFree team. This 
post will: consider the training needs of staff within the midwifery division regarding smoking 
in pregnancy; explore the best way to work with the midwifery service to engage pregnant 
women about smoking throughout their pregnancy and provide advice to stop smoking; and 
will help establish referrals links between the new community stop smoking service and 
midwives. 
 
4.5.3 Adult weight management - Slimming World on Referral   
Nottingham City Council has commissioned Slimming World to offer a free 12-week weight 
management programme to help women to manage their weight during pregnancy and avoid 
excess weight gain, which could result in an increased chance of problems during pregnancy 
and birth.  The programme includes personal support from a local Slimming World consultant 
and access to the Slimming World members’ website and social media support. The inclusion 
criteria for pregnant women includes:  
 


• Pregnant women: body mass index ≥ 30 kg/m2 at antenatal booking appointment 
• Postnatal: after their 6-week postnatal check, women are treated as a new referral 


following pregnancy and are permitted to re-access the service immediately after their 
6-week check. 


 
Women can self-refer or receive a referral from their GP or practice nurse.  Slimming World 
does not encourage weight loss, it supports women in eating a healthy diet and remaining 
physically active and preventing excess weight gain during pregnancy. 
 
4.5.4 Development of the Gestational Diabetes (GDM) pathway 
Nottingham City CCG has developed a new gestational diabetes pathway across Greater 
Nottingham, with a view to rolling it out in Mid-Notts early 2019. Women are monitored closely 
by both the GP and midwife at NUH at each stage of their pregnancy.  Women are offered 
referral onto the diabetes prevention programme if they remain at risk.   
The model of care encompasses the following:  


• Clear patient pathway 
• Prevention advice to include diet, exercise and prevention re risk of diabetes 
• Support for women in making decisions about their health and care  
• Clinical information systems 
• Follow-up of annual screening and self-management advice. 


4.5.5 Primary care service 
A core offer to General Practitioners was developed in 2012 and part of this involved the 
implementation of named midwives and the development of bespoke communication routes 
for each practice. Where there are complications in pregnancy, vaccinations or medication 
required, this information is shared with the woman’s general practice in the agreed way. It is 
recognised that these pathways require further improvement.  
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4.5.6 Giving Nottingham Children the Best Start in Life’ service 
Nottingham City Council (NCC) has commissioned a Children’s Public Health service provider 
to work in partnership with NCC’s Early Help Team 0-5 to deliver the new ‘Giving Nottingham 
Children the Best Start in Life’ service.  The commissioned service will deliver and integrate a 
range of existing services, including:  
 


• Health Visiting service 
• Family Nurse Partnership (ADAPT) service 
• Breastfeeding Support service 
• Public Health Nursing (5-19) (formally known as School Nursing) service 
• Children’s Public Health service 
• Children’s Safeguarding service  
• Early Help service 


 
The integrated service model is based on a shared outcomes framework and underpinned by 
high quality evidence. The model reflects a life-course approach from pre-birth to age 5 and 
beyond.  
 
4.5.7 Nottingham CityCare Partnership - Children’s Public Health Service  
The Children’s Public Health Service leads the delivery of activities which supports the single, 
shared outcomes framework, including the Healthy Child Programme, in partnership with the 
Midwifery Service, Childcare Providers and NCC’s Early Help Team 0-5. The service adopts 
a ‘whole family’ approach to assess the needs of the children, young person and their families; 
to support and improve health and wellbeing using strength-based, solution-focussed 
approaches. The commissioned Children’s Public Health Service will work in partnership 
to support children and families with multiple, complex and/or safeguarding needs 
 
4.5.8 Nottingham CityCare Partnership - Family Nurse Partnership 
The Family Nurse Partnership (FNP) is an integral part of local services forming the targeted, 
prevention and early intervention pathway in pregnancy and up to the first 2 years of life. FNP 
has undergone service transformation and redesign to offer a more sustainable model of 
delivery - this is known as FNP ADAPT. The ADAPT model has been designed and developed 
following the national randomised control trail of FNP. ADAPT is in the second phase of 
testing, using a rapid cycle approach to personalise programme delivery to improve outcomes 
and cost-effectiveness. FNP is available to Nottingham residents who are under 19 years of 
age having their first baby or for mothers under 25 years who are care leavers. The programme 
provides one-to-one intensive home visiting by a family nurse.  Its primary aims are to improve 
attachment, child health outcomes and clients’ self-efficacy. This new service delivery offer 
has a greater emphasis on delivering public health outcomes using newly-developed 
resources.  For example, Nottingham CityCare has been involved in the development of the 
Maternal Mental Health toolkit which has now been tested across other ADAPT sites. 


4.5.9 Early help services 
Initially, both the commissioned Children’s Public Health Service and NCC’s Early Help Team 
0-5 will deliver defined activities within the integrated service model, all of which contribute to 
one shared outcomes framework. Over time, through a co-productive approach, the integrated 
service model will be refined to enable both workforces to be utilised more effectively, 
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commensurate with their level of skill and expertise and in order to reduce duplication and 
provide a more streamlined service to children and their families. 
 
4.5.10 Antenatal and postnatal motivational interviewing 
Health visitors across Nottingham City have been trained in antenatal and postnatal 
motivational interviewing. This is an evidence-based practice that supports health visitors to 
use a promotional guide to structure and facilitate personalised 'guided conversations' with 
parents. These conversations explore key topics and help parents to make accurate, well-
informed decisions about their family’s needs at a crucial time of life. Health visitors use this 
enhanced evidence-based skill to conduct an holistic assessment with all pregnant women at 
around 28 weeks and following the birth of their child.  This non-stigmatising approach 
promotes the early psychosocial development of babies and young children through 
supporting parents’ transition to parenthood. It seeks to create and foster an understanding 
relationship between parents and their health Visitor, which supports parents to consider and 
connect with their developing and newly born infant.  
 
4.5.11 Antenatal classes 
The Parent Education Department at NUH provides antenatal classes and workshops for 
women and their birth partner. A course of three workshops, each two hours in length, are 
offered at various times throughout the day and during evenings and weekends. The sessions 
are open to all ages, for couples or women/men on their own if preferred. The content covers 
active birth; management of pain and alternative births; infant feeding and early parenting. 
There are specialist sessions for multiple births. 


4.5.12 Small Steps Big Changes (SSBC) 
Small Steps Big Changes (SSBC) is Nottingham’s 10 year “A Better Start” Big Lottery-Funded 
Programme to improve the outcomes of 0-3 years olds through a universal enhanced offer of 
support within the four wards of Arboretum, Aspley, Bulwell and St Ann’s. The programme is 
led by CityCare and is a new partnership between the City Council, health partners, voluntary 
sector representatives, parents, families and communities. The programme focuses on 
children, parents and communities in the four wards and has 4 specific outcomes:  
 


1. To improve healthy and positive social and emotional development  
2. To improve effective and age appropriate verbal and non-verbal communication skills  
3. To improve nutrition through support to parents to make healthy feeding choices (for 


themselves and for their child) during pregnancy, early years and beyond. 
4. To improve system transformation through a community connection model that brings 


all partners together, in particular parents and the community, and builds on their 
strengths.  


 
Aspects of the programme that are relevant to pregnancy include: 


Baby Buddy: Baby Buddy is a free mobile phone app for parents and parents-to-be which 
offers evidence-based guidance from conception to the first six months of a baby’s life. Baby 
Buddy has been created by child health charity Best Beginnings and has been endorsed by 
the Department of Health and a number of Royal Colleges and professional organisations. A 
virtual friend can be created to offer support with the emotional, physical and social journey 
through pregnancy and becoming a new parent. The app provides daily personalised 
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information along with the ability to ask questions, set appointment reminders, find out about 
local services, set goals, create a record of pregnancy and baby’s first months and to watch a 
growing range of film clips in the video library.   


Bump, Birth and Baby:  Nottingham CityCare Partnership Health Visiting Service has been 
providing Preparation for Birth and Beyond for several years. However, evidence identified 
that delivery was inconsistent across the City. SSBC has worked in partnership with the 
Children’s Public Health Service to redesign the programme and renamed it Bump, Birth and 
Baby following consultation with service users. SSBC is currently supporting the Public Health 
Nursing Service in scientific evidence-based approaches that promote uptake of the 
programme offer. 


Doula Project: Through the innovation ideas fund, SSBC has sponsored the training of three 
Doulas who, alongside the midwifery team, will support a targeted group of women. 


Family Nurse Partnership: SSBC currently funds an additional two family nurses to offer an 
intensive home visiting service to 100% of eligible young people in the four SSBC wards, from 
pregnancy up to the first 2 years of life. 


Family Mentors: This is a new and innovative ‘peer workforce’ offered to all expectant families 
and families with newborn babies in Arboretum, Aspley, St Ann’s, and Bulwell. Mentors work 
alongside families and in partnership with existing health and early years’ services to support 
new parents and their families to achieve improved outcomes in nutrition, social and emotional 
development, and in communication and language. The family mentors are supported and 
guided by the SSBC programme and specialist teams to take activities into family homes and 
to deliver group sessions in the communities outlined above. 


SSBC has worked in partnership with the Public Health Nursing Service to redesign the 
maternal mental health offer and health visitors received additional training in the POstNatal 
Depression Economic evaluation Randomised (PoNDER) approach. This is a cognitive and 
person-centred approach to listening visits. 
 
4.5.13 Perinatal mental health 
The Healthy Child Programme recommends that all women’s mental health needs are 
assessed during pregnancy and any identified emotional and psychological problems are 
addressed during the antenatal period. The Children’s Public Health Service uses evidenced-
based assessment tools such as Edinburgh Postnatal Depression Scale, Generalised Anxiety 
Disorder-7 (GAD) and the Whooley questions as a way of screening and identifying women at 
risk of experiencing issues in the perinatal period. A maternal mental health pathway has been 
developed to support practitioners to ensure the women access the right support at the right 
time. All health visitors and family nurses have received training in supporting women with 
mental health issues. The Children’s Public Health Service has an enhanced service offer that 
supports women that have mild to moderate postnatal depression or anxiety through targeted 
‘listening visits’.  
 
4.5.14 Healthy Start/vitamin D 
The Children’s Public Health Service and Midwifery Service continue to promote the Healthy 
Start Scheme. This scheme provides vouchers to pregnant women and eligible families. 
Pregnant women who are in receipt of certain benefits or tax credits are eligible to apply to 
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receive vouchers which can be used to buy milk and fresh and frozen fruit and vegetables in 
local shops. Pregnant women can also get coupons for free vitamin supplements through the 
scheme. 
 


5) Evidence of what works:  
 
Evidence and guidance on maternity care and provision is provided in a number of 
national documents.  
 
Better Births: improving outcomes of maternity services in England. A five year forward 
view for maternity care. National Maternity Review, February 2016: This review, 
commissioned by NHS England, assesses current maternity care provision and considers how 
services should be developed to meet the changing needs of women and babies.  
https://www.england.nhs.uk/wp-content/uploads/2016/02/national-maternity-review-
report.pdf 
Midwifery 2020: D 
Midwifery 2020: Sets out a vision for quality, cost-effective maternity services and highlights 
the importance of a midwife’s public health role. Midwifery 2020 makes a number of 
recommendations including, but not limited to, continuity of care, choice and personalisation 
and ensuring the views and experiences of women and their partners are an important part of 
measuring quality and effective care. 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_d
ata/file/216029/dh_119470.pdf 


The Healthy Child Programme (HCP): This is aimed at commissioners in health and local 
authorities as well as providers of services. There is great emphasis on the development of 
integrated services led by health professionals. 
https://www.gov.uk/government/publications/healthy-child-programme-pregnancy-and-the-
first-5-years-of-life 


 
Healthy Child Programme Rapid Review: The aim of this rapid review of the evidence was 
to synthesise relevant systematic review-level evidence about ‘what works’ in key areas of 
public health for 0-5s, including pregnancy.  
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_da
ta/file/429740/150520RapidReviewHealthyChildProg_UPDATE_poisons_final.pdf 
 
 
Conception to Age 2 - The age of opportunity: This Wave Trust report contains 
recommendations to guide both national and local decision-makers and commissioners in 
reducing the causes of disadvantage at the earliest and most effective point of life. It includes 
a discussion on the emotional impact of parenthood.  
http://www.wavetrust.org/sites/default/files/reports/conception-to-age-2-full-report_0.pdf 
 
 
NICE Guidance and Quality Standards: The following link to NICE Guidance and Quality 
Standards provides recommendations to maternity and pregnancy services including, but not 
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limited to, maternal and child nutrition, postnatal care, antenatal care, prevention and specialist 
neonatal care.  
https://www.nice.org.uk/standards-and-indicators 
 
Safer Maternity Care: next steps towards the national maternity ambition. Department 
of Health, October 2016: This action plan is part of the national ambition to halve rates of 
stillbirths, neonatal deaths, maternal deaths and brain injuries that occur during or shortly 
after birth, by 2030. 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_da
ta/file/560491/Safer_Maternity_Care_action_plan.pdf 
 
Safer Maternity Care: the national maternity safety strategy - progress and next steps 
Department of Health, November 2017: This document reports on progress and next steps 
with implementation of the safer maternity care action plan, and sets out additional measures 
for further and quicker improvement. 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_da
ta/file/560491/Safer_Maternity_Care_action_plan.pdf 
 
Health Matters: giving every child the best start in life. Public Health England, May 2016: 
This resource for health professionals and local authorities focuses on investing in early years 
services from pregnancy through to 2 years old. 
https://www.gov.uk/government/publications/health-matters-giving-every-child-the-best-start-
in-life/health-matters-giving-every-child-the-best-start-in-life 
 
Better Beginnings. Improving health for pregnancy National Institute for Health 
Research, February 2017: This themed review brings together NIHR research on different 
aspects of health before, during and after pregnancy. The research covers smoking, healthy 
diet and weight, alcohol and drugs, mental health, violence against women and supporting 
families using multifaceted approaches. The document features: 46 published studies; 28 
ongoing studies or interim results; questions for clinicians, commissioners, public health 
professionals and others.http://allcatsrgrey.org.uk/wp/download/midwifery/Better-beginnings-
web-interactive.pdf 
 
The Fifteen Steps for Maternity: quality from the perspective of people who use 
maternity services. NHS England, May 2018: This document, focusing on maternity, is part 
of a suite of toolkits for The Fifteen Steps Challenge. This helps to explore the experience of 
people who use maternity services and is a way of involving them in quality assurance 
processes. https://www.england.nhs.uk/publication/the-fifteen-steps-for-maternity-quality-
from-the-perspective-of-people-who-use-maternity-services/ 
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6) What is on the horizon? 
 
6.1 Perinatal Mental Health Pathway 
Better Births identifies perinatal mental health as a strategic priority. As part of the 
Nottinghamshire LMS Transformation Plan, work is being undertaken to develop an integrated 
perinatal mental health pathway for all complexities, which is aligned across the LMS footprint. 
The pathway is scheduled to be implemented by March 2019, and includes the following key 
objectives: 


• Ensure a smooth transition across the perinatal mental health pathway, with improved 
referral pathways 


• Develop a clear escalation / de-escalation process across the pathway 
• Significantly increase access to IAPT services by women in the perinatal period 
• Information sharing: identify solutions to ensure information about women’s care is 


collected, analysed and shared across the pathway in order that clinicians in all 
services have a better understanding of a patient’s journey, including outcomes 


• Meet the training needs at all stages of the pathway 
• Ensure there is appropriate support for specific cohorts of women who do not 


essentially ‘fit’ into current commissioned perinatal mental health services  
• Ensure appropriate medication is always prescribed to women of child-bearing age. 


 
6.2 Community Hubs pilot  
The Community Hubs initiative is part of NHS England’s Maternity Transformation 
Programme, which aims to ensure women and their babies receive safe, more personalised 
care that suits the needs of the local community and supports the national maternity review, 
Better Births. Nottinghamshire LMS is in the process of developing a community hub pilot 
across 3 locations, including Nottingham City. Better Births recommends that the hubs provide 
access to antenatal, postnatal and general health and social services all under one roof. The 
aspiration is that the hub will act as a ‘one-stop shop’ with midwives, health visitors, children 
centre staff, mental health services and a variety of support groups all working in the same 
facility. Nottingham’s community hubs pilots are being developed in partnership with local 
women and families to ensure the right services are provided.  
 
6.3 Continuity of Carer pilot  
Better Births set out a vision for maternity services in England which are safe and 
personalised. At the heart of this vision is the idea that women should have continuity of the 
person looking after them during their maternity journey: before, during and after the birth. 
There is an expectation that each LMS will establish a shared vision and show how most 
women will receive continuity of the person caring for them during pregnancy, birth and 
postnatally by 2020/21. Nottinghamshire LMS is currently putting plans in place to pilot a 
continuity of carer models across Nottingham and Nottinghamshire. The Nottinghamshire LMS 
set an ambition to provide continuity of care to 10% of women by March 2019, increasing to 
15% by March 2020 and 20% by March 2021. 
 
6.4 Workforce modelling 
It is recognised that the roles and skills within the workforce will need to evolve to meet the 
breadth of ambition within the Nottinghamshire Better Births Transformation Plan. The LMS, 
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in collaboration with the Local Workforce Action Board, is working with Derbyshire STP to 
support the delivery of the workforce dimension of the Nottinghamshire Better Births plan. A 
strategic workforce planning framework is being used to develop workforce plans. 


 
6.5 Personalised care plans   
To deliver the Better Births aim of personalised care, every woman should develop a 
personalised care plan with her midwife and other health professional. This should set out her 
decisions about her care, be supported by evidence-based information about her choices, 
reflect her wider health needs and be kept up-to-date as her pregnancy progresses. The 
Nottinghamshire LMS set an ambition to provide personalised care plans to 15% of women 
by March 2019, increasing to 50% by March 2020 and 90% by March 2021. The LMS intends 
to pilot a personalised care plan during 2019/20 alongside the Continuity of Carer pilots and 
as part of the IT work exploring how the personalised care plans can become part of the inter-
operable maternity digital record. 
 
6.6 Maternity Transformation Programme (MTP) “harnessing digital technology”  
The Data and Information Sharing work stream of the Maternity Transformation Programme 
(MTP) is responsible for implementing the data and information-related recommendations of 
the National Maternity Review, Better Births. The aim of the work stream is to improve data 
collection, quality and sharing to drive maternity service improvement at local, regional and 
national levels. The Nottinghamshire LMS is exploring what improvements can be made to 
existing data collections as well as what new work can be done to get a better understanding 
of women’s experiences of using maternity services and, in particular, how digital technology 
can be leveraged to capture this.  
 
 


7) Local Views  
 


7.1 The Nottinghamshire LMS transformation plan 
This is the mechanism through which the Nottinghamshire STP will collaboratively transform 
maternity services. There has been substantial engagement with women and families, 
maternity staff and key stakeholders to enable the development of the plan.  The information 
received from this engagement has been used to create key themes and recommendations, 
which have been used to inform the model of care maternity offer. There are mechanisms in 
place to ensure that further engagement with key stakeholders is undertaken throughout the 
development and implementation of the plan. Some of the engagement undertaken to date 
includes:  
 


• Women and families online survey  
An online survey was co-created by Nottinghamshire Children’s Integrated 
Commissioning Hub and Nottingham City CCG: 85 responses were received from 
women and families.  


• Face-to-face engagement in children’s centres and community centres  
We have engaged with over 11 baby groups in children’s centres and community 
centres across Nottinghamshire and Nottingham City.  


• Other engagement activity with women and families  
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The Partnership in Maternity (MSLC) group performed numerous surveys with women 
and their families between 2016/17: 619 responses were received. 


• Maternity staff events / drop-in sessions / team meetings  
The Nottinghamshire LMS held two maternity staff half-day events on 28th and 30th 
June 2017. A total of 48 staff attended these two events.  


• Online engagement with maternity staff  
An online survey was co-created by Nottinghamshire Children’s Integrated 
Commissioning Hub and Nottingham City CCG: 11 responses were received  


• Engagement with other key stakeholders  
An online survey for key stakeholders in relation to the multi-professional working 
outcome was co-created by Nottinghamshire Children’s Integrated Commissioning 
Hub and Nottingham City CCG. Only 10 responses were received across 
Nottinghamshire and Nottingham City. This was a disappointing response and further 
work will be needed in the future.  


 
7.2 LMS Maternity Voice Partnership 
The Better Births report recommended that, in order to ensure effective service user co-
production, independent formal multidisciplinary committees known as Maternity Voices 
Partnerships, or MVPs, should be established in order to influence and share in local decision-
making. A Maternity Voices Partnership incorporates the principles and practice of 
participatory co-design and co-production through regular engagement work, in order to 
ensure that the views of women and their families are at the core of commissioning, monitoring 
and continuous improvement of maternity services.  MVP is a team of women and their 
families and commissioners and providers (midwives and doctors) working together to review 
and contribute to the development of local maternity care. MVPs involve service-user 
representatives working in local areas collecting feedback from women using maternity 
services. An aim of this research was to better understand MVP involvement in the feedback 
collection process. 
 
7.3 Healthwatch Nottingham and Nottinghamshire 
Healthwatch Nottingham and Nottinghamshire is an independent organisation created to 
gather and represent the views of those who use health and social care services. They are 
currently working in partnership with the MVP to seek views from women who have or are 
using maternity services. Some of the work undertaken in 2018 includes: 
 
 The identification, recruitment, training and support of local  volunteers 


A key principle of the MVP is to ensure that local women and their families play 
an integral part in helping to shape and design local maternity services.  During 
2018, Healthwatch recruited nine volunteers to be part of the MVP. The key 
role of the volunteers is to help drive forward the work of the MVP and to ensure 
that effective engagement and consultation is embedded across the LMS 
Transformation Plan.  


 Meet the midwife coffee morning  
In partnership with MVP, Healthwatch held a coffee morning at the St Ann’s 
Valley Centre in June 2018. 28 women attended the event and gave their 
feedback on local maternity services. The feedback is being used to inform  
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and improve maternity services across Nottinghamshire. Further coffee 
mornings are being planned for 2019. 
 


 Walking the patch  
Healthwatch is currently working with the Maternity Voices Partnership to seek 
views from women who have just given birth. Local volunteers undertake the 
surveys. during 2018, two Walking the Patch events were carried out at NTU 
where 22 surveys were completed. Further events are planned for 2019. The 
feedback gathered will inform the Maternity Voices Partnership’s future work to 
improve maternity care. 


 
7.4 NUH and SFHT continuity of carer staff engagement workshop 11th July (2018) 
NUH and SFHT held a workshop with midwives and commissioners from across both trusts, 
to explore what a great continuity of carer model looks like and what facilities and resources 
are required to make it work. Thirty people attended the workshop to share ideas and 
examples of good practice. The feedback is being used to help inform the development of 
Nottingham and Nottinghamshire continuity of carer models. Further workshops are planned 
for 2018/19.  
 
Photos from the NUH and SFHT Continuity of Carer Staff Engagement Workshop July (2018) 
 
 
 
 
 
 
 
 
 
 
 
 
7.5 Small Steps Big Changes “Whose Shoes?” event” (October 2018) 
Through collaboration with Small Steps Big Changes, the Nottinghamshire LMS delivered a 
“Whose Shoes?” event in October 2018. The event combined a thought-provoking board 
game with open and transparent discussion around maternity services in Nottingham City. 
Key stakeholders, including service users, commissioners, midwives, early years and 
obstetrics, attended the event. Partners came together to discuss and share their experiences 
of maternity services. The key aims of the event included: 


• To increase the involvement of women and families and improve their maternity 
experience 


• To support the implementation of Better Births, in particular, continuity of carer pilots 
• To improve multi-professional working between different staff groups and to  break 


down traditional hierarchies, thereby helping to build respect and develop relationships 
between people 


• Feedback was captured in the form of an infographic and is being used to help shape 
maternity services and inform the development of the continuity of carer models across 
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Nottingham City. A video montage of the event can be viewed on Twitter: 
https://twitter.com/WhoseShoes/status/1053265466045685760 


 
Infographic - Small Steps Big Changes “Whose Shoes?” event (October 2018) 


 
 
 
 
 
 
 
 
 
 
 
 
 
7.6 NHS England Friends and Family Test  
The Friends and Family Test (FFT) gives patients the opportunity to submit feedback to 
providers of NHS-funded care or treatment, using a simple question which asks how likely 
they are to recommend the service to their friends and family. The Maternity FFT dataset 
includes responses from NHS-funded maternity services. Responses to the maternity FFT are 
captured at 3 points:  


1. Antenatal care: at the 36-week antenatal appointment.  
2. Birth and care on the postnatal ward (two questions – one about the labour 


ward/birthing unit/homebirth service and one about the postnatal ward): at 
discharge from the ward/birth unit/following a home birth.  


3. Postnatal community care: at discharge from the care of the community midwifery 
team to the care of the health visitor/GP (usually at 10 days postnatal). 


 
In summary, between July 2017 and July 2018, Nottingham University Hospital Trust scored 
highly on all responses, with 98% of responses stating that they were very likely or likely to 
recommend maternity services to their friends and family. This figure is similar to 2016/17 
whereby 97% of responses stated that they were very likely or likely to recommend maternity 
services. More details can be found here: https://www.england.nhs.uk/publication/friends-and-
family-test-data-july-2018/ 
 
7.7 Care Quality Commission (CQC) (2017) 
The CQC runs the NHS Patient Survey Programme that includes a National Maternity Survey 
aimed at women who have given birth within a given time period. The most recently-published 
survey (2017) received responses from 18,426 women who gave birth during February 2017.  
Overall, women reported positive experiences of maternity care in 2017. Compared with 
previous maternity surveys, small incremental improvements in results were seen across 
almost every question that women were asked. The most striking improvements in results 
were within the area of postnatal care, where results have historically been the most negative. 
However, results for questions on postnatal care, either in the hospital or once they returned 



https://twitter.com/WhoseShoes/status/1053265466045685760
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home, continue to remain less positive than other aspects of the maternity pathway. More 
details can be found here: https://www.cqc.org.uk/publications/surveys/maternity-services-
survey-2017 
 
7.8 Ipsos MORI feedback in Maternity Services National Report (2018)  
Ipsos MORI was commissioned to explore the feasibility of a data collection that provides local 
maternity services with rapid quantitative ‘real time’ feedback from women and their families 
on how they are performing to drive continuous improvement in maternity services and care. 
The report outlines some overall conclusions and recommendations emerging from the 
findings, along with their implications for collecting digital feedback from women in the future. 
More information can be found here: 
https://www.ipsos.com/sites/default/files/ct/publication/documents/2018-
09/maternity_feedback_national_report_0.pdf 


7.9 Fifteen Steps to Maternity toolkit (2018) 
The Fifteen Steps to Maternity toolkit explores care through a patient or carer’s eyes, and 
examines their first impressions. Nottingham University Hospital Trust arise exploring 
opportunities to take part in toolkit. This work will be undertaken with the support of volunteers 
from the MVP. Feedback from the engagement will be used to help improve women’s 
experiences of maternity services. More information can found here: 
https://www.england.nhs.uk/publication/the-fifteen-steps-for-maternity-quality-from-the-
perspective-of-people-who-use-maternity-services/ 
 


What does this tell us? 
 


8) Unmet needs and service gaps 
Although Nottingham City has a universal physical activity offer available through leisure 
centres across the city, there are no physical activities specifically designed and targeted at 
pregnant women.  


 
 9)  Knowledge gaps 


1 Diabetes: limited data available at a local level.  
2 Comprehensive local data on alcohol consumption in pregnant women is not available. 
3 Nottingham has a high level of SATOD – we are not entirely sure why this is. Further 


works needs to be undertaken to explore this in more detail.  
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What should we do next? 


 


Recommendations for consideration by commissioners 
 


Unmet need and gaps 


 
Antenatal care   


1. The uptake of flu vaccinations by pregnant women in Nottingham during 2017/18 was 
(40.6%); this is significantly lower than the England average (45.7%) 
 


2. Bump, Birth and Baby is a universal antenatal programme for expectant families 
currently delivered by the Children’s Public Health service (previously known as the 
Health Visiting Service). The reach of this offer is not consistent across all areas in 
Nottingham city. There is an opportunity to work in partnership with the Midwifery 
Service to deliver this programme and to expand the reach to clients/service-users 
living within Nottingham City. 
 


3. Nottingham CityCare’s Children’s Public Health and Nottingham City Council Early 
Help services are currently in the process of aligning their services. This gives the 
opportunity to review and develop a consistent offer that supports pregnant women, 
especially those with complex social factors. 
 


Smoking 
1. In Nottingham in 2017/18, 17.2% of women were identified as smoking at time of 
 delivery (SATOD), which is significantly higher than the England average (10.8%) 
 and the fifth highest rate of our statistical neighbours. 


 
2. White British women aged 21-25 living in areas of high deprivation, are least likely to 


access smoking cessation services and/or successfully quit. This is consistent with the 
trend of greater smoking prevalence in areas of greater deprivation.  
 


3. There has been no statistically significant reduction in the proportion of women 
smoking at time of delivery since 2010/11. A new approach is needed that involves all 
partners across the local maternity system to  support   women to stop  smoking  during 
pregnancy and prevent high levels of postnatal relapse 


 
Complex social factors 


1. There has been no reduction in indirect causes of maternal mortality for 10 years. 
Nationally, recent evidence shows that suicide is the leading cause of maternal death. 
Further risk factors include the rise in maternal obesity, the high smoking prevalence 
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and the rise in the proportion of women with medically complex pregnancies, all of 
which are key concerns for Nottingham.  


 
2. Women with complex social factors (substance misuse, domestic abuse, recent 


migrants, asylum seekers and refugees and young women under 20 years) are far less 
likely to seek antenatal care early in pregnancy or to stay in contact with maternity 
services. Delays in accessing maternity care often results in worse outcomes for both 
mother and baby; this is a key concern given Nottingham’s diverse population.  


 
3. Nationally, pregnant women with complex social factors are much less likely to access 


maternity services early in pregnancy and local data suggests this is mirrored in 
Nottingham. Early access amongst these groups during 2017 ranged from 42.6% to 
82.6% (all below the 90% target). Delayed access prevents women receiving the care 
they need.  


 
4. Pregnant women who are recent migrants, asylum seekers or refugees, or those who 


have difficulty reading or speaking English are the least likely to access maternity 
services within recommended timescales. Challenges in gaining timely access to 
translation services is a key barrier to accessing maternity services. This can 
sometimes result in the use of an inadequately trained (or no) interpreter (family 
member or friends) which poses risks for both the mother and healthcare provider. 
When this occurs, neither the healthcare provider nor patient can be assured that 
accurate and effective communication is taking place. Challenges around language 
barriers are a particular issue in Nottingham as over one-third of births (37%) are to 
mothers born outside the UK.  


 
5. In Britain, FGM among pregnant women is mostly seen in women who are recent 


migrants, asylum seekers or refugees and has usually taken place before they arrive 
in the UK.  Nottingham currently has an FGM clinic and an FGM specialist midwife; 
however, it is unclear as to the long-term succession arrangements for the continuity 
of the service, which may result in a service gap for survivors of FGM.  


 
6. It is not recommended guidance for midwifery to have a dedicated appointment alone 


with pregnant women to ensure that opportunities for disclosure of domestic abuse are 
optimised. 


7. There is no safe level of alcohol consumption in pregnancy. It is estimated that more 
than a quarter of Nottingham women of childbearing age are binge drinkers. Given that 
half of pregnancies in the UK are unplanned, this potentially poses significant risks to 
infant outcomes including foetal alcohol spectrum disorders if women continue to drink 
alcohol during pregnancy.   


 


Perinatal mental health  
1. Maternal mental health is a significant issue in Nottingham with 1,885 (44%) of 


pregnant women estimated to have mental health issues during 2017. The current 
perinatal mental health pathway may not be meeting the needs of pregnant women 
with low-level mental health needs. 
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System change  
1. Information technology systems require improvement across the maternity pathway. 


Currently the  maternity systems used in hospitals and in the  community are different, 
which prevents  maternity records being  accessed and updated by midwives based in 
the community whilst ensuring safe and effective data-sharing with other services 
including GPs, health visiting and IAPT services. 
 
 


Recommendations for consideration by commissioners 
 


Antenatal care 
1. Explore the barriers to flu vaccination uptake in pregnant women and continue to 


promote widely through midwifery, health visiting and other early help and early years 
providers.  


 
2. The reach of Bump, Birth and Baby is not consistent across all areas in Nottingham 


City. CityCare could scope opportunities to work in partnership with the Midwifery 
service and Small Steps Big Changes (SSBC) to deliver this programme and to 
expand the reach to Nottingham City residents. 


 
 
Smoking  


1. Continue to implement routine Carbon Monoxide (CO) testing in pregnancy at 
booking, 32 weeks and at delivery clinics to identify women who smoke and who can 
be offered support to quit.  
 


2. The public health subgroup of the Local Maternity System should lead work with 
partners to develop specific interventions to reduce smoking in pregnancy and support 
women who want to quit smoking, including the utilisation of the NHSE grant.  


 
3. Explore the potential for nominated midwives, maternity support workers and 


sonographers to be trained to the same level as specialist NHS Stop Smoking 
advisers to enable them to offer more intensive support. 
 


 
Complex social factors 


1. Conduct a Health Equity Audit of timely access to maternity services and develop 
strategies for increasing early access among groups of women identified as least 
likely to access early, specifically recent migrants, refugees, asylum seekers and 
those who have difficulty speaking or reading English. 
 


2. Further develop specialist midwifery support for women with complex social needs and 
ensure a more equitable service is provided, as detailed in the LMS Transformation 
Plan 2017/18 to 2020/21.  
 


3. Pregnant women who experience domestic abuse and pregnant women who are 
homeless require additional specialist care and support. It is recommended that 
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consideration be given to increasing capacity across the Specialist Midwife for 
Homelessness and Domestic Abuse team. 
 


4. Maternity services to consider seeking an opportunity for pregnant women to be seen 
alone during pregnancy in order to provide an opportunity for disclosure of domestic 
violence and abuse.  
 


5. Explore opportunities for all maternity staff to be trained in how to respond to domestic 
abuse in a way that makes it easier for pregnant women and new mothers to disclose 
abuse. 
 


6. Ensure adequate provision of interpreting and translation services during pregnancy 
and birth. Face-to-face interpreting services should be encouraged and telephone 
interpreting used as a minimum at each appointment when required. Family members, 
legal guardians or partners should not be used as an interpreter in the antenatal or 
postnatal period unless in an emergency.  
 


7. Given Nottingham’s diverse population, multilingual leaflets and materials should be 
available as standard practice and developed or sourced by midwifery services. 
 


8. Prioritisation should be given to finding a solution for effective longer-term succession 
of the Nottingham FGM clinic and specialist midwives to ensure continuity of services 
for FGM survivors.    


 


9. Public Health England to support work in Nottingham to develop clear consistent 
messages to pregnant women on alcohol usage in pregnancy based on the Chief 
Medical Officer Guidance and local consultation. 
 


10. NUH to continue to ascertain alcohol usage in pregnancy through the Audit C tool 
and support women to stop drinking, where appropriate, with support from alcohol 
services.  


Perinatal mental health  
1. As detailed in the LMS Transformation Plan 2017/18 to 2020/21, implement an 


overarching perinatal mental health pathway that reflects NICE guidance and sets out 
a plan for the perinatal mental health pathway, to include the identification of and 
support for women with mental health needs and access to psychological therapy 
(IAPT) services via direct referral from universal services. 
 


2. At the first contact with primary care or at the pregnancy booking visit, and at all 
contacts thereafter, the HV and other health care providers who have regular contact 
with a woman in pregnancy and during the postnatal period (one year after) should 
consider asking the two Whooley depression identification questions and the GAD- 2 
as part of a general discussion about her mental health using the EPDS or the PHQ- 
9 as part of monitoring.  
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System change  
1. Improve information technology to ensure electronic records are accessible across 


the maternity pathway, as detailed in the LMS Transformation Plan 2017/18 to 
2020/21. 


2. Support the development and implementation of the Nottinghamshire Local Maternity 
System (LMS) Local Transformation Plan 2017/18 to 2020/21. 


 
3. Feedback from extensive consultation with women, both nationally (Better Births) 


and locally, found continuity of carer to be an integral part of maternity services. 
Nottinghamshire LMS to consider implementing continuity of carer as detailed in the 
LMS Transformation Plan 2017/18 to 2020/21.  


 
4. A healthy lifestyle during pregnancy can help to keep mother and baby healthy, 


including not smoking or drinking alcohol and maintaining a healthy weight. Multi-
agency colleagues, including midwifery, health visiting and early years, should 
continue to provide support through information and brief advice and referral into 
more specialist services where appropriate.  


 


 
Key contacts 
Jennifer Burton: Nottingham City Council - Insight Specialist Public Health: 
jennifer.burton@nottinghamcity.gov.uk  
Tel: 0115 8765421 
 
Helene Denness: Nottingham City Council – Consultant in Public Health  
Helene.denness@nottinghamcity.gov.uk 
Tel: 0115 876 5955 
 
Lisa Common: Nottingham University Hospital Trust: Consultant Midwife 


Lisa.Common@nuh.nhs.uk 


Tel: +44 (0)115 924 9924 x65725 
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Nottingham & Nottinghamshire LMNS 


Midwifery Continuity of Carer System Plan 


 


 


1.0 | Purpose 


 


The aim of this plan is to demonstrate how the Nottingham & Nottinghamshire LMNS will 


work towards: 


  


• The successful implementation of NHSE/I (NHS England and Improvement) and locally 


agreed building blocks to ensure Midwifery Continuity of Carer (MCoC) is the default 


model of care offered to women and birthing people  


• Developing an enhanced model of continuity of carer which provides for extra midwifery 


time for women and birthing people from the most disadvantaged areas 


• Prioritising those most likely to experience poorer outcomes first, including ensuring most 


women and birthing people from Black, Asian, and mixed ethnicity backgrounds and from 


the most disadvantaged areas are placed on a continuity of carer pathway 


 


This plan has been co-produced with our provider organisations: Nottingham University 


Hospitals NHS Trust (NUH) and Sherwood Forest NHS Foundation Trust (SFHT). 


 


2.0 | Background 


In 2016 the National Maternity Review entitled ‘Better Births’1 recommended that women and 


birthing people have a named midwife, based in the community, who can provide continuity 


of care throughout pregnancy, birth and postnatal periods. Better Births (2016) identified that 


despite the increasing numbers and complexity of births, the quality and outcomes of 


maternity services have improved significantly over the last decade. However, it also 


concluded that there was unwarranted variation in clinical outcomes for mothers and babies 


across maternity services nationally, and recommendations of the review reflect opportunities 


to improve quality and consistency of maternity care nationally. Following this report, the 44 


Local Maternity Systems (LMSs2) across England were tasked with implementation of the 


Better Births recommendations, including the establishment of the Midwifery Continuity of 


Carer model of care, by 2020/21. 


 


Despite unpredictable pressures such as the COVID-19 pandemic impairing progress, our 


vision remains to ensure every woman and birthing person booking for maternity care within 


the Nottingham & Nottinghamshire LMNS should have a named midwife, who is part of a 


small team of midwives based in the community who know the women and birthing people 


 
1 NHS England (2016) Better Births: Improving outcomes of maternity services in England, https://www.england.nhs.uk/wp-content/uploads/2016/02/national-maternity-
review-report.pdf; 
2 Now referred to as Local Maternity and Neonatal Systems and referenced as such throughout the remainder of this report as LMNS 







 


Report date: June 2022 
 


and families, and can provide continuity throughout the antenatal, intrapartum, and postnatal 


period. 


 


The Nottingham & Nottinghamshire LMNS will not be making plans for MCoC team roll out 


for the remainder of this financial year. Our system is facing significant pressures, namely 


persistent and sizable shortcomings in safe staffing rates. As it has been announced publicly 


in recent weeks that NUH are to be imminently subjected to an external investigation by 


Donna Ockenden, it is likely that this investigation will highlight additional priorities that our 


system must address. Due to the level of uncertainty surrounding our system at present, it is 


impossible to attribute reliable timescales to initiatives such as MCoC which requires a well-


staffed workforce inherently. As a system, we intend to regularly reassess our ability to move 


towards a planned and structured incremental implementation of the MCoC model with the 


proposed methods explored in this plan. It has been agreed by our LMNS Transformation 


Board and Executive Partnership Board members to aim for MCoC as the standard care offer 


for women and birthing people of Nottingham and Nottinghamshire by Q3 2025/26. This date 


will be reviewed annually and adjusted accordingly. 


 


3.0 | 2018-2021 Implementation 


3.1 | Initial Consultation 


 


Following MCoC implementation guidance from NHSE/I, the importance of engaging the 


maternity workforce in the development of continuity models was acknowledged locally. In 


May/June 2018, The Choice and Personalisation Sub-Group of the Nottingham & 


Nottinghamshire LMNS conducted an online survey wherein participation was encouraged 


across the maternity workforce of NUH and SFHT. The purpose of this survey was to explore 


and gather workforce perspective of different ways of working and to inform the future 


implementation process for continuity models (Lisa Common, 20183; Appendix 1). At this 


time, 25% of Registered Midwives who participated stated that they would be willing to work 


in a continuity of care model.  


 


In late 2018, Nottingham & Nottinghamshire Maternity Voices Partnership (MVP) were asked 


to consult with women, birthing people, and families across the LMNS to gather their views 


on the importance of continuity of carer. 61% of participants stated a preference for having 


one or two assigned midwives through the pregnancy including the birth. The survey also 


highlighted that continuity during the antenatal and postnatal period was particularly important 


(see Appendix 2 for infographic). 


 


3.2 | LMNS Trajectories and Team Formation 


 


 
3 Dr Lisa Common. (19th June 2018). Nottinghamshire LMS Choice and Personalisation Sub-Group - Continuity of Carer Staff Survey 2018. 
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In June 2018, Nottingham & Nottinghamshire LMNS set the following trajectories for the 


combined birth rate of the two provider organisations: 


 


- March 2019: Of an estimated 12,220 birth rate, 10% of the projected population is to be 


in receipt of the intrapartum MCoC model 


- March 2020: Of an estimated 12,296 birth rate, 15% of the projected population is to be 


in receipt of the intrapartum MCoC model 


- March 2021: Of an estimated 12,355 birth rate, 20% of the projected population is to be 


in receipt of the intrapartum MCoC model 


 


Whilst these figures contradicted the national target of 51% projected population to be in 


receipt of the MCoC model by 2021, locally the targets were set against attainable and 


sustainable targets and fully communicated with NHSE/I via appropriate reporting 


mechanisms. In 2019, the Nottingham & Nottinghamshire LMNS identified pilot sites by 


recognising geographical areas wherein health inequalities were more prevalent using local 


insight data. NUH launched two Midwifery Continuity of Carer Teams (MCoC Teams) in 2019 


based in the geographical areas of Strelley and Bulwell, named Vale Team and River Team 


respectively. Both teams had an establishment of 8WTE (whole-time equivalent) Registered 


Midwives. Nottinghamshire Lower Super Output Area (LSOA) IMD 20194 results indicated 


that Bulwell ranked 130th nationally out of 32,844 therefore within 0.4% most deprived areas 


of England and Wales (see Appendix 3 for Nottingham and Nottinghamshire 1st Decile LSOA 


areas). 


SFHT established two MCoC Teams in 2020, the first entitled Oak Team in January 2020 


followed by Maple Team in June 2020. Both teams were GP (General Practitioner) based in 


the geographical area of central Mansfield. Each team was staffed with 6WTE Registered 


Midwives and a caseload ratio of 1:36. According to the Nottinghamshire Lower Super Output 


Area IMD 2019 results, Mansfield contained the 16th most deprived LSOA in England. SFHT 


made plans to launch a third MCoC Team in March 2021 to support its Trust in meeting the 


national target of 35% of women and birthing people booked onto a MCoC pathway by March 


2021. However, recruitment was troublesome, and the venture was discontinued.  


3.3 | MCoC Team Attainment  


There are historic, system-wide issues with system compatibility, data not being reported 


consistently across the system and concerns about data quality.  


Table 1: NUH and SFHT MCoC attainment as a percentage of total women receiving 


maternity care* 


  Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 


NUH 0% 8.00% 5.00% 22.70% 3.50% 46.70% 13.50% 9.80% 11.40% 


 
4 National statistics. (2019). English indices of deprivation 2019. Available: https://www.gov.uk/government/statistics/english-indices-of-deprivation-2019. Last accessed 


16.05.2022. 
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SFHT 8.00% 0% 1.40% 11.00% 9.90% 30.50% 17.90% 16.20% 10.90% 


  Jan-20 Feb-20 Mar-20 Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 


NUH 8.00% 6.00% 9.00% 
Not Reported 


15.00% 15.00% 12.30% 8.30% 


SFHT 54.00% 11.00% 8.00% 18.60% 18.60% 20.70% 18.60% 


  Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21 Apr-21 May-21 Jun-21 


NUH 18.30%     7.00% Reporting paused during COVID-19 
pandemic SFHT     11.00% 48.00% 


*Figures are not considered reliable. 


The Nottingham & Nottinghamshire LMNS has a growing Maternity Dashboard with 


dedicated analysts and well-coordinated reporting channels from each Trust. Upon re-


implementation of service delivery, MCoC data will be captured within the Maternity 


Dashboard for transparency and ease of external reporting. Exploring mechanisms for more 


accurate data reporting will be a priority within the re-implementation plan for the MCoC 


model in Nottingham and Nottinghamshire, the expectation is that the introduction of 


Badgernet across both Trusts will support this process.  


4.0 | COVID-19 Impact, Response and MCoC Provision Suspension 


The COVID-19 pandemic significantly impacted both our provider organisation’s ability to 


meet demand for all women and birthing people booked onto the MCoC pathway. Throughout 


the COVID-19 pandemic, NUH’s provision of a safe maternity service was challenged by: 


- Staffing levels remaining significantly below Birthrate Plus levels for Registered Midwives 


- Staffing levels remaining below establishment for Consultant Obstetricians 


- Increased service demand associated with pregnant women and people with active 


COVID-19 infection 


- Increased staffing absence due to COVID-19 contact or infection 


- Increased staffing absence due to non-COVID-19 related reasons 


Whilst NUH did not immediately suspend MCoC provision in response to the COVID-19 


pandemic, the successful delivery was impaired by the need for MCOC team members who 


were on-call out of hours for their caseloads to be utilised as part of the escalation policy to 


maintain patient safety within the acute setting for women who were not part of their 


caseloads. A decision was made in January 2022 to disband MCoC Teams effective from 


25th February 2022 to support the provision of safe staffing. A Quality Impact Assessment 


(QIA) was produced and agreed through the Divisional Governance Committee with 


subsequent executive level sign-off achieved. NUH reported within the QIA that MCoC 


suspension would allow for increased choice in service-users who request access to a 


homebirth through promoting staff cover within the homebirth team which would otherwise 


have been utilised delivering MCoC. Whilst NUH recognised the impact upon service-user 


choice of suspending the local MCoC offer, the immediate need to optimise staffing alignment 


to improve safety and choice at a population level was of greater importance. 


NUH recognised the impact of disbanding MCoC on the workforce, particularly those 


operating within MCoC Teams. The workforce was briefed on the rationale for the service 
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change and the alternate options explored throughout the process of reaching the decision 


to disband. Future planning for a more sustainable approach was shared with staff members. 


The Nottingham & Nottinghamshire LMNS have not received documentation of recorded 


responses to these conversations.  


SFHT disbanded the Mansfield-based MCoC Teams Oak and Maple in June 2021. Whilst 


the issues associated with delivering the MCoC model during the COVID-19 pandemic were 


also felt by SFHT, namely staff absence/isolation, SFHT also completed a thorough 


evaluation with the workforce on their experiences of working with MCoC Teams which 


further rationalised the need to pause delivery. Focus at SFHT was placed on antenatal and 


postnatal continuity with team members attending homebirths and elective lower segment 


caesarean sections (LSCS) as well as completing up to 2 shifts a month on the local birthing 


unit (Sherwood Birthing Unit). 


In adherence to numerous communications from NHS England (see Appendix 4 for 


examples) regarding COVID-19 priorities and shifting focus away from transformational work 


to support safe service delivery and the vaccination programme, Nottingham & 


Nottinghamshire LMNS supported provider organisations in their individual decisions to 


suspend MCoC. 


5.0 | MCoC Interim Evaluation 


In late 2019, the Nottingham & Nottinghamshire LMNS published an invitation to tender for 


the evaluation of the existing MCoC teams. Nottingham Centre for Children, Young People 


and Families, a department within the School of Social Sciences, Nottingham Trent University 


were successful in bidding for the tender (Appendix 5). Unfortunately, due to the Coronavirus 


(COVID-19) pandemic the evaluation requirement changed as priorities were realigned to 


support patient safety. The opportunity to resume this work remains and can be explored 


following re-implementation. 


SFHT completed a comprehensive internal evaluation of its local experiences of 


implementing MCoC in its two Mansfield-based teams, data was utilised from Q4 2021 (Lisa 


Foster, Melanie Johnson, Gemma Boyd, 2021)5. Key findings included:  


• Women and birthing people analysed during the data period in receipt of the traditional 


model of midwifery care were five-times more likely to be seen by the same midwife 


at every antenatal appointment than women and birthing people in receipt of the MCoC 


model. 


• In Q4 2021, 16.5% of birthing people who were in receipt of the MCoC model had met 


the midwife antenatally who cared for them in labour. 


• MCoC teams in Q4 2021 had an overall sickness rate of 14% when compared with 


4% within the community teams delivering the traditional model of care 


 
5 Lisa Foster, Melanie Johnson, Gemma Boyd. (2021). Evaluation of pilot of Continuity of Carer model of midwifery care at Sherwood Forest Hospitals. 
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• Workforce discontentment with delivering the MCoC model was identified. Registered 


Midwives working within the MCoC teams disclosed feelings of financial disadvantage 


despite additional work commitments including on-call shifts and increased exhaustion 


• Inequity of caseloads across Registered Midwives delivering MCoC existed due to 


GP-attached nature of case-loading. Due to increased sickness and reduced retention 


across the MCoC Teams, caseloads had increased to 1:57 at the time of the evaluation 


 


Following this evaluation, SFHT chose to suspend the current delivery of MCoC, disband 


teams, and design a revised implementation plan acknowledging the local and national 


learning. Further detail is included in part 9.4 – Communication and Engagement with 


Workforce.  


 


6.0 | Rationale for a System Approach 


 


Nottingham & Nottinghamshire LMNS are aiming for equity for women, birthing people, and 


families. At present, there exists anecdotal evidence to suggest cross-boundary movement 


of service-users booking out-of-area antenatal care fuelled by media reports and official Care 


Quality Commission (CQC) communications relating to maternity care provision at NUH6. In 


addition, a further neighbouring Trust of SFHT Sheffield Teaching Hospitals NHS Trust 


presently has an ‘inadequate’7 CQC rating for their maternity services. SFHT has recently 


experienced a marked increase in expectant mothers and birthing people who reside within 


Nottingham City postcodes booking for maternity care. Should the increased demand on 


SFHT services continue to follow a similar trajectory, SFHT will be unable to maintain its offer 


of a ‘good’8 maternity service to families due to workforce and estate limitations. SFHT are 


concerned that implementing the provision of an enhanced care model such as MCoC ahead 


of NUH may further drive out-of-area bookings. 


 


Significant staffing concerns exist at NUH whilst SFHT are in a more positive staffing position 


as demonstrated later in this report. There exists concern among both provider organisations 


that an uncoordinated implementation of MCoC Teams may encourage staff shift between 


Trusts depending on individual views of the MCoC model. NUH describe experiences of 


colleagues who practiced within MCoC teams prior to disbanding as being overwhelmingly 


positive and that the discontinuation of teams was met with discontent from many Registered 


Midwives. On the contrary, SFHT report a general reluctance from staff members to work 


within a MCoC model. NUH require system support to promote workforce retention and 


recruitment as a priority, this includes managing the risk of attrition associated with the 


implementation of differing models of care locally. 


 


 
6 Care Quality Commission (CQC). (2021). Nottingham University Hospitals NHS Trust: Inspection report. Available: https://api.cqc.org.uk/public/v1/reports/531e2260-
5562-449d-9c07-41f2114826e2?20211223165716. Last accessed 18.05.2022. 
7 Care Quality Commission (CQC). (2022). Sheffield Teaching Hospitals NHS Foundation Trust: Inspection report. Available: 
https://www.cqc.org.uk/location/RHQJH?referer=widget3. Last accessed 19.05.2022. 
8 Care Quality Commission (CQC). (2020). Sherwood Forest Hospitals NHS Foundation Trust: Inspection report. Available: 
https://www.cqc.org.uk/provider/RK5/registration-info#RA11. Last accessed 18.05.2022. 
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Whilst SFHT have a more optimal staffing position at present, their community offer consists 


of GP-based midwifery staff. The implementation of MCoC within SFHT would greatly benefit 


from a reconfiguration of the community maternity workforce into hub-style working. Hub 


working would also allow SFHT to provide enhanced care in areas of greatest need with more 


equitable caseload numbers for Registered Midwives. The cost and logistics of reconfiguring 


the community offer is being actively explored locally, the impetus behind this being to ease 


the implementation and provision of MCoC in Nottinghamshire. NUH operate a hub 


community midwifery offer currently. 


 


7.0 | System Plan from May 2022 


 


Nottingham & Nottinghamshire LMNS provider organisations will be focusing on the building 


blocks of MCoC as agreed at the Executive Partnership Board in March 2022, alongside 


maintaining adherence to the building blocks set forth by NHSE/I (See appendix 6 for 


Maternity Planning Submission April 2022). It is anticipated that a thorough, coordinated, and 


systematic approach to these building blocks will strengthen resilience within the system 


ahead of a successful and sustainable whole-scale implementation. Our core priority focus 


as a system at this current time is the provision of safely staffed maternity services.  


 


Our provider organisations had suspended MCoC ahead of communications from NHSE/I9 


following the Ockenden Final Report (2022)10 recommendations calling for MCoC teams to 


be suspended in Trusts wherein staffing levels are inadequate to meet locally agreed safe 


staffing requirements. Our provider organisations need to be Birthrate Plus compliant on 


workforce to be able to progress MCoC to the timetable currently set out for the national 


ambition. Therefore, the implementation of MCoC teams across Nottingham & 


Nottinghamshire is dependent on the achievement of an appropriate recruitment of midwifery 


workforce, as well as the education and training of the teams to safely provide the end-to-


end care for all women irrespective of clinical risk. Implementing the MCoC model in 


Nottingham & Nottinghamshire will need to involve culture change, change management and 


transformation support. This will require extensive workforce engagement and a radical 


workforce re-design and investment to achieve realisation of the workforce numbers aligned 


to the Birthrate Plus reported requirements for midwifery numbers 


 


Both Trusts are in the process of planning their own recruitment following non-recurrent 


funding allocated as part of the Ockenden workforce bids. There are plans for student 


midwives to be rotated through community teams to develop skills needed. Trusts are also 


starting discussions about rotational posts across the maternity system. More robust plans 


will be put in place as and when these discussions progress. 


 
9 Amanda Pritchard, Ruth May, Professor Stephen Powis. (2022). OCKENDEN – Final report. 
10 Donna Ockenden. (2022). Findings, conclusions, and essential actions from the independent review of maternity services at Shrewsbury and Telford Hospital NHS Trust. 


Available: https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1064302/Final-Ockenden-Report-web-accessible.pdf. Last 


accessed 18.05.2022. 
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There is a need for both Trusts to engage in service-user involvement to understand what 


models would suit women and families. There may be scope to share learning on this within 


the system and with other areas. Locally we are undertaking a refresh of our Maternity Voices 


Partnership (MVP). Our current contract and function of MVP no longer meets the increasing 


demands and activity required from our maternity and neonatal service users. The need for 


an effective MVP is evidenced in: 


- NUH’s CQC report published 28th May 2021 rating maternity as inadequate which has 


placed more pressure on the MVP to provide support 


- Commitment from the ICB (Integrated Care Board) to ensure more user voice is fed into 


all service delivery and patient experience 


- A need to recognise the importance of the Neonatal specialism with other LMNS’s have 


created Neonatal Voices Partnerships, similar ventures will be explored locally within the 


MVP refresh 


 


The Nottingham & Nottinghamshire LMNS Executive Partnership Board agreed in May 2022 


to end the third-party contract arrangements for managing MVP. When the existing contract 


ends at the end of August 2022, the Nottingham & Nottinghamshire Clinical Commissioning 


Group will bring the delivery and development of MVP in-house to prioritise the following: 


- Development of a Neonatal Voices Partnership 


- Supporting with Ockenden IEAs 


- An MVP chair who has time and commitment to ‘converse’. 


- Promoting the role of MVP volunteers and co-production opportunities 


- Ensuring service user voice embedded in each LMNS workstream 


 


The development of an enhanced model of MCoC, which provides for extra midwifery time 


for women and birthing people from the most disadvantaged areas will be informed by 


authentic workforce engagement and co-creation. This will ensure it is aligned to the needs 


of service users and staff, in compliance with national principles and standards, and phased 


alongside the fulfilment of required staffing levels. Trusts will work with staff and with the local 


restructured MVP to explore where areas of need are, look at which groups aren’t currently 


being effectively reached, and co-produce the model based on need, maximising value, and 


opportunities to improve outcomes. Detailed plans and modelling will be developed following 


the outcome of the engagement. The Nottingham & Nottinghamshire LMNS is in the process 


of developing an equity strategy which includes a thorough equity analysis phase. The 


purpose of the equity analysis is to understand which groups of individuals living within 


Nottingham and Nottinghamshire have disadvantaged opportunity of a healthy pregnancy 


and health outcomes to enable the development of bespoke targeted interventions. The 


learning generated from the process of developing the equity strategy will help inform our 


MCoC implementation plan. 
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Links have been made with Coventry and Warwickshire and Lincolnshire (our buddy LMNS) 


to share learning with other areas on all aspects of implementation and delivery of MCoC. 


Work will also be completed to communicate with our statistical neighbours with whom we 


share similar population demographics to share experiences and support benchmarking 


exercises. These communication channels will be continually utilised over the coming years 


for symbiotic learning and efficient implementation.  


 


8.0 | Locally Agreed MCoC Building Blocks 


 


The Nottingham & Nottinghamshire LMNS Executive Partnership Board agreed in March 


2022 priority areas of focus for 2022/23 which align with both the local need and the eventual 


reestablishment of MCoC. The Nottingham & Nottinghamshire LMNS will support provider 


organisations in implementing the NHSE/I building blocks alongside these local initiatives to 


strengthen our system approach to MCoC. These include: 


1. Refresh Birthrate Plus and establish safe staffing 


2. Digitalisation and associated staff training 


3. Explore and develop effective models for staff to rotate between community and hospital 


teams across the system 


4. Focus on establishing Maternity Support Worker teams within targeted areas to provide 


additional support to Black, Asian and Minority Ethnic and economically disadvantaged 


communities (NUH only at present) 


5. Personal Care and Support Planning 


6. Developing mechanisms to support and enhance continuity in the antenatal/postnatal 


periods (learning from SIs) 


 


8.1 | Birthrate Plus Refresh and Safe Staffing Establishment 


 


Achieving full implementation of MCOC remains a considerable risk across the system. The 


updated implementation guidance confirms that no further teams are to be rolled out until the 


building blocks for MCoC are in place, one of these being safe staffing levels for the traditional 


model, and so workforce and recruitment is a priority across the system. Therefore, it is 


anticipated that the Nottingham & Nottinghamshire LMNS will not achieve the national target 


for MCoC due to workforce availability and are likely to be at least a year behind target 


achievement. 


 


Both NUH and SFHT have successfully commissioned refreshed Birthrate Plus assessments. 


Following receipt of these reports, our system will have enhanced clarity on the workforce 


skill need and safe staffing levels. Following the Ockenden recommendations (2022)11 


 
11 Donna Ockenden. (2022). Findings, conclusions and essential actions from the independent review of maternity services at Shrewsbury and Telford Hospital NHS Trust. 


Available: https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1064302/Final-Ockenden-Report-web-accessible.pdf. Last 


accessed 18.05.2022. 
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relating to locally agreed safe staffing levels, the Nottingham & Nottinghamshire LMNS are 


continuing to define safe staffing as adherence to Birthrate Plus. 


 


The Nottingham & Nottinghamshire LMNS has agreed workforce as one of its priorities. A 


Nottingham & Nottinghamshire LMNS Workforce Group has been established, including HR 


representatives and maternity providers, and have started working together towards 


achieving the building block of MCoC. Priorities are being agreed as an LMNS and a series 


of task and finish groups will be set up to share best practice, find opportunities to collaborate 


and to overcome challenges as a system. The first task and finish will explore aspects of 


midwifery recruitment. Looking ahead, the group aims to develop a longer-term work plan to 


ensure strategic direction to recruit, train, develop and retain a safe workforce. 


 


8.2 | Digitalisation 


 


Following a single procurement process the Nottingham & Nottinghamshire LMNS is currently 


working on the alignment and implementation planning to deliver Badgernet across our 


maternity providers. The MIS-R programme (Maternity Information System Replacement) is 


reviewing the processes at each provider to align to the new digital system.  


 


Training is being developed with the system provider and roll out options are being developed 


for Programme board consideration. We are planning to commence training and the use of 


Badgernet in November 2022 (Q3) across both maternity providers. 


 


8.3 | Personalisation 


 


Choice and Personalisation has been incorporated into the Continuity of Carer workstream 


and so work to achieve PCSP targets will be aligned with the development of MCoC teams. 


Currently, every woman is provided with a paper Personalised Care and Support Plan 


(PCSP). Our current position supports the technical aspect of the PCSP, more work is 


required to meet the Ockenden recommendation around auditing how the plans are adopted 


and used by the women and midwives. The plan should be completed by the woman/birthing 


person and reviewed by maternity staff and clinicians throughout the pregnancy. However, in 


practice we are unable to capture whether these plans are being appropriated used due to 


the limitations of recording system. Furthermore, we have anecdotal evidence to suggest 


these plans are not being co-produced between practitioners and women.   


 


Work over the next year will focus on the content and quality of the plans and embedding 


their use with both women and professionals during the maternity journey. The Nottingham 


& Nottinghamshire LMNS has the opportunity to receive some bespoke training support to 


roll out this work and deliver the culture change on this so that all professionals co-produce 


these plans with women and birthing people so that it is reviewed at all stages of their 


maternity journey. This will form a key part of the building blocks for Continuity of Carer. This 


will involve online training of the workforce in shared decision making and the principles of 
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choice and personalisation, supported by the ICS Personalisation Team. With regards to 


digitalisation, the MIS-R programme will be looking to review the needs of the PCSP plans 


and look at how this can be supported by the introduction of the new digital maternity 


information system including digital access for women and birthing people. 


 


Previous work with the MVP has identified that there needs to be further work with women to 


help them understand the benefit of the plan, along with the wider multidisciplinary team, to 


ensure all parties are working with women in developing their plans. Following on from this, 


the Nottingham & Nottinghamshire LMNS is working to devise and deliver at least three co-


production focus groups with women and birthing people, families, and practitioners before 


end of July 2022 to revise the use and format of PCSPs. 


 


8.4 | Staff Rotation Between Community and Acute Teams 


 


There is a system-wide commitment to explore staff rotation presently within the Nottingham 


& Nottinghamshire LMNS, this area of transformation is being explored within the Workforce 


Workstream. Staff rotation will involve exposure to both the community and acute settings as 


well as in specialist areas/teams. Our provider organisations are also exploring opportunities 


for cross-Trust staff rotation for additional workforce exposure and shared learning of skills 


originating through all levels of the workforce.   


 


8.5 | Developing mechanisms to support and enhance continuity in the 


antenatal/postnatal periods 


 


Building on the MCoC evidence base of the antenatal and postnatal periods being most 


influential on the associated positive outcomes, the Nottingham & Nottinghamshire LMNS will 


be working with provider organisations to initially focus data reporting on continuity delivery 


between these two periods. Identifying trends of improved continuity during and following the 


provision of building block initiatives will support the eventual roll-out of MCoC teams through 


generated learning and building on good practice. The dual Trust introduction of Badgernet 


will contribute to the collection of reliable data, obtained through a single system approach 


therefore easily comparable, to support progress tracking. 


 


9.0 | NHSE/I MCoC Building Blocks Progress 


 


9.1 | Safe Staffing at NUH 


 


NUH currently has a 24.7% B5/6 Registered Midwife vacancy rate equating to 97WTE 


Registered Midwives across the community and acute teams with a staff turnover rate of 


11.2% (based on January 2022 data). Due to staffing levels and recruitment difficulties, the 


MCoC model was suspended within the Trusts response to the COVID-19 pandemic in 


February 2022 as explored earlier in this report. When projecting the future implementation 







 


Report date: June 2022 
 


of the MCoC model, NUH have mapped staffing requirements to the January to December 


2021 birth rate of 8,019 (booking figure 9,839).  


 


Table 2: Indicative calculations for number teams required for NUH to transition to 


100% MCoC 


Number of midwives required to provide MCoC @1:36 ratio 


(42 cases pa) for total number of births at NUH 


8,019 Births  


(Jan-Dec 2021) 


- Wave 1 (2 teams, 14 WTE Registered Midwives) 


- Wave 2 (4 teams, 28 WTE Registered Midwives) 


- Wave 3 (8 teams, 56 WTE Registered Midwives) 


- Wave 4 (12 teams, 84 WTE Registered Midwives) 


- Wave 5 (16 teams, 112 WTE Registered Midwives)  


- Wave 6 (20 teams, 140 WTE Registered Midwives) 


- Wave 7 (24 teams, 168 WTE Registered Midwives) 


- Wave 8 (27 teams, 189 WTE Registered Midwives) 


588 (7.3% of 8,019) 


1,176 (14.7%) 


2,352 (29.3% ) 


3,528 (44%) 


4,704 (58.6%) 


5,880 (73.3%) 


7,056 (88%) 


7,938 (99%) 


 


To achieve full-scale MCoC across NUH maternity care provision, approximately 189WTE 


Registered Midwives will be required to staff 27 MCoC teams, this will account for 


approximately 45-65% of the maternity workforce (NHS England and NHS Improvement, 


2021)12. Due to sustained staffing difficulties and the need for an updated Birthrate Plus 


(scheduled for June 2022), it is impossible to attribute projected dates to the waves detailed 


within the Trust Plan at this current time. Active recruitment initiatives are underway including:  


 


- Rolling job advertisement on NHS Jobs – active and on-going 


- Making offers to all newly qualified midwives who apply with a ‘no interview required’ if 


their personal statement and employment checks are satisfactory 


- Newly qualified midwives who are successful in applying for a role will be given a £1,000 


golden handshake and placed on the 2nd pay point on the Band 5 AfC pay scale 


- Commissioning the services of Just R - commenced April 2022 


- NHS attraction and retention experts instructed to work on marketing, branding and 


communications solutions to address workforce challenges – commenced April 2022 


- NUH have made offers to 17 International Midwives (IMs) to date, the first of which arrives 


6 June 2022. NUH have also requested to recruit a further 17 IMs to arrive in Trust by 


March 2023. All IMs are recruited on Band 4 AfC and are required to complete an OSCE 


in Oxford or Northampton within 3 months before being upgraded to Band 5 AfC. NUH 


will then support IMs with a preceptorship package. As these IMs will only work in the 


hospital setting as they do not have driving licences or cars, they cannot be considered 


within MCoC Team models. 


- Recruitment of a Recruitment and Retention Midwife – expected in post Summer 2022 


 
12 NHS England and NHS Improvement. (2021). Delivering Midwifery Continuity of Carer at full scale: Guidance on planning, implementation and monitoring 2021/22. 


Available: https://www.england.nhs.uk/wp-content/uploads/2021/10/B0961_Delivering-midwifery-continuity-of-carer-at-full-scale.pdf. Last accessed 23.05.2022. 
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- A Recruitment and Retention Plan is in progress with an estimated completion date of 


June 2022 


 


9.2 | Safe Staffing at SFHT 


 


SFHT currently has a 12% Registered Midwife vacancy rate equating to 14.43WTE 


Registered Midwives across the community and acute teams. Due to difficulties in recruiting 


to MCoC Teams, along with the need to address the local learning explored in part 5.0, the 


MCoC model was suspended by SHFT in 2021. SFHT has had a refreshed Birthrate Plus 


assessment in April 2022 with the report expected June 2022. As demonstrated below in 


Table 3, SFHT would require 58.7WTE MCoC Registered Midwives to facilitate MCoC as the 


default model of care. At present, SFHT has 37 Registered Midwives working within the 


community setting. 


 


Table 3: Number of midwives required to provide MCoC @1:36 ratio (42 cases pa) for 


current caseload numbers (As of 01.05.2022) within teams by area 


 


Wave Area No. of women 


under service 


currently (May 


2022) 


No of WTE midwives 


needed for their care 


with caseload 1:36 


No of teams 


needed in area 


1 Mansfield 537 14.9 2 -3 


2 Ashfield  601 16.69 3 


3 Sherwood  591 16.4 3 


4 Newark 388 10.7 2 


Total 58.7WTE 10-11 


 


SFHT have active recruitment initiatives underway, these include:  


- Rolling advertisements for Registered Midwives on NHS Jobs and have successfully 


recruited 3.6WTE Registered Midwives (B5-7) in Q1 2022.  


- Two recently employed International Midwives are working in Band 3 AfC posts whilst 


awaiting their UK NMC Registration. They will progress to Band 5 and onto the 


preceptorship programme AfC following successful receipt of professional registration. 


- A Professional Midwifery Advocacy Service has been introduced to support staff and 


improve retention.  


- A divisional workforce group is operational and chaired by the Consultant Midwife and the 


Divisional HR Business Partner, meetings occur monthly. This group includes Registered 


Midwives, Obstetric leads as well as Finance and Operational Development team 


members. The current focus of this group is the exploration of recruitment & retention 


initiatives to support safe staffing levels. Key completed actions within this group in Q1 


2022 include: 
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- Funding secured from NHSE/I for a Maternity Support Worker Clinical Educator role 


to support the retention and development of Maternity Support Workers.  


- Bid for funding pending from NHSE/I to extend the secondment of the Recruitment 


and Retention Midwife role from 1 year to 2 years (awaiting outcome of bid). 


- Standardised pay uplift of 4.5% agreed in principle for Registered Midwives who work 


within the MCOC model to ensure midwives are not financially disadvantaged by 


working in MCoC Teams. 


- Midwifery Recruitment Day planned for third year Student Midwives in June 2022. 


 


9.3 | MCoC Workforce Planning Toolkit 


 


At present, both NUH and SFHT are awaiting renewed Birthrate Plus assessments. Following 


receipt of the renewed Birthrate Plus assessments, staffing requirements are likely to change, 


particularly for SFHT who have experienced a marked increase in its booking rates since it’s 


2020 Birthrate Plus assessment. SFHT and NUH have been supported by Trixie McAree to 


populate the Workforce Planning Toolkit however all figures are subject to change following 


receipt of 2022 Birthrate Plus assessments. 


 


9.4 | Communication and Engagement with Workforce 


 


The importance of effective workforce engagement is well-evidenced in transformational 


change. Following suspension of MCoC Teams, SFHT embarked on a period of workforce 


evaluation, the project was headed by its experienced Consultant Midwife. The establishment 


of a MCoC working group with representation across all areas of the maternity workforce 


including obstetricians however clinical pressures led to poor attendance the subsequent 


cancellation of this group. A deep dive into team experience was conducted including 82 one-


to-ones with team members to gather learning from the implementation of MCoC and the 


operationalisation implications. SFHT found that most of its workforce with whom they 


consulted were passionate about midwifery. The following findings were considered key 


areas of learning: 


 


- MCoC model generally allowed Registered Midwives to have a smaller caseload 


- Delivering intrapartum care to their own women was a positive experience for those 


delivering MCoC 


- 4 out 6 stated that the most challenging element of working within MCoC was how 


they were received by colleagues in acute setting 


- 2 out of 6 reported the challenge of managing work/life balance when working within 


the MCoC model 


- All respondents were happier working in a traditional model of midwifery care 


 


Following extensive scoping of other maternity units in England, a feasibility study was 


attempted by SFHT to explore an integrated model of continuity in 2021. As SFHT has high 
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levels of continuity within the traditional model, this was perceived as a progressive step 


towards MCoC without the level of associated workforce pressures.  The integrated model 


was conceptualised to involve the creation of a team comprised of 2 community midwives, 


working in traditional model with options to work in an acute setting and having a small team 


of Sherwood Birthing Unit (SBU – local labour suite) midwives that cover a 24-hour rota with 


no on-calls and ultimately provide care for birthing people who come in from the team. A test 


of change was commenced on SBU in September 2021 to audit key measurables vital to this 


way of working. Compliance with the audit has unfortunately been poor due to extreme clinical 


pressures and at present this way of working has not been fully evaluated. It has since been 


established via communications from the National Lead for Continuity of Carer, Trixie 


McAree, that integrated models of continuity do not meet the criteria for continuity and 


therefore will no longer be explored locally. 


 


SFHT has continued to ensure MCoC is maintained as a discussion point amongst the 


maternity workforce through regular agenda item in meetings. The Nottingham & 


Nottinghamshire LMNS has a bi-monthly MCoC working group wherein SFHT representation 


is consistent. A Maternity Communication Hub was established November 2021 however due 


to an estates issue; this is currently under review. SFHT has a closed Facebook group for 


staff members wherein communications are shared, compliments of practice are broadcast, 


and the workforce are allowed the forum to express their own experiences for peer support, 


this avenue will be utilised for MCoC communications going forward to support engagement 


and ensure the workforce are kept up to date with transformation. Open meetings are also 


regularly held with management to seek and provide feedback. 


 


NUH allow MCoC communications to be a regular agenda item at SMT/DLT meetings and 


Divisional Business Meetings. Whilst NUH have yet to complete formal workforce evaluation 


of MCoC, in their Trust MCoC plan, a firm intention to complete the same is scheduled for 


October 2022. NUH intend on completing such evaluations once the viability of a launch is 


clearer to avoid undue workforce stress relating to additional practice change. 


 


As a system, we have recognised that there are strong workforce opinions across both Trusts 


regarding MCoC and that there appears to be contrasting narratives. System-wide evaluation 


is required to aim for an equitable and sustainable approach to supporting the workforce 


through transformational change such as MCoC. The Nottingham & Nottinghamshire LMNS 


will support its provider organisations in their approaches to workforce engagement going 


forward. 


 


9.5 | Skill Mix and Training 


 


As MCoC is suspended, there are no Band 5 AfC Registered Midwives place in MCoC teams 


at present at SFHT or NUH. There are 68 Band 5 AfC Registered Midwives working in the 


clinical practice within NUH at present, with a further two on maternity leave. Skill mix will be 


remapped against a revised Birthrate Plus assessment due for completion in June 2022. 
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SFHT current have 22 Band 5 AfC Registered Midwives working in the clinical practice and 


two International Midwives working as Band 3 AfC whilst awaiting UK NMC Registration. The 


pending Birthrate Plus assessment will enable SFHT to map skill mix more effectively in the 


coming months. 


 


NUH have revised its preceptorship package however there is ongoing improvement work 


underway. SFHT has a robust preceptorship programme in place for newly qualified 


Registered Midwives including appropriate supernumerary status during orientation period 


and protected learning time for professional development. The preceptorship package has 


been developed following evaluation of previous cohort of Newly Qualified Midwives. Positive 


feedback has been received from Registered Midwives who have undertaken the programme 


through the Recruitment and Retention Lead Midwife one-to-one sessions and online 


questionnaires.  


 


NUH have secured external funding to pilot a cohort of Band 3 AfC apprentice community 


Maternity Support Workers (MSW) who, upon successful completion of a L4 university-


hosted programme will be eligible to apply for B4 AfC Senior MSW roles. These MSWs will 


be based within areas with increased levels of deprivation and high-density populations of 


individuals who are Black, Asian and/or within an Ethnic Minority; it is expected that the initial 


‘enhanced’ MCoC Teams will be launched in these areas. SFHT are in the process of 


developing a workforce plan for MSWs within a Maternity Workforce Transformation sub-


group. Alignment to the HEE MSW framework is underway and a mapping submission was 


made to the regional team April 2022 however difficulties include accessibility of training 


providers in the geographical area. A quality improvement project to pilot MSWs in the 


community setting is underway. SFHT do not presently have any Maternity Support Workers 


in community posts however there is an appetite to replicate a similar role following learning 


generated from the NUH pilot. 


 


At SFHT, Band 7 AfC Registered Midwife delivery suite co-ordinators were in receipt of 


external Operational Development support and leadership development packages prior to 


realignment of priorities due to the COVID-19 pandemic. A plan is being explored to 


recommence. As NUH do not anticipate having any MCOC before April 2023 this 


development work will be planned closer to the launch date of first MCOC teams. 


 


NUH and SFHT had developed bespoke Training Needs Analysis (TNA) during the 


implementation and provision of their MCoC Teams. These will be reintroduced when 


recruitment into new teams following implementation. At present, SFHT are focusing on a 


TNA package for Registered Midwives to support the re-implementation of the full homebirth 


service, learning from this will be acknowledged when MCoC is nearing re-implementation 


locally. The Nottingham & Nottinghamshire CCG have recently employed a Head of 


Professional Standards and Leadership. It is proposed that this individual will support the 


LMNS in producing and implementing a system approach to skill mix assurance and 


responding to training needs. 
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9.6 | Linked Obstetricians 


 


NUH’s MCoC Guidance (Appendix 7) describes the link obstetrician role. During operational 


delivery, there was one named Obstetric Consultant for the two MCOC teams. This guidance 


requires review and appropriate adaptation however as NUH do not anticipate being able to 


launch a MCOC team until after April 2023, this work is not considered a current priority.  


 


SFHT maternity leads intend to work closely with the Obstetric Consultant team to develop 


clear operating procedures for Obstetric link to the MCoC. The Nottingham & 


Nottinghamshire LMNS will be seeking support from the national unit to clearly define the 


required consultant establishment. Clear arrangements for link Obstetrician cover will be 


included within a review of the SFHT MCoC Guideline (Appendix 8). 


 


9.7 | Pay 


 


NUH were in the process of reviewing pay and had produced a proposal to revise 


renumeration for on-call activity and continuity of carer case-loading by community midwives 


in response to guidance from NHSE/I to offer a 4.5% salary ‘uplift’. The two proposed 


changes included: 


- Improving on-call renumeration to ensure community Registered Midwives who are 


required to provide clinical out-of-hours care receive salary hourly enhancement equal 


to midwifery colleagues working within the acute setting 


- A salary uplift of 4.5% for Registered Midwives employed to work in continuity of carer 


teams that require them to provide care across the complete intrapartum period 


 


NUH will resume this work to improve the potential recruitment and retention of Registered 


Midwives to work in MCOC teams following re-implementation. This would address issues 


identified around pay equity for new and existing Registered Midwives being paid for hospital 


shift work and are reluctant to agree to join MCoC teams due to financial reasons. This 


measure would offer recognition that MCoC midwives are required to work in more flexible 


and autonomous ways which inevitably means unpredictable demands on their work-life 


balance including more unsocial on-call commitments than midwives working in the traditional 


models of care. SFHT have reviewed the payment structure and agreement has been 


reached in principle within its Workforce Strategy Group. The Trust are currently awaiting it’s 


updated Birthrate Plus report to establish the associated spend. 


 


Considering the concerns relating to cross-Trust staff movement, the LMNS will work together 


with our provider organisations to aim for parity in pay incentives for Registered Midwives 


working within MCoC Teams. 


 


9.8 | Estates and Equipment 
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NUH community midwifery teams function as hubs which are easily adaptable to deliver 


MCoC and align additional teams in areas of greatest need. There is currently a review 


ongoing into on-site parking facilities for on-call midwives to support working patterns and to 


recognise the limitations of travelling with equipment. Work was previously underway at 


SFHT to explore the feasibility of hub working for community Registered Midwives however 


due to operational pressures, this work has been delayed. Discussions with the Nottingham 


& Nottinghamshire LMNS surrounding implementation of MCoC has refreshed this focus and 


will be explored as part of this system plan. 


 


9.9 | Evaluation and Co-Production 


 


The Nottingham & Nottinghamshire LMNS will support NUH and SFHT in fulfilling evaluation 


requirements before, during and following implementation of the MCoC model. The Trust-


level learning shared within this report demonstrates clear areas for improvement within the 


second implementation of MCoC alongside areas wherein further consultation is required, 


particularly workforce culture and change management. More focus is required locally on 


establishing reliable Nottinghamshire population data including a postcode review of our 


BAME population and a review of morbidity and mortality data and evaluate risks for BAME 


women. 


 


Prior to disbanding, data and reporting issues were escalated at LMNS Executive Partnership 


Board to better understand and address the issues and risks around data capture and 


reporting. Definitions and a process for reporting had at that time been agreed. With the 


pending implementation of Badgernet expected November 2022, this work will be re-explored 


and a system approach to data collection and reporting for MCoC will be devised, data will 


be contained within the local Maternity Dashboard for consistency and ease of external 


reporting. 


 


NUH utilised co-production methods in 2018 ahead of MCoC Team formation in partnership 


with local lottery-funded transformation programme Small Steps Big Changes (Appendix 9). 


Further co-production is required and will be supported by the Nottingham & Nottinghamshire 


LMNS PMO, MVP and the Co-Production Manager once in post. 


 


MCoC plans have been a regular agenda item at MVP meetings, this has been the main 


route our provider organisations have utilised to practice co-production in relation to MCoC. 


Following the MVP review and refresh as mentioned earlier in this report, the hope is that our 


Nottingham & Nottinghamshire MVP will provide an enhanced opportunity to engage in 


effective and thorough co-production moving forward. 


 


10.0 | Assurance 
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The Nottingham & Nottinghamshire LMNS PMO (Project Management Office) are equipped 


to provide transformational project support to the provider organisations at this present time. 


As this plan is a system-approach, it will be the responsibility of the LMNS PMO to coordinate 


quarterly review against the plan and generate relevant reporting where required to provide 


external assurance. NUH and SFHT will maintain lead contact(s) within their Trusts who will 


be available to provide progress information, this will be collated using a standardised 


Workstream Delivery Plan produced in-house (Appendix 10) complete with risk register. RAG 


(red, amber, green) rating against the NHSE/I building blocks will continue to be completed 


by Trust leads and communicated with the Nottingham & Nottinghamshire LMNS via quarterly 


reviewing. Trusts also have internal assurance processes. 


 


Due to the numerous active workstreams wherein areas of focus align with the building blocks 


for MCoC, the LMNS PMO will maintain oversight of progress in each individual area, 


ensuring this information is inputted to the Workstream Delivery Plan to avoid duplication and 


unnecessary reporting requests to Trusts. Representation from NUH and SFHT within the 


individual workstreams that form the MCoC building blocks is a system expectation, mapping 


exercises are underway to optimise the time spent by Trusts in attending transformation 


workstream meetings. 


 


MCoC progress and plans will present as a quarterly agenda item at the Nottingham & 


Nottinghamshire LMNS Transformation Board, this will allow for the regular exploration of 


opportunities and barriers within the present context of the system. Finally, MCoC will remain 


a standing agenda item for Executive Partnership Board to maintain senior oversight. 


 


11.0 | Funding Allocation 


  


MCoC funding is contained within transformation funding. Nottingham & Nottinghamshire 


LMNS have committed to spend transformation monies to support the progression of the 


MCoC model. To this end, the Nottingham & Nottinghamshire LMNS will be using the agreed 


funding to support the blocking block initiatives contained within this report including the 


exploration of a hub-style reconfiguration of the SFHT community maternity offer. As our 


system is beginning to resume transformation work following the Level 4 response to the 


COVID-19 pandemic and the related communications from NHSE/I calling for a suspension 


of such, we are reviewing our financial position. Imminent arrangements are in place for our 


Executive Partnership Board to explore the allocation of funds, included in this will be the 


transformation funding allocation required to support the successful provision of these 


building blocks. The MCoC Workstream will explore the most effective allocation of funding 


once a figure is defined by the Executive Partnership Board.  


 


As the Nottingham & Nottinghamshire LMNS provider organisations are facing significant 


pressures, it is vital that our system receives adequate funding to support in the successful 


implementation of the building blocks explored in this report. There remains a significant 


proportion of unconfirmed funding, at present £167,000. Our plan would highly benefit from 
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clarity on the allocated monies as soon as possible and we will be actively seeking 


confirmation of this in the immediate term. 


  


Given our system’s staffing position, the Nottingham & Nottinghamshire LMNS will not be 


applying for the additional funding available to establish ‘enhanced’ teams at this current time. 


 


12.0 | Risk Register 


 


Risk has been identified by our provider organisations within their suspension plans. RAID 


(risk, actions, issues, and decisions) logs were maintained by the Nottingham & 


Nottinghamshire LMNS during initial roll-out before the COVID-19 pandemic response in 


2019, see Appendix 11 for RAID log with 2022 progress added. As a system, the Nottingham 


& Nottinghamshire LMNS will co-develop a thorough risk register within the workstream 


planning process with support from the Trust leads as we progress towards MCoC 


implementation. It is difficult at this time to identify risk specific to MCoC given the earlier 


suspension, there has been no change to care provision through the development of this 


system plan. As our plan towards MCoC begins to take shape, the emergent risks will be 


identified, logged and mitigations will be generated. The main risk impacting our system and 


our ability to progress towards MCoC at present remains midwifery staffing, this risk is 


regularly assessed and shared through alternate means to the Regional and National teams.  
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Foreword 


Dr Andy Haynes


ICS Executive Lead


Across Nottingham and Nottinghamshire there are more people living longer in ill health, unprecedented levels of demand 
for care and support, workforce shortages and considerable funding constraints. Combined these factors continue to place 
an ever-increasing strain on the local health and care system and looking to continue to do more and more of the same each 
year is not sustainable.


In response to this the leaders of our local health and care system have come together to develop a five-year strategic plan, 
underpinned by the ICS Clinical and Community Services Strategy, that sets out a shared vision to ‘both increase the duration 
of people’s lives and to improve those additional years, allowing people to live longer, happier, healthier and more 
independently into their old age’.  Delivery of this vision will be characterised by moving from a health and care system that 
is often siloed and reactive in nature to one where all partners are focused on the entire spectrum of interventions from 
prevention and promotion to health protection, diagnosis, treatment and care – and integrates and balances action between 
them.


This strategy is designed to help establish a shared commitment and vision for addressing health inequalities across the 
health & care system. The strategy recognises the impact of  COVID-19 (direct and indirect), and it supports the ICS Clinical 
and Community Services Strategy and the five year strategic plan. As recovery plans become clearer and have an impact on 
existing organisations’ strategies, the strategy will iterate to reflect those changes.


Addressing Health Inequalities


Health inequalities are the unjust differences in health experienced by different groups of people.  In Nottingham & 
Nottinghamshire today there is a significant gap in healthy life expectancy between the most and least affluent 
areas of the country. 


Closing this gap is one of the biggest challenges we face, this about much more than access and quality of health and 
care services given wider determinants contribute 80% towards health outcomes.  Health actions are necessary but 
not sufficient and this strategy covers  a wide range of issues which affect our health and wellbeing including 
employment, education, our living situation and relationships.  


To successfully address health inequalities we need to:


• Increase our understanding around health inequalities and our local population 


• Promote ways of working across ICS partners, key stakeholders and communities most likely to reduce 
health inequalities


• Provide system outcomes which are key to reducing inequalities in health and well being


Dr John Brewin


Chief Executive of 


Nottinghamshire 


Healthcare NHS 


Foundation Trust     


&


ICS Lead for 


Health Inequalities
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If we get this right how will it feel for people


As a citizen living in Nottingham and 


Nottinghamshire this means:


• We will not worsen health 


inequalities; we will work to reduce 


them.


• We will support our population by 


providing them with the skills, training 


and tools to access digitally enabled 


health and care services in order to 


empower and enable them to manage 


their health and care and reduce 


health inequalities and social isolation 


(supported by digital inclusion 


programme)


• We will listen and engage with 


communities who need most support, 


deepening partnerships with 


community and voluntary sector.


As a person working in our health and 


care system:


• Health and care staff are valued and 


supported to maintain wellbeing and 


so deliver high quality care in all 


settings. 


• We will strengthen leadership and 


accountability, with a named 


executive board member responsible 


for tackling inequalities in place in 


every ICS partner, alongside actions to 


increase the diversity of senior 


leaders.


• We will provide the people involved in 


providing  health and care with the 


information and tools to understand 


and respond to health inequalities.


As a person receiving support from our 


health and care system:


• Health and care services are accessible 


for all, particularly those at risk of 


exclusion because of personal, 


economic or social factors . 


• We will improve how we proactively 


identify the health and care needs of 


our population in order to identify and 


put in place support and treatment 


that our population need in order to 


stay well.  


• We will accelerate preventative 


programmes which proactively engage 


those at greatest risk of poor health 


outcomes.


Our vision for health inequalities is that everyone has the same opportunity to lead a healthy life no matter where they live or who 


they are and that our front line professionals are valued and supported to deliver high quality care.
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The context for this strategy


Overview


Our health and care partners across Nottingham and Nottinghamshire 


came together in 2016 in a Sustainability and Transformation 


Partnership (STP) with the collective goal of improving the quality and 


sustainability of health and care services. 


This collaboration subsequently evolved into an Integrated Care 


System (ICS) in 2018 focussed on becoming  a fully population health 


focused health and care system – a system where all partners are 


focused on the entire spectrum of interventions, from prevention and 


promotion to health protection, diagnosis, treatment and care; and 


integrates and balances action between them.


Challenges to be addressed


The key challenges faced and therefore to be addressed by the 


Nottingham and Nottinghamshire Integrated Care System can be 


grouped into three categories, that have a reinforcing effect on each 


other: the health and wellbeing of the population, the provision of 


services and the effective utilisation of health and care system 


resources.


• More people are living longer in ill health


• Deprived communities and certain groups of people 
have greatest exposure to factors that impact 
adversely on health


• COVID-19 has had a disproportionate impact which has 
widened the health inequalities gap


• Current health & care services have been set up to   
help sick people get well, often in a hospital setting


• Do not routinely and systematically identify and 
support people with ongoing needs


• Inequity of access to services (including digital and 
virtual services) has widened the health inequalities 
gap


• Increasing vacancies in health and care workforce


• Ageing estate with high level of backlog maintenance


• Significant financial deficit forecast over next 5yrs, 
underpinned by recurrent deficit, non-delivery of 
savings plans and increasing activity/demand


• Resource allocation does not reflect population health 
need


Health and 


Wellbeing


Service 


Provision


Resource 


Utilisation


ICS members include:


• Nottingham City Council


• Nottinghamshire County Council


• City Care


• Nottingham and Nottinghamshire CCG


• Nottingham University Hospitals NHS 


Trust


• Sherwood Forest NHS Foundation Trust


• Nottingham Healthcare NHS Foundation 


Trust


The ICS covers a diverse population of over 1 million people living in the City of Nottingham 


(332,000) and Nottinghamshire County (764,700), however this does not include the residents of 


Bassetlaw as they are part of  the South Yorkshire  and Bassetlaw health care system
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Inequalities and the wider determinants of health


What are health inequalities?


To address the challenges we face as a health and care system and 


deliver our overall vision, through our 5-year ICS Strategic Plan we have 


identified five priorities, one of which is ‘Prevention, Inequalities and 


the Wider Determinants of Health’


Health inequalities are ultimately about avoidable differences in the 


status of people’s health. But the term is also commonly used to refer 


to differences in the care that people receive and the opportunities 


that they have to lead healthy lives, both of which can contribute to 


their health status. Health inequalities can therefore involve 


differences in:


• Health status, for example, life expectancy and prevalence of health 


conditions;


• Access to care, for example , availability of treatments;


• Quality and experience of care, for example, levels of patient 


satisfaction;


• Behavioural risks to health, for example, smoking rates; and


• Wider determinants of health, for example, quality of housing.


What affects health and wellbeing


Access to and quality of health care services contribute to overall 


health outcomes and health inequalities. However, this is relatively 


small compared to what are known as the wider determinants of 


health. These include:


• Personal characteristics - age, gender, ethnicity


• Individual lifestyle factors - smoking, alcohol consumption, diet, 


physical activity


• Social and community influences – includes family and wider social 


circles


• Living and working conditions – access and opportunities in relation 


to jobs, housing, education and welfare services


• General socioeconomic, cultural and environmental conditions –


factors such as disposable income, taxation and availability of work


ICS Vision (Strategic Plan 2019-24)


We seek to both increase the duration of people’s lives and to 


improve those additional years, allowing people to live longer, 


happier, healthier and more independently into their old age


The purpose of this strategy is to provide an over-arching framework for the ICS and its constituent members for addressing health inequalities 


and the wider determinants of health.







6


Where are we starting from?


We fully recognise that access to and quality of health care services is 


only a small contributor to overall health outcomes.


Deprivation is a key driver of illness and ill health. It is our deprived 


communities that often have the greatest exposure to a range of factors 


that impact adversely on the health of individuals, families and 


communities, including fuel poverty, poor housing, higher 


unemployment and low paid jobs, lower educational attainment and 


poorer access to services. Lifestyle risk factors such as smoking, physical 


inactivity and poor diet, area also often most prevalent in these 


communities.


Ethnicity is also a key factor in health risks and behaviours, for example 


smoking is more common in mixed-ethnicity and white populations and 


some diseases are more prevalent in some ethnic groups.


Mental health and learning disability inequalities are also often linked 


with wider cultural and societal systems of disadvantage which impact a 


person’s wellbeing, including (but not limited to) adverse childhood 


experiences, stigma, discrimination and housing security. 


The Nottingham and 


Nottinghamshire ICS covers a 


diverse mix of urban and 


rural, cities, towns and 


villages.


The wider determinants of 


health contribute 80% of health 


outcomes


Deprivation Ethnicity


Most deprived communities 


are found in parts of the 


City and around Mansfield 


& Ashfield


Percentage of population 


varies between 2% and 


59% from BME ethnicity


Up to a third of people 


report a long-term illness 


or disability that affects 


their daily activity


Long-term illness or 


disability


Darker shading – higher proportion
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Where are we starting from?


Lots of indicators show a similar pattern… Many health and healthcare usage indicators 


are worse in areas with higher deprivation


Darker shading – higher proportion 


live in most deprived areas


This influences how long people live (life expectancy) and how much of their lives people spend in ill-health (healthy life expectancy)
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Where are we starting from?


Life Expectancy


Life expectancy is a measure of the average number of years somebody 


born in an area is expected to live. Life expectancy at birth for females in 


Nottingham City and Nottinghamshire is 81.1 and 81.9 years respectively, 


and for males 77.0 years and 78.5 years.


One way in which health inequalities can be measured is by comparing 


the gap in life expectancy between the most deprived and least deprived 


areas. In Nottingham City this is 12.8 years for females and 11.9 for 


males, in Nottinghamshire it is 14.4 for males and 14.9 for females.


Cancer, Circulatory and Respiratory disease are the greatest contributors 


to the overall life expectancy gap between the most and least deprived. 


For females these contribute to c.55% of the life expectancy gap between 


the most and least deprived areas, and for males c.65%.


We must tackle the inequalities that exist across our ICS by focusing on those people and conditions that have the greatest impact 


Healthy Life Expectancy


Healthy life expectancy is another important measure for understanding 


health inequalities.  The gap between healthy life expectancy and life 


expectancy gives an indicator of morbidity, i.e. the amount of time 


somebody spends living in ill health and requires care support.


In Nottingham City on average the amount of time spent living in ill 


health is 26.0 years for females and 19.5 for males. For Nottinghamshire 


it is 20.5 years for females and 18 years for males.


However, we know this  varies between geographies with people living in 


more deprived areas generally spending more of their life in ill health.







The likely impact of COVID-19 on inequalities?


Prior to the COVID-19 pandemic there were stark inequalities in the 


social determinants of health, risk factors, health care provision and 


clinical outcomes across socio-economic, disadvantaged and inclusion 


health groups.


COVID-19 has exacerbated these inequalities and substantially 


increased them in both the short and long term. The likely higher 


COVID-19 mortality in deprived communities is likely to be 


compounded by subsequent worsening of ill health and pre-mature 


mortality due to economic and social impacts of the pandemic.


There are several different mechanisms by which  COVID-19 may 


increase inequalities including:


1. Direct impact of COVID-19
• Disproportionally higher infection in more deprived areas 


• Disproportionate long-term impact in survivors


2. Indirect: Health & Care Services
• Services reduced or stopped as a result of COVID-19 response


• Access to services:


- Change in access


- Fear of accessing services


- Ability to access e.g. digital, virtual


3. Indirect: Wider Determinants
• Reduced agency (e.g. housing, social) 


• Unemployment / economic downturn


• Education and school closures


• Mental Health (impact of COVID-19, isolation and lockdown)


Groups disproportionally impacted by COVID-19


Certain groups have been identified as being disproportionality 


impacted by the COVID-19 pandemic. 


5. Mental health & 


Learning Disabilities
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The impact of COVID-19 on health inequalities


2. Disadvantaged communities


People facing greater socio-economic disadvantage risk greater exposure to the virus; 


for example, as key workers or through crowded housing conditions. These groups are 


also more likely to be in poorer health to begin with (such as respiratory conditions or 


heart disease) and therefore more severe symptoms and hospitalisation.


1. Black, Asian and minority ethnic (BAME) groups


People in black, Asian and minority ethnic groups are twice as likely to be living in 


poverty and are more likely to be employed in a key worker role or experiencing 


housing deprivation.


3. Vulnerable groups


People who belong to inclusion health groups face marginalisation or social exclusion, 


and subsequently poor health, directly because of a certain characteristic or 


experience: rough sleepers, people in temporary accommodation, 


Gypsy/Roma/Traveller communities, migrant worker, people recently released from 


prison, people with learning disabilities and autism, people with severe mental illness 


We must address the widening health inequalities as a result of COVID-19 by focusing on these groups 


4. Frailty and older people


People in this group are at far greater risk of worsening mental health: people living 


with mental health problems who access to services has been interrupted, people who 


live with both mental health problems and long term  
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What is the basis of our Health Inequalities Strategy?


1.


BAME 


Population


3.


Vulnerable 


Groups


2. 


Disadvantaged 


Communities


4.


Frailty & Older 


People


5.


Mental Health 


& Learning 


Disabilities


Short-


term 


impact


Medium


-term 


impact


Long-


term 


impact


• Protect the most vulnerable from 


COVID


• Restore health & care services 


inclusively


• Digitally enabled care which increase


inclusion


• Accelerate preventative programmes


• Particularly support those who suffer 
mental health


• Alcohol


• Smoking


• Diet and physical activity


• Children and Young People


• Environment


• Economy / Employment


• Housing


• Education/life learning


Lifestyle


Factors


Living & 


Working 


Conditions


Health & 


Care Services


This model brings together important elements of effective place-based 


working delivered through ICPs and neighbourhoods (PCNs):


• Civic-level interventions – Policies, strategies, legislation and planning that 


act on the drivers of health inequalities, including the wider determinants 


– driven through the Health in All Policies approach and Health & 


Wellbeing Boards


• Service-based interventions – Where interventions have the potential to 


generate population-level change, a graduated and targeted support to 


the populations in greatest need, who are not using those services to the 


best effect.


• Community-based interventions – The main pillars are i) strengthening 


communities ii) volunteer and peer roles iii) collaborations and 


partnerships iv) access to community resource


Population Intervention Triangle (PIT)


We have adopted the Population Intervention Triangle to  guide and 


shape the specific actions to address the health inequalities identified 


and defined – these actions will be co-produced with our communities. 


Areas for action


We will build health inequalities action plans around areas for action 


across the prioritised groups recognising that the impact of actions will 


be short, medium and long term.


Metrics


Define metrics (process, output & outcome) and data sets 


that will inform and identify where health inequalities exist 


across our prioritised groups for action and monitor


1


2 3


These will not constituent a separate programme, 


they will cut across existing programmes 


Action 


Plans
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Health Inequality Strategy Objectives - Health & Care Services


Area for action Strategic objectives – Short-term Impact PIT


CI SBI CBI


Protect the most 
vulnerable from 
COVID-19


• Ensure plans for protecting people at greatest risk during the COVID-19 pandemic are regularly updated, including:


• Ensure people who may be clinically extremely vulnerable to COVID-19 infection are identified and supported to follow specific 
measures (e.g. shielding) when advised and to access restored services when required.


• Ensure plans set out how insight into different types of risk and wider vulnerability within communities will be improved, 
including through population health management and risk management approaches and deeper engagement, including carers.


• Ensuring information on risks & prevention is accessible to all communities, including culturally competent campaigns.


• Using the benefits of ICPs to provide a place based approach allowing for proportionate universalism in supporting this  group.


• ICS constituent organisations/ICPs develop/deliver action plans following completion of COVID-19 risk assessments of staff.


• Directly supporting the  resilience of the community and voluntary sector through  a system wide approach and framework.


�


�


�


� �


�


Restore health & 
care services 
inclusively


• Restore health & care services inclusively so they are used by those in greatest need:


• Guided by performance monitoring of service use & outcomes amongst those from the most deprived (20%) neighbourhoods 
and from BAME communities. Consideration will be given to how to expand the approach to those with a disability.


• Monitoring will compare service use and outcomes across emergency, outpatient and elective care including cancer referrals 
and waiting time activity.


• Ensure mandatory recording of ethnicity in clinical databases cited in specialised services specifications (by 31 March 2021)


�


�


�


Digitally enabled 
care which 
increase 
inclusion


• Ensure all ICS constituent organisations, no matter how people choose to interact with services, receive the same level of access, 
consistent advice and the same outcomes of care, by:


• Testing new care pathways are achieving a positive impact on health inequalities, starting with – 111 First; total triage in 
general practice; ;digitally enabled mental health; and virtual outpatients.


• Assessing empirically how the blend of different ‘channels’ of engagement (face-to-face, telephone, digital) has affected 
different population groups.


• Putting in place mitigations to address any issues.


�


�


� �


Accelerate 
preventative 
programmes


• Improve uptake of flu vaccination in underrepresented ‘at risk’ groups.


• Ensure care and support planning is  continued - General Practice/PCNs/ICPs develop priority lists for preventative support and LTC 
management – priority groups for programmes such as obesity prevention, smoking cessation, alcohol misuse, cardiovascular, 
hypertension, diabetes and respiratory disease prevention should be engaged proactively.


• Ensure everyone with LD and SMI is identified on their register and annual health checks/follow ups are completed.


• Ensure the proportion of black and Asian women and those from the most deprived boroughs on continuity of carer pathways 
meets and preferably exceed the proportion of the population as a whole.


• Implement place-based communications strategy targeting groups most at risk to reduce delays in seeking care.


�


�


�


�


�


Particularly 
support those 
who suffer 
mental ill-health


• Validate plans to deliver the system’s mental health transformation and expansion programme, with a particular attention to 
advancing equalities in access, experience and outcomes for groups facing inequalities across different mental health pathways.


• Improve the quality and flow of mental health data to allow more robust monitoring of disproportionalities in access and 
experience and tale action where problems are identified.


�


�
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Health Inequality Strategy objectives – Lifestyle Factors


Area for 


action


Strategic objectives – Medium-term Impact PIT


CI SBI CBI


Alcohol • Targeted Population Health Management (PHM) approach by ICPs and neighbourhoods (PCNS):


• Increase population understanding of risk and harm through IBA (identification and brief advice) and targeted 
communications campaigns, working with partners outside health and care e.g. police and fire


• Strengthen communication links between ED and primary care, developing a system wide approach 


• Case management approach to high volume service users


• Using PHM, recognise and support service change and a system wide approach to dual diagnosis due to the increasing risk of  suicide, 
self-harm, mental ill health, domestic violence and increasing dependency on drug and alcohol  


• Alcohol Care Teams to support entry into appropriate care and treatment to align with and integrate with community services to 
ensure whole systems approach.


• Employee Health and Wellbeing – all ICS partners will Include alcohol as a priority for employee health and wellbeing, building 
opportunities through the ICS HR and OD Collaborative.


�


�


�


�


�


�


�


�


�


Smoking • Targeted Population Health Management (PHM) approach by ICPs and neighbourhoods (PCNS):


• In the short term, to enhance the focus on prevention across the system recognising that those  practicing unhealthy 
behaviours may have increased as a result of COVID19 


• Increase population understanding of risk and harm through VBA (very brief advice) and targeted communication campaigns


• Place based approach to resources, investing in actions to reduce the prevalence of smoking, with a particular focus on low 
income groups, experiencing poor mental health and maternity 


• Provide an integrated smoking cessation service, moving to a hub and spoke model


• For the longer term, actively monitoring changes in habits impacted by a recession and taking a system wide approach to respond 
accordingly i.e. impact of price on product choice/policies on illicit tobacco


�


�


�


�


�


�


�


�


�


Diet and
physical 
activity


• Targeted Population Health Management (PHM) approach by ICPs and neighbourhoods (PCNS):


• With Public Health expand on planning at place level to focus on provision of services in areas with high obesity rates, 
deprivation and BAME communities, with an immediate focus on the impact of COVID-19 e.g. reduced physical activity


• Support wider roll out of successful Active Nottinghamshire programmes (targeted approach)


• Taking the Government strategy on obesity implement targeted communication campaigns


• Recognising the importance of  tier 3 services for obesity, through the Clinical Services Strategy co-produce and redesign the delivery 
of targeted weight management services from tiers 1 to 4 from the basis of the impact on health inequalities


• To continue to promote and support the Diabetes Prevention Programme


�


�


�


�


�


�


�


�


�


�


Children and 
young people


• Recognising the impact of COVID-19 for children and young people (school disruption and access to health & care services),  take a 
system wide approach in recognising and prioritising  return to school and remobilising 


• Accessibility to services as part of restoration (this includes recognising the increased pressure on certain services due to increased 
demand as a result of COVID19), taking a planned approach across ICPs.


�


�
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Health Inequality Strategy objectives – Living and Working Conditions


Area for action Strategic objectives – Long-term Impact PIT


CI SBI CBI


Environment • To support the strength of community assets through the system wide leadership and structures including ICPs and 
neighbourhoods (PCNs)


• To ensure that as a system actions are taken to maintain accessibility to health and care services by those who lack digital literacy 
or do not have the means to  use digital resources (supported by Patient Facing Digital Strategy and ICS Digital Inclusion 
Programme)


• Explore opportunities of how the health and care system can manage it’s lands and estates to support broader social, economic
and environmental aims


• System partners work together to support actions to improve air quality 


�


�


�


�


�


�


Economy/ 
Employment


• Work across the civic-service interface to ensure as much of the health and care spend is retained, to have secondary economic 
effects locally e.g. through procurement supply chains


• Investment in the local labour market for service employment (e.g. work and skills provision - job fairs, recruitment and retention 
practices and apprenticeships)


• Civic-service public health and NHS supported healthy workforce initiatives across the system


• Target actions directly in response to a recession and the impact on health inequalities  - take a PHM approach to a framework that 
allows to monitor risks in order to take action at an early stage (increased tobacco use  increases tobacco-related poverty, further 
exacerbating the impact of the recession on low income families); job losses and economic instability may lead to overweight and
obesity increases)


�


�


�


�


�


� �


Housing • To identify and commit to actions that further provide for safe homes  and are targeted to areas of highest need 


• Supporting actions that help to keep people in their homes at a time of financial insecurity and increasing unemployment


• As a system, provide support to community assets  that are essential  services for people in their own homes


• Social housing embedded as part of integrated discharge approach


� �


�


�


�


�


Education / Life 
Learning


• All partners to record data relevant to health inequalities  i.e. ethnicity, such that as a system have a greater awareness of the 
monitoring and impact on health inequalities


• The system (including ICPs and neighbourhoods) will work with partners outside of health and care to develop plans  to work 
together to support:


• Giving every child the best start in life


• Enabling all children, young people and adults to maximize their capabilities and have control over their lives


• Establishing partnerships with other key local “anchor institutions”  including universities, schools and businesses 


�


�


�


� �
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Culture & Commitment


• All ICS partners are committed to addressing the health inequalities gap for 


Nottingham & Nottinghamshire.


• All ICS Partners recognise the significant impact of wider determinants on 


health inequalities (80% of health outcomes) and commit to work together 


to implement system-wide actions.


• All strategies should consider health inequalities, driven through the Health 


in All Policies approach and Health & Wellbeing Boards.


Commissioning Services of Health & Care Services


• The impact on health inequalities is set out prior to any changes in the 


commissioning or provision of services.


• Commissioning processes reviewed to ensure  any unintended structural 


racism or bias is addressed.


• Strengthened engagement with communities who need most support, 


working with ICPs and neighbourhoods to deepen partnerships with 


community and voluntary sector.


• Services, and recovery actions are accessible for all, particularly those at 


risk of exclusion because of personal, economic or social factors.  


• Where there is any flexibility, health and care services should always be 


allocated based on healthcare need, striving in particular for equity of 


access.


• Allocation of resources recognise targeted funding for health inequalities.


Governance 


• All ICS partners have a named executive board member responsible for 


tackling inequalities in place


• ICS Prevention & Inequalities Board, supported by System Executive lead 


for Health Inequalities.


Implementation Plan


The strategy will be supported by an implementation plan.  It is important that 


the plan:


• Captures the priorities and necessary actions as a result of COVID-19.  


This will require the system to fully assess and understand the impact at 


a local level.  Work is underway across the system with targeted 


Population Health Management work, a wider impact assessment 


through the Local Resilience Forum and review of health & care data.  


Appendix 1 outlines a health inequalities framework to consistently 


review the local analysis and use this to inform commissioning and 


service priorities.


• Is appropriately resourced.


• Supported and aligned plans across ICS constituent organisations, ICPs 


and neighbourhoods (PCNs).  See page 15.


Robust approach to monitoring and evaluation


• The system’s monitoring and evaluation approach will support all system 


partners (commissioners , providers and ICPs)  to consistently evaluate 


system change and transformation initiatives/interventions.


• This will be achieved through an agreed set of measures (service delivery, 


staff, patient/citizen, quality/patient safety etc) that align to the ICS System 


Outcomes Framework (see Appendix 2 & 3) and therefore delivery of the 


system’s five-year strategic plan overall.


• Health and care data systems will collect information on risk factors and 


protected characteristics including ethnicity, to underpin our 


understanding and response to health inequalities. 
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An over-arching framework for the ICS and its constituent 


members for addressing health inequalities and the wider 


determinants of health


Schematic to show relationship between system level health inequalities strategy and health inequalities action plan  


Health & Care Services Lifestyle Factors Living & Working 


Conditions


Nottinghamshire CC


Nottingham CC


N&N CCG


NUH


SFH


NHC


City Care


Mid Notts ICP


City ICP


South Notts ICP


Nottingham & 


Nottinghamshire


ICS = System’s Phase 3 


response to COVID for 


addressing inequalities


ICS constituent organisations, ICPs and PCNs develop health inequality 


implementation plans for health & care services, lifestyle factors and living & 


working conditions - aligned to the ICS Health Inequalities Strategy
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Set of Health Inequalities metrics aligned to System Outcomes 


Framework established  to monitor progress of strategy


Plans iterated based on ongoing monitoring and 


evaluation


Prov ider CCG Provider CCG Provider CCG % Diff
43922Provider43922CCG43952Prov ider43952CCG 44075Provider44075CCG 44105Prov ider


RTT Waiting List E.B.3a 66,357 59,969 66,523 59,514 0 0 0.00%


N umber  of  52+ Week RTT waits
E.B.18 30 39 108 117 0 0 0.00%


E.M.7a 5,252 4,858 5,954 5,333 0 0 0.00%


E.M.7b 6,538 5,417 6,926 5,822 0 0 0.00%


E.M.7 11,790 10,275 12,880 11,155 0 0 0.00%


E.M.8c 4,084 3,215 5,694 4,549 0 0 0.00%


E.M.8d 7,685 5,794 7,461 5,494 0 0 0.00%


E.M.8 11,769 9,009 13,155 10,043 0 0 0.00%


E.M.9c 9,885 7,476 11,499 8,526 0 0 0.00%


E.M.9d 29,057 20,701 27,475 18,658 0 0 0.00%


E.M.9 38,942 28,177 38,974 27,184 0 0 0.00%


E.M.8-9 50,711 37,186 52,129 37,227 0 0 0.00%


E.M.10a 4,792 3,000 5,273 3,403 0 0 0.00%


E.M.10b 723 547 895 629 0 0 0.00%


E.M.10 5,515 3,547 6,168 4,032 0 0 0.00%


E.M.11a 2,016 1,634 2,853 2,364 0 0 0.00%


E.M.11b 5,117 4,030 5,786 4,496 0 0 0.00%


E.M.11c 908 801 248 218 0 0 0.00%


E.M.11d 4,209 3,229 5,538 4,278 0 0 0.00%


E.M.11 12,250 9,694 14,425 11,356 0 0 0.00%


E.M.12a 13,826 12,109 18,644 16,330 0 0 0.00%


E.M.12b 875 2,154 1,241 3,262 0 0 0.00%


E.M.12 14,701 14,263 19,885 19,592 0 0 0.00%


E.M.26 1,033 0 0 0 0


E.M.26 1,930 0 0 0 0


E.M.26 1 0.00%


E.B.26a 2,203 1,847 2,907 2,456 0 0 0.00%


E.B.26b 6,205 5,231 8,348 7,015 0 0 0.00%


E.B.26c 3,192 3,087 4,124 3,753 0 0 0.00%


E.B.26d 786 706 319 296 0 0 0.00%


E.B.26e 278 239 141 136 0 0 0.00%


E.B.26f 1,050 901 426 364 0 0 0.00%


Total Elective  Spe lls ( Specific 


Acut e)


Total N on-Elective Spells 


( Specific Acute)


Type 1-4 A&E Attendances 


General and Acut e bed occupancy


Diagnostic Test Activity


Sep-20


Diagnost ic Activity


Diagnost ic Test s - Magnet ic Resonance  Imaging


Diagnost ic Test s - Computed Tom ography


Diagnost ic Test s - Non- Obstetric Ult rasound


Outpatients


Diagnost ic Test s - Flexi S igm oidoscopy


Type 3&4 A&E attendances


Total Type  1- 4 A&E At tendances


Demand and capacity


Average number of G&A Beds occupied per day


Diagnost ic Test s - Gastroscopy


Apr-20 May-20


Day Case spe lls


Ordinary spe lls


Total Elective spells


Referrals


GP Referrals


Ot her Referrals


Total Referrals


Consult ant-led fir st outpat ient  attendances ( telephone/video)


Consult ant-led follow-up out patient attenda nces (fa ce-to- face)


The num ber of incom plet e RTT pathways ( patients waiting to star t treatment ) of 52 weeks or 


more at the end of the  reporting period


Average number of G&A Beds available  per day


%


Non Elective


0 day length of stay


+1 length of stay -  Non-COVID


Total Non elective admissions


A&E


Type 1&2 A&E attendances


Diagnost ic Test s - Colonoscopy


+1 length of stay -  COVID


+1 length of stay


Consult ant-led follow-up out patient attenda nces (te lephone/video)


Total Outpat ient  Attendances


Electives


Consult ant-led fir st outpat ient  attendances ( face-to-face)


RTT


The t otal num ber of incom plet e RTT pathways at  the end of the month


Ref errals made for  a First 


Outpatient Appointment  


( General & Acute)


Consultant  Led Outpat ient  


Att endances (Specific Acute)


Consult ant-led fir st outpat ient  attendances


Consult ant-led follow-up out patient attenda nces


Provider CCG Provider CCG Provider CCG % Diff
43922Provide r43922CCG43952Provider43952CCG 44075Provide r44075CCG 44105Provider


RTT Waiting List E.B.3a 66,357 59,969 66,523 59,514 0 0 0.00%


N umber of 52+ We ek RTT wait s
E.B.18 30 39 108 117 0 0 0.00%


E.M.7a 5,252 4,858 5,954 5,333 0 0 0.00%


E.M.7b 6,538 5,417 6,926 5,822 0 0 0.00%


E.M.7 11,790 10,275 12,880 11,155 0 0 0.00%


E.M.8c 4,084 3,215 5,694 4,549 0 0 0.00%


E.M.8d 7,685 5,794 7,461 5,494 0 0 0.00%


E.M.8 11,769 9,009 13,155 10,043 0 0 0.00%


E.M.9c 9,885 7,476 11,499 8,526 0 0 0.00%


E.M.9d 29,057 20,701 27,475 18,658 0 0 0.00%


E.M.9 38,942 28,177 38,974 27,184 0 0 0.00%


E.M.8- 9 50,711 37,186 52,129 37,227 0 0 0.00%


E.M.10a 4,792 3,000 5,273 3,403 0 0 0.00%


E.M.10b 723 547 895 629 0 0 0.00%


E.M.10 5,515 3,547 6,168 4,032 0 0 0.00%


E.M.11a 2,016 1,634 2,853 2,364 0 0 0.00%


E.M.11b 5,117 4,030 5,786 4,496 0 0 0.00%


E.M.11c 908 801 248 218 0 0 0.00%


E.M.11d 4,209 3,229 5,538 4,278 0 0 0.00%


E.M.11 12,250 9,694 14,425 11,356 0 0 0.00%


E.M.12a 13,826 12,109 18,644 16,330 0 0 0.00%


E.M.12b 875 2,154 1,241 3,262 0 0 0.00%


E.M.12 14,701 14,263 19,885 19,592 0 0 0.00%


E.M.26 1,033 0 0 0 0


E.M.26 1,930 0 0 0 0


E.M.26 1 0.00%


E.B.26a 2,203 1,847 2,907 2,456 0 0 0.00%


E.B.26b 6,205 5,231 8,348 7,015 0 0 0.00%


E.B.26c 3,192 3,087 4,124 3,753 0 0 0.00%


E.B.26d 786 706 319 296 0 0 0.00%


E.B.26e 278 239 141 136 0 0 0.00%


E.B.26f 1,050 901 426 364 0 0 0.00%


Total Elective  Spells (Specific 


Acute )


Total Non-Elective Spells 


(Specific Acute )


Type 1- 4 A&E Atte ndances 


Ge ner al and Acute bed occupancy


Diagnostic Test Activit y


Sep-20


Diagnost ic Activity


Diagnost ic Te sts - Magne tic Resonance Imaging


Diagnost ic Te sts - Com put ed Tomography


Diagnost ic Te sts - Non-Obste tric Ultrasound


Outpatient s


Diagnost ic Te sts - Fle xi Sigm oidoscopy


Type 3&4 A&E attendance s


Total Type  1-4 A&E Atte ndance s


De mand and capacit y


Ave rage num ber  of G&A Be ds occupie d per day


Diagnost ic Te sts - Gastroscopy


Apr-20 May-20


Day Case spe lls


Ordinary spells


Total Elective spe lls


Ref errals


GP Refer rals


Othe r Refe rrals


Total Refer rals


Consultant-led first outpatie nt attendance s ( telephone/vide o)


Consultant-led follow-up out patient atte ndances (face-to-face)


The number  of incomple te RTT pathways (patients waiting to star t tre atment) of 52 we eks or 


more  at the end of the re porting period


Ave rage num ber  of G&A Be ds available per day


%


Non Elective


0 day le ngth of stay


+1 length of stay - N on-COVID


Total Non e lective  admissions


A&E


Type 1&2 A&E attendance s


Diagnost ic Te sts - Colonoscopy


+1 length of stay - COVID


+1 length of stay


Consultant-led follow-up out patient atte ndances (te le phone /video)


Total Outpatie nt Att endances


Ele ctives


Consultant-led first outpatie nt attendance s ( face -to- face )


RTT


The total number of incomplete  RTT pathways at the  end of t he month


Refe rrals made  for  a First 


O utpatie nt Appointme nt 


(Ge ne ral & Acute )


Consultant Led Outpatie nt 


Atte ndances (Specific Acute)


Consultant-led first outpatie nt attendance s


Consultant-led follow-up out patient atte ndances


Prov ider CCG Provider CCG Provider CCG % Diff
43922Provider43922CCG43952Prov ider43952CCG 44075Provider44075CCG 44105Prov ider


RTT Waiting List E.B.3a 66,357 59,969 66,523 59,514 0 0 0.00%


N umber  of  52+ Week RTT waits
E.B.18 30 39 108 117 0 0 0.00%


E.M.7a 5,252 4,858 5,954 5,333 0 0 0.00%


E.M.7b 6,538 5,417 6,926 5,822 0 0 0.00%


E.M.7 11,790 10,275 12,880 11,155 0 0 0.00%


E.M.8c 4,084 3,215 5,694 4,549 0 0 0.00%


E.M.8d 7,685 5,794 7,461 5,494 0 0 0.00%


E.M.8 11,769 9,009 13,155 10,043 0 0 0.00%


E.M.9c 9,885 7,476 11,499 8,526 0 0 0.00%


E.M.9d 29,057 20,701 27,475 18,658 0 0 0.00%


E.M.9 38,942 28,177 38,974 27,184 0 0 0.00%


E.M.8-9 50,711 37,186 52,129 37,227 0 0 0.00%


E.M.10a 4,792 3,000 5,273 3,403 0 0 0.00%


E.M.10b 723 547 895 629 0 0 0.00%


E.M.10 5,515 3,547 6,168 4,032 0 0 0.00%


E.M.11a 2,016 1,634 2,853 2,364 0 0 0.00%


E.M.11b 5,117 4,030 5,786 4,496 0 0 0.00%


E.M.11c 908 801 248 218 0 0 0.00%


E.M.11d 4,209 3,229 5,538 4,278 0 0 0.00%


E.M.11 12,250 9,694 14,425 11,356 0 0 0.00%


E.M.12a 13,826 12,109 18,644 16,330 0 0 0.00%


E.M.12b 875 2,154 1,241 3,262 0 0 0.00%


E.M.12 14,701 14,263 19,885 19,592 0 0 0.00%


E.M.26 1,033 0 0 0 0


E.M.26 1,930 0 0 0 0


E.M.26 1 0.00%


E.B.26a 2,203 1,847 2,907 2,456 0 0 0.00%


E.B.26b 6,205 5,231 8,348 7,015 0 0 0.00%


E.B.26c 3,192 3,087 4,124 3,753 0 0 0.00%


E.B.26d 786 706 319 296 0 0 0.00%


E.B.26e 278 239 141 136 0 0 0.00%


E.B.26f 1,050 901 426 364 0 0 0.00%


Total Elective  Spe lls ( Specific 


Acut e)


Total N on-Elective Spells 


( Specific Acute)


Type 1-4 A&E Attendances 


General and Acut e bed occupancy


Diagnostic Test Activity


Sep-20


Diagnost ic Activity


Diagnost ic Test s - Magnet ic Resonance  Imaging


Diagnost ic Test s - Computed Tom ography


Diagnost ic Test s - Non- Obstetric Ult rasound


Outpatients


Diagnost ic Test s - Flexi S igm oidoscopy


Type 3&4 A&E attendances


Total Type  1- 4 A&E At tendances


Demand and capacity


Average number of G&A Beds occupied per day


Diagnost ic Test s - Gastroscopy


Apr-20 May-20


Day Case spe lls


Ordinary spe lls


Total Elective spells


Referrals


GP Referrals


Ot her Referrals


Total Referrals


Consult ant-led fir st outpat ient  attendances ( telephone/video)


Consult ant-led follow-up out patient attenda nces (fa ce-to- face)


The num ber of incom plet e RTT pathways ( patients waiting to star t treatment ) of 52 weeks or 


more at the end of the  reporting period


Average number of G&A Beds available  per day


%


Non Elective


0 day length of stay


+1 length of stay -  Non-COVID


Total Non elective admissions


A&E


Type 1&2 A&E attendances


Diagnost ic Test s - Colonoscopy


+1 length of stay -  COVID


+1 length of stay


Consult ant-led follow-up out patient attenda nces (te lephone/video)


Total Outpat ient  Attendances


Electives


Consult ant-led fir st outpat ient  attendances ( face-to-face)


RTT


The t otal num ber of incom plet e RTT pathways at  the end of the month


Ref errals made for  a First 


Outpatient Appointment  


( General & Acute)


Consultant  Led Outpat ient  


Att endances (Specific Acute)


Consult ant-led fir st outpat ient  attendances


Consult ant-led follow-up out patient attenda nces


Systems and processes established for monitoring Health Inequalities metrics and 


evaluating health inequality implementation plan delivery







16


Appendix 1







A framework for assessing the impact on health inequalities as a 
result of COVID-19 
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This framework outlines a population health approach for assessing the impact of COVID-19 on health inequalities and prioritising where system and/or 
organisational actions are needed to address the worsening or developing health inequalities.  The framework has been developed by the Provider Public 
Health Network.


Assess the impact on health inequalities Prioritise


Develop Metrics / 


Indicators


Model local 


situation


Principles for prioritising where action is needed (organisation 


and/or system)


The impact on health inequalities among patients should be set 


out prior to any changes in the commissioning or provision of 


health or social care


Services, and recovery actions,  should be made accessible for 


all, particularly those at risk of exclusion because of personal, 


economic or social factors  


Where there is any flexibility, health and care services should 


always be allocated based on healthcare need, striving in 


particular for equity of access.


Wider determinants of health should be addressed at a place-


based level and harness available community assets


Health and care staff should be valued and supported to 


maintain wellbeing and so deliver high quality patient care in all 


settings  


Local impact assessment and 


principles inform key priority 


actions for system


Matrix of Evidence


Assessment of risk 


factors/impacts 


across the at 


risk/target patient 


cohorts


Nottingham & Nottinghamshire ICS Framework


Mechanisms for worsening or 


developing health inequalities:


Direct COVID


• Disproportionally higher infection in 


more deprived areas 


• Disproportionate long-term impact in 


survivors


Indirect: Health & Care Services


• Services reduced or stopped as a 


result of COVID response


• Access:


- Change in access


- Fear of accessing health/care 


services


- Ability to access e.g. digital, virtual


Indirect: Wider Determinants


• Reduced agency (e.g. housing, social) 


and voluntary sector in some 


communities


• Unemployment / economic downturn


• Education and school closures


• Mental Health (virus & lockdown)


A
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Metrics for our health & care services action plans 


Headline Programme


No. of people identified as clinically extremely vulnerable to COVID-19 infection - health and care workforce population and 


total population
Input


Sickness absence rate Output �


GP consultation rates Output


GP referrals for first outpatient appointment Output


Consultant-led first outpatient attendances (across acute and MH) and DNA rates Output


Number of incomplete RTT pathways at the end of the month Output �


Total elective spells (day case and ordinary) Output


A&E activity Output


Non-elective admissions - Same Day Emergency Care / LoS 7+ / LoS21+ Output �


Referral rates for 2ww cancer diagnosis Output


Cancer staging at first diagnosis Output �


Admission rates for heart attacks and strokes Output


111 access rates - online and telephone Output


GP total triage rates - online and telephone Output


GP consultation rates - video/telephone/face-2-face Output


Digitally enabled mental health therapy rates incl. DNAs Output


Consultant-led first outpatient rates - telephone/video/face-2-face incl. DNAs Output �


Flu vaccine coverage  - health and care workforce population and total population Output


Children and young people immunisation programme Output


Number of people supported through the NHS Diabetes Prevention Programme Output �


Proportion of people on with a learning disability on GP register receiving an annual health check Output �


Percentage of women placed on a continuity of care pathway at booking appointment Output �


Number of people accessing IAPT services Output �


Number of children and young people accessing NHS funded mental health services Output �


Mental health crisis activity Output �


2
Restore health and care services 


inclusively


Inequalities 'lens'


Analyse by:


•BAME Population


•Disadvantaged 


Communities


•Vulnerable Groups


•Frailty and Older People


•Mental Health & 


Learning Disabilities


and


•PCN


•ICP


•ICS


Digitally enabled care which 


increases inclusion
3


Particularly support those who 


suffer mental ill-health
5


4
Accelerate preventative 


programmes


Protect the most vulnerable from 


COVID-19
1


ICS 5 Year Plan Metric
Area for action Metric


Measure


type







20


Metrics for our lifestyle factors action plans 


Headline Programme


Admission episodes for alcohol-related conditions Outcome - -


Attendance at A&E for alcohol-related conditions Outcome - -


Average length of stay for alcohol-related conditions Outcome - -


Number/proportion of (appropriate) people given intervention advice Output - -


Number of comprehensive physical and mental assessments provided by Alcohol Care Team Output - -


Number of brief advice interventions provided by Alcohol Care Team Output - -


Number/proportion of affected people (appropriately) referred to specialist services / alcohol support programme Output - -


Prevalence of current smokers Outcome - -


Proportion of patients with smoking status recorded in secondary care Output - -


Proportion of smokers offered support and treatment from GP within preceding 12 months Output - -


Proportion of smokers who receive smoking cessation support in hospital/achieve temporary abstinence Output � -


Proportion of smokers who receive smoking cessation support from community service Output - -


Proportion of pregnant women quit smoking at 4 weeks (of those engaged in programme) Outcome - �


Proportion of pregnant women smoking at delivery Outcome - -


Proportion of pregnant women smoking at booking Input - �


Proportion attending 1st tobacco addiction appointment Output - �


Proportion taking up full intervention Output - �


Reception: Prevalence of overweight (including obesity) Outcome - -


Year 6: Prevalence of overweight (including obesity) Outcome - -


Percentage of physically active children and young people Outcome - -


Proportion of population meeting the recommended '5-a-day' on a usual day (adults) Outcome - -


Percentage of adults (aged 18+) classified as overweight or obese Outcome - -


Percentage of physically active adults Outcome - -


Percentage of children achieving the expected level in personal-social skills at 2-2.5 years Outcome - -


Percentage of children achieving the expected level in communication skills at 2-2.5 years Outcome - -


Hospital admissions caused by unintentional and deliberate injuries in children (aged 0-4 years) Outcome - -


Hospital admissions caused by unintentional and deliberate injuries in children (aged 15-24 years) Outcome - -


Percentage of looked after children whose emotional wellbeing is a cause for concern Outcome - -


ICS 5 Year Plan Metric
Inequalities 'lens'


1 Alcohol


Analyse by:


•BAME Population


•Disadvantaged 


Communities


•Vulnerable Groups


•Frailty and Older People


•Mental Health & 


Learning Disabilities


and


•PCN


•ICP


•ICS


2


4 Children and Young People


Area for action Metric
Measure


type


Smoking - general


Smoking - during pregnancy


3 Diet and physical activity
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Metrics for our living & working condition action plans 


Headline Programme


Violent crime - violence offences per 1,000 population Outcome - -


The rate of compliants about noise Outcome - -


The percentage of the population exposed to road, rail and air transport noise of 65dB(A) or more, during the daytime Outcome - -


The percentage of the population exposed to road, rail and air transport noise of 65dB(A) or more, during the night-time Outcome - -


Utilisation of outdoor space for exercise/health reasons Outcome - -


16-17 year olds not in education, emplyment or training (NEET) or whose activity is not known Outcome - -


Gap in the employment rate between those with a long-term health condition and the overall employment rate Outcome - -


Gap in the employment rate between those with a learning disability and the overall employment rate Outcome - -


Gap in the employment rate for those in contact with secondary mental health services and the overall employment rate Outcome


Percentage of people aged 16-64 in emplyment Outcome - -


Adults with a learning disability who live in stable and appropriate accomodation Outcome - -


Fuel poverty Outcome - -


Social isolation:percentage of adult social care users who have as much social contact as the would like (18+yrs) Outcome - -


Percentage of children achieving a good level of development at the end of Reception Outcome - -


Percentage  of children achieving the expected level in the phonics screening check in Year 1 Outcome - -


Percentage of children achieving at least the expected level of development in communication, language and literacy skills 


at the end of Reception
Outcome - -


Percentage of children achieving at least the expected level of development in communication and literacy skills at the end 


of Reception
Outcome - -


Pupil absence Outcome - -


Inequalities 'lens'Area for action Metric
Measure


type


ICS 5 Year Plan Metric


1 Environment


Analyse by:


•BAME Population


•Disadvantaged 


Communities


•Vulnerable Groups


•Frailty and Older People


•Mental Health & 


Learning Disabilities


and


•PCN


•ICP


•ICS


2 Economy / Employment


3 Housing


4 Education / Life Learning
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The ICS Outcomes Framework 


System Level Outcomes Framework


Our vision for the ICS is ambitious: Across Nottingham and 


Nottinghamshire, we seek to both increase the duration of people’s 


lives and to improve those additional years, allowing people to live 


longer, happier, healthier and more independently into their old age.


To provide a clear view of our success as an Integrated Care System 


and to act as a foundation for population health and population health 


management, we have developed a system level outcomes framework.


Our System Level Outcomes Framework sets out the outcomes the 


whole ICS will work together to achieve and supports strategic planning 


by ensuring system improvement priorities and investment enable 


achievement of the outcomes. 


Through this framework we will show:


• How outcomes for citizens are being achieved across the system 


including how health inequalities are being reduced across the 


population;


• Focus plans and inform priorities through clearly articulated 


measures; and


• Support organisations to work as one health and social care 


system to deliver impact and continually improve.


System Level Outcomes Framework Design


Our ICS System Level Outcomes Framework is based on the triple aim 


(improved health and wellbeing, transformed quality of care, and 


sustainable resources) and the priorities within the Health and 


Wellbeing Board Strategies. The Health and Wellbeing Board 


strategies are informed by the needs of our population and have 


undergone consultation and engagement with local health and social 


care stakeholders and the public.


Domain 3 domains 


High level grouping or classification based on the triple aim: 


 


Health and Wellbeing The impact of health and care services on the health of 


our population 


 


Independence, care, 


quality 


The overall quality of care and life our service users are 


able to have and their experiences of our health and 


care services 


Effective resource 


utilisation 


The state of our health and care infrastructure and its 


ability to deliver quality care and improve health and 


wellbeing long term 


 


 


Ambition 10 ambitions 


High level aspiring ambitions for our Nottingham and Nottinghamshire population 


mapped against the 3 domains 


Outcome 28 outcomes 


System level outcomes and results our health and care system will aim to achieve to 


deliver our ambitions 


Measure Indicators to demonstrate progress towards or achievement (or not) of our outcomes 


 
The tables on the following pages set out how our Health Inequalities measures described in Appendix 2  map across into out System Level Outcomes 


Framework Domains, Ambitions and Outcomes
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The ICS Outcomes Framework: Health and Wellbeing
Ambitions System Level Outcomes Measures


Our people live longer, 


healthier lives


Increase in life expectancy 


Increase in healthy life expectancy • Violent crime – violence offences per 1,000 population


• The rates of complaints about noise


• The percentage of the population exposed to road, rail and air transport noise of 65dB(A) or more, during the 


daytime


• The percentage of the population exposed to road, rail and air transport noise of 65dB(A) or more, during the 


night-time


• Utilisation of outdoor space for exercise/health reasons


• 16-17 year olds not in education, employment or training (NEET) or whose activity is not known


• Gap in the employment rate between those with a learning disability and the overall employment rate


• Gap in the employment rate for those in contact with secondary mental health services and the overall 


employment rate


• Percentage of people aged 16-64 in employment


• Adults with a learning disability who live in stale and appropriate accommodation


• Fuel poverty


• Social isolation: Percentage of adult social care users who have as much social contact as they would like (18+)


Increase in life expectancy at birth in 


lower deprivation quintiles


Our children have a good 


start in life


Reduction in infant mortality • Children and young people immunisation programme


Increase in school readiness • Percentage of children achieving the expected level in personal-social skills at 2-2.5 years, Percentage of 


children achieving the expected level in communication skills at 2-2.5 years


• Percentage of children achieving a good level of development at the end of Reception, Percentage of children 


achieving the expected level in the phonics screening check in Year 1, Percentage of children achieving at 


least the expected level of development in communication, language and literacy skills at the end of 


Reception, Percentage of children achieving at least the expected level development and communication and 


literacy skills at the end of Reception


• Pupil absence


Reduction in smoking prevalence at time 


of delivery


• Proportion of pregnant women quit smoking at 4 weeks (of those engaged in programme), proportion of 


pregnant women smoking at delivery, proportion of pregnant women smoking at booking, proportion 


attending 1st tobacco addiction appointment, Proportion taking up full intervention
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The ICS Outcomes Framework: Health and Wellbeing


Ambitions System Level Outcomes Measures


Our people and families 


are resilient and have 


good health and wellbeing


Reduction in illness and disease 


prevalence


• Flu vaccine coverage – health and care workforce population and total population


• Reception prevalence of overweight (including obesity), Year 6 prevalence of overweight (including obesity), 


percentage of physically active children and young people, proportion of population meeting the 


recommended ‘5-a-day’ on a usual day (adults)


• Percentage of adults (aged 18+) classified as overweight or obese


Narrow the gap in the onset of multiple 


morbidities between the poorest and 


wealthiest sections of the population


• Smoking: prevalence of current smokers, proportion of smokers with smoking status recorded in secondary 


care, proportion of smokers offered support and treatment from GP within preceding 12 months, proportion 


who receive smoking cessation support in hospital/achieve temporary abstinence, proportion who receive 


support from community service


• Alcohol: admission episodes for alcohol related conditions, attendance at A&E for alcohol-related conditions, 


av. Length of stay for alcohol-related conditions, no./proportion of people given intervention advice, no. of 


comprehensive physical and mental assessments provided y Alcohol Care Team, no./proportion of affected 


people referred to specialist services/alcohol support programme


Increase the number of people who have 


the support to self-care and self-manage 


and improve their health and wellbeing


• Number of people supported through the NHS Diabetes Prevention Programme


• Parentage of looked after children whose emotional wellbeing is a cause for concern


Our people will enjoy 


healthy and independent 


ageing at home or in their 


communities for longer


Reduction in premature mortality • No. of people identified as clinically extremely vulnerable to COVID-19 infection in health and care workforce 


and total population


Reduction in potential years of life lost


Increase in early identification and early 


diagnosis
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The ICS Outcomes Framework: Independence, Care and Quality  
Ambitions System Level Outcomes Measures


Our people will have 


equitable access to the 


right care at the right 


time in the right place 


Reduction in avoidable and unplanned 


admissions to hospital and care homes


• A&E activity


• NEL admissions – SDEC / LoS 7+ / LoS 21+


• 111 access rates – online and telephone


• Hospital admissions caused by unintentional and deliberate injuries in children (aged 0-4 years)


• Hospital admissions caused by unintentional and deliberate injuries in children (aged 15-24 years)


Increase in appropriate access to 


primary and community based health 


and care services


• GP consultation rates


• Admission rates for heart attacks and strokes


• Number of people accessing IAPT services


• Number of children and young people accessing NHS funded mental health services


• Mental health crisis activity


Increase in the number of people being 


cared for in an appropriate care settings


• GP referrals for first outpatient appointments


• Consultant-led first outpatient attendances (across acute and MH) and DNA rates


• Number of incomplete RTT pathways at the end of the month


• Total elective spells (day case and ordinary)


• Referral rates for 2ww cancer diagnosis


• GP total triage rates – online and telephone


• GP consultation rates – video/telephone/face-2-face


• Digitally enabled mental health therapy rates incl. DNAs


• Consultant-led first outpatient rates – telephone/video/face-2-face incl. DNAs


Our services meet the 


needs of our people in a 


positive way


Increase in the proportion of people 


reporting high satisfaction with the 


services they receive


Increase in the proportion of people 


reporting their needs are met


• Proportion of people with a learning disability on GP register receiving an annual health check


• Percentage of women placed on a continuity of carer pathway at booking appointment


Increase in the number of people that 


report having choice, control and dignity 


over their care and support


Our people with care and 


support needs and  their 


carers have good quality 


of life


Increase in quality of life for people with 


care needs


Increase in appropriate and effective 


care for people who coming to an end of 


their lives
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The ICS Outcomes Framework: Resource Utilisation  


Ambitions System Level Outcomes Measures


Our system is in 


financial balance and 


achieves maximum 


benefit against 


investment 


Financial control total achieved


Transformation target delivered


Our system has a 


sustainable 


infrastructure 


Increase in the  total use and appropriate 


utilisation of our estate


Alignment of capital spending for new and pre-


existing estate proposal with clinical and 


service improvement objectives


Increase in collaborative data and information 


systems


Our teams work in a 


positive, supportive 


environment and have 


the skills, confidence 


and resources to deliver 


high quality care and 


support to our 


population


Sustainable teams with skill mix designed 


around our population and mechanisms to 


deploy them  flexibly to respond to care & 


support needs


• Health and care staff sickness absence rates due to COVID-19


Increase in skills, knowledge and confidence to 


take every opportunity to support people to 


self-care and take a flexible, holistic approach 


to people’s needs with a strong focus on 


prevention and personalised care


Increase in the number of people reporting a 


positive and rewarding experience working 


and training in the Nottinghamshire health and 


care system
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Foreword 


Equity means that all mothers and babies will achieve health outcomes that are as 


good as the groups with the best health outcomes. For this, maternity and neonatal 


services need to respond to each person’s unique health and social situation – with 


increasing support as health inequalities increase – so that care is safe and personal 


for all. This will help us ensure that England is the safest place to be pregnant, give 


birth and start parenthood. 


The MBRRACE-UK reports about maternal and perinatal mortality show worse 


outcomes for those from Black, Asian and Mixed ethnic groups and those living in the 


most deprived areas. This guidance seeks to respond to those findings. In doing so, it 


is important to consider the strong evidence highlighted in the NHS People Plan that 


“…where an NHS workforce is representative of the community that it serves, patient 


care and…patient experience is more personalised and improves”. If equity for 


mothers and babies is to improve, so must race equality for staff. 


Maternity and neonatal services contribute to the health, wellbeing and 


socioeconomic development of the nation. Good health in pregnancy significantly 


influences a baby’s development in the womb which, in turn, influences long-term 


health and educational outcomes.1 By giving every child the best start in life, we will 


help them fulfil their health, wellbeing and socioeconomic potential. 


NHS staff, Maternity Voices Partnerships (MVPs), the voluntary community and 


social enterprise (VCSE) sector and others are doing incredible work to improve 


equity and equality, as the case studies in this guidance show. Thank you all. 


Yet, if we are to achieve equity, even more needs to be done to address the social 


determinants of health. The NHS Long Term Plan (p33) makes clear that the public, 


private and third sector need a greater focus on the social determinants of health. 


This guidance has been developed by examining the evidence and consulting MVPs, 


staff, royal colleges, arm’s length bodies, government, the VCSE sector and others. 


 
1 Marmot M, Goldblatt P, Allen J, et al (2010) Fair Society Healthy Lives (The Marmot Review) 



https://www.npeu.ox.ac.uk/mbrrace-uk/reports

https://www.england.nhs.uk/publication/we-are-the-nhs-people-plan-for-2020-21-action-for-us-all/

https://www.longtermplan.nhs.uk/wp-content/uploads/2019/08/nhs-long-term-plan-version-1.2.pdf

https://www.instituteofhealthequity.org/resources-reports/fair-society-healthy-lives-the-marmot-review
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Thank you to all those who have contributed; your input has made this work all the 


stronger. 


This guidance is for Local Maternity Systems. Its structure reflects the five health 


inequalities priorities described in the 2021/22 priorities and operational planning 


guidance: Implementation guidance, and therefore helps Local Maternity Systems 


align their Equality & Equality Action Plans with the health inequalities work of 


Integrated Care Systems.  This guidance includes an analysis of the evidence, 


interventions to improve equity and equality, resources, indicators and metrics. 


Alongside this guidance is published NHS pledges to improve equity for mothers and 


babies and race equality for staff. Four pledges help create a shared understanding 


of why work on equity and equality is needed, and the aims and outcomes of this 


work.  The four pledges may be used in co-production work – where women and their 


families and NHS staff work in partnership to design, improve and evaluate services. 


Everyone can help to achieve our equity and equality aims. Let’s commit to work 


together to improve equity for mothers and babies and race equality for NHS staff. 


 


 


 


 


Professor Jacqueline 


Dunkley-Bent OBE 


Dr Matthew Jolly Dr Misha Moore 


Chief Midwifery Officer 
for England 


National Clinical Director 
for Maternity and  
Women’s Health 


National Specialty 
Advisor for Obstetrics - 
Public Health 



https://www.england.nhs.uk/publication/implementation-guidance/

https://www.england.nhs.uk/publication/implementation-guidance/

https://www.england.nhs.uk/mat-transformation/improving-equity-and-equality-in-maternity-and-neonatal-care/

https://www.england.nhs.uk/mat-transformation/improving-equity-and-equality-in-maternity-and-neonatal-care/
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1. Introduction 


Equity means that all groups in society can achieve health outcomes that are as 


good as those for the most socially advantaged group.2 Addressing inequities 


requires action on the social determinants of health as well as the health 


determinants.3 Therefore, the NHS cannot achieve equity in health outcomes alone – 


it needs support from the public, private and third sectors. 


The Marmot review called for action to be universal, but with a scale and intensity 


proportionate to the level of disadvantage; this is known as ‘proportionate 


universalism’. To do this maternity and neonatal services need to respond to each 


person’s unique health and social situation – with increasing support as health 


inequalities increase – so that care is safe and personal for all. 


The review underlines how important maternal health is to fetal development. Low 


birth weight is associated with poorer long-term health and educational outcomes. 


This guidance aims to give each child the best start in life to help them fulfil their 


health, wellbeing and socioeconomic potential. 


The government’s national maternity safety strategy sets out an ambition, by 2025, to 


halve rates of stillbirths, neonatal and maternal deaths and brain injuries during or 


soon after birth and to reduce the rate of preterm births from 8% to 6%. To achieve 


the ‘halve it’ ambition, it is important to improve outcomes for those groups most at 


risk.   


Maternity features in NHS England and NHS Improvement’s health inequalities action 


plan, chapter 2 of The NHS Long Term Plan and Implementing phase 3 of the NHS 


response to the COVID-19 pandemic. The COVID-19 pandemic had a greater impact 


on pregnant women from ethnic minority groups, and the NHS took four specific 


actions to minimise the additional risk of COVID-19 for them. 


 
2 Braveman P, Gruskin S (2003) Defining equity in health. J Epidemiol Community Health 2003; 57: 
254-8. 
3 World Health Organization (2020) Equity 



http://www.instituteofhealthequity.org/resources-reports/fair-society-healthy-lives-the-marmot-review

https://www.gov.uk/government/publications/safer-maternity-care-progress-and-next-steps

https://www.england.nhs.uk/wp-content/uploads/2018/05/07a-pb-24-05-2018-health-inequalities-action-plan.pdf

https://www.england.nhs.uk/wp-content/uploads/2018/05/07a-pb-24-05-2018-health-inequalities-action-plan.pdf

https://www.longtermplan.nhs.uk/publication/nhs-long-term-plan/

https://www.england.nhs.uk/wp-content/uploads/2020/08/implementing-phase-3-of-the-nhs-response-to-covid-19.pdf

https://www.england.nhs.uk/wp-content/uploads/2020/08/implementing-phase-3-of-the-nhs-response-to-covid-19.pdf

https://www.england.nhs.uk/2020/06/nhs-boosts-support-for-pregnant-black-and-ethnic-minority-women/

https://www.england.nhs.uk/2020/06/nhs-boosts-support-for-pregnant-black-and-ethnic-minority-women/

https://www.who.int/healthsystems/topics/equity/en/#:~:text=Equity%20is%20the%20absence%20of,economically%2C%20demographically%2C%20or%20geographically
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What the data say 


It is safer than ever to have a baby in England. The stillbirth rate is at its lowest on 


record and the neonatal mortality rate for babies born from 24 weeks gestation 


onwards continues to fall.4 The maternal mortality rate is lower now than in 2010, 


although more recently progress has stalled.5 However, the MBRRACE-UK reports 


about maternal and perinatal mortality show disparities in outcomes for women from 


Black, Asian and Mixed ethnic groups and their babies and women living in the most 


deprived areas and their babies. 


Maternal and perinatal mortality in the UK in 2018* 


 


 Ethnic group Quintiles of 
deprivation 


Black Asian Mixed White Most 
deprived 


Least 
deprived 


Maternal mortality rate per 
100,000 maternities4 


34.27 14.65 25.14 7.87 15.27 5.70 


Number of maternal deaths 
2016–18 


28 28 8 117 74 15 


Relative risk of maternal death x4 x2 x3 Reference x3 Reference 


Stillbirths per 1,000 total births6 7.35 5.31 4.25 3.39 4.68 2.61 


Ratios of mortality rates for 
stillbirth 


2.17 1.57 1.25 Reference 1.79 Reference 


Neonatal mortality rate per 
1,000 live births6 


2.39 2.63 1.56 1.65 2.2 1.23 


Ratios of mortality rates for 
neonatal death 


1.45 1.59 0.94 Reference 1.79 Reference 


* For maternal mortality, quintiles of deprivation are for England only. 


 


 
4 Off ice for National Statistics (2021) Child and infant mortality in England and Wales: 2019.  
5 Knight M, Bunch K, Tuffnell D, Shakespeare J, Kotnis R, Kenyon S, Kurinczuk JJ (eds) on behalf of 
MBRRACE-UK (2020) Saving lives, improving mothers’ care – Lessons learned to inform maternity 
care f rom the UK and Ireland Confidential Enquiries into Maternal Deaths and Morbidity 2016-18. 
Oxford: National Perinatal Epidemiology Unit, University of Oxford. 
6 Draper ES, Gallimore ID, Smith LK, Fenton AC, Kurinczuk JJ, Smith PW, et al, on behalf of the 
MBRRACE-UK Collaboration (2020) MBRRACE-UK Perinatal Mortality Surveillance Report, UK 
Perinatal Deaths for Births from January to December 2018. Leicester: The Infant Mortality and 
Morbidity Studies, Department of Health Sciences, University of Leicester. 



https://www.npeu.ox.ac.uk/mbrrace-uk/reports

https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/childhoodinfantandperinatalmortalityinenglandandwales/2019
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Women’s experience of maternity care is improving and there are no significant 


differences in the experience of maternity care by ethnicity, index of multiple 


deprivation or a range of other factors.7 The NHS is working to continue to improve 


women’s experience.   


The NHS People Plan notes that “there is strong evidence that where an NHS 


workforce is representative of the community that it serves, patient care and the 


overall patient experience is more personalised and improves”. Workforce Race 


Equality Standard (WRES) data shows that people from ethnic minorities are 


significantly more likely to be nurses, midwives and health visitors compared to their 


representation in the population, yet they are under-represented in senior Agenda for 


Change pay bands across the NHS.  


Aims and values 


Our two aims relating to equity and equality for maternity and neonatal care are to 


improve: 


• equity for mothers and babies from Black, Asian and Mixed ethnic groups 


and those living in the most deprived areas 


• race equality for staff. 


We will be guided by three values:  
 


Value Rationale Source 


Proportionate 
universalism 


To ‘raise and flatten’ the inequalities gradient, 
universal action is needed with a scale and 
intensity that reflects need. 


Marmot review 
2020  


Collaboration Achieving equity will require unity and co-ordinated 
effort across many stakeholders, especially to 
tackle the social determinants of health. 


NHS Constitution 


Health and Care 
White Paper 


Co-production Interventions are more likely to be culturally and 


socially relevant and clinically effective if parents 
and staff work in partnership to improve clinical 
quality. 


Better Births 


NHS Constitution 


 
7 Care Quality Commission (2020) 2019 survey of women’s experiences of maternity care.  



https://www.england.nhs.uk/ournhspeople/

https://www.nhsemployers.org/-/media/Employers/Publications/The-power-of-research-in-driving-change.pdf?la=en&hash=0B07DFA4F4FD50C8AF1C2E75C9D23335E9D00F44

https://www.england.nhs.uk/publication/an-overview-of-workforce-data-for-nurses-midwives-and-health-visitors-in-the-nhs/

https://www.england.nhs.uk/publication/an-overview-of-workforce-data-for-nurses-midwives-and-health-visitors-in-the-nhs/

https://www.health.org.uk/publications/reports/the-marmot-review-10-years-on

https://www.health.org.uk/publications/reports/the-marmot-review-10-years-on

https://www.gov.uk/government/publications/the-nhs-constitution-for-england

https://www.gov.uk/government/publications/working-together-to-improve-health-and-social-care-for-all/integration-and-innovation-working-together-to-improve-health-and-social-care-for-all-html-version

https://www.gov.uk/government/publications/working-together-to-improve-health-and-social-care-for-all/integration-and-innovation-working-together-to-improve-health-and-social-care-for-all-html-version

https://www.england.nhs.uk/wp-content/uploads/2016/02/national-maternity-review-report.pdf

https://www.gov.uk/government/publications/the-nhs-constitution-for-england

https://www.cqc.org.uk/sites/default/files/20200128_mat19_statisticalrelease.pdf
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2. Five priorities   


COVID-19 has highlighted the urgency of the need to prevent and manage ill health 


in groups that experience health inequalities, as outlined in the NHS Long Term Plan. 


To help achieve this, NHS England and NHS Improvement issued guidance as part 


of their phase 3 response to the COVID-19 pandemic, setting out eight urgent actions 


for tackling health inequalities.  


The 2021/22 priorities and operational planning guidance: Implementation guidance 


asked systems to focus on five priority areas, distilled from the eight actions.  


• Priority 1: Restore NHS services inclusively 


• Priority 2: Mitigate against digital exclusion  


• Priority 3: Ensure datasets are complete and timely  


• Priority 4: Accelerate preventative programmes that engage those at greatest 


risk of poor health outcomes  


• Priority 5: Strengthen leadership and accountability. 


The NHS will improve equity and equality in maternity and neonatal care, aligned to 


the five priorities. Each priority will be realised through a set of underlying 


interventions implemented by all or selected local maternity systems (LMS), for 


example, some NHS Long Term Plan interventions are being scaled-up over time. 


Different populations have different risk and protective factors. Therefore, different 


approaches are needed for different populations: one size does not fit all. Each 


intervention specifies the populations that will most benefit from it – with a focus on 


mothers and babies from Black, Asian and Mixed ethnic groups and mothers living in 


the most deprived areas. It should be noted that ethnicity is confounded by 


deprivation: a higher proportion of live births within the Asian and Black ethnic groups 


are in the most deprived areas compared with the White ethnic group.8 


 
8 Of f ice for National Statistics (2021) Births and infant mortality by ethnicity in England and Wales: 
2007 to 2019. 



https://www.england.nhs.uk/wp-content/uploads/2020/08/20200807-Implementing-phase-3-jb.pdf

https://www.england.nhs.uk/publication/implementation-guidance/

https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/childhealth/articles/birthsandinfantmortalitybyethnicityinenglandandwales/2007to2019

https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/childhealth/articles/birthsandinfantmortalitybyethnicityinenglandandwales/2007to2019
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The effective use of data is central to tackling health inequalities. Priorities 1, 3 and 4 


have associated process and outcome indicators, the data for most of which (30 of 


the 40) can be sourced from existing datasets or collections. 


Summary tables describe each priority and its associated interventions, along with 


process and outcome indicators. These tables are followed by the rationale for each 


intervention and information to help LMS with implementation. Case studies highlight 


work underway to improve equity and equality; they appear in blue boxes throughout 


this guidance. 


Priority 1: Restore NHS services inclusively 


Description 


At national level, the decline in access among some groups during the first wave of the 


pandemic broadly recovered in later months. Some pre-existing disparities in access, 


experience and outcomes have widened during the pandemic. 


Interventions Implementation Groups who will 
benefit most 


Intervention 1: continue to implement the 


COVID-19 four actions. 


All LMS Black, Asian and Mixed 


ethnic groups 


Continuous quality improvement 


Support is available, through the MatNeoSIP, from your Patient Safety Network. To find out 


how to join yours, email nhsi.maternalandneonatalsafety@nhs.net 


Process indicators Outcome indicators 


Implementation of the COVID-19 four 


actions  


Women using folic acid (source: Regional 


Measures Report) 


Rationale and implementation 


COVID-19 four actions: 56% of the pregnant women admitted to hospital with 


COVID-19 were from ethnic minority groups, even though they only make up a 



mailto:nhsi.maternalandneonatalsafety@nhs.net
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quarter of those giving birth in England and Wales.9 Maternity units in England were 


asked to take four actions to minimise the additional risk of COVID-19 to pregnant 


women and their babies from ethnic minorities:  


1. Increase support for at-risk pregnant women – for example, make sure 


clinicians have a lower threshold to review, admit and consider 


multidisciplinary escalation in women from ethnic minority groups. 


2. Reach out and reassure pregnant BAME women with tailored 


communications. 


3. Ensure hospitals discuss vitamins, supplements and nutrition in pregnancy 


with all women. Women low in vitamin D may be more vulnerable to 


coronavirus so women with darker skin or those who always cover their skin 


when outside may be at particular risk of vitamin D insufficiency and should 


consider taking a daily supplement of vitamin D all year.  Folic acid can help 


prevent certain birth defects, including spina bifida; it’s recommended that 


women take a 400 micrograms folic acid tablet every day before pregnancy 


and until 12 weeks of pregnancy10. 


4. Ensure all providers record on maternity information systems the ethnicity of 


every woman, as well as other risk factors, such as living in a deprived area 


(postcode), co-morbidities, BMI and aged 35 years or over, to identify those 


most at risk of poor outcomes. 


Support available includes: 


• the Help Us Help You maternity campaign, which promotes access to care for 


ethnic minority pregnant women in various languages 


• leaflets for parents of newborn babies in 11 languages 


• a communications toolkit for local maternity teams to improve communications 


with women from ethnic minority groups. 


 
9 Knight M, Bunch K, Vousden N, Morris E, Simpson N, Gale C, et al. Characteristics and outcomes of 
pregnant women admitted to hospital with confirmed SARS-CoV-2 infection in UK: national population 
based cohort study. BMJ 2020; 369: m2107 DOI:10.1136/bmj.m2107.  
10 nhs.uk (2021) Vitamins, supplements and nutrition in pregnancy.  Available at:  
https://www.nhs.uk/pregnancy/keeping-well/vitamins-supplements-and-nutrition/  



https://www.england.nhs.uk/2020/06/nhs-boosts-support-for-pregnant-black-and-ethnic-minority-women/

https://www.england.nhs.uk/2020/06/nhs-boosts-support-for-pregnant-black-and-ethnic-minority-women/

https://campaignresources.phe.gov.uk/resources/campaigns/114-help-us/resources

https://www.england.nhs.uk/coronavirus/publication/maternity-leaflets-translated-versions/

https://www.england.nhs.uk/publication/communications-toolkit-for-local-maternity-teams-to-improve-communications-with-black-asian-and-minority-ethnic-women/

https://www.england.nhs.uk/publication/communications-toolkit-for-local-maternity-teams-to-improve-communications-with-black-asian-and-minority-ethnic-women/

https://www.nhs.uk/pregnancy/keeping-well/vitamins-supplements-and-nutrition/
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Resources 


• Royal College of Obstetricians and Gynaecologists (RCOG) Coronavirus 


(COVID-19) infection and pregnancy 


Priority 2: Mitigate against digital exclusion 


Description 


Systems are asked to ensure that: 


• providers offer face-to-face care to patients who cannot use remote services 


• more complete data collection is carried out, to identify who is accessing face-to-face, 


telephone or video consultations, broken down by relevant protected characteristic 


and health inclusion group 


• they take account of their assessment of the impact of digital consultation channels 


on patient access. 


Interventions Implementation Groups who will 


benefit most 


Intervention 1: ensure personalised care 


and support plans (PCSPs) are available in 


a range of languages and formats, including 


hard copy PCSPs for those experiencing 


digital exclusion 


All LMS Those living in 


deprived areas; 


those with sight or 


hearing loss and/or 


learning disabilities 


Continuous quality improvement 


Support is available, through the MatNeoSIP, from your Patient Safety Network. To find 


out how to join yours, email nhsi.maternalandneonatalsafety@nhs.net 


Process indicators Outcome indicators 


• The number of women with a 


Personalised Care and Support Plan 


which covers: 


o antennal care by 17 weeks 


gestation  


o intrapartum care by 35 weeks 


gestation 


o postnatal care by 37 weeks 


gestation 


None. 


 


 



https://www.rcog.org.uk/en/guidelines-research-services/guidelines/coronavirus-pregnancy/

https://www.rcog.org.uk/en/guidelines-research-services/guidelines/coronavirus-pregnancy/

mailto:nhsi.maternalandneonatalsafety@nhs.net
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• The numbers of women who had all 


three of the above in place by the 


gestational dates  


All indicators are available with 


breakdowns by ethnicity and index of 


multiple deprivation (source:  MSDS) 


Rationale and implementation 


Personalised care and support plans (PCSPs): The NHS Long Term Plan asks 


integrated care systems (ICS) to implement PCSPs in maternity services. This tool 


supports and documents the conversations and decision-making process from which 


an agreed plan is developed that reflects an holistic assessment of the woman’s 


health and wellbeing needs. The PCSP should set out a woman’s decisions about 


the care and support she wants. Women need evidenced-based information in 


advance of decision-making so that they are well prepared. 


Better Births states that digital tools should leave nobody behind. Reasons for digital 


exclusion include that people are unable to afford sufficient data or because of 


telecommunications infrastructure issues (the government’s broadband plan aims to 


maximise coverage in the areas of greatest need by 2025). The personalised care 


and support planning guidance states that the PCSP, both digital and hard copy, 


should be available in a range of languages and formats. 


Priority 3: Ensure datasets are complete and timely 


Description 


Systems are asked to continue to improve the collection and recording of ethnicity data.   


NHS England and NHS Improvement will support the improvement of data collection, 


including through the development of the health inequalities improvement dashboard. 


Interventions Implementation Groups that will 
benefit most 


Intervention 1: on maternity information 


systems continuously improve the data quality 


of ethnic coding and the mother’s postcode. 


All LMS Ethnic minority 


groups; those living 


in deprived areas 



https://www.england.nhs.uk/publication/personalised-care-and-support-planning-guidance-guidance-for-local-maternity-systems/

https://www.longtermplan.nhs.uk/

https://www.gov.uk/government/news/next-steps-in-governments-5-billion-gigabit-broadband-plan

https://www.england.nhs.uk/publication/personalised-care-and-support-planning-guidance-guidance-for-local-maternity-systems/

https://www.england.nhs.uk/publication/personalised-care-and-support-planning-guidance-guidance-for-local-maternity-systems/
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Continuous quality improvement 


Support is available, through the MatNeoSIP, from your Patient Safety Network. To find 


out how to join yours, email nhsi.maternalandneonatalsafety@nhs.net 


Process indicators Outcome indicators 


• Safety action 2, category 9: data submitted to 


Maternity Services Data Set (MSDS) contains 


valid postcode for mother at booking in 95% 


of women booked in the month. 


• Ethnicity data quality (source: Regional 


Measures Report). 


• Safety action 2, category 10: data submitted 


to MSDS includes a valid ethnic category for 


at least 80% of the women booked in the 


month. Not stated, missing and not known 


are not valid records. 


None. 


Rationale and implementation 


Data quality: recording ethnicity and postcode data at booking helps clinicians and 


LMS understand how health outcomes vary by geographical area and ethnicity. 


Services can then identify and prioritise those groups with poorer health outcomes for 


whom service improvements are needed. 


NHS Resolution’s Maternity Incentive Scheme supports the delivery of safer care by 


giving trusts a significant financial incentive to achieve 10 safety actions. Safety 


action 2 supports data quality improvement. 


Priority 4: Accelerate preventative programmes that 
engage those at greatest risk of poor health outcomes  


The Maternity Transformation Programme is one of the preventative programmes 


that are engaging those at greatest risk of poor health outcomes, as set out in the 


2021/22 priorities and operational planning guidance.  


This priority is divided into five sub-priorities: 



mailto:nhsi.maternalandneonatalsafety@nhs.net

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

https://www.england.nhs.uk/publication/2021-22-priorities-and-operational-planning-guidance/
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• 4a: Understand your population and co-produce interventions 


• 4b: Action on maternal mortality, morbidity and experience 


• 4c: Action on perinatal mortality and morbidity 


• 4d: Support for maternity and neonatal staff 


• 4e: Enablers. 


4a: Understand your population and co-produce interventions 


Description   


• Understand the local population – its health outcomes and community assets. 


• Understand staff experience, using Workforce Race Equality Scheme data. 


• Use this understanding to plan co-production activity to design interventions to improve 


equity for women and babies and race equality for staff . 


Interventions Implementation Groups that will 
benefit most 


Intervention 1: understand the local 


population’s maternal and perinatal 


health needs (including the social 


determinants of health). 


All LMS Black, Asian and Mixed 


ethnic groups; those living 


in the most deprived 


areas; other protected 


characteristic and 


inclusion groups 


Intervention 2: map the community 


assets which help address the social 


determinants of health. 


All LMS As above 


Intervention 3: conduct a baseline 


assessment of the experience of 


maternity and neonatal staff by 


ethnicity using WRES indicators 1 to 8. 


All LMS Ethnic minority staff  


Intervention 4: set out a plan to co-


produce interventions to improve equity 


for mothers, babies and race equality for 


staff. 


All LMS Black, Asian and Mixed 


ethnic groups; those living 


in the most deprived 


areas; other protected 


characteristic and 


inclusion groups 
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Continuous quality improvement 


Support is available, through the MatNeoSIP, from your Patient Safety Network. To find 


out how to join yours, email nhsi.maternalandneonatalsafety@nhs.net 


There are no process or outcome indicators for this sub-priority. 


Rationale and implementation 


Local maternity transformation plans in 2017 included an understanding of the local 


population and what it needs from maternity services, in line with Implementing 


Better Births: A resource pack for local maternity systems, which stated: “…the local 


joint strategic needs assessment will bring together relevant information, as will the 


latest strategic needs assessment for maternity care and relevant other service 


areas…Local maternity systems will want to consider the population profile, physical 


factors, for example, transport, health, deprivation and disability, the needs of 


culturally diverse communities and areas of multiple deprivation”.  


It is time to review and refresh the population needs analysis for maternity services. 


The refresh should include an analysis by ethnic group (particularly Black, Asian and 


Mixed ethnic groups) and those living in the most deprived areas. LMS should 


consider other protected characteristics and inclusion groups where local data and/or 


intelligence indicates health inequalities are present. 


The population needs analysis for maternity services should consider data from the: 


• Regional Measures Report (include all equity measures as a minimum) 


• maternity services dashboard 


• Perinatal Mental Health Dataset 


• Public Health England (PHE) fingertips profiles for child and maternal health 


and perinatal mental health 


• operational delivery network implementation plans for the Neonatal Critical 


Care Transformation Review (background and local context section) 


• National Maternity & Perinatal Audit, Sprint audits  


• MBRRACE-UK Perinatal Mortality Surveillance Report. UK perinatal deaths 


for births from January to December 2018 


• Perinatal Mortality Review Tool (PMRT) 



mailto:nhsi.maternalandneonatalsafety@nhs.net

https://www.england.nhs.uk/publication/local-maternity-systems-resource-pack/

https://www.england.nhs.uk/publication/local-maternity-systems-resource-pack/

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

https://fingertips.phe.org.uk/profile/child-health-profiles/data#page/1/gid/1938133222

https://fingertips.phe.org.uk/profile-group/mental-health/profile/perinatal-mental-health/data#page/0/gid/1938132957/pat/15/par/E92000001/ati/154/are/E38000031

https://maternityaudit.org.uk/pages/sprintaudits

https://www.npeu.ox.ac.uk/assets/downloads/mbrrace-uk/reports/perinatal-surveillance-report-2018/MBRRACE-UK_Perinatal_Surveillance_Report_2018_-_Tables_and_Figures_v3.pdf

https://www.npeu.ox.ac.uk/assets/downloads/mbrrace-uk/reports/perinatal-surveillance-report-2018/MBRRACE-UK_Perinatal_Surveillance_Report_2018_-_Tables_and_Figures_v3.pdf

https://www.npeu.ox.ac.uk/pmrt/implementation-support
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• Health Safety Investigation Branch investigation reports  


• Serious Incident two working day reports and final reports 


• CQC Maternity services survey 


• baseline data for the process and outcome indicators set out in priorities 1, 3 


and 4b–d of this document 


• local data for other protected characteristics and inclusion groups. 


Support to carry out this analysis is available from ICS, PHE’s local centres and local 


public health teams (including through the Joint Strategic Needs Assessment). 


An assets approach seeks to reduce health inequalities by building on the strengths 


and resources in a community. A growing body of evidence shows that “when 


practitioners begin with what communities have – their assets – as opposed to what 


they don't have – their needs – a community's ability to address those needs 


increases. So too does its capacity to lever in external assistance”.11 


Health assets are factors or resources that enhance health and wellbeing. They can 


be ‘social capital’ (networks, friendships, faith-based groups); public, private and third 


sector resources that support communities; physical and economic resources (such 


as buildings and employment); or the skills, knowledge and capacity of residents.  


The principles of a health assets approach include: 


• value what works well in an area  


• identify what has the potential to improve health and wellbeing 


• promote relationships which provide care, mutual help and empowerment 


• make these community assets visible 


• co-produce health and wellbeing with citizens and communities 


• empower communities to control their futures and create resources. 


Asset mapping is the process of identifying these assets and collating the links 


between the community and the agencies. Sub-priority 4e: intervention 2 – address 


the social determinants of health – suggests assets that might be included. The 


assets map should be readily available to and searchable by healthcare 


 
11 Local Government Association (2021) An asset approach to community wellbeing – glass half full 



https://www.hsib.org.uk/maternity/

https://www.england.nhs.uk/patient-safety/serious-incident-framework/

https://www.cqc.org.uk/publications/surveys/maternity-services-survey-2019

https://www.gov.uk/guidance/contacts-phe-regions-and-local-centres

https://www.gov.uk/government/publications/joint-strategic-needs-assessment-and-joint-health-and-wellbeing-strategies-explained

https://www.local.gov.uk/asset-approach-community-wellbeing-glass-half-full
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professionals to support personalised care and planning. It does not need to be in 


map form. 


Workforce Race Equality Standard (WRES): human resources departments can 


provide WRES data for maternity and neonatal services. The data can be used to 


identify priorities for action and inform staff engagement processes which aim to 


improve the experience of staff from ethnic minority groups. For more information see 


sub-priority 4d: intervention 3. 


Co-production “is a way of working that involves people who use health and care 


services, carers and communities in equal partnership; and which engages groups of 


people at the earliest stages of service design, development and evaluation. [It] 


acknowledges that people with ‘lived experience’…are often best placed to advise on 


what support and services will make a positive difference to their lives”.12  


Co-production with ethnic minority communities: NICE quality standard (QS) 


167 considers how to promote health and prevent premature mortality among 


ethnic minority groups. It is relevant to all age groups and all settings. Quality 


statement 1 asks care providers to “[involve] people, community organisations and 


faith leaders who can represent the views of local ethnic minority groups…to ensure 


that…services reflect the needs and preferences of the local population”.  


Co-producing obstetric care for underserved communities 


Noticing that some women who have experienced female genital mutilation were 


reluctant to access medical care, Dr Alison Wright, Consultant Obstetrician and 


Gynaecologist, spoke to women at a Somali community centre. Alison listened to 


their concerns and provided reassurance. “It was an important first step” says 


Alison, “but took a further visit with a colleague to build trust with the women and 


for them to talk freely. We had to be patient and genuinely listen to their concerns 


so that women felt confident to attend clinics”. 


 
12 NHS England and NHS Improvement (2021) Co-production resources.   



https://www.nice.org.uk/guidance/qs167/chapter/Quality-statement-1-Designing-health-and-wellbeing-programmes

https://www.nice.org.uk/guidance/qs167/chapter/Quality-statement-1-Designing-health-and-wellbeing-programmes

https://www.nhs.uk/conditions/female-genital-mutilation-fgm/

https://www.england.nhs.uk/participation/resources/co-production-resources/
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Co-production with women with complex social factors: NICE clinical guideline 


(CG) 110 states that: 


• “Commissioners should ensure that women with complex social factors 


presenting for antenatal care are asked about their satisfaction with the 


services provided; and the women's responses…guide service development”. 


(paragraph 1.1.3) 


• “Commissioners should involve women and their families in determining local 


needs and how these might be met”. (paragraph 1.1.4) 


Co-producing care for women with complex social factors   


To understand how well maternity services were addressing the needs of women 


with complex social factors, North Central London Local Maternity and Neonatal 


System asked for help from the charity Birth Companions. It and its Lived 


Experience Team, which includes women who are trained and supported to help 


services improve care, worked with:  
 


• Safeguarding leads and specialist midwives to understand how each 


hospital trust identifies women with complex social factors and how its 


services respond. The information will feed into an LMS-wide strategy 


focused on disadvantaged groups.  


• Four MVPs. MVP lay chairs were trained in trauma-informed co-production 


and helped to establish a network to share learning. Chairs were given one-


to-one and group support and changes identified, such as holding some 


meetings in the community instead of hospital sites and involving local 


voluntary sector agencies to support better engagement. 


 


The co-production plan will outline the activity to co-produce interventions to 


improve equity for mothers, babies and race equality for staff. It can be a simple list 


of dates, meetings, groups to be consulted and the time allocated for the consultation 


discussion. This allows flexibility in where co-production takes place: at dedicated 


meetings, through existing meetings and/or outreach activities. The groups consulted 


should reflect those experiencing the greatest health inequalities, as described in the 


population health needs assessment (sub-priority 4a: intervention 1).  



https://www.nice.org.uk/guidance/cg110/chapter/1-Guidance

https://www.nice.org.uk/guidance/cg110/chapter/1-Guidance

https://www.birthcompanions.org.uk/

https://www.birthcompanions.org.uk/pages/21-lived-experience-team

https://www.birthcompanions.org.uk/pages/21-lived-experience-team
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The VCSE sector and MVPs can help identify parents and communities who can 


support co-production work. When working with service user voice representatives 


LMS should ensure that any out-of-pocket expenses such as travel and childcare are 


reimbursed and consider offering an involvement payment where appropriate (in 


accordance with local and/or national guidance). 


Alongside this guidance is published NHS pledges to improve equity for mothers and 


babies and race equality for staff. Four pledges help create a shared understanding 


of why work on equity and equality is needed, the aims and outcomes of this work .  


The four pledges can help ‘set the scene’ in local co-production work. 


As well as women and babies from Black, Asian and Mixed ethnic groups and those 


living in the most deprived areas, LMS may wish to consider those from other 


protected characteristic or inclusion groups where local data and/or intelligence 


indicates significant health inequalities are present. 


Resources 


• NHS England and NHS Improvement The Equality and Health Inequalities 


Hub 


• PHE Health Equity Assessment Tool (HEAT) 


• Improvement & Development Agency A glass half-full: how an asset approach 


can improve community health and well-being 


• NHS England and NHS Improvement NHS pledges to improve equity for 


mothers and babies and race equality for NHS staff  


• NHS England and NHS Improvement Working with our Patient and Public 


Voice Partners – Reimbursing expenses and paying involvement payments 


• Picker and The King’s Fund Understanding integration: how to listen to and 


learn from people and communities 


• NHS England and NHS Improvement Involving people in health and care 


guidance 


• National Maternity Voices co-creation ideas 


• NHS England and NHS Improvement Working with seldom heard groups 


• Department for Communities and Local Government Ensuring a level playing 


field: funding faith-based organisations to provide publicly funded services 



https://www.england.nhs.uk/mat-transformation/improving-equity-and-equality-in-maternity-and-neonatal-care/

https://www.england.nhs.uk/mat-transformation/improving-equity-and-equality-in-maternity-and-neonatal-care/

https://www.england.nhs.uk/about/equality/equality-hub/

https://www.england.nhs.uk/about/equality/equality-hub/

https://www.gov.uk/government/publications/health-equity-assessment-tool-heat/health-equity-assessment-tool-heat-executive-summary

https://www.local.gov.uk/sites/default/files/documents/glass-half-full-how-asset-3db.pdf

https://www.local.gov.uk/sites/default/files/documents/glass-half-full-how-asset-3db.pdf

https://www.england.nhs.uk/mat-transformation/improving-equity-and-equality-in-maternity-and-neonatal-care/

https://www.england.nhs.uk/mat-transformation/improving-equity-and-equality-in-maternity-and-neonatal-care/

https://www.england.nhs.uk/publication/working-with-our-patient-and-public-voice-partners-reimbursing-expenses-and-paying-involvement-payments/

https://www.england.nhs.uk/publication/working-with-our-patient-and-public-voice-partners-reimbursing-expenses-and-paying-involvement-payments/

https://www.kingsfund.org.uk/publications/understanding-integration-listen-people-communities

https://www.kingsfund.org.uk/publications/understanding-integration-listen-people-communities

https://www.england.nhs.uk/participation/involvementguidance/

https://www.england.nhs.uk/participation/involvementguidance/

http://nationalmaternityvoices.org.uk/toolkit-for-mvps/co-production-resources/

https://www.england.nhs.uk/participation/resources/involveseldom-heard/

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/7617/15073411.pdf

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/7617/15073411.pdf
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4b Action on maternal mortality, morbidity and 
experience 


Description 


• LMS are asked to ensure equity in access, experience and health outcomes for women 


from Black, Asian and Mixed ethnic groups and those women living in the most deprived 


areas. They may consider other protected characteristics and inclusion groups. 


Interventions Implementation Groups that will 
benefit most 


Intervention 1: implement maternal 


medicine networks to help achieve equity. 


All LMS Black, Asian and 


Mixed ethnic groups; 


those living in the 


most deprived areas 


Intervention 2: offer referral to the NHS 


Diabetes Prevention Programme to women 


with a past diagnosis of gestational diabetes 


mellitus (GDM) who are not currently pregnant 


and do not currently have diabetes. 


All LMS Black African, Black 


Caribbean and South 


Asian ethnic groups 


Intervention 3: implement NICE CG110 


antenatal care for pregnant women with 


complex social factors. 


All LMS Pregnant women with 


complex social factors  


Intervention 4: implement maternal mental 


health services with a focus on access by 


ethnicity and deprivation. 


Selected LMS 


until March 2022 


All LMS from 


April 2022 


Black African, Asian 


and White other ethnic 


groups; those living in 


the most deprived 


areas 


Intervention 5: ensure personalised care 


and support plans are available to everyone. 


All LMS Black, Asian and 


Mixed ethnic groups; 


those living in the 


most deprived areas 


Intervention 6: ensure the MVPs in your 


LMS reflect the ethnic diversity of the local 


population, in line with NICE QS167. 


All LMS Black, Asian and 


Mixed ethnic groups 



https://www.england.nhs.uk/diabetes/diabetes-prevention/

https://www.england.nhs.uk/diabetes/diabetes-prevention/
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Continuous quality improvement 


Support is available, through the MatNeoSIP, from your Patient Safety Network. To find 


out how to join yours, email nhsi.maternalandneonatalsafety@nhs.net 


Process indicators Outcome indicators 


• The Maternal Medicine Network is 


implementing the KPIs in the non-


mandatory national service specification. 


They are broken down by level of 


deprivation of the mother’s postcode and 


ethnicity 


• Booking at <70 days gestation (source: 


Regional Measures Report) 


• Proportion of women with complex social 


factors who attend booking by 10 weeks, 


12+6 weeks and 20 weeks (source:  


Regional Measures Report) 


• For each complex social factor grouping, 


the number of women who: attend for 


booking by 10, 12+6 and 20 weeks; and 


attend the recommended number of 


antenatal appointments 


• % of parent members of the MVP who are 


from ethnic minority groups 


• % of women attending the booking 


appointment who are from ethnic minority 


groups (source: Regional Measures Report) 


• Ethnicity data quality (source: Regional 


Measures Report) 


None 


Rationale and implementation 


Maternal mortality data by ethnicity is an unadjusted comparison – other 


characteristics will not have been accounted for. Having adjusted for nine factors – 


medical co-morbidities, maternal age, inadequate use of antenatal care, previous 


pregnancy problems, substance misuse, anaemia, diabetes, multiple pregnancy and 


unemployment – there is no significant difference in the risk of death from direct and 



mailto:nhsi.maternalandneonatalsafety@nhs.net
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indirect causes between women from different ethnic groups.13 Therefore, these 


factors should be considered when seeking to reduce health inequalities in maternal 


mortality rates between different ethnic groups. 


Factors amenable to healthcare interventions and their contribution to 
maternal mortality (population attributable fractions, %)13 


All seven 
risk 


factors 
combined 


Pre-existing 
medical co-
morbidities 


Maternal 
age (30 
years+) 


Inadequate 
antenatal 


care 


Previous 
pregnancy 
problems 


Substance 
misuse 


Anaemia Unemployment 


87 66 29 24 19 7 2 1 


 


Pre-existing medical co-morbidities contribute to most maternal deaths. Interventions 


1 and 2 seek to address this factor. 


Under the NHS Long Term Plan, maternal medicine networks will be established 


so that by March 2024 every woman in England with medical problems has access to 


specialist advice and care. The model service specification includes key performance 


indicators (KPIs) relating to outcomes and equalities and requires that information 


and guidance is co-produced, culturally competent and delivered through accessible 


channels. The service should use the Health Inequalities Programme matrix to 


assess how well it is addressing health inequalities. 


Gestational diabetes mellitus (GDM) occurs in about 5% of pregnancies. Women at 


high risk of developing GDM include those living with excess weight or obesity; those 


from Black African, Black Caribbean and South Asian ethnic groups;14 and those 


living in areas with greater socioeconomic deprivation.15 Women with a history of 


GDM are at high risk of developing GDM in subsequent pregnancies and Type 2 


diabetes in future. 


Where a woman is diagnosed with GDM, maternity services should inform her GP 


practice. Women with a history of GDM should be reviewed and offered testing for 


diabetes postnatally and subsequent annual checks (with a glycaemic test) by their 


 
13 Nair M, Knight M, Kurinczuk JJ (2016) Risk factors and newborn outcomes associated with 


maternal deaths in the UK from 2009 to 2013: a national case–control study. BJOG 123(10): 1654-
62. 
14 Editorial (2019) Gestational diabetes in England: cause for concern. Lancet 393(10178): 1262.  
15 NHS Digital (2019) National Pregnancy in Diabetes (NPID) Audit report 2018, p23.  



https://www.nhs.uk/conditions/gestational-diabetes/

https://www.nhs.uk/conditions/type-2-diabetes/

https://www.nhs.uk/conditions/type-2-diabetes/

https://doi.org/10.1111/1471-0528.13978

https://doi.org/10.1111/1471-0528.13978

https://doi.org/10.1016/S0140-6736(19)30741-X

https://files.digital.nhs.uk/CF/4791D9/National%20Pregnancy%20in%20Diabetes%20Audit%20Report%202018.pdf
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GP practice as described in the NICE guideline [NG3] diabetes in pregnancy. Women 


with a past diagnosis of GDM who are not currently pregnant should be offered a 


referral to the NHS Diabetes Prevention Programme once a blood test has excluded 


Type 2 diabetes. These steps will help improve prevention and early detection of 


Type 2 diabetes. 


Continuous glucose monitoring is available to pregnant women with Type 1 diabetes 


who meet certain criteria. The NHS Diabetes Programme will monitor the uptake of 


continuous glucose monitoring in pregnant women with Type 1 diabetes, with a 


particular focus on driving equality in uptake among people from ethnic minority 


groups and those living in the most deprived areas. 


The next of the seven factors which is most amenable to healthcare intervention is 


use of antenatal care. NICE CG110 recommends that commissioners ensure that, 


for each complex social factor grouping, the numbers of women who attend for 


booking by 10, 12+6 and 20 weeks and attend for the recommended number of 


antenatal appointments are recorded. The guideline states: “Commissioners should 


ensure that women with complex social factors presenting for antenatal care are 


asked about their satisfaction with the services provided; and the women's responses 


are recorded…and used to guide service development”. 


MBRRACE-UK identified a group of women at severe and multiple disadvantage.13 


The main elements of multiple disadvantage are a mental health diagnosis (women 


with serious mental illness have a higher risk of obstetric near misses at the time of 


birth, emphasising the importance of integrated physical and mental healthcare 


before and during pregnancy for this group16), substance misuse and domestic 


abuse. 


Maternal mental health services (referred to as maternity outreach clinics in the NHS 


Long Term Plan) bring together maternity, psychology and reproductive health 


services for women who develop moderate–severe mental ill health from loss or 


trauma due to their maternity experience. These services provide care and support to 


women whose needs would not be met by other services. When implementing 


maternal mental health services, LMS should consider the access to them by 


ethnicity and the level of deprivation of the mother’s postcode, in partnership with the 


 
16 Easter A, Sandall J, Howard L (2021). Obstetric near misses among women with serious mental 
illness: Data linkage cohort study. Br J Psychiatry 1-7.   



https://www.nice.org.uk/Guidance/NG3

https://www.nice.org.uk/Guidance/NG3

https://www.england.nhs.uk/diabetes/diabetes-prevention/

https://www.nhs.uk/conditions/type-1-diabetes/continuous-glucose-monitoring-cgms/

https://www.nhs.uk/conditions/type-1-diabetes/

https://www.diabetes.org.uk/get_involved/campaigning/flash-glucose-monitoring#flash

https://www.england.nhs.uk/diabetes/treatment-care/

https://www.nice.org.uk/guidance/CG110

https://www.england.nhs.uk/blog/better-mental-health-support-for-new-mums-and-those-experiencing-baby-loss/

https://doi.org/10.1192/bjp.2020.250
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local perinatal mental health (PMH) team. The PMH dashboard provides access data 


by ethnicity and deprivation. 


Personalised care and support plans (PCSPs): Better Births describes the 


principle of personalised care as centred on the woman, her baby and her family, 


based around her needs and decisions, where there has been genuine choice, 


informed by unbiased information. The NHS Long Term Plan asks ICS to implement 


PCSPs in maternity services. Personalised care and support planning guidance: 


Guidance for local maternity systems describes how to implement PCSPs, including 


the need for a risk assessment at every contact. 


Maternity Voices Partnerships (MVPs): NICE QS167 asks that those from ethnic 


minority groups “…are represented in peer and lay roles within local health and 


wellbeing programmes ….[to] encourage uptake of services among groups that may 


otherwise be reluctant to get involved” and help design interventions that are relevant 


to the local population. MVP chairs and co-chairs already reflect the ethnic make-up 


of the wider population.17 This webinar shows how MVPs can be safe spaces for all 


ethnic groups. NHS Resolution’s maternity incentive scheme supports the delivery of 


safer maternity care; safety action 7 requires evidence that the MVP hears the voices 


of women from ethnic minority groups and those living in areas with high levels of 


deprivation. 


Diverse Maternity Voices Partnerships 


Find out what an MVP is and the importance of having a diverse membership to 


ensure high quality maternity care for every woman in this short film featuring Temi 


Bademosi and Rachael Bickley who co-chair Milton Keynes MVP. 


Resources 


• Royal College of Midwives Position statement: supporting midwives to address 


the needs of women experiencing severe and multiple disadvantage 


• Birth Companions Making Better Births a reality for women with multiple 


disadvantages 


 
17 National Maternity Voices (2020) Diversity survey of MVP chairs Sept 2020 



https://www.england.nhs.uk/wp-content/uploads/2016/02/national-maternity-review-report.pdf

https://www.england.nhs.uk/publication/personalised-care-and-support-planning-guidance-guidance-for-local-maternity-systems/

https://www.england.nhs.uk/publication/personalised-care-and-support-planning-guidance-guidance-for-local-maternity-systems/

https://www.nice.org.uk/guidance/qs167/chapter/Quality-statement-1-Designing-health-and-wellbeing-programmes

http://nationalmaternityvoices.org.uk/toolkit-for-mvps/co-production-resources/nmv-webinar-series/mvps-as-safe-spaces-for-all-ethnicities/

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

https://youtu.be/MR-GyHXAJBg

https://www.rcm.org.uk/media/4521/rcm_position-statement_multiple-disadvantaged_draft_final.pdf

https://www.rcm.org.uk/media/4521/rcm_position-statement_multiple-disadvantaged_draft_final.pdf

https://www.birthcompanions.org.uk/resources/6-making-better-births-a-reality-for-women-with-multiple-disadvantages

https://www.birthcompanions.org.uk/resources/6-making-better-births-a-reality-for-women-with-multiple-disadvantages

http://nationalmaternityvoices.org.uk/diversity-survey-mvp-chairs-sept-2020/
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• NHS England and NHS Improvement A good practice guide to support 


implementation of trauma-informed care in the perinatal period 


• PHE Perinatal mental health 


4c Action on perinatal mortality and morbidity 


Description 


LMS are asked to address the leading causes of perinatal mortality and morbidity for 


babies from Black, Asian and Mixed ethnic groups and born to women living in the most 


deprived areas. LMS may consider other protected characteristics and inclusion groups. 


Intervention Implementation Groups that will 
benefit most 


Intervention 1: implement targeted 


and enhanced continuity of carer, as 


set out in the NHS Long Term Plan.  


This means that, as continuity of carer 


is rolled out to most women, women 


from Black, Asian and Mixed ethnic 


groups and women living in deprived 


areas are prioritised, with 75% of 


women in these groups receiving 


continuity of carer by 2024.  It also 


means ensuring that additional 


midwifery time is available to support 


women from the most deprived areas. 


All LMS Babies from Black, 


Asian and Mixed 


ethnic groups; babies 


of women living in the 


most deprived areas 


Intervention 2: implement a smoke-free 


pregnancy pathway for mothers and 


their partners. 


All LMS Women living in the 


most deprived areas 


Intervention 3: implement an LMS 


breastfeeding strategy and continuously 


improve breastfeeding rates for women 


living in the most deprived areas. 


All LMS As above 



https://www.england.nhs.uk/publication/a-good-practice-guide-to-support-implementation-of-trauma-informed-care-in-the-perinatal-period/

https://www.england.nhs.uk/publication/a-good-practice-guide-to-support-implementation-of-trauma-informed-care-in-the-perinatal-period/

https://www.gov.uk/government/publications/better-mental-health-jsna-toolkit/4-perinatal-mental-health
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Intervention 4: culturally-sensitive 


genetics services for consanguineous 


couples. 


Selected LMS Pakistani and 


Bangladeshi babies 


Continuous quality improvement 


Support is available, through the MatNeoSIP, from your Patient Safety Network. To find 


out how to join yours, email nhsi.maternalandneonatalsafety@nhs.net 


Process indicators Outcome indicators 


• Placement on a continuity of carer 


pathway – Black/Asian women 


• Placement on a continuity of carer 


pathway – women living in the most 


deprived areas 


• Baby Friendly accreditation 


• Breast milk at first feed 


• Low birth weight (<2,500g for term births) 


• Deliveries under 27 weeks 


• Deliveries under 37 weeks 


Source: all indicators are available from the Regional Measures Report 


Rationale and implementation 


Continuity of carer is care from the same midwife or small team of midwives 


throughout pregnancy, labour and the postnatal period. Each continuity of carer team 


should have a linked named obstetrician to ensure swift access to medical care. 


Women who receive continuity of carer are 16% less likely to lose their baby and 


24% less likely to experience preterm birth; and their experience of care during 


pregnancy and birth is also improved.18 When continuity of carer is implemented well, 


staff satisfaction improves.19 


Immaturity-related conditions are the leading cause of death in Black Caribbean and 


Black African infants and perinatal mortality is higher for Asian babies and those born 


to mothers living in the most deprived areas. These groups are a priority for continuity 


of carer given its impact on preterm birth rates and perinatal loss.  


 
18 Sandall J, Soltani H, Gates S, Shennan A, Devane D (2016) Midwife-led continuity models versus 
other models of care for childbearing women. Cochrane Database of Systematic Reviews. (4). 
19 NHS England (2019) unpublished survey of 432 maternity services staff. 



mailto:nhsi.maternalandneonatalsafety@nhs.net

https://doi.org/10.1002/14651858.CD004667.pub5
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Infant mortality rate from immaturity-related conditions per 1,000 live births20 


Black Caribbean infants Black African infants White infants 


3.0 2.4 1.0 


 


Under the NHS Long Term Plan, continuity of carer is being rolled out to most 


women.  In accordance with the principle of proportionate universalism, by 2024 75% 


of women from Black, Asian and Mixed ethnic groups and a similar percentage of 


women from the most deprived areas will receive continuity of carer. Funding is being 


targeted at those LMS covering the most deprived areas to help them address health 


inequalities (see page 40). 


Saving babies’ lives and improving mothers’ experience 


In Leicester, 53% of births are to women from ethnic minority groups and 23% of 


children live in poverty. Culturally-sensitive maternity care is a priority for University 


Hospitals of Leicester. The hospital worked with its MVP and the Shama Women’s 


Centre (which helps women from diverse communities overcome cultural, 


economic and language barriers) to co-produce continuity of carer midwifery 


services for an area in Leicester city with high levels of ethnic diversity and 


deprivation.  


The Lotus team offer services which reflect population health needs, including 


those around gestational diabetes, healthy relationships and mental health. The 


team have a named consultant for support and to liaise with other specialists as 


needed to formulate safe plans of care. Basing the continuity of carer team in the 


community reduces stigma as women see this as their local team, rather than a 


team focusing on health and/or social issues. Mothers and families love continuity 


of carer, as these testimonials show: 


“Thank you…for the several home visits you did.  You made me feel at 


ease…from the beginning…I felt more confident that I would have a positive 


 
20 Kurinczuk, J (2018) Inequalities in maternal and perinatal mortality, unpublished analysis of cause 
of  death by ethnic group (source: Office for National Statistics data for singleton livebirths in England 
and Wales f rom 2006-2012). 



https://www.longtermplan.nhs.uk/implementation-framework/
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birth experience this time!...you delivered my baby girl!! I couldn’t have done it 


without you – you kept me involved and informed all the way...” 


“You are amazing.  It was unbelievable that you work so hard and selfless... 


There is no word we can express our gratitude” 


Stopping smoking in pregnancy reduces the risk of stillbirth, preterm birth and infant 


death; however, rates of smoking in pregnancy in the most deprived areas of 


England are nearly six times those in the least deprived areas.21 Smoking also varies 


by ethnicity (and sex), religion (and sex), sexual orientation and country of birth.22 The 


NHS Patient Safety Strategy sets a national ambition to increase the proportion of 


smoke-free pregnancies to 94% or more by Q1 2023/24. The NHS Long Term Plan is 


introducing a smoke-free pregnancy pathway for expectant mums and their partners 


that includes focused sessions and treatments. Saving Babies’ Lives version two: a 


care bundle for reducing perinatal mortality brings together five, evidence-based 


elements of care to reduce perinatal mortality; element 1 provides a practical 


approach to reducing smoking in pregnancy by following NICE guidance. 


Breastfeeding: Better Births recognised that the benefits of breastfeeding are clear 


and mothers need practical support to help them breastfeed, rather than pressure. 


Evidence shows that the longer a baby receives breastmilk, the greater the benefits. 


Breastfeeding reduces a baby's risk of infections, diarrhoea and vomiting, sudden 


infant death syndrome; and obesity and cardiovascular disease in adulthood. For 


mothers, breastfeeding lowers the risk of breast and ovarian cancer, osteoporosis, 


cardiovascular disease and obesity.23 The World Health Organisation recommends 


exclusive breastfeeding for the first 6 months of life24. It is important to recognise that 


some women have chosen not to breastfeed and others can’t breastfeed due to 


health conditions. 


Breastfeeding initiation is high for Asian and Black mothers at 95–96% and lower for 


White mothers at 79%. In the most deprived areas, 76% of mothers initiate 


 
21 Public Health England (2019) Health of women before and during pregnancy: health behaviours, 
risk factors and inequalities. 
22 Of f ice for National Statistics (2020) Adult smoking habits in the UK: 2019.   
23 NHS (2021) Benef its of breastfeeding 
24 WHO (2021) Breastfeeding  



https://www.england.nhs.uk/wp-content/uploads/2021/02/B0225-NHS-Patient-Safety-Strategy-update-Feb-2021-Final-v2.pdf

https://www.england.nhs.uk/publication/saving-babies-lives-version-two-a-care-bundle-for-reducing-perinatal-mortality/

https://www.england.nhs.uk/publication/saving-babies-lives-version-two-a-care-bundle-for-reducing-perinatal-mortality/

https://www.nhs.uk/conditions/diarrhoea-and-vomiting/

https://www.nhs.uk/conditions/sudden-infant-death-syndrome-sids/

https://www.nhs.uk/conditions/sudden-infant-death-syndrome-sids/

https://www.nhs.uk/conditions/obesity/

https://www.nhs.uk/conditions/cardiovascular-disease/

https://www.nhs.uk/conditions/ovarian-cancer/

https://www.nhs.uk/conditions/osteoporosis/

https://www.nhs.uk/conditions/cardiovascular-disease/

https://www.nhs.uk/conditions/obesity/

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/844210/Health_of_women_before_and_during_pregnancy_2019.pdf

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/844210/Health_of_women_before_and_during_pregnancy_2019.pdf

https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthandlifeexpectancies/bulletins/adultsmokinghabitsingreatbritain/2019

https://www.nhs.uk/conditions/baby/breastfeeding-and-bottle-feeding/breastfeeding/benefits/

https://www.who.int/health-topics/breastfeeding#tab=tab_1
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breastfeeding compared with 89% in the least deprived areas.25 In the first weeks 


following birth, 46% of mothers in the most deprived areas breastfeed compared to 


65% in the least deprived areas.26   


Every LMS should agree and implement a breastfeeding strategy to ensure that 


women have the information and support they need, when they need it in maternity  


services and in the community. The strategy should include an analysis of feeding 


trends across the LMS, identifying variation and inequalities between communities, 


along with actions to address them with a focus on the most deprived areas.  


Achieving Unicef’s UK Baby Friendly Initiative accreditation in all maternity services 


will help ensure women receive consistent information on feeding options and get 


breastfeeding off to a good start. NHS England and NHS Improvement and Unicef 


have agreed a support offer for the 38 maternity services that have not yet achieved 


full Baby Friendly accreditation. 


Culturally-sensitive genetics services. Among unrelated couples, 2–3% of all 


births have a congenital abnormality, for first cousin couples this is around 6%.27 In 


some populations the higher risk of recessive genetic disorders accounts for some of 


the increased rate of congenital abnormality, infant and child mortality and serious 


illness.  


Infant mortality rate from congenital abnormalities per 1,000 live births28 


Pakistani infants Bangladeshi infants White infants 


3.4 2.1 0.74 


 


Improving understanding about genetic inheritance among families and healthcare 


professionals and improving access to culturally-sensitive genetics counselling can 


empower affected families and reduce unexpected affected births. During 2021/22, 


online training and health promotion materials will be made available to all LMS and 


 
25 NHS Digital (2012) Infant Feeding Survey – UK, 2010 
26 RCPCH (2021) Breastfeeding in the UK - position statement 
27 Sheridan E, Wright J, Small N, Corry PC, Oddie S, Whibley C, et al (2013) Risk factors for 
congenital anomaly in a multi-ethnic birth cohort: an analysis of the Born in Bradford study. Lancet 
382 (9901): 1350–9 
28 Li Y, Quigley MA, Dattani N, Gray R, Jayaweera H, Kurinczuk JJ, et al (2018) The contribution of 
gestational age, area deprivation and mother’s country of birth to ethnic variations in infant mortality 
in England and Wales: A national cohort study using routinely collected data. PlosOne 



https://www.unicef.org.uk/babyfriendly/about/breastfeeding-in-the-uk/breastfeeding-in-england/

https://www.unicef.org.uk/babyfriendly/nhs-long-term-plan/

https://digital.nhs.uk/data-and-information/publications/statistical/infant-feeding-survey/infant-feeding-survey-uk-2010

https://www.rcpch.ac.uk/resources/breastfeeding-uk-position-statement

https://doi.org/10.1016/S0140-6736(13)61132-0

https://doi.org/10.1016/S0140-6736(13)61132-0

https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0195146
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areas whose populations can benefit most will be invited to bid for funding and 


support to implement or develop an evidence-based approach. 


Resources 


• NHS England Implementing Better Births: Continuity of carer 


• The Royal College of Midwives Measuring continuity of carer: A monitoring 


and evaluation framework 


• Health Education England (HEE) e-Learning for Health Care Midwifery 


Continuity of Carer programme 


• NHS England and NHS Improvement Smokefree pregnancy referral pathway 


• NHS Improvement – MatNeoSIP Driver diagram and change package – 


Improve the detection and management of diabetes in pregnancy 


4d Support for maternity and neonatal staff 


Description 


LMS are asked to: 


• equip maternity and neonatal staff to provide culturally competent care 


• ensure maternity and neonatal staff experience race equality in the workplace. 


Interventions Implementation Groups that will 
benefit most 


Intervention 1: roll out multidisciplinary training 


about cultural competence in maternity and 


neonatal services. 


All LMS Black, Asian and 


Mixed ethnic 


groups 


Intervention 2: when investigating serious 


incidents, consider the impact of culture, 


ethnicity and language. 


All LMS As above 


Intervention 3: implement the Workforce 


Race Equality Standard (WRES) in maternity 


and neonatal services. 


All LMS Staff from ethnic 


minority groups 


Continuous quality improvement 



https://www.england.nhs.uk/publication/implementing-better-births-continuity-of-carer/

https://www.rcm.org.uk/media/2465/measuring-continuity-of-carer-a-monitoring-and-evaluation-framework.pdf

https://www.rcm.org.uk/media/2465/measuring-continuity-of-carer-a-monitoring-and-evaluation-framework.pdf

https://www.e-lfh.org.uk/programmes/midwifery-continuity-of-carer/

https://www.e-lfh.org.uk/programmes/midwifery-continuity-of-carer/

https://www.england.nhs.uk/ltphimenu/prevention/smokefree-pregnancy-referral-pathway/

https://www.england.nhs.uk/wp-content/uploads/2020/08/20190308_Diabetes_V2.9.pdf

https://www.england.nhs.uk/wp-content/uploads/2020/08/20190308_Diabetes_V2.9.pdf
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Support is available, through the MatNeoSIP, from your Patient Safety Network. To find 


out how to join yours, email nhsi.maternalandneonatalsafety@nhs.net 


Process indicators Outcome indicators 


• % of maternity and neonatal staff who 


attended training about cultural competence 


in the last two years 


• % of maternity and neonatal Serious 


Incidents relating to patient care with a valid 


ethnic code 


• % of Perinatal Mortality Review Tool cases 


with a valid ethnic code 


• WRES indicators 1 to 8 for midwives 


and nurses in maternity and 


neonatal services 


Rationale and implementation 


Across England, hard-working clinical and non-clinical staff in maternity services take 


women and their families through the journey of pregnancy, birth and the first weeks 


of life. Their skill and compassion support families at a time of great joy and, for 


some, at their darkest times. This sub-priority sets out how the NHS will support staff 


to give culturally competent care and ensure that their skill and dedication is 


recognised, irrespective of their ethnic group. 


Cultural competency – professional standards: The Nursing and Midwifery 


Council’s standards of proficiency for midwives include that midwives “demonstrate 


an understanding of and the ability to challenge discriminatory behaviour to promote 


equity and inclusion for all” and consistently provide and promote non-discriminatory 


care. The RCOG core curriculum requires that “the doctor is able to champion the 


healthcare needs of people from all groups within society”; this includes that doctors 


promote non-discriminatory practice and are aware of broader social and cultural 


determinants of health as well as an individual’s social wellbeing. 


Multidisciplinary cultural competence training: the Cultural Competence e-


learning tool, developed by Health Education England with the Royal College of 


Midwives (RCM) and others, supports NHS clinicians to gain knowledge and 


understanding of the issues around culture and health and how these might influence 


healthcare outcomes. The tool can support continued professional development and 


be included in revalidation portfolios. It comprises three 20–30 minute learning 



mailto:nhsi.maternalandneonatalsafety@nhs.net

https://www.npeu.ox.ac.uk/pmrt

https://www.nmc.org.uk/standards/standards-for-midwives/

https://www.rcog.org.uk/en/careers-training/specialty-training-curriculum/core-curriculum/

https://www.e-lfh.org.uk/programmes/cultural-competence/

https://www.e-lfh.org.uk/programmes/cultural-competence/
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sessions; the first two are aimed at all professional groups and the last at midwives. 


Some trusts have developed bespoke training packages; an example is given 


overleaf. 


Multidisciplinary cultural understanding and engagement workshops 


Multidisciplinary workshops have changed how maternity staff feel about 


discussing race and culture as well as their understanding of culturally competent 


care. The workshops, run by midwives Benash Nazmeen and Hannah Thompson, 


give participants the tools to self-reflect and understand their own values and 


attitudes towards race, migration and diversity. The 48 participants from eight 


professional groups in six workshops changed their attitudes in several areas: 


Statement 


Delegates agreeing/strongly 


agreeing 


Before workshop After workshop 


“I feel at ease discussing racism at work and at 


home.”  


63% 86% 


“I feel comfortable having culturally sensitive 


discussions with women.”  


60% 93% 


“I am adequately trained to give culturally 


competent care to ethnic minority 


communities.”  


35% 70% 


“I am in favour of the continuity of carer model 


and happy to work this way.”  


63% 88% 


The RCM has offered the workshop to members: check here for availability. 


 


Cultural competency and clinical care: the Summary of themes arising from the 


Healthcare Safety Investigation Branch Maternity Programme found 


misunderstandings and miscommunications between staff and parents from ethnic 


minority communities. Maternity services should ensure that: 



https://www.rcm.org.uk/RCM-events/2021/cultural-competency-workshop

https://www.hsib.org.uk/documents/224/hsib-national-learning-report-summary-themes-maternity-programme.pdf

https://www.hsib.org.uk/documents/224/hsib-national-learning-report-summary-themes-maternity-programme.pdf

https://www.hsib.org.uk/documents/224/hsib-national-learning-report-summary-themes-maternity-programme.pdf
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• the impact of parents’ culture, ethnicity and language is discussed and 


considered during the antenatal risk assessment process, initial assessment 


and follow-up  


• ethnicity is recorded for all serious incidents and PMRT cases 


• investigations consider whether the impact of culture, ethnicity and language 


on the woman’s needs was discussed and considered during the antenatal 


risk assessment process, initial assessment and follow-up. 


Workforce race equality: The NHS People Plan states that “there is strong 


evidence that where an NHS workforce is representative of the community that it 


serves, patient care and…patient experience is more personalised and improves”.  


Nurses and midwives form the largest collective professional group within the NHS. 


One in every five is from an ethnic minority group.29 The experience of midwives from 


ethnic minority groups around the themes of equality, diversity and inclusion is 


worsening over time and is worse than that for White midwives according to the NHS 


staff survey (the satisfaction score was 6.97 out of 10 for midwives from ethnic 


minority groups and 9.24 for White midwives in 2020). 


The WRES supports continuous improvement through robust action to tackle the root 


causes of discrimination. Implementing the WRES is a requirement for NHS 


commissioners and providers through the NHS standard contract. WRES: An 


overview of workforce data for nurses, midwives and health visitors in the NHS 


makes recommendations (page 15) that NHS trusts: 


• “[Use] WRES data to identify areas where there is a failure to recruit staff from 


ethnic minority groups…spotlight directorates and divisions grades / bands 


where blockages, ‘glass ceilings’ or ‘sticky floors’ are most prevalent.” 


• “[Set] ‘aspirational targets’ for BME representation at leadership levels and 


across the workforce pipeline” 


• “… [analyse] data by directorate, service, and occupation.” 


Of the nine WRES indicators, 1 to 8 are relevant to maternity and neonatal services. 


Human resources departments can support services to access data for midwives and 


nurses working in maternity and neonatal services; it is more difficult to ascertain 


 
29 NHS England and NHS Improvement (2021) Ethnic minority nurses and midwives 



https://www.england.nhs.uk/ournhspeople/

https://www.nhsemployers.org/-/media/Employers/Publications/The-power-of-research-in-driving-change.pdf?la=en&hash=0B07DFA4F4FD50C8AF1C2E75C9D23335E9D00F44

https://www.nhsemployers.org/-/media/Employers/Publications/The-power-of-research-in-driving-change.pdf?la=en&hash=0B07DFA4F4FD50C8AF1C2E75C9D23335E9D00F44

https://www.nhsstaffsurveys.com/Page/1105/Latest-Results/NHS-Staff-Survey-Results/

https://www.nhsstaffsurveys.com/Page/1105/Latest-Results/NHS-Staff-Survey-Results/

https://www.england.nhs.uk/about/equality/equality-hub/equality-standard/

https://www.england.nhs.uk/nhs-standard-contract/

https://www.england.nhs.uk/wp-content/uploads/2019/03/wres-nursing-strategy.pdf

https://www.england.nhs.uk/wp-content/uploads/2019/03/wres-nursing-strategy.pdf

https://www.england.nhs.uk/nursingmidwifery/delivering-the-nhs-ltp/cno-black-and-minority-ethnic-bme-leadership/
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WRES data for other staff groups at service level.  NHS WRES experts support the 


implementation of the WRES; they can help LMS improve their understanding of race 


inequalities, embed best practice, contribute to all areas of the wider health economy 


and drive system change. 


Resources 


• NHS Shared Business Services Interpretation and translation services 


framework 


• NHS England and NHS Improvement WRES indicators 


• NHS England and NHS Improvement WRES: An overview of workforce data 


for nurses, midwives and health visitors in the NHS 


• NHS England and NHS Improvement WRES indicators for the medical 


workforce 2020 


• NHS England and NHS Improvement A model employer: Increasing black 


and minority ethnic representation at senior levels across the NHS 


4e Enablers 


Description 


LMS are asked to create the conditions to help achieve equity by: 


• considering the factors that will support high quality clinical care 


• working with system partners and the VCSE sector to address the social 


determinants of health. 


Interventions Implementation Groups that will 
benefit most 


Intervention 1: establish community hubs in 


the areas with the greatest maternal and 


perinatal health needs. 


All LMS Ethnic minority 


groups; those living 


in deprived areas 


Intervention 2: work with system partners 


and the VCSE sector to address the social 


determinants of health. 


All LMS As above 


Continuous quality improvement 



https://www.england.nhs.uk/wp-content/uploads/2021/06/WRES-Cohort-3-bios-booklet.pdf

https://www.sbs.nhs.uk/ica-interpretation-translation-services

https://www.sbs.nhs.uk/ica-interpretation-translation-services

https://www.england.nhs.uk/publication/workforce-race-equality-standard-wres-indicators/

https://www.england.nhs.uk/wp-content/uploads/2019/03/wres-nursing-strategy.pdf

https://www.england.nhs.uk/wp-content/uploads/2019/03/wres-nursing-strategy.pdf

https://www.england.nhs.uk/wp-content/uploads/2021/07/MWRES-DIGITAL-2020_FINAL.pdf

https://www.england.nhs.uk/wp-content/uploads/2021/07/MWRES-DIGITAL-2020_FINAL.pdf

https://www.england.nhs.uk/wp-content/uploads/2019/01/wres-leadership-strategy.pdf

https://www.england.nhs.uk/wp-content/uploads/2019/01/wres-leadership-strategy.pdf
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Support is available, through the MatNeoSIP, from your Patient Safety Network.  To find 


out how to join yours, email nhsi.maternalandneonatalsafety@nhs.net 


There are no process or outcome indicators for this sub-priority. 


Rationale and implementation 


Community hubs help centre care around the woman and her family. Better Births 


recommended that community hubs “should be established, where maternity 


services…are provided alongside other family-orientated health and social services 


provided by statutory and voluntary agencies...[and] work closely with their obstetric 


and neonatal unit(s)”. Community hubs have two key purposes: 


• act as ‘one stop shops’ for many services – this means different teams 


operating out of the same facility 


• provide a fast and effective referral service to the right expert if a woman and 


her baby need more specialised services.  


Community hubs can support effective continuity of carer teams and, in turn, place-


based continuity of carer can create safe spaces for women and identify their specific 


needs.30 Maternity care based in the community is associated with a significant 


decrease in preterm birth (especially for women with the highest level of social 


complexity) and low birth weight, and an increase in induction of labour. Women also 


feel able to disclose difficult circumstances to a known and trusted midwife.31 Unlike 


women accessing community-based continuity of carer, those receiving hospital-


based continuity of carer described a lack of local community support and difficulty 


integrating into unfamiliar support services.  


 


 


 


 
30 Rayment-Jones H, Silverio SA, Harris J, Harden A, Sandall J (2020) Project 20: Midwives’ insight 
into continuity of care models for women with social risk factors: what works, for whom, in what 
circumstances, and how. Midwifery 84:102654. 
31 Rayment-Jones H, Dalrymple K, Harris J, Harden A, Parslow E, Georgi T, et al (2021) Project 20: 
What aspects of maternity care improve maternal and neonatal birth outcomes for women with social 
risk factors? A prospective, observational study.  PloS one 16(5): e0250947 



mailto:nhsi.maternalandneonatalsafety@nhs.net

https://www.england.nhs.uk/wp-content/uploads/2016/02/national-maternity-review-report.pdf

https://doi.org/10.1016/j.midw.2020.102654

https://doi.org/10.1371/journal.pone.0250947
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Community hubs in Lincolnshire address social determinants of health 


The coast of Lincolnshire experiences significant deprivation and an 


underdeveloped transport infrastructure makes access to services difficult. A group 


of young mothers in Skegness got in touch with the LMS to say that travel was 


difficult and that they wanted maternity services closer to home.   


Lincolnshire LMS responded – engaging with staff and parents and mapping 


demand to select the community hub sites. Two of the six community hubs are in 


isolated coastal towns – Skegness and Mablethorpe – previously underserved by 


NHS maternity services. The use of existing NHS or local authority sites meant 


that community hubs were more likely to be sustainable. Working parties were set 


up to develop each site and ensure community hubs reflected what local 


communities wanted. 


As well as providing maternity and health visiting services the hubs address the 


social determinants of health, providing training and employment advice, childcare 


and early education. Recognising their importance in addressing health 


inequalities, community hubs remained open throughout the COVID-19 pandemic; 


1,170 families accessed midwifery care from the hubs between January and 


March 2020, with 40% of these families also accessing community hub services 


after birth. 


 


Social determinants of health: the Marmot review states: “The health of the 


population is not just a matter of how well the health service is funded and 


functions…Health is closely linked to the conditions in which people are born, grow, 


live, work and age and inequities in power, money and resources – the social 


determinants of health…ethnicity intersects with socioeconomic position to produce 


particularly poor outcomes for some ethnic minority groups”. 


Midwives understand the need to “work with other professionals, agencies, and 


communities to share knowledge of the needs of women, newborn infants, partners 


and families when considering the impact of the social determinants of health on 


public health and well-being”.32 To do this, midwives need the skills to “identify, 


 
32 Nursing and Midwifery Council (2019) Standards of proficiency for midwives 



https://betterbirthlincolnshire.co.uk/services-signposting/

https://www.health.org.uk/sites/default/files/2020-03/Health%20Equity%20in%20England_The%20Marmot%20Review%2010%20Years%20On_executive%20summary_web.pdf

https://www.nmc.org.uk/standards/standards-for-midwives/standards-of-proficiency-for-midwives/
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contact, and communicate effectively with colleagues from their own and other health 


and social care settings, and voluntary and third sector agencies”. 


Obstetricians understand “the impact of a patient’s social, economic and 


environmental context on their health” and, through being aware of an individual’s 


social wellbeing, take “an appropriate social history to identify any pertinent social 


issues and can signpost patients to appropriate services”.33 


A range of organisations and groups can work with maternity and neonatal services 


to address the social determinants of health. For example: 


• Preconception care sets the foundation for a successful pregnancy and the 


subsequent lifelong health of the baby. Healthcare professionals, including 


GPs, school nurses, health visitors and support staff can deliver messages 


and support people to adopt healthy behaviours. LMS are well positioned to 


co-ordinate preconception care. Making the case for preconception care states 


that: “…local authorities have a wider role in improving preconception health 


through action on the wider determinants; a ‘preconception health in all 


policies’ approach could support this”. 


• Local authorities’ role can include support through public health teams 


(including health visiting, smoking cessation and the Healthy Start scheme) 


and social care teams (for example, through family support workers who help 


and advise families facing long or short-term difficulties). 


• Social prescribing will widen, diversify and become accessible under 


measures set out in the NHS Long Term Plan which states: “Link workers 


within primary care networks will work with people to develop tailored plans 


and connect them to local groups and support services”. Social prescribing 


works for many people, including those with one or more long-term conditions, 


who need support with their mental health, who are lonely or isolated and/or 


who have complex social needs which affect their wellbeing. 


• The Health and Wellbeing Fund ‘Starting Well’ is investing £7.65 million in 


the VCSE sector over three years from 2020/21 to reduce health inequalities 


among new parents and babies. The fund is part of the Health and Wellbeing 


Programme, a joint initiative from the Department of Health and Social Care 


 
33 Royal College of Obstetricians and Gynaecologists (2019) Core curriculum 



https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/729018/Making_the_case_for_preconception_care.pdf

https://www.gov.uk/healthy-start

https://www.longtermplan.nhs.uk/publication/nhs-long-term-plan/

https://www.rcog.org.uk/en/careers-training/specialty-training-curriculum/core-curriculum/
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(DHSC), PHE and NHS England and NHS Improvement. The 19 projects span 


the country from Cornwall to Lancashire and aim to improve health outcomes 


for children from preconception to two-and-a-half years in areas of high 


deprivation (rural, coastal and urban) and from ethnic minority groups.  


Resources 


• NHS England and NHS Improvement Social prescribing  


• Health Anchors Learning Network 


Priority 5: Strengthen leadership and accountability  


LMS set out their shared vision in a Local Maternity Transformation Plan in 2017 and 


should now supplement this with a co-produced equity and equality action plan. The 


2021/22 priorities and operational planning guidance: Implementation guidance sets 


out a two-step process for this: 


• by 30 November 2021, LMS are asked to submit an equity and equality 


analysis (covering health outcomes, community assets and staff experience) 


and a co-production plan as set out in sub-priority 4a, interventions 1 to 4 


• by 28 February 2022, LMS are asked to co-produce equity and equality action 


plans. 


LMS equity and equality action plans will set out how the NHS will work in partnership 


to improve equity for women and babies and race equality for staff. The plan should 


be agreed by the LMS board and the ICS partnership board and published. Its format 


can be locally determined.   


A good equity and equality action plan will include: 


• vision, values and aims that align to ICS plans to tackle health inequalities 


• a clear description of the LMS population and health outcomes, with a focus 


on those from Black, Asian and Mixed ethnic groups and those living in the 


most deprived areas. LMS may use local data to identify health inequalities 


experienced by those with other protected characteristics and for inclusion 


groups 



https://www.gov.uk/government/news/winners-announced-of-76-million-fund-to-help-give-babies-the-best-start-in-life

https://www.england.nhs.uk/personalisedcare/social-prescribing/

https://haln.org.uk/what-is-haln

https://www.england.nhs.uk/wp-content/uploads/2021/03/B0468-implementation-guidance-21-22-priorities-and-operational-planning-guidance.pdf

https://www.longtermplan.nhs.uk/online-version/chapter-1-a-new-service-model-for-the-21st-century/nhs-organisations-focus-on-population-health/
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• strong evidence of co-production from the outset and how parents and staff 


will be involved in implementation 


• all relevant interventions in priorities 1 to 4 


• interventions which are most likely to reduce health inequalities (considering 


both the size of the population affected and extent of the health inequalities). 


The plan will include core interventions and, where relevant, those that apply 


to selected LMS. LMS may wish to include additional interventions given the 


characteristics of their population and their operating context 


• actions, milestones and metrics (reflecting the indicators in priorities 1, 3 and 


4), with responsible owners, timescales and monitoring arrangements 


• a clear mechanism for ensuring continuous clinical quality improvement 


• roles and responsibilities: including of the ICS and provider executive board-


level leads for health inequalities, LMS senior responsible owner, board-level 


safety champions, MVP(s), etc 


• interdependencies with other ICS workstreams, for example, estates, 


workforce 


• resourcing, including how the funding for this purpose will be applied 


• a high-level stakeholder communication plan.   
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4. Support available to LMS 


LMS will receive support – at national, regional and local level – to co-produce and 


implement their equity and equality action plans.  


National support and leadership 


LMS will receive £6.8 million of funding from NHS England and NHS Improvement 


to co-produce and implement their equity and equality action plans, including the 


implementation of continuity of carer for Black, Asian and Mixed ethnic groups and 


those living in the most deprived areas.   


Multidisciplinary clinical leadership with policy support: the Chief Midwifery 


Officer leads on work to help achieve equity and equality, supported by the National 


Maternity Lead for Equality. Medical leadership is provided by the National Specialty 


Advisor, obstetrics – public health. Policy support is provided by the Maternity 


Transformation Programme. 


The Chief Nursing Officer’s and Chief Midwifery Officer’s Ethnic Minorities 


Strategic Advisory Group advises about equity and equality policy and practice 


relating to service users and staff. The group will develop a visible and expert senior 


team from ethnic minority groups that will influence health and social policy 


development for the benefit of all service users. 


The Maternity and Neonatal Safety Improvement Programme (MatNeoSIP) uses 


quality improvement methodologies to support local identification of safety issues 


(based on data and co-production) and tests interventions with segmented population 


groups through the Patient Safety Collaboratives. MatNeoSIP is led by the National 


Patient Safety team at NHS England and NHS Improvement. 


The NHS Health and Race Observatory, supported by NHS England and NHS 


Improvement and hosted by the NHS Confederation, has been established to identify 


and tackle the specific health challenges facing people from ethnic minority groups. 


Chaired by the Chief Midwifery Officer, the maternity working group supports and 


helps drive the observatory’s work on reducing ethnic inequalities in maternal care. 



https://www.england.nhs.uk/mat-transformation/maternal-and-neonatal-safety-collaborative/
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The group will focus on research and innovations in key areas from which strategic 


policy recommendations for sustainable change will be proposed. 


Cross-government working: recognising that social determinants of health have a 


significant influence on health outcomes, DHSC facilitates cross-government 


working. For example, the Health and Wellbeing Fund is a joint initiative between 


DHSC, PHE and NHS England and NHS Improvement and is investing £7.65 million 


in the VCSE sector over three years from 2020/21 to reduce health inequalities 


among new parents and babies. 


Collaboration with national bodies: through the Maternity Transformation 


Programme board and the Stakeholder Council, a range of national bodies, 


including those representing parents, have informed this guidance and are 


supporting its implementation.   


For example, the Care Quality Commission (CQC) considers equity as part of its 


Transitional Monitoring Approach under the following key lines of enquiry (additional 


prompts, maternity): S1 and S2 – questions relating to the implementation of the 


Chief Midwifery Officer’s four actions to minimise the risk of COVID-19 for minority 


ethnic women, minimising risks from quarantine/lockdown which affect women with 


complex social factors and their babies and the data quality of ethnic coding; and R1 


– questions about the provision of continuity of carer including for ethnic minority 


groups and those living in the most deprived areas. These areas have also been 


inspected as part of the CQC’s focused maternity inspections programme. 


Regional maternity teams 


The roles and responsibilities of the regional teams for maternity services are to: 


• assure LMS equity and equality action plans, involving the Regional Service 


User Voice representative in this process 


• provide support at regional level where appropriate (noting that the support 


offer is led by the clinical networks). 



https://www.england.nhs.uk/mat-transformation/prog-board/

https://www.england.nhs.uk/mat-transformation/prog-board/

https://www.england.nhs.uk/mat-transformation/council/

https://www.cqc.org.uk/news/stories/joint-statement-cqcs-chief-inspectors-deputy-chief-inspector-lead-mental-health

https://www.england.nhs.uk/2020/06/nhs-boosts-support-for-pregnant-black-and-ethnic-minority-women/

https://www.england.nhs.uk/2020/06/nhs-boosts-support-for-pregnant-black-and-ethnic-minority-women/

https://www.england.nhs.uk/about/regional-area-teams/
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How the South East regional team supports LMS equity work 


The COVID-19 pandemic highlighted existing health inequalities and England’s 


Chief Midwifery Officer called on all maternity units to take four actions to minimise 


the additional risk of COVID-19 for mothers from ethnic minority groups and their 


babies. 


In the South East, the regional maternity team supported LMS to implement the 


four actions. The team set up monthly webinars to share good practice from LMS 


across England and hear from senior leaders. The regional programme manager, 


Gulnar Irani, shared this approach with other regions and advised on the design of 


a national assurance process to assess implementation of the four actions. Every 


maternity unit in the South East had implemented all four actions by March 2021. 


 


Maternity clinical networks 


The role and responsibilities of the maternity clinical networks are to: 


• offer support to LMS in developing, implementing and monitoring the health 


outcomes of their equity and equality action plans 


• use data and insight to address health inequalities. 


 


How the East of England clinical network supports LMS equity work 


Tendai Nzirawa is passionate about making a difference to the quality of care in 


maternity services: “As a quality improvement manager in the East of England 


Maternity Clinical Network I bring together healthcare professionals, the third 


sector and MVPs to contribute and collaborate in system change across the East 


of England. The change cannot be done by one person, but a committed group 


that will go back into their systems and influence change locally.” 


A registered nurse, Tendai was redeployed to neonatal critical care during the 


pandemic. Asked what she looked forward to in returning to her job, Tendai said: 


“The passionate midwives that drive change in their local areas to address health 


inequalities.” And what about the challenges? “Making sure that care is truly 



https://www.england.nhs.uk/2020/06/nhs-boosts-support-for-pregnant-black-and-ethnic-minority-women/

https://www.england.nhs.uk/2020/06/nhs-boosts-support-for-pregnant-black-and-ethnic-minority-women/
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personalised – different groups and individuals have different health needs; one 


size does not fit all. To do this we need to use the skills of healthcare 


professionals, MVPs and the third sector and be clear who is the right person to 


lead on each aspect of work.” 


Local support and leadership 


Integrated care systems (ICS) are expected to collaborate locally to plan and 


deliver urgent action to address inequalities in NHS service provision and outcomes, 


as set out in action 8 of Implementing phase 3 of the NHS response to the COVID-19 


pandemic and reiterated in the 2021/22 priorities and operational planning guidance: 


Implementation guidance. The Maternity Transformation Programme is one of four 


priority preventative programmes which are proactively engaging those at greatest 


risk of poor health outcomes. The ambition is that all ICS are successful in integrating 


care to deliver the NHS Long Term Plan and to: 


• improve population health and healthcare 


• tackle unequal access, experience and outcomes 


• enhance productivity and value for money 


• ensure the NHS supports broader social and economic development. 



https://www.england.nhs.uk/wp-content/uploads/2020/08/implementing-phase-3-of-the-nhs-response-to-covid-19.pdf

https://www.england.nhs.uk/wp-content/uploads/2020/08/implementing-phase-3-of-the-nhs-response-to-covid-19.pdf

https://www.england.nhs.uk/wp-content/uploads/2021/03/B0468-implementation-guidance-21-22-priorities-and-operational-planning-guidance.pdf

https://www.england.nhs.uk/wp-content/uploads/2021/03/B0468-implementation-guidance-21-22-priorities-and-operational-planning-guidance.pdf
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5. Metrics 


The NHS will measure progress towards improving equity for mothers and babies 


through the metrics set out below.   


Perinatal mortality metrics 


 


Indicator: The stillbirth and neonatal mortality rate per 1,000 births for Black and 


Asian babies divided by the rate for White babies in the UK, expressed as a ratio. 


Source: MBRRACE-UK 


Where reported 
Baseline 


(2017) 
    


NHS Long Term Plan headline metric 1.7     


 


 


Indicator: The modelled difference in the stillbirth and neonatal mortality rate per 


1,000 births between the most and least deprived communities in England, 


measured using the slope index of inequality. Source: ONS 


Where reported 
Baseline 


(2017) 
    


NHS Long Term Plan headline metric  4.39     


 


The English maternal morbidity outcome indicator (EMMOI) 


While even among women from Black ethnic groups maternal deaths are rare, for 


every woman who dies, 100 women have a severe pregnancy complication or ‘near 


miss’ – when she survives but often with long-term health problems. Disparities in the 


numbers of women experiencing a near miss exist between different ethnic groups. 


Near misses are more common than maternal deaths, so we can investigate 


disparities at LMS or regional level to assess local variation and identify areas with 
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best practice. DHSC has asked the Policy Research Unit in Maternal and Neonatal 


Health and Care to investigate disparities in ‘near misses’, through the use of the 


English Maternal Morbidity Outcome Indicator (EMMOI),34 which assesses the rates 


of various pregnancy complications and can, in contrast to investigation of maternal 


deaths, be compared across regions or LMS. 


 
34 Nair M, Kurinczuk JJ, Knight M (2016) Establishing a National Maternal Morbidity Outcome Indicator 
in England: A population-based study using routine hospital data. PLoS ONE 11(4): e0153370.  



https://doi.org/10.1371/journal.pone.0153370
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6. Keeping healthy 


Information to help families keep well in pregnancy and beyond. 


Use trusted sources of advice 


• NHS-approved pregnancy and baby apps meet a rigorous set of standards 


• the nhs.uk pregnancy pages provide advice about trying for a baby, 


pregnancy, labour and birth 


• Information about coronavirus (COVID-19) and pregnancy 


• Safer sleeping advice for infants from the Lullaby Trust 


Lead a healthy lifestyle 


The NHS healthy weight site helps you work out what a healthy weight is for you 


and how to get to it. Take vitamin D and folic acid as recommended. Check if you 


have iron deficiency anaemia, which is common in pregnancy. 


Healthy Start vouchers help you give your children a great start in life – they are for 


vitamins and basic foods. Ask your midwife if you qualify.  


Keep fit and active during pregnancy: find out why and get exercise tips here. 


Know when to call your midwife or maternity services 


Maternity services are open 24 hours a day, 7 days a week. If you do not have a 


midwife or maternity team call a GP or use the NHS 111 online service (if you 


cannot get help online, call 111). 



https://www.nhs.uk/apps-library/category/pregnancy-and-baby/

https://www.nhs.uk/pregnancy/

https://www.nhs.uk/conditions/coronavirus-covid-19/people-at-higher-risk/pregnancy-and-coronavirus/

https://www.lullabytrust.org.uk/safer-sleep-advice/

https://www.nhs.uk/live-well/healthy-weight/

https://www.nhs.uk/pregnancy/keeping-well/vitamins-supplements-and-nutrition/

https://www.nhs.uk/conditions/iron-deficiency-anaemia/

https://www.nhs.uk/conditions/iron-deficiency-anaemia/

https://www.healthystart.nhs.uk/

https://www.nhs.uk/pregnancy/keeping-well/exercise/

https://111.nhs.uk/
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Source: nhs.uk 


If things don’t go as you hoped they would 


Many maternity services operate a Birth Reflections Service, to help you explore 


your birth experience and ask questions, often without a time limit on how long you 


can access them after giving birth. Contact the maternity unit where you gave birth 


to find out if this service is available.  



https://www.nhs.uk/conditions/coronavirus-covid-19/people-at-higher-risk/pregnancy-and-coronavirus/
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7. Glossary 


Term/acronym Definition 


Equality To ensure that every individual has an equal opportunity to make the 


most of their lives and talents.35 


Equity  The absence of avoidable or remediable differences among groups of 
people, whether those groups are defined socially, economically, 
demographically or geographically.36 


Inclusion health 
groups 


Groups of people who have not usually been well provided for by 
healthcare services, and have poorer access, experiences and health 
outcomes. The definition covers people who are homeless and rough 
sleepers, vulnerable migrants (refugees and asylum seekers), sex 
workers, and those from Gypsy, Roma and Traveller communities.37 


Perinatal mental 


health 


Perinatal mental health problems are those which occur during 


pregnancy or in the first year following the birth of a child. 


Perinatal 
mortality 


Stillbirths and early neonatal deaths. 


Population 
attributable 
fraction (PAF) 


The contribution of a risk factor to a disease or a death. The PAF is 
the proportional reduction in population disease or mortality that 
would occur if exposure to a risk factor were reduced to an alternative 
ideal exposure scenario.38 


Protected 
characteristics 


As set out in the Equality Act 2010, these are age, disability, gender 
reassignment, marriage and civil partnership, race, religion or belief, 
sex, sexual orientation and pregnancy and maternity. 


Slope index of 
inequality 


A measure of the social gradient in an indicator which shows how 
much the indicator varies with deprivation (by deprivation decile).39 


Senior 
responsible 
owner (SRO) 


The person “accountable for ensuring a programme or project meets 
its objectives, delivers the projected outcomes and realises the 
required benefits”.40 


 


 
35 Equality and Human Rights Commission (2021) Understanding equality 
36 World Health Organization (2021) Health systems. Equity 
37 NHS England and NHS Improvement (2021) Definitions for health inequalities 
38 World Health Organization (2021) Metrics: Population Attributable Fraction (PAF) 
39 Public Health England (2018) Slope index of inequality (SII) 
40 Inf rastructure and Projects Authority (2019) The role of the senior responsible owner 



https://www.legislation.gov.uk/ukpga/2010/15/contents

https://www.equalityhumanrights.com/en/secondary-education-resources/useful-information/understanding-equality

https://www.who.int/healthsystems/topics/equity/en/

https://www.england.nhs.uk/ltphimenu/definitions-for-health-inequalities/#inclusion-health-groups

https://www.who.int/healthinfo/global_burden_disease/metrics_paf/en/

https://www.gov.uk/government/publications/health-profile-for-england-2018/methods-data-and-definitions#:~:text=The%20slope%20index%20of%20inequality,this%20into%20a%20single%20number

https://www.gov.uk/government/publications/the-role-of-the-senior-responsible-owner/the-role-of-the-senior-responsible-owner
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