Gap analysis of the SBUHB Perinatal Improvement Plan against the Amos and Ockenden Reviews into Maternity and Neonatal Services 
August 2026
SBUHB has its own Perinatal Improvement Plan (PIP), in response to concerns raised about maternity and neonatal care through several reviews, including the Independent Review into Maternity and Neonatal Services in SBUHB. The purpose of this document is to compare the recommendations of the Amos and Ockenden Reviews (published June 2026) into Maternity and Neonatal Services to the Perinatal Improvement Plan and propose actions for any gaps or variations in recommendations within the local plan.
The Ockenden review contained Immediate and Essential Actions (IEA) and Local Actions for Learning (LAFL) specific to the Nottingham University Hospitals NHS Trust which was the focus of the review. The Amos report contained eight thematic National Maternity and Neonatal Investigation (NMNI) recommendations.
Alignment with Ockenden and Amos
The Perinatal Improvement Plan shows strong alignment with the core themes of both reports’ recommendations and wider external review requirements, specifically:
· There is clear evidence of action across governance, listening and engagement, learning from incidents, clinical safety pathways, workforce and culture, digital records, and inclusion. 
· Key areas of alignment include
· A strengthened Perinatal governance framework, routine reporting through Perinatal Committee, Quality & Safety Committee and Board
· The development of a Maternity & Neonatal Engagement, Insight & Coproduction Strategy
· Implementation of single point of access triage, including the Birmingham Symptom Specific Obstetric Triage System (BSOTS) model.
· Embedding of Maternity Early Warning Score (MEWS) and Newborn Early Warning Trigger and Track 2 (NEWTT2)
· Strengthening of digital infrastructure including Badgernet digital records, a digital guideline dashboard, and the establishment of Make Safe processes
· Improved Duty of Candour arrangements and external/reciprocal review mechanisms. 
· The Plan also demonstrates a clear strategic intent to improve staff culture, psychological safety and trauma-informed care through the leadership development programme, Staff Experience, Wellbeing and Retention Plan, Education and Training Plan and the emerging psychology-led therapeutic support model.
Identified gaps
The principal gap is not the absence of action, but the need to complete actions on trauma-informed psychological support, continuity of care, and anti-racism as an explicit safety priority. Proposals for the development of embedded Maternity and Neonatal Psychology-Led Therapeutic Service progressing through Service Group governance. The Director of Midwifery is leading the development of a Perinatal Strategic Framework which will include our plans for continuity of care and an in-depth understanding for future planning for our population’s needs. We have begun to address equity, inclusion and discrimination within the Perinatal Improvement Plan, listening to the lived experience of women and families that experience barriers to accessing healthcare. We intend to strengthen the plan by making anti-racism explicit, measurable and governed as a patient safety priority. The Perinatal Services team are working with the Public Health team to better understand health inequalities in our population, including analysis of outcomes, incidents, complaints, access, experience and intervention rates by ethnicity and other protected characteristics.
To best understand where action may be needed, the key actions for each header, along with a comparison with the Perinatal Improvement Plan are highlighted in Table 1.
Table 1: Key actions and comparisons
	Source
	Original theme / domain
	Recommendation / action
	Common Board theme
	SBUHB action / workstream
	Evidence / assurance
	Target date

	Ockenden
	Martha’s Rule / urgent additional review
	Where women, families or staff have ongoing concerns about a mother or baby, they must be able to seek an urgent additional clinical review using clear, accessible and responsive routes under the principles of Martha’s Rule, available in hospital and community settings.
	Family voice, personalised care and safety intelligence
	Workstream 1.8 / Workstream 3.1: Call For Concern implementation; multidisciplinary leadership development; Staff Experience, Wellbeing and Retention Plan to strengthen psychological safety and escalation culture.
	Call For Concern being implemented from July 2026; staff able to raise concerns through formal/informal channels; leadership programme completed; monitored through Perinatal Committee, Guardians Service, staff survey, workforce heatmap and Quality & Safety Committee.
	Jul 2026 onward; wider rollout during 2026/27

	Ockenden
	Listening to women and families: women-centred communication and informed choice
	Provide clear, consistent and accessible information throughout pregnancy to support informed decision-making, including labour and birth, pain relief, anaesthetic care for operative delivery and risks/benefits of interventions, in multiple formats and languages. By 28 weeks, provide a minimum information standard on labour, birth, pain relief and anaesthesia. Add a mandatory “Listen to the Woman and consider her preferences” field in triage and telephone documentation. Ensure concerns from women and families are listened to and acted on promptly. Neonatal services should implement BAPM Family Integrated Care principles and embed open conversations with parents, including translation where required.
	Family voice, personalised care and safety intelligence
	Workstream 2.1-2.5: Maternity & Neonatal Engagement, Insight & Coproduction Strategy; feedback mapping; always-on engagement; maternity triage feedback pilot; Family Experience Midwife and Diverse Outreach Workers.
	Engagement Strategy complete July 2025; mapped feedback sources; feedback triangulated through Perinatal Committee; new Learning & Improvement Group planned from Sept 2026; triage feedback pilot and all-user feedback at point of use being developed.
	Strategy complete; wider reporting and feedback mechanisms Sept 2026 / Q3 2026/27

	Ockenden
	Workforce planning and safe staffing
	Support a nationally agreed perinatal workforce planning methodology. The tool should be evidence-based, account for population complexity and service configuration, include obstetric sonographers, out-of-hours obstetric and anaesthetic workload, and capacity for education, training, governance, QI, leadership and patient safety. It must include early labour care and postnatal staffing, step-down support after critical care, neonatal nursing/medical establishment and equipment sufficient to operate safely at peaks while averaging no more than 80% occupancy. Neonatal consultants must not provide emergency cover to more than one hospital at once; out-of-hours attendance should be within 30 minutes; units should use NNAP and GIRFT reviews, align resuscitation with NLS guidance, and follow BAPM airway and infection-control standards.
	Culture, leadership, teamworking and workforce development
	Workstream 1.7, 1.10 Perinatal Services Strategic Framework and 3.1/3.3: senior clinical oversight; workforce remodelling; Education and Training Plan; Staff Experience, Wellbeing and Retention Plan.
	Neonatal 13-hour, seven-day consultant rota implemented and substantive appointments made; obstetric senior cover 22.5 hours/day; consultant rota remodelling and middle-grade expansion underway; workforce KPIs monitored via Perinatal Committee and Board routes.
	Sept 2026 for rota changes; ongoing workforce monitoring

	Ockenden
	Training and multi-professional learning: labour ward coordinator role
	Implement a nationally recognised Labour Ward Coordinator programme for all Band 7 LWC midwives, with structured opportunities and support to achieve the competencies and standards across the six domains of the national framework. Introduce 360-degree feedback for all LWCs to support reflection, performance development and awareness of behavioural impact on the multidisciplinary team.
	Culture, leadership, teamworking and workforce development
	Workstream 1.10 Perinatal Services Strategic Framework Workstream 3.3: documented Education and Training Plan; Workstream 3.1: leadership development and staff experience programme; Workstream 1.5: multidisciplinary safety tools and training.
	Training plan developed for all staff groups; multidisciplinary leadership programme completed; workforce and training compliance reported through Perinatal Committee; further testing and review planned during Q3 2026/27.
	Q3 2026/27

	Ockenden
	Training: speculum examination
	All Trusts must support midwives to achieve local training competencies to perform speculum examinations for women at any gestation, with clear escalation pathways for women in preterm labour or requiring immediate ongoing care.
	Culture, leadership, teamworking and workforce development
	Workstream 3.3: Education and Training Plan; Workstream 4.3: clinical guidelines and digital dashboard; relevant competency requirements to be incorporated into local training and guideline compliance approach.
	Education and Training Plan covers mandatory/statutory training, essential-to-role competencies, CPD and personal development; guideline compliance monitored via Perinatal Committee; digital guideline dashboard launched to support review and assurance.
	Q3 2026/27; ongoing monthly monitoring

	Ockenden
	Enhanced maternal care
	All staff caring for pregnant women must receive regular, structured multidisciplinary training to recognise and manage the deteriorating woman. Training should include midwives, obstetricians, anaesthetists, critical care teams and outreach services, protect dedicated training time, train trainers appropriately, use simulation and team-based learning, and cover lesser-known but clinically important conditions such as maternal ketosis.
	Culture, leadership, teamworking and workforce development
	Workstream 1.3 and 1.5: MEWS/NEWTT2 rollout, MOVE bundle and escalation pathways for deteriorating women; Workstream 3.3: Education and Training Plan.
	MEWS implemented across maternity, Emergency Department and critical care; MOVE care bundle established for pregnant women in non-maternity settings; training compliance reported monthly through Perinatal Committee and Quality & Safety Committee.
	MOVE Q2 2026/27; surveys Q4 2026/27; ongoing compliance monitoring

	Ockenden
	Risk assessment throughout pregnancy: early risk recognition, coordinated care and responsive services
	All Trusts must provide safety-netting and reduce barriers to safe maternity care; ensure continuity of care, particularly for women with additional medical or social complexities; ensure robust information sharing between organisations; ensure trauma-informed, family-centred provision for families after maternal death; provide timely imaging for pregnant and postnatal women with concerning neurological symptoms; and apply a lower admission threshold with senior review and consideration of EFM where additional risk factors for maternal or fetal compromise are present.
	Family voice, personalised care and safety intelligence
	Workstream 1.10: Perinatal Services Strategic Framework; Workstream 2.6: population health and targeted improvement; Workstream 1.2 and 1.3: dynamic risk assessment and escalation.
	Strategic Framework will describe a universal, evidence-based model of care and continuity pathway; population health actions will combine feedback with intelligence on inequalities; risk assessment and escalation are monitored through Perinatal Committee.
	Q3/4 2026/27; Strategic Framework launch Q4 2026/27

	Ockenden
	Fetal growth risk assessment
	Introduce a national standard for fetal growth risk assessment, management and audit, aligning RCOG, SBLCB and NICE guidance with clear recommendations on pathways and charts. Practitioners performing ultrasound growth scans should be trained to undertake and report examinations using the standardised methods in recommended charts.
	Family voice, personalised care and safety intelligence
	Workstream 4.3: guideline dashboard and national guidance adoption; Workstream 3.3: education and training plan; relevant fetal growth guidance to be managed through guideline review and training compliance routes.
	Digital guideline dashboard supports timely review, adoption and monitoring of clinical guidance; education plan covers essential-to-role competencies; compliance monitored through Perinatal Committee and Quality & Safety Committee.
	Ongoing; guideline compliance target Dec 2026

	Ockenden
	Maternity triage and record keeping
	There must be a national standard and documentation for maternity triage and record keeping. Trusts must train midwives providing triage care, including competency standards for telephone risk assessment, mandatory attendance pathways and holistic physical, mental and social wellbeing assessment. Trusts must monitor compliance, record triage call lines for quality and assurance, develop auditable standards for telephone triage, latent phase triage and latent/early labour care, and implement a standardised national maternity handover tool within EPR systems. Trusts must implement national MEWS with clear escalation pathways and mechanisms to record ultrasound images and reports/findings across all settings.
	Governance, learning and accountability
	Workstream 1.1: single point of access maternity triage, BSOTS implementation and call monitoring; Workstream 1.5: MEWS/NEWTT2; Workstream 2.4: triage feedback pilot.
	Single access telephone line live; BSOTS implemented; call volumes and dropped calls monitored; harm reviewed through DATIX exception reporting; feedback collected by Family Experience Midwife; MEWS rolled out and MOVE bundle established.
	Single line complete; validation Nov 2026; feedback Q3 2026/27

	Ockenden
	Latent phase of labour assessment
	Support development and implementation of a structured assessment framework for latent phase of labour, clarifying when latent phase becomes abnormal and requires escalation. The framework should include maternal and fetal wellbeing, the woman’s preferences and narrative, social circumstances, access barriers, time of day and distance from the unit when determining admission.
	Family voice, personalised care and safety intelligence
	Workstream 1.1 and 2.4: triage access and feedback pilot; Workstream 1.10: Perinatal Services Strategic Framework to describe universal perinatal pathway and continuity of care.
	Triage pathway and feedback mechanisms are in place; Strategic Framework will set the future universal model of care and continuity pathway; feedback and pathway learning reported through Perinatal Committee.
	Q3/4 2026/27; Strategic Framework Q4 2026/27

	Ockenden
	Postnatal telephone follow-up
	All Trusts must define criteria for safe telephone postnatal follow-up and when face-to-face follow-up is mandatory. Initial risk assessment should be documented antenatally by 34 weeks, reviewed before postnatal discharge and after each community visit. Trusts must define circumstances in which all postnatal follow-up should be face to face. Where further maternal or neonatal medical review is advised, the professional giving advice is responsible for arranging follow-up; signposting alone is insufficient. Women and families must be able to contact their maternity provider up to 28 days postnatally if needed or wished.
	Family voice, personalised care and safety intelligence
	Workstream 1.9: Postnatal Ward Improvement Plan; Workstream 2.5: always-on engagement and family feedback; Workstream 1.1: triage pathway for postnatal readmissions.
	Daily clinical reviews, structured medication rounds, discharge mapping, community handover tracking and postnatal readmission redirection through Maternity Triage are in place; patient feedback and ward assurance reported through Perinatal Committee.
	Plan implementation in progress; Q4 2026/27

	Ockenden
	Obstetric anaesthetic record keeping
	Introduce and use standardised approaches to key areas of maternity anaesthetic care, including management of inadequate epidural analgesia, intra-operative pain management, conversion to general anaesthesia and clear criteria for postnatal follow-up. Implement a minimum standard for obstetric anaesthetic documentation, including routine intra-operative pain scores and narrative logs during unexpected or critical events, covering symptoms, clinical findings, information shared, decision-making involvement, escalation time and senior clinician arrival.
	Family voice, personalised care and safety intelligence
	Workstream 4.3: guideline review and digital dashboard; Workstream 1.7: senior clinical oversight and Badgernet recording; relevant anaesthetic documentation standards to be managed through guideline compliance, audit and digital record improvement.
	Guideline compliance monitored through Perinatal Committee; digital guideline dashboard supports review and embedding; Badgernet being used to improve recording of senior clinical presence and related clinical documentation.
	Q3 2026/27; ongoing guideline monitoring

	Ockenden
	Anaesthetic and critical care documentation
	All Trusts must strengthen maternal anaesthetic and critical care documentation so that it is clear, contemporaneous and readily accessible, ideally within a single unified EPR. Documentation must capture multidisciplinary discussions and care plans and be woman-centred, reflecting needs, preferences and involvement in decisions.
	Culture, leadership, teamworking and workforce development
	Workstream 1.3: Standard Operating Procedures for pregnant women in non-maternity and critical care settings; Workstream 1.7 and 4.3: clinical documentation, guideline review and Badgernet-enabled reporting.
	SOPs for critical care and non-obstetric surgery ratified; escalation framework in development/ratification; Badgernet supports improved clinical record capture; reporting by exception through Perinatal Committee and Quality & Safety Committee.
	SOPs complete; escalation framework Q3 2026/27

	Ockenden
	Debrief and psychological support
	DHSC/NHSE should support access to coordinated multidisciplinary debrief and psychological support. Trusts should provide timely, accessible psychological support after traumatic events, with clear referral pathways, specialist provision and proactive identification of unmet emotional and psychological needs. Complex, unexpected or traumatic care should trigger a single coordinated multidisciplinary debrief agreed with the woman/mother. Babies with life-limiting conditions, severe brain injury, neonatal death or withdrawal of intensive care should receive support consistent with BAPM palliative care and bereavement guidance.
	Culture, leadership, teamworking and workforce development
	Workstream 3.4: psychology-led therapeutic perinatal service and trauma-informed care; Workstream 4.4: family engagement in investigations and support following incidents; bereavement improvements.
	Psychology-led model and trauma-informed training being developed; dedicated bereavement room in place; families engaged through Duty of Candour and investigation processes; support and learning reported through Perinatal Committee.
	Business case review Aug/Sep 2026; phased implementation 2027-28

	Ockenden
	Incident investigation and family involvement: PSIRF
	DHSC/NHSE must fund implementation of Maternity PSIRF and develop maternity-specific national definitions and guidance on patient-safety incidents, Duty of Candour, role-specific PSIRF training and a national time-bound feedback framework. Investigation outputs across MNSI, PMRT and local PSIRF processes should meet a national standard for quality, depth and format. PSIRF implementation should be improved by expanding national patient-safety science training, embedding methodology in undergraduate and postgraduate curricula, and incorporating PSIRF into medical, nursing, midwifery, RCOG, RCoA and NMC curricula.
	Culture, leadership, teamworking and workforce development
	Workstream 4.4: investigations, external review triggers, Duty of Candour and family involvement; Workstream 1.6: rapid dissemination of Make Safes and learning; Workstream 4.2: Learning Strategy and Learning & Improvement Group.
	100% of Duty of Candour families invited to participate in investigations; Make Safe logs launched Feb 2026 and backdated to Oct 2025; reciprocal external review pilot established Mar 2026; learning and investigation oversight via Perinatal Committee.
	Processes complete; review effectiveness Q3 2026/27

	Ockenden
	Governance and Board accountability: multidisciplinary governance and learning
	All Trusts must ensure protected time for multidisciplinary governance, review and learning. This must include learning from adverse events and examples of good practice, and neonatal PSIRF learning should be considered alongside maternity investigations to enable shared perinatal learning.
	Culture, leadership, teamworking and workforce development
	Workstream 4.1: defined Perinatal Improvement Programme and BAU governance; Workstream 4.2 and 4.4: learning strategy, investigations and governance oversight; Workstream 1.6: immediate safety learning.
	Monthly Perinatal Committee report to Quality & Safety Committee and Board embedded; Perinatal Improvement Executive Programme Board continues; learning strategy consulted on; Learning & Improvement Group planned from Sept 2026; Make Safe process in place.
	Governance embedded; Learning Group Sept 2026

	Ockenden
	Culture, teamwork and psychological safety
	All Trusts must foster a culture of safety, compassion and respect across maternity services. Staff must be supported to speak up without fear of reprisal, and women must feel listened to, respected and involved in decisions. Trusts must promote compassionate leadership, civil and kind workplaces and positive feedback to reinforce good practice. Every Trust must appoint a maternity subject-matter specialist with a standard role description to represent multidisciplinary maternity views at Board level and strengthen oversight of Ockenden IEAs and national review actions.
	Culture, leadership, teamworking and workforce development
	Workstream 3.1 and 1.8: compassionate leadership, psychological safety, speaking-up culture and Call For Concern; Workstream 4.1: Board-level governance and Perinatal Safety Champions.
	Multidisciplinary leadership programme completed; Staff Experience, Wellbeing and Retention Plan developed; Call For Concern implementation from July 2026; Perinatal Safety Champions sit on Perinatal Committee and Quality & Safety Committee; workforce and culture measures monitored monthly.
	July 2026 onward; evaluation Oct 2026

	Ockenden
	Recruitment and onboarding
	DHSC/NHSE should recommend and support recruitment processes and a consistent onboarding package. Trusts must streamline recruitment and implement consistent onboarding for staff involved in perinatal care, with named supervision and support during initial shifts.
	Culture, leadership, teamworking and workforce development
	Workstream 3.1 and 3.3: Staff Experience, Wellbeing and Retention Plan; education, training and induction offer; workforce development and onboarding support.
	SEWR Plan developed and engagement commenced June 2026; Education and Training Plan covers induction, mandatory/statutory training, essential-to-role competencies and CPD; workforce KPIs and PADR monitored through governance routes.
	Engagement commenced Jun 2026; implementation phase 2026/27

	Ockenden
	Mothers who have died and post-death care
	All Trusts must ensure annual audited compliance with the NHS Records Management Code of Practice (2023). Post-death care actions include ceasing post mortems outside the mortuary; ensuring all deceased patients are fully or, where technically valid, temporarily reconstructed to a high standard immediately after post mortem, with rationale and condition checks documented if delayed; ensuring after-death care investigations include an independent post-death care specialist; and formally reviewing all staff roles involved in post-death care to map responsibilities, identify overlap and define communication pathways. National action: introduce statutory regulation of Anatomical Pathology Technologists and ensure paediatric post mortems of babies over 12 weeks’ gestation are undertaken only by trained and competent APTs.
	Governance, learning and accountability
	Workstream 4.4: investigations, Duty of Candour, external review and family engagement; Workstream 3.4: bereavement and trauma-informed psychological support; Workstream 4.3/4.1: records, governance and assurance.
	Processes in place for Duty of Candour, family participation in investigations and external review triggers; bereavement room established; learning and investigation oversight reported through Perinatal Committee and Quality & Safety Committee.
	Processes complete; psychology model/business case Aug-Sep 2026; phased support 2027-28

	Amos
	Statutory Maternity and Neonatal Commissioner
	DHSC must create a statutory Maternity and Neonatal Commissioner, legislate through the Health Bill at the earliest opportunity and appoint a Commissioner within six months of Royal Assent. The Commissioner will hold the system to account, drive the Modern Service Framework, champion women, birthing people and families, co-chair the National Maternity and Neonatal Taskforce, and report regularly to Parliament and families.
	Governance, accountability and system oversight
	Not a local action however we are contributing to All-Wales strategic discussions via Executive Director of Nursing 
	Not a local action however we are contributing to All-Wales strategic discussions via Executive Director of Nursing
	

	Amos
	Listening to women, birthing people and families
	DHSC, NHSE, ICBs and NHS trusts must take action within 12 months to listen to women, birthing people and families. Listening should be treated as safety intelligence, reviewed through patient-safety governance, escalated to Board where patterns emerge, and linked to measurable improvement. This includes continuity of carer for scheduled antenatal and postnatal care, dynamic risk assessment, postnatal debrief, neonatal transitional/community/palliative care and trauma-informed psychological support.
	Family voice, personalised care and safety intelligence
	Workstream 2.1-2.5: Engagement, Insight & Coproduction Strategy; feedback mapping; always-on engagement; Family Experience Midwife; Diverse Outreach Workers; maternity triage feedback pilot.
	Engagement Strategy complete; feedback sources mapped; qualitative and quantitative intelligence triangulated; Learning & Improvement Group planned from Sept 2026; feedback mechanisms, outreach and all-user triage feedback being expanded.
	Strategy complete; Learning Group / wider reporting Sept 2026; review Q3 2026/27

	Amos
	Learning when things go wrong
	DHSC, NHSE and CQC must improve within 12 months the quality, transparency, oversight and accountability of investigations and ensure learning is captured and acted upon. Families should have clear information about investigation pathways, independent challenge, trained investigators, compassionate communication, shared learning and stronger oversight of implementation.
	Investigations, learning and family accountability
	Workstream 1.6 and 4.4: Make Safes, investigations, Duty of Candour, family involvement, external/reciprocal review and Learning Strategy; Workstream 4.2: Learning & Improvement Group.
	Make Safe logs launched Feb 2026 and backdated to Oct 2025; 100% of Duty of Candour families invited to participate; reciprocal external review pilot established Mar 2026; Learning Strategy consulted on and Learning Group planned.
	Processes complete; Learning Group Sept 2026; effectiveness review Q3 2026/27

	Amos
	Modern Service Framework and national standards
	DHSC/NHSE must design a Modern Service Framework within 12 months and begin rollout within 18 months. The framework should set national standards across the whole pathway, formally designate maternity triage as safety-critical, unify clinical/professional/operational guidance, redesign workforce models and tools, review unit size/configuration, and target research where evidence is needed.
	Service model, clinical standards, workforce and triage
	Workstream 1.1, 1.3, 1.5, 1.7, 1.9 and 1.10: triage, MEWS/MOVE, senior oversight, postnatal care and Strategic Framework; Workstream 4.3: guideline dashboard and standards.
	Triage single line, BSOTS, MEWS/NEWTT2 and MOVE implemented; senior clinical oversight and Badgernet recording being strengthened; postnatal ward improvement plan in progress; Strategic Framework to define future model of care.
	Multiple actions complete; Strategic Framework Q4 2026/27; guideline target Dec 2026

	Amos
	Racism, discrimination and inequality as safety issues
	DHSC, NHSE, ICBs, NHS trusts, GMC and NMC must treat racism, discrimination and inequality as critical maternity safety issues within 12 months, with work starting immediately. Trusts should capture and act on inequalities data, review through governance, escalate to Board where patterns emerge, link to improvement action, evaluate anti-racism training and use granular data to target improvement without stereotyping communities.
	Equity, inclusion and anti-discrimination
	Workstream 2.3, 2.5, 2.6 and 3.2: inclusive engagement, Diverse Outreach Workers, population health intelligence, translation/Welsh language access, cultural awareness and anti-discrimination learning.
	Stakeholder mapping complete; Diverse Outreach Workers supporting engagement; feedback from communities experiencing barriers to inclusion incorporated into reporting; population health workstream established; translation and Welsh language access being strengthened.
	Ongoing; population health outputs Q3/4 2026/27; wider inclusion work 2026/27

	Amos
	Governance, accountability and regulatory oversight
	DHSC/NHSE must clarify system governance, oversight and accountability structures and improve regulatory oversight within nine months. Organisations responsible for maternity and neonatal services should clarify responsibilities, remove duplication and improve effectiveness; CQC should develop a specialist regulatory unit with relevant clinical expertise and methodology centred on the views of women and families.
	Governance, assurance and regulatory oversight
	Workstream 4.1, 4.2, 4.3 and 4.4: governance structure, benchmarking, guideline dashboard, investigations and Board assurance; routine monitoring through Perinatal Committee, Quality & Safety Committee and Board.
	Perinatal governance framework redesigned; monthly reporting embedded; benchmarking completed; guideline compliance dashboard launched; independent/external review triggers and duty of candour processes monitored through Perinatal Committee.
	Governance embedded; reporting review Oct 2026; guideline target Dec 2026

	Amos
	Culture, teamworking and leadership
	DHSC, NHSE, ICBs and NHS trusts must improve culture and teamworking and strengthen leadership within 12 months. Positive culture and behaviour should be treated as a safety issue, with poor behaviour captured as safety intelligence, reviewed through governance and escalated to Board. Actions include leadership post review, parity between midwifery, obstetric and neonatal leads, joint clinical leadership, and education/training that embeds trauma-informed care, bereavement care, compassion, communication, teamworking and response to adverse events.
	Culture, leadership, teamworking and workforce development
	Workstream 3.1, 3.3 and 3.4: compassionate leadership, multidisciplinary team development, SEWR Plan, Education and Training Plan, trauma-informed care and psychology-led therapeutic support; Workstream 1.8: escalation and speaking-up culture.
	Leadership programme completed; SEWR Plan developed and engagement underway; Education and Training Plan developed for all staff groups; psychology-led therapeutic model and trauma-informed training being progressed; culture metrics monitored through Perinatal Committee, workforce KPIs, staff survey and Guardians Service.
	2026/27; leadership evaluation Oct 2026; phased trauma-informed support 2027-28

	Amos
	Estates and digital systems fit for modern care
	DHSC/NHSE must deliver estates and digital systems fit for modern maternity and neonatal care with 12-month, five-year and 10-year investment commitments. This includes enforceable estates standards through the Modern Service Framework, revised Health Building Notes, parliamentary oversight of investment, interoperable digital maternity and neonatal systems, national datasets, a single digital record for every woman and baby, and digital tools that support quality and safety.
	Digital, records, data and estates
	National work however Workstream 1.1, 1.2, 1.4, 1.7 and 4.3: Badgernet digital records, triage call monitoring, IOL digital risk assessment, neonatal imaging/PACS development, senior oversight recording and digital guideline dashboard.
	Badgernet implemented May 2026 with IOL risk assessment embedded; senior clinical presence reporting being strengthened through Badgernet; digital guideline dashboard launched; neonatal radiology image sharing/PACS implementation being progressed; data triangulated through Perinatal Committee, Quality & Safety Committee and Board.
	Badgernet complete May 2026; IOL reporting Q3/Q4 2026/27; PACS implementation Sept 2026; guideline compliance target Dec 2026













Recommendations
Be Assured: Through comparison with the key actions and themes of the Amos and Ockenden reviews, Board can be assured that most actions highlighted are either in train or form part of the Perinatal Improvement Plan or perinatal business as usual. Of note, all deemed to be critical clinical safety actions, are already underway in SBUHB. 
Be advised: We have plans to address the outstanding areas highlighted by the Amos and Ockenden reviews. These actions are strategic transformational actions that already formed part of the Perinatal Improvement Plan and will be delivered on a medium-long-term basis. 
ENDS

