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Report from the Committee’s Expert 
Panel on Maternity Services

The Committee’s Expert Panel

1.	 In 2020, we established and commissioned a panel of experts (known as the 
Committee’s Expert Panel or “Expert Panel”) to evaluate—independently of us—progress 
the Government has made against its own commitments in different areas of healthcare 
policy. The framework for the Panel’s work was set out in our Special Report: Process for 
independent evaluation of progress on Government commitments (HC 663), published 
on 5 August 2020. Part of that evaluation would be a CQC-style rating for each of the 
commitments under evaluation.

2.	 The Core members of the Expert Panel are Professor Dame Jane Dacre (Chair), Sir 
Robert Francis QC, Dr Charlotte Augst, Dr Meerat Kaur, Professor John Appleby, 
Professor Anita Charlesworth and Professor Stephen Peckham.

3.	 We asked the Expert Panel to undertake its first evaluation into maternity services 
in England. For this evaluation, the core Expert Panel members were joined by maternity 
specialists Professor Soo Downe, Professor of Midwifery Studies at University of Central 
Lancashire, Professor Alexander Heazell, Director of Tommy’s Stillbirth Research 
Centre, University of Manchester, Sarah Noble, Associate Director of Midwifery at 
South Warwickshire NHS Foundation Trust and Professor Dame Lesley Regan, Head of 
Obstetrics and Gynaecology at St Mary’s Hospital, London.

4.	 We thank the members of our Expert Panel for their work and the important 
contribution they have made in support of the Committee’s scrutiny of the Department 
for Health and Social Care.

The Expert Panel’s evaluation

5.	 With our agreement, the Expert Panel focussed on the following the commitments:

•	 Maternity Safety: By 2025, halve the rate of stillbirths; neonatal deaths; maternal 
deaths; brain injuries that occur during or soon after birth. Achieve a 20% 
reduction in these rates by 2020. To reduce the pre-term birth rate from 8% to 
6% by 2025.

•	 Continuity of Carer: The majority of women will benefit from the ‘continuity of 
carer’ model by 2021, starting with 20% of women by March 2019. By 2024, 75% 
of women from BAME communities and a similar percentage of women from 
the most deprived groups will receive continuity of care from their midwife 
throughout pregnancy, labour and the postnatal period.

•	 Personalised Care: All women to have a Personalised Care and Support Plan 
(PCSP) by 2021.

https://committees.parliament.uk/publications/2251/documents/20960/default/
https://committees.parliament.uk/publications/2251/documents/20960/default/
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•	 Safe Staffing: Ensuring NHS providers are staffed with the appropriate number 
and mix of clinical professionals is vital to the delivery of quality care and in 
keeping patients safe from avoidable.

6.	 The Expert Panel’s evaluation is appended to this Report. Although its evaluation was 
undertaken without input from the Committee, we expect the Department to respond to 
it within the standard two-month period for responses to select Committee reports.
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against its policy commitments in the area 
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The Health and Social Care Committee’s Expert 

Panel: Evaluation of the Government’s progress 

against its policy commitments in the area 

of maternity services in England 

Introduction  

Governments often make well-publicised policy commitments with good intentions to improve 

services for the public. While such policy commitments are made frequently, it is often difficult 

to evaluate or monitor the extent to which these commitments have been met or are on-track 

to be met. For this reason, formal processes of evaluation and review are essential, not only 

to hold the government to account but to allow those responsible for policy implementation 

to critically appraise their own progress; identify areas for future focus; and to foster a culture 

of learning and improvement.  Such a process can also promote improvement in the quality 

of commitments made. 

Improvement is an iterative process during which the impact and success of innovations are 

identified, modified, and reviewed and this is already in good use within the NHS. The concept 

has also been used successfully in education, by OFSTED, and in health and social care, by 

the Care Quality Commission (CQC). To apply this approach to health policy, the House of 

Commons Health and Social Care Select Committee established and commissioned a panel of 

experts to support its constitutional role in scrutinising the work of the government. The Expert 

Panel is chaired by Professor Dame Jane Dacre and is responsible for conducting a politically 

impartial evaluation of the Government’s commitments in different areas of healthcare policy, 

which is independent from the work of the Committee.1  

We will produce a report after each evaluation which will be sent to the Committee to review. 

The final report will include a CQC-style rating of the progress the Government has made 

against achieving its own commitments. This is based on the “Anchor Statements” (see 

Appendix) set out by the Committee.2 The intention is to identify instances of successful 

implementation of Government policy so that it can assess whether its commitments are on 

track to be met and to ensure support for resourcing and implementation are available to 

match Government aspirations.  It is hoped that this process will promote learning about what 

makes an effective commitment, identify how commitments are most usefully monitored, and 

ultimately improve healthcare. Where appropriate, we will revisit and review policy 

commitments to encourage sustained progress. This is the first report conducted by the Expert 

Panel and evaluates Government commitments in the area of maternity services in England. 

 

  

 
1 First Special Report of Session 2019–21: Process for independent evaluation of progress on Government 
commitments [21 July 2020] p. 1   
2 First Special Report of Session 2019–21: Process for independent evaluation of progress on Government 
commitments [21 July 2020] p. 6   

https://committees.parliament.uk/publications/2251/documents/20960/default/
https://committees.parliament.uk/publications/2251/documents/20960/default/
https://committees.parliament.uk/publications/2251/documents/20960/default/
https://committees.parliament.uk/publications/2251/documents/20960/default/
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Members of the Expert Panel 

The Expert Panel is chaired by Professor Dame Jane Dacre and is comprised of core members 

and subject specialists. Core panel members were recruited for their generic expertise in 

policy, with a broad understanding of qualitative and quantitative research methods and the 

evaluation of evidence. Subject specialists were recruited to bring direct experience and 

expertise to the policy area under evaluation by the Expert Panel. All Expert Panel members 

have been officially appointed by the House of Commons Health and Social Care Select 

Committee. 

Core members of the Expert Panel are: 

• Professor John Appleby; 

• Dr Charlotte Augst; 

• Anita Charlesworth CBE; 

• Sir Robert Francis QC; 

• Dr Meerat Kaur; and 

• Professor Stephen Peckham. 

Maternity specialist members of the Expert Panel are: 

• Professor Soo Downe OBE, Professor of Midwifery Studies at University of Central 

Lancashire; 

• Professor Alexander Heazell, Director of Tommy’s Stillbirth Research Centre, 

University of Manchester; 

• Sarah Noble, Associate Director of Midwifery at South Warwickshire NHS Foundation 

Trust; and 

• Professor Dame Lesley Regan, Head of Obstetrics and Gynaecology at St Mary’s 

Campus, Imperial College London. 

Further information on the Expert Panel is set out in the Health and Social Care Committee 

Special Report: Process for independent evaluation of progress on Government commitments 

(5 August 2020). The latest information relating to the Expert Panel can be found on its 

webpage here. 

Members of the Expert Panel secretariat: 

Previn Desai (Head of Secretariat) 

Florence Young 

Alison Lacey 

James McQuade 

Sandy Gill 

Siobhan Conway 

 

Acknowledgements: 

We would like to thank the Department of Health and Social Care and NHS England 

and Improvement for their engagement with our evaluation. We are also grateful 

to those who have supported our work and, in particular, to colleagues from the 

National Audit Office and Patient Experience Library.  We would like to give special 

thanks to the midwives and obstetricians who took part in our roundtable events, 

to the women who shared their experiences during our focus group session, and 

to the stakeholders who provided written submissions to support our evaluation. 

https://committees.parliament.uk/publications/2251/documents/20960/default/
https://committees.parliament.uk/work/1161/expert-panel-evaluation-of-the-governments-commitments-in-the-area-of-maternity-services-in-england/
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Executive Summary 
The Health and Social Care Committee commissioned a review of evidence for the effective 

implementation of the Government’s policy commitments relating to maternity services. Our 

report has been produced independently of the Committee’s own inquiry into the safety of 

maternity services in England.3 Our report has been reviewed by the Committee and supports 

the Committee’s inquiry.  

A panel of experts has been established consisting of members with recognised expertise in 

quantitative and qualitative research methods, and policy evaluation. This core group was 

complimented by four clinicians with a working knowledge and experiences of maternity 

services delivery.4 

Evaluations and judgements in this report are summarised in a CQC-style rating of particular 

Government policy commitments for maternity services.  While these are in the style of ratings 

used by national bodies such as the CQC, the ratings in this report have been determined by 

us and do not reflect the opinion of the CQC.  The commitments under review are inter-

connected allowing an overall rating to be given relating to a combined assessment against 

all four commitments.  Separate ratings have also been given to each commitment and its 

main questions. All ratings are informed by a review process using robust research and 

evaluation methods.   

Published data and other sources of evidence, including written submissions from 

stakeholders, focus groups and round table discussions have been used to provide evidence 

for review by the Expert Panel. 

The Department of Health and Social Care have been invited to contribute to the process at 

each stage of evaluation.  

 

 

 

 

 

 

 

 

 

 

 
3 Health and Social Care Committee, Safety of Maternity Services in England  
4 First Special Report of Session 2019–21: Process for independent evaluation of progress on Government 

commitments [21 July 2020]  

https://committees.parliament.uk/work/472/safety-of-maternity-services-in-england/
https://committees.parliament.uk/publications/2251/documents/20960/default/
https://committees.parliament.uk/publications/2251/documents/20960/default/
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Selected Commitments 

On 14 December 2020, the Department of Health and Social Care provided the Panel with its 

main policy commitments for maternity services. Using this information and wider policy 

documentation, we selected the four commitments we identified as the most important and 

appropriate sample for review and agreed to evaluate the Government’s progress against 

these commitments. The commitments are: 

1. Maternity Safety: By 2025, halve the rate of stillbirths; neonatal deaths; maternal 

deaths; brain injuries that occur during or soon after birth. Achieve a 20% reduction 

in these rates by 2020. To reduce the pre-term birth rate from 8% to 6% by 2025.  

2. Continuity of Carer: The majority of women will benefit from the ‘continuity of carer’ 

model by 2021, starting with 20% of women by March 2019. By 2024, 75% of women 

from BAME communities and a similar percentage of women from the most deprived 

groups will receive continuity of care from their midwife throughout pregnancy, labour 

and the postnatal period.  

3. Personalised Care: All women to have a Personalised Care and Support Plan (PCSP) 

by 2021.  

4. Safe Staffing: Ensuring NHS providers are staffed with the appropriate number and 

mix of clinical professionals is vital to the delivery of quality care and in keeping 

patients safe from avoidable harm.  

For each commitment under review, The Health and Social Care Committee set out main 

questions to guide the Expert Panel’s evaluation. We then developed a set of sub-questions 

relating to specific areas of the commitment. These main questions and sub-questions were 

incorporated into a final framework referred to as the Expert Panel’s planning grid.5 The 

planning grid was shared with the Department and formed the basis of the Department’s 

formal written response.6 We used the key questions in the planning grid, as well as our own 

thematic analysis of written submissions, transcripts from focus groups and roundtable events, 

as the basis for this evaluation. 

The main questions set out in the planning grid are: 

A.  Was the commitment met overall? Or is the commitment on track to be met? 

B.  Was the commitment effectively funded (or resourced)? 

C.  Did the commitment achieve a positive impact for women? 

D.  Was it an appropriate commitment?7 

The ratings for all commitments and main questions are summarised in Table 1. An analysis 

of each sub-question, as described in the planning grid, can be found in annexes A-D. We 

invited the Department of Health and Social Care to respond to all main questions and sub-

questions in its written response.8 

 
5 Letter from Rt Hon Jeremy Hunt, Chair, Health and Social Care Select Committee, and Professor Dame Jane 
Dacre, Chair, Health and Social Care Committee’s Expert Panel, to Rt Hon Matt Hancock MP, Secretary of State, 
regarding Government commitments in the area of maternity services [16 March 2021]  
6 Department of Health and Social Care (EPE0026) 
7 First Special Report of Session 2019–21: Process for independent evaluation of progress on Government 

commitments [21 July 2020], p. 3  
8 Department of Health and Social Care (EPE0026) 

https://committees.parliament.uk/publications/5372/documents/53816/default/
https://committees.parliament.uk/publications/5373/documents/53818/default/
https://committees.parliament.uk/publications/5373/documents/53818/default/
https://committees.parliament.uk/publications/5373/documents/53818/default/
https://committees.parliament.uk/writtenevidence/36803/html/
https://committees.parliament.uk/publications/2251/documents/20960/default/
https://committees.parliament.uk/publications/2251/documents/20960/default/
https://committees.parliament.uk/writtenevidence/36803/html/
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CQC-style ratings for the commitments under evaluation are summarised in the table below:  

Table 1: CQC-style ratings  

 

Commitment 

 

A.  

Commitment 

met 

B.  

Funding / 

Resourcing 

C.  

Impact 

D. 

Appropriate 

 

Overall 

OVERALL  

RATING  

across all 

commitments 

    Requires  

improvement 

Maternity 

Safety 

Stillbirths: 

Good 

Neonatal 

deaths: 

Good 

Brain injury: 

Requires 

Improvement 

Maternal 

deaths: 

Inadequate 

Pre-term 

births: 

Requires 

Improvement 

Requires 

Improvement 

Requires 

Improvement 

 

Good Requires 

Improvement 

 

Continuity of 

Carer 

Inadequate Requires 

Improvement 

Requires 

Improvement 

Good Requires 

Improvement 

Personalised 

Care  

Inadequate Inadequate Inadequate Requires 

Improvement 

Inadequate 

Safe Staffing 

 

Inadequate Requires 

Improvement 

Inadequate Requires 

Improvement 

Requires 

Improvement 

 

The overall CQC-style rating across all four commitments is Requires Improvement. 

This overall rating relates to how the Government has progressed against all four 

commitments based on guidance outlined in the anchor statements (Appendix).  We have 

summarised the key evidence used to determine the rating for each commitment in Table 2. 

While an overall rating of progress against all four commitments is challenging to determine, 

the evidence we assessed shows that the Government’s commitments for maternity services 

require improvement. We have identified systematic issues in the way the commitments have 

been set out and resourced, with recurrent issues in establishing a robust and timely method 

of data collection to allow evaluation of progress towards achieving numerical targets. When 

setting commitments, it is vital that the Government develops appropriate data collection 

strategies to monitor progress where relevant data are not currently available.   

Achievement against all four commitments is highly interconnected, for example successful 

roll-out of Continuity of Carer will undoubtedly lead to improved attainment towards the 

commitment to improve maternity safety outcomes. However, a key finding of this report is 

that none of the other commitments can be achieved without ensuring that maternity services 

have the right number of staff, in the right place, at the right time and with the right skills. 
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Persistent health inequalities and negative birthing experiences for women from minority 

ethnic and socio-economically deprived backgrounds were evident throughout our 

assessment. To address this issue, we have included an additional chapter that draws together 

our findings relating to health inequalities for all commitments. 

The overall CQC-style ratings for each commitment are: 

Maternity Safety: Requires Improvement  

To improve birth outcomes for women and babies, significant focus has been directed towards 

improving maternity safety, with promising trends in reducing unnecessary deaths and 

disability.  However, changes to the way progress is measured makes it difficult to attribute 

improvements to Government intervention.  Significant health inequalities for women from 

minority ethnic and socio-economically disadvantaged backgrounds persist, which have not 

been adequately addressed in current improvement plans. 

Continuity of Carer: Requires Improvement  

This is an important commitment with a strong evidence base. Effort has been directed 

towards achieving this target, but lack of clarity over its definition, lack of reliable data 

collection method to evidence progress, and lack of clear resources and organisational support 

for its implementation has made it difficult to evidence and achieve.  Continuity of Carer 

represents a major change to maternity services and further support is required to ensure 

Trusts are enabled to successfully manage this scale of organisational change.  

Personalised Care and Support Plans (PCSPs): Inadequate  

This is an important aspiration and is likely to improve safety and satisfaction for women.  

However, there has been inadequate consideration of ways to mitigate potential barriers to 

impactful care planning.  PCSPs represent a significant change in workplace culture and aim 

to empower women as lead decision makers in their own care.  However, lack of clarity about 

how plans will be used to inform service delivery planning has resulted in PCSPs becoming a 

potentially time-consuming tick box exercise.    

Safe Staffing: Requires Improvement  

There is a consistent message in the range of sources we evaluated that staffing across the 

whole area of maternity services requires improvement. While there have been recent 

improvements in the number of midwifery staff, persistent gaps in all maternity professions 

remain. Current recruitment initiatives do not consider the serious problem of attrition in a 

demoralised and overstretched workforce and do not adequately value professional 

experience and wellbeing.  Staffing deficits undermine the ability of Trusts to achieve 

improvements in all areas. 

Equality in Maternity Outcomes:  

Throughout this evaluation, we have been struck by the persistent health inequalities 

experienced by women and babies from disadvantaged groups. Women from minority ethnic 

or socio-economically deprived backgrounds continue to experience poorer outcomes across 

all commitments we evaluated.  To address this issue in more detail we have provided an 

additional chapter on health inequalities for each of the commitments included in this review. 
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The key evidence to support the CQC-style rating for each commitment and our findings 

relating to inequalities in experience and outcome is outlined in the table below: 

Table 2: Key evidence to support the CQC-style ratings for each commitment 

Chapter 

 

Rating Evidence 

Maternity 
Safety 

Requires 
Improvement 

• There has been significant progress in reducing 
rates of stillbirths and neonatal deaths with a 
25% and 30% reduction since 2010 
respectively. 

• Small reductions in pre-term birth rates from 
2017 will need to accelerate to meet the 2025 
target. 

• While efforts have been made to reduce the rate 
of brain injuries occurring during or soon after 
birth, there is little evidence targets are on 
course to be met. 

• There has been no significant progress in 
reducing the rate of maternal death. 

• Despite improvements on some measures, 
across all targets there remain inequalities for 
some minority ethnic groups and in the most 
socioeconomically deprived areas of the country. 

• There has been a range of new funds and 
resources to support maternity safety outcomes, 
but current levels of funding are insufficient and 
not clearly linked to demonstrable targets. 

Continuity of 
Carer 

Requires 
Improvement 
 

• The policy is supported by robust research 
evidence and has the potential to improve 
quality of care at scale.  

• However, the target for the majority of women 
to receive CoC by 2021 has not been achieved.  

• CoC has only been received by a minority of 
women with considerable variation by Trust in 
reported experiences of care.  

• Progress has been slow due to a lack of vision 
about how a CoC model should be implemented 
at scale.  Some Trusts have interpreted CoC as 
just antenatal or postnatal CoC.  Persistent 
conflicting messages have led to implementation 
challenges, patchy care for women, and variable 
overall success. 

• There has been insufficient funding, resources, 
staff, and leadership to support implementation 
with support tools only recently developed. 

• Insufficient data has been collected to enable 
assessment of who received CoC and in what 
form. 

Personalised 
Care 

Inadequate • Personal Care and Support Plans are critical for 
improving women’s experience and outcomes 
and to embed the legal principle of informed 
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consent within maternity care.  However, the 
current commitment is too limited because it 
does not specify the philosophy or content of 
personalised care, or outcome and delivery 
targets. 

• Evidence shows that while many staff at a 
national level are working hard to operationalise 
this commitment, without monitoring content 
and delivery there is unlikely to be meaningful 
change. 

• Personalised care and support planning at a 
local level risks becoming a time-consuming tick-
box exercise that is not fully integrated into 
women’s care planning and provision.  

• There is no ringfenced budget for PCSPs. 
Professional responses suggest there is 
insufficient funding, training and time to support 
and ensure good quality PCSPs.  

• Only a very small percentage of women were 
reported as having PCSPs. We were shown no 
evidence to assess the extent to which they 
were enacted or if they resulted in improved 
care or outcomes.  

Safe Staffing Requires 
Improvement 

• There has been an increase in the number of 

midwives and consultants in obstetrics employed 

in the NHS over the last decade.  However there 

has also been a sharp increase in the complexity 

of maternity cases in England during this period. 

• Despite improvements in numbers, staffing 

shortages persist across all maternity 

professions. 

• High attrition limits the impact of recruitment 

initiatives and means valuable professional skills 

and experience are lost. 

• Frontline staff and stakeholders reported 

significant ongoing issues in maternity staffing 

with minimum staffing levels not being met on a 

daily basis, either due to funding not being 

agreed or an inability to recruit into posts.  

• Staffing shortages limit progress towards all 
other maternity commitments we reviewed; 
notably Continuity of Carer and PCSPs. 

• It cannot be assumed that meeting 

recommended staffing levels in isolation will 

automatically result in safe and consistent 

staffing.  It is a combination of the right 

numbers and skill of practitioners, alongside 

effective deployment to enable an agile, flexible 

and responsive model of care to meet the 

variable activity levels in maternity. 
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Equality in 
Maternity 
Outcomes 

N/A • Data provided by the Department demonstrate 
an increased risk of neonatal death, stillbirth and 
maternal death for women and babies from 
some minority ethnic and socio-economically 
deprived backgrounds. 

• The disparity in safety outcomes for 
disadvantaged women and babies has persisted 
since 2010. 

• Written submissions and testimonies from our 
focus group illustrate that women from 
disadvantaged backgrounds are more likely to 
have disproportionately negative birthing 
experiences. 

• Evidence from our roundtable events 
demonstrates a lack of centralised resourcing 
and support for targeted initiatives to reduce 
inequalities in maternity experiences and 
outcomes. 
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Method of Evaluation 

Our approach to evaluation was to review quantitative and qualitative data provided by the 

Department along with relevant research evidence to establish causative links, as well as 

evidence from other sources via a call for written submissions. We triangulated this evidence 

with testimonies from those with lived experience via roundtables and a focus group.  Our 

approach was not a formal technical evaluation of the impact of different interventions on the 

policy aspirations and should not be viewed as a substitute for government commissioning 

these evaluations via the National Institute for Health Research (NIHR).  

We received a formal response to our planning grid9 from the Department on 20 April 2021.10 

This response, along with information gathered during subsequent meetings and letters, forms 

the basis for this report. 

Evidence was reviewed from several non-governmental sources.  Key stakeholders were 

identified and invited to submit their own written response to the planning grid. Written 

submissions were analysed using a framework method for qualitative analysis in health policy 

research.11  We also conducted two 90-minute roundtable events with midwifery and obstetric 

staff, and a 2.5-hour focus group with women from East African backgrounds. This group of 

women was chosen as an illustrative example to reflect the views and experiences of women 

from a community that evidence shows experience persistent health inequalities relating to 

these commitments. The focus group aimed to test the feasibility of alternative and accessible 

spaces for people who did not provide evidence through written submissions. Deductive 

thematic analysis was used to analyse transcripts from the focus groups and roundtable 

events.  We employed a realist review approach12 to the integration of evidence from all 

sources into the main report.  

A full list of evidence is outlined at the end of the report. 

Evidence from the Department: 

• Written information requested from the Department and associated bodies 13  

• Meetings with the Department and NHSE/I officials14 

 
9 Letter from Rt Hon Jeremy Hunt, Chair, Health and Social Care Select Committee, and Professor Dame Jane 
Dacre, Chair, Health and Social Care Committee’s Expert Panel, to Rt Hon Matt Hancock MP, Secretary of State, 
regarding Government commitments in the area of maternity services [16 March 2021] 
10 Department of Health and Social Care (EPE0026)  
11 Gale, N.K., Heath, G., Cameron, E. et al. Using the framework method for the analysis of qualitative data in 
multi-disciplinary health research. BMC Med Res Methodol 13, 117 (2013). https://doi.org/10.1186/1471-
2288-13-117 
12 Pawson R, Greenhalgh T, Harvey G, Walshe K. Realist review—a new method of systematic review designed 

for complex policy interventions. J Health Serv Res Policy. 2005;10 Suppl 1:21–34. 

doi:10.1258/1355819054308530. See also HM Treasury, Magenta Book Annex A: Analytical methods for use 

within an evaluation, March 2020 
13 Letter from Rt Hon Matt Hancock MP, Secretary of State, to Rt Hon Jeremy Hunt MP, Chair, Health and Social 

Care Select Committee, and Professor Dame Jane Dacre, Chair, Health and Social Care Select Committee’s 
Expert Panel, regarding the work of the Expert Panel [14 December 2020]; Department of Health and Social 
Care (EPE0026) 
14 25 March 2021; 29 April 2021; 15 June 2021; Transcript of Expert Panel roundtable with NHSE/I on 15 June 
2021 (EPE0029) 

https://committees.parliament.uk/publications/5373/documents/53818/default/
https://committees.parliament.uk/publications/5373/documents/53818/default/
https://committees.parliament.uk/publications/5373/documents/53818/default/
https://committees.parliament.uk/writtenevidence/36803/html/
https://doi.org/10.1186/1471-2288-13-117
https://doi.org/10.1186/1471-2288-13-117
https://committees.parliament.uk/publications/5372/documents/53816/default/
https://committees.parliament.uk/publications/5372/documents/53816/default/
https://committees.parliament.uk/publications/5372/documents/53816/default/
https://committees.parliament.uk/writtenevidence/36803/html/
https://committees.parliament.uk/writtenevidence/37399/html/
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• Additional written information received from the Department15 

Evidence from service users: 

• Focus group with women from East African backgrounds16 

• Consultation with the Patient Experience Library and review of relevant research 

documents17 

Evidence from clinicians:  

• Two roundtable events with midwifery and obstetric staff18 

Evidence from stakeholders 

• 23 written submissions (see complete list at the end of this report) 

This report provides an analysis of all information provided. 

The analysis is structured around the four commitments and the four main questions (A-D) 

within each commitment. In depth analysis of each commitment by sub-question can be found 

in the Annex A-D. 

 

 

 

 

 

 

 
15 Letter from Nadine Dorries MP, Minister of State for Patient Safety, Suicide Prevention and Mental Health, to 

Rt Hon Jeremy Hunt MP, Chair, Health and Social Care Select Committee, and Professor Dame Jane Dacre, 

Chair, Health and Social Care Select Committee’s Expert Panel, regarding the maternity workforce gap [22 April 

2021]; 
Letter from Nadine Dorries MP, Minister of State for Patient Safety, Suicide Prevention and Mental Health, to Rt 
Hon Jeremy Hunt MP, Chair, Health and Social Care Select Committee, and Cherilyn Mackrory MP, regarding 
baby loss prevention and data reporting [15 April 2021]; 
Letter from Nadine Dorries MP, Minister of State for Patient Safety, Suicide Prevention and Mental Health, to 
Professor Dame Jane Dacre, Chair, Health and Social Care Select Committee’s Expert Panel, regarding 
Government commitments in the area of maternity services in England [7 June 2021]; and Annex A [7 June 
2021]; 
Letter from Nadine Dorries MP, Minister of State for Patient Safety, Suicide Prevention and Mental Health, to 
Professor Dame Jane Dacre, Chair, Health and Social Care Select Committee’s Expert Panel, regarding 
Government commitments in the area of maternity services in England [18 June 2021] 
16 Transcript of Expert Panel focus group with women from East African backgrounds dated 19 May 2021 
(EPE0031) 
17 Patient Experience Library (patientlibrary.net) 
18 Transcript of Expert Panel roundtable with clinicians on 21 May 2021 (EPE0028); Transcript of Expert Panel 

roundtable with clinicians on 26 May 2021 (EPE0030) 

 

 

https://committees.parliament.uk/publications/5655/documents/55804/default/
https://committees.parliament.uk/publications/5655/documents/55804/default/
https://committees.parliament.uk/publications/5655/documents/55804/default/
https://committees.parliament.uk/publications/5655/documents/55804/default/
https://committees.parliament.uk/publications/6480/documents/70622/default/
https://committees.parliament.uk/publications/6480/documents/70622/default/
https://committees.parliament.uk/publications/6480/documents/70622/default/
https://committees.parliament.uk/publications/6353/documents/69803/default/
https://committees.parliament.uk/publications/6353/documents/69803/default/
https://committees.parliament.uk/publications/6353/documents/69803/default/
https://committees.parliament.uk/publications/6354/documents/70616/default/
https://committees.parliament.uk/publications/6354/documents/70616/default/
https://committees.parliament.uk/publications/6352/documents/69797/default/
https://committees.parliament.uk/publications/6352/documents/69797/default/
https://committees.parliament.uk/publications/6352/documents/69797/default/
https://committees.parliament.uk/writtenevidence/37407/html/
https://www.patientlibrary.net/cgi-bin/library.cgi
https://committees.parliament.uk/writtenevidence/37398/html/
https://committees.parliament.uk/writtenevidence/37405/html/
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Chapter 1: Maternity Safety 

In this section we provide an assessment of the Government’s commitment to Maternity Safety 

provided to us by the Department of Health and Social Care, which states: 

“By 2025, halve the rate of stillbirths; neonatal deaths; maternal deaths; brain injuries that 

occur during or soon after birth. Achieve a 20% reduction in these rates by 2020. To reduce 

the pre-term birth rate from 8% to 6% by 2025.”19 

Overall Commitment Rating and Overview for Maternity Safety:  

Requires Improvement 

In 2015 the Government announced the National Ambition which committed to 

halving the 2010 rate of stillbirths; neonatal deaths; maternal deaths; and brain 

injuries that occur during or soon after birth by 2030, with an interim target of a 

20% reduction of these rates by 2020. The Department of Health and Social Care 

state that following the provision of additional funding and support in 2017, it 

brought the deadline for meeting these targets forward to 2025 and added the 

additional target to reduce pre-term birth rates from 8% to 6% by 2025.20 This is 

an ambitious and important commitment with clear deadlines. 

There has been significant progress towards achieving the targets relating to 

stillbirths and neonatal deaths. However, little to no progress has been made on 

reducing rates of brain injury; pre-term birth; or maternal deaths.  

Although many written submissions and discussions at roundtable events with 

clinicians indicate clinical guidance on improved safety practices has been clear 

and well received by staff, we have found that an issue consistently raised is that 

insufficient resources and staffing numbers preclude the training opportunities 

required to learn and implement the recommended guidance.  

We understand that the full impact of the COVID-19 pandemic on maternity safety 

is yet to be reflected in the data and anticipate that renewed efforts will be needed 

to overcome the expected setbacks on progress towards these targets. 

The improvements in rates of stillbirths and neonatal deaths are good but are not 

shared equally among all women and babies. Babies from minority ethnic or socio-

economically deprived backgrounds continue to be at significantly greater risk of 

perinatal death than their white or less deprived peers.21 An in-depth discussion 

of the inequality in maternity safety outcomes is included in Chapter 5 (pages 78-

96). 

 
19 Letter from Rt Hon Matt Hancock MP, Secretary of State, to Rt Hon Jeremy Hunt MP, Chair, Health and Social 

Care Select Committee, and Professor Dame Jane Dacre, Chair, Health and Social Care Select Committee’s 

Expert Panel, regarding the work of the Expert Panel [14 December 2020] 
20 Department of Health and Social Care (EPE0026), para 1; Department of Health, Safer Maternity Care - The 
National Maternity Safety Strategy, Progress and Next Steps, 2017  
21 MBRRACE-UK, Perinatal Mortality Surveillance Report: UK Perinatal Deaths for Births from January to 
December 2017 

https://committees.parliament.uk/publications/5372/documents/53816/default/
https://committees.parliament.uk/publications/5372/documents/53816/default/
https://committees.parliament.uk/publications/5372/documents/53816/default/
https://committees.parliament.uk/writtenevidence/36803/html/
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/662969/Safer_maternity_care_-_progress_and_next_steps.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/662969/Safer_maternity_care_-_progress_and_next_steps.pdf
https://www.npeu.ox.ac.uk/assets/downloads/mbrrace-uk/reports/MBRRACE-UK%20Perinatal%20Mortality%20Surveillance%20Report%20for%20Births%20in%202017%20-%20FINAL%20Revised.pdf
https://www.npeu.ox.ac.uk/assets/downloads/mbrrace-uk/reports/MBRRACE-UK%20Perinatal%20Mortality%20Surveillance%20Report%20for%20Births%20in%202017%20-%20FINAL%20Revised.pdf
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There needs to be greater targeted efforts, resources and funding to reduce the 

disparity in outcomes between women and babies from different backgrounds and 

to maintain or improve the current rates of progress towards the targets within 

this commitment for all women.  
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Analysis of Maternity Safety 

This section provides an analysis of the commitment to halve the rate of stillbirths; neonatal 

deaths; maternal deaths; and brain injuries that occur during or soon after birth; and to reduce 

the pre-term birth rate from 8% to 6% by 2025. This analysis is based on the main questions 

set out in the planning grid. An analysis of each sub-question, as described in the planning 

grid, can be found in Annex A. 

A. Was the commitment met overall? Or is the commitment on track to be met? 

In this section, for clarity, we have provided our individual ratings and overviews for the 

Government’s progress against each of the targets contained within the commitment to halve 

the rate of (i) stillbirths; (ii) neonatal deaths; (iii) brain injuries that occur during or soon after 

birth; (iv) maternal deaths; and (v) to reduce the pre-term birth rate from 8% to 6% by 2025.  

For the following sections B-D, analysis, overviews, and ratings are provided for the 

commitment overall and are not broken down by individual target. 

i) Stillbirths  

Rating:  Good 

The Department of Health and Social Care has made excellent progress towards 

achieving a 50% reduction in stillbirths by 2025. The Department has achieved 

the interim target of a 20% reduction earlier than the 2020 deadline. However, 

increased efforts are required to meet the final target in 2025, particularly as the 

COVID-19 pandemic may worsen stillbirth rates for 2020. These efforts must also 

include an increased focus on reducing the disparity in stillbirth rates for babies 

from disadvantaged backgrounds, as discussed in Chapter 5 (pages 78-96).  

The Department of Health and Social Care (hereafter ‘the Department’) and NHS England and 

Improvement (NHSE/I) have achieved the intermediate 2020 target of a 20% reduction in 

stillbirths ahead of schedule, with data provided by the Department showing a 25% reduction 

from the 2010 baseline rate of stillbirths by 2019.22 Several written submissions corroborate 

the Department’s assessment that good progress has been made towards meeting the target 

to halve stillbirths by 2025.23 

While this achievement is commendable, it is too soon to determine whether the data for 2020 

will sustain this progress. Stillbirth rates for 2020 during the COVID-19 pandemic are not yet 

available and a UK-based study has shown that contracting COVID-19 increases the risk of 

stillbirth.24 

 
22 Department of Health and Social Care (EPE0026), paras 6-7 
23 Baroness Cumberlege and SirCyril Chantler (EPE0001); Dr Bill Kirkup (EPE0005); Campaign for Safer Births 
(EPE0009); Royal College of Obstetricians and Gynaecologists, Royal College of Midwives (EPE0010); Sands 
(EPE0012); Birthrights (EPE0019) 
24 Gurol-Urganci, Ipek; Jardine, Jennifer E; Carroll, Fran; Draycott, Tim; Dunn, George; Fremeaux, Alissa; Harris, 
Tina; Hawdon, Jane; Morris, Edward; Muller, Patrick; Waite, Lara; Webster, Kirstin; VAN DER Meulen, Jan; 
Khalil, Asma; (2021) Maternal and perinatal outcomes of pregnant women with SARS-CoV-2 infection at the 
time of birth in England: national cohort study. American journal of obstetrics and gynecology. ISSN 0002-9378 
DOI: https://doi.org/10.1016/j.ajog.2021.05.016 (In Press)  

https://committees.parliament.uk/writtenevidence/36803/html/
https://committees.parliament.uk/writtenevidence/26098/html/
https://committees.parliament.uk/writtenevidence/35349/html/
https://committees.parliament.uk/writtenevidence/35460/html/
https://committees.parliament.uk/writtenevidence/35468/html/
https://committees.parliament.uk/writtenevidence/35481/html/
https://committees.parliament.uk/writtenevidence/35587/html/
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Furthermore, our analysis shows that the current rate of reduction will need to increase to 

meet the 2025 target of a 50% decrease in stillbirths, as shown in Figure 1. Many written 

submissions also emphasise that a further increase in efforts is needed to achieve the 2025 

target.25 Therefore, further evidence of increased efforts is required to support the 

Department’s statement that this commitment is on track to be met.26 Moreover, we anticipate 

that the greater complexity of the remaining population of stillbirth cases each year will lead 

to diminishing improvements in stillbirth rates from current initiatives. Therefore, sustaining 

the current rate of decrease in stillbirths will become progressively more challenging. 

Whether the progress against this target can be attributed to the commitment set out by the 

Government in 2015,27 is not clear. Our analysis shows progress since 2015 may instead be 

attributable to the continuation of an existing trend towards lower stillbirth rates (see Figure 

1).  

Lastly, national improvements in stillbirth rates are not consistent between different groups 

of women and their babies. It has been established for over twenty years that babies from 

ethnic minority or socio-economically deprived backgrounds are at greater risk of stillbirth 

than their white or less deprived peers. However, this knowledge has not led to improvements 

in outcomes in this group. The inequality in outcomes for marginalised women is discussed 

further in Chapter 5 on page 78-96.  

 

Figure 1. Annual rate or total number of stillbirths in England. The blue line and data points 

indicate stillbirths per 1,000 live births; the green indicate total number of stillbirths; the diamonds for 

the years 2020 and 2025 indicate the target rate or number of stillbirths; the red dashed line indicates 

the projected trend in stillbirth rate. Absolute numbers for targets based on trend projections of total 

births based on 2010-2019 data and applying target rates. Source: The Office for National Statistics 

(ONS) live births, stillbirths and neonatal deaths by gestational age in England, 2010 to 2019 (live births 

and stillbirths).28 

 
25 The Royal College of Pathologists (EPE0004); Campaign for Safer Births (EPE0009); Royal College of 
Obstetricians and Gynaecologists, Royal College of Midwives (EPE0010); Caesarean Births (EPE0023) 
26 Department of Health and Social Care (EPE0026), para 7 
27 Department of Health, Safer Maternity Care – Next steps towards the national maternity ambition, 2016  
28 The Office for National Statistics’ (ONS) live births, stillbirths and neonatal deaths by gestational age in 
England, 2010 to 2019 (live births and stillbirths) 

https://committees.parliament.uk/writtenevidence/35341/html/
https://committees.parliament.uk/writtenevidence/35460/html/
https://committees.parliament.uk/writtenevidence/35620/html/
https://committees.parliament.uk/writtenevidence/36803/html/
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/560491/Safer_Maternity_Care_action_plan.pdf
https://www.ons.gov.uk/file?uri=/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/adhocs/12561livebirthsstillbirthsandneonataldeathsbygestationalageinengland2010to2018neonataldeathsand2010to2019livebirthsandstillbirths/englandlbsbneodeathsbygestation.xlsx
https://www.ons.gov.uk/file?uri=/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/adhocs/12561livebirthsstillbirthsandneonataldeathsbygestationalageinengland2010to2018neonataldeathsand2010to2019livebirthsandstillbirths/englandlbsbneodeathsbygestation.xlsx


   
 

 
17 

 

ii) Neonatal deaths   

Rating and Overview: Good 

Good progress has been made towards achieving a 50% reduction in neonatal 

deaths by 2025. However, it has been difficult to determine the full extent of the 

Government’s progress due to a change in the measure of progress against the 

National Maternity Ambition on neonatal deaths, with concerns expressed about 

the validity and unintended consequences of this change. This change in 

measuring progress has potentially inflated the achievement in the data analysed 

and may inadvertently exclude extremely pre-term babies from the on-going 

national efforts to improve neonatal outcomes. We encourage the Department to 

continue to measure and drive progress towards reducing mortality in both the 

population of babies born before and after 24-weeks' gestation. Ongoing efforts 

must also include an increased focus on reducing the disparity in neonatal death 

rates for babies from disadvantaged backgrounds, as discussed in Chapter 5 (page 

78-96). 

The original measure of progress on reducing neonatal death rates, as set out by the 

Department and NHSE/I in the National Ambition in 2015, includes babies across all 

gestational ages.29 When using this original measure of neonatal death rates, our analysis of 

the ONS data30 demonstrates that the target for reduction in neonatal deaths is not on track 

to be met, as shown in Figure 2 below and described in detail in Annex A, sub-question 3. 

The Department has stated that a change in care practice for the perinatal management of 

extreme preterm birth (<27 weeks of gestation) was introduced by British Association of 

Perinatal Medicine in 2019.31 It states that this change in care practice results in a greater 

number of extremely pre-term babies, which are at the highest risk of death, being classified 

as live births where they may have previously been classified as a late fetal loss.32 The 

Department propose that this change in classification may have contributed to the increase in 

neonatal mortality rate between 2014 and 2019. As a result, the Department has revised the 

population of babies included in the target to reduce neonatal deaths to include only babies 

born at greater than or equal to 24 weeks’ gestation.33 

By this revised measure, our analysis shows that the reduction in neonatal deaths is on track 

to be met by 2025, as shown in Figure 3. The maternity charities SANDs and Bliss have 

expressed concern over the validity and unintended consequences of this change.34 The 

charities emphasise the importance of not excluding babies born before 24 weeks’ gestation 

in the UKs ambition and work to reduce deaths. These charities state that it must be made 

clear, particularly to parents whose babies fall into the omitted gestational age, that these 

premature babies still matter, that efforts are still being made to reduce mortality in this group 

of babies, and that opportunities to improve care and outcomes are not missed. Although 

 
29 Department of Health and Social Care (EPE0026), paras 10-12 
30 The Office for National Statistics’ (ONS) live births, stillbirths and neonatal deaths by gestational age in 
England, 2010 to 2019 (live births and stillbirths) 
31 Perinatal Management of Extreme Preterm Birth Before 27 weeks of Gestation (2019) | British Association 
of Perinatal Medicine (bapm.org) 
32 Department of Health and Social Care (EPE0026), para 11 
33 Department of Health and Social Care (EPE0026), paras 12-13 
34 Sands (EPE0012); Bliss (EPE0020) 

https://committees.parliament.uk/writtenevidence/36803/html/
https://www.ons.gov.uk/file?uri=/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/adhocs/12561livebirthsstillbirthsandneonataldeathsbygestationalageinengland2010to2018neonataldeathsand2010to2019livebirthsandstillbirths/englandlbsbneodeathsbygestation.xlsx
https://www.ons.gov.uk/file?uri=/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/adhocs/12561livebirthsstillbirthsandneonataldeathsbygestationalageinengland2010to2018neonataldeathsand2010to2019livebirthsandstillbirths/englandlbsbneodeathsbygestation.xlsx
https://www.bapm.org/resources/80-perinatal-management-of-extreme-preterm-birth-before-27-weeks-of-gestation-2019
https://www.bapm.org/resources/80-perinatal-management-of-extreme-preterm-birth-before-27-weeks-of-gestation-2019
https://committees.parliament.uk/writtenevidence/36803/html/
https://committees.parliament.uk/writtenevidence/36803/html/
https://committees.parliament.uk/writtenevidence/35481/html/
https://committees.parliament.uk/writtenevidence/35601/html/
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there may be a reasonable justification for revising the population of babies included in the 

target for reduction in neonatal death rates, such a change would significantly alter the 

Department’s approach to monitoring and improving the safety of maternity services. 

As with stillbirth, the national improvements in neonatal death rates are not consistent 

between different groups of women and their babies. For example, babies from ethnic minority 

and socio-economically deprived backgrounds are at greater risk of neonatal death than their 

white or less deprived peers. The inequality in outcomes for marginalised women and babies 

is discussed further in Chapter 5 on page 78-96. Furthermore, the charity Campaign for Safer 

Births report that high neonatal death rates in multiple pregnancies have persisted,35 

suggesting that interventions are not achieving equal improvements across all groups. 

 

Figure 2. Annual rate or numbers of neonatal deaths in England based on the original 

definition of neonatal death. The original definition includes babies born across all gestational ages. 

The blue line and data points indicate neonatal deaths per 1,000 live births; the green indicate total 

number of neonatal deaths; the diamonds for the years 2020 and 2025 indicate the target rate or 

number of neonatal deaths and are based on projections of live births based on data from 2010 to 

2019; the red dashed line indicates the projected trend in neonatal death rate. Source: The Office for 

National Statistics (ONS) live births, stillbirths and neonatal deaths by gestational age in England, 2010 

to 2018 (neonatal deaths) and 2010 to 2019 (live births and stillbirths).36 

 
35 Campaign for Safer Births (EPE0009) 
36 The Office for National Statistics’ (ONS) live births, stillbirths and neonatal deaths by gestational age in 
England, 2010 to 2019 (live births and stillbirths) 

https://committees.parliament.uk/writtenevidence/35460/html/
https://www.ons.gov.uk/file?uri=/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/adhocs/12561livebirthsstillbirthsandneonataldeathsbygestationalageinengland2010to2018neonataldeathsand2010to2019livebirthsandstillbirths/englandlbsbneodeathsbygestation.xlsx
https://www.ons.gov.uk/file?uri=/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/adhocs/12561livebirthsstillbirthsandneonataldeathsbygestationalageinengland2010to2018neonataldeathsand2010to2019livebirthsandstillbirths/englandlbsbneodeathsbygestation.xlsx
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Figure 3. Annual rate or numbers of neonatal deaths in England based on the revised 

definition of neonatal death. The revised definition only includes babies born showing signs of life 

at greater than or equal to 24 weeks gestation. The blue line and data points indicate neonatal deaths 

per 1,000 live births; the green indicate total number of neonatal deaths; the diamonds for the years 

2020 and 2025 indicate the target rate or number of neonatal deaths and are based on projections of 

live births based on 2010-2019 data; the red dashed line indicates the projected trend in neonatal death 

rate. Source: The Office for National Statistics’ (ONS) live births, stillbirths and neonatal deaths by 

gestational age in England, 2010 to 2018 (neonatal deaths) and 2010 to 2019 (live births and 

stillbirths).37 

 

iii) Brain injuries occurring during or soon after birth  

Rating and Overview: Requires Improvement 

A sustained increase in efforts will be needed to reduce brain injury rates occurring 

during or soon after birth in order to meet the 2025 target of a 50% reduction 

from the 2010 rate. Data based on the bespoke definition of brain injury, 

developed in 2017, demonstrate that the target is not currently on track to be met, 

with injury rates initially increasing.  

The Department stated that when the target was set in 2015 there was no agreed definition 

of ‘brain injuries occurring during or soon after birth’.38 In order to monitor progress against 

this target, The Department convened an expert group to develop a bespoke definition of 

brain injury.39 

At a meeting with Department and NHSE/I officials on 29 April 2021,40 we expressed concern 

that the 2017 definition of brain injury only includes “brain injuries that are detected during 

 
37 The Office for National Statistics’ (ONS) live births, stillbirths and neonatal deaths by gestational age in 
England, 2010 to 2019 (live births and stillbirths) 
38 Department of Health and Social Care (EPE0026), para 16 
39 Imperial College London, Brain injury occurring during or soon after birth: a report for the national maternity 
ambition commissioned by the Department of Health, 2017 
40 An informal meeting was held between members of the Expert Panel and officials from the Department of 

Health and Social Care and NHSE/I regarding Government commitments in the area of maternity services [29 
April 2021] 

https://www.ons.gov.uk/file?uri=/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/adhocs/12561livebirthsstillbirthsandneonataldeathsbygestationalageinengland2010to2018neonataldeathsand2010to2019livebirthsandstillbirths/englandlbsbneodeathsbygestation.xlsx
https://www.ons.gov.uk/file?uri=/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/adhocs/12561livebirthsstillbirthsandneonataldeathsbygestationalageinengland2010to2018neonataldeathsand2010to2019livebirthsandstillbirths/englandlbsbneodeathsbygestation.xlsx
https://committees.parliament.uk/writtenevidence/36803/html/
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/662974/Report_on_brain_injury_occurring_during_or_soon_after_birth.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/662974/Report_on_brain_injury_occurring_during_or_soon_after_birth.pdf
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the neonatal unit stay”.41 This time period omits potential late manifestations of brain injury 

(for example, cerebral palsy) and therefore this definition may give an underestimate of 

peripartum brain injury.  In further correspondence, NHSE/I officials have clarified that the 

bespoke definition was designed as a compromise, needing to capture reliable and complete 

information on brain injury while only using existing and back dated data.42 Thus, according 

to Gale et al. (2017), the definition agreed in 2017 is intentionally broad enough to capture 

both acute neurological dysfunction and markers of potential for brain injury, such as hypoxic 

ischaemic encephalopathy (HIE),43 to avoid the requirement of long-term follow-up and 

assessment in childhood during data collection.44 We are satisfied that the definition captures 

potential late manifestations of brain injury to the greatest extent that is possible within the 

constraints placed on data collection. 

Using this definition, the data provided by the Department shows that the target for reduction 

of brain injuries occurring during or soon after birth is not on track to be met.45 Written 

submissions confirm that the commitment to reduce brain injury is not on track.46 Based on 

Each Baby Counts criteria, the Royal College of Midwives and Royal College of Obstetricians 

and Gynaecologists (RCM/RCOG) jointly state that the annual number of babies suffering from 

severe brain injury has not changed since the ambition was set in 2015 (854 babies in 2015; 

859 babies in 2018).47 Information on brain injury rates broken down by ethnic or socio-

economic background has not been made available during this inquiry.48 Therefore, it is not 

possible to assess whether trends in brain injury rates are equivalent across all groups. 

While there has been no overall reduction in the rate of brain injuries per 1,000 live births 

between 2012 and 2019, the data represents a trend towards a reduction in brain injuries 

since the ambition was set in 2015, although this has not yet reached statistical significance, 

as shown in Figure 4. In addition, the Department states that there has been a 15% reduction 

in infants specifically suffering from hypoxic ischaemic encephalopathy between 2014-2019, 

which it states may indicate an improvement in quality of perinatal care.49 We recognise the 

complexity in reducing the rate of brain injury occurring during or soon after birth and 

 
41 Imperial College London, Brain injury occurring during or soon after birth: a report for the national maternity 
ambition commissioned by the Department of Health, 2017 
42 Letter from Nadine Dorries MP, Minister of State for Patient Safety, Suicide Prevention and Mental Health, to 
Professor Dame Jane Dacre, Chair, Health and Social Care Select Committee’s Expert Panel, regarding 
Government commitments in the area of maternity services in England [7 June 2021] 
43 Hypoxic ischaemic encephalopathy occurs when an infant’s brain doesn’t receive enough oxygen and blood. 
This condition can be a marker of brain injury in infants. 
44 Gale C, Statnikov Y, Jawad S, Uthaya SN, Modi N; Brain Injuries expert working group. Neonatal brain injuries 
in England: population-based incidence derived from routinely recorded clinical data held in the National 
Neonatal Research Database. Arch Dis Child Fetal Neonatal Ed. 2018 Jul;103(4):F301-F306. doi: 
10.1136/archdischild-2017-313707. Epub 2017 Oct 22. Erratum in: Arch Dis Child Fetal Neonatal Ed. 2021 
May;106(3):e1-e4. PMID: 29180541; PMCID: PMC6047140. 
45 Department of Health and Social Care (EPE0026), paras 16-18. The data is commissioned by the Department 
from the Neonatal Data Analysis Unit (NDAU) and derived from the National Neonatal Research Database 
(NNRD). 
46 Royal College of Obstetricians and Gynaecologists, Royal College of Midwives (EPE0010); British Association 
of Perinatal Medicine (BAPM) (EPE0022) 
47 Royal College of Obstetricians and Gynaecologists, Royal College of Midwives (EPE0010) 
48 Letter from Nadine Dorries MP, Minister of State for Patient Safety, Suicide Prevention and Mental Health, to 
Professor Dame Jane Dacre, Chair, Health and Social Care Select Committee’s Expert Panel, regarding 
Government commitments in the area of maternity services in England [7 June 2021] 
49 Department of Health and Social Care (EPE0026), para 19 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/662974/Report_on_brain_injury_occurring_during_or_soon_after_birth.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/662974/Report_on_brain_injury_occurring_during_or_soon_after_birth.pdf
https://committees.parliament.uk/publications/6353/documents/69803/default/
https://committees.parliament.uk/publications/6353/documents/69803/default/
https://committees.parliament.uk/publications/6353/documents/69803/default/
https://committees.parliament.uk/writtenevidence/36803/html/
https://committees.parliament.uk/writtenevidence/35468/html/
https://committees.parliament.uk/writtenevidence/35613/html/
https://committees.parliament.uk/writtenevidence/35468/html/
https://committees.parliament.uk/publications/6353/documents/69803/default/
https://committees.parliament.uk/publications/6353/documents/69803/default/
https://committees.parliament.uk/publications/6353/documents/69803/default/
https://committees.parliament.uk/writtenevidence/36803/html/
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welcome the establishment of the Healthcare Safety Investigation Branch’s Maternity Branch50 

and the commitment to the Perinatal Mortality Review Tool51 in establishing a consistent 

monitoring approach for continued and shared learning.  

 

 

Figure 4. Annual rate or numbers of brain injury occurring during or soon after birth based 

on the bespoke definition of brain injury.52 The blue line and data points indicate brain injuries 

per 1,000 live births; the blue bars around each blue data point indicate 95% confidence intervals; the 

green line and data points indicate total number of brain injuries; the diamonds for the years 2020 and 

2025 indicate the target rate or number of brain injuries with absolute numbers for targets based on 

projections (2010-2019) for live birth; the red dashed line indicates the projected trend in brain injury 

rate. Source: Annual incidence and rates of brain injury - 2018 and 2019 national report and the 

Correction to: Annual incidence and rates of brain injury - 2010 to 2015 data report from the Neonatal 

Data Analysis Unit, Imperial College London.53 

 

 

 

 

 

 

 
50 Department of Health and Social Care (EPE0026), para 28 
51 Ibid. 
52 Imperial College London, Correction to: Brain injury occurring during or soon after birth: a report for the 
national maternity ambition commissioned by the Department of Health 
53 Imperial College London, Brain injury occurring during or soon after birth: annual incidence and rates of 
brain injuries to monitor progress against the national maternity ambition 2018 and 2019 national data; 
Imperial College London, Correction to: Brain injury occurring during or soon after birth: a report for the 
national maternity ambition commissioned by the Department of Health   

https://committees.parliament.uk/writtenevidence/36803/html/
https://www.imperial.ac.uk/media/imperial-college/medicine/dept-medicine/infectious-diseases/neonatology/CORRECTION-Defining-brain-injuries-2010-to-2015-280121.pdf
https://www.imperial.ac.uk/media/imperial-college/medicine/dept-medicine/infectious-diseases/neonatology/CORRECTION-Defining-brain-injuries-2010-to-2015-280121.pdf
https://www.imperial.ac.uk/media/imperial-college/medicine/dept-medicine/infectious-diseases/neonatology/2018-2019-Brain-injury-occurring-during-or-soon-after-birth-NATIONAL-DATA-280121.pdf
https://www.imperial.ac.uk/media/imperial-college/medicine/dept-medicine/infectious-diseases/neonatology/2018-2019-Brain-injury-occurring-during-or-soon-after-birth-NATIONAL-DATA-280121.pdf
https://www.imperial.ac.uk/media/imperial-college/medicine/dept-medicine/infectious-diseases/neonatology/CORRECTION-Defining-brain-injuries-2010-to-2015-280121.pdf
https://www.imperial.ac.uk/media/imperial-college/medicine/dept-medicine/infectious-diseases/neonatology/CORRECTION-Defining-brain-injuries-2010-to-2015-280121.pdf
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iv) Maternal deaths  

Rating and Overview: Inadequate 

No discernible progress has been made towards reducing the 2010 rate of 

maternal deaths by 50% by 2025. The factors contributing to maternal deaths are 

predominantly indirect, such as existing disease, and therefore complex to 

address. Tackling the causes of maternal death will require concerted efforts, with 

a focus on pre-conception interventions and improved post-natal support, 

particularly relating to mental health support (see page 32). In addition, the 

worsening disparity in risk of maternal death for women from minority ethnic and 

socio-economically deprived backgrounds needs to be urgently addressed. The 

issue of equitable outcomes for women is discussed further in Chapter 5 on pages 

78-96. 

The data provided by the Department show that the target for reduction in maternal deaths 

is not on track to be met, although an assessment of recent progress is not possible as the 

data for 2017-2019 and 2018-2020 are not available54 (see our analysis in Figure 5 and 

supporting figures in Annex A). Many written submissions corroborate the observation that 

this commitment is not on track to be met,55 with the charity the Obstetric Anaesthetist 

Association (OAA) observing that the rate of maternal deaths has remained largely unchanged 

since 1985.56 

Both the written submissions and our own analysis (Figure 5) demonstrate that the current 

causes of maternal deaths are predominantly due to indirect factors, such as existing disease, 

or disease that developed during the pregnancy rather than direct obstetric causes.57 Although 

trend lines in Figure 5 appear to indicate a decrease in total and indirect deaths since 2009-

2011, this trend is unlikely to be significant as evidenced by the wide confidence intervals for 

each year shown in Figures 14-16 (see Annex A). 

Addressing the indirect causes of maternal deaths is a complex issue that the Department 

acknowledge will require further concerted efforts if the 2025 ambition is to be met.58 Evidence 

from written submissions59 and the 2016 NHS England National Maternity Review: Better 

Births60 suggests these efforts will need to focus on pre-conception interventions and post-

natal support. 

 
54 Department of Health and Social Care (EPE0026), para 22-24. Data sourced from the annual MBRRACE-UK 
confidential enquiries in maternal death and morbidity reports 
55 Obstetric Anaesthetists' Association (EPE0008); Campaign for Safer Births (EPE0009); Royal College of 

Obstetricians and Gynaecologists, Royal College of Midwives (EPE0010); NCT (National Childbirth Trust) 

(EPE0014); Baby Lifeline (EPE0021) 
56 Obstetric Anaesthetists' Association (EPE0008) 
57 Obstetric Anaesthetists' Association (EPE0008); Baby Lifeline (EPE0021) 
58 Department of Health and Social Care (EPE0026), paras 24 -25 
59 Obstetric Anaesthetists' Association (EPE0008); NCT (National Childbirth Trust) (EPE0014) 
60 Better Births: Improving Outcomes of Maternity Services in England (2016) national-maternity-review-
report.pdf (england.nhs.uk) 

https://committees.parliament.uk/writtenevidence/36803/html/
https://committees.parliament.uk/writtenevidence/35451/html/
https://committees.parliament.uk/writtenevidence/35460/html/
https://committees.parliament.uk/writtenevidence/35468/html/
https://committees.parliament.uk/writtenevidence/35535/html/
https://committees.parliament.uk/writtenevidence/35603/html/
https://committees.parliament.uk/writtenevidence/35451/html/
https://committees.parliament.uk/writtenevidence/35451/html/
https://committees.parliament.uk/writtenevidence/35603/html/
https://committees.parliament.uk/writtenevidence/36803/html/
https://committees.parliament.uk/writtenevidence/35451/html/
https://committees.parliament.uk/writtenevidence/35535/html/
https://www.england.nhs.uk/wp-content/uploads/2016/02/national-maternity-review-report.pdf
https://www.england.nhs.uk/wp-content/uploads/2016/02/national-maternity-review-report.pdf
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Evidence from the Department61 and consecutive MBRRACE-UK reports62 demonstrates that 

the risk of maternal death is not only higher for women from minority ethnic and socio-

economically deprived backgrounds, but also increasing (see Figures 10 and 13, pg 86 and 

90, respectively). Reducing this disparity in maternal death rates requires urgent action and 

is discussed further in Chapter 5 on page 78-96. 

 

Figure 5. Annual number of maternal deaths. Due to the low numbers of deaths per year data is 

represented triennially. The blue line and data points represent all deaths; the yellow represent deaths 

by indirect causes; the purple represent deaths by direct causes; the red dashed lines indicate projected 

trends. Given the wide confidence intervals on historic data, the projected trend is unlikely to show any 

statistically significant change by 2024/26 (see Figure 14-16, Annex A). The points at 2019-2021 and 

2024-2026 indicate the target rates of maternal deaths based on projections (2009/11 to 2016/18) of 

maternities. Source: the MBRRACE-UK Maternal Report Dec 2020 v10.63 

 

 

 

 

 

 

 

 
61 Letter from Nadine Dorries MP, Minister of State for Patient Safety, Suicide Prevention and Mental Health, to 
Professor Dame Jane Dacre, Chair, Health and Social Care Select Committee’s Expert Panel, regarding 
Government commitments in the area of maternity services in England [7 June 2021]; and Annex A [7 June 
2021] 
62 Confidential Enquiry into Maternal Deaths | NPEU (ox.ac.uk) 
63 MBRRACE-UK_Maternal_Report_Dec_2020_v10_ONLINE_VERSION_1404.pdf (ox.ac.uk) 

https://committees.parliament.uk/publications/6353/documents/69803/default/
https://committees.parliament.uk/publications/6353/documents/69803/default/
https://committees.parliament.uk/publications/6353/documents/69803/default/
https://committees.parliament.uk/publications/6354/documents/70616/default/
https://committees.parliament.uk/publications/6354/documents/70616/default/
https://www.npeu.ox.ac.uk/mbrrace-uk/reports/confidential-enquiry-into-maternal-deaths
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v) Pre-term births  

Rating and Overview: Requires Improvement 

While data do not show progress towards achieving the target to reduce pre-term 

birth rates from 8% in 2015 to 6% in 2025, we note that this target was only 

added to the National Ambition in 2017. Therefore, the window for newly 

introduced measures to impact on the data is very narrow. It is therefore not 

surprising that progress is yet to be achieved. While the initiatives currently being 

implemented by the Department are welcomed, we anticipate that increased 

efforts will be required to counteract the setbacks to reducing pre-term birth rates 

arising from the COVID-19 pandemic in 2020. 

ONS data provided by the Department show that the target for reduction in pre-term births is 

not on track to be met.64 However, this target was only added to the National Ambition in 

2017, and the data provided only extends to 2019 giving a very narrow window for newly 

introduced measures to take effect and be reflected in the data (see our analysis in Figure 6). 

The written submission from the charity Wellbeing of Women65 also noted this limitation. 

The Department have stated that evidence-based initiatives to reduce pre-term births are 

currently being implemented, such as the establishment of pre-term birth clinics and the roll-

out of the Continuity of Carer model of maternity care (see Chapter 2), suggesting it foresees 

greater reductions in pre-term birth rates in the coming years than the current rate of decrease 

would imply.66 Given the limited time since the target was introduced, it is too soon to 

determine whether the slight trend towards reduced pre-term birth rates shown in Figure 6 

can be attributed to the commitment. Continued efforts to reduce pre-term birth rates are 

vital, as experiencing pre-term birth can lead to considerable distress and harm to women.  

A participant at our focus group with East African women who have recently accessed 

maternity services stated that:  

“I had my third pregnancy, and at 32 weeks [...], my blood pressure was very high, and I 

went to [hospital], and they told me they need to take the baby out by C-Section. Straightaway 

they told me that the baby is not going to live”67 

Moreover, a recent study has indicated that contracting COVID-19 increases the risk of pre-

term birth.68 Therefore, data for 2020 may be negatively impacted by the COVID-19 pandemic 

and we anticipate the need for renewed efforts if the target to reduce pre-term births to 6% 

by 2025 is to be met. 

 

 
64 Department of Health and Social Care (EPE0026), paras 14-15. Data sourced from the ONS. 
65 Wellbeing of Women (EPE0017) 
66 Department of Health and Social Care (EPE0026), para 15 
67 Transcript of Expert Panel focus group with women from East African backgrounds dated 19 May 2021 

(EPE0031) 
68 Gurol-Urganci, Ipek; Jardine, Jennifer E; Carroll, Fran; Draycott, Tim; Dunn, George; Fremeaux, Alissa; Harris, 
Tina; Hawdon, Jane; Morris, Edward; Muller, Patrick; Waite, Lara; Webster, Kirstin; VAN DER Meulen, Jan; 
Khalil, Asma; (2021) Maternal and perinatal outcomes of pregnant women with SARS-CoV-2 infection at the 
time of birth in England: national cohort study. American journal of obstetrics and gynecology. ISSN 0002-9378 
DOI: https://doi.org/10.1016/j.ajog.2021.05.016 (In Press) 

https://committees.parliament.uk/writtenevidence/36803/html/
https://committees.parliament.uk/writtenevidence/35557/html/
https://committees.parliament.uk/writtenevidence/36803/html/
https://committees.parliament.uk/writtenevidence/37407/html/
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Figure 6. Annual rate or numbers of preterm births in England. Births are considered pre-term 

at gestational ages between 24+0 and 36+6 weeks. The blue line and data points indicate pre-term 

births as a percentage of total births; the green indicate total number of pre-term births; the diamonds 

for the year 2025 indicate the target rate or number of pre-term births (the latter based on projections 

(2010 to 2019) of total births); the red dashed line indicates the projected trend in percentage pre-

term births. Source: The Office for National Statistics’ live births, stillbirths and neonatal deaths by 

gestational age in England, 2010 to 2018 (neonatal deaths) and 2010 to 2019 (live births and 

stillbirths).69 

  

 
69 The Office for National Statistics’ (ONS) live births, stillbirths and neonatal deaths by gestational age in 
England, 2010 to 2019 (live births and stillbirths) 

https://www.ons.gov.uk/file?uri=/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/adhocs/12561livebirthsstillbirthsandneonataldeathsbygestationalageinengland2010to2018neonataldeathsand2010to2019livebirthsandstillbirths/englandlbsbneodeathsbygestation.xlsx
https://www.ons.gov.uk/file?uri=/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/adhocs/12561livebirthsstillbirthsandneonataldeathsbygestationalageinengland2010to2018neonataldeathsand2010to2019livebirthsandstillbirths/englandlbsbneodeathsbygestation.xlsx
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B. Was the commitment effectively funded (or resourced)?  

Rating and Overview: Requires Improvement 

While the range of new funds and resources is greatly welcomed, many 

stakeholders and clinicians at our roundtable events deemed the current level of 

funding insufficient. Clinicians stated that current resources and staff numbers are 

insufficient to adequately implement national guidance and provide opportunities 

to train in latest clinical best practice, thus impeding progress on this commitment. 

Moreover, funding was not clearly set out against demonstrable targets. We 

conclude that the commitment has not been effectively funded thus far and that 

clarity is needed on the purpose of the funds awarded. 

The Department stated that it has launched a range of new and distinct funds associated with 

delivering elements of Maternity Safety:70 

• The NHSE/I package of £90.05 million to fund Local Maternity Systems (LMSs) 

across three years (18/19: £18.16 million; 19/20: £38.99 million and 20/21: £32.9 

million). This supported initiatives including: Saving Babies Lives Care Bundle version 

2 (SBLCBv2) aiming to reduce stillbirth and to minimise unnecessary intervention, 

reduce pre-term birth; and new Maternal Medicine Networks (MMNs) to give specialist 

medical help for women with significant medical problems in pregnancy. 

• NHSE/I Maternity Investment: £95.6 million to target the three overarching themes 

identified in the Ockenden Report: workforce numbers, training and development 

programmes to support culture and leadership, and strengthening board assurance 

and surveillance to identify issues earlier, thereby enabling rapid intervention. 

• £9.4 million was awarded in the 2020 Spending Review to improve maternity safety, 

which includes a brain injury reduction programme. 

• A £8.1 million maternity safety training fund to support Trusts to drive improvements 

in maternity safety.71 

• A £250,000 maternity safety innovation fund to support local maternity services to 

create and pilot new ideas.72 

• Health Education England transformation fund £1 million for LMS’s to map their 

existing maternity support workforce. 

• £500,000 was allocated for the development of a standardised Perinatal Mortality 

Review Tool (PMRT), which supports local and national learning to improve care and 

prevent future deaths. 

• Each Baby Counts (EBC) programme: £431,000 between 2014 -2021 for the Royal 

College of Obstetricians and Gynaecologists (RCOG) EBC programme. Having 

established the successful EBC programme, the Department agreed to provide 

additional funding of £1.7 million over three years to provide support for the RCOG 

 
70 Department of Health and Social Care (EPE0026), para 28; Letter from Nadine Dorries MP, Minister of State 
for Patient Safety, Suicide Prevention and Mental Health, to Professor Dame Jane Dacre, Chair, Health and 
Social Care Select Committee’s Expert Panel, regarding Government commitments in the area of maternity 
services in England [7 June 2021] 
71 https://www.hee.nhs.uk/our-work/developing-our-workforce/maternity-safety-training-funding 
72 https://www.gov.uk/government/publications/maternity-safety-innovation-fund-application-form 

https://committees.parliament.uk/writtenevidence/36803/html/
https://committees.parliament.uk/publications/6353/documents/69803/default/
https://committees.parliament.uk/publications/6353/documents/69803/default/
https://committees.parliament.uk/publications/6353/documents/69803/default/
https://committees.parliament.uk/publications/6353/documents/69803/default/
https://www.hee.nhs.uk/our-work/developing-our-workforce/maternity-safety-training-funding
https://www.gov.uk/government/publications/maternity-safety-innovation-fund-application-form
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and Royal College of Midwives (RCM) to launch the 'Each Baby Counts Learn and 

Support', a programme to support multi-professional learning and clinical leadership, 

improve joint working and drive innovation from within the NHS. 

• Funding for the Healthcare Safety Investigation Branch’s (HSIB) Maternity 

Investigations Programme, including £10,272,000 in 2018-19, £16 million in 2019-

20 and £16 million in 2020-21. This programme investigates all cases of intrapartum 

stillbirth, neonatal death, maternal death and intrapartum brain injury to identify 

common themes and changes to improve safety. 

• £3.75 million has been made available through the Maternity and Neonatal Safety 

Improvement Programme (MatNeoSIP), which aims to improve capacity and capability 

in all maternity units in England). 

• £50,000 in 2016/17, £106,000 in 2018/19, and £106,000 in 2019/20 has been 

provided to Sands, the Stillbirth and Neonatal Death charity to work with other baby 

loss charities and Royal Colleges to produce and support the roll-out of a National 

Bereavement Care Pathway to reduce the variation in the quality of bereavement care 

provided by the NHS. 

It is not clear whether these funds and resources, and other funding for initiatives such as 

Continuity of Carer that may improve safety outcomes indirectly, constitute effective funding 

for this commitment. Moreover, the listed funds and resources have not been clearly allocated 

to identifiable and measurable actions and initiatives, preventing a meaningful assessment of 

their impact. Although written submissions emphasised that the existing funding provisions 

are very welcome, many suggested that current funding is insufficient and highlighted areas 

that require additional funds.73 Furthermore, Baby Lifeline gives a clear and concerning 

account of misuse of the Health Education England Maternity Safety Training fund.74 

During roundtable events we held with clinicians, several participants raised the point that 

insufficient funds to increase staffing levels in the maternity services has a direct negative 

impact on training capacity and service safety (see Chapter 4: Safe staffing). For example, 

participants stated that: 

“The list for training requirements seems to grow and grow year on year, but there isn't any 

sort of additional resource to uplift your workforce, so your capacity to be able to fulfil that is 

limited. So, you’re then trying to do training to make your service safer, but in order to do 

that you’re having to take away from clinical care too, which is making your service less 

safe.”75 

“Sheep dipping76 people to do things is not the right way to bring about change in practice.”77  

 
73 Baroness Cumberlege and Sir Cyril Chantler (EPE0001); The Royal College of Pathologists (EPE0004); British 
Maternal & Fetal Medicine Society (EPE0006); Royal College of Obstetricians and Gynaecologists, Royal College 
of Midwives (EPE0010); Sands (EPE0012); Wellbeing of Women (EPE0017); Baby Lifeline (EPE0021); British 
Association of Perinatal Medicine (BAPM) (EPE0022) 
74 Baby Lifeline (EPE0021) 
75 Transcript of Expert Panel roundtable with clinicians on 26 May 2021 (EPE0030) 
76 Sheep dipping refers to the practice of taking staff out of the workplace, putting them into a classroom style 
training environment for a day or two and then expecting them to come back to the workplace to implement 
their new learnt skills. 
77 Transcript of Expert Panel roundtable with clinicians on 26 May 2021 (EPE0030) 

https://committees.parliament.uk/writtenevidence/26098/html/
https://committees.parliament.uk/writtenevidence/35341/html/
https://committees.parliament.uk/writtenevidence/35390/html/
https://committees.parliament.uk/writtenevidence/35468/html/
https://committees.parliament.uk/writtenevidence/35481/html/
https://committees.parliament.uk/writtenevidence/35557/html/
https://committees.parliament.uk/writtenevidence/35603/html/
https://committees.parliament.uk/writtenevidence/35613/html/
https://committees.parliament.uk/writtenevidence/35603/html/
https://committees.parliament.uk/writtenevidence/37405/html/
https://committees.parliament.uk/writtenevidence/37405/html/


   
 

 
103 

 

 

Figure 15. Annual rate of maternal deaths due to direct causes per 100,000 maternities. 

Due to the low numbers of deaths per year data is represented triennially. Data indicates maternal 

deaths due to direct obstetric; bars indicate confident intervals for each data point; the red dashed 

lines indicate projected trends.  Given the wide confidence intervals on historic data, the projected 

trend is unlikely to show any statistically significant change by 2024/26. The points at 2019-2021 and 

2024-2026 indicate the target rates of maternal deaths. Source: the MBRRACE-UK Maternal Report Dec 

2020 v10.426 

 

 

 
426 MBRRACE-UK_Maternal_Report_Dec_2020_v10_ONLINE_VERSION_1404.pdf (ox.ac.uk) 
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Figure 16. Annual rate of maternal deaths due to indirect causes per 100,000 maternities. 

Due to the low numbers of deaths per year data is represented triennially. The data indicates maternal 

deaths due to indirect causes, such as existing disease or disease acquired during pregnancy rather 

than direct obstetric causes; bars indicate confident intervals for each data point; the red dashed lines 

indicate projected trends.  Given the wide confidence intervals on historic data, the projected trend is 

unlikely to show any statistically significant change by 2024/26. The points at 2019-2021 and 2024-

2026 indicate the target rates of maternal deaths. Source: the MBRRACE-UK Maternal Report Dec 2020 

v10.427 

 

Pre-term births:  

The ONS data provided by the Department show that the target for reduction in pre-term 

births is not on track to be met.428 

This commitment, which was added to the existing ambition in 2017, aimed to reduce the 

pre-term rate by 25% from a baseline of 8% in 2015 to 6% in 2025. The data indicates that 

the pre-term birth rate reduced to 7.9% in 2019. This represents a 1.25% decrease from the 

2010 pre-term birth rate of 8% used as a baseline for the target.429 If the 2015-2019 rate of 

decrease were to continue, we would expect a pre-term birth rate of 7.75% by 2025. This 

would result in the target to reduced pre-term birth rates to 6% being missed. The Department 

have stated that evidence-based initiatives to reduce pre-term births are currently being 

implemented, such as the establishment of pre-term birth clinics and the roll-out of the 

Continuity of Carer model of maternity care (see Chapter 2), suggesting they foresee greater 

reductions in pre-term birth rates in the coming years than the current rate of decrease would 

imply.430 

 
427 MBRRACE-UK_Maternal_Report_Dec_2020_v10_ONLINE_VERSION_1404.pdf (ox.ac.uk) 
428Department of Health and Social Care (EPE0026), paras 14-15. Data sourced from the ONS.  
429 Ibid. 
430 Ibid. 
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The women’s health research charity Wellbeing of Women suggest that the reduction from 

2018 to 2019 may be an early sign of positive impact, resulting from the addition of this 

commitment to the National Ambition in 2017.431 However, the charity acknowledges that, 

due to the later date that this commitment was established, there may not have been sufficient 

time for the resulting initiatives, such as the addition of pre-term birth prevention to Saving 

Babies Lives Care Bundle version 2 (published March 2019) to have had an effect. It is too 

soon to determine whether the slight trend towards reduced pre-term birth rates can be 

attributed to the commitment.  

4) To what extent (if at all) has the NHS’s Covid-19 response affected progress in achieving 

the targets?  

The Department state that due to the COVID-19 response some improvement initiatives were 

suspended during the pandemic and that timescales have been revised.432 It is not clear in 

the Department’s written response on how numerical outcomes for the year 2020 were 

affected by COVID.  

Many written submissions confirm that COVID is likely to have had an impact on achievement 

towards the targets of Maternity Safety.433 For example, the Care Quality Commission (CQC) 

paused inspections434 and many maternity services cancelled antenatal appointments435 and 

smoking cessation interventions.436 The charity Birth Trauma Association, which supports 

women who have experienced traumatic birth, report increased contact with their 

organisation. This increase suggests that the birth experiences of service users have been 

negatively impacted by COVID-19.437 

The disruption to service caused by the COVID-19 pandemic will hinder progress on this 

commitment. However, it is currently difficult to assess the extent of these disruptions as the 

full impact of the pandemic on maternity safety outcomes is only beginning to emerge.438 

A recent study reported that contracting COVID-19 during pregnancy led to increased rates 

of stillbirth and pre-term birth,439 which may impact the progress against these two targets in 

the data for 2020 and 2021. Moreover, in their joint written submission, the RCM and RCOG 

note that there were 19 maternal deaths between March 2020 and May 2020 and postulate 

that service disruption and delays in treatments may have been a contributing factor to this 

spike in maternal deaths.440 COVID-19 has also highlighted health inequalities for people from 

 
431 Wellbeing of Women (EPE0017) 
432 Department of Health and Social Care (EPE0026), paras 26-27 
433 British Maternal & Fetal Medicine Society (EPE0006); Royal College of Obstetricians and Gynaecologists, 
Royal College of Midwives (EPE0010); Care Quality Commission (CQC) (EPE0011); Sands (EPE0012); Birth 
Trauma Association (EPE0013); Wellbeing of Women (EPE0017); Bliss (EPE0020) 
434 Care Quality Commission (CQC) (EPE0011) 
435 Sands (EPE0012) 
436 Bliss (EPE0020) 
437 Birth Trauma Association (EPE0013) 
438 Wellbeing of Women (EPE0017); Royal College of Obstetricians and Gynaecologists, Royal College of 
Midwives (EPE0010); Bliss (EPE0020) 
439 Gurol-Urganci, Ipek; Jardine, Jennifer E; Carroll, Fran; Draycott, Tim; Dunn, George; Fremeaux, Alissa; Harris, 
Tina; Hawdon, Jane; Morris, Edward; Muller, Patrick; Waite, Lara; Webster, Kirstin; VAN DER Meulen, Jan; 
Khalil, Asma; (2021) Maternal and perinatal outcomes of pregnant women with SARS-CoV-2 infection at the 
time of birth in England: national cohort study. American journal of obstetrics and gynecology. ISSN 0002-9378 
DOI: https://doi.org/10.1016/j.ajog.2021.05.016 (In Press) 
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minority ethnic backgrounds and this is predicted to be reflected in the 2020 outcome data 

for the maternity sector as well.441 

  

 
441 Royal College of Obstetricians and Gynaecologists, Royal College of Midwives (EPE0010) 
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B: Was the commitment effectively funded or resourced? 

Sub-questions: 

1) Were specific funding and/or resourcing arrangements made to support the implementation 

of the commitment? If not, why? If so, what were these, when and how were they made? If 

extra funding or resourcing was provided, did it go to directly to maternity units or elsewhere, 

for example, to NHS Trusts? 

The Department states that it has provided a range of funds to improve maternity 

safety.442This information has been included in Chapter 1. 

It is not clear how the listed funding arrangements will directly support achieving the targets 

contained in the commitment to maternity safety. As a result, it is difficult to assess whether 

budgets are appropriate from the current information. The Department has provided some 

examples of allocation of funds to Trusts, some cases where funds were allocated directly to 

maternity units or LMSs, while others remain unclear.443 For example, in its follow up 

correspondence, the Department notes that the £90.05m was provided directly to LMSs.444 It 

notes that these funds were given with a set of objectives but not ringfenced to deliver specific 

initiatives, giving LMS the autonomy to meet local needs. 

Regarding the £8.1 million provided to fund new Maternity Safety Training, the written 

submission from the charity Baby Lifeline describes clear and concerning misuse of this fund, 

with 50% of the money not being used for its intended purpose.445 

2) If funding and/or resourcing was provided, was this taken from a “new” resource stream? 

Or did it involve a reallocation of pre-existing resources? What was the consequence of this?  

It is not clear from the Department’s written response if this funding is new or reallocated 

from pre-existing resources.446 However, following a request from the Panel for this 

information, the Department state in follow-up correspondence that the above funds are 

distinct from each other and not reallocations of pre-existing resource. 447 

3) What factors were considered when funding and/or resourcing arrangements were being 

determined (including what barriers and enablers existed at individual/trust/service provider 

level)? What evidence was used to determine the level of funding and/or resource to support 

the delivery of the commitment?  

 
442 Department of Health and Social Care (EPE0026), para 28; Letter from Nadine Dorries MP, Minister of State 
for Patient Safety, Suicide Prevention and Mental Health, to Professor Dame Jane Dacre, Chair, Health and 
Social Care Select Committee’s Expert Panel, regarding Government commitments in the area of maternity 
services in England [7 June 2021] 
443 Department of Health and Social Care (EPE0026), para 28 
444 Letter from Nadine Dorries MP, Minister of State for Patient Safety, Suicide Prevention and Mental Health, 
to Professor Dame Jane Dacre, Chair, Health and Social Care Select Committee’s Expert Panel, regarding 
Government commitments in the area of maternity services in England [7 June 2021] 
445 Baby Lifeline (EPE0021) 
446 Department of Health and Social Care (EPE0026), para 28 
447 Letter from Nadine Dorries MP, Minister of State for Patient Safety, Suicide Prevention and Mental Health, 
to Professor Dame Jane Dacre, Chair, Health and Social Care Select Committee’s Expert Panel, regarding 
Government commitments in the area of maternity services in England [7 June 2021] 
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The Department do not provide information on factors that were considered nor on the 

evidence used to determine the level of funding or resources.448 However, following a request 

from the Panel for this information, the Department state in follow-up correspondence that: 

“Funding is not allocated on a commitment-by-commitment basis” and that “it is not possible 

to set out how all funding arrangements were assessed and determined before being allocated 

for each commitment individually.” 449 

4) Who was involved in determining the funding and/or resourcing arrangements? Who was 

ultimately responsible for determining such arrangements?  

The Department signpost ‘Safer Maternity - Next steps towards the national maternity 

ambition (2016)’450, and ’Safer Maternity Care - Progress and Next Steps (2017)’451 in setting 

out the strategy and funding.452 In its written response and follow up correspondence, the 

Department provide further detail on who arranged provision of certain funds, such as the 

£8.1m maternity safety training fund and the SBLCBv2 training fund arranged by Health 

Education England (HEE).453 However, information is not available on who was responsible for 

arrangements for all funds listed.  

5) Do healthcare stakeholders view the funding and/or resourcing as sufficient? 

Most stakeholders that submitted written evidence do not consider the funding or resourcing 

sufficient to achieve this commitment.454 These submissions stated that areas requiring 

additional funds include funds for increasing staff and resources; training of regional medical 

examiners and coroners; further financial incentives to implement change; specific funds to 

tackle brain injury; funding for Perinatal Mortality Review Tool reviews; and pre-term birth 

prevention training and widened implementation. 

During roundtable events we held with clinicians, several participants raised the point that 

insufficient funds to increase staffing levels in the maternity service has a direct negative 

impact on training capacity and service safety, as discussed in the main body of the report.455 

 

 
448 Department of Health and Social Care (EPE0026) 
449 Letter from Nadine Dorries MP, Minister of State for Patient Safety, Suicide Prevention and Mental Health, 
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1/Safer_Maternity_Care_action_plan.pdf 
451https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/66296
9/Safer_maternity_care_-_progress_and_next_steps.pdf 
452 Department of Health and Social Care (EPE0026), para 28 
453 Department of Health and Social Care (EPE0026), para 28; Letter from Nadine Dorries MP, Minister of State 
for Patient Safety, Suicide Prevention and Mental Health, to Professor Dame Jane Dacre, Chair, Health and 
Social Care Select Committee’s Expert Panel, regarding Government commitments in the area of maternity 
services in England [7 June 2021] 
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Section C: Did the commitment achieve a positive impact for women? 

Sub-questions: 

1) What was the direct and indirect impact of the commitment on different groups (including 

women from Black, Asian and minority ethnic backgrounds; disabled women; and women 

from lower socio-economic backgrounds)? Were there equitable outcomes for different 

groups?    

This information is included in the main body of the report in Chapter 5. 

A letter from Nadine Dorries on 15 April 2021 acknowledges the disparities in outcomes for 

service users from ethnic and socio-economically deprived backgrounds, and states that the 

Department launched a new £7.6million Health and Wellbeing Fund. However, the date that 

this fund was launched is not stated in the letter and the Fund is not mentioned in the 

Department’s written response. 456 

The Department’s initial written response gave only nationwide data of progress against the 

targets contained with this commitment to maternity safety, with no sub-group analysis. In 

further correspondence, the Department provided data broken down by ethnicity and socio-

economic deprivation for stillbirths, neonatal deaths, and maternal deaths. Information on 

outcomes for disabled women and data broken down by background for brain injuries and 

pre-term births has not been made available.457 

A further limitation of the data provided by the Department in its initial written response is 

the lack of breakdown by Trust to allow the full range of safety outcomes relating to Maternity 

Safety to be assessed rather than national rates. The Better Births report states that national 

averages can mask regional variation in metrics such as stillbirths and neonatal deaths.458 Dr 

Bill Kirkup further corroborates the importance of monitoring the safety outcomes at individual 

Trusts, as national averages that can lead to underperforming Trusts being overlooked.459 

2) Has (or will) there been (or be) a meaningful improvement in measurable outcomes, 

reasonably attributable to the commitment?  

It is unclear if improvements seen in stillbirths and neonatal deaths are attributable to the 

commitment or reflect a continuation in an existing trend towards reduced stillbirth rates. 

During discussions at the meeting on 29 April 2021, NHSE/I and Department officials 

suggested that attributing improvements to specific interventions would not be possible. 460 

 
456 Letter from Nadine Dorries MP, Minister of State for Patient Safety, Suicide Prevention and Mental Health, 
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457 Letter from Nadine Dorries MP, Minister of State for Patient Safety, Suicide Prevention and Mental Health, 
to Professor Dame Jane Dacre, Chair, Health and Social Care Select Committee’s Expert Panel, regarding 
Government commitments in the area of maternity services in England [7 June 2021]; and Annex A [7 June 
2021] 
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report.pdf (england.nhs.uk) pages 21-28 
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3) Has (or will) there been (or be) a meaningful improvement in process measures reasonably 

attributable to the policy?  

The Department explain multiple changes in process measures such as the PIER framework 

(prevention, identification, escalation and response), the implementation of local maternity 

systems (LSMs), refreshing MatNeoSIP461, and Implementing Maternal Medicine Networks and 

Maternity outreach clinics462 but no roll-out dates are provided. Therefore, it is not clear if 

these changes in process measures are due to the commitment, nor is their implementation 

is responsible for the progress seen on stillbirth and neonatal death rates.  

Further changes in process measures reported by the Department include:  

• the establishment of the Maternity Transformation Programme Board in 2016 which 

determines a consistent set of expectations for all LMSs on safer and more 

personalised care;  

• the implementation of NHS Resolution Early Notification scheme, which requires 

Clinical Negligence Scheme for Trusts members to notify NHSR of maternity incidents 

that have the potential to become high value claims. The EN scheme helps improve 

the experience for the family and affected staff, share learning rapidly with the 

individual trust and wider system, and improve the process for obtaining compensation 

for families, meeting needs in real time where possible. 

• the introduction of the Maternity Incentive Scheme in Jan 2018, which incentivises the 

delivery of safer maternity care through the achievement of ten safety actions.463 

There is little detail on whether these changes to processes contribute to the outcomes, nor 

if they can be attributed to Maternity Safety. 

Several written submissions have also corroborated the process measures described in the 

Department’s written response. Submissions also identify additional changes to process 

measures, such as the implementation of national guidance from the Saving babies lives care 

bundles version 1 and 2, Each Baby Counts programme, and the Nursing and Midwifery 

Council Future Midwives Standards. Written submissions also commend the establishment 

tools and processes to investigate safety incidents in maternity services, such as introducing 

the Healthcare Safety Investigation Branch’s Maternity Investigation Team and developing the 

Perinatal Mortality Review Tool.464 

The Department’s written response does not describe any changes in process measures aimed 

at reducing the disparity of risk to women from minority backgrounds in its written response.465 

However, the joint submission from the Royal College of Obstetricians and Gynaecologists and 

the Royal College of Midwives mentions specific initiatives to target racial inequalities.466 
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4) Have service users been hindered by the commitment and its implementation? If so, how 

as this been monitored and evaluated?  

The only concern raised in the written submissions from the charities National Childbirth Trust 

(NCT) and Association for Improvements in the Maternity Services (AIMS) is that an 

unintended consequence of this commitment is an increase in interventions and induction 

rates that could result in poorer birthing experiences for women.467 However, this concern 

was not borne out in the SPiRE analysis of SBLCB. 468 

5) By focusing on the target(s) contained in the commitment, have other aspects of care been 

reprioritised or removed? 

A concern raised in the written submissions is that that Continuity of Carer (CoC) is being 

viewed as the ‘fix all’ for the disparity in outcomes for minority groups, which are discussed in 

Chapter 5.469 While there is strong evidence that CoC is likely to be central to improving the 

outcomes and experiences of women from minority ethnic backgrounds,470 this approach 

needs to be supplemented with additional targeted initiatives to address examples of structural 

racism and ensure the concerns of women from minority ethnic backgrounds are heard and 

addressed. 471 
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Section D: Was it an appropriate commitment? 

Sub-questions: 

1) Was (or is) the commitment likely to achieve meaningful improvement for service users, 

maternity staff and/or the maternity services as a whole?  

Meeting the Maternity Safety commitment would achieve meaningful improvements for 

women and babies, as the Department state that UK was underperforming on various safety 

measures by international standards, prior to this commitment being set.472  

However, as described previously in the main report, clinicians at our roundtable events raised 

concerns over the burden that this commitment placed on maternity staff.  

2) Is the commitment wide enough in scope? Is the commitment specific enough?  

It is not clear whether the various targets contained within commitment 1 are wide enough in 

scope.  The targets set are sufficiently specific with fixed numerical goals and deadlines. 473 

Several written submissions raised various ways in which the scope of this commitment could 

have been improved, such as:  

• monitoring other safety metrics, for example induction rates or maternal morbidity;474 

• expanding the jurisdiction of medical examiners to include stillbirths;475  

• monitoring and addressing the systematic failures in poorly performing services to 

reduce variation across Trusts;476 

• delineating between unavoidable and avoidable deaths;477  

• a greater focus on tackling the indirect factors causing maternal deaths;478  

• a lack of target on reducing preventable miscarriage;479  

• and a lack of a specific target to reduce the disparity of outcomes for disadvantaged 

women.480 

The limitation of the Department not including a specific target on reducing the disparity in 

outcomes amongst minority ethnic and socio-economically deprived service users has been 

discussed in Chapter 5. The other potential expansions in the scope of commitment 1 that we 

believe warrant further discussion are described in further detail in Chapter 1. 

3) Has the commitment had any unintended consequences (either positive or negative)?   

The charities the National Childbirth Trust and the Association for Improvements in the 

Maternity Services both raise concerns that an unintended negative consequence of this 

commitment includes an increase in interventions and induction rates that could result in 
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476 Dr Bill Kirkup (EPE0005) 
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poorer birthing experiences for women.481 However, as stated previously, this was not borne 

out in the SPiRE analysis of SBLCB. 482 

Wellbeing of Women report that a positive unintended consequence of establishing pre-term 

birth clinics to reduce pre-term birth rates is that increased contact with clinicians allows 

women to raise and have their concerns addressed. This has led to a positive psychological 

impact beyond their treatment to reduce their risk of pre-term birth.483 

Written submissions indicate that caesarean rates are likely to increase as a result of the 

commitment. However, there are disagreements in the written submissions as to whether this 

is a positive or a negative consequence. Whether caesarean rates are a useful metric of Trust 

performance is also contentious, as many Trusts aim to reduce caesareans rates and yet they 

are highly influenced by case mix and maternal choice.484 

4) Was the level of ambition as expressed by the commitment reasonable at the time the 

commitment was made (i.e. was it addressing an identified need or responding to a particular 

issue)? Has the commitment’s appropriateness been reviewed since its creation?  

This information is included in the main report in Chapter 1. 
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Annex B: Continuity of Carer 

This section contains additional information based on the sub-questions from the planning 

grid. 

A: Was the commitment met overall? Or is the commitment on track to be met? 

Sub-questions: 

1) Were continuity of carer commitments met in 2019 and 2021? If not, why?  

This information is included in the main report in Chapter 2. 

2) Are there any mitigating factors or conflicting policy decisions that may have led to the 

commitment not being met? How significant are these? Was appropriate action taken to 

account for any mitigating factors?    

The Department cite staff shortages, sickness, redeployment, and self-isolation as major 

limiting factors hindering CoC roll-out during COVID-19 pandemic restrictions.485 We asked 

the Department for information on what action was taken to account for any mitigating 

factors. However, we have not received information relating to actions taken, or intended to 

be taken, to account for these limiting factors.486 

Both the written submission from Donna Ockenden and the joint submission from RCM/RCOG 

corroborate the Department’s statement that short staffing has been a major mitigating factor 

leading to lack of progress on the commitment to provide CoC.487 However, RCOG/RCM also 

cite delays in funding, implementation guidance, lack of adequate progress data collection 

and difficulty in recruiting staff into continuity teams as other mitigating factors.488 Baroness 

Cumberlege and Sir Cyril Chantler, authors of Better Births, also indicate staff shortages 

hindered progress, as well as variable success in changing work-place processes.489 In addition 

to these limitations, the charity Birthrights points out that Trusts had different starting points 

and staffing challenges from the outset, with some Trusts starting with no established 

infrastructure while other Trusts have been running CoC maternity teams for years.490 

These mitigating factors raised by stakeholders represent significant barriers to CoC 

implementation that were not adequately appreciated and accounted for by the Department 

when funding and resourcing this commitment.  
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3) What guidance was provided to support NHS staff in implementing the commitment?  

The Department list national and local guidance on implementing Continuity of Carer spanning 

2017-2020.491 However, they do not provide any further information on reach, dissemination 

and target dates for roll-out. The Department states that a phased roll-out of Continuity of 

Carer was implemented but does not provide further detail on justification for a phased roll-

out nor associated timeframes of phases.492 Therefore, a question regarding the roll-out of 

CoC was put to the Department in writing on 17 May 2021, (Q8 and 16). In follow up 

correspondence the Department stated that: 

“In December 2016, seven Early Adopter sites were selected and funded to implement Local 

Maternity System objectives faster. Of these, six developed and tested models of continuity 

of carer.  

In March 2017, Implementing Better Births: A Resource Pack for Local Maternity Systems first 

set out the ask for all Local Maternity Systems to ensure that most women receive continuity 

of carer by March 2021. More detailed guidance on implementing continuity of carer was 

published in December 2017. 

NHS Planning Guidance for 2018/19 set out the first interim universal deliverable, for Local 

Maternity Systems to place 20% of women in a continuity of carer pathway by March 2019.”493 

The Department also stated that: 

“The level of implementation has been phased to allow Local Maternity Systems flexibility to 

develop models –in line with national standards and principles of best practice –that meet 

local opportunities, needs and challenges.” and “phased implementation has given maternity 

services opportunity to test continuity of carer on a smaller scale and assess benefits to clinical 

outcomes, experience for women, and staff experience. It has also provided an important 

opportunity for midwives to familiarise themselves with continuity of carer teams operating in 

their trusts.” 494 

In its written submission, Birthrights suggested that guidance was deliberately flexible when 

issued in 2017 to account for the differing starting points and staffing challenges across 

Trusts.495 The need for flexibility is reinforced by the comment from a roundtable participant 

that: 

“…there has been clear guidance and some of it, I think, is utterly ridiculous. So, for 

example, we have a fantastic team in one of our Trusts and getting really positive feedback, 

but that wasn't continuity of care because they just happen to have one more midwife than 

you were allowed in that team and therefore it didn't count.” 496 

This reported lack of guidance on implementation of CoC communicated to both clinicians and 

Trust executives is corroborated by the written submission from Donna Ockenden. Donna 
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Ockenden’s written submission states that lack of centralised guidance led to competing and 

confusing messages from Trust boards and regional CoC leads, particularly surrounding the 

costs of transitioning to a CoC model of care.497 

Initial lack of implementation guidance at the outset of the commitment led to confusion and 

variable interpretations and implementation of CoC across England. The resulting national 

variation in CoC provision has hindered progress on this commitment. 

4) Does the submitted count include those placed on a continuity of carer pathway or in receipt 

of continuity of care? If not, what is the rate of achievement based on the full commitment?  

The commitment sets targets for women to ‘receive’ CoC. However, the Department’s 

response reports on NHS Trusts’ capacity to roll-out this model of care; not on the number of 

women who currently access the model.498 Therefore, with survey data on the number of 

women receiving CoC only expected to be obtained in ‘summer’ 2021,499  the relevant data to 

show progress against this commitment is not available. The Department cite their intention 

to record the number of women in receipt of CoC routinely through MSDSv2 but acknowledge 

that NHS Trusts’ capacity to evidence continuity of care is an issue.500 The charities SANDs 

and AIMS also highlight the confusion caused by the collection of data on capacity to provide, 

rather than receipt.501 No further data or explanation was provided in the Department’s 

response on how to improve data collection on continuity of carer. 

We understand that the MSDSv2 only records monthly placement as a “yes” or “no”. The tool 

does not record the number of women in receipt of CoC as a percentage. Therefore, it is not 

possible to track increased receipt of CoC nor monitor the effects of the pandemic on receipt. 

In addition, not all Trusts are compliant with this data collection requirement thus even when 

MSDSv2 is fully operational, comprehensive data on CoC receipt will still be lacking. 

There has been a lack of progress on establishing appropriate systems to collect relevant data 

on CoC receipt, which would allow accurate assessment of progress against this target and 

support roll-out of this model of care.  

5) Does the commitment have a clear and fixed deadline for implementation? Has the 

numerical target contained in the commitment been achieved or is it on track to be achieved?    

This Commitment has a clear and fixed deadline for implementation. However, the phrasing 

of the commitment is vague using terms such as ‘majority’ and ‘similar percentage’ which 

reduces clarity and introduces ambiguity. The initial ambition aims for a ‘majority’ of women 

to be in receipt of continuity of care by 2021, while the Department’s states the “NHSE/I 

remains committed to delivering continuity of carer to most women, so that it becomes the 

default model of care for women in maternity services across England by March 2023”.502 The 

Department also refer to an “ambition for 35% of women to be placed on Continuity of Carer 

pathways by March 2021”, without clarifying when the time scales were revised and 35% was 

announced as a new intermediate target for 2021.503 The charity SANDs signposted the Safer 
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Maternity Care Progress Report 2021504, which notes that targets have been delayed by a 

year.  However, SANDs report that that the actual targets contained within this report suggest 

that delivery has been delayed by more than a year.505  

It is unclear whether data eventually collected on numbers of service users in receipt of CoC 

will demonstrate that necessary progress against this commitment has been made. The 

Department is currently only reporting on NHS Trust’s capacity to provide rather than actual 

provision.506 Regardless, it is clear that the percentage targets in the commitment are not on 

track to be achieved (see Chapter 2). 

6) What is meant by “similar percentage of women”? How has this been defined? Has this or 

will this be achieved by 2024?   

The Department has not clarified the definition of “similar percentage of women”, nor does it 

provide adequate data to show achievement on their commitment to provide CoC to 75% of 

women from BAME and socio-economically deprived backgrounds by 2024.507 The Department 

do provide information on the percentage of existing CoC teams in areas of deprivation 

(~60%) or areas with high proportions of black, Asian and mixed ethnicity women (~50%).508 

However, this data does not give any indication of CoC provision or uptake by women of these 

backgrounds within these areas. It is unclear from the Department’s response how women 

from “from BAME communities” and “most deprived groups” will be identified and accounted 

for in the MSDSv2 dataset, once fully established. 

7) Does data show achievement against the target (where applicable)?  

This information is included in Chapter 2 of the main report. 

8) To what extent has the NHS’s response to Covid19 affected progress on policy 

goals/targets?  

The Department state that many Trusts have paused implementation of CoC teams and 

suspended existing provision due to staff shortages.509 The Department has not elaborated 

on the factors underlying the decision to postpone roll-out, nor established whether an impact 

assessment was carried out of the effect of this suspension.  

During the meeting 29 April 2021, NHSE/I officials stated that feedback from front line staff 

highlighted difficulty in implementing the assessment of CoC receipt in 2020 due to the 

pandemic. NHSE/I instead asked Trusts for information on ‘building blocks’ for CoC provision 

that had been put in place (e.g., undertaking a BirthRate Plus assessment, sufficient numbers 

of midwives), and to put an emphasis on increasing the number of and women from minority 

ethnic and low socio-economic backgrounds receiving CoC.510 
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Written submissions from Baroness Cumberlege and Sir Cyril Chantler, British Maternal and 

Fetal Medicine society, RCM/RCOG, SANDs, Association for Improvements in the Maternity 

Services (AIMS), Birthrights and Donna Ockenden all acknowledge that COVID-19 will have 

delayed implementation of CoC.511 In a joint submission, the RCM/RCOG highlight that the 

physical and mental toll the pandemic has placed on staff, stating that the resulting depletion 

of staffing numbers will have impacted provision of CoC.512 

The charity AIMS suggests the impact of COVID-19 will vary between regions,513 while 

Birthrights reports that Trusts with a more advanced implementation of CoC when the 

pandemic began suffered less of an impact on services during the pandemic.514 

The COVID-19 pandemic has inevitably slowed progress on this commitment.  However, it is 

not the main reason that the target has been missed and should not prevent the urgent 

resumption of implementation of CoC across the country. 
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B. Was the commitment effectively funded (or resourced)? 

Sub-questions: 

1) Were specific funding and/or resourcing arrangements made to support the implementation 

of the commitment? If not, why? If so, what were these, when and how were they made? If 

extra funding or resourcing was provided, did it go to directly to maternity units or elsewhere, 

for example, to NHS Trusts?     

This information is included in Chapter 2 of the main report. 

2) If funding and/or resourcing was provided, was this taken from a “new” resource stream? 

Or did it involve a reallocation of pre-existing resources? What was the consequence of this?  

It is not clear if the Health Education England (HEE) fund or the £90.05 NHSE/I package 

represents new or reallocated funds. The Service Development Fund (SDF) money is described 

by the Department as for “this and the fulfilment of other objectives as part of the MTP 

(Maternity Transformation Programme)” suggesting the funds for transitioning to CoC may 

come at the expense of funding other aspects of the MTP, but no further details are given.515 

In follow-up correspondence on 7 June 2021, the Department state that all the funds 

described which includes the HEE fund and the £90.05 NHSE/I package are taken from new 

resource streams.516  

3) What factors were considered when funding and/or resourcing arrangements were being 

determined (including what barriers and enablers existed at individual/trust/service provider 

level)? What evidence was used to determine the level of funding and/or resource to support 

the delivery of the commitment? Did the system have relevant support to deliver the change 

set out in the commitment? 

The Department’s written response lacks detail in the factors considered when determining 

funding and resources for CoC. The Department has stated that it has modelled the CoC 

system not to be more expensive once implemented. 517 The Department explain that this has 

been confirmed by some NHS Trusts following of implementation CoC.518 

The Department recognised transitional costs in changing the default care model, and 

therefore provided funds, such as the SDF and HEE mentioned previously. However, it does 

not clarify the expected costs of this transition in its response.519 

The Department state the Maternity and Women’s Health Policy Team at NHSE/I were 

responsible for determining the amount of funding allocated to each LMS, based on weighted 

populations.520 The evidential basis for HEE funding allocations is not described in the 

Department’s written response. Following a request from the Panel for this information, the 

Department state in follow-up correspondence that: 
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“Funding is not allocated on a commitment-by-commitment basis” and that “it is not possible 

to set out how all funding arrangements were assessed and determined before being allocated 

for each commitment individually.” 521 

Several written submissions522 and discussions with clinicians at the roundtable events523 

suggest that there are existing understaffing issues and embedded working styles within the 

maternity system. These barriers meant that greater support was needed to deliver the 

organisational changes required to achieve this commitment than was originally appreciated. 

4) Who was involved in determining the funding and/or resourcing arrangements? Who was 

ultimately responsible for determining such arrangements?    

The Department’s written response explains that both HEE and NHSE/I were involved in 

determining funding.524 NHSE/I was involved in determining the size of the SDF within the 

£90.05 package and determining allocation to LMSs through its Maternity and Women’s Health 

Policy Team.525 However, detail on who was ultimately responsible in calculating the size of 

the HEE fund or the proportion of the SDF needed and the amount eventually allocated for 

delivering the CoC commitment is not clear.  

5) Do healthcare stakeholders view the funding and/or resourcing as sufficient?  

Written submissions from Baroness Cumberlege and Sir Cyril Chantler, British Maternal and 

Fetal Medicine society, Campaign for safer births, RCM/RCOG, SANDs, and Donna Ockendenall 

emphasis that ringfenced funding is required to support adequate staffing and training of CoC 

teams.526  

Several written submissions, including Donna Ockenden and RCM/RCOG, also suggest that 

the funding arrangements for the implementation of CoC were insufficient. Moreover, the 

charity National Maternity Voices states that further resources are needed to ensure CoC 

reaches and is taken up by marginalised women.527 

This suggests that inadequate funding and resources contributed to the underestimated 

challenges of reorganising staff structures and processes to accommodate CoC. 
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C. Did the commitment achieve a positive impact for service users? 

Sub-questions: 

1) What was the direct and indirect impact of the commitment on different groups (including 

women from Black, Asian and minority ethnic backgrounds; disabled women; and women 

from lower socio-economic backgrounds)? Were there equitable outcomes for different 

groups?  

The Department cite evidence that the Continuity of Carer model “has also been shown to 

improve outcomes for women from ethnic minorities and those living in deprived areas 

(Rayment-Jones et al 2015; Homer et al 2017)528”, but do not provide evidence of this 

improvement in relation to specific interventions or outcomes resulting from the commitment 

itself.529  

Data are not currently available to assess CoC placement or receipt by minority ethnic or socio-

economically deprived backgrounds, and therefore it is not possible to assess whether 

outcomes are equitable across groups. Several written submissions commented on the impact 

of the CoC pathway on women from black and ethnic minority, or economically disadvantaged 

backgrounds.530 The joint submission from Baroness Cumberlege and Sir Cyril Chantler 

described roll-out as “urgent” for these groups of women,531 while submissions from Campaign 

for Safer Births, RCM/RCOG, the Nursing and Midwifery Council, AIMS, and National Voices 

agreed that the model is likely to reduce persistent health inequalities for marginalised 

women.532 The Nursing and Midwifery Council described improvements associated with CoC 

as significant, explaining that: 

“Continuity of carer can significantly improve outcomes for black and ethnic minority women 

as well as for those living in deprived areas.”533 

However, written submissions from Donna Ockenden and The Birth Trauma Association 

cautioned against the temptation to view the model as a “panacea”534, advising that Continuity 

 
528 H. Rayment-Jones, T. Murrells, J. Sandall. An investigation of the relationship between the caseload model of 
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of Carer needs to be embedded within wider structural change535 supported by cultural 

awareness, and anti-racism training.536 The Birth Trauma Association noted that persistent 

disparities in outcomes experienced by affluent black women suggest that reasons for ongoing 

health inequalities are more complex than socio-economic disadvantage.537  The National 

Childbirth Trust (NCT) state that for CoC to meet its aims to reduce health inequalities for 

marginalised groups, it needs to be part of a wider programme of change within maternity 

services. NCT have stated that:  

“We acknowledge the accelerated commitment to providing a continuity-of-carer model of 

practice for these and other women – and their babies - who are at greater risk of mortality 

and serious morbidity. However, this move is unlikely to be successful unless it is embedded 

in a wider culture change across the NHS and other statutory agencies, as well as within the 

voluntary and community sector where support to parents is offered.”538 

The British Maternal and Medicine Fetal Society highlighted a need to develop specific 

strategies to support roll-out to women from minority ethnic backgrounds.539 While The Birth 

Trauma Association warned against treating women from minority ethnic backgrounds as a 

homogeneous group, recommending a more specific focus on the needs and challenges facing 

distinct ethnic groups.540 

Submissions from RCM/RCOG and Caesarean Births highlighted the lack of outcome data 

relating to identified groups of women as an important limitation of current CoC roll-out541while 

SANDS called for clarity relating to the 75% target for black and ethnic minority women.542 

We agree that there is a justifiable focus on women from minority ethnic backgrounds 

following the MBRRACE-UK report showing that black women are four times more likely to die 

as a result of complications in their pregnancy than white women and that Asian women are 

twice as likely to die or suffer injury.543 However, there are currently no data available to 

assess the needs of other vulnerable service users such as women with disabilities, migrant 

women, or LGBT service users.  There is a risk that the current focus on women from minority 

ethnic backgrounds may have the unintended consequence of obscuring inequitable outcomes 

for other groups.  The focus of Continuity of Carer needs to be on personalised and safe care 

for all marginalised women. 

A report from Hidden Voices of Maternity suggests that women with learning disabilities may 

benefit from CoC.544 The report states that some women with learning disabilities may avoid 

maternity care due to negative staff attitudes, lack of clear explanations of what is going on, 

or fear of the involvement of social services. Parents with learning disabilities highlighted that 

having a single trusted point of contact throughout their pregnancy would improve their 
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experience and outcomes. PEN, a not-for-profit organisation, and CHANGE, a national human 

rights organisation, propose continuity as one of their key recommendations, as this model 

has been shown to work well with other vulnerable groups such as teenage mothers.545  

There is evidence that some maternity units have responded quickly to meet the additional 

needs of women who do not speak English.  For example, during our roundtable events, one 

midwife described the development of a specialist non-English speaking team. The midwife 

explained:  

“We've got a non-English speaking team at the one of our providers as part of the COC model, 

and we're looking at how that can fit into the rest of the COC developments, but I think there’s 

still more to be done.” 546 

2) Has (or will) there been (or be) a meaningful improvement in measurable outcomes, 

reasonably attributable to the commitment?  

Evidence provided in written submissions cast doubt on the claim that improved outcomes 

can necessarily be attributed to CoC.547 The submission from Donna Ockenden and her team 

raised a concern about the lack of data relating to how outcomes relate to particular aspects 

of the CoC pathway. Ockenden wrote: 

“It is unclear to the Maternity review team what components of CoC can be attributed to the 

improved outcomes found within the research.” 548 

Caesarean Births and RCM/RCOG raised a similar concern, citing lack of data relating to 

outcomes following continuity pathway compared with more traditional modes of care.549 

“There is as yet little published data on whether there have been meaningful improvements 

in outcomes that can be reasonably attributable to the current policy commitment, in a real 

life rather than experimental research setting.” 550 

Evidence from the Cochrane reviews support the value of Continuity of Carer in improving 

outcomes but there is a paucity of data currently available to track outcomes. 

3) Has (or will) there been (or be) a meaningful improvement in process measures (i.e., are 

women able to access the service; quality of feedback when things go wrong etc) reasonably 

attributable to the policy?  

A written submission from SANDS, a stillbirth and neonatal death charity, describes the 

relational benefits of CoC, with midwives and women able to develop more positive, trusting 

relationships.551 While this is likely to be particularly important for women with more complex 
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needs, SANDS highlights that additional time is likely to be needed for midwives to establish 

mutual trust with these women.   

However, Birthrights, a charity promoting human rights in pregnancy and childbirth, highlight 

significant variability between Trusts as a likely cause of inequitable experiences of CoC, with 

some women able to develop a relationship with one midwife, while others based in small 

continuity teams may not have the same opportunities to relate to a named midwife and 

instead may see up to six midwives throughout pregnancy.552  

There were also concerns raised about the potential negative impact on midwifery staff and 

the wider profession, with senior leaders described as unwilling to acknowledge or respond 

appropriately to staff feedback about concerns about CoC. Donna Ockenden’s written 

submission indicates that when senior midwives in Trusts across England have tried to escalate 

their concerns about CoC roll-out to the Regional Chief Midwives and LMS leads, they have 

been labelled as obstructive of the National Maternity vision, suggesting that staff may have 

been discouraged from raising concerns about CoC. In particular, the written submission 

explains: 

“When poorly implemented CoC has been raised as a safety concern by those responsible for 

leading maternity services, they have been described as being obstructive to change.” 553 

4) Have service users been hindered by the commitment and its implementation? If so, how 

as this been monitored and evaluated?  

During roundtable events, clinicians raised concerns that the prioritisation of roll-out for 

minority ethnic and socio-economically disadvantaged women may reduce overall roll-out due 

to practical, geographical constraints. One midwife said: 

“When the target came through for women from ethnic minorities and women in the highest 

index of deprivation, that then became a problem for the Trust in the sense that 45-50% of 

women in our catchment area fall into that definition and we also have 50% of women that 

are actually out of area because we are big tertiary referral unit... What that has meant is a 

reorganisation of the team to direct to those deprivation pockets and those target groups, 

which in a way has diluted continuity, because it's not geographical anymore, it's only 

targeting certain groups independent of other factors. So, I think the blanket approach from 

the policy might not have been as helpful as an incremental target would have been for 

us.”554 

Clinicians also reported that changing targets have meant redirecting services away from 

women who had previously been eligible for the pathway: 

“In a in a Trust where you had the case loading teams operating for 20 years’ we are 

experiencing women coming saying “I had that last year” but now you are low risk and not 

planning a homebirth so you are not eligible for caseload care anymore.”555 

Written submissions from RCM/RCOG and Donna Ockenden raised concerns about the 

implementation of CoC and its impact on women receiving more traditional models of 
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maternity care.556 The submission from Donna Ockenden refers to a ‘two-tiered’557 system 

with women on Continuity pathways prioritised even when women not receiving CoC are in 

greater clinical need. She wrote: 

“Many Trusts set up ‘pilots’ for CoC which excluded swathes of women, resulting in 2-tiered 

services: women in CoC teams and those receiving more traditional care. Those in CoC teams 

are prioritised on the Labour Ward meaning their midwife who may have been working 

elsewhere, is moved from the area she is working in to look after the woman in labour but 

she is not replaced, leaving the area she was working in short-staffed.”558 

Both RCM/RCOG and Donna Ockenden recommend that safe staffing is an essential 

prerequisite for Continuity of Carer and that Trusts should not be pressured to roll-out the 

model at a pace that outstrips the capacity of units to manage the transition safely.559 

The implementation of Continuity of Carer is an important and well-evidenced model of care.  

Successful implementation will rely on clear and flexible guidelines and funding to meet the 

needs of individual Trusts, and which support staff through the transition. 

5) By focusing on the target(s) contained in the commitment, have other aspects of care been 

reprioritised or removed?  

Donna Ockenden and The Birth Trauma Association raised concerns about the risk of 

Continuity of Carer being viewed as a “panacea” which may detract from work to effect more 

meaningful systemic changes within maternity services.560  The British Fetal and Maternal 

Medicine Society and The Birth Trauma Association commented that the focus on continuity 

of carer should be supplemented by an additional focus on competency and quality of care.561 
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D. Was it an appropriate commitment? 

Sub-questions: 

1) How was “continuity of carer” defined by the Government when creating the related 

commitment(s)? Was this definition informed by evidence of what is meant by continuity of 

carer? Was this definition and the commitment effectively communicated to NHS Trusts and 

staff at different levels? If so, how? If not, why?  

From the Continuity of Carer Workforce Modelling Tool,562 in practice, Continuity of Carer 

means that: 

• A woman’s maternity care is provided by midwives organised into teams of eight or 

fewer (headcount). Each midwife will aim to provide all antenatal, intrapartum and 

postnatal care for up to 36 women per year, but at agreed times is supported by the 

team, such as for unsocial hours or out of hours care. 

• All staff in the Maternity Service contribute to achieving Continuity of Carer, including 

CoC team midwives, core midwives and others in the MDT working in the acute setting, 

such as obstetricians and sonographers. 

• Based on the best evidence available, Continuity of Carer supports the delivery of safer 

and more personalised care. The 2016 Cochrane review concluded that continuity of 

carer models save babies’ lives, reduce interventions and improve clinical outcomes. 

In a meeting on 29 April 2021, the Department confirmed that the definition of “default model 

of care”, refers to the majority of women and that it is anticipated that the CoC pathway will 

be offered to every woman unless she opts out. 563 

However, in a written submission, Donna Ockenden commented that there is a lack of 

consistent understanding relating to Continuity of Carer stating that:  

“differing interpretations as to what is actually meant by CoC. Some interpretations mean a 

midwife just saying “hello” to a woman in an antenatal clinic to count as continuity”.564 

There was also some confusion about whether CoC should always include the entire pregnancy 

pathway.  SANDS states that: 

“it is essential that Continuity of Carer ensures continuity in the team that provides care before, 

during and after labour, as defined in the NHS Long Term plan. This is the model that is 

associated with the research-based evidence, and suggestions that continuity of antenatal and 

postnatal care only will be sufficient, are not based on any evidence.”565  

The Association for Improvements in the Maternity Services (AIMS) also took the view that 

the target should include the full pathway citing evidence of regional variation in this regard, 

“it appears that the ‘continuity’ model is understood as allowing care (especially in labour) to 

be provided by any one of a team of up eight midwives. Whilst this may well represent, in 

many areas, an improvement over the current standard model of care, AIMS does not believe 
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that this approach will deliver the expected policy benefits”.566 However, RCM/RCOG question 

the practicality of this ambition and advocate for local services “to develop a variety of 

approaches, for example, focusing on improving antenatal and postnatal continuity in areas 

where factors such as midwife shortages or a lack of midwife volunteers to work in continuity 

teams was slowing implementation.”  567 

2) Is the commitment wide enough in scope? Is the commitment specific enough?  

Further detail on the rationale and anticipated benefits when setting the commitment is 

needed, particularly for disadvantaged groups. The commitment and Department’s response 

do not provide clarification on the start and end dates of the CoC pathway, which would have 

aided commitment specificity.568 Particularly in relation to the postnatal period, given the 

prevalence of maternal suicide.569 

In response to a follow up question put to the Department on the end date of the CoC 
pathway, the Department stated that: 

“Women are expected to be on a continuity of carer pathway for as long as they are under 
midwifery/obstetric care. This can be up to 28 days postpartum according to midwives’ 
statutory duties, but is normally around 10 days postpartum, when most women are 
discharged from maternity services and transferred to the care of the health visitor. 

Midwives are also responsible for ensuring the correct referrals are made to the appropriate 
healthcare professionals depending on the needs of women and should liaise with health 
visitors who provide place-based care to help support this.” 570 

Given the importance of CoC in the management of parents with learning disabilities,571 it is 
evident that the commitment is not wide or clear enough in scope. We suggest that women 
with disabilities should be included in the priority women for roll-out of CoC, yet the 
commitment is limited to BAME and socio-economically deprived backgrounds, which do not 
explicitly include women with disabilities.  

3) Has the commitment had any unintended consequences (either positive or negative)?  

Campaign for Safer Births and the British Maternal and Fetal Medicine Society comment that 

high-risk women, who are not from the backgrounds currently being prioritised, are less likely 

to be able to access CoC and may be excluded from the benefits of this pathway. 572 Caesarean 

Births note that other aspects of care may be side-lined by the increased focus on CoC stating 

that “there has been a disproportionate focus on this single aspect of maternity care while 

downplaying the importance of others”.573 
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