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1. Background  
 

1.1. Nottingham University Hospitals NHS Trust (NUH) maternity services have been 

subject to enhanced surveillance since Autumn 2020 in response to quality concerns, 

with increased scrutiny and support provided by the NHS Nottingham and 

Nottinghamshire Integrated Care Board (ICB)1, Care Quality Commission (CQC), NHS 

England and NHS Improvement (NHSEI) and the Local Maternity and Neonatal 

System (LMNS) in agreeing, monitoring, and delivering a Maternity Improvement Plan. 

A CQC inspection of NUH in 2021 resulted in ‘Requires Improvement’ overall, with 

‘Inadequate’ for maternity services. In March 2022 an unannounced CQC inspection of 

NUH maternity services resulted in additional concerns raised, specifically about the 

timeliness of initial reviews on arrival to maternity triage and the execution of maternal 

observations on the postnatal ward. There are concerns about the pace and scale of 

progress against the NUH Maternity Improvement Plan, further evidenced at both the 

Nottinghamshire County Health & Social Care Scrutiny Committee in January 2022, 

and Nottingham City Health & Adult Social Care Scrutiny Committee in February and 

March 2022.  

 

1.2. Although improvements are being made, it is widely acknowledged that the pace is not 

where we want it to be for our women and their families. The scale of improvement 

required will take time and has been further compounded by operational demands and 

response to the pandemic. This however has not prevented the efforts of our teams to 

maintain the focus. The offers of support to NUH Maternity Services from system 

partners and regulators have been broad and longstanding. 

 

2. System & Regulator Oversight Arrangements  

 

System Quality Governance 

 

2.1. As the clinically led statutory NHS body responsible for the planning and commissioning 

of healthcare services, the Nottingham and Nottinghamshire ICB plays an integral 

role in ensuring the delivery of high quality and safe local health and care services. In 

accordance with the National Quality Board (NQB) guidance (Figure 1), the ICB and 

Integrated Care System (ICS) are responsible for monitoring the quality and safety of 

health and care services; this includes quality planning, quality improvement and quality 

control across the Nottingham and Nottinghamshire ICS footprint.  

 
1 Integrated care boards (ICBs) replaced clinical commissioning groups (CCGs) in the NHS in England 

from 1 July 2022. 

https://www.cqc.org.uk/location/RX1CC
https://www.nottinghamshire.gov.uk/DMS/Document.ashx?czJKcaeAi5tUFL1DTL2UE4zNRBcoShgo=94h2VvOzrDOFfT3shRtRiU1hkyGwvIrMTk7TRz%2fjsOLdpiWCgd%2fcRQ%3d%3d&rUzwRPf%2bZ3zd4E7Ikn8Lyw%3d%3d=pwRE6AGJFLDNlh225F5QMaQWCtPHwdhUfCZ%2fLUQzgA2uL5jNRG4jdQ%3d%3d&mCTIbCubSFfXsDGW9IXnlg%3d%3d=hFflUdN3100%3d&kCx1AnS9%2fpWZQ40DXFvdEw%3d%3d=hFflUdN3100%3d&uJovDxwdjMPoYv%2bAJvYtyA%3d%3d=ctNJFf55vVA%3d&FgPlIEJYlotS%2bYGoBi5olA%3d%3d=NHdURQburHA%3d&d9Qjj0ag1Pd993jsyOJqFvmyB7X0CSQK=ctNJFf55vVA%3d&WGewmoAfeNR9xqBux0r1Q8Za60lavYmz=ctNJFf55vVA%3d&WGewmoAfeNQ16B2MHuCpMRKZMwaG1PaO=ctNJFf55vVA%3d
https://committee.nottinghamcity.gov.uk/ieListDocuments.aspx?CId=614&MId=9150&Ver=4
https://committee.nottinghamcity.gov.uk/ieListDocuments.aspx?CId=614&MId=9150&Ver=4
https://www.england.nhs.uk/wp-content/uploads/2021/04/nqb-refreshed-shared-commitment-to-quality.pdf


 

Page 2 of 7 

 

Figure 1: National Quality Board guidance 

 

2.2. These national responsibilities have been embedded in our local governance 

arrangements as the ICB has been established and Figure 2 provides an overview of 

the new system quality oversight arrangements in place for the Nottingham and 

Nottinghamshire ICS and ICB. 

 

2.3. The ICS System Quality Group (SQG) provides a strategic forum for partners from 

across health, social care, public health and wider within the ICS to have a clear line of 

sight on quality performance, good practice, concerns, and risks. The SQG has a focus 

on building an improvement culture, rather than focusing on performance management, 

and will allow for a collaborative and proactive response to supporting quality 

improvement across the system. 
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Figure 2: ICS/ICB Quality Governance and Reporting Structure 
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NUH Improvement Oversight & Assurance Group (IOAG) 

 

2.4. The ICB has been working closely with system partners and NUH to oversee 

improvements in the services, providing capacity to support, as well as continuing to 

provide scrutiny and challenge to the improvement plans.     

 

2.5. From January 2021 to March 2022, NUH provided monthly progress updates to a 

system wide NUH Maternity Safety & Oversight (QAG) subgroup, co-chaired by the 

ICS Chief Nurse and NHSEI Regional Chief Midwife (Midlands).  

 

2.6. However, following the CQC inspection of maternity services in March 2022 and 

subsequent changes to system governance, arrangements have been refreshed and 

streamlined. An NUH Improvement Oversight and Assurance Group (IOAG) has 

been established. This group combines partners from across the ICS and is co-chaired 

between the ICB and Regional NHSE, overseeing the Trust’s response to all the quality 

and governance concerns currently present at NUH. The IOAG and relationship with 

wider system quality governance arrangements is illustrated in Figure 2 above.  The 

IOAG meets monthly with membership from: CQC, Health Education England (HEE), 

Healthwatch Nottingham and Nottinghamshire, General Medical Council (GMC), 

Nursing and Midwifery Council (NMC), as well as calling on key members of the Trust’s 

leadership team to provide updates and information.   

 

2.7. The group has significant focus on maternity services, whilst ensuring that trust-wide 

interdependent improvement work, such as culture and inclusion, has complete read 

across in terms of aims and objectives. The IOAG’s aim is to: 
 

• provide support and challenge to drive continued improvement in quality and 

safety  

• provide collective oversight and assurance of progress 

• ensure sustained progression of improvement actions 

 

2.8. Work is underway to ensure that the IOAG provides assurance to stakeholders, 

illustrating how associated clinical and quality risks are appropriately assessed and 

addressed. It is also imperative that support requirements are clear whilst providing 

opportunity for stakeholders to provide constructive challenge where appropriate. 

 

2.9. Regular briefings summarising the IOAG discussion are circulated and are available 

on request. 

 

Perinatal Quality & Local Maternity and Neonatal System (LMNS) 

 

2.10. The LMNS is a partnership collaborative established to oversee the development and 

implementation of a local vision for transforming maternity services, based on the 

principles of Better Births, the NHS Long Term Plan, the National Neonatal Review 

(Better Newborn Care), and more recently the Ockenden recommendations.   

 

2.11. Over the past year, significant work has taken place to evolve the LMNS perinatal 

governance structure and associated meetings. The overarching aim has been to 
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strengthen effectiveness and support timely identification and escalation of safety and 

quality concerns in line with the Perinatal Quality Surveillance Model. 

 

2.12. Quality and safety of maternity services now has system visibility, led by the LMNS. 

Whilst NUH have the IOAG in place, it is essential that the system sustains the level 

of rigour and support, not just for services delivered at NUH but beyond.  

 

2.13. The LMNS Perinatal Surveillance Quality Group (PSQG) is intrinsic to system 

oversight. Key highlights are shared with the LMNS Executive Partnership Board and 

into the ICS System Quality Group. The LMNS has established a Serious Incident (SI) 

Shared Governance Group which meets alternate weeks, having oversight of all 

Maternity Serious Incidents. This group is chaired by the ICB, attended by all system 

partners, representatives from NHSE, and the Lincolnshire LMNS, offering a sphere of 

clinical practice and independence.  

 

2.14. Also reporting into the PSQG is the LMNS Quality Outcomes Dashboard Sub-group 

(DSG), the purpose of which is to ensure that the LMNS dashboard data is regularly 

scrutinised for key themes that require either escalation or general sharing. The LMNS 

Quality and Outcomes Dashboard provides an overview of the Local Maternity and 

Neonatal System performance against a defined set of indicators across a broad range 

of maternity, neonatal and associated services and was developed over 2021/2022. 

 

3. Future Planning and Support 

 

3.1. In addition to achieving full compliance of both the Ockenden recommendations and 

SBLCB, insight visits have identified additional areas to strengthen as part of the 

improvement programme of work: 
 

• Whilst it is improving, more collaboration is required with the Maternity Voices 

Partnership (MVP)   

• To continue to address timeliness of investigations and reporting of Serious 

Incidents. During insight visits staff were able to provide examples of learning 

cascade, however there is insufficient evidence to make a full assessment on the 

learning culture. This is further impacted on the backlog of incidents requiring 

investigation (both local and HSIB reportable)  

• To review time allocated in the new consultant job plans for specialist roles to create 

realistic capacity for mandatory training   

• To actively manage the staff training compliance across all areas  

• To improve involvement of all staff as part of responding to the Ockenden 

recommendations  

 

3.2. Following the announcement of Donna Ockenden to chair a new review, Donna has 

visited families in Nottingham on 11 July 20222. The review into maternity services at 

NUH commenced on 1 September 20223 with an early indicative timeline of eighteen 

 
2 https://twitter.com/DOckendenLtd/status/1546383988247461889  
3 https://twitter.com/OckReview/status/1546509262599462918  

https://twitter.com/DOckendenLtd/status/1546383988247461889
https://twitter.com/OckReview/status/1546509262599462918
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months; subject to the Terms of Reference for the Ockenden NUH Review which are 

yet to be confirmed (as of 01 September 2022).  

 

3.3. The ICB welcomes the Review of NUH maternity services chaired by Donna Ockenden, 

which will give further opportunity to support the families involved in maternity services 

at NUH have their voices heard, and provide valuable learning to support the rapid 

improvement in quality in these services to benefit our citizens.  

 

3.4. We are fully committed to both supporting this review and implementing the findings at 

pace. 

 

4. NHS England Support 

 

4.1. The Trust entered the NHS England (NHSE) Recovery Support Programme (RSP) in 

September 2021. An embedded Improvement Director and Deputy Improvement 

Director have been allocated to the Trust and a comprehensive support package has 

been agreed. The package includes funding and access to subject matter expertise 

across NHSE to address issues identified through the initial RSP assessment. The RSP 

support package funding is £1.536M over two years and includes Board and 

Leadership development, cultural transformation, governance and maternity as well as 

ongoing support from the national Intensive Support Team. 

 

4.2. The Trust has also been part of the NHSE Maternity Safety Support Programme since 

January 2021. This programme has been recently refreshed as part of the national 

Intensive Support Programme and the Trust is supported by two Maternity 

Improvement Advisors (Obstetric and Midwifery). 

 

4.3. The Regional NHSE team has also provided considerable support to the Trust over 

the last 18 months, including; 

 

• Regional maternity team general support and specific support with 

governance, digital and Serious Incidents 

• Regional digital team support with procurement of new IT system and other 

digital issues affecting maternity 

• Regional workforce team support with recruitment and HR 

• Regional (and national) EDI team support with EDI strategy implementation 

• Regional comms support, including temporary acting Director of Comms 

backfill 

• Support to Trust to bid for national programme funding totalling £4.34M for 

transformation, digital and workforce 

 

5. Summary and Upcoming Actions 

 

5.1. This briefing is not exhaustive however it provides some evidence into the changes and 

actions being taken by the ICB, Trust and system partners to oversee and support the 

necessary improvements so babies, women and their families get the safe, effective, 

and personalised care that they deserve. 
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5.2. Enhanced surveillance and system/regulatory support continues to be in place, and we 

are committed to playing an active role with NUH to ensure the momentum is not lost 

and the radical changes to service delivery are implemented 

 

5.3. The ICB will provide all information requested by Donna Ockenden’s team and is 

available to feed in other relevant information and data as required.  

 

5.4. Improving the quality of care delivered at NUH’s maternity services is one of the top 
priorities for the ICB.   


