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Agenda item 11 
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NHS Herefordshire & Worcestershire ICB  
Public Meetings in common 
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Comparative Report of the Nottingham Maternity Review 
(Ockenden) and National Maternity & Neonatal Review (Amos) 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Executive Summary 
The publication of the Nottingham University Hospitals (NUH) Independent Maternity Review led by 
Donna Ockenden (June 2026) and the National Maternity and Neonatal Investigation led by Baroness 
Valerie Amos (June 2026) represents a pivotal moment for maternity and neonatal services in 
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Purpose of paper 
☐ Approval ☒ Assurance 
☐ Endorsement ☐ Discussion 
☐ Decision ☒ Information/noting 

ICB Applicable: ☒ C&W ICB ☒ H&W ICB 

Recommendations 

The Boards of NHS Coventry & Warwickshire ICB and NHS 
Herefordshire & Worcestershire ICB are asked to: 

• Note the findings and key themes arising from the Donna 
Ockenden Review of Nottingham University Hospitals NHS Trust 
and the National Maternity and Neonatal Review led by Baroness 
Valerie Amos, recognising the significant implications for 
maternity and neonatal services locally and nationally. 

• Acknowledge the shared themes identified across both reviews, 
including the importance of safety culture, listening to women and 
families, workforce sustainability, reducing inequalities, effective 
governance and embedding organisational learning. 

• Support the development of a coordinated LMNS response to the 
recommendations arising from both reviews and the 10-point 
plan, ensuring a consistent and system-wide approach across all 
providers. 
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England. While differing in scope, both reviews identify remarkably consistent themes: failures to 
listen to women and families, cultural and behavioural issues, workforce pressures, fragmented 
services, inadequate governance, and repeated inability to learn from previous incidents.  
The UK government has already responded to the reports by expanding the role out of Martha’s Rule 
to all maternity and neonatal units across England. This grants women and families the right to 
demand an urgent, independent clinical review at any point during care and treatment. 
This report compares the conclusions from the respective reviews and highlights recommended 
Integrated Care Board (ICB) actions required to address the concerns raised at both a local and 
systemwide level across Coventry, Warwickshire, Herefordshire and Worcestershire.  

Findings from the Reports  
The Nottingham Review (Ockenden) focuses on failings within a single trust and is based on the 
examination of over 2,500 family cases. It highlights how weaknesses in leadership, governance, 
safety systems and organisational culture contributed directly to preventable harm to mothers and 
babies.  
The Amos Review examines maternity and neonatal care across England and concludes that the 
current system is no longer consistently capable of delivering safe, equitable and compassionate 
care. It identifies widespread concerns regarding safety, racism, discrimination, fragmentation of care 
and workforce shortages.  
Together, the reports signal the need for fundamental change at trust, provider collaborative, ICB and 
national levels. Collectively, these reviews have highlighted persistent concerns regarding the safety, 
quality and consistency of maternity and neonatal care, despite considerable national focus and 
improvement activity over recent years. They identify recurring themes relating to leadership, 
governance, workforce challenges, safety culture, organisational learning, health inequalities, and the 
importance of listening to the voices of women, families and staff.  
A national Maternity and Neonatal Taskforce has been set up to oversee the improvements to NHS 
maternity and neonatal care in England for women, babies and families, chaired by the Secretary of 
State for Health and Social Care. The objectives are to: 

• Develop a new national action plan based on the findings and recommendations from the 
independent National Maternity and Neonatal Investigation, expected to be published in 
December 2026. 

• Hold the maternity and neonatal system to account for the implementation of the new national 
action plan and for achieving improvements in outcomes, experiences and reduction of 
inequalities for women, babies and families. 

Key Themes and Differences 
Key Themes 

1. Women and Families Were Not Listened To 
A central finding in both reviews is that women and families repeatedly reported being ignored, 
dismissed, excluded from decision-making or not taken seriously when raising concerns. This failure 
was frequently associated with delays in recognising deterioration and avoidable adverse outcomes.  
Implications for ICBs: 

• Strengthen mechanisms for capturing family experience. 
• Ensure meaningful co-production with Maternity and Neonatal Voices Partnerships (MNVP). 
• Develop robust escalation pathways for concerns raised by women and families. 
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2. Culture as a Safety Issue 
Both reviews identify organisational culture as a major determinant of safety. The Nottingham Review 
describes environments where poor practice was not adequately challenged and where learning was 
not effectively embedded. Similarly, Amos identifies cultures characterised by poor multi-professional 
relationships, insufficient psychological safety and an inability to consistently prioritise women’s 
experiences and outcomes.  
Implications for ICBs: 

• Place greater emphasis on safety culture metrics. 
• Triangulate staff survey, patient experience and quality indicators. 
• Strengthen leadership oversight of maternity culture. 

3. Workforce Pressures Impact Safety 
Both reports identify staffing pressures as a major contributor to risk. 
The Amos Review highlights national shortages, consultant availability challenges, burnout and 
capacity concerns affecting care delivery. It recommends redesigned consultant and anaesthetic 
cover across maternity services. The Nottingham Review similarly found workforce challenges 
contributed to inconsistent care and insufficient clinical oversight.  
Implications for ICBs: 

• Continued focus on maternity workforce planning. 
• Oversight of compliance with national maternity staffing standards. 
• Monitoring of consultant presence and escalation capacity. 

4. Learning Has Not Been Consistently Embedded 
Both reviews conclude that previous recommendations from national inquiries and local investigations 
have not been reliably implemented or sustained. This reflects a systemic challenge rather than 
isolated organisational failures. 
Implications for ICBs: 

• Strengthen assurance processes. 
• Monitor implementation of recommendations through measurable outcomes rather than action 

plans alone. 
• Develop system-wide learning arrangements between providers. 

Key Differences 

5. Focus on Equity and Inequalities 
While inequalities feature in both reports, the Amos Review places significantly greater emphasis on 
racism, discrimination and structural inequalities. The review concludes that racism and discrimination 
are embedded within the maternity and neonatal system and contribute to inequitable outcomes and 
experiences. This is a more explicit and system-wide framing than that taken in the Nottingham 
Review. 
Implications for ICBs: 

• Strengthened focus on Core20PLUS5 maternity priorities. 
• Enhanced monitoring of outcomes by ethnicity, deprivation and inclusion health groups. 
• Anti-racist leadership and workforce development. 
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6. System Design 
The Amos Review challenges the overall design of maternity services and argues that services are 
fragmented and increasingly mismatched to population need, complexity and demand. The 
Nottingham Review concentrates more heavily on governance, clinical practice, leadership and 
organisational failures within a provider.  
Implications for ICBs: 

• The Amos Review requires a broader system response involving pathway redesign; better 
integration across maternity, neonatal and mental health services; improved provider 
collaboration and a greater focus on continuity and coordination of care. 

Strategic Implications for the ICB 
Both reports indicate that maternity assurance needs to move beyond performance monitoring and 
towards deeper assessment of: 

Theme Topics 

Safety 
 

• Perinatal mortality. 
• Neonatal harm. 
• Stillbirth rates. 
• Patient safety incident trends. 

Culture 
 

• Freedom to Speak Up themes. 
• Multi-professional working. 
• Staff engagement indicators 

Quality and Experience 
 

• Family feedback. 
• Complaints and concerns. 
• Maternity Voices Partnership intelligence 

Equity 
 

• Ethnic disparities. 
• Outcomes for vulnerable groups. 
• Access and experience measures. 

Workforce 
 

• Staffing establishment. 
• Vacancy rates. 
• Consultant presence. 
• Retention and wellbeing 

 

National 10-point Plan 

Sir Jim Mackey sent a letter to all Trust and ICB Chief Executive Officers on 1st July 2026 outlining a 
national 10-point plan that requires immediate action following the publication of the above reports 
ahead of a national maternity and neonatal action plan due December 2026.  
In response to the Amos report, the government has also announced NHS England will make £10.6m 
available in 2026/27 to support the recruitment of newly qualified midwives, helping them enter and 
remain in the NHS while strengthening frontline maternity capacity.  
The government also announced the creation of the UK’s first ever Maternity and Neonatal 
Commissioner, providing an independent voice to strengthen focus on safety, experience, equity and 
accountability for women, babies and families.  
Alongside this, an additional £41m will be invested to improve the safety and quality of the maternity 
and neonatal estate, supporting better environments for those using and working in maternity and 
neonatal services.  
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Local System Context  
There are 5 maternity units across Herefordshire and Worcestershire (H&W) and Coventry and 
Warwickshire (C&W) delivering a total of approximately 17,340 babies a year. University Hospitals 
Coventry & Warwickshire NHS Trust (UHCW) is the largest unit, acting as the tertiary centre for the 
system and providing highly specialist maternal and foetal medicine alongside a Level 3 neonatal 
intensive care unit. Worcestershire Acute Hospitals NHS Trust (WAHT) operates a Local Neonatal 
Unit (LNU), South Warwickshire University NHS Foundation Trust (SWFT), George Eliot Hospital 
(GEH) and Wye Valley NHS Trust (WVT) operate smaller maternity units, each with Special Care Unit 
(SCU) capacity.  
The LMNS functions as the perinatal programme board, providing operational oversight, safety 
surveillance, and strategic transformation.  A cluster wide Perinatal Programme Board will have its 
first meeting in October 2026, replacing the two LMNS Boards.  Under the new NHS England regional 
operating model, outlined in the Model Region Blueprint 2025/26, regional NHSE teams will adopt a 
more direct integrator role in the oversight of maternity services. This marks a shift from ICB led 
monitoring towards a strengthened regional approach to assurance and performance management, 
designed to support greater consistency, quality and safety across maternity and neonatal care.  
The cluster wide perinatal programme board will focus on strategy, outcomes and improvement to 
care pathways. It will lead on the coordination of the immediate and essential actions identified in the 
10-Point Plan, the Ockenden Report and the Amos Report.  
The Programme Board will oversee Trusts response to these national reports and measure the impact 
of actions taken. This will ensure that maternity services within our Cluster have clear plans to respond 
to the recommendations, demonstrating patient safety and quality of maternity and neonatal services.  
As part of these improvements, the ICBs will be strengthening its arrangements for MNVP to enhance 
its ability to listen to women and families, working with the Trusts to ensure the voices are heard and 
acted on. 
The table below summarises the current position of the Cluster ICBs and Trusts in relation to the 10-
point plan. 

Action Local update 

Listening to women and their families by 
rolling out Martha’s Rule 

Trusts are progressing the implementation of 
Martha’s rule with some examples of this rolling out 
into maternity and neonatal services. The LMNS will 
continue to monitor the roll out and assurance across 
the cluster.  

Listen to women and their families using 
real time and transparently reported 
outcomes and experience and clinical 
audit data that are acted upon at board 
level 

The relationships are established with the MNVP and 
providers and service user feedback is used to 
support service design and improvement. 
Opportunities are present to continue to strengthen 
existing relationships to improve engagement. Plans 
underway to increase capacity within the team.  

Dual board-level accountability between 
medical directors and chief nursing officers 
for maternity and neonatal care 

There are existing governance structures in place 
that provide the oversight via provider Trust board 
into the LMNS Boards. This will become a cluster 
wide Perinatal Programme Board from October 2026.  

‘Amos into action’ staff listening exercise NHS England will undertake an open conversation 
with NHS staff and leaders to identify how the 
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recommendations can be implemented across the 
system. 

Addressing inequalities in maternity and 
neonatal outcomes 

All 5 Trusts in the cluster are supporting the 
participation of staff with the Perinatal Equity and 
Anti-Discrimination Programme.  

Ensuring 24/7 safety and responsiveness 
of maternity and neonatal services 

Birth rate plus assessments have been completed 
within the last three years. There is ongoing work to 
ensure appropriate MDT cover.  

Trusts to review their homebirth services All 5 Trusts have reviewed their homebirth services 
and identified risks are being mitigated. 

Responding to patient safety incidents, 
complaints and concerns with humanity, 
candour and a trauma-informed approach 

A national taskforce will be developed to work with 
organisations to develop a blueprint for how they can 
respond with more humanity and compassion when 
something goes wrong.  

Deliver safe and effective triage in 
maternity services (already committed by 
Government) 

ICBs will support providers to implement the national 
maternity triage framework which is due to be 
released in July 2026. 

Post death care (already committed by 
Government) 

ICBs will support providers to review local position to 
ensure that all deceased people that are cared for in 
NHS settings are treated with the respect, dignity, 
security and compassion they deserve 

Conclusion 
The Ockenden and Amos Reviews deliver a clear and consistent message: avoidable harm in 
maternity and neonatal services is often driven not by isolated clinical failures, but by weaknesses in 
culture, leadership, governance, workforce sustainability and system learning. Both reviews highlight 
the critical importance of listening to women and families, addressing inequalities, fostering positive 
safety cultures and ensuring lessons from previous reviews are translated into meaningful action. 
For ICBs, these findings reinforce the need for strong system leadership, robust quality oversight and 
a relentless focus on improving safety, experience and outcomes. Through the Local Maternity and 
Neonatal System (LMNS), there is an opportunity to coordinate a system-wide response that 
strengthens local accountability, drives continuous improvement and ensures that national learning 
results in measurable benefits for women, babies and families across our system. 

Ultimately, the measure of our response will be whether every woman, baby and family receives safe, 
personalised, equitable and compassionate care. The findings of both reviews provide a compelling 
opportunity to strengthen local accountability, accelerate system-wide transformation and ensure that 
the lessons from these tragic events lead to lasting and sustainable improvement. 

Proposed Next Steps 
• Undertake of a comprehensive gap analysis against the recommendations of both reviews, with 

findings and proposed actions reported through the LMNS governance structure and onward to 
the ICB Integrated Quality, Assurance &  Performance Committee. 
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• Establish a maternity and neonatal improvement programme to oversee implementation of agreed 
actions, monitor progress and provide assurance that learning is translated into measurable 
improvements in outcomes, experience and safety. 

• Ensure regular assurance reports are provided on progress, including the impact of actions on 
maternity and neonatal safety, workforce sustainability, culture, experience of women and 
families, and the reduction of health inequalities. 

• Ensure co-production of services with women, families and Maternity Voices Partnerships and 
establish these as a core principle underpinning service development, improvement and quality 
oversight. 

Recommendations 
The Boards of NHS Coventry and Warwickshire ICB and NHS Herefordshire and Worcestershire ICB 
are asked to: 

• Note the findings and key themes arising from the Donna Ockenden Review of Nottingham 
University Hospitals NHS Trust and the National Maternity and Neonatal Review led by Baroness 
Valerie Amos, recognising the significant implications for maternity and neonatal services locally 
and nationally. 

• Acknowledge the shared themes identified across both reviews, including the importance of safety 
culture, listening to women and families, workforce sustainability, reducing inequalities, effective 
governance and embedding organisational learning. 

• Support the development of a coordinated LMNS response to the recommendations arising from 
both reviews and the 10-point plan, ensuring a consistent and system-wide approach across all 
providers. 

 


