
Home, Community, Hospital

NHSR Maternity Incentive Scheme Year 5 
compliance and assurance

Prepared by:
Samantha Cole – AGM Maternity & Gynaecology



Home, Community, Hospital

NHSR Incentive Scheme Background

NHS Resolution is operating year five of the Clinical Negligence Scheme for Trusts (CNST) Maternity Incentive 
Scheme (MIS) to continue to support the delivery of safer maternity care. 

The MIS applies to all acute Trusts that deliver maternity services and are members of the CNST. As in previous 
years, members will contribute an additional 10% of the CNST maternity premium to the scheme creating the 
CNST maternity incentive fund. 

The scheme incentivises ten maternity safety actions as referenced in previous years’ schemes. Trusts that can 
demonstrate they have achieved all of the ten safety actions will recover the element of their contribution 
relating to the CNST maternity incentive fund and will also receive a share of any unallocated funds. 

Trusts that do not meet the ten-out-of-ten threshold will not recover their contribution to the CNST maternity 
incentive fund but may be eligible for a small discretionary payment from the scheme to help to make progress 
against actions they have not achieved. Such a payment would be at a much lower level than the 10% 
contribution to the incentive fund.

In order to be eligible for payment under the scheme, Trusts must submit their completed Board declaration 
form to NHS Resolution nhsr.mis@nhs.net by 12 noon on 1 February 2024.
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Assurance process and approach

• NHSR MIS Year 5 Ten safety actions with technical guidance published 31st May 2023
• Safety Action leads and teams assembled in June 2023 who will have responsibility for ensuring each 

element is met, providing evidence for compliance
• AGM met with each Safety action team to go through requirements, setting out actions plans and 

expectations 
• AGM set up NHSFutures platform to capture all the evidence relating to each safety action broken down to 

match each requirement set out in the guidance
• Tracker created to monitor progress
• Fortnightly meetings set up for each safety action lead to check in and report on progress and ask for any 

support with focus sessions set up to support with specific elements and evidence 
• AGM and DoM set up regular catch up dedicated to NHSR 
• Flash reports created to share with the divisional leadership team and LMNS 
• NHSR added as a standing to the agenda and discussed in MAC, Maternity and Gynaecology Governance, 

LMNS oversight and assurance group Senior Leadership meetings. Progress also shared at service line and 
divisional leadership

• Safety actions allocated a date to be signed off at MAC – giving a deadline for internal validation of 
evidence 

• Evidence matrix created listing all the evidence to support compliance, linked directly to the board 
declaration – this was taken to MAC who were supplied with the like to NHSFutures to review evidence. 
Safety action lead described how compliance with each element has been met to MAC, giving clear 
assurance with MAC agreeing sign off for each safety action  

• 4 Safety actions (1,2, 6 and 10) have been externally validated and confirmed as compliant
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Safety Action Tracker
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Safety Action evidence matrix 
Each safety action previously presented to and 

signed off by MAC
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Safety Action 1: Are you using the National Perinatal Mortality Review Tool to review perinatal deaths to the requires standard?

This Safety 
action has 
already been 
externally 
validated and 
has met 
compliance
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Safety Action 2: Are you submitting to the Maternity Services Data set (MSDS) to the required standard?

This Safety action has already been externally validated and has met compliance
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Safety Action 3: Can you demonstrate that you have transitional care services in place to minimise separation of mothers and their babies?
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Safety Action 4: Can you demonstrate an effective system of Clinical workforce planning to the required standard?
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Safety Action 5: Can you demonstrate an effective system of Midwifery workforce planning to the required standard?
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Safety Action 6: Can you demonstrate that you are on track to compliance with all elements of the Saving Babies Lives Care Bundle Version Three? 
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Safety Action 7: Listen to women, parents and families using maternity and neonatal services and coproduce services with users
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Safety Action 8: Local Training Plans and 'in-house', one day multi professional training
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Safety Action 9: Can you demonstrate that there are robust processes in place to provide assurance to the board on maternity and neonatal safety and quality issues?
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Safety Action 10: Have you reported 100% of qualifying cases to HSIB/MNSI/NSHR EN Scheme from 6th December 2022 to 7th December 2023?
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