National Patient Safety
Improvement Programmes

Maternity
and Neonatal

The Maternity and Neonatal Safety Improvement Programme
(MatNeoSIP) works with all 134 maternity and neonatal
providers in England on a range of key improvement
workstreams, aiming to reduce the rate of stillbirths,
neonatal death and brain injuries.
MatNeoSIP builds on the work of the Maternal and Neonatal Health Safety Collaborative, a
three-year programme, launched in February 2017. Through a series of national learning sets the
team has:
•
•

Trained over 800 healthcare professionals in improvement science.
Developed a mature improvement architecture across the country involving all of the relevant
network partners (including the 44 local maternity systems, 15 patient safety collaboratives, the
12 maternity clinical networks and the 10 neonatal networks). This support built the ability and
resource across the country for organisations and teams to both undertake and develop
improvement projects within their own organisations.
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Programme aims
The MatNeoSIP aims to reduce the rate of stillbirths, neonatal death and brain injuries occurring
during or soon after birth by 50% by 2025:
•
•
•

Contribute to the national target of increasing the proportion of smoke-free pregnancies to 94%
or more by March 2023.
To support the spread and adoption of the preterm perinatal optimisation care pathway across
England to 95% or more by March 2025.
Improve the early recognition and management of deterioration of women and babies to:
• Support the development of a national pathway approach for the effective management of
maternal and neonatal deterioration using the PIER framework across all settings by March
2024.
• Work with key stakeholders to support the development of a national maternal early warning
score (MEWS) by March 2021 and spread to all providers by March 2024.
• Support the spread and adoption of the neonatal early warning ‘trigger and track’ score
(NEWTT) to all maternity and neonatal services by March 2023.
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The programme continues to work
together to improve further, and capture
and learning through themed analysis of
the cases where this does not happen.
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The Oxford AHSN Maternity Network
brought together stakeholders from across
the region to work together so that more
extremely premature babies are born in a
Level 3 unit with region-wide package of
improvements put in place. This required a
significant shift in working practices from
making decisions based on availability of
beds/staff to focus on the risks for the
mother and baby.

The initiative led to
an increase in
extremely preterm
babies born in a Level
3 unit (up from 50%
to 75-80%).It is
estimated that the
lives of four more
extremely premature
babies are being
saved every year (a
5% increase).
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To find out more about the National Patient Safety Improvement Programmes, visit:
www.england.nhs.uk/patient-safety/ patient-safety-improvement-programmes
www.ahsnnetwork.com/patient-safety

@AHSNNetwork

Or alternatively, please email: nhsi.psimprovement@nhs.net

@NatPatSIP

