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Letter to the Secretary of State for Health and Social Care from Donna Ockenden

24th June 2026

Dear Secretary of State,

| publish my Report of the Independent Review of Maternity and Neonatal Services at Nottingham University
Hospitals NHS Trust at a pivotal point for the NHS in its efforts to ensure the consistent delivery of safe, high quality
and compassionate perinatal care for all families.

This Report demonstrates what ensues when leadership, governance and culture are not robust: poor practice is not
investigated; learning is not integrated; and mothers and babies are failed by an organisation they should be able to
rely upon absolutely during a period of acute vulnerability in their lives.

This Review owes its origins to a courageous group of Nottingham families who have endured needless grief
and pain following death and injury during childbirth, including: Harriet Hawkins, and her parents Jack and Sarabh;
Wynter Andrews, and her parents Gary and Sarah; Baby Ladybird, and her parents Carly Wesson and Carl
Everson; Quinn Lias Parker, and his parents Emmie Studencki and Ryan Parker; Kouper Needham, and his
parents Dave and Natalie; Teddy, and his parents Kimberley Errington and Jason; Caitlin Gwinnett-Stringer, and
her parents Emily and Darryl; and Felicity Benyon.

These families came together, united in their shared experience of harm and bereavement, and determined that
maternity services needed to be improved, both in Nottingham and across the nation. When this Review was
agreed by the former Secretary of State for Health and Social Care, the Rt Hon Sir Sajid Javid, they were just a
small group of families who were demanding accountability and answers for themselves, as well as the many other
families that they knew who had experienced harm. By the time the Review closed in May 2025, the number of
families involved had grown to nearly 2,500, whose experiences occurred predominately between 2012 and 2025.

My independent maternity Review Team have identified clear evidence that forms the basis for both Local Actions for
Learning (LAfLs) and England-wide Immediate and Essential Actions (IEAs). These should be swiftly implemented at
the Trust and across the wider perinatal system in England. As you will read, the overarching principle is that women,
families and staff must be able to seek urgent additional clinical review by utilising Martha’s Rule; women must be

at the centre of clinical communication and informed decision-making; and there must now be standardisation of
national assessment and escalation processes across perinatal care.

Many of the issues described in this Report have been known about at NUH since at least 2010, including:
insufficient staffing and funding across perinatal care settings; the inability of staff to undertake even basic (often,
mandatory) training; a persistent failure to listen to and believe mothers and fathers; and a corresponding failure to
investigate, and therefore learn from, mistakes.

| appreciate that your recent appointment has meant that you have not yet had the opportunity to engage with
many harmed and bereaved families, but it is my sincere hope that the efforts of your predecessors will sustain
momentum for change at this pivotal moment. Rt Hon Wes Streeting MP met with bereaved and harmed families
from Nottingham and across the country, and | know he recognised that immediate action is needed to respond to
the alarming statistics that continue to mark maternity care in England. A pledge was made in 2015, by the then
Conservative administration, to reduce the rate of stillbirths, neonatal and maternal deaths in England by 20% in
2020 and 50% by 2030. Whilst there are fewer stillbirths, they are still above pre-pandemic levels' and maternal
deaths are at a 20-year high? — with women living in the most deprived areas and black women remaining at
greater risk of death.

You will also be aware of the startling statistic that clinical negligence is costing the NHS almost the same in
legal compensation as it spends on the delivery of maternity care itself. According to the NHS Resolution annual

1 ONS birth summary (2024) in England and Wales — data for 2022 [Online]. Available on: https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeath-
sandmarriages/livebirths/bulletins/birthsummarytablesenglandandwales/2022refreshedpopulations (Accessed: 13/06/24)

2 https://lwww.npeu.ox.ac.uk/mbrrace-uk/data-brief/maternal-mortality-2022-2024
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report 2024/25, 51% (£2.5bn) of the total negligence cost of harm (£4.9bn) relates to maternity — an increase from
49% in 2023/24. Whilst these figures are substantial, behind them is the incalculable effects —financial, physical,
emotional and psychological — on the families themselves, with many careers and relationships shattered by what
they experienced at NUH. Maternity systems are under increasing pressure due to the growing acuity of expectant
mothers’ clinical needs, but this cannot by itself account for these worrying outcomes.

Safe and equitable care must now be the only acceptable standard.From my conversations with women and staff
across the country | know that true excellence relies on empathetic leadership, individualised care, and an unwavering
commitment to systemic equity. The expectations families bring to maternity care are, in truth, modest: competence,
honesty, timely intervention and safety, with women receiving dignified and kind treatment from their first contact with
maternity services through to their discharge and health-visitor provision.

It is our hope that, where this report identifies where those ordinary expectations were not met, that light will be
shone on the critical role of regulators to ensure greater accountability. Women and families deserve rigorous
systems of regulation that are easily accessible and responsive to people when they need them, alongside a
renewed focus on professional conduct and self-regulation among staff. In particular, swift and effective action must
follow cruel behaviour on maternity wards; concerningly, both mothers and staff ‘on the ground’ in Nottingham have
reported to my team the damaging results of being bullied by a small minority of powerful leaders who had been
allowed to ‘infect’ the unit.

Many of the themes identified throughout the report are not new to those who oversee maternity care in England. As
with my last report, our approach has been to examine not just the clinical care ‘in the moment’, but also the wider
factors that influence the perinatal landscape. Through listening to families and staff, we acknowledge that many of
the systems of oversight established for maternity care are no longer fit-for-purpose; moreover, as the regulators will
be aware, such inadequacies in governance have regularly compounded the harm to families.

The focus of professional bodies and the Department must be committed to upholding professional standards while
continuing to learn from the experiences of women and families.

As | conclude this Review, | do so with both profound sadness for the families whose lives have been forever
changed by the pain they have endured and with hope for the future; hope that, through listening to the
experiences of women, families and front line staff at NUH, and by acting decisively on the findings of this Review,
we can begin to rebuild trust in maternity and neonatal services. A civilised National Health Service will be judged
not only by the excellence it achieves, but by the harm it prevents. In maternity care, where trust is absolute and
vulnerability acute, failures carry consequences measured across lifetimes. The families of Nottingham have shown
extraordinary courage, dignity and determination in the face of the devastating consequences that continue to mark
their lives, and their voices must now become the catalyst for lasting national change.

| firmly believe that safe, compassionate and equitable perinatal care is still achievable in Nottingham and across
England, but only if there is unwavering commitment to accountability, learning, transparency and kindness at
every level of the system. We owe it to every mother, every baby and every family whose terrible experiences are
recorded here that they are never repeated. Now is the time for focused, collective action to ensure sustained
improvement that will allow every woman in England to have confidence in the care that they will receive when
giving birth in the NHS.

Thank you, Secretary of State, for your ongoing support.

Yours sincerely,

Donna Ockenden

Chair of the Independent Maternity Review



Acknowledgements

Today | want to acknowledge the more than 2,500 families who came forward to tell the Review Team
what happened to them during their maternity and neonatal journey at Nottingham University Hospitals
NHS Trust (NUH). For many parents and their families, participation in this Review required them to revisit
the most painful moments of their lives; the deaths of babies, life-changing injuries, and the serious harm
suffered by mothers. Families spoke with courage, honesty and dignity about events that have had a
profound and lasting impact on their lives. Their willingness to do so has been absolutely central to the
work of this Review.

Thousands of families have entrusted the Review Team with their accounts. Their participation was
motivated not only by a desire for answers, but also by a commitment to sharing their experiences so
that others would not endure similar circumstances. Undertaking such reflection for the benefit of others
demonstrates considerable generosity. They wanted their experiences and the lives of their babies and
partners to lead to learning, accountability and meaningful change. The input from these families has
shaped each phase of the Review process and has been integral to the findings and actions we say must
happen that are found in this Report.

| would particularly like to recognise the families who set up and supported the Affected Families Group,
they worked tirelessly to ensure this Review happened and then continued throughout the Review to
ensure families remained at the heart of this investigation. | extend my most grateful thanks and admiration:
to Sarah and Jack Hawkins, whose daughter Harriet died avoidably in 2016 following significant failures in
maternity care; Sarah and Gary Andrews, whose daughter Wynter Sophia died shortly after birth in 2019
after significant failures in care; Felicity Benyon who suffered permanent harm; Carl Everson and Carly
Wesson, parents of Ladybird and Emily and Darryl Stringer and their daughter Caitlin. Through their
courage in sharing their own experiences and their determination to support others, they have ensured
that this Review remained grounded in the lived experiences of those most affected.

| would also like to acknowledge the many other families whose experiences have helped to bring
these issues to light, through their participation in and support of The Review. These include Emmie
Studencki and Ryan Parker, parents of Quinn Lias Parker; Natalie and Dave Needham, parents of Kouper
and Kimberley Errington, mother to Teddy. Each of these families have spoken about the harm and loss
they experienced, and their determination to seek answers has contributed to a wider understanding of the
issues examined in this Report.

This Review has been informed by a substantial and unprecedented body of evidence, including accounts
from many hundreds of families, detailed examination of clinical and governance records, and very
significant contributions from healthcare professionals and experts. While this work builds on learning from
previous national maternity reviews, the scale and depth of evidence gathered in this Review has provided
further insight into patterns of harm, organisational culture, inequalities in maternity provision, and the
care provided to families following the death of babies or mothers. In particular, The Review has identified
concerns relating to the lack of bereavement support and after death care, including how babies and
their families are cared for during this most sensitive and important period. The findings presented in this
report therefore reflect both the unique experiences of the families involved and the specific circumstances
identified within maternity and neonatal services at Nottingham.

I would also like to acknowledge the local, regional and national organisations that have engaged with and
supported The Review to provide vital support to families affected by baby death and harm, maternal harm
and birth trauma, including but not limited to The Stillbirth and Neonatal Death Society (SANDS), Sands
United FC Nottingham, Aching Arms, Forever Stars, The MASIC Foundation, The Little Ted Foundation,
Zephyr’s, Footprints Baby Loss, Peeps HIE Charity and the Birth Trauma Association.

Finally, | would like to thank the more than 800 current and former clinicians, midwives, nurses, other
healthcare professionals of NUH including Anthony May, Chief Executive Officer at Nottingham University
Hospitals (NUH) Trust and Nick Carver, Chair of the Board at NUH who contributed to this review and who




shared their perspectives openly and honestly. | also wish to acknowledge the excellence of my Review
Team and the many organisations and experts who supported this work.

This Report is dedicated to the lost and forever changed lives of mothers, fathers and babies whose
experiences have shaped this work. Their commitment must contribute to a legacy of safer care for every
family that follows in their footsteps.
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Why this Report is Important

When considered alongside action taken from previous and forthcoming reviews, it is perhaps
understandable that there may be uncertainty regarding the extent to which this Report will influence the
future of maternity services. Similar findings and recommendations have been made in earlier inquiries,
yet sustained and meaningful change has not always been realised. This may be discouraging for those
committed to improving perinatal care for women and their families.

However, this Review offers an important opportunity to reflect more deeply on the learning identified
across the many aspects of care it has examined. It is not only the clinical recommendations that are of
significance, but also the wider insights into culture, systems and behaviours. Recognising and acting on
this broader learning will be essential to achieving meaningful and lasting improvement in the safety and
quality of perinatal care.

The loss of, or serious harm to a baby or mother during childbirth is an immeasurably heartbreaking
experience that leaves profound and lasting wounds. The impact reaches far beyond the parents, touching
the hearts of extended family and the entire community. When the loss is considered preventable, its impact
is even more profound. In such cases, answers and accountability, alongside appropriately resourced and
provided psychological support is imperative to help families to begin to rebuild their lives and start to
restore stability.

First and foremost, this Review has allowed the voices of parents and bereaved families to be genuinely
heard. We have carefully assessed each case; whether involving loss, death or serious harm; considering
the unique circumstances and the perspectives of the families involved. Our independent evaluation aimed
not only to determine whether incidents could have been prevented or if the system may have let families
down, but also to carefully consider the actions taken to address any shortcomings. Through this sensitive
and holistic approach, we hope the Review has provided answers and comfort to families. Importantly,
the process has deepened our understanding of culture, compassion, bereavement and after death care,
and the significance of transparent and honest communication, especially when deficiencies in care are
identified, always keeping the well-being of those affected at the heart of our work.

In most circumstances, clinicians are committed to providing safe, compassionate and high quality care.
Equally, families rarely seek to attribute blame to individuals when care has been delivered in good
faith. What matters most to parents and their families is that, when harm does occur, the truth is told,
that accountability occurs, and that meaningful learning is identified and acted upon. In this way, such,
sometimes life changing harm, can be transformed into opportunities for improvement, helping to reduce
the likelihood of similar experiences being repeated for others.

When responses are inappropriate and covert, unacceptable behaviours, such as denial, gaslighting
or victim blaming, are encountered, individuals can experience significant psychological distress.
Recognising the impact of behaviour is crucial in understanding how grief may evolve and why families
then feel compelled to pursue accountability. This situation can place considerable strain on parents and
erode confidence in perinatal services. It also affects staff members, many of whom remain committed
to delivering compassionate care despite their responsibilities being delivered in extremely challenging
circumstances. By addressing these issues openly and constructively, we can foster a more supportive
environment for families and staff alike, helping to rebuild trust and promote positive change within the
perinatal care.

The culture of compounding of harm needs to stop! It has been noted in many reviews and still seems
widespread today and it is causing significant distress and despair to those already irreparably damaged
either through misfortune or clinical error.

Similarly, when coordinated services achieve a positive result in cases with a poor outcome or an
unfavourable prognosis, it is essential to analyse and acknowledge factors contributing to success so
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they may be replicated. Through expanding our perspective beyond families who have faced the most
adverse outcomes, we have recognised the value of identifying substandard care even where outcomes
are favourable, as well as exemplary care in situations with poor prognosis or results. It is necessary to
re-examine our methods for evaluating clinical care to ensure they are both equitable and accountable.

Current maternity grading systems do not fully reflect this reality, as they focus too heavily on outcomes
rather than the quality-of-care processes, including listening, early recognition, escalation and teamwork.
A more efficient approach is needed; one that recognises not only where care has fallen short, but also
where staff have delivered excellent care in challenging circumstances and prevented harm through skill,
vigilance and effective teamwork. Learning from these examples offers a different and often constructive
perspective on safety: not only understanding what went wrong but understanding what helps care go right.
This shift has the potential to transform culture across perinatal services, creating a more just, open and
respectful environment for families and staff alike, strengthening trust, improving morale, and supporting
meaningful and lasting improvement.

The development of the IEAs and a new assessment tool under development by the Ockenden Team,
aims to initiate a cultural shift within maternity services. Success requires comprehensive engagement
from all maternity service providers, Governmental support led by the Maternity and Neonatal Taskforce,
and ongoing inclusion of diverse and representative perspectives from service users in order to maintain
direction and progress.
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Executive Summary

Overview

1.

This Review was commissioned in June 2022 and considers the provision of maternity and neonatal
care at Nottingham University Hospitals Trust (NUH) between 2012 and 2025.

Identified cases of families using the maternity service were examined in detail. In the main these
included mothers and/or babies who experienced loss, damage or harm during pregnancy, childbirth
and the early postnatal period.

The primary objective of the Review was to determine whether the care received in each of these
cases had a material effect on the poor outcome.

Through aggregating the results of these individual case reviews, it has been possible to offer analysis
of the overall standards of care and the causes of any organisational or professional weaknesses.

The purpose of this Report is to provide

a. Assurance to families that their care has been openly and independently assessed and provide
answers to questions regarding the quality and safety of the care they received.

b. Assist the Trust on its improvement journey by exploring the leadership, management, clinical
culture and organisational context of maternity and neonatal services over an extended period.

c. Offer maternity units across England a framework through which to assess their own service

Key statistics

Table 1: Clinical Cases by Year and Grading

MATERNITY MATERNITY % OF TOTAL NEONATAL NEONATAL % OF TOTAL

YEAR CASES GRADED GRADED GRADED GRADED GRADED  GRADED
0-1 23 23 0-1 23 23

Pre 2012| 82 54 26 329% 38 8 10%
2012 | 146 117 28 19% 61 4 6%
2013 | 155 119 37 24% 75 5 6%
2014 | 171 128 41 24% 86 4 4%
2015 | 156 123 30 20% 84 6 7%
2016 | 148 116 32 22% 78 2 3%
2017 | 158 110 45 29% 73 3 4%
2018 | 138 103 33 24% 67 5 7%
2019 | 134 103 31 23% 55 6 10%
2020 | 146 117 27 19% 70 7 9%
2021 | 169 128 36 22% 73 13 15%
2022 | 155 118 33 22% 76 4 5%
2023 | 128 97 28 229% 45 7 13%
2024 | 104 81 17 17% 40 2 5%

Jan-May| 3¢ 33 0 0% 16 0 0%
2025

Totals | 2026 1547 444 937 76

Average 21% 6%
%




Signature Case

7.

10.

11.

12.

This Review and this Report begin with the experiences of a single family without whose resilience
and tenacity the opportunity to investigate the safety and culture of maternity care at NUH might not
have been possible.

Baby Harriet Hawkins died just before her birth on 16 April 2016. After three internal investigations,
a fourth external review published in December 2017, confirmed that her death was avoidable and
was due to the poor care her mother, Sarah, received in the very latter stages of her pregnancy.

Jack (Harriet’s father) and Sarah’s story does not end there. Their search for justice for Harriet,

for some accountability from the Trust, for truthful answers about what went wrong and why and
some assurance that things would change, has been met by almost ten years of obfuscation, delay,
callousness and incompetence.

The list of organisations that failed the Hawkins family include the Trust itself, the NMC, the Human
Tissue Authority and Care Quality Commission (CQC). The failings include: inadequate storage of
Harriet’'s body after death, insensitive communications from a range of organisations, ineptitude

in undertaking regulatory functions, suppression of information and inadequate investigations,
defensive interactions and care described by Sarah and Jack as cruel.

It is unusual to dedicate so much space and time to one family in a Review of this nature. It is not that
the Hawkins family are any more deserving than any other of the more than 2000 families covered
by the Review, but rather that the Hawkins family’s experience is unique and therefore instructive,
because whatever could go wrong for them did, and whoever should have been there to support them,
was missing.

In the belief that sunlight is the best of disinfectants, we have included this detailed account of the
Hawkins family’s experiences since 2016 because only through subjecting our public bodies to
transparency and scrutiny can we hope to promote better governance and ethical behaviour.

Family/Maternity Voices

13.

14.

15.

16.

17.

Families were the driving force behind the Review and transformed it from a locally arranged review
into the largest maternity inquiry in NHS history. Around 2000 of the families whose cases were
reviewed agreed to share their experiences and a further 520 families chose to provide feedback
on the care they received. Collectively these illustrate recurring issues, patterns and variations in
experiences across the system.

Across the maternity pathway, families described experiences that were strongly influenced by: the
quality of communication, whether care and information were consistent, the extent to which they felt
listened to and believed; their involvement in decision making and the way in which any concerns
were responded to.

Where these elements were present, families reported feeling reassured and supported. Where they
were absent, experiences were often described as confusing, distressing or dis-empowering.

Women described experiences shaped by a loss of autonomy, inadequate communication, poor
emotional and psychological safety, understaffing, delayed or missing observations, and failures
in escalation. These issues span more than a decade, suggesting that challenges were deeply
embedded and not limited to individual staff members, isolated events, or short-term operational
pressures.

Positive accounts of compassionate, skilled staff were heavily outweighed by experiences indicating
systemic fragility. The juxtaposition of excellent individual practice against a background of structural
dysfunction underscores the significance of leadership, oversight, and culture in shaping the
conditions for safe and respectful maternity care.



18.

19.

The themes arising from families echo those in previous maternity reviews: little in the way of
continuity of care; lack of meaningful choice or informed decision making; difficulty in accessing
early labour assessment; unsympathetic and unsupportive labour care; short staffing; lack of basic
immediate postnatal care and exclusion from decision making.

Women from minority ethnic backgrounds to Women from global majority populations here and
throughout as this is the most updated term for this group of Women.

Psychological Impact of Birth and Sub Optimal Care

20.

21.

22.

23.

The Review observed markers of psychological distress not only among numerous families who
shared their experiences, but also among clinicians involved in traumatic births and indeed some
clinicians who themselves experienced maternity loss, damage or harm.

The main themes associated with psychological harm included: inadequate pain relief; poor
communication and lack of agency; lack of transparency; clinical mismanagement; lack of
compassion; failure to recognise vulnerability and physical trauma with long term health
consequences.

It was particularly disappointing that during the Review, in 2025 funding of the dedicated support
service for mothers who experience pregnancy/baby loss (PETALS) was discontinued. Whilst this
workload is now being picked up by various local charities, there are issues of capacity and waiting
lists and staff being unsure about which options are appropriate and available.

As part of this Review all families included have been offered support from a Family Psychological
Support Service which provides a referral service for a range of therapeutic approaches and is
networked with other local support services.

Staff Voices

24,

25.

26.

27.

28.

29.

More than 800 individual members of NUH staff (past and present) either contacted the Review
directly or via staff meetings to share information.

Some staff described pride in their service and the care they provide, as well as positive working
relationships with colleagues with around half confirming both that colleagues support each other
and are committed to improving safety. However, this was outweighed by negative experiences of
working life at NUH.

Staffing levels was the most serious and pressing issue raised, with only 11% reporting sufficient
staff for the workload and 59% that staff regularly work longer hours than is best for service quality.
Moreover, staff all agree that senior and executive managers have either ignored or have been
unable to respond to the concerns being raised over many years.

A bullying and toxic culture has been a long-running theme in NUH’s maternity services. More than
40% had either witnessed or personally experienced bullying by managers or other colleagues as

a regular part of their working environment. Some staff members were specifically and consistently
mentioned as forming intimidating cliques that were/are well known, but not confronted or challenged.

NUH data indicates that only 8% of the midwifery workforce is from a global majority background
(compared to 26% of the entire NUH workforce and 34% of the obstetric workforce). It is therefore
not surprising that very few of the staff who engaged with the Review raised issues relating to
personal experiences or witnessing racism within the working environment.

The top five issues raised about maternity/obstetric management were that historically they were:
invisible, unapproachable and unresponsive; ignored concerns raised; bullying, rudeness and
aggression; rapid turnover.

Xi
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30.

31.

There is a running theme of poor governance within maternity going back to 2012, including Serious
Incidents (Sls) not being investigated and reported in a timely manner and failure to learn and
change after incidents.

Amongst staff still working in the Trust there is a strong theme of commitment to improvement and
some optimism that this time things can change.

Antenatal Care, Including Fetal Medicine

32.

33.

34.

35.

36.

37.

38.

The Review identified some examples of excellent multidisciplinary care, particularly within fetal
medicine, ultrasound, maternal medicine and a number of specialist pathways for women and
babies at risk. This included personalised and compassionate counselling, excellent documentation
of discussions relating to birth planning and families feeling empowered to participate in decision-
making.

Overall antenatal care was characterised by long-standing systemic weaknesses that affected
consistency, safety and experience. This included multiple examples of variation in risk assessment,
surveillance, documentation, communication and escalation, contributing to missed opportunities for
earlier intervention and avoidable harm.

A central theme is the fragmentation of care and its consequences. This has included: inconsistent
application of national guidance, gaps in continuity, variable use of electronic records, failures in
communication, false reassurances and normalising of abnormal findings.

Women and families repeatedly described feeling unheard, inadequately informed and unsupported
when expressing anxiety, particularly in relation to reduced fetal movements, emerging medical
complications, and complex decision-making. These experiences were further compounded for
vulnerable women and babies.

There is a recurring theme in the lack of adequate communication support for women whose
first language is not English. This included reliance on family members to interpret, the absence
of professional interpreters during complex fetal medicine consultations, booking appointments
conducted without language support, and missed opportunities to ensure informed consent.

A particular ‘weak link’ over the period covered by the Review has been triage, with multiple
examples of poor telephone risk assessment, missing documentation and a culture of discouraging
women to attend in-person. There is evidence this has significantly improved since 2022.

The management and delivery of Induction of Labour care is identified as of particular concern,
with: poor cardiotocography (CTG) monitoring and interpretation, delay in conducting speculum
examination and reluctance to escalate concerns and transfer to labour ward due to professional
cultures.

Intrapartum Care

39.

40.

41.

The Review Team identified recurring examples of what was described as suboptimal care in
intrapartum fetal monitoring, assessment and management of the latent phase of labour, and the
identification, recognition, and management of post-partum haemorrhage (PPH).

Common themes included: unclear, inconsistent or absent local guidelines and late adoption of
national guidance and best practice; failure or delayed escalation; inadequate training, management
and oversight and specifically a toxic bullying culture amongst the labour ward coordinators which
spanned a considerable period of this Review; failure to learn from incidents and audits or to
translate lessons into improvements in care.

In relation to fetal heart monitoring (CTG interpretation) the Review saw examples of incorrect
interpretation, inappropriate use of oxytocin, poor documentation, failure to use fetal scalp electrodes
when indicated; lack of coordinator oversight, poor escalation and poor training.



42.

43.

44.

45.

Common themes found in assessing care during the latent phase included: inappropriate
communication and language; poor documentation; inconsistent local guidelines; unsupportive
culture; clinical mismanagement and the inappropriate and untimely use of oxytocin.

Examining care during the 3rd stage of labour, the Review found numerous examples of inconsistent
guidelines, delays in recognition and escalation of PPH and major obstetric haemorrhage (MOH),
poor documentation and poor risk assessment.

These findings sit within a wider context of systemic cultural, staffing and administrative challenges.
Together, these factors contributed to an environment in which the implementation and dissemination
of change were slow, clinical guidelines lacked clarity, and the supportive role of the labour ward
coordinator was consistently lacking in clinical records or reflected in Staff Voices.

More positively, there is evidence of a notable improvement in fetal monitoring practice following the
introduction of a dedicated fetal monitoring lead midwife in April 2021.

Obstetric Anaesthesia

46.

47.

48.

49.

50.

51.

52.

Overall, the anaesthetic care provided was assessed to be of a high standard, with very good quality
care delivered for the vast majority of women and their families. In 91% of cases reviewed, care

was graded 0 or 1, reflecting practice where there were either no concerns, often with elements of
excellent care, or only minor concerns that did not impact on clinical outcomes.

A smaller proportion of cases raised concerns. Areas identified included suboptimal management
of epidural analgesia in labour, including instances of intra-operative pain, alongside challenges in
the management of MOH. In addition, there were occasions where escalation to senior support was
delayed, and where recognition of the deteriorating woman could have been improved.

The issues identified were not considered unique to NUH. Rather, they reflect challenges that are
recognised across maternity services more widely within the NHS.

The Obstetric Anaesthetic service at NUH has appropriate levels of consultant presence on labour
ward during the day and evenings and dedicated on-call rotas. It operates weekly antenatal clinics
and fortnightly postnatal clinics and demonstrates continuity of care, regular review of outcomes and
opportunities for learning.

The anaesthetic service at NUH is clearly held in high regard by all professional colleagues working
in maternity and neonatal care.

The Review found consistent evidence of early anaesthetic involvement in complex cases during
the antenatal period, leading to effective senior-led multidisciplinary decision-making, improved care
planning, enhanced safety, and a better experience for women.

The Review encountered examples of exemplary care when women had to be admitted to ICU,
demonstrating a proactive approach to addressing the psychological and emotional needs of families
and significantly mitigating the emotional and psychological impact of maternal critical iliness.

Neonatal Care
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Overall, the neonatal care observed was in line with national expectations, with many clear examples
of good and exceptional practice. Compassionate, family-centred care was evident throughout.

Until December 2024 significant cot capacity pressures and short-staffing was having an impact on
workload pressures and the quality and safety of neonatal services. A new larger unit opened
in December 2024.

The Review examined all cases of resuscitation within the cohort. In most cases, the neonatal team
responded promptly and followed national guidance. Resuscitation was generally well documented
on a dedicated newborn resuscitation sheet, and senior support was present at the outset or

arrived promptly. i
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Postnatal Care
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The Review examined the postnatal care associated with 2,200 cases, finding that in most cases
this was appropriate and in many instances was delivered with high levels of professionalism,
compassion, and effective multidisciplinary working. The quality of bereavement care reached an
exceptionally high standard in a significant number of cases, and the commitment of individual staff
to families in the most difficult of circumstances was consistently evident.

It also documents a pattern of recurring failures in core postnatal safety processes. These failures
were not isolated incidents but recurred across the review period in both hospital and community
settings. They include: failures in the monitoring and escalation of maternal hypertension and clinical
deterioration; failures in VTE risk assessment and thromboprophylaxis; failures in the recognition
and management of the unwell or poorly feeding baby; failures in discharge communication across
hospital, community, and primary care; and failures in the provision of compassionate, culturally
sensitive, and equitable care.

These themes were exacerbated by chronic workforce pressures on postnatal wards, variable
consultant involvement following transfer from higher-dependency settings, an absence of
governance around the role of Maternity Support Workers in the community, and the inappropriate
substitution of telephone contact for face-to-face clinical review. In several cases the consequences
of these failures were severe and irreversible.

The Review also identifies a recurring and serious failure in accountability to families: explanations
that were incomplete or inconsistent with the clinical record, debrief appointments that were delayed
or not offered, and written communication that lacked compassion or clarity.

Maternal Deaths
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The Review examined 27 maternal deaths that occurred between 2006-2024. Five cases fell outside
of the Terms of Reference of the Review. Of the 22 remaining cases, reviewers identified failures in
care that may have or substantially impacted on the outcome in six deaths.

The profile of maternal deaths at NUH over this period broadly aligned with the known demographics
and causes as identified by MBRRACE. 11 of the deaths occurred to women living in the most
deprived areas of the city and 14 occurred amongst women who were not white British.

The common failures reviewers identified that might prevent future maternal deaths included:
listening to women and families and acting promptly on concerns; continuity of care particularly

for those with additional social/medical complexities; robust clinical governance to ensure timely
information sharing across organisations and prompt access to imaging for women presenting with
concerning neurological symptoms.

After Death Care
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Given the particularly distressing evidence uncovered relating to the post death care of baby Harriet
Hawkins in the exemplar case; it was agreed to include a full review into the quality and safety of
Post Death Care. This comprised care of 17 babies and one adult who died.

The Review found evidence of recurring examples of failure to protect the dignity of the deceased,
including an early gestation baby disposed as clinical waste; dehumanising language by clinicians;
poor mortuary care, including failure to comply with legal requirements and inadequate arrangements
for undertaking paediatric post-mortems.

In addition, the Review found poor governance and little evidence of learning from incidents or of
embedded change. Following a recent inspection by the Human Tissue Authority, a comprehensive
action plan is now in place.



Corporate Culture Governance and Leadership
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Maternity and Neonatal Services do not operate in isolation but within wider Trust division and
corporate structures, with ultimate responsibility for quality and safety resting with the Chief Executive
and Board. On reviewing Trust minutes and reports, examining external reviews and staff testimonies
it is clear that a number of known issues, challenges and failings in maternity were at various times
sidelined and ignored, deemed too difficult or were of insufficient priority.

In total, six external reviews were commissioned into maternity and neonatal care at NUH between
2015 and 2022. All were extremely critical of the culture, departmental and consultant behaviour and
overall governance of the service. It is therefore clear that the challenges and weaknesses evident
throughout our Review were known by service and corporate leaders as far back as at least 2015.

The Review identified several Board failings including: significant issues not referred to or discussed
by the Board, Board members with insufficient curiosity to challenge and a culture of leaving
significant operational issues within sub-committees.

Within the Executive team and senior maternity management, there is evidence of decisions not

to escalate to the Board and reassurance rather than assurance that problems were being dealt
with. With midwifery leaders not having direct access to the Board, there was a disconnect between
strategic direction and operational management.

Clinical Governance
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The Review found evidence of long-standing and systemic failures in maternity governance,
characterised by chronic under-resourcing, unclear leadership structures, ineffective governance
processes, barriers to escalation, and a failure to learn in a timely way from incidents.

The consequences were significant: investigations were delayed, similar incidents recurred, and
families experienced prolonged uncertainty and avoidable harm. Staff described burnout, illness, and
missed opportunities to improve quality and patient safety.

Six previous reviews of maternity governance delivered assessments mirroring those found in this
Review, including: consistent evidence of under-reporting and misclassification of incidents, failure

to comply with Duty of Candour, inappropriate management of cases outside the Sl framework and
lack of effective leadership and governance oversight. Governance teams were frequently under-
resourced and poorly managed, and staff described low morale and a culture in which concerns were
not consistently heard or acted upon.

In August 2022 a new national framework for clinical governance was introduced in England,

Patient Safety Incident Reporting Framework (PSIRF). Like many other Trusts NUH has struggled

to implement PSIRF. In maternity, the policy for including incidents is vague, resulting in under
reporting. There has been insufficient workforce capacity to undertake training and investigations, or
to participate in learning or reflective practice, with a lack of funding and immature skills hindering the
shift to a just culture.

Overall, the Review Team found substantial weaknesses in reporting, monitoring, and assurance
across national maternity programmes, including the Clinical Negligence Scheme for Trusts
requirements and CQC actions. Inconsistent governance processes, combined with cultural barriers
led to repeated failures to demonstrate compliance and limited the Trust Board’s ability to exercise
effective oversight.

Clinical Leadership

75.

Staff voices and external reviews point to prolonged periods of maternity leadership instability,
fragmented governance arrangements, and a workplace culture which has been characterised by
fear, disengagement, and a lack of psychological safety.
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These clinical leadership challenges across all levels have had significant operational consequences,
affecting day-to-day decision-making, staff wellbeing and professional practice. The Review saw
evidence of leadership absences during periods of high pressure and after clinical incidents.

Since 2021, NUH has implemented deliberate measures to strengthen visible clinical leadership
within maternity services.

The Review saw evidence that long-standing and chronic workforce shortages placed significant
strain on maternity and obstetric services, particularly on labour wards, with staff frequently required
to support multiple women in labour. In the neonatal service, staffing shortages led to staff frequently
forced to prioritise the most essential tasks over comprehensive care. Across obstetric services,
clinical demand continued to exceed available workforce capacity up to 2024. Throughout 2024,
obstetric staffing issues were repeatedly escalated to the Board.

Staff across the services and previous external reviews reported experiences shaped by long-
standing cultural challenges, including hierarchy, bullying (particularly by some labour ward
coordinators), nepotism, aggressive behaviour, patterns of inconsistent professional values and poor
psychological safety.

Work on changing and improving the culture within the maternity service is evident from 2021, when
NUH implemented measures to strengthen listening, accountability, and staff engagement. These
included regular reviews of Freedom to Speak Up reports, Datix insights, staff surveys, and quarterly
Listening Forums led by the Director of Midwifery.

Evidence presented through the Review indicates measurable progress in leadership, workforce
development, culture, training, and learning. The most recent CQC inspection published in 2026
recognised areas of improvement; however, further work is required to embed these changes and
ensure they are sustained.

Addressing Inequalities in Care
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Nottingham is one of England’s most demographically diverse and socio-economically deprived
cities. The Review set out to explore how women from Black, Asian, other global majority population
groups, women living in deprivation, and other seldom-heard groups were represented in the overall
Review cohort.

In addition to meeting families within the Review, the Review Team undertook targeted engagement
with seldom heard communities.

Global majority voices were under-represented within the Review families who felt able to share their
stories. From their accounts the following key themes emerged: communication failures; not being
believed; cultural misunderstanding; fear, mistrust, and power imbalance; systemic barriers.

These factors influenced women’s ability to escalate concerns, seek help, and engage fully with
care. The experiences of fathers and partners further emphasised the importance of inclusive,
family-centred care, particularly during the labour, delivery, and postnatal periods, where exclusion
compounded stress and limited effective advocacy for women.

From 2012 onwards NUH was aware of negative health experiences and outcomes for women and
families from Black, Asian, other global majority population groups, disadvantaged communities, and
those with protected characteristics.

In 2022, NUH launched an Inclusive Maternity Work programme to address structural inequalities
and improve care for women from Black, Asian, and minoritised ethnic backgrounds, and those
experiencing social risk.



Concerns that Led to the Review

1. Introduction

Nottingham University Hospitals (NUH) was formed in 2006 through the merger of Queen’s Medical Centre
(QMC) and Nottingham City Hospital (NCH). During the following 20 years, the Trust's maternity and
neonatal services were increasingly scrutinised due to ongoing indications of maternity governance, safety
issues and cultural challenges, which were repeatedly raised by staff and external reviewers. Despite
multiple internal and external reviews, meaningful change was slow.

What follows is a timeline of events, including high profile clinical cases of harm that ultimately led to the
Independent Review into Maternity Services at NUH.

Case Study: Ryan (2007)

In 2007, Ryan Sissons was born without complication. However, his subsequent care was marked by
a series of systemic clinical failures. Despite his mother, Sarah, repeatedly raising concerns regarding
his inability to feed, her observations were consistently disregarded by medical staff. A critical delay
followed; Ryan waited over eight hours for a specialist review by a neonatologist while his condition visibly
deteriorated. During this period of inaction he suffered severe hypoglycaemia, leading to seizures that
resulted in permanent, irreparable brain damage.

The NUH initially denied liability, necessitating a protracted legal process. It was not until a settlement was
reached in 2019 — 12 years after his birth — that the Trust formally acknowledged that timely intervention
would have prevented Ryan’s life-changing injuries."

2. Early Warning Signals (2010-2014)

From 2010 onwards, a series of indicators began to emerge that pointed to underlying weaknesses in
governance, leadership, and organisational culture within NUH. These issues were identified through a
combination of internal reporting, regulatory activity and staff feedback.

A confidential internal report in 2012 raised concerns regarding leadership capability and organisational
culture at both Board and Executive level. At the same time, the Trust’'s Board Quality Committee identified
a backlog of Serious Incidents (Sls) across the organisation, indicating failings in the timely investigation
and resolution of patient safety events. This delay to investigate prevented valuable learning from these
incidents, to prevent further harm.

These local concerns developed alongside a growing national focus on patient safety. The publication of the
Berwick Safety Review (2013) emphasised the need for openness, learning and system-wide approaches
to safety improvement. The principles set out in this Review provide an important context against which
NUH’s response to emerging concerns can be understood.

Regulatory findings during this period reinforced these concerns. An inspection by the Care Quality
Commission (CQC) in November 20132 identified NUH as a high-risk Trust. The inspection highlighted
midwifery staff shortages, increasing safety problems, and mortality alerts. It also noted that concerns
relating to outcomes were not consistently acknowledged within obstetric leadership. Although the

1 NottinghamshireLive. Hospital mistakes left my son with permanent brain damage. The fact he can walk is a miracle. nottinghampost.com.
[Online] 29 December 2025. [Cited: 16 03 2026.] https://www.nottinghampost.com/news/local-news/hospital-mistakes-left-son-perma-
nent-10594608

2 CQC 2014 Nottingham University Hospital NHS Trust, Nottingham City Hospital, Quality Report. Available from: https://api.cqc.org.uk/public/v1/
reports/e6b18d3f-fabe-44a5-b77f-73f4f90f6323720210130084636
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inspection took place in 2013, the report was not published until July 2014, limiting both the timeliness and
effectiveness of external scrutiny.

Alongside formal reporting, staff feedback and whistleblowing from 2014 onwards raised concerns about
organisational culture, including the handling of safety concerns and the responsiveness of leadership.
These accounts suggested that issues were not only failing to be identified but were not consistently
acted upon.

The findings indicated that there were already clear warning signs of systemic weaknesses within the Trust
dating back to the early 2010s. While each issue in isolation might not have indicated a system-wide failure,
the culmination of issues over time should have prompted earlier and more decisive intervention.

Case Study: Kaiden

In 2013, a teenage mother, following repeated concerns about her baby’s movements and bleeding, was
informed that her son Kaiden had died intrauterine, just a day before his due date. Not until almost 10
years later, prompted by the Ockenden Independent Review, did Kaiden’s mother receive contact from the
Trust, identifying issues with her care that might have made a difference and apologising for not sharing
this news with her sooner.®

3. Escalating Problems and Missed Opportunities (2015-2016)

By 2015, concerns regarding maternity services at NUH had moved beyond early warning signs and were
being raised more explicitly within governance structures. Evidence presented to the Trust Board indicated
ongoing safety concerns, including workforce pressures, cultural issues, and weaknesses in escalation
processes. Despite this, reassurances were provided that clinical outcomes were satisfactory and were
operating safely.

During this period, significant concerns were raised regarding staffing levels, particularly in midwifery.
It was alleged that preparations for regulatory inspection and a CQC visit* had been managed in a way
that did not reflect operational realities. This prompted the commissioning of an external review.5 While
this Review identified concerns relating to leadership, culture and workforce pressures, the Trust Board
was advised that there were ‘no issues with practice and clinical outcomes are good’.® As a result,
the urgency and scale of response did not reflect the seriousness of the concerns raised.

Case Study: Felicity

In 2015, during a complex caesarean section involving an invasive placenta, Felicity Benyon underwent
an inadvertent cystectomy, resulting in permanent, life-altering injuries. The subsequent investigation and
incident management lacked transparency and failed to accept accountability. It was not until 2017 that the
Trust provided a formal apology.”

At a national level, this period coincided with the publication of significant maternity and patient safety
reports, including the Morecambe Bay Investigation (2015) and Better Births (2016). These reports
emphasised the importance of culture, multidisciplinary working, and learning from incidents. However,

3 BBC. NHS trust apology after boy’s stillbirth in 2013. www.bbc.co.uk. [Online] BBC, 2018 October 2024. [Cited: 16 03 2026.] https://www.bbc.
co.uk/news/articles/cj31d77v6170

Quality Assurance Committee (QUAC) Meeting held on 21 October 2015 — Confidential appendix one [internal document]
NUH, Maternity service — external review action plan, June 2016, internal document
Quality Assurance Meeting Minutes of meeting held on 20 July 2016, internal document

N o o b

Nottingham Post. Nottinghamshire mum told ‘we saved you’ after bladder accidentally removed in C-section. www.nottinghampost.com. [Online]
21 Sept 2023. https://www.nottinghampost.com/news/nottingham-news/nottinghamshire-mum-told-we-saved-8760939
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evidence suggests that these reports were not fully embedded within NUH. The Board were advised that
there were no concerns at NUH and that there was a strong multidisciplinary team. While such assurances
may have been intended to promote confidence, they contributed to a reduced sense of urgency and
inhibited critical and timely examination of underlying issues.

Financial constraints were identified as a barrier to addressing workforce shortages, particularly in relation
to medical staffing. While these constraints provide context, they do not fully account for the lack of
sustained action in response to known workforce issues. It is suggested that structural and cultural factors,
including reliance on reassurance and limited challenge within governance processes, played a significant
role in delaying effective intervention.

Case study: Harriet Hawkins

In April 2016, Harriet Hawkins was stillborn after her parents, Sarah and Jack, both healthcare professionals
at the Trust themselves, were repeatedly prevented from receiving the essential care they needed during
an obstructed labour that had been misdiagnosed as the ‘latent phase’™. Harriet’s avoidable death was
compounded by a systemic cover-up and investigations designed to mislead, which took a profound toll on
the couple’s wellbeing. Their fight for the truth became a watershed moment, revealing a dangerous lack
of transparency and a total breakdown in hospital governance. This became the patient safety catalyst for
the Nottingham Maternity Review. (See also ‘Exemplar Case’ chapter)

During this period of time, there were a multitude of missed opportunities for the Trust to respond
decisively to emerging concerns. Risks had been identified through internal reporting, external review,
and national learning; yet the organisational response did not provide the changes required to prevent
subsequent harm.

4. Leadership Instability and Escalating External Scrutiny (2017-19)

By 2017, significant concerns regarding maternity services at NUH prompted both leadership change
and increased external scrutiny. This period was characterised by organisational instability, continued
governance weaknesses, and growing evidence of earlier unresolved concerns.

In 2017, both the Chief Executive Officer and the Chair resigned, following a critical Well-Led Review (2017)
led by the CQC. This Review identified concerns related to leadership, governance and organisational
culture across the Trust. Internal reports identified major weaknesses in maternity governance, with
escalating concerns from the Clinical Commissioning Group (CCG) and NHS England (NHSE), leading
to further independent scrutiny. Although some improvements were reported, there is limited evidence
that these resulted in sustained or embedded change. Several babies died or suffered harm during
this period, with incidents often revealing recurring themes: delayed escalation, poor monitoring, and
insufficient staffing.

Changes to senior leadership occurred but the underlying concerns persisted. After the external investigator
for the Hawkins’ case was appointed as Director of Midwifery for NUH, the credibility and question of a
conflict of interest were raised, which risked undermining confidence among families and staff.

Staff concerns raised during this period increased. In 2018, 50 maternity staff submitted a formal letter to the
Trust Board Chair, raising concerns about staffing levels and patient safety, which represents a significant
escalation from reporting to the leadership team. The Trust CEO has confirmed that these concerns were
not addressed appropriately. Alongside this internal development, the Trust faced increasing external
pressure relating to performance, safety and financial sustainability.

By 2019, NUH was at risk of being placed into special measures. Maternity services were unable to
meet key requirements of the NHS Resolution and Maternity Incentive Scheme, particularly in relation to

* NB: Note ‘latent phase of labour’ is a term that the Hawkins family believe was wholly misused in their care and the significant role this misuse
played in Harriet’s death. The term is used throughout the Report for professional understanding only as this is a recognised term described
in NICE guidance.



workforce and governance standards. This failure to meet nationally defined safety actions provides further
evidence of systemic weakness in governance and assurance.

Crucially, this period was marked by the reappearance of Sls with recurrent themes. As highlighted in the
following case reviews, there were issues with delayed escalation, failure to recognise clinical deterioration,
inadequate monitoring, and insufficient staffing, which are repeated throughout.

Case study: Baby Ladybird (2019)

Carly Wesson and Carl Everson were incorrectly advised to terminate their pregnancy at NUH in 2019.
Subsequent investigations revealed their daughter ‘Ladybird’was a healthy baby. The lifelong psychological
trauma for this family is immeasurable. For Carly and Carl, the weight of their loss is inseparable from the
fact that the decisions made were based on misinformation. The subsequent Sl process was flawed, with
inaccurate findings. The Trust was required to repeat the investigation due to the significant errors found
within the initial report.®

Later that year:

Case study: Baby Kouper Needham (2019)

Baby Kouper Needham died at home aged one day. Concerns were raised by his family regarding feeding
difficulties, but his clinical condition and the concerns of his parents were not acted upon. Subsequent
review identified issues in postnatal care, including inadequate clinical assessment and lack of escalation.
His family’s concerns about his colour and poor feeding were repeatedly dismissed by midwives prior to
his death. The family’s trauma was worsened when harrowing post-mortem photos of Kouper were sent
to them at home without warning.®

Less than two months later:

Case study: Wynter Andrews (2019)

The death of Wynter Andrews on 15 September 2019 was described by HM Coroner as a ‘clear and
obvious case of neglect’ resulting from a ‘catalogue of failings’ by the NUH. A major factor in the case was
the misdiagnosis of the latent phase of labour. Consequently, Sarah, Wynter’s mother did not receive the
required one-to-one care or the level of medical attention that her high-risk labour required. HM Coroner
ruled that if Wynter had been delivered earlier, her death would have likely been avoided.

The events from 2017 to 2019 demonstrate a system under increasing strain. Leadership instability,
ongoing governance weaknesses, and repeated safety concerns combined to create an environment in
which risks were known but not effectively mitigated. The failure to respond adequately to family and
staff concerns, external scrutiny, and recurring incidents signifies significant escalation from the missed
opportunities identified in earlier years.

5. Crisis Point and National Intervention (2020-2021)

By 2020, concerns regarding maternity services at NUH had escalated to a level requiring rigorous external
investigation. The COVID19 pandemic placed additional strain on an already challenged service. However,

8 BBC. Couple believe law was broken in abortion sign-off. www.bbc.co.uk. [Online] 16 February 2025. https://www.bbc.co.uk/news/articles/cpwxp-
zn4e9go

9  Nottinghampost. Nottinghamshire parents sent ‘harrowing’ photos of dead baby’s autopsy in error. www.nottinghampost.com. [Online] 23 Aug
2024. https://www.nottinghampost.com/news/local-news/nottinghamshire-parents-sent-harrowing-photos-9502396

10 BBC. ‘Obvious neglect’ in baby’s death at Queen’s Medical Centre. www.bbc.co.uk. [Online] 7 October 2020. https://www.bbc.co.uk/news/uk-eng-
land-nottinghamshire-54452810
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while the pandemic provides important context, the evidence indicates that many of the issues identified
during this period were long-standing and predated this.

The Health Safety Investigation Branch, now Maternity and Newborn Safety Investigations raised
concerns relating to stillbirths, safety culture, and the application of Duty of Candour within NUH maternity
services in 2020. In response, the Trust developed a Maternity Safety Transformation Plan. However,
subsequent regularity assessments by the CQC rated maternity services as ‘inadequate’, and in October
2020, NUH was placed on the NHSE Maternity Improvement Programme, reflecting the level of concern
at a national level.

Case study: Edward ‘Teddy’ Errington-Rozkalns

Edward ‘Teddy’ Errington-Rozkalns died at one day old in November 2020 following failures to recognise
the need for hypoglycaemia screening. An inquest in 2021 identified that multiple healthcare professionals
did not recognise the clinical indicators requiring investigation. While the precise cause of death could not
be definitively determined, the Assistant Coroner identified ‘undoubted failings’ in care."

In December 2020, the Ockenden Independent Review of Shrewsbury and Telford Emerging Concerns
Report was published, outlining seven immediate and essential actions, aimed at improving safety.
These actions focused on listening to families, facilitating multidisciplinary training, managing complex
care, conducting ongoing risk assessments, appointing specialised fetal monitoring leads, and ensuring
informed consent.™?

During 2020 and early 2021, additional CQC inspections,''* a Well-Led Review,' and NHS Staff Survey
results'® identified ongoing systemic cultural concerns within NUH maternity services, including bullying,
racism, suboptimal leadership, and ineffective governance. Both CQC reports rated the maternity services
as ‘inadequate’.

This was followed in September 2021 by the Trust’s inclusion in the National Recovery Support Programme
after the issuance of a Section 29A warning notice. This formal intervention is reserved for organisations
requiring significant improvement to ensure patient safety and quality of care.

Leadership instability continued during this period. In May 2021, the Chief Executive left the Trust and an
interim Chief Executive was appointed. At the same time, turnover in senior midwifery and nursing roles
remained high, further limiting organisational stability and continuity.

External scrutiny intensified further in October 2021, as NHSE and NHS Improvement (NHSI), together
with the Nottingham and Nottinghamshire CCG, commissioned an initial thematic review into maternity
services at NUH. This marked a transition from internal and regional oversight to an independent review
process.

Crucially, this period was also marked by a number of Sls and deaths in which failings in care were
identified as contributory. These events, and the Trust's handling of them, attracted significant regulatory
and legal attention.

The events between 2020 to 2021 indicated that maternity services at NUH had reached a point of systemic
failure. Concerns were no longer limited to internal reporting or isolated incidents, but were reflected
consistently across regulatory findings, national investigation bodies, and formal oversight mechanisms.

11 BBC. Undoubted failings’ by Nottingham hospitals trust in baby death. www.bbc.co.uk. [Online] 22 October 2021. https://www.bbc.co.uk/news/
uk-england-nottinghamshire-59016685

12 Ockenden, Donna. Ockenden review of maternity services at Shrewsbury and Telford Hospital NHS Trust; Emerging findings and recommenda-
tions from the independent review of maternity services at the Shrewsbury and Telford Hospital NHS Trust. www.gov.uk. [Online] 10 December
2020. https://www.gov.uk/government/publications/ockenden-review-of-maternity-services-at-shrewsbury-and-telford-hospital-nhs-trust

13 CQC (2020) Nottingham City Hospital; Summary of findings. Available from: https://api.cqc.org.uk/public/v1/reports/db48200b-a62a-4386-9e3d-
b0ef95e4be5c?20210112181725

14 CQC (2021) Nottingham City Hospital; Inspection report. Available from: https://api.cqc.org.uk/public/v1/reports/8f90eb71-85af-4d3f-9b2c-
a77e18ec5e03720221129062700

15 CQC September 2021, Nottingham University hospitals NHS Trust Inspection report
16 NUH Family Health Division, Obstetrics & Gynaecology + Fertility, National Staff Survey 2020, March 2021; [Internal document]
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Case studies: (2021)

Between April and July 2021, three babies died while under the care of NUH. In each case, failings in care
were identified as contributory. These cases resulted in a landmark prosecution by the CQC, marking a
significant escalation in regulatory response. The handling of these cases also raised concerns regarding
transparency and engagement with families. HM Coroner described the Trust as ‘obstructive’ in relation to
delays in disclosing evidence, compounding the distress experienced by families.'”8

6. Challenge to Oversight and Loss of Confidence (2022)

By 2022, concerns regarding maternity services at NUH had progressed beyond questions of performance
and safety. A broader loss of confidence was noted in the Trust and regional oversight structures’ ability
to respond effectively. This period was characterised by escalating concerns from families, continued
regulatory intervention, and recognition that existing review processes were insufficient.

Throughout 2022, progress towards required improvements was widely regarded as too slow. Regulatory
bodies, including the CQC and NHSI issued further enforcement actions, reflecting ongoing concerns
regarding safety, staffing and governance. Significant staffing gaps remained, including a midwifery deficit
exceeding 120 whole-time equivalent, together with a shortage of obstetricians that continued to affect
the service’s ability to deliver safe care. Reviews and staff feedback continued to identify issues, including
bullying, poor behaviours, and a lack of effective learning from incidents, suggesting that despite the scale
of external scrutiny, these cultural and governance challenges had not yet been resolved.

A defining feature of this period was the increasing organisation and mobilisation of affected families. In
April 2022, approximately 100 families wrote to the Secretary of State for Health and Social Care, the
Rt Hon Sajid Javid MP, expressing a lack of confidence in the existing regionally-led review of maternity
services. Families described the process as ‘insufficiently independent’ and ‘not fit for purpose’.

In response to these concerns, NHSE’s national team terminated the existing review and appointed Donna
Ockenden in May 2022 to lead a new, fully independent, external inquiry into maternity services at NUH.
This Review commenced on 1st September 2022 and the decision represented a significant escalation;
indicating that prior mechanisms for review and improvement were no longer considered adequate.

Leadership changes during this period sought to stabilise the organisation. A new Director of Midwifery was
appointed in July 2022, followed by the appointment of a permanent Chief Executive in September 2022.
While these appointments were important in establishing new leadership, they occurred within the context
of significant organisational change and did nothing to raise confidence among families and staff.

Wider national context reinforced the seriousness of the issues identified. The publication of Reading
the Signals™ highlighted systemic failures in maternity services elsewhere in England, emphasising the
importance of listening to families, strengthening multidisciplinary working and improving transparency.
The parallels between these findings and concerns raised at NUH are notable.

The events of 2022 represent a critical transition from ‘crisis’ to ‘loss of legitimacy’ within NUH.
The commissioning of an independent national review marked the recognition that more fundamental
scrutiny and system-wide examination were required.

17 BBC. Quinn Parker: Mother of dead baby ‘suffered bleeding days before’. www.bbc.co.uk. [Online] 26 April 2022. https://www.bbc.co.uk/news/
uk-england-nottinghamshire-61234268

18 BBC. Troubled NHS trust pleads guilty in baby deaths case. www.bbc.co.uk. [Online] 10 February 2025. https://www.bbc.co.uk/news/articles/cx-
2yIngp7r50

19 Kirkup, B. Reading the signals: Maternity and neonatal services in East Kent— the report of the independent investigation. www.gov.uk. [Online]
2022. https://www.gov.uk/government/publications/maternity-and-neonatal-services-in-east-kent-reading-the-signals-report
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7. Early Signs of Improvement under Sustained Scrutiny (2023—2024)

By 2023, there were indications that maternity services at NUH were beginning to demonstrate
improvement. These developments followed a prolonged period of external scrutiny, leadership
change, and regulatory intervention. While these improvements are important to recognise, they must
be understood within the context of long-standing and systemic failures, the impact of which continued
to be felt by families and staff.

CQC inspections during this period reported early signs of success,® including improvements in
compassionate care and a clearer organisational commitment to improve. The overall maternity rating
moved from ‘inadequate’ to ‘requires improvement’, indicating that progress was being made, although
significant concerns remained.

The Trust also began to acknowledge more openly the scale and duration of previous failings.
Public statements included apologies to affected families, including the family of Wynter Andrews;
recognising deficiencies in care and failings in the handling of investigations. This shift towards greater
transparency is consistent with national expectations regarding candour and organisational learning.

Concurrently, consequences continued to be realised through legal and regulatory processes. In 2023,
NUH was fined £800,000 following prosecution by the CQC in relation to failings in maternity care.?'
The Court recognised the need to balance financial penalties for a public funded organisation with the
importance of accountability and deterrence.

Operational and structural improvements were also reported. These included updates to clinical guidelines,
efforts to address workforce gaps and investment in maternity and neonatal services, including fetal
medicine and neonatal facilities. Staff engagement and communication mechanisms were described as
improving, with greater emphasis on learning from incidents and supporting multidisciplinary learning.

In 2024, further regulatory activity highlighted both progress and ongoing risk. Section 29(a) enforcement
notices for maternity and leadership were lifted, indicating improvement in key areas. However, subsequent
CQC inspections conducted in June and July 2024 identified seven regulatory breaches, demonstrating
that risks to safety and quality had not been fully mitigated. Delays in the communication of inspection
findings from the CQC limited the Trust's ability to respond in a timely manner, further complicating the
improvement process.

8. Legal Accountability and Police Investigation (2025)

By 2025, the long-standing concerns regarding maternity services at NUH had progressed into a phase
characterised by formal legal accountability and ongoing investigation. These developments represented
a significant escalation beyond regulatory oversight and organisational review, reflecting the seriousness
and duration of the failures identified.

In February 2025, the Trust pleaded guilty to six charges brought by the CQC,% relating to failures to
provide safe care and treatment to three mothers and their babies (Quinn Parker, Adele O’Sullivan and
Kahlani Rawson). These charges concerned cases from 2021 in which failings in care had been identified
as contributory to the outcomes. The court imposed a total financial penalty of £1,667,944.

These proceedings mark a critical point in the history of the Trust, demonstrating that the issues identified

20 CQC Nottingham Universities Hospitals NHST Trust inspection report 2023, Available from: https://api.cqc.org.uk/public/v1/reports/9feOaeba-f8b2-
4364-83b2-aacab4c632d2720231121142743

21 BBC. Wynter Andrews: NHS trust fined £800k over baby’s neglect death. www.bbc.co.uk. [Online] 27 January 2023. https://www.bbc.co.uk/news/
uk-england-nottinghamshire-64422598

22 CQC Press Release 13 February 2025. www.cqc.org.uk/press-release/cqc-prosecutes-nottingham-university-hospitals-nhs-trust-after-it-failed-
provide-0
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were not solely matters of internal governance or regulatory concern, but had reached the threshold for
criminal liability. The guilty pleas provide formal legal recognition of failures in care over an extended
period.

In parallel, the ongoing police investigation, known as Operation Perth, continued to examine evidence
relating to maternity services at NUH. Evidence was found that indicated the existence of deleted records,
which raises concerns regarding record-keeping, transparency, and the integrity of governance processes.
The police confirmed that their investigation includes consideration of potential incidents of corporate
manslaughter, along with other serious offences. This represents an unprecedented level of scrutiny in
relation to maternity services within the NHS and reflects the gravity of the concerns identified.

These developments must be understood within the broad context of the Review. Over many years, repeated
warnings were raised by staff, families, regulators, and external reviewers. Opportunities for learning and
improvement were identified but not consistently acted upon. The progression to legal accountability and
criminal investigation in 2025 is the culmination of long-standing and systemic failures.

9. Summary

The chronology set out in this chapter demonstrates that the concerns leading to the commissioning of this
Review developed over many years in the presence of repeated warning signs.

From as early as 2007, indicators of risk were identified through internal reporting, Sls, regulatory
inspection, and staff feedback. These included concerns relating to leadership, organisational culture,
incident management, and workforce capacity. While each of these issues might initially have appeared
manageable in isolation, their persistence and convergence over time pointed to more chronic systemic
weaknesses.

During the period 2015 to 2016, these early warning signals were accompanied by clear opportunities
for intervention. Concerns were formally raised within governance structures, external reviews identified
issues in leadership and culture, and national reports, including the Morecambe Bay Investigation
(2015) and Better Births (2016), set out explicit expectations for improvement. However, the response at
organisational level was characterised by reassurance rather than critical challenge, limiting the extent to
which meaningful change was achieved.

Between 2017 and 2019, concerns became more explicit and more urgent. Leadership instability, increasing
external scrutiny, and formal escalation by staff reflected a system under growing strain. Despite this, there
is limited evidence that governance processes were sufficiently robust to ensure that risks were effectively
identified, escalated, and mitigated. The recurrence of Sls during this period demonstrates that learning
was not consistently embedded in practice.

By 2020 and 2021, these issues had reached a point of systemic failure. Regulatory bodies, including
the CQC, and national investigation organisations such as the Healthcare Safety Investigation Branch,
identified serious and persistent concerns relating to safety, leadership, and culture. The escalation to
national intervention, including inclusion in the Maternity Improvement Programme and the National
Recovery Support Programme, reflects the severity of the situation.

In 2022, the focus of concern broadened to encompass the effectiveness and credibility of oversight
processes themselves. Families expressed a lack of confidence in existing review mechanisms, leading to
the termination of the initial regional review and the commissioning of an independent inquiry led by Donna
Ockenden. This represents a significant loss of confidence in the ability of local and regional systems to
provide adequate scrutiny and assurance.



The period from 2023 onwards shows early signs of improvement, including strengthened leadership,
enhanced regulatory ratings, and greater openness in acknowledging past failings. However, these
developments are recent and remain fragile, taking place in the context of long-standing systemic issues
and ongoing external scrutiny.

By 2025, the progression of events had reached a point of formal legal accountability. Guilty pleas entered
by the Trust in response to charges brought by the CQC, together with the ongoing police investigation
(Operation Perth), represent an unprecedented level of scrutiny. These developments reflect not only the
seriousness of individual cases, but the cumulative impact of failures over an extended period.

The various reviews and reports within NUH revealed a pattern of:
» repeated warnings that were not acted upon in a sustained or effective manner

« failure to embed learning from incidents and reviews

cultural and structural barriers to escalation and transparency
» chronic workforce pressures affecting safety and governance
+ limitations in organisational and system-level oversight

The consequences were significant. Women and babies experienced avoidable harm, families were not
consistently informed or involved in a timely way, and staff reported working within systems that did not
adequately support safe practice or open escalation.

While recentimprovements are acknowledged, they follow a prolonged period during which earlier intervention
may have mitigated harm. The events described in this chapter therefore provide the essential context for the
findings and recommendations that follow.
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Nottingham University Hospitals NHS Trust
— Background Information

Nottingham University Hospitals NHS (NUH) Trust was formed on 1 April 2006 through the merger of
Nottingham City Hospital and Queen’s Medical Centre (QMC) NHS Trusts. NUH currently serves over
one million individuals annually at Nottingham City Hospital, QMC, Ropewalk House, and within
the community. With over 19,000 employees and 750 volunteers, NUH is the largest employer in
Nottinghamshire and ranks among the biggest and busiest NHS Trusts nationwide, operating with an
annual budget of £1.7 billion.

As a specialist centre for arange of national and international services, including stroke, renal, neurosciences
and cancer services, NUH cares for people from across the East Midlands and beyond.

The Trust delivers acute hospital services across three primary locations:

* QMC serves as the principal acute facility, housing the Emergency Department, Major Trauma
Centre, Nottingham Children’s Hospital, and both maternity and neonatal units. Additionally, QMC
accommodates the University of Nottingham’s School of Nursing and Medical School.

* Nottingham City Hospital specialises in planned care and the management of long-term conditions,
including the Cancer Centre and Cardiac Centre, as well as maternity and neonatal units.

* Ropewalk House offers a range of outpatient services, such as diabetic eye screening, audiology, and
breast screening.

Furthermore, NUH extends certain services into the community and is scheduled to launch the National
Rehabilitation Centre (NRC) in Spring 2026. This will be the country’s first NHS NRC and will create
a 70-bed purpose-built facility close to the Defence Medical Rehabilitation Centre.

Since c2014 the Trust has faced a number of challenges including:

* Increasing inability to cope with ED demand

+ Rising annual deficit

+ Failed outsourcing of estates and facilities services

+ Problematic transition to a new digitalised patient system

+ Discontinuation of merger with neighbouring Sherwood Forest Trust

This has been reflected in declining CQC ratings which from 2013-2019 were overall ‘Good’ for the whole
Trust, and since 2021 have been overall Requires Improvement, with a S29A2 warning notice issued in
2021 in respect of leadership, risk, governance and culture, all of which were deemed to require significant
improvement. The S29A warning notice was removed following the 2023 inspection.

In 2018 NUH was the setting for the third series of the BBC documentary ‘Hospital’.

Over the period of this Review (11 January 2012 to 31 May 2025) NUH has had three substantive and one
interim Chief Executive, three Medical Directors, four substantive and two interim Directors of Nursing and
four substantive and three interim Directors of Midwifery.

23 The Care Quality Commission (CQC) issues this formal notice to NHS Trusts when an inspection identifies a need for ‘significant improvement’ in
the quality of healthcare provided. It sets a strict legal deadline for compliance. If the Trust fails to address the specified concerns within the given
timeframe, the CQC can escalate enforcement action, which may include: restricting or suspending services, cancelling the provider’s registra-
tion, recommending the Trust be placed into Special Measures (now often referred to as ‘oversight’ under the NHS System Oversight Framework)
https://www.cqc.org.uk/guidance-regulation/providers/enforcement/section-29a-warning-notices-nhs-trusts-and-nhs-foundation-trusts
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Maternity Services Provided by NUH

The Maternity Service at NUH ranks as the sixth largest nationally. The 2006 merger created a maternity
service based on two sites, with two neonatal units; however, community midwifery services remained
organised and managed by the PCT until 2013.

The current provision includes consultant-led care, midwifery-led care, and specialised feto-maternal
services as well as neonatal services at both City Hospital and QMC. Notably, the fetal medicine service
was relocated to the QMC site in October 2024.

Nottingham City Hospital currently provides a range of maternity services and has inpatient antenatal,
intrapartum and postnatal beds available for women.

+ The facility comprises two wards: Lawrence Ward, which accommodates 27 mixed antenatal and
postnatal beds, including designated beds for neonatal transitional care; and Bonnington Ward,
an 18-bed mixed antenatal and postnatal ward

» Bonnington Ward includes a dedicated four-bed bay for induction of labour

» The labour ward offers 13 beds and is equipped with two obstetric theatres, supported by 24-hour
anaesthetic coverage.

» The Sanctuary Birth Centre is a separate midwife-led unit with four beds
* Abereavement suite is available
+ Direct access to the neonatal unit is provided

» There is a five-bed combined maternal and fetal surveillance triage unit, where urgent care is offered to
women outside their routine clinical appointments

+ Adistinct Day Assessment Unit is available for scheduled appointments

The QMC offers comprehensive maternity services, including inpatient antenatal, intrapartum, and
postnatal care. The fetal medicine service is located on the QMC campus.

» There are two dedicated wards: Ward B26 serves as an 18-bed antenatal unit, while Ward C29
provides 26 postnatal beds, including transitional care cots

» The labour ward accommodates nine women in labour, with an additional four observation beds and
an induction of labour ward

+ Facilities include two obstetric theatres with 24-hour anaesthetic coverage
+ A separate four-bed midwife-led unit known as the Sanctuary Birth Centre
* Abereavement suite

» A standalone triage unit featuring a three-bed triage room and a separate assessment space equipped
with two trolleys

+ The Day Assessment Unit, located on B26, comprises four beds
+ Six lodging rooms are also available for parents with infants admitted to the Neonatal Unit on B26

Community midwifery services are distributed among fifteen teams and bases throughout Nottingham
City and Nottinghamshire. Alongside these geographically organised services, there are also specialist
community midwifery teams dedicated to areas such as adolescent care, alcohol and substance misuse,
mental health, homelessness, and domestic abuse support.

Since 25 March 2024, there is a separate home birth team supporting women who choose to birth at home
24 hours a day. This follows a period of time where the homebirth service became a partial service from
April 2020 during the Covid 19 pandemic but suspended from 16 January 2024 following safety concerns.

1"
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Birth Rate

The number of registrable births (live and stillbirths) at NUH hospital sites from 01 January 2012 to
31 December 2025 is summarised in Table 1 and represented in Diagram 1 below:

Table 1: Number of registrable (live and stillbirths) at NUH hospital sites

YEAR BIRTHS TOTAL

2012 10,097
2013 9,856
2014 9,638
2015 9,812
2016 9,667
2017 9,622
2018 8,937
2019 8,728
2020 8,301
2021 8,082
2022 7,619
2023 7,393
2024 7,218
2025 7,152
TOTAL 122,022

Diagram 1: Hospital Births
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Delivery Rate

The number of babies born at more than 22 weeks gestation at NUH hospital sites from 01 January 2012
to 31 December 2025 is summarised in Table 2 and represented in Diagram 2.

Table 2: Number of babies born at more than 22 weeks gestation at NUH hospital sites

YEAR BABIES TOTAL

2012 9,929
2013 9,720
2014 9,491
2015 9,684
2016 9,508
2017 9,371
2018 8,789
2019 8,596
2020 8,185
2021 7,975
2022 7,508
2023 7,307
2024 7,193
2025 7,150




Demographics (Ethnicity, Age and Deprivation)

Ethnicity of Mothers
Table 3 shows the registerable births (live and stillbirths) at NUH hospital sites from 01 January 2012 to 31

December 2025 by ethnicity group. This has further been represented in Diagram 3.

Table 3: Registerable births (live and stillbirths) at NUH hospital sites by ethnicity group

WEE B ETHNIC GROUP
TOTAL
White Black, Asian or Mixed or Other Not
Black British, | Asian British multiple ethnic known
Caribbean ethnic group
or African groups
2012 10,097 6313 265 730 561 125 2103
2013 9,856 5876 251 691 583 142 2313
2014 9,638 6459 325 828 754 166 1106
2015 9,812 6552 342 859 754 134 1171
2016 9,667 6340 382 882 758 166 1139
2018 8,937 5531 292 732 788 124 1470
2019 8,728 5304 341 776 764 137 1406
2020 8,301 5167 362 807 753 126 1086
2021 8,082 4687 342 758 758 125 1412
2022 7,619 4173 376 771 689 120 1490
2023 7,393 4694 645 1087 766 133 68
2024 7,218 4243 707 1310 791 121 46
2025 7,152 4067 719 1364 753 179 70

Diagram 2: Registerable Births (Live and Stillbirths) at NUH Hospital Sites by ethnicity group
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Age Group of Mothers

Table 4 presents registerable births (including both live births and stillbirths) at NUH hospital sites from 1 January
2012 to 31 December 2025, categorised by maternal age group. Diagram 4 further illustrates these findings.

Table 4: Registerable births (live and stillbirths) at NUH hospital sites categorised by maternal age group

YEAR  BIRTHS ~~ MATERNAL AGE BANDINGS
TOTAL

0-19 20-24 25-29 30-34 35-39 40-44 45+
2012 10,097 408 1824 2772 3002 1637 424 30
2013 9,856 364 1783 2664 2907 1662 446 30
2014 9,638 335 1649 2643 2936 1622 426 27
2015 9,812 304 1578 2779 3001 1684 426 40
2016 9,667 260 1421 2745 2982 1780 447 32
2017 9,522 248 1364 2654 3090 1733 405 28
2018 8,937 231 1245 2457 2804 1730 437 33
2019 8,728 199 1178 2448 2799 1674 394 36
2020 8,301 187 968 2153 2855 1660 440 38
2021 8,082 136 906 2026 2906 1651 419 38
2022 7,619 168 871 1927 2574 1606 438 32
2023 7,393 203 929 1972 2545 1402 303 30
2024 7,218 207 832 1878 2500 1465 309 22
2025 7,152 179 783 1760 2561 1512 324 29

Diagram 4: Registerable births (live and stillbirths) at NUH hospital sites categorised by maternal age group
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Indices of Deprivation

Postcode data is recorded at the individual level for registerable births (including both live births and stillbirths)
occurring at NUH hospital sites from 01 January 2012 to 31 December 2025.

Table 5 presents the number of registerable births at NUH hospital sites, specifying individuals whose home
postcodes are NG, DE, LE, or other areas, from 01 January 2012 to 31 December 2025.

Table 5: Number of registerable births at NUH hospital sites specified by home postcodes

YEAR  BIRTHS __ HOME LOCATION
TOTAL

Nottingham Derby Leicester Other Not in
(shire) Nottingham

(shire)
2012 10,097 8976 545 445 131 11.1%
2013 9,856 8765 552 402 137 11.1%
2014 9,638 8573 519 412 134 11.0%
2015 9,812 8719 508 462 123 11.1%
2016 9,667 8649 427 485 106 10.5%
2017 9,522 8545 444 436 97 10.3%
2018 8,937 7942 455 419 121 11.1%
2019 8,728 7778 399 411 140 10.9%
2020 8,301 7369 420 390 122 11.2%
2021 8,082 7181 403 375 123 11.1%
2022 7,619 6793 375 339 112 10.8%
2023 7,393 6756 348 223 66 8.6%
2024 7,218 6565 319 262 72 9.0%
2025 7,152 6512 346 229 65 8.9%




Conclusion

In summary, Nottingham University Hospitals NHS Trust is one of the largest and most complex maternity
providers in England, delivering care to a diverse population across multiple hospital and community
settings. Over the period covered by this Review, the Trust has experienced substantial organisational,
operational, and leadership challenges, including pressures relating to emergency demand, financial
sustainability, digital transformation, and regulatory scrutiny. These challenges have occurred alongside
significant changes within maternity services, including service reconfiguration, evolving models of
community provision, and fluctuations in leadership across senior clinical and managerial roles.

The maternity service itself provides a broad spectrum of specialist and tertiary care, supporting women
and babies with both routine and highly complex needs across Nottingham City Hospital, Queen’s Medical
Centre, and community services. The demographic profile of the population served reflects increasing
ethnic diversity, varying levels of deprivation, and changing maternal age patterns, all of which have
implications for service demand, equity of access, and clinical risk. At the same time, birth rates and
delivery numbers have shown a sustained decline over the review period.

This background context is important in understanding the environment in which maternity care at NUH has
been delivered. The scale, complexity, and sustained pressures within the organisation provide essential
context for the findings and themes explored throughout this Review.

17



18

Methodology

How We Approached this Review

1. Background

The Independent Review into Maternity Services at Nottingham University Hospitals NHS Trust (NUH),
chaired by Donna Ockenden, was commissioned by NHS England (NHSE) in May 2022. The circumstances
leading to the Review are covered in Chapter 8.

The Review had three key workstreams:

+ To provide an independent clinical review of all known cases of loss, damage or harm experienced
during maternity and neonatal care delivered by NUH between 2012 and 2024 to determine whether
the quality of care provided had any impact on the outcomes experienced;

+ To listen to, engage with and give voice to the experiences of the families who had experienced loss,
injury or harm, both during their maternity and neonatal journey and subsequently;

» To collect and analyse information from the Trust itself, its staff and external stakeholders about the
context and circumstances in which maternity and neonatal care was delivered over this period.

2. Independent Clinical Review

A multidisciplinary Clinical Review Team comprising clinical specialists and governance experts was
sourced through the NHS Procurement Framework. A secure data platform and established data protocols
were inherited from The Review of Maternity Services at Shrewsbury and Telford?*.

While the Review encompassed the period January 2012 to May 2025, it also included families outside
this timeframe, among them 103 families who had participated in the previous NHSE and local clinical
commissioning group thematic review that was subsequently abandoned.

Initially an open book opt-in methodology was implemented. The Trust contacted families within the ToR,
providing them the opportunity to participate in the Review. 1,375 families were initially contacted and 328
responded positively.

The review Team expressed concern that the opt-in nature of participation was proving a barrier to inclusion
and transitioned to an opt-out methodology, whereby all cases meeting the ToR were automatically included,
unless families specifically asked to be excluded. At the conclusion of the Review, participation had risen to
2,536 families with 88 families choosing to opt out (3.5%) [See Table 1]. With some families having more
than one case to review, the total cases reviewed were 2,511. These improvements have contributed to
enhanced data reliability and strengthened the relevance of findings to the local population.

An additional 556 families contacted the Review to share their experiences. While many of these cases
did not meet the ToR for formal inclusion, their perspectives were considered valuable to understanding
the issues at NUH. Of these, 533 families consented to have their stories included in a thematic analysis
[Family and Maternity Experiences]. This self-selecting group gave greater insight into the nature of care
experienced at NUH even when outcomes did not meet the ToR.

24 https://assets.publishing.service.gov.uk/media/624332fe8fa8f527744f0615/Final-Ockenden-Report-web-accessible.pdf


https://assets.publishing.service.gov.uk/media/624332fe8fa8f527744f0615/Final-Ockenden-Report-web-accessible.pdf

Table 1: Family Cohorts and Timing of Entering the Review [Not including cases entering Review via alternative routes]

COHORT NUMBERS OPTOUT RUNNING TOTAL
Previous review families 99 0 99
Open books 1, 2 and 3 1093 50 1142
Open book 4 86 3 1225
Open book 5 49 2 1272
Open book 6 23 1 1294
Open book 7 8 0 1302
Open book 8 12 0 1314
Open book 9 10 1 1323
Open book 10 10 1 1332
Open book 11 12 0 1344
Open book 12 16 1 1359
Open book 13 7 0 1366
Open book 14 7 0 1373
Open book 15 9 0 1382
Open book 16 2 0 1384
Open book 17 3 0 1387
Extended Open Book Neonatal 281 17 1651
Extended Open Book Stillbirths 28 6 1673
Totals 1755 82 1673

3. Data Platform

Access to the families’ maternity records was facilitated by NUH through the upload of shared patient
information to the electronic document and records management platform CCube, commissioned by
NHSE. The Review’s secure server and information governance protocols, overseen by a certified external
IT service protected all data provided by families themselves, the Trust, and generated by the clinical
specialist reviewers.

All cases meeting the ToR were reviewed by at least two clinical specialists, with other members of the
multidisciplinary team included as required. Following review of all clinical notes, family interview transcripts,
and other documentation within the maternity records, each case was graded using the Confidential
Enquiry into Stillbirths and Deaths in Infancy grading system as follows:

Grade 0 — Appropriate care in line with best practice at the time.

Grade 1 — Minor concerns; care could have been improved but different management would have made
no difference to the outcome.

Grade 2 — Significant concerns; suboptimal care in which different management might have made a
difference to the outcome.

Grade 3 — Major concerns; suboptimal care in which different management would reasonably be expected
to have made a difference to the outcome.
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Where cases received a Grade 3, an additional evaluation was performed by the designated clinician to
uphold the integrity of the assessment and examine the findings thoroughly.

On completion, each case was subject to a quality review by another clinician to verify that all data had
been entered, all relevant clinicians had completed reviews, and to ensure consistency in grading. Once
verified, individual family feedback was prepared based on the findings.

This process enabled the Review to identify potentially avoidable incidents — including where this could not
be established with reasonable certainty — as well as broader areas for improvement in care. Limitations to
this outcomes-based grading system are discussed further in the report.

4. Family Feedback

Every family whose case has been reviewed will receive personal and individual feedback. This will be
distributed promptly following the publication of this report in phased intervals from July to December 2026,
depending on the family’s entry point into the Review. Feedback will detail the final grading assessment,
provide a summary of the care provided, and include the rationale behind the assigned grade. Recognising
that some families may have anticipated higher gradings, or may be surprised by identified issues in their
care, support processes will be established to ensure clinical staffing of telephone lines and continuous
access to psychological support.

For all instances of maternal death, and for care assessed as Grade 2 or 3, families will be offered the
opportunity to participate in face-to-face meetings, either through video conferencing or in person in
Nottingham.

5. Family Engagement

The Review employed both proactive and reactive strategies to engage families, facilitating their participation
in the development process and fostering a genuinely co-designed methodology.

The Review’s website and social media channels were launched at the outset of the Review, serving
as key platforms for disseminating information, keeping families informed, and providing a directory of
resources including local, regional and national charities and organisations. The website offers content in
the eight most widely spoken languages in Nottinghamshire and presents updates both written and video
formats to enhance accessibility.

The Review Team conducted desk research to gain an understanding of Nottinghamshire’s population,
informing decisions such as offering translated correspondence and integrating a translation tool within
the website.

Family engagement was systematically developed throughout the Review to address families’ evolving
needs. The Chair fostered strong, collaborative relationships with families, creating an environment that
encouraged ongoing feedback and maintained accountability regarding the Review’s methodology and
any adjustments made to it. These feedback meetings provided valuable insights that shaped both the
communication approach and engagement strategy.

Ensuring representation from seldom-heard communities was a critical aspect of the Review. Groups
frequently under-represented in public decisions or services, including global majority communities,
people with disabilities, individuals experiencing social exclusion or restricted access to information,
and families affected by poverty, were proactively engaged to facilitate their meaningful participation,
rather than categorised as ‘difficult to reach’. Targeted strategies included partnership with organisations
such as Nottingham Women’s Centre, which supports individuals experiencing financial hardship and
homelessness, and outreach to those working alongside refugees and asylum seekers.

As part of its engagement efforts, the Review provided lunch during group family meetings and, in specific
contexts — such as sessions at Nottingham Women’s Centre and home visits supported by interpreters —



offered compensation for participation in line with The National Institute for Health and Care Research?
and NHS? guidelines.

5.1 Family and Community Voices Group

At the outset of the Review, the Chair formed a Family and Community Voices Group consisting of four
members from the original families group, alongside representatives from diverse local community groups.
The Group convened over a 10-month period from June 2023 to March 2024 and provided meaningful
insights into developing a comprehensive and inclusive strategy for communications and engagement.
The group informed a number of aspects of the Review, including:

* The transition from an opt-in to an opt-out methodology.
» The development of informational videos in the primary languages spoken throughout Nottinghamshire.

» The introduction of the ‘purple envelope approach’, ensuring families could easily recognise
correspondence from the Review Team and to open it at a time when they felt emotionally prepared
and supported.

* Remaining attentive to cultural differences among various groups.

5.2 Family Voices

All families participating in the Review were offered the opportunity to meet with a senior clinician, and
some also engaged directly with the Chair through video conferencing or in-person sessions. Families
who had experienced maternal death were invited to a face-to-face meeting with the Chair. In total, 459
family meetings were conducted with clinicians or the Chair. These sessions were recorded and manually
transcribed by professional transcription services to ensure accuracy. Interviewers reviewed the transcripts
before they were forwarded to families, giving them the opportunity to clarify or include additional information.

The transcripts underwent thematic analysis to inform the Family and Maternity Experiences chapter and
to provide the vignettes and quotations that support the conclusions presented in this report.

Families who contacted the Review but whose outcomes did not meet the ToR were offered the opportunity
to share their perspectives by telephone or email. Although their outcomes were often not adverse, their
accounts frequently echoed themes identified in the family interviews, providing valuable additional insight
into the issues at NUH maternity services.

Psychological support services were available to all families participating in the Review, in recognition of
the potential emotional impact. A total of 482 families accessed support through this independent external
specialist resource, and the diversity among families who used these services reflects the effectiveness of
the Review’s engagement strategies.

5.3 Family Meetings and Stakeholder Engagement

One of the drivers for this Review was the unsatisfactory experiences of many families within NUH
maternity services and the ongoing difficulties they encountered when attempting to voice concerns. These
encompassed challenges with the Trust's complaints and governance processes, as well as broader
issues regarding the role of professional regulators such as the Nursing and Midwifery Council (NMC) and
General Medical Council (GMC).

25 NIHR (2025) Payment for public involvement in health and care research: a guide for organisations on employment status and tax. Available from:
https://www.nihr.ac.uk/about-us/who-we-are/policies-and-guidelines/public-contributor-reward-policy/organisations-employment-status-and-tax

26 NHS HRA Payment for public involvement in health and care research: a guide for organisations on employment status and tax. Availa-
ble from: https://www.hra.nhs.uk/planning-and-improving-research/best-practice/public-involvement/resources/payment-public-involve-
ment-health-and-care-research-guide-organisations-employment-status-and-tax/
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Family meetings were convened in Nottingham every two months, with representatives from the NMC,
GMC, Police, Family Psychological Support Service, media, local MPs, and charities in attendance. These
sessions provided stakeholders with progress updates on the Review and gave families the opportunity to
put questions directly to those representatives.

Meetings were held in venues that were conveniently located and accessible by public transport, with
provision for families requiring disabled access. Créche services, lunch, and parking were provided for
all participants, and travel and related costs were covered for families experiencing significant financial
hardship.

6. Working with Stakeholders

6.1 Working with NUH

During the Review, the Chair established a constructive working relationship with the CEO and senior
leadership team at the Trust, fostering open and transparent communication.

Through relevant information sharing agreements, the Trust efficiently facilitated the transfer of substantial
volumes of data throughout the review period. This encompassed, but was not limited to, all clinical policies,
maternity and board meeting minutes— including those from quality assurance meetings— external reviews
and reports (such as MBRRACE-UK and Care Quality Commission (CQC)), Clinical Negligence Scheme
for Trusts compliance materials, corporate policy documents, staff rotas, and staff survey results.

The Review Team established a process with NUH for requesting additional information relating to both
individual cases and organisational policies and processes. In total, 1,200 supplementary requests were
issued to the Trust, with a further 50 made to external Trusts.

When urgent safety issues arose, they were escalated without delay to the CEO of the Trust via the Chair
to enable prompt action and resolution. Families who contacted the Review, whether as participants or to
report immediate concerns, were referred back to the Trust directly. In total, 268 escalations were made,
enabling the Trust to ensure timely resolution and appropriate safety management.

The Review Team delivered direct feedback at ‘Learning and Improvement’ meetings held every two
months. These were convened between the CEO of the Trust, the Review Chair, the Chief Nursing Officer
for England, the Regional Chief Nurse, the National Clinical Director of Maternity, and the Improvement
Director and Policy Adviser for NHSE, alongside key members of the Trust’s executive team. The objective
was to facilitate prompt learning and improvement as concerns were identified during the course of the
Review. A log of decisions and actions was systematically maintained under the supervision of the Chief
Nurse. Of 19 scheduled sessions, 17 took place. As at January 2026, 135 actions for learning had been
identified, which will continue to be monitored following publication of this report.

The Review depended on the Trust’s collaboration to disseminate timely updates, essential information,
and correspondence to all staff members. Through coordinated efforts, both the Review and the Trust
provided consistent support to staff and ensured prompt responses to any concerns raised throughout the
process.

6.2 Nottinghamshire City Councillors, County Councillors, and Members of Parliament

The Chair maintained regular dialogue with City and County Councillors and the Nottinghamshire and
Derbyshire Members of Parliament, all of whom received regular updates on the Review. Councillors and
Members of Parliament worked in partnership with the Review Team to promote accurate information
about the Review, including through posters displayed in council buildings and items in their constituent
newsletters.



Local Members of Parliament attended family meetings to offer their support, meeting with families both
in group settings and individually, and inviting families to participate in All-Party Parliamentary Groups on
topics such as baby loss.

Regulatory Bodies

Erosion of trust in NHS regulators has been a specific feature of the experience of Nottingham families,
mirroring increasing national scrutiny.?” The Review sought to promote effective dialogue between families,
the NMC and GMC, delivering timely insights and feedback while seeking to minimise the impact of
subsequent investigative processes on families already navigating traumatic experiences and ongoing
proceedings.

Initial early meetings with regulators, held at the request of families, were fraught,* with families relaying
that they perceived them as ‘part of the system’ that had let them down. Families reported that:

» There was a lack of engagement from both the NMC and the GMC;
+ investigative processes took too long;

+ cases were closed down without involving the families;

+ the professional voice was believed over and above that of families;

* many families were unaware that, as members of the public, they could refer concerns to professional
bodies;

+ the current process was ineffective where the Responsible Officerzs at the Trust was not independent
or acting with integrity; and,

+ the language and tone of communications with families was not trauma-informed.

While families understood that not all concerns would lead to regulatory action, the lack of weight given
to those concerns left them feeling that they were ‘knocking on a closed door’ and that poor practice was
being allowed to continue. They also raised concerns that students were still being placed at a Trust that
was the subject of a maternity review and had received poor CQC inspections.

Discussion arose regarding the limitations of the GMC'’s five-year rule?, which restricted families’ ability
to bring fitness-to-practice cases and meant that many, who were previously unaware of the GMC were
unable to make historical referrals. It was noted, however, that this rule could be overridden where it was
considered to be in the public interest, such as in the context of an independent review.

These interactions provided significant insights into the effects of regulatory processes on affected
families. The Review helped to facilitate engagement, supporting families in navigating their experiences
and ongoing proceedings. Apologies from regulators were forthcoming, but families made it clear that they
needed to see action®. It was agreed that:

+ The NMC and GMC would attend the two-monthly meetings with families to aid accountability and
transparency;

+ information sharing protocols would be established for the transfer of emerging concerns in real time
between the Review and the regulatory bodies;

» the NMC and GMC would improve public awareness of their function and how to refer concerns
[Leaflet already created by NMC signposting to GMCJ3

27 Minutes of meeting held 19 June 2023, Families’ meeting with GMC/NMC.

28 Designated responsible officer who holds legal accountability for medical revalidation, fitness to practice and liaising with regulatory bodies
29 https://www.gmc-uk.org/cdn/documents/dc12553--guidance-for-decision-makers-on-the-five-year-rule--external-_pdf-82134517.pdf

30 Provides an outline of the ongoing work Regulators have undertaken to support the Review, see Appendix.

31 https://www.nmc.org.uk/globalassets/sitedocuments/factsheets/raising-aconcern-about-your-maternity-care.pdf
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» the NMC and GMC would set up ‘case surgeries’ locally to give harmed families easier access to
regulators;

+ the role of both regulators to be made clear — that their purpose is not to punish, but to ensure the
safety of public;

+ the ‘five-year rule’ would be challenged.??

Throughout the Review, the identification of individual registrants proved challenging owing to signatures
and designations in records being absent or illegible. This hindered the efficiency and effectiveness of
regulatory investigations. The implementation of digital records is expected to address this in part, though
challenges will persist in relation to historical cases.

6.3 Royal Colleges

Quarterly updates were held between the Chair and the Royal College of Obstetricians and Gynaecologists
and the Royal College of Midwives. The Chair was also invited to present at conferences in obstetrics and
gynaecology hosted by the Royal College of Anaesthetists to discuss the Review process and share key
insights.

6.4 HM Coroner

Direct communication between HM Coroner and the Chair facilitated the identification of a previously
unrecognised cohort of neonatal cases, particularly those where infants were born at one Trust and
subsequently transferred to NUH for neonatal intensive care. As a result, a group of extended neonatal
open book cases was established for review. A total of 256 cases were identified during the review period,
all of which underwent screening; 16 were determined to require comprehensive neonatal review.

6.5 Nottingham University Medical Schools

Through collaboration with the Medical Schools, the Chair engaged with medical students and resident
doctors across paediatric, neonatal, and obstetric and gynaecological specialties. Their feedback provided
insight into the culture within the Trust and highlighted challenges currently faced in the units.

This engagement also facilitated a connection with the Jewish community through the medical school
Dean, with additional information about the Review disseminated to families via the Nottingham Liberal
Synagogue newsletter.

6.6 Working with Operation Perth

Operation Perth is Nottinghamshire Police’s investigation into deaths and serious injuries related to
maternity care provided by NUH, running in parallel with this Review.

Operation Perthcommenced in spring 2024 and continues to engage with families, individuals, organisations,
and services to identify cases that meet the threshold for a police investigation and to support affected
families.

The investigation reviews material examined by this Review to identify whether, on the balance of
probabilities, a criminal offence occurred. Offences within scope include gross negligence manslaughter
and serious assaults under the Offences Against the Person Act.

32 Since March 2026, the UK government is actively seeking to change the GMC ‘five-year rule’ as part of a wider overhaul of medical regula-
tion. https://www.gmc-uk.org/news/news-archive/gmc-welcomes-plans-to-reform-restrictive-legislation#:~:text=And%20end%20t0%20the %20
"five,a%20requirement%20to%20consult%20stakeholders.
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In May 2025, Operation Perth disclosed that NUH is subject to a corporate manslaughter investigation to
ascertain whether there has been a gross breach in the duty of care owed by the organisation in providing
maternity or neonatal services, which has caused or contributed to any person’s death.

The operation is structured using Major Incident Room Standardised Administrative Procedures (MIRSAP)3?
facilitated by the Home Office Large Major Enquiry System (HOLMES).3 It is led by a Senior Investigating
Officer (S10) and supported by Deputy Senior Investigating Officers (D/SIOs).

Home Office Special Grant Funding has been secured to support the investigation, which involves around
70 police staffin roles including investigators, disclosure experts, researchers, analysts, HOLMES indexers,
document readers, and investigative supervisors.

Nottinghamshire Police remains committed to conducting a thorough and transparent investigation to
ensure accountability and justice for the affected families.

7. Local and Regional Media

The Review maintained a strong and constructive relationship with local, regional, and national press,
which contributed significantly to its reach and public profile. Media campaigns and interviews enabled the
press to raise awareness of the Review among the local population and ensure ongoing communication
about its progress.

As part of our regular monthly visits to Nottingham, the Review Team conducted interviews with local and
regional media outlets, disseminating information to the public and promoting community participation.

Our established media contacts consist of organisations operating across print, digital, and broadcast
platforms. These contacts include:

+ BBC East Midlands Today

+ BBC Radio Nottingham

* Notts TV (no longer in broadcast)
< 1TV

« ITN

» Nottingham Post

+ PA Media

+ Hits Radio

+ Gem Radio

* The Guardian

+ Sky

+ Kemet FM

The Chair of the Review has also conducted supplementary interviews with:
« HSJ

« LBC

* Woman’s Hour (Radio 4)

33 Major Incident Room Standardised Administrative Procedures (MIRSAP) are national standards for managing information in major crimes, such
as homicides, within UK policing. Updated by the NPCC in 2021, MIRSAP ensures consistent recording, linking, and processing of investigation
data through the HOLMES computer system to support Senior Investigating Officers.

34 The Home Office Large Major Enquiry System (HOLMES) is a specialised computer system used by UK police forces to manage large-scale in-
vestigations, such as murders, complex frauds, and major disasters. It centralises data, enabling real-time collaboration, document management,

and cross-referencing of evidence across different police forces.
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* The Independent
» The Guardian

» Capital FM

+ Global Radio

* BBC

* The Daily Mail

» The New Statesman
» Sky

* The Telegraph

* The Times

* Channel 4

Some of these interviews focused on Donna Ockenden’s background and professional experience,
including her conduct of earlier reviews, rather than directly on this Review. They nonetheless contributed
positively to its visibility and reputation.

One of the Review’s most notable media engagements took place at Kemet FM, an urban radio station in
Nottingham dedicated to the music and culture of the city’s African and Caribbean communities. In April
2024, Donna Ockenden and Anthony May, Chief Executive of the Trust, participated in an interview that was
broadcast throughout Nottinghamshire and the Caribbean. The appearance led to increased engagement
from Black families; notably, one family reported learning about the Review from relatives in the Caribbean
who had heard the broadcast. The interview also facilitated the establishment of a relationship with the
Majority Black Led Churches (MBLC), through connections between Kemet FM journalists and the MBLC.

8. Social Media

The Review managed social media accounts on Facebook, Instagram, and X (formerly Twitter). These
platforms served as supplementary channels for communicating updates to families on topics including
family events, progress reports, team introductions, and initiatives to encourage engagement.

9. Ockenden Maternity Review Website

The Review’s website serves as an information hub for families, offering content in the eight most widely
spoken languages in Nottinghamshire. It explains the Review’s purpose and scope while directing users
to relevant resources. To enhance accessibility, updates are presented in both written and video formats.

Contentincluded announcements, updates, event details, a directory of support charities and organisations,
monthly update videos, and dedicated sections covering the ToR, opt-out arrangements, family feedback,
frequently asked questions, biographies of the Review Team, and contact information.

This approach supported a consistent response to emerging themes requiring further analysis, while
ensuring coherent communication across all phases of the Review.

In June 2024, for example, in response to emerging concerns relating to medical termination of pregnancy,
the Review issued an appeal for families to share their antenatal experiences. Given the sensitivity of
this aspect of maternity care, the Review Team sought guidance from Antenatal Results and Choices, a
charity supporting families facing decisions after difficult antenatal test results. Their expertise informed the
development of appropriate wording and a considerate outreach strategy. Information was subsequently
distributed to GP surgeries, local community organisations including the MBLC, and regional media outlets.



The Review Team served as the primary channel for communicating with families on matters that may
affect them, acting as an intermediary between stakeholders and families.

One effective example occurred when police discovered that data containing information on numerous
cases within the Review had been intentionally deleted.?> A prompt and supportive response was necessary
to ensure that families were kept informed and reassured. The Review Team used their experience of
working with families to help develop appropriate communications and set of answers to likely questions
from families, and the team was augmented in order to handle the families’ questions and concerns
promptly and effectively.

This experience reinforced the importance of ongoing engagement with regulators to facilitate the
broader dissemination of insights and feedback. Regulators participated in family meetings to clarify
their responsibilities and established open surgeries to give families easier access to regulatory support.
Information sharing agreements between the Review and regulatory bodies ensured that emerging
concerns about specific clinicians could be brought promptly to regulators’ attention, supporting their
mandate to protect the public.

10. Delays in Publication

Delays in publication were inevitable given the iterative nature of the Review and the successive expansions
of its ToR and scope. Particular pressures arose during the resident doctors’ strikes: as senior clinicians
working within the NHS had reduced capacity to undertake work for the Review due to the increased
clinical demands in their own Trusts. Similar pressures were felt during holiday periods, when NHS staffing
requirements reduced reviewers’ availability.

11. Oversight and Reporting to NHSE

The Chair provided reports to the Oversight Committee every two months to track progress in accordance
with the Review’s ToR. The Oversight Committee was led by the Chief Nursing Officer for England, who
was responsible for delivering oversight and strategic guidance throughout the Review.

Concurrently, the Contract Delivery Committee was established to monitor the progress of the Review, with
particular emphasis on case completion, deliverables, key performance indicators, and financial oversight.
These meetings, held every two months, were attended by the Review Chair and presided over by the
Programme Director for NHSE, with membership also comprising the Finance Lead and Commercial Lead
from NHSE.

12. Closedown to the Review

The Review closed to new families on 31 May 2025.

13. Cost of the Review

The structure and process described in this chapter, and the significant volume of work and communication
required to conduct a Review of this scale, explain the expenditure associated with the Review. It has
been essential to ensure that public funding is used with maximum efficiency and that all outputs are of a
sufficiently high standard. All costs have been accounted for on a monthly basis, encompassing routine
administrative expenses through to the management of multiple secure platforms.

To provide more context, NHS Resolution settled clinical negligence claims related to maternity care,

35 https://www.theguardian.com/society/2025/jun/10/loss-of-data-relating-to-inquiry-at-nottingham-universities-nhs-trust-most-likely-deliberate-say-po-
lice
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totalling £1.3 billion in 2024/25%, representing 42% of the total value of all notified clinical negligence
claims. The high cost of these claims reflects the life-altering, long-term impacts and significant hardships
faced by affected families. Beyond these direct costs, the indirect consequences of relationship breakdown,
loss of employment, and broader familial disruption represent significant factors within the wider landscape
of healthcare economics. Improving maternity safety must therefore remain a critical priority — not only to
prevent individual suffering but to safeguard public funds for the broader benefit of healthcare services.

By implementing the actions recommended in this report, the cost of the Review will represent a fraction of
the potential savings associated with preventing birth injury and baby loss.

14. Conclusion

The methodology underpinning this Review has been designed from the outset to be rigorous, inclusive,
and transparent. The scale of participation — over 2,400 families, 459 family meetings, and more than
2,500 cases reviewed — reflects both the extent of harm experienced at NUH and the commitment of
families to ensuring that their experiences are heard and acted upon. Throughout the process, the Review
has sought to maintain the trust of families, work constructively with the Trust and its partners, and deliver
findings of sufficient quality and credibility to drive lasting improvement. The actions set out in this report
represent the culmination of that work. Their implementation is now the responsibility of NUH, NHSE, and
the wider system.

36 NHSR (2025) Annual report and accounts. Available from: https://assets.publishing.service.gov.uk/media/687a2dae312ee8a5f0806b6f/nhs-reso-
lution-annual-report-and-accounts-2024-to-2025-hc1065-web-accessible.pdf


https://assets.publishing.service.gov.uk/media/687a2dae312ee8a5f0806b6f/nhs-resolution-annual-report-and-accounts-2024-to-2025-hc1065-web-accessible.pdf
https://assets.publishing.service.gov.uk/media/687a2dae312ee8a5f0806b6f/nhs-resolution-annual-report-and-accounts-2024-to-2025-hc1065-web-accessible.pdf

Our Findings Following
the Review of Family Cases

This Independent Review examined the experiences of over 2,500 families who received maternity and
neonatal care at Nottingham University Hospitals NHS Trust (NUH) between 2012 and 2025. Through
detailed case reviews, engagement with families and over 800 current and former staff members,
examination of governance documentation, and analysis of external reports and regulatory findings, the
Review identified long-standing and deeply embedded systemic failures across multiple areas of maternity
and neonatal care.

Grading of Care

All the clinical incidents were reviewed by members of the Review Team which comprised obstetricians,
midwives and other specialist as appropriate. The clinical care was graded using an established grading
of care scoring system (CESDI). Further details of how this system was used is laid out in detail within the
methodology section of the report.

Overall Statistics

Upon conclusion of the Review, rigorous data cleansing was conducted to ensure an accurate and
equitable representation of the local statistics for Nottingham University Hospitals (NUH). Following the
systematic exclusion of families who elected to opt out, unvalidated records, cases determined to be
outside the Terms of Reference (TOR) post-review, and the neonatal extended open book cohort, a final
sample of 2,030 families was retained. Within this cohort, numerous instances involved multi-case reviews
or concurrent maternity and neonatal gradings. Table 1 delineates the annual distribution of case gradings
alongside the corresponding percentages of cases designated as Grades 2-3, which signify potentially
avoidable outcomes. These longitudinal trends and avoidability metrics are visually illustrated in Charts 1
and 2. Clinical review findings for each major incident category is shown in Table 2.
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Table 1: Clinical Cases by Year and Grading

MATERNITY MATERNITY % OF TOTAL NEONATAL NEONATAL % OF TOTAL

YEAR CASES GRADED GRADED GRADED GRADED GRADED GRADED
0-1 2-3 2-3 0-1 2-3 2-3

Pre 2012| 82 54 26 32% 38 8 10%
2012 146 117 28 19% 61 4 6%
2013 155 119 37 24% 75 5 6%
2014 171 128 41 24% 86 4 4%
2015 156 123 30 20% 84 6 7%
2016 148 116 32 22% 78 2 3%
2017 158 110 45 29% 73 3 4%
2018 138 103 33 24% 67 5 7%
2019 134 103 31 23% 55 6 10%
2020 146 117 27 19% 70 7 9%
2021 169 128 36 22% 73 13 15%
2022 155 118 33 22% 76 4 5%
2023 128 97 28 22% 45 7 13%
2024 104 81 17 17% 40 2 5%

Jan-May | 36 33 0 0% 16 0 0%
2025

Totals | 2026 1547 444 937 76

Average 21% 6%
%




Chart 1: Percentage of Maternity Cases Graded 2-3 Year
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Table 2: Clinical Review Findings for each of the Major Incident Categories

GRADING OF CARE PERCENTAGE
REVIEW NUMBER SCORES 2 OR 3 OF CARE AT

TYPE OF REVIEWS  (WHERE GRADED) GRADE 2 AND 3

INCIDENT CATEGORY 0 o e 9

Maternal Death 27 11 8 5 1 21.4%
Massive Obstetric Haemorrhage 115 32 | 52 26 4 26.1%
4th Degree Tear 142 42 | 79 19 1 14.1%
Severe PET 76 15 | 39 20 1 28.6%
Unexpected Admission to ITU 130 27 55 32 | 13 35.6%
o,
Stillbirth Mother 462+ 184 | 182 76 | 17 20.1%
Baby* 21 6 1 0 0.2%
Mother 34 | 53 59 | 34 50.3%
HIE 185
Baby 108 | 62 11 1 6.5%
Mother 123 | 97 20| M1 12.0%
Neonatal Death 258**
Baby 140 | 75 23 8 12.0%
Cerebral Pal Mother 19 4 | 10 4 1 26.3%
erebra
alsy Baby 12| 3 4] o 21.1%
Mother 29 | 20 7 0 11.5%
IVH 61**
Baby 27 | 25 6 1 11.5%
Mother 5 5 1 0 0.0%
PVL 11
Baby 4 6 0 0 9%
Mother 4 9 8 0 38.1%
Stroke 21
Baby 12 9 0 0 0.0%

*WHERE RESUSCITATION WAS ATTEMPTED, ** INCLUDING MULTIPLES BIRTHS



Ethnicity Data

Ethnicity data was available for 99% of the families included in the Review. This metric relies on unverified
source information supplied by the Trust, supplemented by data extracted from medical records by the
Review Team. Proportionally, the Trust holds known ethnicity data for only 87% of the birthing population;
however, through the integration of the additional information secured by the Review, the data availability
threshold was elevated to 99%.

Table 3: Ethnicity Data for Mothers in the Review

COMPARATIVE DATA =

ETHNICITY NUMBERS PERCENTAGE DEMOGRAPHIC OF WOMEN ODDS RATIO
(ROUNDED) GIVING BIRTH AT NUH
DURING REVIEW PERIOD*
White 1469 74% 62% 1: 1.19
Black 164 8% 5% 1: 1.60
Asian 218 1% 10% 1. 1.07
Mixed 81 4% 8% 1: 0.50
Other incl Chinese 47 2% 2% 1: 1.00

Table 4: Gradings of Maternity Care by Ethnicity

GRADE OF

MATERNITY CARE 0-1 (OA)) 2 (/OA)) 3 (nl%)
BY ETHNICITY
(WHERE GRADED)

White 7% 18% 5%

Black 78% 18% 4%

Asian 76% 19% 5%

Mixed 83% 13% 4%

Other 84% 9% 7%

Table 5: Gradings of Neonatal Care by Ethnicity

GRADE OF
NEONATAL CARE 0-1 (%)

BY ETHNICITY
(WHERE GRADED)

White 93% 6% 1%

Black 94% 5% 1%

Asian 93% 7% 0%

Mixed 86% 11% 3%

Other 92% 8% 0%
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Deprivation Data Analysis

The Index of Multiple Deprivation (IMD) serves as the primary metric to evaluate socioeconomic status
by proxy of geographic location. This index categorises geographical areas into deciles on a scale from 1
to 10, wherein Decile 1 denotes the highest concentration of relative deprivation and Decile 10 signifies
the lowest.

To identify socioeconomic trends within the evaluation cohort, residential postcodes collected from
participating families were cross-referenced using the Postcode IMD Decile Mapper.®” This process
facilitated the mapping of participant distribution across national deprivation brackets to establish a baseline
demographic profile which was then separated by ethnicity (Chart 3). This identified that 35% of the cases
within the Review came from the IMD 1 and 2 (20%) giving an odds ratio of 1:1.75 for families living with
poverty, this endorses the wider picture of maternity care across the UK.

Chart 3: IMD Decile and Ethnicity

B Asian Black B Mixed M Other H White

= N W b OO0 O N 00 © O

0 100 200 300 400

Maternal Deaths

The Review of maternal deaths demonstrated the devastating and enduring impact of maternal mortality
upon families and communities. 27 maternal deaths associated with maternity care provided at NUH
between 2006 and 2024 were reviewed. Although many women received appropriate care, the Review
identified cases in which different management may have altered outcomes. Themes included failures in
escalation, inconsistent multidisciplinary working, communication challenges and variation in continuity of
care for women with complex medical conditions.

The experiences of bereaved families described throughout the Review were among the most distressing
accounts heard by the Review Team. Whilst some families received compassionate and exemplary
bereavement care, others described insensitive communication, poor coordination of care, inadequate
facilities and failures to uphold dignity following the death of a mother or baby. The Review identified
serious failings in post-death care processes, including failures in mortuary systems, communication and
information handling, which caused additional and avoidable trauma to grieving families.

Maternal Morbidity

The principal categories of major incidents associated with maternal morbidity comprised fourth-degree
perineal tears, unanticipated admission to the Intensive Care Unit (ICU), severe pre-eclampsia toxaemia

37 Ministry of Housing, Communities and Local Government, 2025



(PET), and massive obstetric haemorrhage (MOH; defined as blood loss exceeding 3 litres). Our Review
suggests that unanticipated admission to ICU represented one of the most preventable adverse maternal
outcomes, followed by severe PET and MOH. These categories are considered in greater detail within the
relevant chapters.

Complications arising during pregnancy and childbirth may have profound and enduring consequences
for mothers and their families. These effects are not solely physical; there is also a substantial associated
psychological impact, particularly where the experience is compounded by suboptimal or unkind care.
Although this issue is explored further in Chapter 12, given that many of these maijor clinical outcomes may
be preventable, the imperative for improvement should not be underestimated.

Stillbirth

The neonatal chapter identified several systemic factors relevant to stillbirth prevention and the management
of babies compromised around the time of birth. The Review Team described long-standing pressures within
the Nottingham neonatal service, including chronic capacity issues, split-site working, delayed access to
intensive care, and insufficient consultant availability overnight. Concerns were also identified regarding
delays in emergency neonatal resuscitation, equipment preparedness, and failures to follow national
newborn life support guidance. The Review found that some babies born following significant antepartum
haemorrhage or placental abruption experienced delays in recognition and treatment of severe blood loss,
including delayed emergency transfusion. These findings suggest that organisational pressures, delayed
escalation, and deficiencies in emergency response systems may have contributed to adverse perinatal
outcomes and increased risks for babies experiencing severe intrapartum compromise

Hypoxic-Ischaemic Encephalopathy (HIE) Summary

The Review found that the Trust had appropriate national guidance and structured assessment processes
for therapeutic hypothermia in babies with HIE, and that in most cases care was good and in line with
national standards. However, recurring concerns were identified regarding delays and deviations in cooling
practice. Passive cooling was routinely continued within the neonatal intensive care unit beyond what
national guidance recommended, potentially impairing neurological assessment and delaying active
cooling. Several babies experienced delayed achievement of target cooling temperatures, including cases
where active cooling commenced after the recommended six-hour treatment window. Additional concerns
included delayed cerebral function monitoring and one case where coagulation abnormalities during
cooling may have contributed to worsening intracranial haemorrhage. The Review also identified cases
where prolonged untreated hypoglycaemia may have compounded hypoxic brain injury. Overall, while
most HIE management was appropriate, the Review concluded that inconsistent adherence to evidence-
based cooling pathways created avoidable risks of further neurological injury in a small number of babies.

Neonatal Death

The Review concluded that most neonatal care at the Trust was good or excellent, but identified a small
number of cases where care contributed, or was likely to have contributed, to neonatal death. The most
significant overarching finding was that the neonatal service operated for many years under severe and
sustained capacity pressure across two sites, with overcrowding, frequent transfers of critically ill babies,
and insufficient consultant cover out of hours. Specific concerns linked to neonatal deaths included delays
in emergency blood transfusion for babies with severe blood loss, failures in airway management with
repeated intubation attempts and preventable extubations, delayed escalation to senior clinicians, and
failures to follow agreed difficult airway plans. Several babies died following hospital-acquired infections,
including Pseudomonas sepsis, within environments described as overcrowded and lacking adequate
isolation facilities. The Review also identified avoidable failures in recognising and managing severe
neonatal hypoglycaemia, some resulting in collapse, seizures, brain injury, or death. The Review concluded
that chronic under-resourcing, delayed implementation of safety improvements, and inconsistent learning
from incidents increased the risk of avoidable neonatal harm and mortality.
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Cerebral Palsy

The Review Team identified several areas of neonatal care associated with risks of acquired brain injury
and potential long-term neurodevelopmental impairment, including cerebral palsy. In particular regarding
delayed or inconsistent management of HIE, prolonged untreated hypoglycaemia, delayed emergency
transfusion in severely anaemic babies, recurrent hypoxia during repeated intubation attempts, and
inadequate management of coagulation abnormalities during cooling therapy. The Review described cases
where babies experienced severe hypoglycaemia with prolonged low blood glucose levels, seizures, or
hypoxic brain injury, noting that some of these injuries were avoidable and may have compounded existing
neurological damage. Delays in achieving therapeutic hypothermia targets and repeated episodes of
collapse or oxygen deprivation during airway management were also identified as significant risks for
permanent neurological injury. While the Review did not specifically quantify cases of cerebral palsy, it
identified multiple examples where failures in neonatal care may have contributed to long-term brain injury
and adverse neurodevelopmental outcomes.

Neonatal Care

The neonatal review identified many examples of compassionate and high-quality neonatal care, with
outcomes overall in line with national expectations. However, important concerns remained regarding cot
capacity pressures, transfer arrangements, consultant cover across geographically separate neonatal
intensive care units, and inconsistencies in aspects of neonatal safety and escalation processes. The
Review found examples in which capacity pressures resulted in multiple transfers of vulnerable babies
between units, exposing them to additional clinical risk.

Maternity Care

The findings of this Review demonstrate that, over a prolonged period, women, babies and families were
failed by a service which too often did not listen, did not learn, and did not respond adequately when
concerns were raised. Whilst examples of excellent and compassionate care were identified throughout
the Review, these frequently existed despite wider organisational and cultural problems rather than
because of the systems and leadership supporting them.

The Review found repeated failures in fundamental aspects of safe maternity and neonatal care. These
included deficiencies in antenatal risk assessment, fetal surveillance, triage processes, escalation of
clinical concerns, intrapartum monitoring, postnatal care, neonatal management and bereavement support.
Across multiple cases and over many years, opportunities to recognise deterioration, escalate concerns
and intervene appropriately were missed.

Women and families consistently described experiences characterised by poor communication, fragmented
care, lack of compassion and failure to listen to their concerns. Many women reported feeling dismissed,
disempowered or blamed when expressing anxiety or reporting symptoms including reduced fetal
movements, pain, hypertension and postnatal deterioration. Families repeatedly described circumstances
in which they felt they were not listened to until clinical situations became critical.

The Review identified recurring concerns regarding triage and escalation processes. Women frequently
described difficulty accessing assessment and advice and reported interactions in which service pressures
appeared to influence decision-making. In several cases this contributed to delays in assessment, treatment
and escalation of care.

Significant concerns were identified regarding intrapartum care, including failures in fetal heart rate
monitoring, CTG interpretation, recognition of fetal compromise and escalation to senior clinicians. In a
number of cases these failures contributed to severe neonatal injury, stillbirth and neonatal death. The
Review found repeated examples of poor multidisciplinary communication and failures to recognise
evolving risk during labour and birth.



Postnatal care emerged as a significant area of concern throughout the review period. The Review identified
failures in postnatal monitoring, recognition of maternal deterioration, management of hypertension and
venous thromboembolism risk, infant feeding support and neonatal surveillance on postnatal wards.
In several cases, babies who demonstrated signs of poor feeding, hypoglycaemia, infection or clinical
deterioration were not appropriately assessed or escalated, leading to avoidable harm and, in some
instances, death.

The Review also identified failures in communication between hospital and community services, including
discharge communication to general practitioners and community midwifery teams. In some cases, families
experienced deeply distressing situations in which healthcare professionals were unaware that a baby had
died or that a woman had experienced stillbirth or significant maternal complications.

The obstetric anaesthetic review similarly identified high overall standards of care, with the majority
of cases graded as demonstrating appropriate or good care. The Review found evidence of strong
multidisciplinary working, visible consultant leadership and supportive team culture within anaesthetic
services. Nevertheless, important learning emerged regarding medicines safety, management of major
obstetric haemorrhage, labour epidural management and escalation in deteriorating patients.

Culture and Leadership

A central and recurring finding throughout this Review has been the impact of organisational culture. Many
staff members described working within environments characterised by fear, bullying, poor psychological
safety and ineffective leadership. Staff repeatedly described feeling unable to raise concerns safely or
believing that concerns raised over many years had been minimised or ignored. More than 40% of staff
engaging with the Review described either witnessing or personally experiencing bullying behaviours.

Leadership instability was identified as a major contributory factor affecting the quality and safety of
maternity services at NUH. Between 2017 and 2021 there was sustained turnover in senior maternity
leadership positions, including repeated changes in Directors of Midwifery and other senior operational
roles. Staff described inconsistent leadership visibility, poor support following incidents and confusion
regarding accountability and escalation pathways.

The Review found evidence that staff shortages and operational pressures affected all areas of the maternity
pathway. Staff described routinely working beyond safe capacity, inability to complete mandatory training
and insufficient opportunity for reflection, supervision and learning. Workforce instability, high sickness
absence and reliance on temporary staffing contributed to fragmented care and reduced continuity for
women and families.

Clinical Governance

The Review also identified long-standing and systemic failures in clinical governance. Multiple internal and
external reviews over more than a decade repeatedly identified concerns relating to incident reporting,
investigation quality, harm grading, duty of candour, leadership oversight and organisational learning.
Despite these repeated warnings, improvements were often incomplete, delayed or unsustained.

The Review identified evidence of poor governance structures, inadequate Board oversight and a
disconnect between assurances provided to Trust leadership and the lived experiences of families and
front line staff. External reviews, regulatory findings and commissioner concerns repeatedly highlighted
weaknesses in maternity governance, culture and safety processes over many years.

A recurring finding throughout this Review was the failure to learn effectively from incidents. Families were
frequently told that lessons would be learned following harm or bereavement, yet similar incidents recurred
repeatedly over many years. Investigation processes were often inconsistent, delayed and insufficiently
multidisciplinary. The Review found evidence that harm was sometimes downgraded, concerns were
inadequately escalated and opportunities for thematic learning were missed.
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Birth Trauma

The Review also heard powerful testimony regarding the psychological impact of traumatic birth experiences
and suboptimal care. Families described enduring anxiety, depression, post-traumatic stress disorder and
long-term emotional trauma, often compounded by poor communication and inadequate follow-up support.
Staff also described significant emotional exhaustion, moral distress and psychological harm arising from
working within pressured and unsupported clinical environments.

Looking Forward

The Review Team recognises that many staff working within NUH maternity and neonatal services
were compassionate, committed and deeply affected by the harm experienced by families. Numerous
examples of excellent clinical practice, multidisciplinary collaboration and individual kindness were
identified throughout the Review. More recently, there is evidence that some improvements in leadership,
governance, multidisciplinary working and safety culture have begun to emerge following increased
scrutiny and external oversight.

However, the Review is clear that these improvements follow years of avoidable harm experienced by
women, babies and families.

The findings of this Review demonstrate that the issues identif