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1. Executive Summary
1.1. This Independent Review of Maternity Services at the Shrewsbury and

Telford Hospital NHS Trust (“the Trust”) commenced in the summer of 2017.
It was originally requested by the Rt Hon Jeremy Hunt, MP, when he was
Secretary of State for Health and Social Care and commissioned by NHS
Improvement (NHSI), to examine 23 cases of concern collated by the tireless
efforts of the parents of Kate Stanton-Davies and Pippa Griffiths, who both
died after birth at the Trust in 2009 and 2016 respectively.
1.2. Since the review was commissioned it has grown considerably. An

independent and multi-professional team of midwives and doctors reviewed
the maternity care of 1,486 families, the majority of which were patients at
the Trust between the years 2000 and 2019. Some families had multiple
clinical incidents therefore a total of 1,592 clinical incidents involving mothers
and babies have been reviewed with the earliest case from 1973 and the
latest from 2020.
1.3. Through the review of 1,486 family cases, the review team has been able to

identify thematic patterns in the quality of care and investigation procedures
carried out by the Trust, and identify where opportunities for learning and
improving quality of care have been missed.
1.4. The review team found evidence of poor investigation into all three of these

cases which took place within less than a year of each other, as well as a
lack of transparency and dialogue with families. This resulted in missed
opportunities for learning, and a lost opportunity to prevent further baby
deaths from occurring at the Trust. Unfortunately these three cases were not
isolated incidents and throughout this review the team found repeated
errors in care, which led to injury to either mothers or their babies. During the
work they have considered all aspects of clinical care in maternity services
including antenatal, intrapartum, postnatal, obstetric anaesthesia
and neonatal care.
1.5. In total 12 cases of maternal death were considered by the review team.

They concluded that none of the mothers had received care in line with best
practice at the time and in three-quarters of cases the care could
have been significantly improved. Only one maternal death investigation was
conducted by external clinicians and the internal reviews were rated as poor
by the review team. These internal investigations frequently did not,
recognise system and service-wide failings to follow appropriate procedures
and guidance. As a result significant omissions in care were not identified
and in some incidents women themselves were also held responsible for the
outcomes.
1.6. As part of the review 498 cases of stillbirth were reviewed and graded. One

in four cases were found to have significant or major concerns in maternity
care which if managed appropriately might, or would have, resulted in a
different outcome.
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1.7. Most of the neonatal deaths occurred in the first 7 days of life. Nearly a third

of all incidents reviewed (27.9 per cent) were identified to have significant or
major concerns in the maternity care provided which might or would have
resulted in a different outcome.
1.8. In total more than 60 Local Actions for Learning have been identified

specifically for the SaTH in light of the care received by the 1,486 families
featured in the review. The review team are encouraged by staff reports that
following the first report in December 2020 there does seem to have been a
recent improvement in maternity services at the Trust with increased
numbers of senior clinicians employed.
1.9. Many of the issues highlighted in this report are not unique to Shrewsbury

and Telford Hospitals NHS Trust and have been highlighted in other local
and national reports into maternity services in recent years. This is why the
review team has also identified 15 areas as Immediate and Essential Actions
which should be considered by all trusts in England providing maternity
services. Some of these include: the need for significant investment in the
maternity workforce and multi-professional training; suspension of the
Midwifery Continuity of Carer model until, and unless, safe staffing is shown
to be present; strengthened accountability for improvements in care amongst
senior maternity staff, with timely implementation of changes in practice and
improved investigations involving families.
2.

Clinical Reviews of Maternal and Newborn Care Provided
2.1. All clinical incidents were reviewed and graded 0-3 with 0= appropriate care and 3=
major concerns. Table One provides a summary of those grades by major incident
categories
Table one: Clinical review findings for each of the major incident categories
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3.

Thematic Findings: Clinical Governance
3.1. The key themes identified that required improvement with the maternity services at
SaTH were:









The poor quality of incident investigations
Poor complaint handling
Local concerns with statutory supervision of midwifery investigations
Concerns with clinical guidelines and clinical audit
Lack of learning and missed opportunities to improve safety
Persistent failings in some incidents investigations
Incidents in appropriately downgraded to a local investigation methodology
though should have triggered a serious incident investigation
Lack of oversight of serious incidents by the Trust’s commissioners

3.2. Many of themes report above were also reported in the Kirkup Report in 2015.
Vignette One: The family had concerns that the FHR was not listened to enough. The Chief Executive’s
letter to the family incorrectly stated that the FHR would be auscultated every 30 minutes during labour

4. Thematic Finding: Clinical Leadership
4.1. Ability of the Divisional Triumvirate team meant that they did not always meet their
responsibilities.
4.2. The Board did not have complete oversight which meant that they were unable to
oversee progress and understand the issues in Maternity.
4.3. False reassurance was provided from external reviews; for instance a CCG led to a
perception that the incidents were in the context of good services. The Trust
achieved Level 3 in the old CNST providing reassurance of leadership; however,
staff raised concerns about accuracy of data and an external review by senior
midwife 2015 stated that considerable learning to an incident has occurred.
4.4. Repeated themes in external visits were reported and no action appeared to have
taken in response. For instance, the Deanery visit in 2014 identified governance as
an area for improvement, the internal Ovington report 2017 that highlighted issues
with governance and learning yet no improvement plan was formulated to
implement learning and finally the RCOG review in 2017 highlight the need to
improve middle grade rotas (not presented to the Trust Board until 2018).
4.5. Staffing deficits with Obstetric Staffing highlighted by reporting that numbers do not
match activity or acuity leading to senior reviews not being undertaken in timely
manner.
4.6. Throughout the report lack of team working between professions, incivility, and poor
safety culture are referred to with many staff feeling unable to speak out.
Additionally, the lack of compassion is also referred to throughout the review report.
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Vignette Two: Whilst reviewing the governance and assurance processes, I was approached by a consultant
[obstetrician] who said be careful what you find.

Vignette Three: ‘If I could say anything to the families it would be that there were people who tried to make changes, we
tried to escalate our concerns and be heard but every process we used was set up not to acknowledge our voices or the
problems we were highlighting. We were ignored and made out to be the problem but ultimately we failed to make
ourselves heard....’

Vignette Four: A consultant said to a woman with physical disabilities in 2008: ‘How do people like me get pregnant, who
would do that [have sexual intercourse] to me, and did I know what I was doing?’

5.

Theme: Antenatal Care
5.1. The main concerns identified were:











Care of the Vulnerable women
Growth Assessment and detection of growth restriction
Fetal medicine
Management of Multiple pregnancies
Diabetes Management
Hypertension Management
Obstetric Ward Rounds
Escalation of Concerns
Delay in transfer of women to the labour ward
Misinterpretation of AN CTG

Vignette Five: In 2017 a nulliparous131 women was assessed at her an antenatal visit at 27 weeks and it was noted
that the symphysis fundal height (SFH) plotted above 90th centile when plotted on the customised growth chart.
Following this fetal growth appeared to be reducing in trajectory. According to local guidance a fetal growth scan
should have taken place .This did not occur. At 35 weeks gestation a stillbirth occurred of a grossly fetal growth
restricted baby (birthweight at delivery on the 1st centile).
6.

Theme: Intrapartum Care
6.1. The main concerns raised:











Lack of actual consultant present on the delivery suite
Poor Midwifery Leadership and culture of the Labour Ward
Over reliance on Medical Locums at Obstetric Middle Grades
Lack of robust fetal assessment and monitoring
Inappropriate use of Oxytocin
Standalone Birth Centres
Bias to Vaginal Breech Births
Management of Multiple Pregnancy Births
Management of high risk and complex mothers
Psychological birth trauma and access to Perinatal Mental Health Services
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Vignette Six: In 2016 a locum doctor failed to recognise or intervene during a 40 minute terminal bradycardia
resulting from acute intrapartum hypoxia. After alienating both the midwife and woman, he was told to leave the
room and did so without any further delivery of care. The baby was born with HIE and severely acidotic
cord blood results.

Vignette Seven: In 2014, a pathological CTG in the second stage of labour failed to attract the attention of the
obstetric team for too long. The trainee was busy but even during the daytime, there was no apparent attempt to
call the consultant obstetrician despite a complicated operative delivery of a baby in the operating theatre. This
baby now suffers cerebral palsy and no governance review was conducted

7.

Theme: Postnatal Care

7.1 The main concerns raised were:








Lack of Consultant involvement in the management of complex postnatal cases
Lack of physical observations and appropriate responses
Lack of Clinical escalation
Lack of clinical follow communication with GP
Lack of Compassion
Lack of staffing
Lack of high quality bereavement services

Vignette Eight: a woman with known pregnancy induced hypertension, who required a prolonged postnatal stay
in hospital because of labile blood pressure, had no postnatal consultant review. Earlier consultant review
could have identified seriously deteriorating HELLP, from which the mother subsequently died

8.

Theme: Maternal Deaths
8.1. The reviewers found none of the maternal death cases had received care in line
with best practice at the time (grade 0). 9 of 12 graded as 2 (suboptimal care) (6) or
3 reasonably avoidable (3).
8.2. The review team noted that several families felt their questions surrounding the
maternal death had not been addressed by the Trust. Evidence from the available
governance documentation and conversations with families that in some cases
failings in care were not communicated in an open and transparent way, once the
investigations were completed.
8.3. It appears that all these cases of maternal deaths were investigated purely
internally, with no external expert opinion sought, except in the one case mentioned
above. Many RCAs did not involve a multidisciplinary team, even if there were
multiple professions involved in the care of the woman.
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Vignette Nine: she was having some problems and eventually she said to her step mum that she felt bad that
her Mummy had died because she’d wanted to have a brother or sister.

Vignette Ten: It’s just sad, I ache for her every day, every day.

9. Theme: Obstetric Anaesthesia
9.1 The main themes reported were:











Input was very task focused and lacking consideration of the wider clinical picture
Lack of anaesthetic involvement in case reviews and documentation in case notes
Often anaesthetists failed to involve themselves in the care of the critically ill
woman though lack of informing the anaesthetist was also a theme
Need to improve the anaesthetist’s role in the MDT
Not compliant with the Obstetric Anaesthetist Association guidance on obstetric
anaesthesia
Inadequate management of common obstetric conditions such as excessive IV fluid
administration in cases such eclampsia where the normal approach is fluid
restriction
Lack of postnatal follow-up
Poor documentation – anaesthetic charts were patchy lacking detail of block
adequacy, no reviews documented
Low incident reporting

10. Theme: Neonatal Care
10.1 Identified a number of cases where individual errors were made or there was poor
practice. However, these were very much the exception and we have found no
evidence of systemic poor neonatal practice or lack of care or compassion in the
neonatal service.
10.2 The review found evidence that identified failings in care were addressed by the
Trust with the development of appropriate guidelines, but the review team does
not know if the development of these guidelines then led to improvements in care.
However, some incidents occurred with sufficient frequency, or were sufficiently
important, that we feel there is scope for wider learning on a national level.
11

Local Action for Learning for SaTH and Maternity Services
11.1 Over 60 actions were identified for SaTH.
11.2 Fifteen immediate and essential actions were identified to improve the care and
safety in maternity services across England. These are displayed in Table 2.
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Table Two: Fifteen Immediate and Essential Actions
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12 North West Anglia NHS Foundations Trust Maternity Service Response to the
Final Ockenden Report
12.1 Like many maternity units across England, there are transferrable themes and
problems highlighted in the Final Ockenden Report that are relevant to NWAFT’s
maternity service. The service therefore needs to consider all actions outlined not
just the 15 immediate and essential actions.
12.2 The Trust received correspondence from NHS England/Improvement (See
Appendix One) requesting that focus is four pillars which are:
12.2.1
12.2.2
12.2.3
12.2.4

Safe Staffing Levels
A well –trained workforce
Learning from Incidents
Listening to Families

12.3 Two further pillars are being added at NWAFT which are:
12.3.1
12.3.2

Culture
Clinical Pathways

12.4 The Executive Sponsor is the Chief Nurse and Maternity Board Safety Champion
and the Senior Responsible Officer is the Director of Midwifery.
12.5 Multi-professional leads have been identified for each pillar and over the next
week gap analysis of each pillar will be undertaken in partnership with the
Maternity Voice Partnership.
12.6 The full gap analysis will be submitted to the Divisional Maternity Accountability
Committee for discussion approval at the end of April 2022 and upward reported
to April Quality Assurance Committee and to June Public Board.
12.7 An action plan will be developed based on the results of the gap analysis with
monthly meetings with the Pillar Leads and upward reporting to the Maternity
Transformation Committee and Maternity Accountability Committee.
12.8 Progress will reported on a bimonthly basis to the Perinatal Safety Champion
meeting where evidence of compliance will be presented and signed off in
readiness of any future evidence submissions.
12.9 The monthly maternity report will provide a summary position against each of the
fifteen immediate and essential actions as well as ensuring that actions from
Ockenden One are completed.
12.10 Briefing sessions for staff have occurred and support mechanisms through the
Professional Midwifery Advocate, Freedom to Speak Up, Safety Champions and
Mental health First Aiders have been promoted as sources of support for staff.
13 Wider Organisational Learning
13.1 It is recommended that all parts of the organisations undertake a desk top review
of the transferrable learning such as good governance, culture, clinical leadership,
compassionate leadership, bereavement care.
14 Continuity of Carer
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14.1 The report highlighted concerns regarding implementing continuity of carer in light
of staffing challenges despite it not being a major finding in the review of clinical
incidents.
14.2 Further guidance was received by NHS England/Improvement (refer to Appendix
One).
14.3 NWAFT has a Continuity of Carer at Full Scale Plan in place that and that
implementation is directly linked to achieving required midwife to birth ratios.
Given that the service has a deficit of 50wte midwives (40 midwives offered posts
and in recruitment pipeline), the service has not yet implemented any continuity of
carer teams.
15 Summary
15.1 The maternity service will prioritise the implementation of learning from the
Ockdenden report to ensure that women, babies and families receive the best
care and clinical outcomes.

Appendix One: Letter received
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