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Ockenden Report, 10 December 2020 
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• Looked at maternal and neonatal harm between the years 2000 and 2019 at 
Shrewsbury and Telford Hospital NHS Trust.  

• Includes cases of stillbirth, neonatal death, maternal death, hypoxic 
ischaemic encephalopathy (HIE) (grades 2 and 3) and other severe 
complications in mothers and newborn babies. 

• The total number of families to be included in the final review and report is 
1,862.  

• This first report includes the 250 cases reviewed to date. The number of 
cases considered so far include the original cohort of 23 cases. 

• A second report including the remaining cases will be published in the 
summer. 

• The review panel identified important themes which must be shared across 
all maternity services as a matter of urgency. 

• 27 recommendations for the named Trust and seven early recommendations 
for the wider NHS,  labelled ‘Immediate and Essential Actions’. 

 



Key Findings 
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 Poor governance across a range of areas, especially board oversight and 

learning from incidents.  

 Lack of compassion and kindness by staff. 

 Poor assessment of risk and management of complex women.  

 Failure to escalate.  

 Poor fetal monitoring practice and management of labour. 

 Suggestion of reluctance to perform LSCS  - women’s choices not 

respected.  

 Poor bereavement care.   

 Obstetric anaesthetic provision.  

 Neonatal care documentation and care in the right place.  

 National recognition that lessons have not been learned from other 

notorious reviews including the Kirkup Report. 

 



NHS Assurance actions immediately required 
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 Letter to Chief Executives dated 14th December 2020. 

 Submission of compliance with 12 asks related to the seven immediate and essential 
(IAE’s) actions by 5pm 21st December 2020. 

 Responses will form part of the presentation and discussion at the NHSEI Public Board in 
January 2021 when the report, and immediate and longer-term actions will be considered. 

 In addition Trusts to complete and take to their next public board the assurance 
assessment tool, which will draw together elements including:  

 1) All 7 IEAs of the Ockenden report. 

 2) NICE guidance relating to maternity. 

 3) Compliance against the Maternity Incentive Scheme safety actions, and  

 4) A current workforce gap analysis.  

 To be reported through LMS  and submitted to Regional team by 15th January 2021. 

 This will be used to complete a gap and thematic analysis which will be reported to the 
regional and national Maternity Transformation Boards. 

 Trust Boards to confirm that they have a plan in place to meet the Birthrate Plus (BR+) 
standard including confirming timescales for implementation to Regional Chief Midwife by 
31 January 2021. 

 



Immediate actions taken by BTHFT Maternity 
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 Immediate benchmarking of the report by the Senior Midwifery and Obstetric 

leadership team completed within 3 days and included in presentation to NHSI 

on 15 December 2020. 

 Assurance provided to WY&H LMS of compliance with the 2015 Kirkup report 

action plan, which included similar themes and recommendations. 

 Letter of assurance of compliance with the 12 IAE actions sent to the Regional 

Midwifery Officer and LMS 21 December 2020. Full compliance declared. 

 Assurance assessment tool completed and returned to the Regional Midwifery 

Officer and LMS 15 January 2021. Minimum evidential requirement of 

compliance met and areas requiring further strengthening identified. 

 Trust Board provided with assurance that Birth Rate Plus was commissioned in 

November 2020 and 3 month prospective data collection in progress. Draft 

report expected end of February/March. 

 Clinical Director and HOM involved in Regional approach to issues affecting all 

regional organisations, for example maternal medicine centre development. 
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Key Points for Trust Board Members 
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 All maternity SI’s to be shared with Trust Boards at least monthly (sub-

groups will not be accepted). 
 Maternity SI’s are already included in the overarching Trust SI report. 

 New maternity SI’s and update on progress is included in the monthly Maternity Service 

Update report. 

 All HSIB reported cases will now be investigated as an SI even if they do not meet the 

original SI criteria. This will mean an increase in the annual number of maternity SI’s 

declared. 

 Each Trust Board must identify a non-executive director who has specific 

responsibility for ensuring the voices of women and families are represented 

at Board level and will bring independent challenge to the oversight of 

maternity and neonatal services. 
 Non-Executive Director identified. 

 NED will join the bi-monthly Maternity Safety Champion meetings. 



 

 

 

Questions? 
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