
From: HAWKINS, Jack 
Sent: 22 November 2016 10:31
To: Coroners Office (GCSX)
Subject: Harriet Hawkins baby death
 
Dear XXX
 
Thank you for your interest in our daughter, Harriet. Harriet was born dead, 6lb 12oz, at 14.58 on Sunday 17th April 2017. She was normal and had been alive only a few hours earlier. You asked if there were signs of life during labour and there were.
 
Sarah is a senior physiotherapist at NUH and I am an Acute Medicine consultant there though currently seconded to Kings Mill and to NHS Improvement as part of the emergency care improvement programme (ECIP).
 
There are three areas of concern
 
1)      Harriet’s care
2)      The hospital’s follow investigation and lack of duty of candour
3)      The culture and its implications for safe care for other families
 
Sarah was due on Monday 11th April. She had a ‘show’ and pain starting Tuesday 12th. The night was disturbed by pain. We phoned QMC on Wednesday morning to tell them and were advised to keep our planned community midwife appointment at 11am that same morning. Sarah was examined and was 3 cm dilated. Harriet’s heart beat was normal and Sarah was well. We went back home and Sarah’s pains continued through the afternoon and were worse at night.
 
On Thursday night, with increasing pain and frequency we phoned QMC and they said to come to labour suite. They did not examine Sarah as they said it would not change their management and gave her a dose of codeine. We went home and had another bad night and morning.
 
On Friday night, with increasingly painful and frequent contractions we phoned QMC again. They said to attend which we did. They examined Sarah and said she was 3cm with a fully effaced cervix. After a discussion about pain relief (gas and air was not allowed they said as Sarah’s cervix was not 4cm) she was given some diamorphine. We now know this was 10mg, a very large dose for an opiate naïve person. Sarah slept, Harriet’s heartbeat measured intermittently through the night was fine we were told. We were told to go home around 6.30am. Sarah was not re-examined despite 4 hours passing since being given a large dose of opiates. We reluctantly agreed, but with the premise that we would be allowed back in with the next phone-call. They told us we would.
 
Sarah struggled on at home until lunchtime when she phoned to say she needed to come back in. She was told ‘It doesn’t work like that’ and was re-assessed by phone. She was told that she was in latent labour and to call back after (yet another) bath. The second phone-call ended with the same instruction, to stay home. The hospital records of these phone-calls have gone missing, though we, of course, have our phone records which show them.
 
Sarah struggled on through the day and we were both confused but reassured by the diagnosis of latent labour. However the contractions were frequent and painful.
 
In the early hours of Sunday morning we phoned to ask to come in. QMC agreed but said they had no capacity so we needed to speak to City. We phoned City to be told to not come in, that, despite the pain and frequency, the midwife was ‘confident you are not in established labour’.
 
Around an hour later Sarah called me through to the bathroom with ‘something hanging out of her’. There was what looked like a tense blister which we now know is called bulging membranes. I phoned and was asked to put Sarah on the phone. I said no, and had a 7 minute phone-call having described something hanging out of Sarah, as above. We were told to attend and arrived at 4am. There was no rush nor sense of any emergency. Sarah was examined and was told she was fully dilated. She was now too close to delivery to have an epidural or opiates so had gas and air while the midwives started the slow process of filling a water-bath.
 
Harriet was examined, again with a doppler, which only succeeded in picking up Sarah’s heartbeat at 90 beats per minute. I was taking her pulse at the time and was able to both see and hear the doppler. Again, reassured by their expertise, I said nothing, that they had not found our baby’s heartbeat. There was no CTG. Sarah’s stomach started taking on a funny shape. The midwives collected around and were puzzled, but again, there was no alarm. At the next attempt to find Harriet’s heartbeat, they could not find it. They fetched a different machine and again could not find it. They called the doctor who came and, using another machine (ultrasound), said it was no wonder as Harriet was behind Sarah’s overfull bladder.
 
They drained the urine, then, after a long examination, said ‘I’m sorry, your baby is dead.’ She was delivered in theatre after trying unaided. The obstetrician said her liquor was clear, that the cord was normal and not obstructed and that Harriet looked normal.
 
We have had the most terrible time since then. The hospital have tried to tell us Harriet died because of an intra-uterine infection. At no time was Sarah unwell with a fever nor tachycardia and Harriet heart rate was always normal. Her liquor was clear and normal smelling. We have had no apology other than ‘sorry for your loss’. They conducted an internal review (we felt this must be an SUI and repeatedly  asked for it to be and for the NUH senior safety team to be made aware but don’t know if they were or were not) without involving us at all and found nothing wrong with our care. As explained already, the phone-calls on Saturday afternoon are missing and, much to our surprise, there are records of a foetal heartbeat of 130bpm during the last admission when we know none was found. They have said we arrived at the hospital around an hour after we did. It took us 10 minutes to drive from our home in Canning circus to NCH, leaving at 03.48.
 
As for the duty of candour, despite asking them specifically how they were going to fulfil their duty and for a named person at NUH to liaise with us, we have had no information from them and no-one to speak to. The detail in this email and our timeline remain unknown to NUH as no-one has asked us. Therefore you know more than they do, some 8 months later.
 
We have managed to get them to a position where they have conducted an external review. The reviewers agreed with us that this should have been an SUI. We have again heard nothing more from the hospital other than a letter saying this has been upgraded to an SUI. This report will, we hope, be finished soon. We do wonder what other parents have experienced, given we are both robust and experts in our own right.
 
We have attached the timeline we wrote in the days after Harriet’s birth. We have also attached an email conversation we had with XXX. We think it is self-explanatory and rather shocking given the content, the lack of the ‘more substantive reply’ we were promised and no change in the quality of the internal investigation at that point. You will note that we referred to you in the email. We would have been helped immeasurably if we had had the rigour of your court and would, we feel, have been able to move on with grieving rather than being stuck in an unhelpful argument with people at NUH.
 
We are really grateful you have asked for details and for you reading this.
 
Yours sincerely
 
Sarah and Jack



From: Coroner
Sent: 23 November 2016 08:59
To: NUH
Subject: Re Harriet Hawkins

Dear Both,
 
This is a matter that has been brought to our attention by the parents of Harriet Hawkins. I forward for your attention in order that you are aware – it would be enormously helpful for me to know whether there is an ongoing Trust investigation into the case and if so, the nature of the investigation and the timescale for completion.  I appreciate that this baby was still born and consequently not referred to our office.

You are probably aware that cases like this have attracted much attention nationally and there is a strong lobby – supported by many coroners – that we ought to investigate/inquest cases where it is known that the baby was alive at 37 weeks gestation.  In these circumstances, I would be very grateful if you  could provide me with any information (having confirmed with the parents that they are agreeable to the same) in order that I can consider their referral and determine what if any involvement my  office should have.
 
Many thanks,
 
 

