
NUH Interim (26 February 2017) Response to the 70 initial Questions, 4 Objectives and 10 Other Questions provided by Dr Jack and Sarah Hawkins on 20 February after they met XXX and XXX on 17 February to discuss the death of their daughter Harriet and the Trust’s investigation 
This document has been copy pasted as the original has names. These are the particularly pertinent points for today’s news.

17. We told XXX on 13th July, XXX and XXX in September, they told XX, and we told XXX in December that you had conducted a cover up, were behaving like mid-Staffs and wouldn’t know if you had Beverly Allit working for you. Do you recognise why we said that? 
We acknowledge your distress. We can appreciate the origin of this sentiment. We do not however share this view of our maternity services (despite Sarah’s management and Harriet’s death), and of our investigation. 
The Trust has completed a review of patient safety and outcomes in its maternity services. While areas for improvement have been identified, there is no compelling evidence to suggest that outcomes in our maternity services are different from those in comparable maternity units in England and Wales, and the number (and rate) of term stillbirths at our hospitals has remained relatively stable over the past three years (Table). 
Table. Still births at term 2014-2017 
XXXXXXX

18.Why has no-one from NUH followed this (Q17) up with us? 
Following the meeting on 13th July, XXXX alerted the Head of Midwifery who undertook a look-back exercise to identify any prior significant concerns about the practice of the midwives involved in the care of Sarah during her labour. She was not able to identify any such concerns. 
The SI investigation considered the professional practice of those involved in providing Sarah’s care. We listened to your description of these concerns when we met. We do not consider that NUH has conducted a cover-up. The SI Report describes several significant shortcomings, which we accept. We have responded to your concerns that there should be a further review of the post mortem report, a consultant obstetrician opinion on the SI Report, and a further attempt to identify the NUH who took the telephone calls to QMC. We do not consider there are grounds for suspecting criminal levels of deliberately poor or incompetent care (or conspiracy) and hence do not consider there are grounds for involving the police in these enquiries. 
31.What action are you taking about the missing phone-calls? Are the police involved yet? 
32.Is there an explanation as to why these calls are not documented? 
Sarah made two calls from her mobile phone to QMC maternity of the afternoon of 16th April (contacts 8 & 9 in the SI Report). There is no record of either of these calls in Sarah’s medical record. 
On 17th February we undertook to make a further attempt to identify the staff who took these calls. We have not completed this exercise. We do not consider that the likelihood of criminal acts or omissions meets the threshold for our asking the police to make such enquiries. 
At present, calls through our campus switchboards are recorded. Calls dialled direct to internal extension numbers are not recorded. We are exploring adding telephony software in order that direct dial calls to internal numbers (notably the maternity units) are recorded. 
36.Have you informed the police that there has been a death of a completely normal baby to completely healthy parents? 
Respectfully, Harriet was not a completely normal baby. At post mortem there was evidence of ascending infection, a recognised cause of stillbirth. 
We do not consider there has been any criminal act or omission to prompt us to report Harriet’s death to the police. 
37.Have you informed the board (no record seen in the board papers)? 
The NUH Trust Board is aware – the Serious Incident Register is not in the publically available Board papers. Harriet’s stillbirth was included in the Register from September 2016. Your ongoing concerns and CCG involvement (and sharing with Coroner and CQC) have been reported to the Trust Board. 



