Covering the period from 1 January 2020 to 30 June 2024.

Maternity Mortality and Morbidity Data
Please provide:

a. The total number of births during this period
b. The number and rate (per 1,000) of:

· Stillbirths
· Neonatal deaths (0-28 days)
· Maternal deaths

All mortality information is reported through MBRRACE in accordance with guidelines and published on their website, shown here: 
https://www.npeu.ox.ac.uk/mbrrace-uk

Data reported by MBRRACE includes maternal deaths and perinatal deaths, which are reported separately. 

Also review the tool published by the University of Leicester here which is based on MBRRACE data: 
https://timms.le.ac.uk/mbrrace-uk-perinatal-mortality/data-viewer/

Figures are also reported in the OUH public board meeting every quarter and the latest paper was shared in January 2026. You can find a link to these papers here: 
https://www.ouh.nhs.uk/about/trust-board/meetings-and-papers/

Please refer to MBRRACE reports and let us know if you have any residual queries. 

c. Severe maternal morbidity incidents (e.g. uterine rupture, postpartum haemorrhage >2.5L, eclampsia)

d. Any internal reviews, root cause analyses, or incident investigation summaries related to these outcomes

Reviews and summaries are specific to individual cases. Discussions are summarised and reported through to the public board meeting once investigations are completed and findings and subsequent learning/improvement actions are agreed. Public Board papers Jan 2023 to date are published online here: https://www.ouh.nhs.uk/about/trust-board/meetings-and-papers/
Please find attached public Board Papers Han 2020- Dec 2020.

2. Clinical Governance and Board Oversight

a. A copy of all Board papers or minutes where maternity mortality or stillbirths were discussed (including quality and safety committee meetings) 

Mortality or stillbirths are discussed within the maternity clinical governance committee. Minutes of these meetings are confidential owing to the detailed patient information shared; however, summaries of discussions and figures are reported through to the public Board every quarter – the last was shared in January 2026. You can find a link to these papers here: 
https://www.ouh.nhs.uk/about/trust-board/meetings-and-papers/

Please see attached board papers.

Please note, we have supplied a list of all board papers, those listed as confidential contain patient data and discussion about patient care. These are being withheld under section 40(2) of the FOIA.

b. Any action plans or quality improvement initiatives implemented in response to stillbirths or poor outcomes

Specific action plans are linked to individual cases and are therefore confidential. However, recommendations are made to the Trust by MNSI following completion of any investigation. We have provided a summary of MNSI recommendations made to the Trust below – these relate to cases from January to December 2024 :

· The tools for CTG interpretation support staff to recognise abnormal features to prompt escalation and consideration of expedition of birth when conservative measures do not result in an improvement of the CTG. 

· Consistent information relating to the risks of prolonged pregnancy beyond 41 weeks, including the increased likelihood of stillbirth and neonatal death is provided to all mothers, to support informed decision making, in line with national guidance. 

· The Trust review fetal growth surveillance pathways in relation to smoking as a risk factor for fetal growth restriction to ensure compliance with national guidance. 

· The Trust ensures the BSOTS is embedded with sufficient resources to support midwifery staff to complete a risk assessment within 15 minutes of admission to inform prioritisation of care. 

· The Trust review and implement quality assurance of third trimester growth scans to ensure compliance with national guidance. 



3. External Reviews and Data Sharing

a. Copies of submissions made to MBRRACE-UK, HSIB, Perinatal Mortality Review Tool (PMRT) or other external bodies regarding maternal or neonatal deaths during this period

All mortality information is reported through MBRRACE and published on their website. The latest data published relates to 2024. Data reported by MBRRACE includes maternal deaths and perinatal deaths, which are reported separately. 

The births and deaths data requested (see list below) is reported on the MBRRACE website shown here: 
https://www.npeu.ox.ac.uk/mbrrace-uk

You can also review the tool published by the University of Leicester here which is based on MBRRACE data: 
https://timms.le.ac.uk/mbrrace-uk-perinatal-mortality/data-viewer/

PMRT information is reported in the OUH public board meeting every quarter and the latest paper was shared in January 2026. You can find a link to these papers here: 
https://www.ouh.nhs.uk/about/trust-board/meetings-and-papers/



4. Policy and Protocols

a The current maternal request caesarean section (also known as elective caesarean) policy

[image: ][image: ]
See attached 

b. Any policies or protocols relating to:

· Elective inductions

All inductions are covered by our inductions policy which is attached. Inductions are only taken when clinically indicated and as part of individual care plans. Inductions cannot be booked until the end of pregnancy when this requirement is identified. 

· OXGRIP ultrasound protocol
The growth scan guidance is attached

· Post-40-week scan provision
The growth scan guidance is attached

· Any correspondence from CQC or NHS England relating to concerns about OUH maternity outcomes

CQC
This information is held by the CQC but in the interests of transparency, we can confirm that during the timeframe stipulated there have been twenty requests for information from the CQC relating to maternity outcomes:

	
	Date of information request from CQC 
	Information request 

	1 
	26/04/2020 
	Request for information relating to maternal 30-day readmissions excluding Z codes 

	2 
	16/11/2020 
	Request for information regarding a specific patient case

	3 
	07/12/2020 
	Request for information about maternity and children’s services rostering efficiencies following a routine CQC engagement meeting 

	4 
	27/01/2021 
	Request for a Transitional Monitoring Application call and focus group meeting 

	5 
	30/04/2021 
	Request for a copy of the most recent Healthcare Safety Investigation Branch (HSIB) report 

	6 
	05/05/2021 
	Request for information regarding a specific patient case

	7 
	05/05/2021 
	Request for information regarding a specific patient case

	8 
	14/07/2021 
	Request for information regarding a specific patient case

	9 
	23/08/2021 
	Request for information regarding a specific patient case

	10 
	27/09/2021 
	Request for information regarding a specific patient case

	11 
	31/03/2022 
	Request for information regarding a specific patient case

	12 
	09/08/2022 
	Request for information regarding a specific patient case

	13 
	08/09/2022 
	Request for information regarding a specific patient case

	14 
	08/09/2022 
	Request for information regarding a specific patient case

	15 
	02/02/2023 
	Request regarding review of incidents involving intrauterine deaths 

	16 
	02/07/2023 
	Request for copy of consent form and evidence of pre-surgical risk discussions 

	17 
	06/06/2023 
	Request to investigate specific concern

	18 
	07/12/2023 
	Request for information regarding a specific patient case

	19 
	09/07/2023 
	Request for information regarding a specific patient case

	20 
	03/01/2024 
	Request for information regarding a specific patient case



All CQC inspection reports during this period can be found on the CQC website here: 
https://www.cqc.org.uk/provider/RTH

Correspondence from NHS England
Our searches have identified the following correspondence from NHS England relating to maternity safety outcomes from 1 January 2020 to 30 June 2024: 
· A letter confirming the Ockenden Insight Visits in 2022 (
[image: ]
Please see attached

· The insight visit report, June 
[image: ]
Please see attached

· A letter confirming urgent recommendations following the quality assurance visit, April 2024 
[image: ]
Please see attached
· QA visit antenatal and newborn screening - Please see attached

Our searches of emails and other records of correspondence received have not found any further messages from NHS England raising specific concerns about maternity outcomes. However, we have had several interactions with NHS England regarding the overall safety of maternity services, and we are sharing information about these here in the interests of openness and transparency. 
The Trust has been part of NHS England’s Maternity Safety Support Programme (MSSP) for three years (since January 2022) which followed the CQC inspection. This included the placement of a dedicated Maternity Improvement Advisor, who has worked as an integrated member of the OUH leadership team. This programme has included assurance visits, most notably an insight visit in April 2024, as well as a Rapid Quality Review/further insight visit carried out in April 2025 which were coordinated between the CQC and NHSE. 
If helpful, you can also find reports regarding Screening Quality Assurance visits here: 
https://www.england.nhs.uk/publication/nhs-antenatal-and-newborn-screening-programme-screening-quality-assurance-visit-reports/
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