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Urgent review of homebirth services following Prevention of Future

Deaths report

We are writing to bring to your immediate attention the Prevention of future deaths report
issued by the Senior Coroner for Manchester North after the tragic deaths of Jennifer Cahill

and her child Agnes Cahill following a homebirth. The report raises a number of concerns

and we are asking you to urgently review the safety and quality of your homebirth services.

We would like you to consider the following issues which were highlighted in this case:

The operational running of your service: including how it ensures that prompt midwifery
care is available 24 hours a day; that staff are properly equipped, trained, prepared and
skilled for providing birth and neonatal care in a home setting; that staff have senior multi-

disciplinary support available to them at all times and have sufficient rest periods; and that

potential transfer and extraction processes are clear and planned for each birth.

Care planning and risk assessment: including systematic assessment of complexity and

risk; how the multidisciplinary team (MDT) ensures a personalised approach to women in

planning care in light of any identified issues (particularly when homebirth is not

recommended); how the MDT continues to maintain good communication at all stages of

care with women and between all teams including ambulance services; and how dynamic

risk assessment is managed and responded to throughout pregnancy, birth and the

postnatal period.
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Governance and oversight: including how governance is structured to ensure robust
oversight of homebirth services by the whole organisation, so the executive board has
appropriate oversight; that there is an audit programme that covers outcomes and clinical
and operational guidance and leads to continual improvement; and that there is
comprehensive homebirth guidance including standard operating procedures for all stages
and aspects of care.

Trusts have a continuing responsibility to offer homebirth as a choice for women. Where this
review identifies concerns, please take prompt action to address them to ensure your
homebirth service remains safe and high quality. While no formal response is required, we
expect that the outcome of the review be reported to your Trust board and that you contact
your regional NHS England team immediately if you identify any safety concerns requiring
urgent attention.

Yours sincerely,

Al :-‘ ' OOy Dol s,
Kate Brintworth Wendy Matthews OBE
Chief Midwifery Officer for England Regional Chief Midwife/Director of
Nursing, East of England,
NHS England
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