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External reviews of Maternity department 

Reference Number:  RDF3251-25 
Date of Response: 17/03/25 

 
Further to your Freedom of Information Act request, please find the Trust’s 
response(s) below: 
 
Please be aware that the Royal Devon University Healthcare NHS Foundation Trust 
(Royal Devon) has existed since 1st April 2022 following the integration of the Northern 
Devon Healthcare NHS Trust (known as Northern Services) and the Royal Devon and 
Exeter NHS Foundation Trust (known as Eastern Services). 
 

1. I am requesting, via the Freedom of Information Act 2000, information held by 
your Hospital Trust, relating to any external reviews of your maternity 
department at The RD&E, including Royal College Reviews, Care Quality 
Commission Inspections, Health & Safety Investigation Branch or Maternity & 
Newborn Safety Investigation reports, over the past five years (01/01/2020 to 
09/03/2025). 
 
There have been no maternity reviews of the Trust's RD&E (Wonford) Maternity 
services by the Royal College of Obstetricians & Gynaecologists or the Royal 
College of Midwives in the specified time period. 
 
The Care Quality Commission's report into RDUH maternity services, published 
on 15/03/2024, can be found at: 

https://www.cqc.org.uk/provider/RH8 
 
The Maternity & Newborn Safety Investigations (MNSI) team has completed 24 
investigations of the Trust's RD&E Maternity services in the specified time 
period. 
 
MNSI investigation reports are not publicly published. The MNSI website states: 
'The safety reports developed as part of our maternity safety investigations are 
shared with the families and NHS trusts involved. To ensure the confidentiality 
of the mothers/birthing people, their babies and families our reports are not 
publicly published. However, we share information gathered as part of our 
investigations as thematic publications and these may include safety prompts 
or recommendations for all NHS trusts to consider and implement.' 
 
The national maternity safety recommendation themes from 1 April 2023 to 31 
March 2024 are available at: 

https://mnsi-2zor10x7-media.s3.amazonaws.com/production-
assets/documents/Maternity_safety_recommendations_1_April_2023_t
o_31_March_2024_v1.pdf  
 

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.cqc.org.uk%2Fprovider%2FRH8&data=05%7C02%7Crduh.foi%40nhs.net%7C97a6c40b82fc4551898d08dd7c2f9b40%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638803266082266722%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=R1bKTkeywrcBFensjnjt0%2BZmA4Py7KVXN1kXDFsuY8A%3D&reserved=0
https://mnsi-2zor10x7-media.s3.amazonaws.com/production-assets/documents/Maternity_safety_recommendations_1_April_2023_to_31_March_2024_v1.pdf
https://mnsi-2zor10x7-media.s3.amazonaws.com/production-assets/documents/Maternity_safety_recommendations_1_April_2023_to_31_March_2024_v1.pdf
https://mnsi-2zor10x7-media.s3.amazonaws.com/production-assets/documents/Maternity_safety_recommendations_1_April_2023_to_31_March_2024_v1.pdf
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MNSI recommendations prior to this report are not published. Our Trust will 
develop an action plan for any MNSI investigation that we are involved with. 
Actions are monitored internally by the Trust’s Perinatal Governance Team. 
 

2. Also, the release of information regarding the total number of baby deaths (0 
- 3 months), per year, during the same timeframe, to include any serious or 
moderate investigations there have been into those baby deaths, whether this 
be stillbirth or neonatal death.  

 
All neonatal deaths in the Trust’s RD&E (Wonford) Maternity services (live 
born/died within the first 28 days). Data is from the MBRRACE (Mothers and 
Babies: Reducing Risk through Audits and Confidential Enquiries across the 
UK) website: 
 

Year Neonatal Deaths 

2020 ≤5 

2021 ≤5 

2022 ≤5 

2023 ≤5 

2024 ≤5 

2025(YTD) ≤5 

Total 22 

It is not possible to separate the infant deaths in the 0-3 months group from this 
data as neonatal deaths are categorised nationally as early neonatal deaths 
(within the first 7 days), late neonatal deaths (up to 4 weeks), or infant deaths 
(up to one year). 

Of the deaths categorised above, MNSI will only investigate early neonatal 
deaths. They will not investigate late neonatal or infant deaths. MNSI reports 
are not shared publicly. 

The Trust completed 210 escalated investigations categorised as moderate or 
above in the time period.  Internal Trust investigation reports contain information 
that could identify the mothers/birthing people and are exempted from 
disclosure.  

Section 40 (2) – Personal Information  

In accordance with Section 40 (2) of the Freedom of Information Act 2000, we 
are unable to provide figures where the number of patients is less than five and 
could risk the identification of those patients and breach Caldicott principles. In 
these cases ≤5 is used to indicate that a figure between 1 and 5 is being 
suppressed.  
   
The Trust considers that disclosure of this information risks identifying 
individuals. The reason for this is that the number of patients for which this 
applies is very low. This and the fact that the data requested relates to the 
RDUH Trust only and therefore relates to patients treated in a specific location 

https://www.npeu.ox.ac.uk/mbrrace-uk
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(rather than covering a larger geographical area), increases the risk of 
identification or self-identification.       
   
The Trust’s view is that the Freedom of Information Exemption – Section 40(2) 
is applicable because disclosure of information which could lead to a patient 
being identified would be a breach of the patient’s rights under the Data 
Protection Act Data Protection Principles set out in Schedule 1 of the GDPR, 
namely Principle 1.     
   
This follows NHS Digital (formerly HSCIC) analysis guidance (2014) which 
states that small numbers within local authorities, wards, postcode districts, 
CCG’s providers and Trusts may allow identification of patients and should not 
be published.  

 
3. Finally, the release of information where mistakes were founded and learning 

was recommended or implemented as a result. Again over the last five year 
timeframe. 
 
Learning was recommended in all 34 MNSI investigation reports and all 210 
internal investigation reports. Learning themes from investigations include: 
 

• Multi-disciplinary team working 

• Latent phase of labour 

• Small for gestational age babies 

• Emergency situation 

• Maternal smoking 

• Reduced fetal movements 

• Placental histology 

• Bereavement care pathway. 

 


