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	The Board is asked to approve the baseline assurance assessment, endorse the proposed approach to delivery and oversight of the outstanding actions, and request a further assurance update on progress.


	Key Points to Note (Including any previous decisions taken)

	· The Thirlwall Inquiry contains 17 overarching recommendations and within these 42 individual actions in total. 14 of these actions, across 10 of the 17 recommendations, apply directly to NHS Trusts and are considered within this paper. The remaining actions are directed to national bodies or other organisations and have therefore not been included within the Trust’s assurance assessment.
· On 22 September 2026, NHS England wrote to Trusts and Integrated Care Boards setting out the immediate actions expected of Boards and emphasising that the Inquiry’s findings are relevant to all NHS organisations, not solely those providing neonatal services.
· The Trust’s initial response was considered by the Trust Executive Meeting on 23 September 2026, when the approach to a detailed Trust-wide review, assurance assessment and action planning was established.
· Of the 42 actions arising from the Inquiry’s 17 recommendations, 14 require direct Trust action. Actions directed at national bodies or other organisations have not been assigned a Trust assurance rating, although the Trust will continue to monitor these for any local implication.
· The baseline assessment, comprising substantial assurance for 5 actions, reasonable assurance for 8 actions and limited/reasonable assurance for 1 action (Amber/Red);
· Substantial assurance has been identified in relation to aspects of bereavement care, insulin and C-peptide testing arrangements, Board-level mortality oversight and escalation, and implementation of the immediate Sudden Unexpected Death in Infancy and Childhood requirements.
· Reasonable assurance has been identified where arrangements or implementation routes are established, but further delivery, evidence or embedding is required. These areas include neonatal monitoring, insulin storage and access controls, safeguarding training, contractual requirements, neonatal mortality data reporting, implementation of the national Suspicion of Deliberate Harm Protocol and the individual duty of candour for managers.
· The review has been informed by subject matter experts and senior leads across the relevant clinical, professional and corporate services. Outstanding actions will be brought together into a single delivery plan rather than managed as separate workstreams.
· Detailed progress monitoring will be undertaken through the Executive Quality Group, with assurance provided to the Quality Outcomes Committee on behalf of the Board. 
· The next phase must provide assurance not only that individual actions have been completed, but that intelligence from mortality, patient safety, safeguarding, speaking up, workforce and patient and family experience is effectively triangulated so that emerging patterns or concerns are identified, escalated and acted upon


	Strategic Alignment

	The paper supports the Trust’s strategic commitment to safe, high-quality, and person-centred care by strengthening oversight of neonatal and child mortality, safeguarding, medication controls, bereavement care, speaking up, escalation of concerns and professional accountability. It also promotes stronger organisational learning by bringing together intelligence from patient safety, patient experience, workforce, and governance arrangements.
The work supports the four Ps by strengthening safety and family experience for patients; using mortality, safety and organisational intelligence to support the health of the Population; promoting speaking up, accountability, training and psychological safety for People; and aligning related actions with existing programmes and governance arrangements to reduce duplication and support effective use of the Public Purse.
There are system and national dependencies in several areas, including publication of the national Suspicion of Deliberate Harm Protocol and the further development of national requirements. The Trust will continue to monitor these dependencies and incorporate their implications into local arrangements when available.


	Risks and Opportunities	

	Risks

· Delivery of some requirements is dependent on completion of local contractual, digital, estates, operational or governance changes.
· Some aspects cannot be fully implemented until national guidance is published, particularly the national Suspicion of Deliberate Harm Protocol.
· Required digital and physical infrastructure, including neonatal livestreaming and controlled, auditable access to insulin storage, may have affordability, procurement, information governance, cyber security and operational implications.
· There is a risk that focusing solely on completing individual recommendations could provide insufficient assurance about the Trust’s wider ability to identify and respond to emerging patterns of concern.

Opportunities

· Strengthen the Trust-wide triangulation of mortality, patient safety, safeguarding, speaking-up, workforce and patient and family intelligence
· Build on established mortality review, escalation and Board-reporting arrangements rather than creating parallel assurance mechanisms.
· Align the response with the Maternity and Neonatal Ten-Point Plan and other quality, safety and people programmes, reducing duplication and supporting coordinated delivery.
· Use the consolidated delivery plan to establish clear ownership, milestones, evidence requirements and routes for escalation across all outstanding actions.
· Strengthen Board visibility of organisational culture, speaking up and emerging safety concerns through the Freedom to Speak Up self-review, Listening into Action and the development of the Trust’s Teams Triangulation approach


	Recommendation

	
This report is for Approval.

The Board is asked to:
· note the 14 Thirlwall Inquiry actions requiring direct Trust action;
· receive and note the baseline assessment, comprising substantial assurance for five actions, reasonable assurance for eight actions and limited/reasonable assurance for one action (Amber/Red);
· approve the consolidation of all outstanding actions into a single delivery plan;
· delegate detailed oversight and assurance to the Quality Outcomes Committee; and
· request further assurance reporting as actions are completed, evidence is embedded and relevant national requirements develop.


	History of the paper (details of where paper has previously been received)

	Trust Executive Meeting: 28th October 2026

	Appendices:
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Appendix 2: NHS England Letter to Trusts dated 20th October 2026
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Thirlwall Inquiry: Trust Assurance Assessment and Next Steps
1 Purpose
The purpose of this paper is to provide the Trust Board with an update on Bristol NHS Foundation Trust's response to the Thirlwall Inquiry and to present the findings of the Trust's review against the Inquiry recommendations and subsequent NHS England requirements. 
The paper sets out the Trust's current assurance position, identifies areas requiring further action or improvement, and describes the arrangements for ongoing oversight and monitoring.
2 Background
The Thirlwall Inquiry was established following the convictions of Lucy Letby for the murder and attempted murder of babies at the Countess of Chester Hospital NHS Foundation Trust. The Inquiry examined how concerns were identified, escalated, and responded to by healthcare organisations and leaders, and considered the wider implications for patient safety, organisational culture, governance, and accountability across the NHS.
The final report of the Thirlwall Inquiry was published on 15 September 2026 and contained 17 recommendations directed at national bodies and NHS organisations. The recommendations cover patient safety, safeguarding, leadership, governance, organisational culture, data monitoring, accountability, regulation, speaking up and learning from patient safety concerns.
Following publication of the report, NHS England wrote to Trusts and Integrated Care Boards on 21 September 2026, setting out immediate actions expected of Boards. NHS England emphasised that the findings were relevant to all NHS organisations, not solely those providing neonatal services, and expected Boards to consider whether similar circumstances could occur within their own organisations.
Bristol NHS Foundation Trust's initial response was considered at the Trust Executive Meeting on 23 September 2026. This set out the Inquiry findings, the subsequent NHS England requirements and deadlines, and the proposed approach to Trust review, assurance, and action planning.
The initial response committed the Trust to undertaking a recommendation-by-recommendation review and gap analysis, considering current policies, procedures, controls, and governance mechanisms, and identifying areas of assurance, gaps, risks, and opportunities for improvement. It also committed to developing an action plan where further action was required.
Importantly, the Trust's review has considered the Inquiry through a Trust-wide assurance lens, recognising that its learning extends beyond neonatal services. The review therefore considers the broader themes of leadership and governance, safeguarding, patient safety, speaking up and escalation, organisational culture, and professional accountability, alongside the specific requirements relevant to neonatal services. This reflects the scope established in the initial Trust response.
3 Timeline and Trust Response
· 15 September 2026: The final report of the Thirlwall Inquiry was published, setting out 17 recommendations for national bodies and NHS organisations.
· 21 September 2026: NHS England issued its national response to Trusts and Integrated Care Boards, setting out the immediate actions expected of Boards and emphasising the applicability of the Inquiry's findings across NHS organisations.
· 23 September 2026: The Trust Executive Meeting received the Trust's initial response to the Inquiry. This established the approach for a detailed Trust-wide review and assurance process, with the findings and action plan subsequently reported through the Trust's governance arrangements.
· 28 September 2026: NHS England required Trusts providing neonatal services to communicate the applicability of the Sudden Unexpected Death in Infancy and Childhood (SUDIC) process to relevant staff and the Board. The initial Trust response identified this as one of the specific requirements to be considered through the Trust review.
· September–October 2026: The Trust has undertaken the review and assurance process described in the initial response, considering the 17 recommendations alongside the wider organisational themes arising from the Inquiry.
· 30 November 2026: NHS England has set a deadline for implementation and assurance of comprehensive closed-circuit television (CCTV) coverage within neonatal units.
· 31 March 2027: NHS England has set a deadline for completion of the review and strengthening of insulin storage, access, and monitoring controls within neonatal services.

This paper represents the next stage of the Trust's response, bringing together the resulting assurance position, gaps identified and actions required for ongoing Board oversight.
4 Trust-wide assurance: culture, speaking up and escalation of concerns.

In addition to assessing the Trust’s position against each of the formal Inquiry recommendations, the review has considered the wider organisational learning identified by the Inquiry and the immediate expectations set out by NHS England. NHS England has asked Boards to reflect on whether comparable circumstances could occur within their own organisations and to seek assurance that staff are empowered, supported and confident to speak up, challenge concerns and escalate patient safety issues without fear.
The Trust has therefore considered the effectiveness of its arrangements for speaking up, listening, and responding to concerns; professional curiosity and constructive challenge; psychological safety; escalation of patient safety and safeguarding concerns; and Board visibility of relevant themes, trends, and organisational learning. This assessment is intended to complement, rather than duplicate, the recommendation-by-recommendation review set out later in this paper.
A key Trust-wide development was the establishment of a Speaking Up Steering Group earlier this year, which aims to provide strategic leadership and oversight of speaking up at Bristol NHS Foundation Trust (BFT). This group led the recent completion of a comprehensive Freedom to Speak Up self-review. The assessment gives us a structured view of our speaking up culture, recognising both areas of strength and where there may be opportunities to improve, with a clear plan of follow-up actions. This assessment and plan will be shared with the Trust Board on 10 November. The Steering Group will oversee the implementation of this action plan.
A further enabler in building a culture where staff feel able and safe to speak up and be listened to is our Listening into Action approach, again developed over the last 12 months. This helps build the skills and confidence of our colleagues to listen and act within a framework of ‘listen; understand; act; close the loop.’ A practical, skills-based toolkit built around this framework has been developed, shared, and road-tested, with a wider roll-out planned to start in November. It will ensure key ‘touchpoints’ with induction, the Freedom to Speak Up Service and our Leadership and Management Development programme.
A final, critical action supporting our speaking up culture is our approach to Teams Triangulation, a process whereby data and intelligence from a range of sources (including People, Patient Experience and Patient Safety) are triangulated regularly and in a structured way, so that areas of concern or in need of support are identified and prioritised for help or escalation. We are currently working to develop a robust BFT Teams Triangulation approach which builds on the best of the previous approaches from our legacy Trusts.

The following section presents the Trust’s baseline assessment against the individual Thirlwall recommendations. This should be read alongside the preceding Trust-wide cultural assurance assessment, as the formal recommendations do not in themselves capture the full extent of the organisational learning and immediate Board expectations set out by NHS England.

5 Baseline assurance assessment

The Thirlwall Inquiry sets out 17 recommendations, some of which contain sub-actions, resulting in 42 actions in total. These actions are directed across a range of organisations and national bodies. Fourteen actions require direct Trust action. The assessment in Table 1 therefore focuses on these 14 actions, while recognising relevant national dependencies and developments. The Trust will maintain oversight of national developments and assess any resulting implications or additional requirements for local implementation.
Recommendations which are not directly attributable to NHS Trusts have not been assigned an assurance rating as part of this process and are shown in grey within the table. This is intended to distinguish between those recommendations for which the Trust can currently provide direct assurance and those where responsibility for implementation sits with national bodies or other organisations. The Trust will continue to consider any implications arising from these recommendations as national responses and requirements develop.
The assessment has not been undertaken in isolation. There is alignment between a number of the themes arising from the Thirlwall Inquiry and improvement work already underway through the Maternity and Neonatal Ten-Point Plan and wider Trust quality and safety programmes. The Ten-Point Plan already includes work relating to Board accountability, patient and family voice, workforce, response to incidents, complaints and concerns, maternity triage, and post-death care.
Where existing programmes of work address the same or related underlying issues, these will be aligned rather than managed as separate workstreams. This will support a coherent approach to improvement, minimise duplication and enable oversight through existing governance arrangements.
The baseline assessment uses an assurance-based red-amber-green (RAG) rating to reflect the extent to which relevant Trust arrangements are established, implemented, and evidenced. Where improvement activity is underway but further action, implementation or evidence is required before the Trust can demonstrate substantial assurance, this is reflected in the rating and supporting narrative.
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Table 1: Summary of the Trust’s baseline assurance assessment against 14 Trust specific actions

	Ref.
	Recommendation area
	Concise requirement
	Trust assurance
	Executive lead
	Milestone

	1.1
	CCTV and monitoring
	Baby monitors with secure livestreaming capability for all neonatal cots and incubators.
	AMBER
	CNIO

	31 Mar 2027

	2.1
	Insulin controls
	Controlled and auditable digital access to insulin storage.
	AMBER
	CMIO

	31 Mar 2027

	2.2
	Insulin controls
	CCTV coverage of insulin storage pending biometric access controls.
	AMBER
	
CMIO

	NHS England deadline 30th November 2026

	2.3
	Insulin controls
	Local alignment with GIRFT insulin and C-peptide testing guidance.
	GREEN
	CMIO

	No national completion date specified

	3.1
	National Bereavement Care Pathway
	Implement and assure local compliance with the National Bereavement Care Pathway.
	GREEN
	CNIO
	31 Aug 2027

	4.1
	Safeguarding
	Role-appropriate safeguarding training, including suspicion of deliberate harm by staff.
	AMBER
	CNIO / CMIO / CPO
	31 Mar 2027

	4.2
	Employment contracts
	Safeguarding obligations incorporated into existing, new, bank and agency contracts.
	AMBER
	CPO
	31 Mar 2027

	6.1
	Mortality oversight
	Effective Board-level monitoring of child and neonatal deaths.
	GREEN
	CNIO
	31 Mar 2027

	6.2
	Mortality escalation
	Predetermined routes for escalating concerning mortality trends and patterns.
	GREEN
	CNIO
	31 Mar 2027

	7.1
	Data reporting
	Named lead reporter for weekly MBRRACE data input and real-time review.
	AMBER
	CMIO / CNIO
	No national completion date specified

	7.2
	Data reporting
	Immediate escalation where required and six-monthly reporting to the Board.
	AMBER
	CMIO
	No national completion date specified

	8.1
	SUDIC
	Application of the SUDIC process to sudden and unexpected in-hospital neonatal deaths communicated.
	GREEN
	CMIO
	29 Sept 2026

	9.9
	Deliberate harm protocol
	Embed the national Suspicion of Deliberate Harm Protocol and guidance when issued.
	AMBER
	CNIO
	31 Mar 2027

	13.3
	Manager accountability
	Individual duty of candour reflected in managers’ code of conduct and contracts.
	AMBER
               RED
	CPO
	31 Mar 2027



Red = Limited assurance: Material gaps in arrangements or evidence have been identified and further action is required to provide assurance.
Amber = Reasonable assurance / action in progress: Relevant arrangements are in place and/or improvement activity is underway, but further action, evidence or embedding is required before substantial assurance can be demonstrated.
Green = Substantial assurance: Established arrangements and supporting evidence demonstrate that the relevant requirement is being addressed. Any remaining actions do not materially affect the level of assurance.
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5.1 CCTV and monitoring (Recommendation 1)
Action 1.1: By 31st March 2027 All cots and incubators in all neonatal units should be fitted with baby monitors (in-cot cameras with livestreaming video), so that parents can observe their baby remotely at any time.
AMBER – Reasonable assurance. A defined implementation approach has been established, with secure livestreaming without recording identified as the baseline requirement. The scale and complexity of implementation reflect the Trust's significant neonatal critical care provision across its two neonatal intensive care units (NICUs), both of which provide tertiary neonatal services. The Trust provides approximately 80% of tertiary NICU capacity for South West England, with St Michael's Hospital providing all surgical neonatal services for South West England and all cardiac surgical neonatal services for South West England and South Wales. Recent historical Getting It Right First Time (GIRFT) activity data indicates that the Trust is among the busiest neonatal critical care providers nationally.
At Southmead Hospital, neonatal capacity comprises 8 intensive therapy unit (ITU) cots plus a crash space, 8 high dependency unit (HDU) cots, 14 special care (SC) cots and 10 transitional care (TC) cots. At St Michael's Hospital, current capacity comprises 31 neonatal intensive and special care cots: 15 ITU, 8 HDU and 8 SC, together with a further 16 TC cots. An existing cot expansion programme at St Michael's will increase ITU/HDU/SC capacity to 33 cots from September 2027 (16 ITU, 8 HDU and 9 SC) and to a final planned capacity of 34 cots from March 2029 (17 ITU, 8 HDU and 9 SC).
The clinical view is that TC cots are likely to fall outside the intended scope of the CotCam requirement because transitional care requires a parent or carer to be resident with the baby. This will, however, need to be formally confirmed as part of implementation to ensure that the Trust's interpretation is consistent with the national requirement.
The Trust will progress this work through a multidisciplinary implementation approach, with strategic sponsorship through Digital and involvement from clinical, operational, Digital and Information Governance teams. Planning will include a formal options appraisal covering clinical requirements, information governance, cyber security, records management, workforce impacts, interoperability, support arrangements and affordability, whilst retaining flexibility to align with the NHS England roadmap due by 31 March 2027. The options appraisal will also confirm the precise scope of neonatal cots and incubators requiring livestreaming capability, including the position in relation to transitional care and the Southmead crash space. Clear operational ownership, support and escalation arrangements will also be established as part of implementation.
Full assurance will be dependent upon an agreed implementation solution, confirmation of the scope of neonatal provision to which the recommendation applies, and delivery of the required livestreaming capability across all in-scope cots and incubators.
5.2 Insulin controls (Recommendation 2)
Action 2.1: By 31st March 2027 Digital devices should restrict access to insulin and record access to storage.
units.
AMBER – Reasonable assurance. A defined implementation route is in place across both Hospital Operating Units (HOUs) to deliver controlled and auditable access to insulin storage. At City and Weston Hospital Operating Unit, emergency capital has been approved for two Pyxis drug storage units, including fridges, with the order to be placed and delivery and operationalisation anticipated by the end of March 2027. At Southmead HOU, a supplier quotation has been obtained for a Pyxis storage unit and associated infrastructure requirements have been identified, with an emergency capital bid being developed. The Trust therefore has reasonable assurance that the requirements are understood, and implementation is progressing and will be delivered by March 2027; full assurance will be dependent on completion of procurement and installation, and confirmation that the required access controls are operational.	
Action 2.2: NHS England delivery date 30th November 2026. CCTV to be installed covering insulin storage fridges, cupboards and units until biometric access controls are available.
AMBER – Reasonable assurance. The requirement for CCTV surveillance of insulin storage is understood across both Hospital Operating Units (HOUs), and implementation activity is progressing, with Security and Estates engaged at City and Weston and the requirement similarly identified and being progressed at Southmead. It has been confirmed that the Pyxis fridges do not provide CCTV or surveillance functionality as part of the system; the CCTV requirement is therefore being progressed as a separate implementation action. The required control has been defined as CCTV focused specifically on insulin storage, supported by a minimum 28-day retention period and appropriate arrangements for access, preservation, investigation and operational ownership. Assurance is therefore provided that the requirement and necessary governance controls have been identified and implementation is progressing. Full assurance will be dependent upon installation and confirmation that the CCTV arrangements meet the defined surveillance, retention and governance requirements.
Action 2.3: No national date for delivery specified. GIRFT laboratory guidance for insulin and C-peptide testing to become mandatory and nationally applicable.
GREEN – Substantial assurance. The Trust has reviewed its end-to-end arrangements for insulin and C-peptide testing against the 18 recommendations within the GIRFT guidance. Neonatal intensive care unit (NICU) samples from Southmead HOU are analysed through the specialist biochemistry laboratory at the City and Weston site. The assessment undertaken indicates that Trust processes are aligned with the applicable GIRFT recommendations, with one identified local gap relating to inclusion of the analytical method on the laboratory report (recommendation 9); recommendation 11 relates to external quality assurance and sits outside the direct laboratory process.
Significant improvements have been made to documentation and reporting processes to ensure compliance with recommendations 12–18. Electronic reporting of insulin results for external laboratories submitting insulin and C-peptide samples to the service was completed on 22 October 2026 and is now fully implemented.
The remaining action is to implement an IT-based solution to ensure that all results are issued with an appropriate interpretative comment. A current Laboratory Information Management System (LIMS) limitation means that interpretative comments may occasionally be omitted if the reporting process is not followed correctly. Discussions with PathIT are required to identify and implement a suitable system solution.
Accountability for progressing and providing assurance on this work has been confirmed, with the Head of Laboratory Medicine leading for City and Weston and the Head of Pathology Services leading for Southmead. This provides clear local ownership across both sites for progressing the remaining actions and confirming continued alignment with the GIRFT guidance.
This provides substantial assurance regarding current Trust alignment with the GIRFT guidance, with full assurance dependent upon resolution of the identified local gap, confirmation of the position against the remaining external requirement and implementation of a suitable IT solution.
*The recommendations referenced above relate to the 18 recommendations within the GIRFT guidance.
5.3 National Bereavement Care Pathway (Recommendation 3)
Action 3.1: By 31st March 2027 National Bereavement Care Pathway for neonatal death to be implemented nationally and in all Trusts.
GREEN – Substantial assurance at Trust level, with substantial assurance demonstrated for City and Weston. Although development and oversight of the National Bereavement Care Pathway are nationally led, implementation of its standards requires action by individual maternity and neonatal providers. The Trust has therefore assessed the local arrangements that are within its control rather than treating the recommendation solely as a national dependency.
Within the City and Weston Hospital Operating Unit, established arrangements provide substantial assurance against the relevant pathway standards. These include the Snowdrop Bereavement Team providing specialist perinatal bereavement support; identified bereavement nursing and consultant leadership; rolling bereavement training for medical and nursing staff; and established arrangements to support families with memory making. Bereaved families are invited to contribute their experiences and questions through the Perinatal Mortality Review Tool (PMRT) process, with learning identified from both the care provided before a baby’s death and the bereavement care provided afterwards. Local guidance also supports audit through Perinatal Mortality Review Tool data collection.

City and Weston intend to report a green site-level assessment through the Neonatal Operational Delivery Network return due in December 2026. The Trust-wide assurance position will be confirmed following receipt and triangulation of the equivalent Southmead site assessment.

5.4 Safeguarding and contracts of employment (Recommendation 4)
Action 4.1: By 31st March 2027 All Trusts must provide safeguarding training to all staff (appropriate to their role and expertise) and Board members, including Non-Executive Directors. This training should include how to deal with concerns and suspicions about deliberate harm caused by staff.
AMBER – Reasonable assurance. Established safeguarding training arrangements are in place, aligned to the relevant national Adult and Children Intercollegiate Documents, with compliance monitored through Trust safeguarding governance and assurance reported quarterly to the Quality and Outcomes Committee (QOC) and the Integrated Care Board (ICB). All Board members, including Non-Executive Directors, have been confirmed as having completed the required level of safeguarding training. Current training also includes People in Positions of Trust (PIPOT) and Local Authority Designated Officer (LADO) arrangements for responding to allegations and concerns relating to staff. The residual gap relates to incorporation of the specific Thirlwall requirements concerning suspicion of deliberate harm by staff. The national Suspicion of Deliberate Harm Protocol is currently being developed, and the Trust will need to incorporate the final national requirements into its safeguarding training arrangements when available.
Action 4.2: By 31st March 2027, every existing contract of employment for work in an NHS hospital must be amended to include an obligation on the employee to follow all relevant safeguarding guidance, including the Suspicion of Deliberate Harm Protocol (at Recommendation 9), for dealing with concerns and suspicions about deliberate harm. Agency and bank staff contracts and all new contracts of employment must include the same obligation.
AMBER – Reasonable assurance. The Trust has commenced work to implement the contractual requirements of this recommendation, with a defined route to support delivery by 31 March 2027. Initial engagement has taken place with Staffside, recognising that changes to existing contracts will require collective bargaining, with formal proposals planned through the Joint Local Negotiating Committee for medical and dental staff and the Joint Partnership Forum for other staff in December 2026. A planning meeting is scheduled for 2 November 2026 to confirm the implementation approach, including arrangements for bank and agency staff, to ensure delivery by March 2027.
5.5 Monitoring deaths in hospitals (Recommendation 6)
Action 6.1: By 31st March 2027, All Trusts to have effective Board-level monitoring of all child and neonatal deaths.
GREEN – Substantial assurance. Established governance arrangements are in place for the review and oversight of child and neonatal deaths. Child deaths are subject to the statutory Child Death Overview Process (CDOP) and neonatal and other still births are reviewed through the Perinatal Mortality Review Tool led by Bristol City Council on behalf of BNSSG. Outputs from specialist mortality review processes are considered through the BFT-wide Mortality Surveillance Group, enabling triangulation of themes, learning and actions, with relevant assurance escalated through the Quality and Outcomes Committee and, where appropriate, to the Board. Within the Women and Children’s Division at both City and Weston and Southmead HOUs, reviews of perinatal deaths are reported quarterly to the Quality Outcomes Committee, alongside monthly surveillance of issues and actions. These arrangements are further supported by independent scrutiny through the Medical Examiner Service. Collectively, these established review, escalation and assurance mechanisms provide substantial assurance that effective senior-level monitoring of child and neonatal mortality is in place.
Action 6.2: By 31st March 2027, All Trusts to have predetermined escalation routes for concerning trends and patterns.
GREEN – Substantial assurance. Established escalation arrangements are in place for the identification and management of concerning mortality trends, patterns, and outliers. Mortality intelligence is reviewed through the Mortality Surveillance Group (MSG), including findings from mortality reviews, Medical Examiner concerns, mortality and morbidity review themes and other assurance sources. Significant concerns, emerging risks, or themes are escalated through established patient safety and risk-management governance routes, with routine themes, learning, actions, and assurance reported through the Trust's quality governance arrangements and to the Board. For perinatal and neonatal mortality, initial review processes identify patient safety or care-management concerns and enable immediate actions to be assigned where required, with issues and actions subsequently monitored through the Women's and Children’s governance arrangements and the Perinatal Quality Oversight Model which is reported to the Board. This provides substantial assurance that predetermined routes are established to identify, manage, and escalate concerning trends and patterns.
5.6 Data reporting (Recommendation 7)
Action 7.1: No national date for delivery specified. All hospitals with a neonatal unit should name a ‘lead reporter’ with responsibility for inputting data regularly (at least weekly) and reviewing real-time data viewers on neonatal and maternity units in the Mothers and Babies: Reducing Risk through Audits and Confidential Enquiries (MBRRACE) system. Whilst the lead reporter does not necessarily need to be a clinician, they must be trained to understand and interpret the available data and able to explain and discuss it with clinicians.
AMBER – Reasonable assurance. Established arrangements are in place for Mothers and Babies: Reducing Risk through Audits and Confidential Enquiries (MBRRACE) reporting across both Hospital Operating Units, although the full requirements of this recommendation are not yet consistently established Trust-wide. Southmead Hospital Operating Unit has an identified lead reporter, the Consultant Bereavement Lead, with data input to MBRRACE by the multidisciplinary team under the oversight of the lead reporter and in accordance with Maternity Incentive Scheme requirements. City and Weston Hospital Operating Unit also has an identified lead reporter, with the Neonatal Consultant Mortality and Perinatal Mortality Review Tool (PMRT) Lead undertaking this role and presenting MBRRACE reports at Board level. The Patient Safety Team reviews PMRT data daily, providing an established mechanism for identifying potential clusters of deaths. Processes for reviewing mortality data are therefore established across both Hospital Operating Units; however, further work is required to align these arrangements into a consistent Trust-wide approach and ensure that the specific requirement for at least weekly review of MBRRACE real-time data is demonstrably embedded. Priority actions are therefore to align the Trust-wide lead reporter arrangements, formalise the weekly MBRRACE review and escalation process, and ensure appropriate cover arrangements are in place during periods of absence.
Action 7.2: No national date for delivery specified. Save where data requires immediate action, in which case a report should be made to the Medical Director and the Board immediately, the lead reporter should report to Trust Boards at least every six months and advise:
a. whether any alerts or a need for investigation have arisen.
b. the investigation or action plan in place
AMBER – Reasonable assurance. Established Trust mortality governance provides existing routes for the review and escalation of mortality concerns, trends, and themes, including escalation through senior quality, patient safety, and risk-management governance and, where appropriate, to Board. Perinatal and neonatal mortality processes provide mechanisms for identifying patient safety concerns and initiating action where required, with Perinatal Mortality Review Tool (PMRT) reporting currently provided to Board on a quarterly basis. While this provides an established foundation for Board oversight, the specific requirements of this recommendation are not yet fully met. The Trust now needs to align these existing arrangements with the lead reporter arrangements under Recommendation 7.1 and formalise reporting on Mothers and Babies: Reducing Risk through Audits and Confidential Enquiries (MBRRACE) data, including alerts, requirements for investigation and resulting action plans. Arrangements for immediate escalation to the Medical Director and Board where data identifies a concern requiring urgent action should also be explicitly confirmed.
5.7 Sudden Unexpected Death in Infancy and Childhood (SUDIC) (Recommendation 8)
Action 8.1: NHS England must:
a. Immediately inform all Trusts with a neonatal unit that the SUDIC process applies to the sudden and unexpected deaths of babies who have never left hospital.
b. Direct all Trusts that they must, within seven days, draw this information to the attention of all relevant staff and the Board by 29th September 2027.
GREEN – Substantial assurance. The requirement that the Sudden Unexpected Death in Infancy and Childhood (SUDIC) process applies to sudden and unexpected deaths within neonatal units, including babies who have never left hospital, has been communicated within the Children and Women’s Hospital Operating Unit. Confirmation was provided that the requirement had been communicated to senior medical and nursing staff working within the neonatal service, the Divisional Senior Leadership Team and the relevant Executive leads within the required timeframe. Existing arrangements include a Standard Operating Procedure for the Joint Agency Response where this process is triggered. Further work is also underway to incorporate this guidance within a new guideline for Sudden Unexpected Postnatal Collapse. These arrangements provide substantial assurance that the immediate requirement has been acted upon and is supported by an established response process.
5.8 Suspicion of Deliberate Harm Protocol and guidance (Recommendation 9)
Action 9.9: Implementation by 31st March 2027 - Trusts must embed the Suspicion of Deliberate Harm Protocol and guidance within their hospital.
AMBER – Reasonable assurance. The Trust has established safeguarding arrangements for responding to concerns and allegations relating to staff, including existing People in Positions of Trust and Local Authority Designated Officer processes. The national Suspicion of Deliberate Harm Protocol, which Trusts will be required to embed within local arrangements, is still under development and consequently cannot yet be fully implemented by the Trust. The Trust will need to review the final protocol once published, assess its implications for existing safeguarding policies, procedures, and training, and implement the required changes through established governance arrangements. Full assurance can therefore only be provided once the national protocol is available and there is evidence that its requirements have been incorporated into Trust practice.
5.9 Accountability and regulation of managers (Recommendation 13)
Action 13.3: By 31st March 2027, in addition to the statutory duty for organisations, all managers must be subject to an individual duty of candour to all patients and colleagues. This should be included in the code of conduct and in the contract of employment for all managers.
Amber/Red – Limited / Reasonable assurance Recommendation 13 relates to management and accountability, with a number of actions currently sitting with NHSE and the Department of Health. Under 13.3, managers are required to have an individual duty of candour to patients and colleagues, reflected in the Code of Conduct and employment contracts.
The Trust is progressing the contractual and policy changes in line with recommendation 4.2, alongside its leadership development programme. However, further clarity is required on the delivery of 13.3 in the context of the wider regulatory changes under Recommendation 13. The recommendation will therefore remain Amber/Red, pending this clarity and completion of the actions within the Trust’s control.
6 Conclusion
The Trust’s review has identified established arrangements and areas of substantial assurance across 5 actions, including bereavement support, mortality oversight and escalation, and implementation of the immediate requirements relating to the Sudden Unexpected Death in Infancy and Childhood process. It has also confirmed that relevant programmes of work are already underway in relation to speaking up, organisational listening and the triangulation of intelligence and concerns.

Reasonable assurance can be provided for 8 actions where clear implementation routes have been identified, but further action, evidence or embedding is required. These include neonatal monitoring arrangements; insulin storage and access controls; safeguarding training and contractual requirements; and implementation of the national Suspicion of Deliberate Harm Protocol.

Recommendation 13.3 has been assessed as Amber/Red, reflecting a lower level of assurance and the continuing uncertainty associated with national regulatory developments. The Trust is progressing those elements within its direct control, including contractual and policy changes aligned with Recommendation 4.2 and its leadership development programme. However, full implementation of the individual duty of candour for managers is dependent on further clarity regarding the wider regulatory changes under Recommendation 13. The Amber/Red assessment therefore reflects both the outstanding actions within the Trust’s control and the current national dependency.

The review therefore provides the Board with a baseline assurance position rather than confirmation that all recommendations have been fully implemented. Actions arising from the assessment are consolidated into a single delivery plan. Progress will be monitored through the Executive Quality Group (EQG) with assurance provided to the Quality Outcomes Committee (QOC) on behalf of the Board, with further assurance provided as outstanding actions are completed and national requirements develop. This reflects the paper’s intention to align related activity, minimise duplication and use established governance arrangements.

The next phase of assurance will therefore focus not only on completion of individual actions, but on how the Trust triangulates intelligence across mortality, patient safety, safeguarding, speaking up, workforce and patient and family experience to provide confidence that emerging concerns or patterns would be identified, escalated and acted upon.
7 Recommendations
The Trust Board is asked to approve this paper.
The Board is asked to:
· note the 14 Thirlwall Inquiry actions requiring direct Trust action;
· receive and note the baseline assessment, comprising substantial assurance for five actions, reasonable assurance for eight actions and limited/reasonable assurance for one action (Amber/Red);
· approve the consolidation of all outstanding actions into a single delivery plan;
· delegate detailed oversight and assurance to the Quality Outcomes Committee; and
· request further assurance reporting as actions are completed, evidence is embedded and relevant national requirements develop.
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