
HSJ Intelligence | HSJ Best Practice

Revealed: Urgent review
ordered after deaths in fragile
maternity services
By Emily Townsend and Alison Moore | 20 January 2026

NHS England letter urges trusts to review safety and quality of home birth services 

National warning follows “gross failures” in care of mother and baby in Manchester

Comes as HSJ  reveals thousands of service suspensions  and repeated coroner
concerns

NHS England has ordered trusts to “urgently” review their home birth services, it has
emerged – as an HSJ  investigation reveals widespread fragility and safety risks.

Chief midwifery officer Kate Brintworth wrote to trust and integrated care board CEOs late last year
after “gross failures” were identified in the care of Jennifer and Agnes Cahill during a home birth
under the care of Manchester University Foundation Trust in 2024.

Ms Cahill died shortly after suffering a haemorrhage during labour, while baby Agnes had the
umbilical cord wrapped around her neck and was not breathing when she was delivered.

Coroner Joanne Kearsley identified serious failures by two
inexperienced community midwives, and  a subsequent prevention of
future deaths report warned of a lack of national guidance on staffing,
training and experience for midwives attending home births.
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NHSE’s letter, which was sent last year but has not been made public,
comes as HSJ analysis shows multiple coroners have been raising
concerns about poor support for and oversight of home birth services
for several years (see box).

And separate HSJ research has found  widespread and regular suspensions of the
services across the country, underlining their fragility and pushing some women towards giving
birth with minimal support.
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NHSE’s letter asks trusts to “urgently review the safety and quality” of home birth services
following Jennifer and Agnes Cahill’s deaths.

It said they should consider issues identified in the case, including: 24-hour availability of prompt
midwifery care; whether staff are properly equipped, trained, prepared and skilled; senior clinical
support; and planning for potential hospital transfers for each birth.

Trusts should also review care planning and risk assessments, and check they have
comprehensive guidance, including standard operating procedures, Ms Brintworth said in the
November letter.

It adds: “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.” They should report findings to their board and
any problems they find to NHSE regional teams.

Source: Family handout

Jennifer Cahill
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Coroners’ repeated concerns
Four “prevention of future death” warnings have been issued to trusts and national bodies
since 2022, over the deaths of four babies and one mother linked to home births, the latest of
which was the Cahills’ in November.

Another inquest, which did not result in a PFD highlighted the inexperience of midwives who
attended a home birth, with signs of fetal distress missed.

Concerns flagged by coroners included a lack of national guidance on training, staffing, and
experience needed for midwives. 

Reports also raised alarm about inconsistent practice, lack of specific oversight and regulation
of teams, and inexperience and poor training of midwives, leading to missing basic medical
checks.

Specific concerns included:

Adele Massoudi, PFD dated June 2022, in which the coroner raised concern about
training for midwives within the home birth team;

Archie Batten, inquest conclusion delivered June 2022, where the coroner said signs of
fetal distress should have been acted upon by home birth teams, and his death would have
been avoided had he been born in hospital.

Emilia Watson, PFD dated May 2023, where the coroner highlighted the inexperience of
the two midwives who attended Emilia’s mother’s home birth, one of whom had never
attended one before despite decades of midwifery care. The coroner also raised concerns
that there is no specific regulatory requirement regarding midwifery experience at home
births;

Orlando Davis, PFD dated April 2024, which highlighted missed opportunities to treat
Orlando’s mother for a complex condition both at home and during her subsequent
admission to hospital.

Last week, the charity Birthrights, the Association for Improvements in Maternity Services and
the Association of Radical Midwives wrote to health and social care secretary Wes Streeting
and NHSE CEO Sir Jim Mackey  calling for improvements in home birth provision.

Their letter calls for midwives to receive full handovers or briefings before attending a home
birth; home birth-specific emergency drills training; and 24-hour senior support for more
complex cases.
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An NHSE spokesman said: “Every woman has the right to choose to give birth in hospital, at a
birth centre or at home, and maternity teams must discuss the different options and risks so
expectant mothers can make fully informed decisions about their care…

“We are continuing to work with local teams to ensure they are providing safe care.”

Services suspensions pushing women towards ‘free birth’ 
An HSJ  survey of maternity units has found that home birth services were suspended or restricted
at least 4,538 times over an 18-month period – including 14 trusts, more than a sixth of those who
responded, where more than 100 days were affected.

Sixty out of 80 hospital trusts that responded to HSJ’s freedom of information request said there
had been suspensions of their service between April 2024 and September 2025.

In total, there were at least 4,538 suspensions or restrictions in the 18 months. This is likely to be
an underestimate – as some trusts did not record suspensions, while others said they made
decisions on whether to accept a home birth on a “case by case” basis. 

Two organisations told HSJ the suspensions and fragility of NHS home birth services were
pushing women towards giving birth without any midwifery.

“Free birthing” – or unassisted births  – is causing concern among professional bodies and
providers, who fear they may be asked to step in if things go wrong.

Hazel Williams, Birthrights’ CEO, told HSJ: “We are seeing an increase in women and birthing
people left with no option but to free birth unassisted at home, due to home birth restrictions.
Whilst free birth is completely lawful and for many can be an empowering decision, it would not
necessarily be their preferred option.

“However, when people are backed into this position and no recognition is given to the factors
driving people to free birth – including coercive practices, social service referrals and previous
traumatic experiences – this should be a wake-up call to the failures of the system.”

Royal College of Midwives midwifery director Fiona Gibb added: “Closures driven by staffing
pressures risk limiting women’s choices and may inadvertently push some towards unregulated
or unsupported birth settings, increasing safety concerns.”
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At some trusts, although services were not formally suspended, there is evidence of severe
disruption: Leeds University Hospitals Trust said 76 women were unable to use its home birth
service, despite no formal closure.

University Hospitals Bristol and Weston said it had no suspensions, but on 32 nights it was limited
to just one birth.

Several trusts had long-term challenges sustaining home birth services – with a small number
turning to private midwives to produce the service.

County Durham and Darlington said it had not been able to offer a service until April 2025, when it
commissioned a service from a limited company. This was withdrawn a few months later and the
trust now says it hopes to launch a “sustainable” service this spring.

Manchester University FT had “paused” its home birth services in 2024 and did not resume until
April 2025.

The Department of Health and Social Care was clear it expected commissioners to reverse
temporary suspensions, and that providers should meet women’s choices whenever possible. A
spokesperson said: “Every mum deserves to feel confident that they and their baby will receive
safe care, wherever they choose to give birth.”

An NHSE spokesperson added: “The NHS has a duty to provide safe and personalised care to
women and families according to best practice guidance and informed by evidence, and it is a
fundamental requirement of maternity teams to inform and listen to every woman, respect their
views, and help them to achieve the type of birth they would like.”
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Trusts with more than 100 suspensions or
restrictions between April 2024 and September
2025

York and Scarborough Teaching Hospitals Foundation Trust 506
University Hospitals Sussex Foundation Trust 495*
County Durham and Darlington Foundation Trust 365
East Kent Hospitals University Foundation Trust 327
Croydon Health Services Trust 263
Hull University Teaching Hospitals Trust 260
Manchester University Foundation Trust 234
University Hospitals of Morecambe Bay Foundation Trust 215
Buckinghamshire Healthcare Trust 172
University Hospital of Derby and Burton Foundation Trust 169
Royal Free London Foundation Trust 167
Warrington and Halton Hospitals Foundation Trust 165
Maidstone and Tunbridge Wells Trust 158
Harrogate and District Foundation Trust 104

What the trusts said
UHSussex came back after publication to revise its figure to 258. It also said its suspensions were
for 12-hour shifts, and the total days affected would have been fewer. 

A York and Scarborough Teaching Hospitals FT spokesperson said: “Like other NHS trusts, we
may temporarily pause home births when staffing levels or service pressures mean we cannot
safely provide the right support at home and maintain safe care in our maternity units. These
decisions are made on patient safety grounds, kept under regular review, and home birth services
are reinstated as soon as it is safe to do so.”

Several trusts stressed any suspension took place on safety grounds, such as last-minute staff
absences due to illness or staff already being at another birth. They said they often affected only a
small number of births.

Ali Kennah, chief nurse for Warrington and Halton Teaching Hospitals, said it had introduced a new
model of care to strengthen its offer for families.

Croydon Health Services said it had two extended periods of suspension due to a shortage of
experienced midwives. It has now launched an integrated midwife-led team, offering a home birth
option.
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Updated 10.30 22 January with updated information from UHSussex 

HSJ PATIENT SAFETY CONGRESS & AWARDS | 28–29 SEPTEMBER 2026 | TELFORD

The HSJ Patient Safety Congress & Awards returns on 28–29 September 2026 with a
refreshed, more immersive experience at its new home, the Telford International Centre.

Bringing together senior leaders, clinicians and patient safety professionals from across
health and care, the Congress offers practical learning, real-world case studies and award-
winning best practice. The move to Telford enables easier travel, free on-site parking, nearby
affordable accommodation and improved event flow, alongside enhanced networking,
wellbeing spaces and a vibrant exhibition.

BOOK NOW
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