
Date Timeline Action Concerns 
from the coroner and amending the 
report. 

29th March 17 • Commissioners contacted by Neonatal Network 
and advised of an internal meeting at the trust. 

Trust had concerns relating to additional 
cases paediatricians felt required review. 
? Whether a police investigation 
required. 

NHSE not informed. 
Trust not willing to share any concerns and 
wanted to plan their own communications. 
External review not shared. 

6th April 2017 • Draft action plan post Royal College review 
received from Trust Director of Nursing 

April 2017 • Discussion with Director of Nursing (Spec Corn) 
and Chief Nurse (North) and Director of 
Specialised Commissioning Operations and 
National Director of Nursing for Spec corn, 
regarding the Trusts unwillingness to involve the 
police in the matter. 

Decision taken to discuss with the Trust 
and Trust agree to take to Child death 
overview panel. (?date) 

9th May 2017 • Email from Chief Nurse in response to the Trusts 
discussion regarding having a single point of 
contact, advising MD NHSI and Chief Nurse 
(North) will be the points of contact with a 
limited circulation list. 

There is to be a police investigation 
following trust discussions with the Child 
Death Overview Panel (CDOP) 

18th May 2017 • Meeting held with Neonatal system to review 
the Trust and commissioner actions 

Request made for the second report into 
the individual cases. 

Trust advised further information had been 
requested. 

13th June 2017 • Email from Chief Nurse (North) discussing the 
consideration of a risk summit, this was 
discounted as there would be ongoing 
commissioner support and an interim solution in 
place. Agree to move to a single item QSG if not 
resolved. 

Felt risk was minimised and single item 
QSG would not add any value at this 
point. 

14th June 2017 • Agreement with Chief Nurse (North) to postpone 
the peer review as this may interfere with the 
police investigation (please note this has now 
been completed in May 2018 and immediate 
risks and serious concerns communicated with 

FROM THIS POINT 
• Chief Nurse (North) remained the 

single point of contact for this issue 
• No change to the service, remains 

downgraded to a level 1 unit 

Second report into the individual cases 
never received as would appear never 
signed off by the trust with clinician 
agreement. (Became part of police 
investigation) 
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