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Thirlwall Inquiry report and recommendations  

Dear colleagues, 

Lady Justice Thirlwall’s report is a sobering moment for all of us working in the NHS. 
From the devasting failure, both of individuals and the system, to act quickly enough 
to safeguard babies, to the questions it poses about the NHS culture that prevented 
this – the need for change goes beyond the walls of a single hospital ward. We must 
address these together now. 

Our thoughts remain very much with the families affected who have experienced 
unimaginable loss and pain, and the NHS repeatedly failed them. The care, safety, 
and safeguarding of all patients is the principal duty of all of us, and this is why we 
must all act with the urgency, curiosity, and openness to ensure that the learning 
from this Inquiry is translated into clear action. 

To: NHS trusts and integrated care 

boards: 

• chief executives 

• chief operating officers 

• chief nursing officers 

• chairs 

• medical directors 

 

cc. NHSE regional teams: 

• regional directors 

• chief nursing officers 

• medical directors 

https://thirlwall.public-inquiry.uk/
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This is not just a matter for Trusts with neonatal services. It is a matter 
for every single Trust and ICB Board to consider, and for every member 
of staff across the NHS. 

Recommendations 

On Tuesday, the Secretary of State delivered a statement in Parliament that 
committed to commencing a series of actions recommended in the final report, while 
the Government considers the Inquiry’s recommendations in full. 

Specifically: 

• Urgently work to develop plans for all cots and incubators in all neonatal units 
to be fitted with baby monitors (in-cot cameras with livestreaming video), so 
that parents can observe their baby remotely at any time. Taking learning 
from places where this is already used, we will develop a national approach to 
support neonatal units to implement this; 

• Go further on new guidance on the safe use and storage of insulin and 
strengthened guidance for medical examiners reviewing neonatal death; 

• Undertake a review of the ‘Working Together to Safeguard Children’ (April 
2026) and safeguarding training nationally; 

• Work through plans to regulate NHS managers through a barring scheme for 
senior leaders who fail in their responsibilities; 

• Continue rollout of the National Bereavement Care Pathway for families 
experiencing neonatal loss. 

Actions needed now  

Trusts should immediately progress the following actions in response to the Inquiry’s 
findings: 

• Every Trust and ICB Board to review the Thirlwall report and to consider 
its findings at the next available public Board meeting: Boards should 
reflect on whether it would have been possible for similar events to occur at 
their own organisation and seek assurance that sufficient measures are in 
place to keep the babies and children in their care safe, no matter what 
setting. Central to this is a culture of professional curiosity, where both Board 
members and staff feel empowered, supported, and confident to speak up, 
challenge concerns, and raise issues without fear. Any risks to this must be 
urgently discussed with the regional team.  
 

• Sudden and Unexpected Death In Children (SUDIC): The Inquiry rightly 
made clear that no member of staff should ever assert that they did not know 
what to do in response to a sudden and unexplained death. The SUDIC 
protocol is applicable for every death (or collapse leading to death) of an 
infant or child under the age of 18 which would not have been reasonably 

https://gettingitrightfirsttime.co.uk/wp-content/uploads/2026/04/GIRFT-guide-to-safe-insulin-use-in-neonatal-services-FINAL-January-2026.pdf
https://www.rcpath.org/static/874ae50e-c754-4933-995a804e0ef728a4/Sudden-unexpected-death-in-infancy-and-childhood-2e.pdf
https://www.rcpath.org/static/874ae50e-c754-4933-995a804e0ef728a4/Sudden-unexpected-death-in-infancy-and-childhood-2e.pdf
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expected to occur 24 hours previously and in whom no pre-
existing medical cause of death is apparent, irrespective of the 
place of death. This includes sudden and unexpected deaths within neonatal 
units. All Trusts with a neonatal unit must urgently communicate to all 
relevant staff and the Board that the SUDIC process applies as set out 
above. This must be completed by no later than Monday 28 September 
2026. It is important to note that SUDIC reporting runs alongside your own 
internal reporting processes. 
 

• National Bereavement Care Pathway for stillbirth and neonatal death: 
ICBs and providers should take immediate action to improve care of the 
bereaved as has already been set out in the NHS Medium Term Planning 
Framework (October 2025). 

• Insulin: By 31st March 2027, all neonatal units must meet requirements for 
access control and storage of insulin as set out in the GIRFT neonatology 
Guide to safe insulin use. Until access to insulin requires the provision of 
biometric data, each Trust should urgently install CCTV cameras in neonatal 
units focused on storage fridges, cupboards or units by 30 November 2026 at 
the latest. The cameras should store recordings for at least 28 days.  

• Safeguarding: Trusts and ICBs should ensure that all staff and Board 
members are compliant with safeguarding training requirements at the 
appropriate level and confirm that staff know who to raise and escalate 
concerns to. Boards must assure themselves that the safeguarding of babies 
and children is given the level of prominence required. 

In addition, Trusts are reminded that the Insightful Provider Board guide is intended 
to help Boards identify the information they need and the cultures, behaviours and 
governance required to ensure that information is used effectively. 

Health and wellbeing  

We are mindful that the findings of this Inquiry may impact the confidence of parents 
and families whose babies are currently receiving neonatal care. We would urge you 
to consider what steps can be taken locally to provide parents with assurance of the 
care being given and support that is required during the care of their baby.    

We also recognise that caring for very sick babies can be psychologically difficult for 
staff and this is an opportunity to review the support mechanisms in place for staff 
working in these services. 

Next steps 

The report firmly underlines why the urgent work we are doing through the Maternity 
and Neonatal Care 10-Point Plan must be a top priority for the NHS. As the 
Secretary of State has clearly set out, the safety, safeguarding and wellbeing of 
mothers and babies must never be treated as a side issue and must be a central 
priority for NHS boards.  

https://www.england.nhs.uk/publication/medium-term-planning-framework-delivering-change-together-2026-27-to-2028-29/
https://www.england.nhs.uk/publication/medium-term-planning-framework-delivering-change-together-2026-27-to-2028-29/
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2026/04/GIRFT-guide-to-safe-insulin-use-in-neonatal-services-FINAL-January-2026.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2026/04/GIRFT-guide-to-safe-insulin-use-in-neonatal-services-FINAL-January-2026.pdf
https://www.england.nhs.uk/publication/the-insightful-provider-board/
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The findings of this crucial report will be a key focus of our next CEO 
leadership event tomorrow. It is important that we challenge each other 
when we meet on whether we are all doing enough to ensure that babies and 
children are protected, no staff member is ignored when they raise concerns, and 
that we are consistently acting to the highest standards of governance and 
leadership. 

Yours sincerely, 

 

 

 

 

Duncan Burton 

Chief Nursing Officer for England 

Sarah-Jane Marsh  

NHS England Chief Operating Officer 

 


