Response to the Letter to the editor from the Ockenden team re: BJOG-22-0878.R1

We thank the Ockenden team for their response to our critical look at their review of the maternity services at the Shrewsbury and Telford Hospital NHS Trust (SaTH).  We are heartened to learn that they agree that the most important finding of their report is the need for more funding for maternity care.

Although the authors of the report do not mention it, we believe they would also agree with the central concern of our review – media misrepresentation of their findings. Media accounts of the Ockenden report give the impression that 1) midwives are ultimately responsible for the deaths that occurred at SaTH, and 2) that perinatal deaths would be reduced by increased use of caesarean sections. Unfortunately, the report invited these distortions. Why offer the media the red meat of a toxic culture (of bullying and fear1) – that shifts responsibility from the ultimate problem of staff shortages to individual caregivers? As the report explains, it was these shortages that resulted in a lack of proper supervision for trainees, unhealthy tension between midwife and obstetric units, and the diversion of midwives from their posts to help in obstetrics. 

Furthermore, our data show that increased use of caesarean sections does not reduce perinatal death. Caregivers at SaTH and in the UK, together with the World Health Organization and professional organisations such as the International Federation of Gynecology and Obstetrics2 and the International Confederation of Midwives3, are properly concerned about the negative effects of unnecessary cesareans.  Given the recent release of NHS data showing the 2021-22 caesarean rate in England rising to 36%4 – a rate approaching the highest in Europe – these concerns must be addressed. 

But evidence about too few staff and the dangers of the overuse of caesarean sections is far less newsworthy than laying blame at the feet of midwives. 

The authors of the report may object that they are not responsible for media misrepresentation. But those who develop public reports are obliged to present results in a way that insures they will be fairly represented in the media. If their findings are reported improperly, the response must be public and forceful.  Sadly, media sensationalization of the Ockenden report may ultimately worsen the problem the authors sought to address.   

As researchers who study the culture and organization of maternity care, we remain concerned about the unrealistic proposals made by the Ockenden team. For example, their proposed “pause” in use of the Continuity of Carer (CoC) model “until the time it can be safely staffed” ignores the reality of bureaucracies and budgets. Such a pause is not only a disservice to mothers and midwives – CoC with appropriate staffing levels reduces preterm births, medical interventions, and staff burnout – but it ignores what we know about medical organisations. “Until the time…” all but guarantees that the time to resume CoC will never arrive.

Much the same can be said for the team’s advocacy of centralized CTG.  Although they recognize the harm of CTGs and qualify their recommendation – saying that “where CTG is necessary” it is helpful to have monitors in two places – the report ignores how the availability of central monitors alters the behavior of caregivers, pulling them out of laboring rooms and reducing valuable face-to-face care5.

We need more funding for maternity services. But simply investing in more medical interventions rather than midwives will not maximize the health of mothers and babies. 
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