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NHS England 

Wellington House 

133-155 Waterloo Road 

London 

SE1 8UG 

26 June 2026 
 

 

Dear colleagues, 

Nottingham maternity review findings on post-death care and  

key actions required following the Fuller inquiry 

 

The NHS holds a special responsibility for the care of patients from birth, throughout 

their lives and in death. At every stage, we must deliver care with dignity, respect 

and compassion.  

 

When dignity after death is not preserved, the NHS betrays the trust that is placed in 

it and not only fails those that have died, but also their loved ones, adding to their 

grief and harm. As leaders, we must ensure this never happens by putting in place 

the right support and oversight, so that all staff working in the NHS consistently 

uphold dignity and care. 

 

The further instances of unacceptable care of the deceased, amongst the many 

distressing findings of Donna Ockenden’s Independent Review of Maternity Services 

at Nottingham University Hospitals NHS Trust (NUH), are shocking. We must 

https://www.ockendenmaternityreview.org.uk/final-report-of-the-independent-review/
https://www.ockendenmaternityreview.org.uk/final-report-of-the-independent-review/
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remember that this is not the first time that unacceptable care and poor oversight of 

mortuaries have been uncovered, and there is already a clear set of actions to 

strengthen and improve this area of care. The findings of Donna Ockenden’s report 

should be considered alongside the Phase 2 report of the independent inquiry into 

the heinous crimes of David Fuller, published in July 2025. The report made 75 

recommendations to strengthen the protection, security and dignity of people after 

death, including 29 that are immediately relevant to the NHS. 

 

In response to Donna Ockenden’s review and the Human Tissue Authority’s (HTA) 

recent report on NUH, the Government has announced that the HTA is taking 

immediate action with a new requirement for mortuaries to review HTA reportable 

incident (HTARI) internal records from 2015-2026. This audit will ensure that all 

reportable incidents during this period have been logged with the HTA, and that any 

missing incidents are reported retrospectively. A Regulatory update will be issued by 

the HTA in July setting out the parameters, timeframe, process and deadlines for the 

evidential compliance audit. The HTA will report findings to the Secretary of State in 

October.  

 

We know that the NHS has been working hard to meet the recommendations 

following the independent inquiry into the actions of David Fuller. However, in light of 

these further terrible findings, we are asking you not only to ensure compliance, but 

that you are rigorously reviewing your mortuary departments on a regular basis. To 

do this, ask yourselves the question ‘what do you really know about the culture of 

your services, and the values and behaviours of your staff?’. 

 

No system or process can totally mitigate malign or malicious intent. However, every 

Board member and senior leader involved in the care of the deceased should read 

these reports and ask themselves if this could be happening in their organisation. 

They should explore this by visiting services, listening to staff, encouraging concerns 

to be raised and acted on, and asking themselves whether the care provided would 

be good enough for their own loved ones. Boards are responsible for maintaining 

clear oversight of mortuaries, related storage areas and any other areas where 

people who have died are cared for, and for ensuring dignity, security and post-death 

care are central to local planning, governance and delivery. 

 

To support this oversight, Annex 1 summarises the guidance and support NHS 

boards should consider, and Annex 2 maps the NHS-focused Fuller Inquiry 

recommendations to this guidance.  

https://www.gov.uk/government/publications/david-fuller-inquiry-phase-2-report
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Trusts are asked to cascade this letter to relevant teams, including estates, 

safeguarding, pathology, bereavement, mortuary, corporate services, and your 

Freedom to Speak Up Guardians. Issues requiring support or escalation should be 

raised through regional teams. 

 

Every Board should continue to review its local position and assure itself that all 

deceased people cared for in NHS settings are treated with the respect, dignity, 

security and compassion they deserve. This goes beyond compliance; it is 

fundamental to compassionate care. 

 

On the basis that all NHS providers may be involved in caring for people after they 

die, we need assurance that each Board has robustly tested its position. All NHS 

Provider Trusts that have a mortuary, related storage area for the deceased, or 

routinely care for people after death, are asked to complete and return the 

Board Assurance Statement provided at Annex 3 by 31 July 2026.  

 

For NHS trust chief executives, medical directors and chief nurses, there will be a 

chance to discuss this and broader issues in maternity and neonatal care when we 

come together in London on Tuesday 30 June. 

 

Thank you for all you have already done in response to the Fuller recommendations 

to date. However, there is still more work to do. We owe it to those who have died, 

and to their families and loved ones to ensure the findings of the Donna Ockenden 

review, the HTA report on NUH, and the Fuller Inquiry recommendations lead to 

meaningful and lasting change.  

 

Yours sincerely, 

  

Duncan Burton 

Chief Nursing Officer for England 

Sarah-Jane Marsh  

NHS England Chief Operating Officer 
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Annex 1 - Summary of national updates made or planned in response to the 

Fuller Inquiry 

 

1. NHS Premises Assurance Model (PAM) (15 April 2026) 

The NHS Premises Assurance Model (PAM) supports boards, directors of finance 

and estates and clinical leaders to make more informed decisions about the 

development of their estates and facilities services and provides assurances that the 

estate is safe, efficient, effective and of high quality. The NHS Standard Contract 

requires providers to comply with the PAM.  A new set of high-level self-assessment 

questions reflecting relevant recommendations made by the Fuller Inquiry has now 

been incorporated into the latest version of the PAM. The submission window for the 

NHS runs from 8 May 2026 to 8 September 2026. 

For assurance by trust boards: Trusts should assure themselves against the latest 

version of the PAM self-assessment questions. 

 

2. Health Building Note 16-01: Facilities for mortuaries, including body stores 

and post-mortem services (May 2023) 

Health building notes (HBNs) give best practice guidance on the design and planning 

of new healthcare buildings and on the adaptation or extension of existing facilities. 

Health Building Note 16-01: Facilities for mortuaries, including body stores and post-

mortem services was updated in 2023, to enhance levels of security, access and 

CCTV, however we will be providing further update during 2026 to provide additional 

guidance to NHS trusts on recommendations raised by the Fuller Inquiry. 

For assurance by trust boards: Trusts should consider best practice guidance set 

out in the HBN for ongoing planning. 

 

3. Insightful provider board guide (November 2024) 

Trusts are reminded that the insightful provider board guide is intended to help 

boards to identify the information they need and the cultures, behaviours and 

governance required to ensure that information is used effectively. This guidance 

already references mortuary practices but will be updated later in 2026 and will 

incorporate relevant content to reflect Fuller findings and recommendations. It should 

be read alongside the Code of governance for NHS provider trusts (March 2026) and 

Guidance on good governance and collaboration (April 2023). 

https://www.england.nhs.uk/long-read/the-nhs-premises-assurance-model-26-27/
https://www.england.nhs.uk/wp-content/uploads/2023/05/PRN00284-health-building-note-16-01-facilities-for-mortuaries-including-body-stores-and-post-mortem-services.pdf
https://www.england.nhs.uk/wp-content/uploads/2023/05/PRN00284-health-building-note-16-01-facilities-for-mortuaries-including-body-stores-and-post-mortem-services.pdf
https://www.england.nhs.uk/publication/the-insightful-provider-board/
https://www.england.nhs.uk/long-read/code-of-governance-for-nhs-provider-trusts/
https://www.england.nhs.uk/publication/guidance-on-good-governance-and-collaboration/
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For assurance by trust boards: Trust boards should use the guidance provided to 

reflect and consider whether the leadership, culture, systems and processes they 

have in place are using information in the best way to lead their organisations 

effectively in respect of matters relating to mortuaries and body stores. 

 

4. Assessing provider capability: guidance for NHS Trust Boards (August 

2025) 

Assessing provider capability: guidance for NHS trust boards provides a self-

assessment framework to strengthen boards’ governance and assurance. These 

self-assessments are used by regional oversight teams along with their own views 

and information held by 3rd-party bodies (including the Human Tissue Authority) to 

take a view of management, governance and grip. This guidance is also due to be 

updated later in 2026. 

For assurance by trust boards: As per Insightful provider board guide (see entry 

3). 

 

5. Advanced Foundation Trust Programme (12 November 2025) 

For existing NHS foundation trusts and NHS trusts who wish to become advanced 

foundation trusts, the Advanced Foundation Trust Programme requires evidence that 

trusts applying for advanced foundation trust status have considered relevant 

insights and learning from inquiry recommendations and have implemented them or 

are in the process of implementing them (question 2, advanced foundation trust 

criteria – quality governance arrangements are effective in practice). 

For assurance by trust boards: As per Insightful provider board guide (see entry 

3). 

 

6. NHS Safeguarding accountability and assurance framework (April 2026)  

The NHS Safeguarding Accountability and Assurance Framework (SAAF) sets out 

the safeguarding roles and responsibilities of all individuals working in providers of 

NHS-funded care settings and NHS commissioning organisations. This includes 

requirements for an executive lead for safeguarding. In April 2026, the SAAF was 

updated to include reference to the deceased. Trusts should also note this addition 

will require a supporting reference to be made in the annual report about 

https://www.england.nhs.uk/long-read/assessing-provider-capability-guidance-for-nhs-trust-boards/
https://www.england.nhs.uk/publication/the-insightful-provider-board/
https://www.england.nhs.uk/long-read/advanced-foundation-trust-programme-guide-for-applicants-annex-1/
https://www.england.nhs.uk/publication/the-insightful-provider-board/
https://www.england.nhs.uk/long-read/safeguarding-children-young-people-and-adults-at-risk-in-the-nhs/
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safeguarding children, adults and children in care. This must be submitted to the 

trust board.   

NHS England is also updating related training to include reference to the deceased. 

These updates will be made during 2026.   

For assurance by trust boards: Providers must demonstrate that these updates to 

safeguarding are embedded at every level in their organisation, with effective 

governance processes evident. Providers must assure themselves, the regulators, 

and their commissioners that safeguarding arrangements are robust and are 

working. 

In line with updates to the SAAF, executive leadership should now include oversight 

of arrangements for the deceased. Trust boards are encouraged to consider their 

local arrangements accordingly. Executive leadership for safeguarding, estates and 

related security matters may vary according to local arrangements (for example, 

operating via a dual accountability between the executive lead for statutory 

safeguarding and the executive lead for estates) and trust boards should ensure this 

is clearly articulated.  

Local take-up of safeguarding training and resources requires ongoing assurance by 

trusts. 

 

7. Related Third Party Guidance 

HTA Guidance 

The Human Tissue Authority (HTA) Codes of Practice provide practical guidance to 

professionals carrying out activities within the scope of the HTA's remit, which 

includes licensed mortuary facilities in the NHS estate. This includes detail on the 

required appointment of a Designated Individual.  The Human Tissue Authority have 

additionally published good practice guidance for those responsible for the dignity 

and care of the deceased. This is voluntary guidance and applicable to all settings, 

including unlicensed body stores. 

Hospice UK Guidance 

Hospice UK have several resources to support clinical and non-clinical staff in a 

hospice role. Their Care After Death guidance provides a comprehensive guide for 

all staff who are responsible for the care of a deceased adult. 
  

https://www.hta.gov.uk/guidance-professionals/codes-practice-standards-and-legislation/codes-practice
https://www.hta.gov.uk/guidance-professionals/codes-practice-standards-and-legislation/guidance-those-responsible-dignity
https://www.hta.gov.uk/guidance-professionals/codes-practice-standards-and-legislation/guidance-those-responsible-dignity
https://www.hospiceuk.org/publications-and-resources
https://www.hospiceuk.org/publications-and-resources/care-after-death
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Annex 2 – NHS specific Fuller Inquiry report recommendations and supporting 

guidance. Please refer to annex 1 for additional context on supporting guidance. 

 

Recommendations 1 to 9 (relevant to security, CCTV, access and audit) 

The full text of these recommendations can be found in the Phase 2 Report (pp.264-

265).  

Supporting guidance 

NHS Premises Assurance Model (see entry 1 in Annex 1).  

Health Building Note 16-01: Facilities for mortuaries, including body stores and post-

mortem services (see entry 2 in Annex 1).  

Other third-party guidance: Human Tissue Authority code of practice and Human 

Tissue Authority voluntary guidance (see entry 7 in Annex 1).  

 

Recommendations 10, 11, and 12 (relevant to the role of the Designated 

Individual) 

The full text of these recommendations can be found in the Phase 2 Report (p.265). 

Supporting guidance 

Third party guidance: Human Tissue Authority guidance, including the role of the 

Designated Individual (see entry 7 in Annex 1).  

 

Recommendations 13 and 14 (relevant to the role of the Mortuary Manager) 

The full text of these recommendations can be found in the Phase 2 Report (pp.265-

266). 

Supporting guidance 

Local HR policies and resource allocations.  

 

Recommendations 15, 16, 17 and 18 (relevant to the board assurance and 

reporting) 

The full text of these recommendations can be found in the Phase 2 Report (pp.265-

266). 

Supporting guidance 

The Insightful provider board guide (see entry 3 in Annex 1).  

Assessing provider capability: guidance for NHS trust boards and third-

party information (see entry 4 in Annex 1).  

Advanced Foundation Trust Programme (see entry 5 in Annex 1).  

 

 

https://www.gov.uk/government/publications/david-fuller-inquiry-phase-2-report
https://www.gov.uk/government/publications/david-fuller-inquiry-phase-2-report
https://www.gov.uk/government/publications/david-fuller-inquiry-phase-2-report
https://www.gov.uk/government/publications/david-fuller-inquiry-phase-2-report
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Recommendations 19, 20 and 21 (relevant to safeguarding) 

The full text of these recommendations can be found in the Phase 2 Report (pp.266-

267). 

Supporting guidance 

NHS Safeguarding Accountability and Assurance Framework (see entry 6 in Annex 

1).  

 

Recommendations 24 and 25 (relevant to medical education settings)  

The full text of these recommendations can be found in the Phase 2 Report (pp.267-

268). 

Supporting guidance 

Where relevant to the NHS, these actions have been reflected in the NHS Premises 

Assurance Model (see entry 1 in Annex 1) 

 

Recommendation 27 (relevant to hospice settings) 

The full text of this recommendation can be found in the Phase 2 Report (p.268). 

Supporting guidance 

NHS trusts directly providing a hospice service that includes provision for either a 

mortuary or body store should be aware of wider updates, as set out in annex 1.  

Other related third-party guidance has also been updated in line with inquiry 

findings: Hospice UK guidance (Care After Death) and Best practice guidance from 

the Human Tissue Authority (see entry 7 in Annex 1).  

 

Recommendations 30 to 33 (relevant to ambulance policies and data) 

The full text of these recommendations can be found in the Phase 2 Report (p.269). 

Supporting guidance 

The government’s interim update sets out what action should be taken. A further 

update is expected in summer 2026.   

In addition to the Government’s interim update, ambulance trusts are individually 

responsible for introducing operational policies as described in the recommendation, 

and for ongoing monitoring of their use. Boards should assess compliance against 

these recommendations.

https://www.gov.uk/government/publications/david-fuller-inquiry-phase-2-report
https://www.gov.uk/government/publications/david-fuller-inquiry-phase-2-report
https://www.gov.uk/government/publications/david-fuller-inquiry-phase-2-report
https://www.gov.uk/government/publications/david-fuller-inquiry-phase-2-report
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Annex 3 – Board Assurance Statement for NHS Provider Trusts. Please return this assurance statement to the NHS England 

Inquiry Team by 31 July 2026 to: england.nhsinquiryteam@nhs.net 

 

Assurance statement Confirmed 

(yes/no) 

Additional comments or qualifications 

(optional) 

The roles and responsibilities between the relevant teams 

responsible for mortuary care, including estates, safeguarding, 

pathology, bereavement, mortuary and corporate services, are 

clear, understood and are tested on a regular basis. 

  

The Board has undertaken a review of progress against the 29 

recommendations immediately relevant to the NHS as made by 

the Fuller Inquiry. Where the Trust is not fully meeting a specific 

recommendation, a time-limited action plan is in place to close any 

gaps.  

  

In line with updates to the NHS Safeguarding Accountability and 

Assurance Framework, executive leadership has been reviewed 

with clear oversight of arrangements for the safeguarding of 

people after they die.  

 

  

mailto:england.nhsinquiryteam@nhs.net
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Assurance statement Confirmed 

(yes/no) 

Additional comments or qualifications 

(optional) 

The Board can assure itself the organisation has a plan in place to 

ensure the effective oversight of matters relating to mortuaries, 

related storage areas (or wider facilities) where the deceased are 

cared for, including the correct information and governance 

arrangements. If it cannot, it has identified the actions necessary to 

address this and a plan is in place to implement them as a matter 

of urgency. 

  

For all issues related to estates, there is an agreed timeline in 

place to undertake a self-assessment against the latest version of 

the NHS Premises Assurance Model and submit data within the 

current window (closing 8 September 2026), ensuring that your 

plan includes PAM sign-off from your Board prior to submission. 

  

 

Trust Name   Trust CEO/AO name Date Trust Chair name Date 

     

 
 


