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LSS Outline of the presentation

Focus on reviews of care when babies die as a means learning to improve future care
* Reviews of care — where we've come from

« Vision and development of the Perinatal Mortality Review Tool (PMRT)

« Issues with care identified from reviews

« Examples of quality improvement activities implemented as a consequence of review
findings

« Improving the quality of reviews from the parent perspective
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Context prior to the PMRT development

each baby

COU NTS ®

2015 full report

Faorysl Lodege of
Obstetricians &
Gynaecologist

EBC: Term - intrapartum stillbirths, early neonatal deaths* and brain

injury
610 EBC babies in the 2015 report —

care for most had been reviewed locally

Loois

[||[ il methodologies

Blrnove hall of 38 local reviews ware not carvied
ot using sey speciic tool or methodalogy

l'ools and methodologies used

Where a tosl ar methodolagy 15 used, theres ia brrle consiszency in lool pracmees

Root caune amalyss

Lacally developed toal

MPSA intrapartem-related death proforma
Multsdisciplinary team mesting

Londan Protocol

Local Midwifery Supervising Authomty stillbirth tool

Confldentisl enquiry-style Investgaton
SCOR
Other




Q PWMRT Context prior to the PMRT development

MBRRACE-UK: Term, singleton, intrapartum stillbirths and
R intrapartum-related neonatal deaths confidential enquiry

e — 78 deaths from 201535 included: 40 stillbirths and 38 neonatal deaths
Quality of the local review —|25% good; 25% adequate;|50% poor

MBRRACE-UK

(oo Conbmatd iy tvidence of a review I o<

Term, singleton, intrapartum stillbirth and
mrapanum-related neonatal death

' Multidisciplinary review | 2o

; Neonatologist for relevant reviews [ 112
I| "'..__.

L)

A /) _\ External input into the review [ 12%

. L
v 4 2 Parents' perspectives included [} 6%
Movember 2017
Follow-up meeting with parents ||| GGG
ﬂ HQIP 9 e i W S I ! P >8%
& i peu

Letter to parents/GP || EGKGKTcGNGNGGEEGEEGE 20/

0% 20% A0 60% 20% 100%




E}/PMRT Context prior to the PMRT development

~75% of all perinatal deaths are of babies born preterm

Matemal, Newborn and Q MERRACE-UK

Infant Clinical Outcome

Review Programme U

—— MBRRACE-UK: Stillbirths and neonatal deaths in twin pregnancies
e Confiduntisl Engeéy confidential enquiry (published in 2021)

Stillbirths and neonatal deaths in twin Pregraancees

’ 80 baby deaths from 50 pregnancies born in 2017
‘ | 96% were preterm; 82% born <32 weeks’ gestation
WHRN!

» ) N 60% were stillbirths and 40% neonatal deaths

Of the 50 pregnancies —|only 11 (22%) underwent a local review:

QP P e )y e By -
T— T ey NPEL

Quality of the review:[1 good; 2 adequate;|8 poor
Actions to improve care identified in only 5 reviews
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Pretty typical of many ‘reviews’ seen in the
earlier Confidential Enquiries

* Prior decision was made by someone about
what had happened that led to the death and
the review was of only that part of the care
with no consideration of prior care and events
— not the whole pathway of care

+ Many reviews carried out by single

individuals or small groups of individuals
often all from the same speciality

* Quality of the information (if any) provided to

parents was woeful in many instances; letters
sent to GPs and cc'd to parents;

inappropriate language to refer to the baby

Poor quality reviews

Case presentation 2

P° CB 34/40

Presented to labour ward — abdominal pain /
nausea FMs present CTG NAD

Cat| LSCS ® bradycardia

O'O5  22:42 no sign of life

Resus stopped 22:56 — (no reason found for IUD at
present

Nothing noted that could have prevented this — at
present this is unexplained.

Post mortem results pending.
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All perinatal deaths will be reviewed in an objective, robust and standardised way —
review quality will improve

Parents’ views of their care will be incorporated and they'll receive a full, plain English,
explanation as to what happened with their care, whether different care may have

made a difference to the outcome and why their baby died (accepting that even with full
investigations it is not always possible to determine why some babies die)

We will learn more about why babies die

And be able to target resources towards causes and address any shortfalls in care at
local, network and national levels

The learning and good practice will be able to be shared

The goal being a reduction in the number of babies who die; improved care for
everyone

*Vision of the DHSC/Sands Task and Finish Group — 2013 to 2014 — reported in 2015 coinciding with the Kirkup
Morecambe Bay Inquiry publication; PMRT commissioned in 2016, developed in 2017 and launched in 2018
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u kool perinatal reviow

Reviews when babies die have two purposes:
« First, to enable information to be given to parents about what happened with their care, the quality

of their care, whether different care may have resulted in a different outcome and whether there are
any implications for their care in future pregnancies

« Second, to identify issues with care to enable wider learning for QI activities to be implemented
to reduce deaths and improve care for everyone

Reviews conducted:
« 2018 — PMRT launched - since then ~27,000 reviews have been started across the UK

— only 2 Trusts/Health Boards have not started a review — because they have had not had
any deaths
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Local reviews will identify your local issues:
- Enable local action plans to be put in place to improve care
« Summary report generated from the PMRT can be used to:

» |dentify any recurrent issues to prioritise improvement

actions
« Evidence for a business case to lobby for any necessary

resources
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Learning from Standardised Rev|

MNalional Permatai Mortality Rev

Sixth Annual Report

National analysis of the PMRT data:
« Analysis of annual data
« Published in December 2024 — reviews completed in 2023
www.npeu.ox.ac.uk/pmrt/reports

Survey in 2024 of QI activities which followed from PMRT reviews —— ___h:_ | —

» Information which does not come directly from the PMRT B QYT . e - s
www.npeu.ox.ac.uk/pmrt/resources/quality-improvement-ideas
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of reviews identified

at least one issue with
care that may have
made a difference to the

of reviews identified areas
for improvement in care

outcome for the baby




(JPMRT Top seven issues identified with antenatal
& care — 2023 compared with 2018

Proportion of reviews

Late/unbooked pregnancy | s — 3 ()
Inadequate growth surveillance [ T, 26%

Poor smoking assessment and management | T —— 407
Delay/poor management medical/surgical problems | kta—— )/

Inadequate management of reduced fetal movements [ 357

Screening and management gestational diabetes [T 11%

Assessment and management of aspirin needs [T E——————— 23%

0% 5% 10% 15% 20% 25% 30% 35% 40% 45%

m2018 m2023




JIPMRT
\9 local perinatal raviews

Quality improvements made following PMRT review All Commeity
Antenatal care: Fetal Growth Monitoring midwives must have done

training before rotating
to community. Our
guideline has been
altered to reflect the GAP
and GROW pathway
and we now use
an EPR

Training of staff
to ensure
familiarity

with new process
of electronic
GROW ; Audit of USS
image review of missed
cases of SGA.
Fepis G m.wth - Overestimation of EFW
Monitoring on scans due to oblique
sections. Introduction of
cross hatch calliper
placement

Any woman
who repeatedly voices
concerns regarding the
‘size of bump' will be
referred to ANC for Incorporation of
Consultant review even if the GROW programme into
the SFH is within the EPR system which allows
electronic plotting of SFH
and EFW and an alert
system if there was a
L | concern of reducing
growth velocity ' ;;} PM RT
between scans s S ting high ity

r{d— ot gl et s
L
Y o

normal limits




(JPMRT Top seven issues identified with antenatal
& care — 2023 compared with 2018

Proportion of reviews

Late/unbooked pregnancy | — 3 ()
nadeauate grovth suveitance -, 26’

Poor smoking assessment and management [ T —— 0%
Delay/poor management medical/surgical problems | tta—— )/

Inadequate management of reduced fetal movements [ 357

Screening and management gestational diabetes [T 11%

Assessment and management of aspirin needs [T E——————— 23%

0% 5% 10% 15% 20% 25% 30% 35% 40% 45%

m2018 m2023
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Quality improvements made following PMRT review New CO

machines were

purchased which
have a stable supply of
mouthpieces. Purchase

Antenatal care: Carbon Monoxide (CO) Monitoring

Regular reminders
circulated to staff using
the Maternity & Neonatal
Safety Briefing Memo and
work was completed to
ensure every community
midwife and inpatient
ward area had a working
CO monitor available

|

made with financial
support of our local baby
loss suppart group
charity

Carbon Monoxide
(CO) Monitoring

If CO level not
taken at ANC booking
appointment, the
community staff now
have equipment and
can check it at future
appointments

Dedicated CO

Online training
videos outlining how to
use the equipment
developed. “Theme of the
week' issued outlining
the rationale for
undertaken CO
monitoring at each
contact

=

The EPR was amended

SOP developed
which requires CO
assessments at

to make completion
of the carbon monoxide

assessment

all antenatal

: mandatory a
appointments

all contacts

t

{

-

PMRT
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(JPMRT Top seven issues identified with antenatal
& care — 2023 compared with 2018

Proportion of reviews

Late/unbooked pregnancy [ s 30%
Inadequate growth surveillance [ T 0 20%

Poor smoking assessment and management [ T — 40%
Delay/poor management medical/surgical problems | )

Inadequate management of reduced fetal movements [T 30

Screening and management gestational diabetes [T 11%

Assessment and management of aspirin needs [T T ———————— 3%

0% 5% 10% 15% 20% 25% 30% 35% 40% 45%

w2018 m2023
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Quality improvements made following PMRT review
Antenatal care: Reduced Fetal Movements

Alert set up on the
EPR to notify of
admissions with

reduced fetal
movements

Retraining
of all staff in the use
of the EPR system
including Obstetric and
Anaesthetic colleagues.
Relaunch of
‘Altered/reduced fetal
movement’
guideline

All women now
receive written
information regarding
fetal movements (KICKS %’
COUNT) when
they attend for their
anomaly scan

Mandatory checklist
Reduced Fetal 9 added to the EPR.
Movements Focused Audits
' conducted on

. compliance with
N ! the national RFM

guidance

Patient
information
leaflets about RFM
in multiple
languages were
produced

'(JPMRT
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(JPMRT Top seven issues identified with antenatal
& care — 2023 compared with 2018

Proportion of reviews

Late/unbooked pregnancy [ s 30%
Inadequate growth surveillance [ T 0 20%

Poor smoking assessment and management [ T — 40%
Delay/poor management medical/surgical problems | )

Inadequate management of reduced fetal movements [T 30

Screening and management gestational diabetes [T 11%

Assessment and management of aspirin needs [ T ————————— 3%

0% 5% 10% 15% 20% 25% 30% 35% 40% 45%

w2018 m2023
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Patient Group
Directions {PGD) applied
for and ratified.

ALl midwives in the fetal
assessment unit and
antenatal clinic trained
and signed off competent
to dispense aspirin
via the PGD

Aspirin in
pregnancy leaflet
produced to aid maternal
understanding.
‘Lessons learnt’ created
and presented to staff on
multiple platforms about
re-discussing compliance
of prescribed medication
at each contact

Quality improvements made following PMRT revie
Antenatal care: Need for antenatal aspirin

pharmacy for staff to

women in antenatal

Management

D whether women are
increased risk and require G PM RT
MRS antenatal Aspirin N J

Prepacks
of Aspirin made
available from

give to high risk @

clinics

Local guidance

Antenatal Aspirin Y P FEViSwed 10 3P
national guidance.
Assessment and :

Referral system to the
GP updated for the
prescriptions to be

available

Mandatory guestions
for compulsory FGR/PET
screening tool added to the
electronic patient record
system (EPR) to identify

= [

f b al =
ezl parie R
W




J3PMRT Top seven issues identified with labour &

gf af porinatal roviews
</ birth care — 2023 compared with 2018

Proportion of reviews

Issues with maternal monitoring in labour | NG 340
Communication issues | 72/
Staffing issues | " 7
Fetal monitoring issues |t 72
Maternal risk assessment and management [T 57
Management of preterm labour |- £/
Inappropriate setting/location of birth | -,

10% 15% 20% 25% 30% 35% 40%

Q
w0
o™
i

m2018 m2023
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Quality improvements made following PMRT review
Care during Labour & Birth: Triage Services

Maternity Assessment
Unit (MAU) has been
separated into a Rapid
Assessment Unit and a
Day Assessment Unit with
separate dedicated staff
Triage and phone lines
and Birmingham
Symptom-specific
Obstetric Triage System
(BSOTS) guidance was
reviewed and Tricge
disseminated to

: Service:
[Ti] o g

Assessment

couch introduced (in additio
to triage beds) so all women
can have a full set of maternal

observations and FH

auscultated upon arrival. If

there are concerns then she
can be prioritised accordingly.
If no problems then patient is

reassured and awaits a full

review

In addition to new
equipment in antenatal
clinic and for community

midwives, equipment has
also been introduced in
triage and the day
assessment unit (DAU)

areas, to ensure any PM RT
missed CO levels can be f
added K[/ o porenas roioas
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@m“" Top eight issues identified with resuscitation, stablisation and
neonatal care — 2023 compared with 2018

Proportion of reviews

- g 20/
poor documentation - at some stage of care | -,

Poor documentation - resuscitation & stabilisation [ —07
Poor documentation - neonatal care [t 0%,

Thermal management - at some stage of care 50,
Thermal management - when transfering the baby |20,

Respiratory management [T

Communication with the parents  [lm® %y,

- as
Cardiovascular management '1ﬁf
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Quality improvements made following PMRT review
Neonatal Care: Resuscitation, stabilisation and neonatal careg

Resuscitation pro-
forma amended and /

In collaboration with
the resuscitation
department, a new,
carbon-copied version
of the resuscitation pro-
forma was
implemented

Resuscitation,
stabilisation and
neonatal care

End of life
care bundle
developed to capture
all aspects of PMRT
required

scribe allocated,
debrief after the

undertaken

4

"-‘J\‘m

resuscitation event to
confirm management

An increase in
episodes of unplanned
extubations noted -
conducted audit, identified
the fixation device
problematic. Introduced
new fixation devices, re-
audit found a 50% reduce

in incidence

(JPMRT

Buppeaing fuigh geality

-
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w::‘m:f:ﬂ? Top eight issues identified with resuscitation, stablisation and
| neonatal care — 2023 compared with 2018

Proportion of reviews

- g 20/
poor documentation - at some stage of care | -,

Poor documentation - resuscitation & stabilisation [ —07
Poor documentation - neonatal care [ ————— 0"

Thermal management - at some stage of care e 50,
Thermal management - when transfering the baby |- -.U*'j)g,ﬁ

Respiratory management [T

Communication with the parents  [lm® %y,

- as
Cardiovascular management '1ﬁf
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Neonatal Care: Resuscitation, stabilisation and neonatal care

Supporting Righ guolity
focal perinatal reviows Resuscitation pro-
\9 forma amended and
scribe allocated,
debrief after the
resuscitation event to

In collaboration with confirm management
undertaken

the resuscitation

department, a new,
carbon-copied version \ An increase in
of the resuscitation pro- Restscitation episodes_of unplanned
forma was ! extubations noted -
stabilisation and conducted audit, identified
neonatal care the fixation device
problematic. Introduced
new fixation devices, re-
audit found a 50% reduce
in incidence

implemented

End of life
care bundle
developed to capture
all aspects of PMRT
required

MRT

upprorbg hugh quelsty

{ 1oz al padinstsl o
5
J




ﬁ}f MRT Top five issues identified with bereavement

</ care — 2023 compared with 2020

Proportion of reviews

No policy or support to help parents take their baby home ” 24%

Inadequate documentation regarding taking the baby home

Inadequate documentation regarding access to a cold cot 2%,

Q9
Location and quality of bereavement suite inappropriate _ a9
Inadequate documentation for transfer to mortuary care “ 8%

Inadequate documentation to tell if parents wishes followed -u,w
l._\
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Quality improvements made following PMRT review
Bereavement Care: Taking the Baby Home

Stillbirth and neonatal
death checklists updated
to ensure parents are
offered the opportunity
to take their baby home
and to ensure this is
appropriately

documented

New bereavement
booklets supporting staff
with paperwork and care

plans for bereaved

families specifically ask
maternity staff if parents
were asked if they wish to

take their baby home

Bereavement

midwife present on
labour ward allowing

this service to

be

offered as routine care,
enabling staff to feel
confident about what
they are offering

parents

Taking the
Baby Home

Bereavement training
supporting maternity
staff, reqular staff
updates with full time
bereavement midwife,
who is present on
labour ward

Q PMRT

urH N PP ¢ 4 a1 ,




) PM@T Top five issues identified with bereavement

9
-/ care — 2023 compared with 2020

Proportion of reviews

No policy or support to help parents take their baby home m 24%
Inadequate documentation regarding taking the baby home m 18%

Inadequate documentation regarding access to a cold cot 49 10%
Location and quality of bereavement suite inappropriate _ gt:
Inadequate documentation for transfer to mortuary care A0 8%
Inadequate documentation to tell if parents wishes followed -S%ETJ
0% 5% 10% 15% 20% 25% 30%

w2020 m2023
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Bereav Care: Bereavement Suite

- Supporting Righ quality
kf/ local perinatal roviows
Partner is able to

stay and also use the
bed in the bedroom,
friends and family are
able to visit at any

Maternity department - time
was physically
restructured to enable a
suitable bereavement
suite to be incorporated
within the existing
footprint

Bereavement Suite

New
bereavement suite with
greater privacy developed
and moved off labour ward.
The room includes a clinical
side for birthing and
assessments, a bedroom
with a small kitchenette
and a wheelchair accessible
bathroom

"MRT

Sampporieng hegh quality
totil guarruilal raebmies
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1 anen To ensure learning - ensure high quality
reviews are carried out

« Tell the parents a review of care will take place, seek their views about their care

« Conduct a robust review of all the care mothers, families and babies have received when a death
occurs

« Do this in as a multidisciplinary panel — don’t separate the review of obstetric/midwifery care from
neonatal care — things will be missed
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>/ Improving the quality of reviews

« Lack of joined up review — confidential enquiry vignette

A 27-year-old woman in her first pregnancy booked early; low risk and had an uneventful antenatal period.
When she self-referred in labour at 40 weeks it was noted that there was blood stained liquor draining; not
considered abnormal — into birthing pool. Scant mention of blood loss thereafter. Prolonged active second stage of

labour - actively pushing for 32 hrs without escalation or review. No fetal heart rate monitoring in the 30 minutes
immediately preceding the birth of the baby, who was born in poor condition.

There was a delay in calling for the neonatal team and the baby was not intubated until 52 mins after birth. The
baby was transferred to the neonatal unit for cooling; several days later re-orientation of care was discussed with the
parents and the baby died.

Subsequent review by only the neonatal team not surprisingly they didn’t review any of the care in the antenatal
and intrapartum periods; they reviewed only the neonatal care, found no issues with care and categorised the death
as ‘expected’; this was conveyed to the parents.
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reviews are carried out

« Make sure the review panel is multidisciplinary.

» |In 2023, 9% of perinatal deaths were reviewed by a panel of 3 or fewer individuals
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>/ Improving the quality of reviews

« What happens when the review panel is not multidisciplinary — confidential enquiry vignette

A woman in her third pregnancy self-referred at 23 weeks’ gestation with mild back pain and a mild pyrexia. After a
wait of 2 hours for an initial midwifery assessment she waited 4 hours for an obstetric review. She was 4 cm dilated

with bulging membranes. An initial plan for active intervention was made and she was commenced on magnesium
sulphate, IV antibiotics and was given steroids.

She was seen by a member of the neonatal team the following day to discuss plans for active care and prognosis.
Never clear if and when the management plan was changed from active management.

The next day she had progressed to 8cm and her membranes had ruptured. She remained on labour ward for a
further four days, with two consultant obstetric reviews per day and no change in the plan of watchful waiting
until her baby was confirmed as having died in utero at 24 weeks. After her baby had died, she waited two and a
half hours for a confirmation scan. Following the birth, she had a manual removal of placenta in theatre and a two litre
postpartum haemorrhage.

The review panel consisted of midwifery staff only; none of the parents questions were directly addressed; none of
the specific issues relevant to the outcome were identified
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reviews are carried out

« Include an external member with relevant clinical expertise who is in active clinical practice from
outside your trust
« The external provides a 'fresh pair of eyes' to the review of the care provided.
« They are there to provide robust challenge where complacency or 'group think' in service
provision has crept in.
« Your MNVP is not external (even though they may not be employed directly by the trust)
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the parents perspective

In the review address the parents’ questions — find these out before the review starts
Identify any implications for future pregnancies for this couple

Decide who is going to feedback the review findings to the parents; once that meeting is over they
should write a sensitively worded plain language letter to the parents outlining the review findings
and what they mean and what was discussed - ONLY provide the technical PMRT report to parents
if they specifically request it

» Refer to the baby as a baby — and by name if the baby has been given one

* Don'’t say: “fetal demise” or “fetal remains”

Discuss any implications for future pregnancies if that is appropriate in the circumstances
Send the letter to the parents — cc to the GP and any other relevant professionals

Leave the contact with parents open ended so they can come back if they have any questions in
the future
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Learning from perinatal deaths

Conduct high quality robust reviews - identify any services changes needed
Implement QI led by your findings; consider the national findings and QI examples
Benchmark your mortality rates with your peers — use the MBRRACE-UK surveillance data

Use the Real-time Data Monitoring Tool to identify clusters, the impact of service changes —
process control statistics are now available

If you need funding for service improvements - use the PMRT summary reports as
documentary evidence to write your business case

“We were very well aware of the huge gap in our service for bereavement support for our
families. The PMRT reviews allowed us to grade cases where parents felt let down as a C to
start getting more traction with the trust’
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&/ Recent and upcoming activities

« Updated parent engagement materials — available on the PMRT website + translated into 12 other
languages: www.npeu.ox.ac.uk/pmrt/resources/parent-engagement-materials

. PMRT 2024 annual report — review completed in 2023 - Reporis | PMRT | NPEU

« PMRT training: on-demand, on-line course will be launched later in early April

« MBRRACE-UK perinatal mortality statistics for 2023: State of the nation report | MBRRACE-UK

« MBRRACE-UK perinatal recent confidential enquiry report
“The care of recent migrant women with language barriers who have experienced
a stillbirth or neonatal death”
Perinatal Confidential Enquiry | MBRRACE-UK

« MBRRACE-UK Maternal mortality statistics — data brief for maternal deaths 2021-2023
Maternal mortality 2021-2023 | MBERRACE-UK | NPEU
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