Learning from Standardised Reviews
When Babies Die

Key Messages — October 2019

O PMRT

Supporting high quality

@ local perinatal reviews

Since the launch of the PMRT in early 2018 over 6,300 reviews have been started.
The annual report presents the findings from the first 1,500 reviews completed during
the first year of implementation. Here are some of the key messages from the first

1,500 reviews.

Multi-disciplinary group
review is essential

6% Recommended minimum review group composition
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20/0 Only 1 or 2 individuals

Neonatologists not present for
neonatal death reviews

41%

1%

Had administrative support

Parent engagement improves
the quality of review

Told about
the review

84%

Parent perspectives
sought

No concerns with care raised

55%

Questions and concerns raised

45%

Action plans need to

Issues with care and areas
for improvement identified
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9/10 reviews identified areas for
improvement

1/10 issues identified may have made a
difference to the outcome

Comments, questions and
concerns raised by parents

Sense something was wrong
Well supported

Declined further investigations

La b 0 u r C a re Diagnosis known
The future
Distrust of health system )

Culture within unit

Antenatal care

Action plans need to

be SMART be strong*

*Strong actions are system changes which remove the reliance on individuals to choose the correct action. They use standardisation and
permanent physical or digital designs to eliminate human error and are sometime referred to as ‘forcing’ actions




