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These are the reviews omol examinations you
could expect if you live in England and your
baby was 37 weeks of pregnancy and was alive
at the start of labour but died before birth or
within / days of being born

Saving babies’ lives.
Supporting bereaved families.
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Our vision is for a world where fewer babies die and when a
baby does die, anyone affected receives the best possible
care and support for as long as it is needed.

This guide is designed to help you to understand the
reviews and investigations that may help explain why
your baby died.

It explains the processes in England following the death of a
baby from 37 weeks of pregnancy (full-term), who died
during labour but before birth, as well as the death of a full-
term baby within the first 7 days after birth in England.
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Placental Examination
sands

You may be offered an examination of the placenta (also called placental
histology). The placenta connects you to your baby in the womb. Examining the
placenta may help explain why your baby died. Staff at the hospital can
answer any questions you have about a placental exam and how long it should
take. You can have a placental exam even if you don't want a post-mortem for
your baby. Placental exams, like hospital post-mortems are optional.

Getting your results

You will receive the results of your placental examination either as part of your
hospital review letter or as a separate report. In some cases, you may be
offered a hospital appointment to discuss the results. Your doctor should help
you understand what the results mean and should explain anything in the
report that you don’t understand. They should also be able to tell you if they
have found anything that could possibly impact future pregnancies.



Hospital Post-Mortem




Coronial Post-Mortem
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Any unexpected or unexplained death
to the coroner. If the
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Hospital Review
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This review looks at the care the hospital gave you during pregnancy, labour,
and birth to see if different care might have changed the outcome for your
baby. If your baby was born alive, your baby’s care will also be reviewed.

Sometimes this review is called a perinatal mortality review (PMRT). It can also
be called a child death review (CDR) if your baby was born alive.

Getting your results
You will receive the results in a letter which states clearly what the hospital
review panel found. You can ask your bereavement midwife to explain anything
you dont understand. You should be offered a meeting to speak with a senior
clinical staff about your results. This process can take several months. More
information on the hospital review/PMRT is below.



A step-by-step guide to hospital reviews

a Starting a hospital review

The hospital should tell you who your key contact is for
the review. This might be a bereavement midwife, your
community midwife or someone else from the maternity
team. This person will be your main point of contact for
information about the review. They should explain the
review process to you, the purpose, and how long it might
take

e Hospital information gathering for the
review

The hospital review team will gather your medical
records, along with any post-mortem and placental
examination results you have consented to.

The review team will review your notes and your
questions to see if you and your baby received the right
care. The review panel should also address any
guestions, concerns or comments you have asked
about your care. This may take multiple meetings.

You can't attend these meetings, but your
bereavement midwife or key contact can represent you
and your questions will be part of the review.

How you can be engaged in the process

If you have any questions or concerns about your care, speak to your key contact or send
them an email with your questions. If there are any questions they can't answer, they will
submit them to the panel of clinicians reviewing your care.

If you don't have questions but want the review team to know about your experience of care,
you can let your key contact know that too.

If you do have questions, but don't know exactly what to ask, you can use this parent
feedback form. The form was developed by bereaved parents to help you think of any
questions you would like the hospital review to answer.

e Receiving the results

When the review meeting is
finished, you will be offered a
meeting to discuss the results. You
can get the results in a face-to-
face meeting at the hospital, or an
online meeting or phone call if you
prefer. You can have people with
you at this meeting to help support.

You aren’t required to ask
guestions or be part of the review if
you don’t want to. Even if you aren’t

involved in the review, you can still
get the results sent to you.

e What the results mean

After the hospital review meeting, a senior
clinician should write a letter explaining their
findings. This letter should be clear and should
answer your questions. It should also give you
a 'grade’ of the quality of the care the hospital
provided to you and your baby. Getting to this
point can take several months.

There are 4 grades, A, B, C & D.

These are explained in more detail in the chart
below.

You can ask for a copy of the PMRT report. It is
in technical language which you may find
distressing or hard to understand.


https://www.npeu.ox.ac.uk/assets/downloads/pmrt/engagement/3_PMRT-Parent-Feedback-Form-editable1.pdf
https://www.npeu.ox.ac.uk/assets/downloads/pmrt/engagement/3_PMRT-Parent-Feedback-Form-editable1.pdf

Hospital reviews: What the gradings of care mean
Grade A Grade B Grade C Grade D

If your care is graded an A or B, the PMRT review team
believe the care you received did not impact the
outcome for your baby.

If your care is graded a C or D this means that the
PMRT Review team believe the care you received might
have impacted on the outcome for your baby.

Care rated a B, C, or D should mean that the service will create SMART actions to
learn from any mistakes and prevent them from happening again. (Specific,
Measurable, Achievable, Relevant, and Time-Bound).
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Patient Safety Incident Investigations
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Depending on the circumstances of your baby’s death or the PMRT review
findings, the hospital may conduct a Patient Safety Incident Investigation
(PSII).

Like the hospital review, this investigation also looks at the care the hospital
gave you during pregnancy, labour, and birth to see if different care might
have changed the outcome for your baby. If your baby was born alive, your
baby’s care will also be part of this investigation.

Getting your results
Someone senior within the hospital will write the report. The report will include
how the hospital will fix any failures in their care. Your key contact,
bereavement or community midwife will deliver a letter to you summarising the

findings. It might also be emailed or posted to you. This process can take some
months to finish. More information is below.



A step-by-step guide to PSlls

Starting a PSII The Investigation process
- I
Why a PSII might 9 The PSIl team will develop the Terms of
happen If a FSII is started, a member of the hospital team will Reference (ToR), which outline what the
y abv’s death explain the process and how you can be involved. They review will cover and the key questions it
: yogr ISSIIy sh.eo : hoﬁ should explain: aims to answer. You should be given the
trlggereb a o this mlgf. t have * The support services available to you. opportunity to view and comment on the
e.en SEaUSe Of: * How the investigation will be carried out. ToR.
> D ElrmEeleEs Cf el « How long the investigation will take. To understand what happened, the hospital

baby’s death, or

«  When you will receive the report(s) & responses. will review your and your baby’s medical

* the PMRT graded your care , . records, relevant hospital policies, and any
as C or D. You can ask questions at any time, and the team should available results from post-mortems
Who leads the answer them. You do n::::tv;to take part if you don't placental exominations,. and other revievs{s.
- - - : L ) : They may also speak with staff involved in
mvestlgqtlon? The PSIl investigation may run alongside other processes, your care

such as the Hospital Review (PMRT), and-if you have
consented-post-mortem and placental examinations. If
you have questions or wish to share information about
your or your baby’s care, you can speak with your key
contact or bereavement midwife, who can pass this on to
the review team.

A senior member of staff will
lead this review. Ideally this
should be someone who wasn't
involved in your care, but this is
not always the case.

If you provided feedback as part of the
Perinatal Mortality Review Tool (PMRT)
process, this will be included to help the team
understand what happened from your
perspective.

e Receiving the results e Concluding the PSII Review

The review Lead will write a draft report that they will share with The team should ask you how you would like to receive the final report: in person at

you. You can respond to the draft report to correct anything you the hospital, online, or over the phone

feel is wrong. You can tell them any other questions or concerns You can discuss the final report, any safety actions, and ask any questions you have
that you have. with your key contact. The final report will be sent to the Trust and the PSII will be

Any points you raise about the draft report should be addressed in done.

the final report. This may involve the team asking you for further If you are unhappy with the outcome of the review, you may find it helpful to refer to
clarification. Sands’ guide on what to do if you are dissatisfied with a review outcome. How to raise

concerns give feedback or make a complaint.

The final report will outline safety actions to stop future incidents.


https://www.sands.org.uk/how-raise-concerns-give-feedback-or-make-complaint-after-death-baby
https://www.sands.org.uk/how-raise-concerns-give-feedback-or-make-complaint-after-death-baby

Maternity and Newborn Safety
Investigations




A step-by-step guide to MNSI investigations

a Starting an MNSI Investigation

Your key contact at the hospital should offer you the
options of an MNISA Investigation if you were at least
37 weeks pregnant and:

* Your baby was alive at the start of labour but died

before they were born or
* Your baby died within the first week after birth (0-6
days).

Because MNSI investigations are done by an
independent organisation, you will need to give
permission for this investigation to take place and for
your and your baby’s medical records to be shared
with the MNSI.

The draft report

The Investigator will write a draft report and share it with you
and the hospital. You can respond to it to correct anything
you feel is inaccurate. The draft may also bring up more
guestions. You can mention any questions or concerns with

your investigator so they can be addressed in the final report.

This may involve the investigator asking you for further
information or clarification.

The final report will not use your or your baby’s name and will
be anonymous. But you do have the option for the report to
be personalised, so your name and your baby’s name are
included if you want this.

e Deciding to have an MNSI

investigation

If you want to be involved, your main
point of contact for the investigation
will be an investigator from MNSI. You
have the right to take part in the
investigation and ask questions, but
you don’t have to.

If you want more information before
deciding, you can watch this video:
https://www.mnsi.org.uk/for-
families/investigation-overview-for-

families/

Report findings

You should be able to discuss the final report
and the safety actions with the hospital. After
their investigation is complete the maternity
team will use the information from the MNSI
investigation to complete the hospital review.
You do not need to do anything. There will not
be a PMRT meeting as the MNSI replaces it.

If the MNSI investigator is aware that there will
be further investigations, such as a Coroner’s
Inquest, they should tell you.

Telling your story

Your investigator will speak with you (and
your partner if appropriate) to hear about

your pregnancy, labour, and any concerns
you have about the care you received. The

investigator should be flexible about how
and where this conversation is held. You
can have someone with you for support.

You will also have an opportunity to tell
them about yourself or your baby.

They then analyse your story and
information from the hospital to find any
factors that may have contributed to your
baby’s death.

G The Final Report

MNSI investigations take between
4-6 months to complete. You
should be asked how you would
like to receive the final report.

A face-to-face meeting at the
hospital with the MNSI investigator
and staff from the hospital will be
offered. This is sometimes referred
to as the tri-partied meeting. It can
be an online meeting or phone call

if you prefer.


https://www.mnsi.org.uk/for-families/investigation-overview-for-families/
https://www.mnsi.org.uk/for-families/investigation-overview-for-families/
https://www.mnsi.org.uk/for-families/investigation-overview-for-families/
https://www.mnsi.org.uk/for-families/investigation-overview-for-families/
https://www.mnsi.org.uk/for-families/investigation-overview-for-families/
https://www.mnsi.org.uk/for-families/investigation-overview-for-families/
https://www.mnsi.org.uk/for-families/investigation-overview-for-families/
https://www.mnsi.org.uk/for-families/investigation-overview-for-families/
https://www.mnsi.org.uk/for-families/investigation-overview-for-families/
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Sands is here for anyone affected by
pregnancy loss or the death of a baby.

If you need support, Sands offers
confidential trauma-informed support for
anyone affected by pregnancy loss or the
death of a baby in the UK.

Free helpline

Email
Saving babies’ lives.

Supporting bereaved families.
Sands support chat via our website


mailto:helpline@sands.org.uk
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