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Appendix A 
 

Learning from Deaths 
Quarter 4, 2021/22 

 
1. Introduction 

 
The purpose of this report is to provide the Board of Directors with a summary of 
the all inpatient death Medical Examiner reviews between 1st January and 31st 
March 2022. 

 
2. The Trust’s process for reviewing inpatient deaths 

 
The Trust has a process for escalating reviews of inpatient deaths and outcomes of 
Medical Examiner and Morbidity and Mortality (M&M) reviews. 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
 

 

  

Figure 1: Trust Mortality Review Process 
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3. External Measures 

 
In accordance with the National Quality Board’s Learning from Deaths guidance, 
the Trust is required to include the following information in a public board paper on 
a quarterly basis: 
 
• The total number of inpatient deaths in the Trust 
• The total number of deaths receiving a front line review 
• The number identified to be more likely than not due to problems in care 

University Hospitals Birmingham’s (UHB) definition of more likely than not due to 
problems in care is based on the Royal College of Physician’s (RCP) Avoidability of 
Death scoring system. Any case that scores a 3 or less is considered to be possibly 
due to problems in care and therefore a possibly avoidable death.  

 
The RCP Avoidability scoring system is defined as follows: 

 
• Score 1: Definitely avoidable 
• Score 2: Strong evidence of avoidability 
• Score 3: Probably avoidable 
• Score 4: Possibly avoidable but not very likely 
• Score 5: Slight evidence of avoidability 
• Score 6: Definitely not avoidable 

Medical Examiners (MEs) will not have had any input into the care of the patient 
they are reviewing and are not specialists in the clinical specialty of the deceased 
patient. This is intended to provide an independent opinion into the case. MEs are 
expected to be overly critical and cautious, to prompt further review into cases 
where there is the suggestion of shortfalls in care. Any cases which are identified 
by MEs as having potential shortfalls in care are escalated for further review as per 
usual Trust processes. 
 

 
4. UHB Quarter 4, 2021/22, Summary 

 
The graph overleaf shows the total number of deaths within the Trust during the last 
quarter, the total number of deaths reviewed by MEs, and the number considered 
potentially avoidable. 
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Figure 2: Number of front line reviews of deaths and those considered avoidable (a score of 3 or less on 
the RCP Avoidability of Death scoring system) based on front line Medical Examiner reviews. 
 

Five deaths received a score of three or less, meeting the criteria for being 
classified as potentially avoidable. Of these, two had already been flagged for 
higher investigation prior to the ME review. As per standard practice, the cases are 
assessed via a governance review, and are subject to further investigation. 
 
The five potentially avoidable cases are: 
 
I. Patient with a bleeding disorder attended ED following a fall with facial 

bruising and a fractured shoulder which was managed and the patient 
discharged. The patient re-presented with an intra-cranial bleed which was not 
possible to manage surgically and the patient was palliated. The case was 
presented at CaPRI and is being reviewed via M&M meeting. 

II. A patient with complex comorbidities including pancreatitis and diabetes was 
admitted with a fractured femur. During her care on the wards she had issues 
with pain, blood glucose management, and was losing weight. The patient 
died unexpectedly. The case is being referred to CaPRI for further review. 

III. An elderly male was admitted following a heart attack. During treatment he 
experienced issues with upper gastrointestinal bleeding, and subsequently 
died. The case was reviewed at CQMG and it will be subject to further review 
at M&M.  

IV. A patient with colon cancer and a cardiac condition presented having a heart 
attack. They were treated in the ED and whilst awaiting transfer to coronary 
care, arrested and died. The case is currently subject to review to determine 
the most appropriate form of investigation. 

V. A patient with lung cancer being treated with immunotherapy developed 
pneumonitis and despite medical treatment on the ward subsequently died. 
This is a known complication of the treatment and will be reviewed at an M&M 
meeting. 

 

Quarter Financial year to date
Total Number of Deaths 1460 5617
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The graphs below show the breakdown of scoring against the avoidability measures across the four hospital sites.  

 

Score 1 Score 2 Score 3 Score 4 Score 5 Score 6
Most recent quarter 1 2 3 10 61 421
Financial Year to Date 1 8 14 44 226 1568
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5. Medical Examiner Scoring of Care 
 
This section summarises Medical Examiners overall scoring of care, which is based 
on the RCP Summary Category of Care scoring system. This scoring system is only 
monitored and reported internally. Internal scoring of care focuses mainly on the 
quality of care provided, regardless of the effect on the patient’s outcome, whereas 
the external avoidability measure is focused on outcomes. 

 

 
 
Figure 7: UHB Scoring of Care by Hospital Site for the quarter 
 
The RCP Summary Category of Care scoring system is defined as follows: 
• Excellent care: This was excellent care with no areas of concern. 
• Good care: This was good care with only one or two minor areas of concern and 

no potential for harm to the patient. 
• Adequate care: This was satisfactory care with two or more minor areas of 

concern, but no potential for harm to the patient. 
• Poor Care: Care was suboptimal with one or more significant areas of concern, 

but there was no potential for harm to the patient. 
• Unsatisfactory care: Care was suboptimal in one or more significant areas 

resulting in the potential for, or actual, adverse impact on the patient. 
 

Eleven cases were found to have unacceptable care. Three of the cases marked as 
unsatisfactory care this quarter were the same cases found to have been potentially 
preventable as described above. The cases highlight the following themes which 
are being followed up at a case level via M&M and Incident investigation processes: 

• Initial management in the Emergency Department 
• Fluid, nutrition and hydration management 
• Safe transfer and discharge 
• End of life care 
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6. Deaths in Patients with Learning Disabilities 

 
There were twelve deaths in patients with Learning Disabilities reviewed by the 
Medical Examiners within Quarter 4, 2021/22, at UHB.  
 
All of the cases were found to be not avoidable, with nine definitely not avoidable, 
and two with a slight evidence of avoidability. 
 
Nine cases were either good or excellent care. Two were deemed adequate care. 
One was deemed poor care due to the patient developing a grade four pressure 
sore during their admission. 

 
No other concerns have been highlighted for this patient group. Learning Disability 
cases are subject to LeDeR reviews. 
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Appendix B                     Child Death Review Process 
Quarter 3, October to December 2021 

 
 

1. Introduction 
 
The purpose of this report is to provide the Board of Directors with a summary of 
the child death reviews for the period 1st September to 31st December 2021.  
 
The death of a child is an immense loss that profoundly affects bereaved parents 
as well as siblings, grandparents, extended family, friends and professionals who 
were involved in caring for the child in any capacity.  The Child Death Review 
process aims to balance improving the experience of bereaved families, and 
professionals involved in caring for children at a traumatic time with ensuring that 
information is systematically captured in every case to enable learning from those 
events to prevent future deaths. 
 

2. Update on the national picture  
 
The NCMD (National Child Mortality Database) will be paying particular attention to 
the shifting impacts of Covid-19 on children. While the national vaccination 
programme has played a huge role in protecting people from the virus, sadly 
deaths of children associated with Covid-19 occur.  The national team are 
broadening the data it will collect on Covid-19, with the help of Child Death 
Overview Panels, and use the information to support further investigations into how 
the virus affects new-borns and children in the first year of life. 

 
NCMD also have two thematic reports due for publication this year. The first will 
look at the contribution of perinatal events to overall child mortality, and the second 
will examine sudden unexplained death in childhood across all age groups. 
 
Work to integrate the Perinatal Mortality Review Tool with NCMD will continue in 
2022.  

 
3. UHB Child Death Review Process 

 
Although investigations following the death of a child will vary, every child’s death 
is discussed at a Child Death Review Meeting. This is the final multi-professional 
meeting involving the individuals who were directly involved in the case. The 
nature of this meeting varies according to the circumstances of the child’s death 
and the practitioner involved, but has common aims and principles in all cases. It is 
the responsibility of the organisation responsible for the declaration of death to 
arrange the CDRM. The exception to this is when a Joint Agency Response has 
occurred, in which case responsibility defaults to the lead health professional.  
 
The Child Death Review meeting is chaired by a Deputy Chief Medical Officer.  At 
the Child Death Review meeting, all matters relating to an individual child’s death 
are discussed by professionals involved with the case. As such, it forms an 
essential pillar of the Trust’s governance process. The Chair of the CDRM is 
responsible for submitting the draft analysis form to the relevant CDOP office.  
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Following evaluation of the CDRM process at UHB, to avoid duplication and to 
bring about efficiencies, membership of CDRM has reduced; it does, however, 
continue to have senior medical staff and governance leads who review the cases. 
Other attendees include clinicians who were directly involved in the care of the 
child during his or her life and any professionals involved in the investigation into 
the death. 
 
Of note over the last 6 – 12 months is the significant delay in obtaining placental 
histology/autopsy reports due to workforce shortages1 in the perinatal pathology 
services.  This is of particular concern as many parents have a considerable wait 
before they can find out the potential cause of the pregnancy loss. 

  
 

4. UHB Quarter 3, 2021 - 2022: Summary 
 

There were 7 neonatal deaths and one paediatric death during quarter 3, the same 
number and distribution of deaths as 2020.   
 

 
              
Figure 1: Paediatric and Neonatal Deaths reported by month 
 
 
Data from the previous quarters for comparison are shown below: 
 

 
 
Figure 2: Paediatric and Neonatal Deaths reported by quarter 

 
1 A Royal College of Pathologists workforce census in 2018 showed that only 3% of NHS histopathology 
departments have enough staff to meet clinical demand. 
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4.1. Neonatal deaths 
 
The seven neonatal deaths were early deaths () and all, with the exception of one 
baby were born prematurely (gestation range from 19 + 6 weeks to 39 + 6 weeks). 
 
One of the babies was born at home, being transferred into Birmingham Heartlands 
Hospital for provision of level three neonatal intensive care. 
 
Twenty two weeks and above (5 babies) 
 
PMRT2 reports are produced for all babies born at 22 weeks and over and the quality 
of care is reviewed via a grading system to three areas; antenatal care, neonatal care 
and bereavement care but unfortunately, no reports are available yet for these babies. 
 
Further results e.g. post-mortem reports, placenta histology reports, cytogenic results 
are required for all babies before the PMRT can proceed.  
 
Below 22 weeks (2 babies) 
 
One baby was born at 21+4 weeks; the other baby was born at 19 + 6 weeks. 
 
These babies will be discussed at the CDRM in April 2022. 
 
The risk factors identified in perinatal and neonatal deaths reviewed included maternal 
smoking (increasing risk of premature delivery and low birth weight), maternal obesity, 
late booking for antenatal care, inadequate thermal management of the premature 
infant, and issues with intrapartum care.  
 
Whilst some of the reviews identified relevant learning, this would have had no impact 
to the outcome for that particular child.  
 
Learning themes over the last few months have included the need for interpretation  to 
be available for all appointments, more effective management of repeated missed 
antenatal appointments and communication between healthcare professionals, 
 
5. Paediatric/adolescent deaths  

 
There was one adolescent death. This was reported as a SUDIC3 and the death was 
reported to Her Majesty’s Coroner. 
  

 
2 PMRT: Perinatal Mortality Review Tool.  The aim of the PMRT programme is to support standardised perinatal mortality 
reviews across NHS maternity and neonatal units in England, Scotland and Wales. 
 
3 SUDIC – If a death is sudden and unexpected there is an additional process that has to occur prior to the Child Death Overview 
Panel review, which is a rapid response, multi-agency arrangement. A strategy discussion is held, usually within 24 hours of the 
death to plan for further investigation.  The definition of sudden (unexpected) is ‘‘a death that was not anticipated as a significant 
possibility 24 hours before, or where there has been a seemingly unexpected collapse, leading to or precipitating the events that 
led to death.’ 
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Appendix C                     
 

Perinatal Mortality Reviews  
Quarter 3, 1st July April to 30th September 2022 

 
1. Introduction 

 
The purpose of this report is to provide a summary of the Perinatal Mortality 
Review Tool (PMRT) for the period 1st July to 30th September 2022.  
  

2. Background 
 
The Trust has an established PMR process as part of the Trust’s approach to 
identify learning to prevent future deaths.  
 
Output from the Trust’s PMR Process is reported internally within the Division and 
to Clinical Quality Monitoring Group.      
 
The Trust’s PMR Process is complementary to other existing governance 
processes as appropriate such as: Sudden and Unexpected Deaths in Infancy 
/Childhood (SUDI/C) multi-agency reviews; CDRM (child death review meeting) 
which reports to CDOP (child death review process) , Learning from Deaths (adult 
cases until the statutory Medical Examiner system is introduced); safeguarding; 
and learning disabilities (LeDeR), etc. Where appropriate ‘Perinatal deaths’ are 
also subject to internal incident investigation processes.    
 
 

3. UHB Perinatal Mortality Review Process 
 
The PMR meeting is a multi-professional meeting chaired by a Consultant 
Obstetrician and Feto Maternal Medicine, and includes other obstetrician, senior 
nursing and midwifery leads and neonatal consultant colleagues. The purpose of 
the PMRT which was designed by MBRRACE (UK Mothers and Babies: Reducing 
Risk through Audits and Confidential Enquiries across the UK) in 2018, is to 
facilitate comprehensive, robust and multidisciplinary reviews of all perinatal 
deaths from 22+0 gestation, to 28 days after birth, including those babies who die 
after 28 days following neonatal care.  

  
PMR meetings take place on a monthly basis to ensure:   
 
• A comprehensive case review is completed utilising the standard PMRT;  
• The identification of any learning and actions to prevent re-occurrence; 
• The identification of cases requiring escalation to the Chief Medical Officer for 

further review and decision to initiate formal / serious incident investigations.    
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4. PMR Standards 

NHSR- Safety Action 1 (Updated March 2021) Trust Compliance 
 

Standard a 
i. All perinatal deaths eligible to be notified to MBRRACEUK from 

Monday 11 January 2021 onwards must be notified to 
MBRRACE-UK within seven working days and the surveillance 
information where required must be completed within four months 
of the death. 

ii.  A review using the Perinatal Mortality Review Tool (PMRT) of 
95% of all deaths of babies, suitable for review using the PMRT, 
from Friday 20 December 2019 to 15 March 2021 will have been 
started before 15 July 2021.  
 

 
i.  Achieved: 100%  

 
ii. Achieved: 100% 

(requirement was 
95%) 

 All eligible cases  have 
their review started on 
PMRT  
 

Standard b 
i. At least 50% of all deaths of babies (suitable for review using the 

PMRT) who were born and died in your Trust, including home 
births, from Friday 20 December 2019 to Monday 15 March 2021 
will have been reviewed using the PMRT, by a multidisciplinary 
review team. Each review will have been completed to the point 
that at least a PMRT draft report has been generated by the tool 
before 15 July 2021.  

ii.  

 
i. Achieved: 100% 

(requirement was 
50%) all eligible cases 
had their review 
completed and report 
published. 

 
 

Standard c 
 
i. For 95% of all deaths of babies who were born and died in your 

Trust from Friday 20 December 2019, the parents will have been 
told that a review of their baby’s death will take place, and that 
the parents’ perspectives and any concerns they have about their 
care and that of their baby have been sought. This includes any 
home births where care was provided by your Trust staff and the 
baby died.  

 
ii. If delays in completing reviews are anticipated parents should be 

advised that this is the case and be given a timetable for likely 
completion.  

 
iii. Trust should ensure that contact with the families continues 

during any delay and make an early assessment of whether any 
questions they have can be addressed before a full review has 
been completed; this is especially important if there are any 
factors which may have a bearing on a future pregnancy. In the 
absence of a bereavement lead ensure that someone takes 
responsibility for maintaining contact and these actions.  

 
i. Achieved: 100%  

(requirement was 
95%) for all eligible 
cases  parental 
concerns were sought 
and inputted on the 
tool 

 
 
 

ii. Achieved: 100% 
 

 
  

iii. Achieved: 100%    
 
 

Standard d 

i. Quarterly reports will have been submitted to the Trust Board 
from Thursday 1 October 2020 onwards that include details of all 
deaths reviewed and consequent action plans. The quarterly 
reports should be discussed with the Trust maternity safety 
champion. 

 

 

i. Achieved: Reporting 
established.     
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5. Summary 

The outcomes of the Q3 PMRT (Calendar) and associated action plans were 
reported to the CQMG meeting in December.  A summary of the outcomes 
reported were:   
 
• Three out of 20 cases (15% ) outcome may have been different 
• 10% of cases had Good care. 
• 75% of cases had care issues or learning identified which would have not 

changed the outcome   
• Safety Action 1 has been met for this quarter.  
• Highest Stillbirth rate in this quarter (5.67) since 2020 (3.78) 
• Highest PNMR(MBRRACE) in this quarter (6.63) since 2020 (5.73) 
• Few concerns: 

• Possibility of not meeting some of the SA-1 standards 
o Delays in receiving the reports form perinatal pathologists 
o Delays with Joint reviews with BWCH 

• Loss of SBL-2 Lead 
• New Development: 

• Escalation of any case graded B with significant learning  
 
Next steps: 

 
• Continued focus on Education 

• Learning from PMRT/PEM-G  Stillbirth and Neonatal Death reviews  
• Focussed interventions( Saving babies Lives –2) to rekindle (Consultant 

Midwife now in post- due to start soon) 
• Robust Action Plans and audit compliance  

• Annual PNMR Rolling audits 
• Close Monitoring , Sustain progress and continue improvement  
•  Reporting to new Joint Quality Group commenced from April 2021continues. 

  



Page 13 of 16 
 

 

 
 
 

 
 
 
 

 
 
 

  

3.3 3.4 3.6 3.6 3.8
3.5

3.2 3.2 3.2 3.3
3.7 3.9

1.5
2.0
2.5
3.0
3.5
4.0
4.5

Oct-20 Dec-20 Feb-21 Apr-21 Jun-21 Aug-21

Stillbirth Last 12 Months

StillBirth last 12 months per 1000

Sum of Deaths last 12
months per 1000

National Average 2018

50% Redurction Target
(2025)

2.2
2.7

2.3 2.2 2.1 2.3 2.3
2.7

2.3 2.4 2.4 2.4

0.0
0.5
1.0
1.5
2.0
2.5
3.0
3.5
4.0

Oct-20 Dec-20 Feb-21 Apr-21 Jun-21 Aug-21

Neonatal Death Last 12 Months

Neonatal Deaths last 12 months per 1000
Sum of Deaths last 12
months per 1000

National Average 2018

50% Redurction Target
(2025)

5.5
6.1 5.9 5.8 5.9 5.8 5.5 5.9

5.5 5.7 6.2 6.3

0.0
1.0
2.0
3.0
4.0
5.0
6.0
7.0

Oct-20 Dec-20 Feb-21 Apr-21 Jun-21 Aug-21

Perinatal Mortality Last 12 Months

Perinatal Mortality last 12 months per 1000
Sum of Deaths last 12
months per 1000

National Average 2018

50% Redurction Target
(2025)



Page 14 of 16 
 

 
6. Learning and Actions: 

 

• Immediate Actions (n=9): All 9 completed 
• Systems Actions  (n=14): 1 completed and 13 ongoing 

 
Update on progress on Actions for last quarter (Q2): Out of 6 ongoing at time of 
presentation in December, further 4 are completed 
 

6a. Immediate Learning: 

Themes Actions: All completed  

1) To ensure that the local DNA policy is 
followed when missed appointments are 
identified. 

1. Midweek message informing importance of 
following NEW DNA policy ( 19.07.21 ) Daily Brief 
(18.10.2021) as a reminder 

2) To ensure a risk assessment is carried out at 
each AN and intrapartum contact. 

2.Midweek message (05.01.2022) ensuring risk 
assessment is carried out at each opportunity  

3)To ensure that thrombopropholaxis is 
commenced  as risk assessed  for COVID + 

3. Included in OED (08.09.2021) to confirm to new 
and updated -RCOG GL 

4)To ensure that when indicated a referral to the 
FGM specialist midwife is carried out at the 
earliest opportunity. 

4. Ongoing education on midwifery day by FGM 
specialist midwife (email 02.02.2022). Included in 
Safeguarding newsletter (26.01.2022 ) as a 
reminder  

5.)To ensure that identification of AN infection is 
acted upon and followed up appropriately 

5. Communication with screening team 
(07.09.2021) 

6.) .To ensure that follow up appointments are in 
place with FM within 2-3 weeks following request 
of R21 panel 

6.FM lead consultant communication with FM team 
(consultants and midwives) / Feb 2022 

7.) To communicate with the AN matron if there 
is a delay in completing a dating USS in timely 
fashion. 

7. Midweek message 05.01.2022. 

8.) To ensure appropriate CO monitoring is 
performed in accordance with SBL-2  

8.Taken to the safety board  to ensure enough 
equipment is available to carry out CO monitoring  
(11.05.22) 

 9.To ensure that  abnormal CTG are acted upon  
irrespective of  fetal abnormalities or prematurity 
in accordance with patient wishes, pre-existing 
FM plans and Trust Guidelines 

9. Vignette presented at LW forum (20.10.2021) by 
PMRT midwife /Delivery suite coordinator. Shared 
feedback (08.02.2022) Escalated to Divisional 
board. 
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6b. Systems Learning:  

Themes Actions: 1x completed 13 x in Progress 

1. Ensure that the process for Placenta 
histological examination to be carried out is 
clear within guidance. 

1.Placenta Guideline ready and currently under 
ratification (11.02.2022) 

2.To establish appropriate use of IT systems 
within gynaecology to fall in line with one used in 
Maternity services 

2. To use the EPAU section of badger net for 
pregnant patients attending GAU. On-going 
action  but currently on hold 

3. Discuss and explore feasibility of integrated 
system of working between hospital and out of 
area community midwives. 

3.. On-going: Part of SUI Investigation 

4. Explore as MDT issues around 
documentation of neonatal aspects of care on 
maternal badger net.  

4. On-going review and QI project within the 
team to review use of badger net for all aspects 
of Neonatal care.  

5.Discuss and explore the involvement of 
palliative care specialists when a diagnosis of an 
anomaly is conformed 

5. Ongoing review of current comfort care 
pathway. Started pathway which will be 
integrated with palliative care team. SOP drafted 
and awaiting document to be shared. 

6. Review of process of blood collection, 
requesting investigations, transport of samples 
to lab, reporting results when urgent samples 
are sent, in particular for APH/IUD/PPH 

6. Ongoing part of SUI/RCA investigation- QIP 
around Pathways and POCT testing-
TEG/ROTEM. 

7 .Explore the process of  booking with 
community midwives at UHB when  CMW are 
unable to book  at other trust (as per patients 
choice  or post code) 

7.Ongoing – To  be explored within the LMS via 
LMS leads and CMW matron 

8..To ensure the correct filing of CTG ( missing 
CTG) 

8.  Fetal surveillance midwife - Input CTG 
monitor EQ number onto Badgernet at 
commencement of every monitoring (interim)&  

9.Review of current process of engagement with 
DSM at earliest opportunity for management 
plan 

Implementation of a computerised CTG 
archiving system / Moxaboxes (future/capital bid 
made) 

10. To explore  current workload and processes 
within the PAER and implementation of BSOTS 
at BHH 

10. PAER is on Risk register (implementation of 
BSOTS). Architect plans due business case to 
be submitted to trust –awaiting total funding 
quote- updated  (09.02.2022 

11).To ensure that correct risk assessment is 
made and referral to the right lead professional 
to ensure appropriate management plan can be 
made Lead professional – on going audit  

11.Ongoing continued audit. Midweek message 
(03.01.2022) ensuring risk assessment and LP 
is carried out at each opportunity as per 
Ockenden. Use of Smart Booking template. 

12 9.To ensure that  abnormal CTG are acted 
upon  irrespective of  fetal abnormalities or 
prematurity in accordance with patient wishes, 
pre-existing FM plans and Trust Guidelines 

12. Incorporated in the  programme for 
Mandatory Fetal surveillance study  day for next 
12 months 

13. To ensure appropriate CO monitoring is 
performed in accordance with SBL-2  

13. Datix submitted, explore if needs to be 
added to risk register/ await consultant midwife 
joining in post end of March 2022. 

14. To ensure that aspirin is commenced 
following risk assessment  in community  

14. To explore if Community midwives can 
prescribe aspirin as a PGD  

 
 
  



Page 16 of 16 
 

 


