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Standard Operating Procedure (SOP)  
NWNODN Facilitation of Independent External Reviewers at each Perinatal Mortality Review Tool 

(PMRT) Panel. 
 

 
 
Introduction 
The purpose of the Perinatal Mortality Review Tool (PMRT) is to support standardisation of perinatal mortality 
reviews throughout England, Scotland, Wales and Northern Ireland NHS maternity and neonatal services. Each 
review panel is required to systematically assess the circumstances and care delivered around each neonatal 

death, coming to a clear understanding of why each baby died, drawing upon a grading of care. The PMRT 
panel incorporates a perinatal multi-disciplinary team including independent external reviewers. 

In addition, the tool has been developed to engage parents in contributing to the process ensuring that health 
professionals inform parents that a review of their care and that of their baby will be completed. The report 
generated from the PMRT should be used as a platform for discussion with parents from which a meaningful 
explanation using appropriate language of why their baby died or whether, with different actions, the death 
of their baby might have been prevented and any implications for future pregnancies they may have. 

Objective 
This SOP will describe and illustrate the process to enable an independent external reviewer at each PMRT for 

all providers and families within the NWNODN. This will improve the robustness of each review and expand 

the quality of shared learning within locality CEGs further developing safe and effective care within the 

NWNODN. The SOP will propose a formal system to allow access to an external reviewer alongside an outline 

of expectations for both external reviewers and panels alike.  

 

Scope 
The SOP provides guidance for the PMRT panel to follow when undertaking a PMRT review. The guidance will 

support a broader MDT involvement with the presence of an independent external panel review member 

within the scope of locally agreed individual provider PMRT remit. 

 
Background  
The PMRT process has been in use since 2018, and many panels include a robust mix of the recommended 
professional inclusion criteria, these recommendations continue to highlight the need for an independent 
external panel member. An independent external member (a clinician/neonatologist who is external to the 
trust/health board) are “fresh eyes” who can provide a strong challenge to internal processes.  The PMRT 2023 
5th annual report “Learning from Standardised reviews when babies die” described that nationally only 45% of 
panels nationally include an independent external reviewer and highlighted that a strong multi-disciplinary 
review group is essential for improving the quality of PMRT reviews.   

 
Funding 
Funding supported by the Ockenden enquiry allowed improvements to the PMRT process with the provision 
of externality within organisational PMRT meetings. The aim is to achieve a significantly more robust, 
standardised process within the NWNODN to increase shared learning and improvements in care whilst 
allowing families a clear understanding around their child’s care.  In 2023, 4 out of 20 reviews nationally 
identified at least one care issue that may have made a difference to the outcome for the baby with 19 out of 
every 20 reviews identifying areas for improvement. (Learning from standardised reviews.  When babies die: 
National Perinatal Mortality Review Tool - 5th Annual Report 15th December 2023)  
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Results from a NWNODN survey conducted in February 2024 identified just 8% of PMRT meetings within the 
NWNODN always have an independent external neonatal reviewer. A further 31% stated that they usually had 
an independent external neonatal reviewer, although, this was often attributed to joint meeting with another 
NICU due to shared care. This highlights that the NWNODN is below the national average of 45%. Our aim is 
to ensure that all organisations have fair variable and shared access to independent external reviewers within 
the NWNODN.  

 

 
 
Each NICU has received funding for 1 PA per week (1 PA = 4 Hrs per week of paid consultant time).  This will 
provide each NICU with the resource to support the role of providing an external neonatal reviewer within the 
NWNODN for PMRT panels. Each NICU organisation will decide locally who their external reviewers will be.  
This can be a single representative or may be shared within the neonatal consultant workforce as deemed 
necessary.  
 
Local neonatal unit provision is divided between 2 nominated consultants (1.5 PA = 6 Hrs per week of paid 
consultant time) with a special interest in neonates who will be the independent external reviewer in all LNU 
deaths within the NWNODN.  
 
Based on the number of PMRT reviews completed in the NWNODN between October 2022 and October 2023 

(see table below) the following scope was proposed based on the assumption that 1 PMRT would take 
approximately 4Hrs to complete. The time allocated to review the information received from the reviewing 
hospital and attending the PMRT. 

 
Location NICU LNU Backgrounds 

 

C&M 61 7 9 

GM 83 4 5 

LSC 26 1 1 

Total 170 12 15 

  
NICU: 170 reviews x 4 Hrs per review would require a total of 680 hours of time per annum.                           

1, 8%

4, 31%

2, 15%

6, 46%

External NN Representitives

Always

Ususally

Sometimes

Never
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This equates to each of the 7 NICUs providing 2 hours per week per NICU to cover the external reviewer role. 
Based on the number of deaths in this annual period each NICU would be required to be the external reviewer 
for approximately 2 PMRTs per month.  
 
LNU: 27 reviews x 4 Hrs per review would require a total of 108 hours of time per annum. This equates to 2 
LNU consultants with a special interest in neonates, providing 2 hours per week between them to cover all 
LNU deaths.  
Based on the number of deaths in this annual period the LNU consultants would be required to be the external 
reviewer for approximately 2 PMRTs per month between them. 

 
Roles and Responsibilities 
PMRT Administrative Post Holder 
The NWNODN Governance and Project Manager (B6) will be responsible for the administration process and 
overseeing distribution of the external reviewer system. This process will begin once the NWNODN has been 
notified of the death via Badgernet, has assigned a reference number and sent out the CEG mortality review 
proforma. 
Where possible the organisation hosting the PMRT will advise the B6 of the review date at least 6 weeks in 
advance of the meeting date.  The B6 will add the meeting date to the database which shared via a dedicated 
PMRT Team channel. 
External reviewers will then be given the opportunity to “sign up” and elect to be the designated external 
reviewer at a time and date suitable to individual capacity and duty. Contact details of the reviewing 

organisations mortality lead will be available to the external reviewer at this point and vice versa.  
The B6 will monitor and track the allocation of external reviewers to understand equity, assignment 
and  quota. 
 
External Reviewer  
NICU:  The external reviewer will be a consultant neonatologist from another NICU. The external reviewer role 
will be undertaken between the 7 regional NICUs and administrated through the NWNODN. The expectation 
based on the number of mortalities in 2023 is that each NICU will be required to be the independent external 
reviewer at approximately 2 x PMRT reviews per month. The LNU will also attend if the baby was born there 
and transferred into a NICU. A second NICU consultant may also be present if the care was shared between 2 
NICU units. In this instance the 2nd NICU consultant cannot be the independent external reviewer.  
LNU: The external reviewer will be an experienced consultant with a special interest in neonatology if the baby 
was born and died within an LNU.  

 
External Reviewer expectations 

• Dedicated Teams channel will be updated monthly by the B6 to all external reviewers with available 

dates for PMRTs requiring an external neonatal reviewer.  

• External reviewer signs up to any meetings they can attend.  

• External reviewer will review on a variance of localities, avoiding buddy systems.  

• B6 confirms external reviewer and provides host PMRT organisations contact details and vice versa.  

• External reviewer will receive the patient’s timeline/mortality chronology 2 weeks prior to the meeting.  

• External reviewer will have a point of contact for the host PMRT organisation.  

• Assurance is agreed that practice can be safely challenged.  

• Consideration of access issues /confidentiality compliance /data protection. 

• External reviewer will be familiar with the case before the review. 

 
Unit Expectations  

• External reviewer to confirm and attend panel.  
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• Availability of NICU deputies in absence of named external reviewer. 

• Where feasible LNU deputy in absence of named external reviewer. 

• Will have assurance that external reviewer will pre read information.  

• Engagement in process.  

• Open questioning/discussion within MDT. 

PMRT Consensus Resolution and Escalation. 
Where a disagreement in PMRT grading exists between the provider PMRT panel and the external reviewer, 
the case should first be discussed between the Provider PMRT Lead and the external reviewer in an attempt 
to reach consensus with rationale for opinion. To maintain objectivity and avoid the introduction of 
additional conflicting opinions, no further internal discussions or opinions should be sought once the 
disagreement has been identified.  
  
If consensus cannot be achieved, the case should be escalated to the Clinical Effectiveness Group for an in-
depth discussion and understanding of the issues and learning. The differing opinions and supporting 
rationale should be presented to CEG and the grade subject to agreement amongst the expert group and 
documented on the CEG form. 

 
Local Decisions                                                                                                                                           
Some NICUs will have more consultants than others available to be independent external reviewers. Each NICU 
is required to cover approximately two external reviews per month. How external reviewers are apportioned 
within individual organisations is to be decided locally.  
Should there be occasions of no external reviewer within a panel the NWNODN B6 will liaise and assign reviews 
based on the organisation and not individual consultants within that organisation.  

 
CEG Reviews and Shared Learning          
Presenting and sharing of learning will remain the responsibility of the host PMRT organisation, this will 
encompass a short synopsis as per CEG proforma in appendix 1. A summary of learning with the agreed grading 
of care from PMRT will be presented. It is anticipated by using this model prompt reviews and learning will be 
presented in a timely manner.  
There will be an expectation that any PMRT graded C or D or where an agreed level of grading cannot be 
ascertained at local PMRT meeting will be presented as a full summary for further discussion at CEG. 
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Death occurs within organisation 
Organisation captures death on Badgernet system 

NWNODN Data Analyst pulls a record of all deaths monthly 
NWNODN add deaths to mortality review tracker and assigns reference 

number 
CEG Mortality proforma sent to organisation where death occurred for 

completion by a requested date 

 

PMRT Process for obtaining External Neonatal Reviewer 
 

Hospital of death inform NWNODN of PMRT date according to local 
agreement (where possible 6 weeks in advance of meeting) this is added to 

database with contact details of the ML /PMRT admin lead for that 
organisation 

A dedicated team’s channel will be updated monthly with PRMT schedule 
and external reviewer can allocate themselves to cases they are available 

to attend  
This is on a first come first serve basis and will be confirmed by the 

NWNODN PMRT admin 

NWNODN PMRT admin will contact organisation where PMRT review to 
take place and confirm external reviewer organisation ML lead /Admin 

details for contact  
 

Approximately 2 weeks before PMRT external reviewer will receive a copy 
of the chronology for the case and can request any additional information 

through the ML /PMRT admin lead 

Organisation complete local mortality /PMRT process with appropriate 
MDT team including the external reviewer 

Organisation submit completed Mortality Report proforma to the 
NWNODN where it is uploaded to teams’ channel for CEG pre-meet 

viewing 
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Appendix 1. 
NWNODN Mortality Reporting Proforma Template  

 
NWNODN CEG Mortality Reporting Template 

Badger ID:  ODN Reference:   

Hospital of Death: Choose an item. Hospital of Ext Reviewer: Choose an item. 

Gestation:  Age at death:   Birth 
Weight: 

 

Mothers Ethnicity:  Translator used:  Choose an item. If no, why:   
 Comments 

Has this case been discussed with the organisation's medical examiner? Choose an item.  

Has this case been referred to the coroner?  Choose an item.  

Has this case been accepted for coroners’ inquest? Choose an item.  

If yes, has a date been set for inquest?  Click or tap to enter a date.  

Has the case been referred to MNSI? Choose an item.  

Has a local PMRT review been completed? Choose an item.  

Was an independent external maternity/obstetric reviewer at the PMRT 
meeting?  

Choose an item.  

Was an independent external neonatal reviewer at the PMRT meeting? Choose an item.  

Referring LNU team / Hospice/specialist teams attend the PMRT 
review? 

Choose an item.  

Has the baby had a PM?  Choose an item.  

Was a PM offered?  Choose an item.  

Cause of death as per death certificate: 

Death at less than 28 days Death at more than 28 days 

a.  
b.  
c. 
d. 
e. 

Ia. 
Ib. 
Ic. 
II. 

Did baby have a positive 
blood/CSF culture anytime 
during admission? 

Choose an item. If yes give detail of 
organism and if it was 
identified as a contaminant 

 

Was baby colonised with any 
alert organism during their 
admission: 

Choose an item. If yes give detail of 
organism and if baby 
cleared this during their 
stay? 
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Golden Hour elements achieved within an hour of birth/admission: 

Temperature within range: 
(within 1hr of birth) 

Choose an item. Comments: 

IV Access and fluids running: 
(within 1hr of admission) 

Choose an item. Comments: 

IV Antibiotics administered: 
(within 1hr of admission) 

Choose an item. Comments: 

Blood glucose checked: (within 
1hr of admission) 

Choose an item. Comments: 

NNAP Pre-term optimisation standards: Yes/No - 
N/A   

Comments If No 

Did mother receive antenatal steroids? Choose an 
item. 

(<34/40)  

Did mother receive Magnesium Sulphate in the 24 hrs prior to delivery? Choose an 
item. 

(<30/40) 

Was delayed cord clamping completed for at least 1 min? Choose an 
item. 

(<34/40)  

Was normothermia achieved, maintained and documented within 1hr 
of birth? 

Choose an 
item. 

(36.5-37.5oC) 

 

Did Baby receive maternal milk within first 2 days of life? Choose an 
item. 

(<34/40) 

Summary of Learning from Local PMRT review to share at CEG: 

 
 
 
 
 
 
 
 
 
 

Palliative and Family Communication: 

Was a palliative care plan in place prior to death? Choose an item. 

Was the NWNODN PC Pathway used? 
 

Choose an item. 

Was the family offered options regarding place of death? 
(hospice/home) 

Choose an item. 

Parent comments regarding family experience care and communication: 
 

 
 

Excellence Learning: 

Any excellence noted you would like to share to support learning across 
the NWNODN: 

 

 
 
 
 

Grading of Care: 

Grade A  ☐ No issues with care identified from birth up to the point the baby died 

Grade B ☐ Care issues identified which would have made no difference to the outcome for the baby 

Grade C ☐ Care issues identified which may have made a difference to the outcome for the baby 

Grade D ☐ Care issues identified which were likely to have made a difference to the outcome for the baby 

Rationale for Grade:  

If PMRT meeting complete, please document grading of care (A-D) within the following 2 areas: 

Choose an item. Grading of care of the mother and baby up to the point of birth of the baby.  
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Choose an item. Grading of bereavement care offered to mother following death. 

NWNODN SECTION   

Date Presented at CEG:  Click or tap to enter a date. 

Grade agreed at CEG: Choose an item. 

Comments:   

 


