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Abstract

Objectives: Perinatal death reviews investigate the causes of
perinatalmortality, identify potentially avoidable factors, and
may help prevent further deaths. This study aimed to identify
barriers and facilitators to the implementation of a stand-
ardised perinatal mortality review tool in Irish maternity
units by engaging with healthcare professionals about their
opinions on the existing system and implementing a stand-
ardised system.
Methods: This study involved semi-structured interviews
with staff from three maternity units of various sizes in
Ireland. Recruitment involved purposive and snowball sam-
pling. Interviews took place from May to December 2022 and
covered topics such as the existing perinatal mortality review
process, staff experienceswith reviews and proposed changes
to the system. Thematic analysis was performed.
Results: Participants (n=32) included medical and
midwifery staff with varying levels of seniority and expe-
rience with perinatal mortality reviews. Four themes were

identified: the review process, time challenges of reviews,
institutional culture and staff needs. Our findings demon-
strated that the review process was structured differently
across units, with varying levels of staff involvement.
Institution culture, leadership and transparency were
highlighted as essential aspects of the review process. Re-
views have an impact on staff wellbeing, emphasising the
need for continued support.
Conclusions: Implementing a standardised perinatal mor-
tality review system is viewed positively by staff, though
addressing the highlighted barriers to change is important. A
standardised perinatal mortality review tool and review
processmay help strengthen perinatal death reviews, provide
more information and opportunity for involvement for
bereaved parents and help reduce future perinatal deaths.
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mortality; perinatal mortality review; stillbirth; audit

Introduction

The death of a baby before, during or soon after labour is one
of themost devastating events that can happen to parents and
their families [1]. Perinatal mortality is defined as stillbirths
and neonatal deaths occurring within the first seven days of
life. Globally, 1.9 million babies were stillborn in 2021, and 2.3
million babies died within thefirst 20 days of life in 2022 [2, 3].
Compared to under-five child mortality, the perinatal mor-
tality rate (PMR) has been slower to decline [2, 4]. There has
been a longstanding focus internationally on perinatal death
audits, with particular emphasis in recent years on the
reduction of preventable perinatal deaths [5]. One way of
achieving this is conducting perinatal mortality reviews [6].

A perinatal mortality review programme can be defined
as “the systematic, critical analysis of the quality of perinatal
care, including the procedures used for diagnosis and
treatment, the use of resources and the resultant outcome
and quality of life for women and their babies” [7]. Although
the words “audit” and “review” are used interchangeably
throughout the literature on the topic, we use the term
“audit” to describe perinatal mortality data collection, and
“review” to describe a structured analysis conducted “using
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best practice methods, to determine what happened, how it
happened, why it happened, and whether there are learning
points for the service, wider organisation, or nationally” [8].

In Ireland, the PMR in 2022 was 5.31 per 1,000 births [9].
This rate has largely remained unchanged since 2012 [9].
Guidance on the management, investigation and reporting of
serious reportable events (SREs), which are defined as “serious,
largely preventable patient safety incidents that should not
occur if the available preventative measures have been
implemented by healthcare providers” has existed in Ireland
since 2015 [10]. This guidancewas updatedwith the publication
of the Incident Management Framework (IMF) in 2020 [8].
Despite this, previous researchdemonstrates that the approach
to review of perinatal deaths is not uniform across Irish ma-
ternity units [11]. Other countries have successfully imple-
mented a standardised perinatal death review programme,
with some incorporating a review tool to help standardise re-
views nationally [12]. Introduction of a standardised perinatal
death review programme in Ireland would involve restruc-
turing the existing review process in maternity units.

A strong implementation strategy is paramount to the
ongoing success, maintenance and longevity of any inter-
vention in healthcare. The pre-implementation phase of an
intervention is as important as the implementation phase
itself, and identifying barriers and facilitators is a vital
component to the development of a successful implementa-
tion strategy [13, 14]. Perinatal death reviews can have a sig-
nificant impact on bereaved parents [15]. In an Irish context, a
qualitative study with bereaved parents reported that some
parents were unaware that a review of their baby’s death
occurred [16]. Others felt that their feedback and questions
were not considered appropriately by the hospital during
their review [16]. The impact of reviews on the staff who are
involved in providing care for women who have experienced
a perinatal death is less well described.

The aim of this study was to identify barriers and fa-
cilitators to the implementation of a standardised perinatal
mortality review process and review tool in Irish maternity
units by engaging with healthcare professionals working in
the maternity services.

Materials and methods

Setting

Maternity care in Ireland is provided in 19maternity units or
hospitals. These units are coordinated into six hospital
groups, with each group having a lead unit that provides
tertiary level clinical care and clinical governance to the
smaller units within the group. Most women receive their

maternity care through a publicly-provided system of com-
bined care between the maternity hospital and their general
practitioner.

Perinatal death reviews are not standardised in Ireland.
The IMF advises that perinatal deaths should be reported
within 24 h of their occurrence and a decision made
regarding whether a review of the event is appropriate
within 72 h of the death [8]. This review is often led by a
Serious Incident Management Team (SIMT), a multidisci-
plinary teamwhich is the structure suggested by the IMF [8].
Many units have a SIMT set up onsite, however some smaller
units refer cases to a hospital group-level SIMT. Of note,
participants frequently used the acronym “SIMT” to refer to
a review throughout this study. As a result, both terms were
used interchangeably by the participants and researchers
during the study.

Reflexivity

The primary researcher in this study EOC, is a white woman
and a trainee in obstetrics and gynaecology. She had previ-
ously worked directly with some of the participants in this
study. Her lived experience with working in the field of
obstetrics and gynaecology as well as direct experience with
caring forwomen and familieswho experienced the death of
their baby informed her positioning for this study.

Participants

Participants were recruited from three maternity units,
representing a mixture of small, medium, and large-sized
units. Each was in a different geographical region and
associated with a different hospital group. Participants
identified with knowledge or experience with perinatal
deaths or perinatal death reviews were recruited pur-
posefully for this study (purposive sampling). These par-
ticipants were asked to assist in identifying other potential
participants for the study (snowball sampling). Potential
participants were invited to participate by email or direct
contact via the study authors and their professional net-
works. The inclusion criteria included healthcare pro-
fessionals working in the maternity services, who were
required to befluent in English and had to be over the age of
18. Participants were asked for written, informed consent
by one of the study researchers (EOC) prior to the inter-
view. Ethical approval was granted for this study by three
separate research Ethics Committees associated with each
unit (ECM 4[a] 05.04.2022, C.A. 2827, 056/2022).
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Data collection

Semi-structured interviews were carried out in person at a
place and time suitable for participants. A topic guide was
used at the interviews, containing questions about the
existing perinatal death review process in the unit and
proposed changes to the review process, including the
introduction of a perinatal death review tool. A pilot inter-
view was done under direct supervision for training pur-
poses. Detailed reflective notes were taken throughout the
interview process and discussed in a team setting before and
after the interviews were conducted. The interviews lasted
between 21 and 72 min, were recorded using a Dictaphone
and transcribed verbatim. The transcripts were anonymised
and imported into Nvivo14 for analysis.

Data analysis

Transcripts were analysed according to the reflexive the-
matic analysis framework developed by Braun and Clarke
[17]. Data analysis was led by EOC. Data familiarisation
occurred primarily through listening back over interviews,
taking reflective notes and transcribing verbatim. Tran-
scripts were then read through for further familiarisation
and to ensure accuracy. Initial codes for the analysis were
developed by EOC. Two additional researchers (AH and SL)
read and coded between three and 10 transcripts each,
which were then analysed together by the team to ensure
consistency across code development. Two researchers
spent time developing initial themes, which stemmed from
the coding process. At each stage of the analysis, team dis-
cussion facilitated theme development and refinement until
consensus was reached regarding themes and subthemes.

Results

In total, 32 interviews were conducted across three mater-
nity units between May to December 2022. We included data
from all 32 interviews in our analysis. Participants repre-
sented a variety of staff members from the maternity ser-
vices, including consultants in obstetrics and gynaecology
(n=6), consultants in neonatology (n=2), doctors-in-training
in obstetrics and gynaecology (n=3), doctors-in-training in
neonatology (n=1), directors of midwifery (n=2), assistant
directors ofmidwifery (n=2), staffmidwives (n=2),midwifery
or neonatal nursemanagers (n=9), risk or quality and patient
safety [QPS] officers (n=3), patient liaison officer (n=1) and
pastoral care (n=1). Quotes presented from the interviews
are demarcated by the level of seniority of that participant,

with one being junior, twomid-management level and three
senior level. To preserve the anonymity of the maternity
units, units will be referred to by number (1, 2 and 3).

We generated four themes with nine associated sub-
themes (Figure 1). The themes are representative of the review
process, the effects of institutional culture on the review pro-
cess and the impact of the process on staff.

Theme: The review process

During each interview, the structure of the review process
was discussed. The authors’ understanding of how the sys-
tem worked in each unit was developed based on these
discussions. Some participants had more insight into the
system’s structure than others; these participants were often
inmore senior roles. The subthemes that follow describe the
functional aspect of the review system in the three units.

Subtheme: The structure of reviews

The review process was structured differently in each unit.
In unit 1, perinatal deaths were initially discussed at a SIMT
meeting, which was usually convened within hours to days
of the death. The SIMT meeting was attended by the same
staff members. Following this meeting, the team decided
whether a case required an internal or external review and
delegated specific staff members to conduct the review
(Table 1, Quote 1). One participant reported that finding re-
viewers for internal reviews was dependent on staff
agreeing to participate (“there would be a number of con-
sultants who would be part of the investigating team, some
would be more obliging than others to be sitting on those ah,
investigations” Interview 15, level 3, see also Supplementary
Material, Quote 1). Sometimes it was deemed necessary to
interview involved staff members as well as the bereaved
parents as part of the review, though this varied depending

Figure 1: Themes and subthemes.
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on the circumstances of the perinatal death (“it’s not
immediately obvious that in the beginning of doing a review
howmuch you need to dig in and say for example what we’d
like to do is interview the parents first becausewhat they say
might be completely different to what’s documented in the
notes and so you know therefore that you need to do a lot
more digging around”, Interview 15, level 3).

In unit 2, all perinatal deaths were referred initially to
the QPS team before a decision was made with the senior
management team to progress the case to a SIMT for review.
The timing of the SIMTmeeting following the perinatal death
varied from days to months. The SIMT meeting was sched-
uled every twoweeks, though sometimes it did not happen if
various teammembers were on leave (Table 1, Quote 2). The
meeting was attended by the same staffmembers each time
who were part of the hospital’s risk management team. The
meeting was attended by consultants in obstetrics and gy-
naecology and neonatology on a rotating basis. Some par-
ticipants from this unit reported being asked to attend a
SIMT meeting at short notice (“I’d have been invited to be
part of SIMT meeting, um usually fairly short notice I would

say. Um, and requesting presence on a specific day of the
week at a specific time, which I have found difficult to accept
because it could be clashing with a clinic that I’m running”,
Interview 2, level 3).

In unit 3, perinatal deaths were discussed at a risk
meeting locally. This meeting occurred on the same day and
time each week and was attended by the same staff mem-
bers. This was considered an open meeting with other staff
welcome to attend if they wished. However, it seemed that
junior staffmembers rarely attended (Table 1, Quote 3). Each
perinatal death was also discussed at a hospital group-level
SIMT meeting. Occasionally the SIMT would determine that
an external review was required; the need for this referral
was assessed on a case-by-case basis (Table 1, Quote 4).

Subtheme: Timelines

The timeframe for conducting a review varied between
units. In unit 1, participants mentioned a timeframe of
125 days to conduct and complete a review, which is in
keeping with IMF guidance. Every participant who

Table : Theme “The review process”.

Subtheme Quotes

Structure of reviews 1. So the SIMTmeetings that occur sort of every week, andwhen there are (…) incidents or serious untoward events, um, then
they’re sort of decided to within that group as to whether or not this is an internal review, an external review and then from
that meeting it’s decided sort of who is going to be sort of leading that review. (Interview 15, level 3)

2. Every two weeks we would aim to have a SIMT scheduled. Now obviously that would all depend on availability because you
need to have a quorum. (Interview 9, level 2)

3. They [risk meetings] are really, really good learning opportunities but I don’t think it’s made, people are made aware that
they can go to it if they wish to. (Interview 28, level 2)

4. If therewas a lot of opportunities formissed care itmight be decided that a further reviewoutside the hospital is needed and
then – E: Like an external review? 27: Exactly within the group. Or if it was very serious, like beyond that, itmight be outside of
the group altogether. (Interview 27, level 3)

Timelines 5. The biggest challenge in the review process is to meet the 125 KPI [key performance indicator] deadline. Not so much for a
concise review. But in the bigger systems analysis, you know, and it’s 125 days from the date of occurrence or the date of
reporting of the occurrence [of the adverse event] (interview 20, level 2)

6. Because we can promise things ‘we’re going to do a review and be finished in 6 weeks’, 6 months later we’re still doing it.
And then the parents are kind of ‘what’s happening?’ That comes down to time and resources. (Interview 3, level 3)

7. The coronial report takes too long. It just takes too long. It’s, it’s not acceptable that it’s 12months before there’s a coroner’s
report, it’s not acceptable that it’s six months. You should be measuring the time to coronial report in weeks. (Interview 3,
level 3)

Dissemination of
findings

8. [The dissemination is] informal, I’d say it’s informal. It depends on the issue. If it’s a major issue it can be quite formal. You
know direct, one-to-one, you know almost like an interview process. But a lot of it would be informal, you know, at
handovers, at huddlesa, for example. (Interview 3, level 3)

9. The learning notice goes up on our repository where you can search for it online, but equally it would be brought up at the
labour ward huddlea (…) for two weeks. (Interview 20, level 2)

10. One of the problems of the SIMT is there’s a core group of about six or seven or eight people that attend 90 % of them, but
that canmean that themessages sometimes remain in that core group and don’t disseminate as well. (Interview 3, level 3)

11. Another part of the SIMT is that what does the hospital learn from it? What do the wider, you know, what do the 200
midwives learn from it? What do the 20 obstetric NCHDs learn from it? And disseminating the information is difficult.
(Interview 3, level 3)

aA labour ward huddle is defined as “a short, focussed briefing which brings together representatives from across key staff groups to identify potential
problems or safety issues, such as challenges to the safe flow of patients across a department or hospital” (Shanmugalingam et al., ).
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mentioned this timeframe almost immediately acknowl-
edged how difficult it was to adhere to it (Table 1, Quote 5).
These participants spoke about the difficulty in getting the
required team members together to review a case, some-
thing that is often impacted by staff leave or clinical
commitments.

In the other two units, participants discussed the length
of time it takes to complete a review from start to finish but
they did not mention having to adhere to a specific time-
frame. They shared the frustration of the often-protracted
review process for staff and the parents who are at the
centre of the process (Table 1, Quote 6 and Supplementary
Material, Quote 2).

In unit 2, several participants mentioned the frustra-
tion associated with the Coronial process. At the request of
the Coroner, some perinatal deaths are referred for a
Coronial post-mortem examination. Participants reported
that waiting for the release of the post-mortem report as
well as the conclusion of the Coronial inquiry contributed
significantly to the delays with reviews (Table 1, Quote 7
and Supplementary Material, Quote 3).

Subtheme: Dissemination of review findings

All three units described that during the usual review
process, the perinatal death was discussed in a multidisci-
plinary environment and often recommendations were
made for changes to or improvements in care. A report was
compiled of the review detailing the findings and recom-
mendations. Participants in senior positions or who had
direct involvement with reviews had more knowledge
about the dissemination of review findings than junior
participants.

The dissemination of findings, recommendations and
associated reports from reviews varied, with no defined
structure in any unit. Participants discussed the methods
that they were aware of to provide feedback to staff in each
unit regarding the findings of a review. Many participants,
but particularly junior participants, were uncertain about
where or how the findings or report from a review were
disseminated. In units 2 and 3, the dissemination process
seemed to be largely informal and communicated byword of
mouth between senior and junior staff members (Table 1,
Quote 8 and Supplementary Material, Quote 4).

In contrast, the dissemination process in unit 1
appeared to have more structure but participants recog-
nised that it was an imperfect system (Table 1, Quote 9 and
Supplementary Material, Quote 5). Some participants
expressed their frustration with the lack of structure for
dissemination. Many participants felt that dissemination of

review findings to staff was inadequate (Table 1, Quote 10).
This was viewed by participants as the responsibility of
the staff who are directly involved in the review process
(“we need somebody who’s going to institute or implement
recommendations that come from SIMTs and say look, we
should be doing this differently or you know, in a very
constructive way”, Interview 2, level 3). Participants
thought that the unstructured manner of communicating
the findings from a review was contributing to missed op-
portunities for sharing the learning that can be obtained
from reviewing perinatal deaths (Table 1, Quote 11 and
Supplementary Material, Quote 6).

Theme: Time challenges of reviews

Preparing for and participating in reviews and writing re-
ports following a review represented a significant workload
for staff. There are many elements to postpartum care
following the death of a baby, including clinical care for the
mother, bereavement care for the family, arranging clinical
tests and funeral arrangements for the baby. Communi-
cating with parents about the review of their care as well as
seeing to these other needs requires time.

Subtheme: Time to prepare for reviews

The time constraints that the review process places on staff
involved in conducting reviews was mentioned repeatedly.
Participants discussed the time required to prepare for
participating in a review, time that is often taken out of
an over-subscribed clinical schedule, which may affect
other clinical commitments, detracting from the care they
provide to other women (“It can be difficult if you’re leaving
one aspect of your job to participate [in a review] and I
think it probably should be more structured from a time
perspective, or you should have protected time to
review the cases that are going to be discussed”, Interview 2,
level 3).

Participants mentioned the difficulty of preparing for a
review with little or no notice prior to the meeting being
scheduled. In unit 2, the scheduling of review meetings was
described as unpredictable. Participants in this unit re-
ported that themeetings did occur regularly, but the day and
time they were scheduled differed each time and staff were
usually given very little notice to prepare for these. This
often led to participants having to reschedule or drop other
commitments to prepare for and attend a review meeting
(Table 2, Quote 1).
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Subtheme: Time to participate in reviews

Participants mentioned that they did not have enough time
assigned to participate in the review and complete the
related reports and further documentation stemming from
it. In some cases, participantsmentioned that a reviewmight
prompt a report to be written on a particular topic or time
might be required to provide written answers to questions
from parents. These commitments require the participants’
time to complete them, and apart from participants who
were members of the risk management team in their units,
no other participant had designated time in their normal
clinical schedule to complete tasks after the reviews (Table 2,
Quotes 2 and 3).

Theme: Institutional culture

The underlying culture of a unit significantly influenced the
reviewprocess. Both direct and subtle referencesweremade
by participants about the culture in their unit. This was
evident in the way participants discussed the review pro-
cess. Some spoke very positively about reviews (“I think it’s
to develop that whole culture that it’s about support and
learning as opposed to the blame”, Interview 20, level 2),
while others had more negative opinions (“I do think in my

experience of working with reviews and around quality and
risk, people are very suspicious of what’s going to be done
with the information [from reviews]. I mean I certainly
would’ve done a lot of work in trying to build up trust with
people and explain that this is about all of us learning
together, it’s not about pointing the finger at anybody”,
Interview 8, level 3). “Blame culture” was a concept
mentioned by several participants.

Two participants were concerned that there would be
consequences for speaking poorly about the review process
and those involved in it. These participants were reluctant to
elaborate any further on this topic after it was mentioned
(Table 3, Quote 1). Participants mentioned the distress asso-
ciated with being involved in a perinatal death and subse-
quently being involved in a review for the death. The
opinions of participants about the review system seemed
connected to their perception of the underlying workplace
culture in their unit (Table 3, Quote 2 and Supplementary
Material, Quote 7).

Subtheme: Leadership and transparency

Participants in senior roles knew more about reviews and
how they are structured, whereas participants in junior
roles did not have the same knowledge or awareness of the
review process. Some participants described a superficial
knowledge of reviews while others were not aware that a
review process existed in their unit (Table 3, Quote 3). Many
aspects of the review process were viewed as being influ-
enced by the clinical leadership in the unit. Some partici-
pants perceived a positive leadership culture resulting in a
robust reviewprocess (“In this hospitalwewould really have
a good, open, transparent culture where the intention is to
look and find if there is something that we need to improve
on”, Interview 16, level 2). This was particularly evident in
unit 1.

In the other two units, participants discussed the
interdependent nature of leadership and culture within a
unit on the review process (Table 3, Quote 4), and the effect
this had on them and their colleagues (“I thinkmaybe it’s the
culture of leadership within the hospital that’s not really
emphasizing that [reviews] are really important and that we
can learn from them. And in fact the only time I feel that
actually we all know about it is if there’s a national body
coming in”, Interview 5, level 3).

In unit 2, the review process was described by some
participants as being secretive or opaque, with participants
using phrases such as “cloak of secrecy” or “mystic forum” to
describe what happens in the meetings when reviews occur
(Table 3, Quote 5). Most participants spoke about the
importance of being open and transparent with all staff

Table : Theme: “Time challenges of reviews”.

Subtheme Quotes

Time to prepare for
reviews

1. In terms of my involvement with SIMT this
year, like I think I was probably approached
within theweek of one happening, to be asked
to take part in it and I’d say my involvement
was probably opportunistic on the part of the
person who wanted to involve me. (Interview
5, level 3)

Time to participate in
reviews

2. It’s not evident that from the outset some-
times exactly howmuch time it’s going to take
and therefore it can be quite difficult to get
times to do [reviews] you know. If we had
specific designated times where you knew
you have to do these things then it’d be a little
easier. (Interview 15, level 3)

3. If we’re, I think, serious about changing the
process and formalising it we need to either
have people whose sole purpose or not sole
purpose but they have protected sessions or
time in order to do that, that it’s not just being
you know, happening sandwiched between
other clinical duties so that they’re getting
called elsewhere. (Interview 5, level 3)
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members about reviews in their unit and said that this
transparency should be promoted by senior management.

Subtheme: Staff perspectives on the impact of the review

Some participants spoke about the effects that perinatal
deaths and reviews had on their colleagues’ ability to be at
work. Some described staff absences secondary to dealing
with SREs (Table 3, Quote 6 and Supplementary Material,
Quote 8), and other participants discussed the long-term
impact of SREs on staff. Some participants said that a bad
outcome had prompted their colleagues to leave the mater-
nity services altogether (“People are doing their job, but it’s
devastating for them as professionals and of course it’smuch
more devastating for the families, however I have seen col-
leagues down through the years, it has changed their careers
and they have given up really good careers”, Interview 8,
level 3).

One participant in a senior role described their struggle
at times with how to approach junior staff members to
discuss their involvement in an adverse incident and pro-
vide feedback to them after a review (Table 3, Quote 7). The
emotional distress that can be associated with reviews was
mentioned by many participants, but this was often con-
trasted with the perceived value of the review process.
Participants spoke about a sense of duty towards the women
and babies they look after and wanted to find answers for
parents about why their baby died. They spoke about the
importance of the learning that comes from reviewing

adverse outcomes, and how this learning is beneficial for
their own practice and education as well as that of their
colleagues (Supplementary Material, Quote 9). The need to
apply this learning to prevent future perinatal deaths was
emphasized (Table 3, Quote 8).

Theme: Staff needs

Participants highlighted different needs that they felt were
important to staff who have any exposure to perinatal
deaths. This included providing support for staffmembers in
the form of peer-to-peer support and general support from
senior management. Participants emphasised the need for
education and training about the structure of the review
process, why reviews are required and how to speak with
parents about reviews.

Subtheme: Support for staff

Support for staff after a perinatal death occurs and during the
review that follows was mentioned by many participants.
Some mentioned feeling quite unsupported, while others felt
that they were very well supported in the aftermath of a
perinatal death (Table 4,Quote 1 and SupplementaryMaterial,
Quote 10). Several participantsmentioned the importance of a
“debrief”, which is a concept of “guided meetings, during
which members discuss, interpret and learn from recent
clinical events” [18]. Participants who mentioned a debrief

Table : Theme: “Institutional culture”.

Subtheme Quotes

Leadership and transparency 1. I can’t really bemore specific without really diggingmyself a hole but I do feel there’s a lot of talk and very little
action in terms of… in terms of reviews like this. (Interview 5, level 3)

2. People are so distrustful and anxious around anything to do with reviews you know, they’re fearful of them.
(Interview 8, level 3)

3. It’s not in our awareness in our position as [a midwife], we don’t have any involvement in [the review process]
so I honestly don’t know anything about it, how it works, who does it or when it’s done, do you know I really
don’t know. (Interview 18, level 2)

4. The tone of the meeting is set by those senior consultants who are present at the meeting. (Interview 29, level 3)
5. Maybe there’s failures to involve the right people, am, at the SIMTs, or maybe there’s a failure of… there

seems to be a cloak of secrecy around these things, I suppose, as I said it’s a surprise to me of what’s
happening on any given SIMT day. (Interview 7, level 3)

Staff perspectives on the impact of
the review

6. We’ve had people out on sick leave, stress leave, am really traumatised if they’ve not I suppose for if they’ve not
had anything like this happen before so that can be a big deal as well. (Interview 16, level 2)

7. Down herewe’re verymuch kind of a family.We all tend tomind each other. And the ones that you’re talking to
are generally, you know them well (…) you know, so it can be a very difficult conversation because it’s like
telling, it’s pretty much telling your family ‘sorry, you did bad.’ (Interview 14, level 2)

8. For me [it] is what perinatal death care should be all about, which is trying to find out what happened and why
it happened and will it happen again. It’s not about attributing blame to the people who did anything.
(Interview 10, level 3)
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appeared to value it as a useful practice for staff to talk
through what happened during an SRE and discuss their
feelings about the incident (Table 4, Quote 2).

Two participants mentioned more formal support sys-
tems for staff such as the Employee Assistance Programme
(EAP), which is a free counselling service available to all HSE
employees in Ireland, and Schwartz Rounds, although
Schwartz rounds were not in use in any unit where this
study was conducted [19]. Interestingly, one of these partic-
ipants thought that their colleagues viewed the EAP with
suspicion and were reluctant to use it in case they got in
trouble (“Employee Assistance Programme, yeah, it’s run
through occupational health. People are very um, some
people are kind of suspicious because they’re saying they’re
afraid that, you know, if you go to occupational health and
occupational health or EAP will report back to their man-
ager, they don’t. It’s a confidential service…”, Interview 8,
level 3).

Subtheme: Education and training

Many participants mentioned the need for education and
training about reviews. This was discussed in three different
contexts. Firstly, in relation to the need for increased aware-
ness, education, and training for staff members in all mater-
nity units about the review process itself, why reviews are
required and how they are conducted (“I think definitely
better education for all of us about how the review process
works so that when our time does come that we’re involved in
the review process that we’re not just learning about it then”,
Interview 1, level 1 and see also Table 4, Quote 3 and

Supplementary Material, Quote 11). Secondly, several partici-
pants expressed frustration regarding the lack of training
about how to discuss the structure and function of reviews
with parents (Table 4, Quote 4). Thirdly, the learning that can
be taken from reviewing perinatal deaths, and the importance
of applying this learning to help prevent future deaths was
emphasised. Participants viewed this as a critical component
of a review to improve their own learning (Table 4, Quote 5,
Supplementary Material, Quote 12) and to answer questions
and provide closure for parents (Table 4, Quote 6).

Discussion

This study examined the practice for perinatal death reviews
in 2022 in three Irish maternity units and identified facili-
tators and barriers to changing the perinatal death review
system to one that is standardised. Our findings highlight
important aspects of perinatal death reviews, including how
staff perceive reviews and how institutional culture impacts
the review system.

The IMF provides guidance on reporting and reviewing
a variety of SREs, including perinatal deaths [8]. However,
the IMF is not specific for perinatal deaths, and this may be
one reason for the observed inconsistency across the units in
this study. As highlighted in our findings, each unit has been
left to adapt and interpret the IMF according to their needs
and understanding. This suggests that lack of stand-
ardisation involves every Irish maternity unit, resulting in a
disparate review process for parents depending on what
unit they attend for their care. The inconsistency in reviews

Table : Theme: “Staff needs”.

Subtheme Quotes

Support for staff 1. I think we have a lot of people here who are in a place to support each other and the best support any of us are going to get is
the support you get there and then on the day or it’s usually the middle of the night from your colleague in the tearoomwith a
cup of tea and the arm around your shoulder. (Interview 8, level 3)

2. We have a staff psychologist in the hospital part-time and I’ve organised two debriefing sessions for staff, post a baby that died
that was long stay here and post another little baby that went home for palliative care. Now only about 3 nurses came into each
of the sessions, but they found it absolutely brilliant (…) And really helpful and, were surprised at how helpful they found it and
beneficial. (Interview 12, level 3)

Education and
training

3. I would think there’s a lack of education around [reviews] and there’s an awful lot of staff up there right now that would not
have a clue what goes on or where to begin or where the process starts or anything else. (Interview 25, level 2)

4. I do think it would be good that if there was some kind of guidance around the language used around this time for everyone
because it’s for staff, it’s difficult because they are trying to be considerate but might not have been fully trained. Reports,
reviews, all of that. (Interview 32, level 1)

5. We’re really open and transparent we’re never, there’s never an issue we’re always trying to learn from and make sure we’re
doing as good as we can. (Interview 16, level 2)

6. Obviously we’re doing all of this for the parents really to make sure that you know they get answers and we can improve our
services and prevent them from happening again. (Interview 15, level 3)
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may also contribute to missed learning opportunities from
perinatal deaths.

The lack of standardisation in death reviews has been
highlighted as problematic in other countries [12, 20]. A
report on the investigation of deaths among people with
mental health illness or disability in the NHS found there
was no framework to conduct such reviews, resulting in
missed opportunities to maximise the learning from a
potentially preventable death, to improve care and prevent
future deaths [21].

Lack of structure represents a significant barrier to-
wards standardising perinatal mortality reviews. Guidance
is available for implementing perinatal mortality reviews
from the WHO and some countries have successfully
implemented standardised review programmes at national
or local levels [6, 12]. The perinatal mortality review tool
(PMRT) programme in England uses a standardised tool to
review perinatal deaths [22]. Data is collated across the NHS
and an annual report of review findings is published,
allowing for shared learning and recommendations onways
to reduce perinatal deaths [22]. The PMRT programme was
introduced concurrently with several other initiatives to
reduce perinatal deaths in the UK, and these combined ef-
forts resulted in a 20 % reduction in extended perinatal
mortality in the UK between 2013 and 2020 [23–25].

Time constraints were mentioned frequently by study
participants. Protected time to participate in reviews was
rarely available, which caused difficulties for staffmembers
with busy clinical schedules. Review at institutional level
should incorporate protected time for staff members [6]. As
suggested by study participants, having a regularly sched-
uled review meeting would allow staff members to incor-
porate the meeting into their clinical schedules. Another
solution might be to have a set rota for participation from
senior or management-level staff in the review process.
Allowing protected time places a greater emphasis on the
importance of perinatal death reviews andmay reduce some
of the pressure for the staff involved.

Another challenge was the timeframe to complete a
review. Only one unit mentioned a specific timeframe of
125 days (suggested by the IMF) and these participants
highlighted the unrealistic nature of this timeframe [8].
These delays were compounded further when a perinatal
death was referred for Coronial investigation. The legisla-
tion regarding which cases must be discussed with the
Coroner changed with the Coroner’s (Amendment) Act in
2019 [26]. Many perinatal deaths are now directed by the
Coroner to have a coronial post-mortem examination,
causing further delays as many hospital review teams wait
for the release of the coronial post-mortem report and the
conclusion of the coronial inquiry before concluding their

review. In some cases, the coronial process has become so
protracted the benefit it provides to the families and hospi-
tals involved remains unclear and there have been calls to
reform the entire coronial system [27].

Dissemination of review findings and feedback to staff
occurred formally and informally in this study and, in some
cases, participants did not receive any feedback from reviews.
Similarly, a previous study from an English maternity unit
reported thatmost participants did not receive feedback from
reviews they were involved in, which contributed to a lack of
trust in the local risk management process [28]. Providing
feedback using multiple methods improves uptake and
implementation by staff [8, 29]. Care needs to be taken to
prevent defensive reactions to negative feedback and ensure
this is provided in a constructive manner [30]. A framework
for providing feedback to individual staffmembers as well as
generalised feedback to the unit may be a helpful facilitator
for implementing changes following a review.

Itwas evident fromour study that an institution’s culture
has a far-reaching impact on the review process. There were
noticeable differences in participants’ opinions of reviews in
each unit. This may be explained by the differences in lead-
ership styles and attitudes towards reviews. Participants in
one unit felt reviews were exclusionary and secretive and
they worried about the negative effects that reviews might
have on themselves or their colleagues. Indeed, some partic-
ipants were reluctant to voice any negative opinions in rela-
tion to reviews, fearing that it may get them into trouble with
other colleagues. In stark contrast, participants in another
unit felt reviews were well conducted, and there was a sense
of pride from these participantswhen speaking about reviews
in their unit.

“Blame culture” is closely linked to institutional culture
and this topic was mentioned by participants in all units,
indicating that blame culture is still pervasive at least in
these units and possibly other Irish maternity units. This
finding is particularly concerning, as a culture of blame can
have serious consequences on the implementation and
ongoing success of the review system and can foster fears of
punishment or litigation [31–33]. There have been efforts
within the Irish healthcare system to develop a “just culture”
instead, defined as a “values based supportive model of
shared accountability” [8]. Importantly, individuals are held
accountable for their own decisions but not for system-level
failings over which they have no control [34]. Developing a
blame-free culture in this setting is essential for deeper
understanding of SREs and associated system failures [35].
Balancing between a blame-free culture and accountability
is dependent in many ways on the leadership in a unit, as
evidenced in our findings. Educating leadership about just
culture practices is key to ensuring a just culture and blame-
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free environment for the staffworking in that setting. Other
key features of strong leadership that contribute to learning
and improvement within a unit include a strategic leader-
ship that engages with staff, and demonstrates visible sup-
port, recognition and listening [36].

Bereaved parents are central to the review process;
however, reviews also focus quite extensively on the staff
who were involved in providing care to the family. When
caring for parents whose baby has died, staff have reported
feelings of sadness, shock, emotional distress, self-blame and
guilt [37, 38]. Similar feelings were also reflected in these
interviews. It was evident from our analysis that being
involved in reviews can be associated with significant
mental distress for staff, and this phenomenon is less widely
reported in the literature.

Participants emphasised the need for adequate staff
support after a perinatal death and the subsequent review
that follows. Many staff utilised informal arrangements,
such as turning to their colleagues for support in the after-
math of an adverse event, as previously reported in other
studies [39, 40]. TheHSE offers support for staff in the formof
the EAP, which was mentioned by staff in all units. One
senior level participant in our study felt that staff in their
unit viewed this programmewith suspicion andmistrust. As
one of the only formal supports available for staff in these
units, this is problematic, as staff may not feel comfortable
accessing the programme in the aftermath of an SRE.

Participants viewed support for staff as an important
facilitator for reviews and multiple support methods should
be available [40]. This includes mentoring, peer-to-peer sup-
port, group-based peer support such as the concept of
debriefing or Schwartz rounds, or counselling [19, 41]. Previ-
ous studies have demonstrated a lack of support specifically
for staff dealing with the complexities of perinatal death [37,
38]. Staff members working in the maternity services would
benefit from clear, structured support that includes resources
for coping with perinatal death and subsequent reviews, like
existing supports available in the UK [42]. A supportive work
environment may help with staff wellbeing, resilience and
retention [43, 44].

Lack of transparency about reviews was reported as a
significant barrier. Some participants knew nothing about
reviews, even though their professional practice may be sub-
ject to a review at some point during their career. A hospital
review forms a considerable part of a family’s bereavement
care journey, yet some participants expressed uncertainty
about how to discuss reviews with parents. Participants felt
improved education and training about reviews was a facili-
tator for implementing standardised reviews. Targeted edu-
cation programmes have significantly improved participants’
confidence andknowledge in other areas of bereavement care

[45, 46]. Based on the discussions with participants, specific
training for reviews should include information about how
reviews work, what a review means for parents and for staff,
and how to counsel parents about reviews. Leadership
training should be considered for senior staff members to
encourage open dialogue and transparency about incident
reporting and reviews. While participants’ perceptions about
reviews were clearly influenced by the underlying culture
within their unit, they strongly emphasised the importance
and value of perinatal death reviews. They were over-
whelmingly in favour of standardising reviews to improve
learning from perinatal deaths and ensure a more equitable
and transparent system for parents.

This study provided important insights into the way
perinatal death reviews are conducted in an Irish context.
Reviews are not being conducted in a standardised manner
within or between units, paving the way for unstructured
and ambiguous reviews. This is creating missed opportu-
nities for learning from potentially preventable perinatal
deaths at local and national levels. Having protected time to
participate in reviews, regular dissemination of review
findings, and a transparent review process are important
considerations for standardisation. Units should ensure that
staff are educated about reviews. Adequate support systems
should be in place to help staff after adverse events and
during reviews. Underpinning all of this is an institution’s
culture and leadership approach. Both are highly impactful
on how incident reporting and reviews are conducted and
perceived by staff. The suggested changes to the review
system based on the findings from this study are outlined in
Table 5. It is essential that these barriers and facilitators are
addressed to ensure successful implementation of a stand-
ardised review system.

Strengths and limitations

To our knowledge, this is the first study of its kind exploring
the views of staff about perinatal death reviews in Ireland.
Participants were representative of the various staff mem-
bers, including different managerial levels, working in the
maternity services. We intentionally interviewed partici-
pants from three different sized units around the country to
make our findings as generalisable as possible.

A limitation is the self-selection of participants in this
study, which may have influenced the views and experi-
ences reported in the interviews. Although the units in this
study represented three different regions and hospital
structures, other maternity units around the country are
likely to be structured slightly differently, which poses an
additional limitation. Most of the participants in this study
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were in more senior roles and had worked in their unit for
longer than more junior-level colleagues. Finally, this study
took place during the third year of the COVID-19 pandemic.
This was a particularly challenging period for healthcare
staff, and memories of the difficult working conditions may
have been to the fore of participants’ minds, possibly
affecting the interviews.

Conclusions

Our study demonstrated a perinatal mortality review system
that is not standardised or transparent. The underlying
institutional culture significantly influences theway reviews
are conducted and perceived by staffmembers in each unit.
Support for staff who are involved in reviews is extremely
important, as reviews may be associated with emotional
distress and trauma for staff.

Standardising reviews by using, for example, a review
tool for perinatal deaths may help create more structured,
transparent reviews. This may lead to a more equitable
experience for parents, who should be at the centre of
reviews, as well as for staff working in the maternity
services, ensuring implementation of best-practice and
high-quality care nationwide. Ultimately, standardising
the review system may lead to improved learning from
perinatal deaths and may help to decrease the rate of
perinatal deaths in Ireland.

Acknowledgments: The authors would like to extend their
sincere thanks to all study collaborators who kindly helped
with participant recruitment in each unit where this study
took place. We would also like to thank the study partici-
pants who gave their valuable time and opinions to partic-
ipate in this study.
Research ethics: Ethical approval was sought and granted
from the three separate research Ethics Committees associ-
ated with each unit where this study was conducted. All
participants provided written informed consent prior to
enrolment in the study. The Ethics Committee approval codes
are listed below: ECM 4 (a) 05.04.2022, C.A. 2827, 056/2022.
Informed consent:Written informed consent was obtained
from all individuals included in this study.
Author contributions: All authors have accepted re-
sponsibility for the entire content of this manuscript and
approved its submission.
Use of Large Language Models, AI and Machine Learning
Tools: None declared.
Conflict of interest: The authors state no conflict of interest.
Research funding: Emily O’Connor’s PhD studentship is
philanthropically funded by Féileacáin, the Stillbirth and
Neonatal Death Association of Ireland. Féileacáin did not
have any part in the conception, design, planning or conduct
of this project.
Data availability: The transcripts from this study have not
been published in order to preserve the anonymity of the
study participants.

Table : Suggested changes to the review system based on the findings from this study.

Suggested change Further detail

Standardised review system A standardised review tool for use at national level in every maternity unit in
Ireland to review perinatal deaths, in a structured and equal manner.

Protected time for staff to participate in reviews Having protected time for reviewers, especially for those who regularly partici-
pate in reviews, is important to facilitate timely and thorough reviews. Time
should be allocated for review preparation and review participation.

Regular training for senior leadership (clinical and non-clinical) on
creating a blame-free, just culture

Workplace culture is typically fostered by senior leadership in a unit. Creating a
blame-free environmentwhere staff are comfortable reporting adverse incidents
and participating in reviews is important for the review process. Within this
setting, a just culture advocates for individual responsibility without account-
ability for system-level failures.

Formalised feedback pathways to individual staff members (where
applicable) and the wider unit following the conclusion of a review

Providing feedback to staff was highlighted as a facilitator to the review process
and promotes transparency about reviews. Feedback may prompt discussion
about system-level changes required to improve the maternity services.

Support for staff Support pathways for staff following a perinatal death should include peer-to-
peer support, group-based support and individual support such as counselling.

Staff training on the review system Providing regular education, training and awareness tomaternity staff about the
review system, why reviews are required and what a review entails.
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