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Policy on a Page: Key Messages

Aim:

To provide standardised, evidence-based
care and guidance for patients following
diagnosis of a perinatal loss over 20
weeks of preghancy.

. |

Summary of key changes (for
revised documents only).

e Integration of two pathways
(ABUHB (2023) Termination for
fetal abnormality; ABUHB (2023)
Pathway for still births, Intra
Uterine Deaths (IUD’s), Late
Miscarriage over 20 weeks).

¢ Alignment with contemporaneous
practice and current evidence
base.

= |
Key Requirements:

e Confirm loss promptly and sensitively,
using timely ultrasound and clear
compassionate communication.

e Activate badgernet alerts (Sands
teardrop for any loss, butterfly for twin
multiple losses), complete the
bereavement pathways and referral to
the bereavement midwife.

e Follow correct legal paperwork.

e Maternal clinical care: full observations,
baseline bloods including Kleihauer and
TORCH and offer appropriate analgesia.

e Induction and labour care: vaginal birth

usually recommended;
mifepristone/misoprostol regime by
gestation/ uterine scar; 1:1 care
throughout.

e Post-birth priorities: memory-making
options; Post-

mortem/placenta/genetics/investigation
s; complete e-discharge; lactation
suppression; reporting.

’
Target Audience:

All staff working within ABUHB maternity
services.

— .|
Training:

Staff are expected to access appropriate
training where provided. Training needs will be
identified through appraisal and clinical/
educational supervision.
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1. Introduction/Overview

This Integrated Care Pathway (ICP) is intended to provide best
practice for maternity staff providing care and support for birthing
people and their families following the death of a baby in utero
(Intrauterine death/IUD) and for those undergoing a termination for
medical reasons or termination of pregnancy for foetal anomalies
(TFMR/TOPFA). It is a multidisciplinary document.

We acknowledge and respect that not all individuals who give birth
identify as women. However, for the purposes of this guideline, we

will use the terms 'woman' and 'mother' for consistency and clarity.

For clarity and consistency, the term ‘baby’ will be used throughout
this document. We recognise that this ICP also support families
experiencing the loss of twins or other multiple pregnancies and

therefore the term ‘baby’ should be understood to include all babies.

This ICP provides guidance for both medical and midwifery records. It is
not a rigid document, and clinicians are free to use their own professional
judgement as appropriate, recording as a variance any alterations to the
practice outlined, or any deviation from the expected plan. The medical

practitioner remains responsible for patient care throughout treatment.

This ICP should be used in conjunction with the Badgernet bereavement
pathways (maternal and fetal) which must be completed in all cases. All

sections should be completed in full.

Documentation of the patient’s history and clinical assessments should be

completed in the digital record. Please note that IV fluids and drugs should



be prescribed on the generic In-patient Medication Administration record,

including all pre-existing medication.

Individuals should ensure they identify the professional competencies,
additional knowledge, and skills they will need and that they access
appropriate education, training, competency assessment and continuing
support and supervision. Once competency achieved nurses/ midwives
should be able to practise within agreed protocols and guidance, NMC

standards.

3. Statement/Background

This ICP is intended for the management of women 20+0 weeks’ gestation

and above within maternity services following the diagnosis of:

e Late miscarriage (20-23+6 weeks’ gestation).

e Intrauterine death/Stillbirth (=24+0 weeks’ gestation born with no
signs of life).

e Neonatal delivery-room death (born alive but dies very soon after
birth in the delivery room). Please note, the neonatal unit have their
own pathway for the death of a baby on their unit.

e Medical termination of pregnancy for medical reasons or fetal
anomalies (TFMR/TOPFA) over 20+0 weeks’ gestation.

To provide standardised, evidence-based care and guidance for patients

following diagnosis of a perinatal loss over 20 weeks of pregnancy.

5. Abbreviations

ABUHB- Aneurin Bevan University Health Board
BP- Blood Pressure

CMV- Cytomegalovirus



CRB- Cervical Ripening Balloon

CRP- C-Reactive Protein

CWS- Clinical Work Station

DIC- Disseminated Intravascular Coagulation
FBC- Full Blood Count

GBS- Group B Streptococcus

GP- General Practitioner

HCSW- Health Care Support Worker
HDU- High Dependency Unit

ICP- Integrated Care Pathway

IUD- Intra-Uterine Death

IV- Intra-venous

LFT- Liver Function Tests

LSCS- Lower Segment Caesarean Section

MBRRACE- Mothers and Babies: Reducing Risk through Audits and

Confidential Enquiries

MES- Medical Examiner Service
NMC- Nursing and Midwifery Council
NRI- Nationally Reportable Incident
PET- Pre-Eclamptic Toxaemia

PMRT- Perinatal Mortality Review Tool
PO- Per/by mouth

PV- Per Vagina

RCOG- Royal College of Obstetricians and Gynaecologists



SL- Sub-Lingual

SOP- Standard Operating Procedure

TFMR- Termination for Maternal reasons

TOPFA- Termination of pregnancy for Fetal Anomalies
U&E’s- Urea and Electrolytes

UHW- University of Wales Hospital (Cardiff)
6. Main Body

Definitions and Documentation
Late miscarriage: the birth of a baby before 24+0 weeks of pregnancy

born with no signs of life.

Paperwork requirements:
e Badgernet bereavement pathways must be completed in full in each
case of perinatal loss.
e Babies born before 24+0 weeks with no signs of life do not need to
be registered.
e Babies diagnosed as deceased prior to 2440 weeks of preghancy but
birthed on or after 24+0 weeks do not need to be registered and are

documented as a late miscarriage.

Intrauterine death/stillbirth: the birth of a baby born with no signs of
life on or after 24+0 weeks of pregnancy (where the diagnosis of death

occurs on or after 24+0 weeks).

Paperwork requirements:

e A Stillbirth Certificate must be completed by a registered doctor or
midwife who was present at the birth or examined the baby after
birth.

e This certificate must be scanned and sent to the registrar for births

and deaths (registrars@torfaen.gov.uk) and to the bereavement
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midwife (abb.bereavementmidwives@wales.nhs.uk)with the birthing

person’s contact details. The Registrar’s office will then call the family
to arrange an appointment.

If a death has been confirmed prior to 24 weeks but birth occurs after,
it does not need to be registered.

The medical examiner service does not need to be notified of a
stillbirth.

Neonatal death: A baby born at any gestation of pregnancy who shows

sustained signs of life following birth but dies within 4 weeks of birth. For

the purpose of this guideline, it will be limited to those who die in the

delivery room and are not attended by the neonatal team (following

discussion between the neonatal team and the parents if requested).

Paperwork requirements:

Babies born with sustained signs of life (see Appendix 1) following
birth that are not for resuscitation (i.e., 20-24 weeks born
spontaneously (where survival focussed care is not appropriate) or
following termination of pregnancy where feticide has not been
performed) must have the birth and death registered.

If the baby has been born following spontaneous labour the
attending doctor should observe signs of life in the baby and then
confirm the time of death. They must then complete the referral to
the medical examiner service (see Appendix 2). When the MES has
agreed the cause of death the doctor will then be able to complete
the death certificate.

If the doctor cannot attend the baby in life a referral must be sent to
the coroner.

If the baby is born showing sustained signs of life following
termination of pregnancy, the case must be referred directly to

the coroner’s office for review (Appendix 3).


mailto:abb.bereavementmidwives@wales.nhs.uk

e Please refer to the SOP for paperwork when a baby is born with signs

of life at 20-22+0 weeks on the SharePoint or see flowchart at

appendix 4.

Diagnosis and immediate care

Spontaneous loss:

e The suspicion of a loss in pregnancy could happen in many areas
i.e., antenatal clinic, GP surgery, home visit, triage etc.

e It is essential that the woman receives an ultrasound scan
without delay. If there is any difficulty accessing a timely
confirmatory scan, please escalate to staff covering other areas
to ensure prompt assessment.

e The loss must be confirmed by two trained professionals who are
competent in the ultrasound diagnosis of pregnancy loss. This
may be done in the clinic (if that is where the concern has been
raised) but may require the woman to be sent into the Grange
University hospital for confirmation scans.

e Language used must be clear, sensitive, and honest. For
example: I am sorry, I can see your baby’s heart clearly and it
is not beating. I am very sorry, but this means your baby has
died.”

e If the woman is unaccompanied offer to contact a partner, family
member, or friend to attend to give support.

e Advise the woman to attend the Grange (if not already) for
ongoing discussion about labour and birth.

e Labour ward should be contacted to expect the admission. Staff
will meet the women in main reception if they call the labour

ward when they arrive in the Grange.

The death of baby in multiple pregnancies:
e In some circumstances, there may be the death of one twin or

multiple. This can occur at any gestation and there can sometimes be
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a period of time between the diagnosis of the death of the
twin/multiple and the birth of the surviving twin/multiple.

e If the death is confirmed at less than 24 weeks gestation, the
deceased baby will be considered a non-viable fetus even though they
may be born after 24+0 weeks gestation.

e If the death has been confirmed prior to 16 weeks, there may not be
a visible fetus following birth and the family should be counselled for
this.

e The bereavement midwife should be informed via the Badgernet

referral system (Figure 1) so they can provide support for the family.

Referral To

Refe Find . bere Q.

Bereavement Specialist Midwife Summary Referral

@ Accept and Close

Clear Selected 0 Cancel

Figure 1 Bereavement Midwife Badgernet Referral

e Parents should be counselled about funeral arrangements and
keepsakes prior to the birth of the live twin, along with discussion
about what they may or may not be able to see following their birth.
This can be done by the bereavement midwife if parents’ consent to
contact.

e When the death of twin/multiple is confirmed at or over 24 weeks the

patient should be seen by a consultant (named or on call) on the



same day for a plan to be made for the surviving twin or multiple. If
a consultant clinic appointment cannot be facilitated that day, they
should be referred to Labour Ward at the Grange to be seen by the
on-call consultant.

e If the death is confirmed at or over 24 weeks, the deceased twin will
need to be registered as a stillbirth when the birth of the surviving

twin or multiple occurs.

TFMR/TOPFA:

If a decision has been made to terminate the pregnancy for medical reasons
in the mother or for anomalies identified in the baby (TFMR/TOPFA) then
an ‘Abortion Act Certificate A’ consent form (Appendix 5) must be
completed by two doctors. This is usually done within the Fetal Medicine
Unit, and the clinic staff should ensure that labour ward and the
bereavement midwife are aware of the date that the woman will attend for

the ongoing induction.

In cases of clinical emergency (TFMR for maternal clinical need), care must
not be delayed while completing documentation; the priority is always the

safety and wellbeing of the woman.

If a live birth is potentially anticipated following TFMR/TOPFA due to
the gestation and/or if a feticide is not being performed, the parents
should be counselled regarding this. They should be counselled that in
these circumstances the case will be referred to the coroner’s office for

review, in line with our legal obligations.

Badgernet documentation at the time of admission or diagnosis.
(See guidance in the information folder or Click here for detailed

badgernet help).
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When the diagnosis is made, please ensure the orange teardrop alert
(Figure 2) has been triggered on the woman’s badgernet account. This

alerts all staff accessing the account that there has been a loss.

®

Figure 2 Orange Teardrop Alert

To do this, search for the bereavement pathway note (Figure 3) and
enter the details of the loss. Complete as much of the information as

you can. It can be updated throughout the admission.

On Detection
Bereavement Pathway  stillbirth =

Discussion Tl s T ey ey o
Miscamriage, ectopic and melar pregnancy

Prior to dscharge (Ultrasound Confirmation Termination of pregnancy

Confirmed by V stillbirth -

Perinatal Mortzlity Review Toal - Meonztal death

T imetinne)

Figure 3 Bereavement Pathway Badgernet Note

When you press save and close the teardrop logo will appear. If there
has been the loss of a twin or a multiple the death must be recorded
through the scan form by documenting no fetal heart on the form
(Figure 4).

Fetus 2

Fetus 2

retes 2 10 I

Fetal Heartbeat Present at Start of Procedure No

Fetus 2 - Additional Comments
dditional Comments Known Twin 2 IUD

Figure 4 Badgernet Recording of Loss of a Twin/ Multiple



This will trigger the butterfly logo (Figure 5). This indicates that there
has been a loss of a twin or other multiple. It must be added along with

the teardrop to alert all caregivers.

Figure 5 Badgernet Butterfly Logo

All conversations should be documented in the bereavement pathway
on the discussions tab along with a record of the teams/professionals

who have been informed of the loss.

Inform foetal medicine, diabetic clinic, neonatal team if their plan of
care has involved these clinics and teams, and any other clinicians if

they have been involved in providing care during pregnancy (Figure 6).

On Dete: .
— —Detection

Duscussion Condolences s NfA

Prior to discharge Induction of labour process Yes Nf&
Pennatal Mortality Beview Tool Fainrelief options | Yes Nf&
(Questore) Memories Bax
Bercavement Pack given

Notes

—Professionals/Departments Informed
©n call Obstetric/SPR informed

Named Obstetric consultant informed

M
I
Manager on call informed | vee N
Bereavement team informed L
Coranar/Procuratar Fiscal !
Parant Education classes cancelled L
[

Meddical records

Eatal Madiring raam

Figure 6 Professionals/ Departments Informed

In all cases (spontaneous loss and TFMR/TOPFA), complete the
bereavement midwife referral (via the referral form) (Figure 7) to alert

them to the loss.



Referral Details

Bereavement Spedalist Midwife — Refel'l'al Details

Summary

Date/Time Referred | 12 Feb 25 |+ |at 12:01  |Gestation SOweeks, 3days
Referral To | - Bereavement Specialist Midwife Summary Referr ¥
Items Discussed With Woman | -
Referrer | -
]
% Use current user...
Role of Referrer | SpacialistMidwife

Contact number and/or email address of
refarrer
Referral Accepted by Woman | Yes Ne |

Figure 7 Bereavement Midwife Referral Form

This will enable the bereavement midwife, where possible, to be
available for staff should they need any help.

The bereavement midwife can be contacted via phone
07581022493 or email

(Abb.bereavementmidwives@wales.nhs.uk).

Ask the ward clerk to cancel all future appointments.

Maternal observations:

A full set of observations should be taken on admission and
recorded in the Badgernet MEWS chart (BP, pulse, respiratory
rate, saturation level, and temperature).

These should be repeated four hourly, following the meows chart
guidance for observations outside of the normal range.

When established in labour maternal pulse should be recorded
every hour.

A partogram should be commenced when established labour is
confirmed.

Contractions should be monitored hourly by abdominal palpation

and documented on the partogram.

Blood tests:

On admission all women following a spontaneous loss should be
offered baseline blood tests. TFMR/TOPFA should have bloods

taken according to clinical symptoms and need.
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e Blood tests must be documented on the badgernet bereavement
pathway.

e Click on blood tests in the ‘on detection’ tab (Figure 8).

On Detection
Bereavement Pathway | stillbirth -
Discussion
Prior to discharge — Ultrasound Confirmation
Confirmed by -

Perinatal Mortality Review Tool
(Questions)

-
& Use current user...
Date and Time of confirmation - at
Secand confirmation by -
-
o Use current user...

Date and Time of second confirmation - at |

If woman unaccompanied = offer made to contact Partner/someone to support Yes No |

Prostaglandin Type Prescribed -

a Induction of Labour

Misoprostol prescribed for when admitted/readmitted to hospital Yes No
Admission/Readmission date booked | Yes No
rﬂ Blood Tests ']

E., Microbiology Tests

Incident form completed Yes

Reraavement team infarmad Voo LTEY

Figure 8 On Detection Tab

You then need to select blood tests offered from the drop-down list.
(NB: Some are auto populated so you must make sure you
select/deselect the relevant bloods as per this guideline. See below

Figure 9).



T e
Blood Tests, Resultz and Actions (Woman)
TEST, TEST (NHS: 032 566 4986 | Hospil
17 Jul 83 (Current Age: 41) | 93 TESTING STREET, SUPER TEST TOWN,
Bir th Details not recorded | Blood Group: A-
rS Confidensal: Pabent Identfiable Data
Details
Results ~— Offered
Action Taken Time of Note [ 12 f
Offered and BExplained | Anti All a¢
Aciq A
FB8C .
Live ok =
Pary Fratra s
Tox{ v Antibodies
" Anticardiolipin
v Anticoagulant
Date and Time Offered | An R
Screening Offered By | Use
Screening Offered - Midwife's Team |
Declined
Declined (Status already known) |
— s Fa
Dedlined (Woman's Choice) |
Dedlined (Other reason) |
Antenatsl Screening Lead Informed |
Notes
<
| = | | G Audit trail... |
" Cytomegalovius
s e R Down's Syndrome (T21) I

Figure 9 Blood Tests

These tests are available as a sticker set on CWS and include FBC, CRP,

Bile Acids, U&E’s LFT’s, TFT, random glucose and HBA1c, clotting screen

lactate.

Lhimcian: ™

Request |, .0
Sets:

ABUHB Matemnity IUD Admission Bloods »
L Personal Top 30 I Organisation Top 10 | Favourite Request Sets J

- . - - " -

Figure 10 CWS IUD Sticker Set

All women with a spontaneous loss should have a Kleihauer
regardless of rhesus status to rule out feto-maternal
haemorrhage.

All women with a spontaneous loss should be offered a TORCH
screening which will look for toxoplasmosis, parvovirus,
cytomegalovirus (CMV), syphilis, rubella, and varicella zoster.
Search for Virology- additional/special request and add this to

your sticker set.



All available tests: /|, -+ )

Microbiology - CNS infection (CSF) —

Clinical Details: A

Virology - additional / special request (Virology)

Figure 11 TORCH Screening

Type the bloods needed for the TORCH screen in the clinical

details box.

NB: THE TORCH BLOODS MUST BE SENT IN A BLUE
MICROBIOLOGY REQUEST FORM (separate to the FBC, CRP,
etc) (Figure 12).

* Relevant clinical details:

TORCH Screen please: foxoplasmosis, parvovirus, cytomegalovirus
(CMV), syphilis, rubella and vanicella zoster

1

characters left

Figure 12 TORCH Bloods

Guidance on how to take these bloods and which bottles to use can be

found in Appendix 6.

Pain relief:

Following admission women should have the opportunity to meet
with the anaesthetists to discuss their options for pain relief.

All appropriate modes of analgesia should be discussed, including
regional analgesia and patient-controlled analgesia, considering
any specific contraindications for each woman.

Assessment for disseminated intravascular coagulopathy (DIC)
and sepsis should be undertaken before administering regional
analgesia.

Aromatherapy can be considered in line with the ‘ABUHB

quideline for aromatherapy use in maternity care’.
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e Women should be supported to be mobile and to use positions

which facilitate a physiological birth.

Recommendations for mode and timing of birth:

e Recommendations for labour and birth should be made with the
woman and family support present taking their preferences into
account, along with clinical risk factors.

e They should be advised to consider immediate birth if sepsis, PET,
or placental abruption are present, but a more flexible approach
can be considered if these are not an immediate concern.

e Women with no evidence of DIC and with intact membranes can
delay labour and choose expectant management. There is a
moderate risk of maternal disseminated intravascular
coagulation (DIC): 10% within 4 weeks after the diagnosis of IUD
rising to 30% thereafter. This can be tested or by clotting studies,

blood platelet count, and fibrinogen measurement. (RCOG green

top guideline 55).

e Tests should be repeated twice weekly in women who choose
expectant management.

e If a woman returns home before labour begins, she should be
given the Labour Ward number for 24-hour contact and her
information shared at handover/shift changes.

e Vaginal birth is the recommended mode of birth for most women,
and they should be managed on the high-risk pathway on the

labour ward.

Induction of labour following spontaneous loss (late miscarriage or
stillbirth) and TFMR/TOPFA after 20+0 weeks.
The process of induction of labour may be lengthy, and the couple

should be advised of this when exploring options.
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A cervical ripening ballon (CRB) can be considered in line with the

Induction of labour (IOL) guideline. CRB is linked to a reduced rate of

uterine hyperstimulation, higher maternal satisfaction, and a uterine

rupture rate comparable to that seen in spontaneous labour.

If pharmacological methods are preferred pretreatment with
mifepristone 36-48 hours before giving prostaglandins increases the
sensitivity of the uterus and reduces the side effects associated with

prostaglandins alone, and the induction to birth interval.

Unscarred uterus:
e A single 200 mg oral dose of mifepristone should be

administered, and the mother may return home if appropriate
following one hour of observation.

e The interval between mifepristone and misoprostol
administration can range from 0 to 48 hours.

¢ Plans should be made for admission to labour ward 24 to 48 hours after
the administration of mifepristone (or sooner if there is an urgent
obstetric need for birth).

e There is no evidence to contraindicate earlier induction of labour
following mifepristone. Induction can take place at any time within the
0 to 48-hour window after administration.

e The woman should be asked to return to the labour ward earlier if they

experience any bleeding, pain, or have any other concerns.

Administration of mifepristone:
A single 200 mg oral dose of mifepristone should be administered, and the

mother may return home if appropriate following one hour of observation.
The interval between mifepristone and misoprostol administration can range

from O to 48 hours.

Misoprostol administration:
e Misoprostol should be administered after a vaginal assessment

to determine cervical status.


https://nhswales365.sharepoint.com/sites/ABB_Pulse_Policies/Families%20%20Therapies/Forms/All%20Staff%20Documents.aspx?id=%2Fsites%2FABB%5FPulse%5FPolicies%2FFamilies%20%20Therapies%2FInduction%20of%20Labour%20Guideline%2Epdf&parent=%2Fsites%2FABB%5FPulse%5FPolicies%2FFamilies%20%20Therapies

e Amniotomy and/or the use of oxytocin should be considered

where misoprostol

assessment.

is contraindicated or based on clinical

The dosage of misoprostol depends on the gestational age at which the

IUD occurred, or termination of pregnancy is being undertaken (Figure

13).
Gestation Misoprostol Frequency
Unscarred 20-23+6 800
uterus weeks micrograms
PV/SL/PO
Followed 3 3 hourly
hours later by
400
micrograms
PV/SL/PO
Unscarred 24+0-24+6 400 3 hourly
uterus weeks micrograms
PV/SL/PO
Unscarred 25+0-27+6 200 4 hourly
uterus weeks micrograms
PV/SL/PO
Unscarred 28+0 weeks 50 micrograms 4 hourly
uterus and over PV
OR
100 2 hourly

micrograms PO

Figure 13 Misoprostol per Gestational Age

Misoprostol is typically supplied as a 200-microgram scored tablet.

e A 100-microgram dose can be prepared by splitting a 200-

microgram tablet in half using a pill cutter.




e A 50-microgram dose can be obtained by dividing the half
tablet into quarters (Vs tablet), again using a pill cutter for
accuracy.

Any remaining portion of the tablet must be disposed of.

There are several administration routes:

e PV route: The tablet should be placed into the posterior vaginal
fornix. This route has the least side effects.

e Sublingual/Buccal Route: The tablet should be placed under
the tongue or between the teeth and cheek for 30 minutes, with
any remnants swallowed afterward. The vaginal, sublingual, or
buccal routes are preferred for administration with PV

administration having the least side effects.

If labour is not achieved after five doses of misoprostol, the clinical

management plan must be reviewed with a Consultant Obstetrician.

Scarred uterus (women with one previous caesarean section or
previous uterine surgery):

Women with IUD who have a history of one previous caesarean
section face a 2-3 times increased risk of uterine rupture. A consultant
obstetrician should discuss the safety and potential benefits of inducing

labour in these cases.

A cervical ripening ballon (CRB) can be considered in line with the

Induction of labour (IOL) guideline. CRB is linked to a reduced rate of

uterine hyperstimulation, higher maternal satisfaction, and a uterine

rupture rate comparable to that seen in spontaneous labour.

If pharmacological methods are preferred pretreatment with

mifepristone 36-48 hours before giving prostaglandins increases the


https://nhswales365.sharepoint.com/sites/ABB_Pulse_Policies/Families%20%20Therapies/Forms/All%20Staff%20Documents.aspx?id=%2Fsites%2FABB%5FPulse%5FPolicies%2FFamilies%20%20Therapies%2FInduction%20of%20Labour%20Guideline%2Epdf&parent=%2Fsites%2FABB%5FPulse%5FPolicies%2FFamilies%20%20Therapies

sensitivity of the uterus and reduces the side effects associated with

prostaglandins alone, and the induction to birth interval.

A single 200 mg oral dose of mifepristone should be
administered, and the mother may return home if appropriate
following one hour of observation.

The interval between mifepristone and misoprostol
administration can range from 0 to 48 hours.

Plans should be made for admission to labour ward 24 to 48
hours after the administration of mifepristone (or sooner if there
is an urgent obstetric need for birth).

There is no evidence to contraindicate earlier induction of labour
following mifepristone. Induction can take place at any time
within the 0 to 48-hour window after administration.

The woman should be asked to return to the labour ward earlier
if they experience any bleeding, pain, or have any other

concerns.

Administration of mifepristone:

A single 200 mg oral dose of mifepristone should be administered, and

the mother may return home if appropriate following one hour of

observation.

The interval between mifepristone and misoprostol administration can

range from O to 48 hours.

Administration of Misoprostol may be considered for labour

induction in women with a single previous LSCS and IUD, though the

recommended doses are not currently marketed in the UK.

Scarred 20+0 to 400micrograms 3 hourly

Uterus 24+6 PV/SL/PO

weeks




Scarred 25 to 200 micrograms 4 hourly
Uterus 27+6 PV/SL/PO

weeks

Figure 14 Medication for uterine scarring per gestation

If labour is not achieved after five doses of misoprostol, the clinical

management plan must be reviewed with a Consultant Obstetrician.

Women with Two or More Lower Segment Caesarean Sections
(LSCS) or Atypical Uterine Scars:

For women with two or more previous LSCS, the safety of labour induction
using prostaglandins is unknown. In such cases:

e The induction regimen outlined above (for scarred uterus) may be
applied, with modifications as clinically appropriate.

e A cervical ripening balloon (CRB) can be considered in line with ABUHB
IOL guidance. This may be associated with a lower risk of uterine
rupture compared to prostaglandins. CRB is linked to a reduced rate of
uterine hyperstimulation, higher maternal satisfaction, and a uterine
rupture rate comparable to that seen in spontaneous labour.

e While the exact risk of uterine rupture in this group is unknown, it is
higher than in women with only one previous LSCS.

e The mode of birth should be carefully discussed on an individual basis
with a Consultant Obstetrician, considering the woman's clinical

circumstances and preferences.

All induction agents should be documented on the In-patient Medication

Administration record and on the Badgernet record (Figure 15).



Prostaglandin Type Prescribed -

& induction of Labour

Misoprostol prescribed forwhen admitted/readmitted to hospital Yes No |

Admission/Readmission date booked | Yes No |
& BloodTests

h:.l Microbiology Tests

Incident form complated Yes
Bereavement team informed Yes No |
On Call Consultant Obstetrician informed Yes No |
Woman's own consultant obstetrician informed Yes
Referring hospitalinformed of pregnancy loss Yes NfA

Notes

Figure 15 In-patient Medication Administration Record

Care in labour:

Women with IUD/TFMR/TOPFA should be cared for in the bereavement
room on labour ward unless it is already occupied or there are clinical
concerns that requirement a higher level of care (i.e., HDU).

One to one care should be facilitated during the induction, labour and
at least for the first 24 hours to support the mother and the family and
to undertake necessary paperwork.

A review should be carried out by the obstetric team at least once
during every shift and when there is a change in the clinical condition,
until clinically fit for discharge.

Birth choices remain as for all women in labour and the woman'’s birth
plan should be reviewed with her.

Blood tests including full blood count (FBC), clotting screen, and group
and save should be performed as required.

Staff should be vigilant to clinical features that may suggest uterine
scar dehiscence/rupture: Maternal tachycardia, atypical pain, vaginal
bleeding, haematuria, and maternal collapse and escalate
appropriately. Ultrasound scan should not be used to diagnose uterine
rupture.

The Badgernet partogram should be commenced and completed for all

labours.



e Ensure the woman has adequate analgesia for the labour and birth of
her baby and offer the opportunity to speak to the obstetric
anaesthetist to discuss analgesic options. This should be done before
contractions start so the woman has time to consider her options.

¢ Women with sepsis should be treated with intravenous broad-spectrum
antibiotics as per guidelines.

¢ Women with Group B Streptococcal (GBS) colonisation of the vagina
do not require antibiotic prophylaxis in labour.

e The third stage of labour should be managed in line with health board

guidance.

Management of a baby born with sustained signs of life which

is not for resuscitation:

(Please refer to the SOP for paperwork for babies born with

signs of life 20-22 weeks)
NB: This section is for babies born before 22+0 weeks of pregnancy

and for those born at 22+0-23+6 weeks gestation where active
survival focused care is not appropriate. The family must be thoroughly

counselled and involved in all discussions in these cases.

e Any woman undergoing a TOPFA/TFMR should be aware that
there is a chance their baby could be born with signs of life if a
feticide has not been performed.

e A doctor should attend the birth if possible or see the baby soon
after birth to witness the baby alive and then return to confirm
the death.

e The baby should be treated with compassion and dignity.

e The family should be informed that their baby has signs of life
and be given the opportunity to see and hold their baby if they
wish.

e If the parents do not wish to see and hold their baby, a member
of staff should remain with the baby until death is suspected and

confirmed.


https://nhswales365.sharepoint.com/sites/ABB_Maternity_Team/Shared%20Documents/Forms/AllItems.aspx?viewid=cda9a221%2D22ef%2D4c16%2D9820%2D7b998eb27ee3&id=%2Fsites%2FABB%5FMaternity%5FTeam%2FShared%20Documents%2FBereavement%2FUP%20TO%20DATE%20POLICIES%20AND%20DOCUMENTS%2FSOP%20for%20paperwork%20when%20a%20baby%20is%20born%20with%20signs%20of%20life%20at%2020%2D22%2B0%20weeks%2Epdf&parent=%2Fsites%2FABB%5FMaternity%5FTeam%2FShared%20Documents%2FBereavement%2FUP%20TO%20DATE%20POLICIES%20AND%20DOCUMENTS
https://nhswales365.sharepoint.com/sites/ABB_Maternity_Team/Shared%20Documents/Forms/AllItems.aspx?viewid=cda9a221%2D22ef%2D4c16%2D9820%2D7b998eb27ee3&id=%2Fsites%2FABB%5FMaternity%5FTeam%2FShared%20Documents%2FBereavement%2FUP%20TO%20DATE%20POLICIES%20AND%20DOCUMENTS%2FSOP%20for%20paperwork%20when%20a%20baby%20is%20born%20with%20signs%20of%20life%20at%2020%2D22%2B0%20weeks%2Epdf&parent=%2Fsites%2FABB%5FMaternity%5FTeam%2FShared%20Documents%2FBereavement%2FUP%20TO%20DATE%20POLICIES%20AND%20DOCUMENTS

Births following spontaneous labour (babies born before 22+0
weeks of pregnancy and for those born at 22+0-23+6 weeks gestation
where active survival focused care is not appropriate).

e If the birth was spontaneous (i.e., not following TOPFA/TFMR)
then the obstetric doctor must complete the referral form to the
medical examiner’s office.

e When the Medical Examiner’s service has reviewed the case
notes they will authorise the doctor to complete the death
certificate. This must be scanned and sent to the ME service and
the bereavement midwife, to allow registration of the birth and

death to go ahead.

Birth following TFMR/TOPFA (where the baby has shown
sustained signs of life).

If the baby shows sustained signs of life following a TFMR/TOPFA then
the doctor must complete and send a referral to the coroner’s office. A
death certificate does not need to be completed in these cases. It will

be issued by the coroner’s office.

Following birth:

The birth information must be documented in the badgernet pathway
in the usual way. This will generate a ‘baby’ section and the fetal
bereavement pathway.

Enter new note...

Search [be= | [x

Pregnancy Summary
Notes During Pregnancy Woman Forms

GROW Bereavement Pathway

Fetal Medicine Fetal Bereavement Pathway

HDU
Induction

Labour and Birth

Figure 16 Bereavement Pathways Badgernet

This is where you will need to record memory making, post-mortem

discussions, stillbirth certificates etc.



Admin Data
Status | Deceased -

Bab i
Y Date and Time of Death | g5 3 Alive f':\.' + Estimated
Creafing Memories Baby Discharged To Another Unit After Birth ¥ ‘/I:)ecefised

| Jon-RegisterableBirth
Post-mortem Location of death (livebirth) orbirth (stillbirth/non-registerable) | Labour ward/Bereavement suite -

Figure 17 Recording IUD via Badgernet

Sexing of the baby:
e This should be done with caution, and parents should be informed
that it is not always clear, particularly at earlier gestations.
e If there is any uncertainty (either due to gestation or condition
of the baby), the couple should be informed.
e Errors in sexing the baby can cause emotional distress to the

family.

Memory making:

e Following birth there are many opportunities for memory making.
These should be discussed with the family prior to birth so they
can have time to decide what is right for them.

e They should not be coerced into any memory making activity and
have the right to change their mind. They should also be aware
that there is no right or wrong thing to do.

e In all cases the use of a cold cot or cuddle cot should be
encouraged to slow the deterioration of the baby’s condition to
allow the family to spend as much time with their baby as they

wish.

Parents should be offered:
e A memory box (with a discussion around the items inside) and/or
Ibrahim’s gift for Muslim families.
e Hand and footprints.
e Lock of hair

e Clay impression kit (over 24 weeks)



Photographs (on their own devices, on the hospital camera,
through the hospital clinical photography department or via the
'‘Remember My Baby’ charity).

Chaplaincy visit (24-hour service via Switchboard 100). The
family do not have to have a particular faith to be offered a
chaplain visit. They offer pastoral support and have a list of faith
leaders from many different religions.

Taking their baby home (refer to the Guideline for Taking a Baby

Home following Perinatal Loss).

Bath or ‘top and tail’ the baby and dress them (using their own
clothes or offer a selection from the cupboard in the bereavement
room).

Support group information (included in the '"ABUHB Coping with
Loss’ booklet) and Sands resource book if not already given.

On Badgernet, select the memory making you have offered and
record which have been accepted, and which have been declined.
This will assist staff on subsequent shifts to know what needs to

be done. These can be viewed in the baby ‘full notes”.

Key Details

Fetus 1 Admin Data —First Offer

Fetus 1 Details

Fetus 1 Creating Memories

Date and time Memories were offered

Memories Offered

¥l at

ST
Fetus 1 Post-mortem 1 W See
Memaories Accepted
Fetus 1 Certificates and forms
Memories Declined grag
Fetus 1 Religious Leads/Funeral Name the baby
Arrangements Hand and Foot prints
Fetus 1 Transfer to the mortuary —Second Offer Lock of hair
Date and time Memaories were offered Namebands
Jitrasound picture
Memories Offered cuddle Blanket
ﬂ' Ankle Bracelet

Memaories Accepted

Memaories Dedlined

— Third Offer

Figure 18 Recording Memories Made via Badgernet

Date and time Memories were offered

Memorial Certificate
To bathe and dress

Memory box

the Daby

b
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Investigations and finding answers

Parents should be informed that there are several ways to try to
establish what happened and try to get information about why their
baby died.

Complete the relevant section(s) on the fetal bereavement pathway on

badgernet.

Key Details
Postmortem Offered Yes No

Fetus 1 Admin Data Placenta Sent forHistology/Pathogonomics

Fetus 1 Details Blood Tests following Death
Fetus 1 Creating Memories Procedures following Death
Fetus 1 Post-mortem Other Professionals or Departments Informed

Fetus 1 Certificates and forms Notes

Figure 19 Recording Offered Investigations via Badgernet

Perinatal post-mortem:
All parents following a spontaneous loss should be offered a post-
mortem which may provide information about the cause of the loss.

Parents should be aware that around 50% of losses are unexplained.

If a TFMR/TOPFA is done for an antenatally diagnosed aneuploidy
(T13/18/21) or where a unifying clinical or genetic diagnosis has been
determined, then a post-mortem examination is unlikely to give any
further information. If parents request this then a discussion with the
paediatric pathologist would be appropriate, prior to completing the

consent form.

e Parents should be counselled by someone experienced in post-
mortem consent.

e Written consent must be obtained for the procedure and must be
completed by the mother. It can be counter-signed by the other

parent.



The consent form should only be completed by a member of staff
who has attended the training and is on the register kept in UHW.
Please refer to appendix 6 for guidance on gaining consent for
post-mortem.

Ensure informed choice is supported and that there is no coercion

to accept a post-mortem.

Placental histology:

If parents do not wish to have a post-mortem, then the placenta
should be sent to UHW for examination by a paediatric
pathologist.

If the parents are having a post-mortem, then the placenta
should be sent to UHW with the baby via the mortuary.

If the placenta is from a twin or multiple pregnancy, ensure each
cord is identified (i.e., Twin 1 etc.)

All placentas from spontaneous losses should be sent to UHW
pathology laboratory for examination, not to our local unit. Please
see the guidance posters in the sluice and at Appendix 7.

This is detailed macroscopic and microscopic examination of the
placenta by a paediatric pathologist.

The placenta should be placed in a bucket with saline and sent
via hospital transport directly from the labour ward to fetal
pathology in UHW. The ward clerks can help with arranging this.
Please complete a Histopathology form (see Appendix 9) and a
chain of custody form (see Appendix 10) to accompany the
specimen.

If a placenta does not meet the criteria for sending to UHW (i.e.,
following TFMR/TOPFA) then please place in formalin in the usual

way and send to the local lab for examination.

Genetics:

If the parents wish for genetic testing only then a small sample

of placenta, or cord should be sent for examination.



Cut a small 5p coin sized piece of placenta or cord and place it in
a universal specimen pot, with saline.
Complete the purple Genetics form with as much detail as
possible and ask the mother to sign the back of the form.
Send the samples (blood sample and placental sample) via
hospital transport to (NB: address currently out of date on
the genetics form):

All Wales Medical Genomics Service,

Wales Genomic Health Centre,

Cardiff Edge Business Park,

Longwood Drive,

Whitchurch. CF147YU

Placental swab:

This should be taken in all cases of spontaneous loss and in any
TFMR where there has been a concern about maternal infection
during the induction process and labour.

Use a black top charcoal swab and sample the fetal side of the
placenta.

Send to the lab in the usual way.

Document the result on the badgernet pathway.

Thrombophilia screening:

All women following a spontaneous loss will be offered a
thrombophilia screening a minimum of 12 weeks following birth.
This includes Lupus anticoagulant screen, Antithrombin III,
Protein C, Protein S, Anticardiolipin antibodies, anti B2-GP1
antibodies, Factor V Leiden and Prothrombin Variant.

The bereavement midwife will send out a letter inviting them to

have the blood test and will follow up the results.



Results:

Post-mortem and placental histology reports (UHW) take
approximately 12-14 weeks.

Local placenta reports take around 6 weeks.

Thrombophilia blood results take 6 weeks.

Genetic results take up to 6 weeks. Please add bereavement
midwives name to the request form so they will receive an update
too.

When the results are available, a debrief appointment will be
arranged with the named consultant to discuss the results and
discuss care in future pregnancies. This does not need to be

requested during the CWS e-discharge.

Datix Reporting:

Every spontaneous loss over 2240 weeks should be reported on
the Datix system.

If a baby is born following termination of pregnancy at 2440
weeks or over, a Datix needs to be submitted, and a stillbirth
certificate completed.

If a baby is born with signs of life following TFMR/TOPFA or
following a spontaneous loss at 20+0-22+0 weeks and has not
received survival focussed or comfort care from the neonatal
team, a Datix must be submitted.

These losses are reportable to MBRRACE and trigger a Nationally
Reportable Incident (NRI).

In all cases, please include brief details of the loss including

gestation and the circumstances around discovery of the loss.

Reviews and investigations:

All spontaneous losses over 22+0 weeks are reported to
MBRRACE and will be reviewed using the perinatal mortality
review tool (PMRT).



e Parents should be informed about the review process prior to
discharge and given information about the review.

e Parents are invited to submit questions they have about their
care so they can be included in the review.

e Any cases requiring a more in-depth investigation will be

escalated, as necessary.

Postnatal care:

e The woman’s GP surgery and community midwife should be
informed of the loss via telephone at the earliest opportunity
along with their named consultant.

e Ensure an E-discharge is completed in full in all cases.

e Complete the Badgernet bereavement pathways (maternal and
fetal) recording offers of support and memory making etc in the
relevant places.

e Administer Anti-d if required.

e Options for contraception should be discussed prior to discharge
and information about fertility/birth intervals discussed.

e Provide take home medications including (where appropriate)
thromboprophylaxis and accompanying sharps box.

e Ask the ward clerk to cancel all future appointments and
complete the mailing suppression form at

www.bmpsonline.org.uk/registration

e Add the woman to the discharge list on SharePoint in the usual
way.

e All women should have a community midwife visit the following
day and then frequency of visits can be discussed between the
family and the community team.

e The bereavement midwife will contact the family a few days after
discharge.

e A debrief will be offered with their named consultant to discuss

findings of any tests, post-mortem etc. This should not be booked


http://www.bmpsonline.org.uk/registration

until the results are available. The bereavement midwife will

arrange this.

Suppression of lactation:

e Women may experience lactation from around 16 weeks'
gestation.

e Options for suppression or cessation of lactation should be
discussed prior to birth to give the woman time to decide.

e Natural suppression/cessation should be discussed with all
women. They should be aware of the symptoms of lactation (i.e.,
swollen tender breasts around 30-72 hours post birth) and be
advised that paracetamol and comfortable supportive bra will
help. Breast pads will help with leaking.

e Maedical suppression of lactation should be used alongside and

not as a replacement for natural suppression.

Cabergoline is contra-indicated in the following circumstances:
e Women with hypersensitivity to cabergoline, lactose or any of the
excipients listed in the SPC or any ergot alkaloid.
e Women with a history of pulmonary, pericardial, and
retroperitoneal fibrotic disorders.
e Women with hepatic insufficiency.

e Women with a history of puerperal psychosis.

Cabergoline should be wused with caution in the following
circumstances:

e severe cardiovascular disease

e post-partum hypertension

e Raynaud's syndrome

e renal insufficiency

e peptic ulcer or gastrointestinal bleeding

e history of serious, particularly psychotic, mental disorders



e when administered with other medication known to lower blood
pressure (since symptomatic hypotension can occur with

cabergoline)

The manufacturers advise that due to cabergoline’s long half-life and
limited data on in-utero exposure, there should be an interval of one
month between taking cabergoline and conception - health
professionals should ensure a highly sensitive approach if this
information is shared as part of discussion around contraception after
pregnancy.

or stillbirth.

DOSE: for lactation suppression cabergoline should be administered on
the first day post-partum. The recommended dose is 1mg (two

0.5mg tablets) given as a single dose.

Thromboprophylaxis:
e Women should be assessed for thromboprophylaxis throughout

their admission as per the ABUHB Guideline for the Prevention

and Treatment of Thrombosis in Pregnancy and the Postpartum

Period and the VTE assessment on Badgernet.

e Spontaneous perinatal loss is an additional risk factor for VTE.

e When preparing for discharge ensure all women are assessed for
their thromboprophylaxis risk and issue the necessary treatment

and sharps box are provided to take home.

Transfer to the mortuary:

When the parents are ready to say goodbye, it is important to explain
to them where their baby will be taken and the expected time frames.
Complete the ‘transfer to mortuary’ section on the fetal bereavement

pathway.
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Admin Data

Baby Preparation Prior to Transferto Mortuary | - |

Bab
aby Items and Documents Sent | None 'l

Creating Memories Local Paperwork Sent (Selection) | -

Post-mortem Local Paperwork Sent

Certificates and forms

Religious LeadsFuneral
Arrangements Date and Time Discharged to Mortuary |11Feb 26 ~ at 10:50

Transfer to the mortuary

Figure 20 Mortuary Transfer via Badgernet

e If the baby is for post-mortem, they must be transferred to the
mortuary and then transported to UHW. They will then be
returned to the Grange once the examination is complete. This is
usually within a week for babies over 24 weeks and 3-4 weeks
for babies under 24 weeks.

e The bereavement midwife will liaise with UHW and arrange
transport to and from UHW. They will then ring the family to let
them know that their baby is back in the Grange and ready for
collection by their chosen funeral directors.

e If the baby is not for post-mortem, they will be available for
collection from the mortuary by the family funeral directors as
soon as they are able to attend.

e When preparing a baby for transfer to the mortuary ensure they
have 2x name bands attached.

e If there are any belongings to be sent with the baby ensure they
are enclosed within the gauze wrap/miscarriage bed where
possible or placed in a bag, clearly labelled with the mother’s
details.

e Complete the mortuary notification sheet (Appendix 11) in full
(only one form is needed and no longer gets wrapped with the
baby).

e Wrap the baby in gauze or use a wooden miscarriage box if
appropriate.

e Between the hours of 9-5 you can contact the mortuary on
01633493907 and inform them that you will be bringing a baby



down to them. This ensures there is someone available to assist
you.

Out of these hours complete a ‘request the porter’ form and a
porter will accompany you to the mortuary.

In all cases ensure you complete the mortuary register with the
mother’s details (handwritten no stickers).

Take the completed mortuary notification sheet to the mortuary
and place it in the blue paperwork folder.

Take all other relevant paperwork to the mortuary with the
baby (PM consent forms, cremation/burial forms etc) and leave
in the blue paperwork folder in the mortuary.

If the baby is for post-mortem take the placenta to the mortuary

to accompany them to UHW.

N.B. If the baby is to be collected by the funeral directors directly from

labour ward, or if the parents choose to take their baby home, please

ensure you add the baby details to the mortuary register in the normal

way.

If the parents choose to take their baby home notify the bereavement

midwife so she can offer the family support while the baby is at home.

Funerals and registration:

All families can choose between a burial or cremation. There are
separate cremation forms for babies born under and over 24
weeks and also a different form for babies for burial.

The correct form must be completed prior to discharge and sent
with each baby to the mortuary. (See flow charts at Appendix 4
& 12).

All families should be encouraged to contact their own funeral
director. Funeral services in Wales are free for babies and
children, with families only expected to pay for additional items

(i.e., flowers, casket etc). They should ask their funeral directors



what is included, as it varies, before agreeing to use their
services. Many will not charge the parents for a basic funeral.
Parents whose loss occurred after 24 weeks, or a neonatal death
are eligible for a grant of £500 to help with funeral costs. This is
not means tested and does not have to be paid back. They will
be given help to apply for this when they attend the registrar’s
office to register the birth.

Parents should be aware that there are no communal cremations
in Gwent Crematorium. There will be a communal scattering of
ashes if the parents do not wish to collect them.

Complete a stillbirth certificate (for babies born with no signs of
life over 24 weeks). Include contributary factors if known.

Use the flow charts at Appendix 4 and 12 to help you.

Complete the death certificate if required. Use the SOP for
paperwork when a baby is born with signs of life at 20-22+0

weeks for guidance.

Support:

Following birth and discharge home the family will be visited by
their community midwife for postnatal checks. Put the woman'’s
details on the hospital discharge list on SharePoint in the usual
way.

The family should be given the perinatal loss booklet and Sands
resource book at discharge (if not already given) and be shown
where to find the contact details for the bereavement midwife.
The bereavement midwife will get in touch in the days after
discharge and discuss the family’s needs and answer any
guestions they may have.

The bereavement midwife will ensure the family are aware of the
PMRT review process (where appropriate) and how results will be
made available to them.

There is a list of support groups (local and national) in the

‘Following the loss of your baby’ booklet.


https://nhswales365.sharepoint.com/sites/ABB_Pulse_Policies/Families%20%20Therapies/Forms/All%20Staff%20Documents.aspx?id=%2Fsites%2FABB%5FPulse%5FPolicies%2FFamilies%20%20Therapies%2FSOP%20for%20paperwork%20when%20a%20baby%20is%20born%20with%20signs%20of%20life%20at%2020%2D22%2B0%20weeks%2Epdf&parent=%2Fsites%2FABB%5FPulse%5FPolicies%2FFamilies%20%20Therapies
https://nhswales365.sharepoint.com/sites/ABB_Pulse_Policies/Families%20%20Therapies/Forms/All%20Staff%20Documents.aspx?id=%2Fsites%2FABB%5FPulse%5FPolicies%2FFamilies%20%20Therapies%2FSOP%20for%20paperwork%20when%20a%20baby%20is%20born%20with%20signs%20of%20life%20at%2020%2D22%2B0%20weeks%2Epdf&parent=%2Fsites%2FABB%5FPulse%5FPolicies%2FFamilies%20%20Therapies
https://nhswales365.sharepoint.com/sites/ABB_Pulse_Policies/Families%20%20Therapies/Forms/All%20Staff%20Documents.aspx?id=%2Fsites%2FABB%5FPulse%5FPolicies%2FFamilies%20%20Therapies%2FSOP%20for%20paperwork%20when%20a%20baby%20is%20born%20with%20signs%20of%20life%20at%2020%2D22%2B0%20weeks%2Epdf&parent=%2Fsites%2FABB%5FPulse%5FPolicies%2FFamilies%20%20Therapies

7. Roles and Responsibilities

Midwives

Midwives provide sensitive, holistic, and individualised care following the
loss of a baby. They provide clear communication, emotional support, and
clinical assessment, ensuring care plans reflect each person’s wishes,
cultural needs, and informed choices. They also facilitate referrals to

specialist services and support continuity of care.

Healthcare Support Workers (HCSWs)
HCSWs assist midwives by providing compassionate, practical support that
maintains comfort, and dignity. They observe wellbeing, meet physical care

needs, and escalate concerns appropriately.

Obstetricians

Obstetricians provide medical leadership, confirming diagnosis, explaining
clinical findings, and supporting informed decision-making. They contribute
to individualised care plans, ensure safe medical management, and work

collaboratively with midwives to support emotional and physical needs.

Bereavement Midwife
The bereavement midwife offers specialist guidance, supports staff in
delivering high-quality bereavement care, and ensures training, education,
and practice updates are maintained. They advise on complex cases and

provide ongoing support to both families and staff.

Senior Management Team
Senior management is responsible for ensuring that the service has the
resources, training, and governance structures required to deliver
equitable, safe, and compassionate bereavement care. They support
implementation of the guideline, promote staff wellbeing, and ensure
continuous improvement through audit, feedback, and organisational

learning.



8. Consultation

All new or significantly revised policies will be subject to consultation within
the division via the Clinical Effectiveness Forum (CEF) and with relevant

professional groups and/ or individuals present.

Individuals with expertise in obstetrics, midwifery and anaesthetics have

been consulted with in the development of this policy.

9. Equality Impact Assessment

This guideline has been developed to ensure that all women and birthing
people who experience the loss of a baby after 20 weeks receive equitable,
compassionate, and individualised care. It recognises the diversity of
personal, cultural, spiritual, and social needs that may influence how
families understand and cope with their loss. The pathway aims to promote
respectful and non-discriminatory practice, reduce barrier to engagement
with support services and ensure that care planning is tailored to each
person’s preferences, circumstances, and protected characteristics. Staff
are expected to provide sensitive, inclusive care that upholds dignity,
enables informed choices, and supports the wellbeing of all individuals and

families.

10. Training Requirements

Individuals should ensure they identify the professional competencies,
additional knowledge, and skills they will need and that they access
appropriate education, training, competency assessment and continuing
support and supervision. Once competency achieved nurses/ midwife
should be able to practise within agreed protocols and guidance, NMC

standards.



11. Audit and Review

This policy will be reviewed on a 3-yearly basis, unless significant changes

to clinical practice/ national policy arise.

Maternal/ neonatal outcomes will be monitored via the local maternity
dashboard. Adverse maternal/ neonatal outcomes will be reviewed on an
individual basis via local governance arrangements. Instances of pregnancy
loss that meet threshold for PMRT review will be routinely reviewed on an
individual basis via the local PMRT or Morbidity and Mortality forums (case

dependent).

Instances of pregnancy loss require reporting as per 'Datix Reporting” and
'Reviews and investigations’. As previously stated, instances of pregnancy
loss that meet MBRRACE reporting criteria also require escalation to NRI

reporting as per national requirements.
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13. Appendices

Appendix 1
Signs of life guidance

(_;f-_l.g__'_t:_:q_gg; Qmm == (%“'“‘"‘“ Mpoaramedics Sands@ A'{C—

NOTE: This guidance is only for births where following discussion with the parents, octive survival-
focused core is not appropriate. For decision-making relating to perinatal care and preterm delivery see
British Association of Perinatal Medicine Framework for Practice for Perinatal Management at less than
27° weeks of gestation https://www.bapm.org/resources/80-perinatal-management-of-extreme-
preterm-birth-before-27-weeks-of -gestation-2019.

In-hospital spontanecus births <22*° weeks

In-hospital spontaneous births at 22°° to 23*¢ weeks where, following discussion and
agreement with parents, active survival-focused care is not appropriate

The same principles also apply to pre-hospital spontaneous births <22+0 weeks - see
BAPM framework for practice on pre-hospital management of the baby born at extreme

preterm gestation https://www.bapm.org/resources/pre-hospital-management-of-the-
baby-born-at-extreme-preterm-gestation

Medical terminations of pregnancy

Spontaneous births of uncertain gestation

Spontaneous births at 22°° to 23" weeks of gestation where initiation of active survival-
focused neonatal care is planned or uncertain

Effective communication can reduce the impact of trauma on parents. Sensitively counsel parents that:

* Babies born before 24 weeks are small and immature and often do not survive birth.

* Babies who die just before birth may show brief reflex movements but these are not “signs of life”.

= Babies who survive birth may show signs of life for a few minutes or occasionally for a few hours. A
doctor will be asked to attend to confirm signs of life and appropriate comfort care will be provided for
their baby.

Actively listen and take the lead from the woman and her partner regarding preferred language. Many

prefer to be described as “parents” experiencing the “loss’ or ‘death of their baby’. However each

situation is unique and there are those who would prefer to be addressed as individuals rather than

parents and for the birth to be referred to as ‘the end of the pregnancy’ or as a "miscarriage”.

= Observe for visible persistent signs respectfully while holding baby
= Use of a stethoscope is not necessary
= Parents’ observations of signs of life should be included in discussions if they wish to share them

Live birth is determined by 1 or more persistent visible sign of life:

Fleeting reflex activity including transient gasps, brief visible pulsation of the chest wall or brief twitches
or involuntary muscie movement observed only in the 1st minute after birth does not warrant
classification as signs of life.




England, Wales & A doctor should be called (usually the attending obstetrician) to confirm and

Northernireland: document live birth. This avoids potential distress when the doctor cannot
complete a death certificate because they have not seen the baby alive and there is
then a requirement to contact the coroner.

Scotland: A doctor can rely on an attending midwife’s history to confirm live birth and is not
required to attend
UK-wide: Provide appropriate comfort care following a perinatal palliative care pathway.

Care should meet baby’s physical needs and parents’ physical and emotional
needs. See “Together for Short Lives” (https://www.togetherforshortlives.org.uk/).

* Ensure a parent-led bereavement care plan is in place. Follow the National Bereavement Care

Pathway in England (http://www.nbcpathway.org.uk/) and Scotland

(https://www.nbcpscotland.org.uk/) and locally developed bereavement pathways in Wales and
Northern Ireland.

* Be aware of what choices your hospital can offer.

* Allow time for parents to decide what is right for them.

* Be sensitive to the individual needs of parents.

* Provide choices and support including time and privacy with baby, opportunities to make memories
and discuss available options for burial, cremation or sensitive disposal of their baby’s body.

* Inform parents about available support services and refer as appropriate.

* Refer parents as appropriate to community postnatal care, GP and mental health teams following

local protocols.
MISCARRIAGE
UK-wide: Document the miscarriage. There is no legal requirement to register births
before 24*° weeks but sensitively offer parents informal ‘certificate of loss’ or
‘certificate of birth’.
LIVE BIRTH

England, Wales & After the baby dies, a neonatal death certificate must be issued by a doctor who

Northern Ireland: witnessed the signs of life. If signs of life have not been witnessed by a doctor,
the doctor & midwife should confirm and document the live birth and the doctor
must inform the coroner to issue a neonatal death certificate.

Scotland: The doctor and midwife should confirm and document the live birth. The doctor
must complete a neonatal death certificate after the baby dies.

UK-wide Complete birth notification. Parents must register the birth and death.

For further detail see www.npeu.ox.ac.uk/mbrrace-uk/signs-of-life



Appendix 2
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WALES

Death in babies born with sustained signs of life prior to 22
weeks or following MTOP/TOPFA on the Labour Ward.

. . ices (MES)

M you need aivy help completing these lorms please contact the bemavament midwilea

07581022493 Mon-Fri 8-4.

If she is not available please contact the care after death team 01443802406




Appendix 3
Coroner Referral - HOSPITAL.docx
(Example of front page. Full document available in the SharePoint
folder).

GWENT

FORM FOR REFERRAL OF DEATH TO HM CORONER
To be emailed to gwent.coroner@newport.gov.uk

1. Reason for referral

2. Name of admitting Consultant and name of Consultant responsible for the care of the

patient.
THIS REFERRAL WILL NOT BE ACCEPTED UNLESS ITS CONTENTS HAVE

BEEN REVIEWED & APPROVED BY THE RESPONSIBLE CONSULTANT
OR MEDICAL EXAMINER (Please indicate so in the box below)

3. Patient and NOK details

Date of Birth:

NHS Number:

4. Place, date and time of death details

Place of death:

Date of Death:

Time of death:

[


https://nhswales365.sharepoint.com/:w:/r/sites/ABB_Maternity_Team/_layouts/15/Doc.aspx?sourcedoc=%7B4730C194-F42E-4050-B7A3-06B77009D113%7D&file=Coroner%20Referral%20-%20HOSPITAL.docx&action=default&mobileredirect=true

Appendix 4
To be used in conjunction with SOP for paperwork for babies
born with signs of life 20-22 weeks

Fetal loss under 24 weeks of life WITH SIGNS OF LIFE

(Please see ICP for babies born with signs of life)

|

Were the signs of life following an
MTOP/TOPFA or a spontaneous
labour??

I

|
l Spontaneous | MTOP/TOPFA

Baby needs to have a death

s The doctor who
certificate completed by a confirmed the death
Doctor who has examined must complete the
the “th“tmg'féga"d send referrralto coroner form.

\

Is the baby for Post-
Mortem?
\ l >
[ ]
Yes. l No ‘
__r,_—

Await permission to send
fromthe ME service Then
complete the PM rwork No further paperwork to

in the usual way. Thereis __complete. The Coroner will
no requirement for issue any certificates required.
cremation paperwork in this

instance.




Appendix 5.
Abortion Act Certificate C (sample)

IN NFIDENCE CERTIFICATE A

ABORTION ACT 1967
Not to be destroyed within three years of the date of operation

Certificate to be completed before an abortion is
performed under Section 1(1) of the Act

| R —— - . R . -

(Mame wsd qualflcations of practitionss hlhiqlull

S
Have/have not* seen/and examined* the pregnant woman to whom this certificate relates at

(full address of place st which patient was sesn or examined)

of S S — S

(Fell adéress of practitoar)
Have/have not* seen/and examined* the pregnant woman to whom this certificate relates at

{Full address of place st which patient was seen or examined)

We hereby certify that we are of the opinion, formed in good faith, that in the case

(Full namee of pregeant womas in block capiteds)
of

(Ring A the continuance of the pregnancy would invelve risk 1o the life of the pregnant woman greater
appropriate than if the pregnancy were terminated;

letter{s))
B the termination is necessary to prevent grave permanent injury to the physical or mental health
of the pregnant woman,

C  the pregnancy has NOT exceeded its 24th weck and that the contmuance of the pregnancy would
involve risk, greater than if the pregnancy were terminated, of imjury to the physical or mental health of the
pregnant woman;

D the pregnancy has NOT exceeded its 24th week and that the continuance of the pregnancy would

mmmm&hmmmﬂmmﬂnw«mm&m
existing child{ren) of the family of the pregnant woman;

E  there is a substantial risk that if the child were bom it would suffer from such physical or mental
abnormalities as to be seriously handicapped.

This certificate of opinion is given before the commencement of the treatment for the termination of pregnancy
to which it refers and relates to the circumstances of the pregnant woman's individual case.

B D | 11 £

* [wlete a8 sppropriste B Form HSA1 (revised 1991)



Appendix 6
Blood sample guidance

Select IUD in the sets box and press the green plus sign

Request Sets: ||

- @

ABUHE Maternity IUD Admission Bloods ]
Personal Top 10 l Organisation Top 10 | Favourite Request Sets

* This will automatically add the following bloods to the requests

Request Sets: |4 puME Maternity IUD Admission Bloods - Q
ABUHB Maternity TUD Admission Bloods | = |
[ Fersonal Top 10 I Organisation Top 10 I Favt con blood count -
HbAle (IFCC lIiFned}
There are no items in the personal top 10 Electrofyte Profila

Al available tests:

Liver furction test

Glugoss
Coagulation screen

Request
Sets:

-9

Personal Top 10

NEXT... (

Organisation Top 10

Favourite Request Sets '

There are no items in the personal top 10

All available tests: virology]

- O

thc@biology - CNS n;ﬂmion ((Sf)

\fival

Virology - additional / special request (Virology) :

THEN.....

Rarmim\

In the clinical details box further down the page you need to write IUD
and the gestation and the virology tests needed (Parvovirus, Toxoplasma,
Rubella, Cytomegalovirus, Varicella zoster virus (VZV) and Syphilis) and
then the lab will be able to carry these out.

Request | -
Seta: * Thee Talbewaing bty will be requested: .
[ Personal Top 10 [ Orgasicarion Top 10 | Favearite Request Sets .  Full biosd count (Bood) ~
© Biectickyte Frofie {Serum)
Thers are no itema. in the personal fop 10 @ sic acd (serumi
© 1t (IFOC shgnsd) (Bined)
Al availabie VRS2 isclyg, - additioel / specl request (Vinslegy)| = O Lives function test (Senm)
© C resctive proten (Senis)
Thyroid anction test (Serum) [0T]
gm.emmmmm]
. Coagulation screen (Masma)
Your request list will look like this..... (don't forget to add © urelegy - asdmonal | speial request Nroingy) ~
IUD/stillbirth and bloods needed for TORCH to the clinical  ceenmedsest
details box)
Remember:

» Put one yellow bottle in a blue microbielogy/virclegy envelepe (the ene we send swabs etc in) and document on the form
which TORCH bloods you want {one yellow bottle is enough for all these bloods).

« Put 1 yellow, 1 purple, 1 blue and 1 grey bottle in the usual bloods bag (for FBC etc).

* Don't forget to take bloods for Kleihauer (for everyone regardless of rhesus status) and group and save too (one Pink bottle
is enough for both tests) and request both tests on the pink form in the usual way.

#Send to the lab and check and document the results.
» IN TOTAL, for the admission bloods you need....

= 1 pink, 2 yellow, 1 purple, 1 blue and 1 grey (6 bottles in total).
* Don't forget the order of the draw and positive patient identification.



Appendix 7

Gaining consent for Perinatal Post-Morteml

Give parents the leaflet “‘Post-mortem Guide for Parents’ and briefly discuss

Once they have had time to read the leaflet, sit with them and discuss their
options in more detail and answer any questions they have.

If they decide to go ahead with post mortem complete the all wales consent for
post mortem form. This must be completed by a trained consent taker. Their
name must be on the register in UHW.

once the consent form is complete, scan it and the ‘Request for Perinatal, Fetal
and Neonatal post mortem’ form and email them to S[IRElT G LTE0 T =My | SR

for confirmation they have been completed correctly

Ensure the family know they have time to change their mind (as documented on
the consent form). Tell them where the baby will be taken and give estimated time
for baby to be returned to GUH

When the family are ready and when the time to change their mind has elapsed,
transfer the baby to the mortuary and arrange transport to UHW for post-mortem
to be carried out (see ward clerk or bereavement midwife)

when the baby is returned to GUH the bereavement midwife will notify the family

and they can contact their Funeral Director for collection.




Appendix 8

Placenta pathways

Process for transfer of a placenta to UHW

(following a stillbirth or a neonatal death ONLY)

*Put the placenta in a pathology specimen bucket with saline.

=Label the bottom and lid of the bucket with the mother’s information (using
addressograph stickers). 1

+Complete a histopathology card in full and attach it to the bucket.

=Contact the switchboard (100) and ask them to arrange transport for a
specimen from the labour ward to the fetal pathology department in UHW
( rks help with this. You will need mum's name, DOB end address)

+Complete a chain of custody form {on Sharepoint and in the information folder on
labour ward) as the driver may ask for this.

\l

B: If the baby is for PM the placenta goes with the
baby (labelled in the same way as above) to the
ortuary for transfer together.

saline) with the
baby to the
martuary.

Send the placenta
(in saline) to fetal
pathology in UHW

is placenta

from a stillbirth
or la.le Send the placenta

miscarriage? in saline to fetal

Is the placenta from pathology in

a baby not expected UHW

to survive? (i.e born
in unexpectedly Send the placenta in
poor condition, Does the placenta formalin to the lab in

extensive meet the criteria for RGH,

scitation etc). sending for routine
placental histology?

(See red poster in

sluice as above)

Dispose of the placenta
in the clinical waste
bins in the normal
way/



Appendix 9

Histopathology form

Aneurin Bevan University Health Board

Histopathology & Non-Cervical Cytology

Cellular Pathology

Tel: RGH Cell Path - 01633 234514
NHH Cell Path - 01873 732270

NHS Number: mCons:::::t:TG:; - Lab Use Only:
Unit Number: D.0.B:
Surname:
Forename:
Ao Ward/Clinic/
a n
Practice: GG | swrda echye prtyagar
INHLS |Universiy tealtn boare
Aneurin Bevan University Health Board
is the operational name of the
Postcode: Aneurin Bevan University Local Health Board
Date: I Time: I Requesting MO: Signature: Bleep/Tel:
Specimen Details: Clinical Details: Previous Cell Path MDT
Numbers: Date:
Clinical Priority: Follow Up
Date:
routine: ||
Reporting
URGENT: D Path:
URGENT CANCER | | | Date cut
---- PLEASE DO NOT WRITE BELOW THIS LINE. USE REVERSE OF CARD IF REQUIRED"**** PATHWAY: Up:
Lab Use Only: CutUp
By:
Assist:
DO NOT WRITE
Disposal
IN THIS AREA Code:
Blk Check: Case Check: Scan:




Appendix 10

Chain of Custody form (sample)

Cardiff and Vale University Health Board

APPENDIX 13: FETAL PATHOLOGY UNIT TRANSFER CHAIN OF CUSTODY FORM

Conot and Ve 90 . [e—r [ y———

St Puraiogy Servess Ay B ven Avmominy vy & Catn
Dute of waew 11082012 Page telt

Cardiff and Vale University Health Board
Fetal Pathology Unit Tissue Transfer Chain of Custody Form

Box 1 Name of Mother \
Sumame — e — ~\

/;oxi
Prentme Data of transter
Hospital Number s e
Ao Referng Hospial / Ward

Fax Number
Date of Birtn -
PART A
Sgnature of consgner (Carditt ana Viale UnE). .
Print name., |
Dete Time J
('AR!&
Signature of tranapon driver / porter
Print namo

|

Date Time '
/PARIC
Sgnature of consignee (FPU, UNW)

Print name [
Date Tire )
The completed form will be faxed 1o the number included in Box 2

MANAGEMENT FORM

A Policy for the & 9 of Fetal R Version 1
Stiibirth and Neonatal Death 360f 39 November 2013




Appendix 11

Mortuary notification sheet

MATERNITY AND NEONATAL ONLY

Mortuary Notification Sheet (Including infection status)

Ward or Clinical Area..........ceereveanecnee HOSPItaloueerceervenrsncseessnnsnnssanssnnnes

TO BE COMPLETED BY MEMBER OF STAFF PREPARING BABY FOR TRANSFER TO GUH MORTUARY

PLACE ADDRESSOGRAPH HERE *If addressograph s unavailable, writs BABY’S DATE OF BIRTH:
Name, Address, DOB and Hospital Number

GESTATION or AGE AT DEATH:

15 the deceased or mother 3 known or potential source of infection? Name of infection if applicable:

(i.e. chorioamnionitis, HIV, Hep Betc) YES NO

Is this case a Coroner referral? YES NO Awaiting decision

Is this baby having 3 post-mortem? YES NO AWAITING DECISION [NEONATAL UNIT ONLY)

If YES confirm the following is complete and will be transferred with the baby to the mortuary at GUH:

D COMPLETED PM CONSENT FORM (maternity and neonatal)

[.__] COMPLETED REQUEST FOR FOETAL, PERINATAL OR INFANT POST-MORTEM EXAMINATION {maternity only)

L—_] COMPLETED CHAIN OF CUSTODY FORM (maternity and neonatal)

TMPORTANT NOTES: Not all infected patients dspiay symptoms; therefore some Infections may not have been
identified atthe time of death.

DECLARATION TO BE COMPLETED BY REGISTERED MIDWIFE/REGISTERED NURSE PRIOR TO TRANSFER TO
MORTUARY

Print name; Signature;
1 confirm that:

Two Identification bands are attached to the baby

Baby is dressad or swaddled (and wrapped in wadding or wooden miscarriage box used)

This notification sheet is completed in full

| have completed the cremation/burial form and put in the folder by the fridge (Stillbirth and Iate
miscarriage only)

1 will stay until the transfer into cold storage is complets

The mortuary register must be completed (handwritten — do not use addressograph Iabel in book)

This notification sheet must be placad in the appropriately iabelled box in the mortuary, NOT attached to
the baby due to infection control

Family cannot escort the deceased into the mortuary

O ooo0 ooobo




Appendix 12

Flowcharts for paperwork

Baby bom under 24 weeks of gestation with

NO SIGNS OF LIFE

s e Baby for Post Mortem 7

Yes

form.
Midwile can compele this with
the parents.

Putt the form in the folder in the
mortuary and the funeral
director will collsct from thene

salne via hospital

Send the placenta to UHW n
Fansport.




Stillbirth
(IUD diagnosed after 24 weeks gestation)

All babiles over 24 weeks must be issued with & Stlibirth Certificate.
This can be done by a Midwife (example in folder)

Give to bereavement midwife or Ward clerk for o
office mmn:un‘nm mml@ -

Yes No

Is the baby for
cremation?




Appendix 13

Medication flow chart

Induction of labour
regime for scarred
and unscarred uterus
from 20+0 weeks

uUnscarred uterus
Single 200mg dose of
Mifepristone PO then
offer Misoprostol 36—
48 hours later.

2840

20 to 23+6 weeks and

weeks

over

200
microgram

400

= 50 micrograms PV
micrograms

4 hourly OR

800 mcgs

misoprostol PV/SL/PO 3 s PV/SL/PO
PV/SL/PO {.Ob{w 100 micrograms
followed 3 hours PO
later by 400 mcg 2 hourly

misprostol

PV/SL/PO to
continue 3 hourly

2 or more previous cfs or
atypical uterine surgery.

Scarred uterus

(1 previous caesarean or
uterine surgery).

Consider balloon catheter.

All cases to be discussed
with a Consultant
Obstetrician.

Single 200mg dose of

Mifepristone PO then offer

Misoprostol 36-48 hours
later.

Consider balloon
1 catheter or cat 3
caesarean section.

2040 to
24+6 27+6
weeks weeks

200
micrograms

25+0 to 28+0
weeks and

over

400
micrograms
PV/SL/PO 3

hourly

PV/SL/PO 4
hourly

50 micrograms
PV 4 hourly OR
100 micrograms

PO 2 hourly

management plan.

NB: If labour has not commenced after five doses of misoprostol, the case must be reviewed by a consultant to reassess the clinical







