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1. INTRODUCTION  
 

1.1 This guideline covers stillbirth which may be either spontaneous or identified as an 

intrauterine death with subsequent induction of labour. There is a separate 

guideline covering termination of pregnancy; ‘mid trimester termination for fetal 

abnormality’. 

1.2 Frimley Park Hospital - Checklist for stillbirth/TOP after 24 weeks or live birth and 

early NND should be used in conjunction with this guideline (Appendix One) (FPH 

only)  

1.3 Wexham Park Hospital - Bereavement Pack > 24 Weeks gestation should be 

used in conjunction with this guideline (Maternity Bereavement Drive)  

 
 

2. DIAGNOSING INTRAUTERINE DEATH 

 
2.1 Once suspected, intrauterine death should be confirmed or refuted by ultrasound 

imaging of the fetal heart by an obstetrician skilled in real-time imaging or by an 

ultrasound sonographer. This should be confirmed by a second practitioner. 

As soon as the diagnosis is confirmed, a senior obstetrician should see the woman 

and her family and inform them of the diagnosis. Where possible an explanation, 

even if only tentative, should be offered and the details recorded in the notes. A 

plan of management should be discussed with the woman and family and 

document this in the woman’s notes. If the woman is a grand multipara or she has 

previous uterine scar her management should be discussed with a consultant 

before starting induction of labour. Checklist (FPH) and Bereavement Pack (WPH) 

should be commenced.  

 
 

3. CARBON MONOXIDE (CO) MONITORING 
 

3.1 The MBRRACE report requires a CO reading. It is recommended that, although 

taken at booking, a CO test should be repeated on diagnosis of an IUD along 

with all the other tests carried out at this time. This is to gain as much information 

as possible for the parents. It should be carried out on all women, including non-

smokers. It must be addressed in a sensitive way, reiterating that this is offered 

to all women and acknowledging that high readings can also be due to other 

environmental factors. 



IUD >24 weeks gestation V2.0 September 2019 Page 5 of 17 

4. INDUCTION OF LABOUR  
 
4.1 Stage one - Administration of Mifepristone & bloods 

 
See Appendix Two - Protocol for Mifepristone/Misoprostol regime 
 

Mifepristone (RU 486) 200mg should be prescribed and given to the woman 

orally. 

Contra indications to mifepristone6 

 Uncontrolled severe asthma  

 Chronic adrenal failure 

 Porphyria 

Following administration of Mifepristone, the woman should remain in the unit 

for one hour. Half hourly blood pressure recordings should be taken and 

recorded to monitor for hypotension.  

Liaise with labour ward co-ordinator to make arrangements for the woman’s 

admission to labour ward 36-48 hours later for misoprostol regime.  

Advise the woman to contact labour ward triage (FPH) OR maternity 

assessment centre (WPH), if she has any concerns such as bleeding, SROM 

or abdominal pains. 

  

Bloods should be taken as per the checklist/bereavement pack, consider 

taking maternal blood for C-Reactive Protein (CRP) measurement where 

there is a suspicion of Chorioamnionitis. All women should have a kleihauer 

taken, if the woman is rhesus negative and the baby is predicted positive or 

the status of the baby is unknown Anti-D should be requested and given. 

Please refer to the ‘Blood Transfusion Policy for Adult Patients’ with Related 

Guidelines- Appendix E on the Intranet.  

 

4.2 Stage Two - Management on labour ward 

On admission a senior obstetrician should review the woman. Ideally, she should 

use the bereavement suite (Rowan suite at FPH or Willow Suite at WPH). The 

midwife looking after the woman should commence the appropriate 

checklist/bereavement pack for >24 weeks gestation. 

 

See Appendix Two Protocol for Mifepristone/Misoprostol for regime. 
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4.3 Partogram 

Commence the pregnancy loss partogram with the first administration of 

misoprostol, and use to record all maternal observations, uterine activity and any 

PV loss. Observations should be undertaken three hourly, unless indicated 

earlier due to medical condition.  

Vaginal examinations may be performed to assess progress following discussion 

with the woman, although it is not absolutely necessary. Cervical dilation should 

be recorded on the partogram should vaginal examinations be carried out.  

Any vaginal loss (e.g. SROM/PV bleeding) should be recorded. 

 

4.4 Completion of the regime 

If the regime is completed, i.e., after 4 doses of misoprostol or 24 hours of 

Mysodelle, no further misoprostol should be given – further management must be 

discussed with the consultant. Options may include repeated course of 

misoprostol. 

 
 

5. ANALGESIA 

Consider patient controlled analgesia (PCA) as morphine or fentanyl has the 

advantage over pethidine of a longer duration of action and of greater analgesic 

effect. PCA observations must be recorded in the appropriate chart. Epidural, 

entonox and oramorph are also available as pain relief. 

 
 

6. SECOND AND THIRD STAGE OF LABOUR  

6.1 Birth preferences  

Women should have an opportunity to discuss their preferences for birth, such as 

position, analgesia and whether they would like to see the baby at delivery.  

 

6.2 Delivery of baby and placenta 

Once the baby has been delivered, the cord should be clamped and cut. 

Syntometrine should be given intramuscularly unless contra-indicated and 

controlled cord traction should be used to deliver the placenta. 
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6.3  Retained placenta 

If the placenta is retained, a speculum examination should be undertaken by the 

registrar/consultant to rule out it sitting in the vagina. 

If bleeding is excessive follow the ‘postpartum haemorrhage’ guidance. 

If the placenta remains in situ undelivered inform labour ward co-ordinator, 

anaesthetist and theatre team to prepare for manual removal procedure.  

It is important to communicate with all members of staff in theatre that this is a 

bereavement case, to avoid inappropriate comments. 

 
 

7. POST BIRTH  

7.1 Seeing/holding the baby 

The attending midwife should give the woman and her partner the opportunity to 

see and hold the baby. If she is reluctant, her preferences should be respected 

and no pressure to view her baby should be exerted. The woman’s wishes 

should be documented in the notes. 

 
7.2 Maternal observations 

Observations of respiration rate, temperature, pulse and blood pressure should 

be recorded on a MEOWS chart and a postnatal VTE assessment should be 

completed with medication prescribed if required. Ensure the uterine fundus is 

well contracted and bleeding is not excessive. Ask the parents if they would like 

to see a bereavement midwife for further support. The obstetric consultant or 

registrar must see and review the woman prior to discharge.  

 
7.3 Lactation suppressant 

Please discuss with the woman and obstetric team the use of Carbergoline as 

lactation suppression; there are contra-indications to this such as hypertension 

and pre-eclampsia. Supportive measures such as a firm fitting bra and analgesia 

should be discussed and offered in all cases. 

 
7.4 Anti-D immunoglobulin 

If the woman is Rh negative and the baby is predicted positive or the status of 

the baby is unknown a further kleihauer test should be take and Anti –D 

should be administered post delivery. Please refer to the ‘Blood Transfusion 

Policy for Adult Patients’ with Related Guidelines- Appendix E on the Intranet.  
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7.5 Examination of the baby  

The midwife should examine the baby and record in the notes: 

 Weight  

 Presence or absence of abnormalities 

 Number of blood vessels in umbilical cord 

 The appearance of the placenta 

 Gender 

 

7.6 Cold cot 

A cold cot or cuddle cot should be always be used to ensure the baby is kept at 

an appropriate temperature when they are not being held/cuddled by family. Cold 

cots can be placed in the room with the parents if they wish. 

 

7.7 Stillbirth certificate & registration 

The midwife or attending doctor should complete the stillbirth certificate. 

GMC/PIN numbers should be included and signatures should be accompanied 

by names and qualifications written in clear, capital letters. 

Families are required to contact the registry office to make an appointment to 

register the stillbirth. 

The midwife should complete: 

 The checklist/bereavement pack >24 weeks gestation and file in the 

woman’s notes. 

 The computer records for stillbirth.  

 
 

8. POST MORTEM EXAMINATIONS 
 

8.1 Taking Consent  

Post-mortem examination should always be discussed by an obstetrician or a 

midwife who has undergone training in obtaining consent. The Sands consent 

form should be completed if the family would like a post-mortem examination. 

Please refer to the “local information for consent takers” folder for more guidance 

if needed. 
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8.2 Changing your mind section 

The Sands consent form includes a “Changing your mind” section, which must be 

completed. The woman should be advised that she may contact the named 

individual by the specified time if she has changed her mind. The post mortem 

examination will not take place until that date has passed, and it must be 

completed. The discussion and the woman’s wishes must be recorded in the 

notes. 

 
8.3 Frimley Park Hospital Protocol for baby going to mortuary 

Send the baby in a body bag in a specialised cardboard box and the placenta 

(dry) in a labelled pathology laboratory container with the accompanying post 

mortem request forms. Please provide as much information as possible on the 

request forms and include copies of relevant scans to give the pathologist as 

much information as possible. Please ensure that the baby is dressed as they will 

not be accepted for PM without this. The baby must have two name labels-one 

with the mother’s details and one with the baby’s details- to include name, date of 

birth, hospital number and NHS number. There must also be two completed 

stillbirth identification labels- one goes in the window of the bag and the other on 

top of the coffin. 

The mortuary staff will forward the consent forms to The Royal London Hospital 

mortuary if a post mortem examination is requested. If a post mortem is declined 

please ensure the ‘decline form’ is completed and sent with the baby to the 

mortuary. 

 
8.4 Wexham Park Hospital Protocol for baby going to mortuary 

Commence the post mortem pack and follow the instructions therein. 

Outstanding actions must be handed over to the next shift via the labour ward co-

ordinator. The baby should be dressed and labelled clearly with two name labels, 

prior to the transfer (with MOTHER’s name, Hospital & NHS Number and date of 

birth). 

The placenta should be dry in a specimen pot, clearly labelled and sent with the 

baby to the mortuary for transfer. 

The post-mortem pack should be photocopied – one with the notes and one with 

the baby to the mortuary. Any belongings should be clearly marked with the 
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maternal addressograph and sent with baby in the appropriate sized body bag. 

Transfer the baby in the metal box, to the mortuary. 

 
 

9.  FUNERAL ARRANGEMENTS 
 

9.1  Parents need to register the stillbirth of their babies and will be given a release 

form from the registrar; this form is required to proceed with the funeral.  

 
9.2 Frimley Park Hospital 

The parents need to organise a funeral. They may wish to contact a funeral 

director of their choice or a list of local funeral directors can be provided who will 

liaise with the mortuary technician over the collection of the body. The mortuary 

will hold the baby for as long as required to organise the funeral. 

At the point of discharge the medical notes should have the “Essential pathway 

for pregnancy loss” proforma attached to the front and should be taken to the 

discharge trolley on the postnatal ward. The Euroking GP letter should be put in 

the usual discharge folder on postnatal ward to ensure that the woman receives a 

postnatal follow up at home. The consultant’s secretary will arrange a follow-up 

consultation once the post mortem results are available. This may take up to 

three months. 

 
9.3 Wexham Park Hospital 

The attending midwife or doctor should complete the Certificate of Medical 

Practitioner, in the bereavement pack. Parents should be given the “Registration 

requirements and Funeral Information” leaflet and the ‘Funeral Options’ 

information sheet and signature form. 

 
Option 1 – Own arrangements  

Parents can make independent arrangements with a funeral director. They will be 

responsible for contacting a funeral director who will arrange collection of the 

baby from the mortuary.  

 
Option 2 – Hospital cremation  
The hospital can arrange a cremation service, at Slough Crematorium conducted 

by the hospital chaplain. Babies are individually cremated; however the service is 

communal, for a number of babies who have died. Parents are invited to attend. 
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Parents should complete the ‘Preferred Funeral Options’ form (in the maternity 

bereavement pack). This should be sent with the baby to the mortuary. 

 
Option 3 – Hospital burial  

The hospital can arrange a burial at Slough crematorium, with a service 

conducted by our hospital chaplain. The burial is in a communal plot; therefore 

the baby will not have his or her own headstone. 

Parents should complete the ‘Preferred Funeral Options’ form (in the maternity 

bereavement pack). This should be sent with the baby to the mortuary. 

 

When the parents have decided which option they prefer, the midwife should 

complete the appropriate Slough Crematorium form – for either application for 

cremation or application for burial in a public grave.  

 
 

10. POSTNATAL FOLLOW UP  

The community midwives should be notified of the pregnancy loss and should 

offer postnatal visits to be led by the woman.  

The bereavement midwives should be notified of the loss and will follow up with a 

phone call or visit as required by the woman.  

All women should be offered follow up debrief with a consultant approximately 12 

weeks after discharge from hospital.  

All women should be given information about sources of local peer support, and 

how to access further support following their pregnancy loss.  

 
 

11. INFORMING ANTENATAL CLINIC, SCREENING, HEALTH VISITOR AND GP.  

It is imperative that all members of the multi-disciplinary care team are aware of 

the pregnancy loss. It is extremely upsetting for women to receive invitations for 

appointments, or visits from community midwives who are unaware of the 

situation.  

The discharging midwife must ensure that GP, antenatal clinic, community 

midwives and health visitors are informed of the pregnancy loss.  
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12. COMMUNICATION  

If there are communication issues (e.g., English as a second language, learning 

difficulties, blindness/partial sightedness, and deafness) staff will take appropriate 

measures to ensure the patient (and her partner, if appropriate) understand the 

actions and rationale behind them. Please make use of the trust’s approved 

interpreter service, hospital translator/staff list, and be cautious when using 

relatives. 

 
 

13. EQUALITY AND DIVERSITY ASSESSMENT  

This guideline has been subject to an equality impact assessment. 

 
 

14. AUDITABLE STANDARDS 

• Completion of the fetal loss/bereavement checklist 

• Follow up appointment arranged with the consultant 

 
 

15. MONITORING COMPLIANCE  

This guideline will be subject to a three yearly audit. 

The audit midwife is responsible coordinating the audit. 

Results will be presented at the department clinical audit meeting. 

Action plans will be monitored at the quarterly department clinical governance 

meeting. 
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APPENDIX ONE   Frimley Park Hospital only 
Shaded areas are included in the pack 

Initial Management and Communication Special instructions Date Signature 
Inform on call consultant via switchboard 
Please write consultant’s name here: 

Check if registrar has done this   

Inform named consultant (during working hours) 
Please write consultant’s name here: 

This is very important. Leave 
message or e-mail if not on duty. 

  

Inform ANC To cancel AN appointments   
Inform GP  Message can be left with reception   
Inform specialist MW’s in ANC Inform diabetic, screening or obesity 

MW if under their care 
  

Inform community midwife team Via midwife on-call (mobile no.)   

 

Antenatal Investigations Laboratory 
Which ICE

Label(s) 
No of 

bottles 
Bottle 
colour 

Date Signature 

FBC & Haemoglobin AIC (HbAIC) Biochemistry/ 
Haematology 

A1C, 
FBC 1 Purple   

LFT, TSH, Bile acids, Renal (Na, K, Creat, Urea), 
CRP 

Biochemistry/ 
Haematology 

CRP, LFT, 
SBA, TSHF, 

UECR 
2 Gold   

Non fasting glucose Biochemistry/ 
Haematology 

GLU 1 Grey   

Group & save & Kleihauer (all women) Blood 
Transfusion 

OGS or 
KLEI, OGS 

 
1 

 
Pink   

Torch screen including Toxoplasma, CMV screen, 
Parvo virus and Rubella 

Virology       TOPL 1 full Gold   

Cardiolipin Ab screen G/M & Anti-Nuclear 
Antibodies (HEP) 

Immunology ACAB, HEP 1 Gold   

Lupus anticoagulant 
**Process within 2 hours** 

Biochemistry/ 
Haematology 

COAG, 
STLU 4 Blue   

Clotting screen Biochemistry/ 
Haematology 

COAG, 
STLU 1 Blue   

HVS for Group B strep & listeria Microbiology HVSC 1 swab    

MSU for Group B strep & listeria Microbiology 
Boric acid 

USED 
1 urine 
bottle 

Red 
topped   

Carbon Monoxide Monitoring       
 

Postnatal care Special instructions Yes No Date Signature 
Parents given opportunity to cuddle 
baby 

     

Do they wish to name baby? Name:     
Do they wish to bath and dress baby?       
Do they wish to see faith leader? Contact via switchboard     
Take hand and footprints  Offer to parents or file securely in 

notes (Please state) 
    

Offer hand and foot castings     
Lock of hair     
Set of cot cards and shawl     
Contact photographer on ext 4191 
bleep 231 for professional photos. 
Complete consent form 

Fill in consent form for medical 
photography. Midwife can sign 
this. If not taken on labour ward, 
form to go with the baby to the 
mortuary. 

    

Offer lactation suppressant  Discuss with the obstetricians      
 

Postnatal Investigations Special instructions Date Signature 
Placental swabs (fetal and  maternal 
side) and deep ear swab from baby 

Print from fetal loss profile on ICE.   

Segment of placenta fetal side near 
the cord insertion point (send dry) 
Wessex form 

If chromosomal abnormality is suspected and 
CVS/Amnio not done. Send samples to FPH path 
lab to go straight in the fridge. This investigation is 
not required if the baby is going for post mortem. 
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Paperwork Special instructions Date Signature 
Complete Certificate of 
stillbirth 

To be completed by doctor or MW. Writing must be 
legible, sign, print and state PIN number, to be given 
to parents with birth certificate before discharge with 
nominated bereavement phone number. 

  

Cremation 3 & cremation 9 
forms completed 

Complete form 3 as far as possible. Both forms to go 
with baby to mortuary. 

  

Enter details on Euroking and 
complete delivery notes 

Obtain baby number and NHS number as usual.   

Complete Rowan Suite follow 
up proforma 

Please complete fully and add any details which may 
help with follow up care. 

  

Complete Bounty mailing 
suppression requests 

To cancel all mailings from companies.   

    
Post mortem Forms Special instructions Date Signature 

Post mortem consent form 
or 

Declining Post Mortem form 
3 copies x1 with baby to mortuary x1 
in notes  x1 to patient 

Must be discussed with a doctor or midwife specially 
trained in PM consenting.  Original copies must go with 
the baby to the mortuary. If PM for placenta only must 
have both consent for placenta and decline for baby as well 
as request form completed.   

  

Complete Perinatal 
postmortem request form 

Send with consent form to mortuary with baby with a 
copy of relevant documents i.e. USS 

  

  

  
Information for parents Special instructions  Date Signature 

FPH Stillbirth leaflet    
Baby Memorial Book form    
Annual memorial service 
details card  

  

Give letter from bereavement 
team 

.   

SANDS pack:- 
 

Pack within memory box   

Info for parents about funeral 
arrangements 

The parents must arrange the funeral for over 24 
week babies. A list of local funeral directors is 
available. 

  

 
Discharge home Special instructions Date Signature 

Complete discharge 
paperwork and Euroking 

Discharge paperwork and notes to go through usual 
process with “Essential Pathway for Notes after 
Pregnancy loss” attached to the front of green notes.  

  

When parents are ready: 
Baby & placenta mortuary. 
(Placenta in specimen dry 
pot) 

2 x labels on baby. One with mother’s details, one 
with baby’s details. Identification on box and 
placenta. Send placenta and baby together to 
mortuary with cremation forms 3 & 9 with original PM 
consent/decline form and PM request form 

  

Child health need to be notified 
if baby was born alive and then 
died (as the birth has to be 
registered but they do not 
receive automatic notification 
of the death)  

For child health please call 01483 794881 or email: 
csh.childhealthsurreywest@nhs.net  
For Hearing screening please call 01483 783107 or 
email: KHFT.newbornhearingclinic@nhs.net  
Please also inform Safeguarding  
email: fph-tr.maternitysafeguarding@nhs.net 
Please provide the following information:  
Woman’s details – name, NHS no, GP details 
Baby’s details – NHS no, address, DOB 
Date/time/place of death, Weight, Midwife notifier 
details 
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APPENDIX TWO  
 
 
 

Protocol for administration of Mifepristone (Mifegyne 200 mg) & Misoprostol (Cytotec 
200 mcg) drug regimes for termination of pregnancy or induction of labour following 

intrauterine fetal death 
 

Women who have NO uterine scar/no liver impairment/not grand multipara:  
Drug Gestation  Dose  Frequency  

Mifepristone >12 weeks – all 
cases 

200mg orally Once  

 
Misoprostol 
(36-48 hours 
post 
Mifepristone)  
 
 

12 - 23+6 weeks 800mcg vaginally Once to start  

400mcg oral or vaginal 3 hourly x 4 doses  

24 - 26+6 weeks 100mcg oral or vaginal 6 hourly x 4 does  

From 27 weeks  50mcg oral or vaginal  4 hourly x 4 doses  

 
Mysodelle Pessary (to be used following Mifepristone administration) only >24 weeks 
gestation. 
 
Mysodelle pessary (200mcg Misoprostol released at 7 mcg/hour) may be used. This needs 
to be ordered from Pharmacy – it is stored in freezer.  
Insert pessary into the posterior fornix. Remove pessary when/if:  

 Prolonged contractions (over 2 minutes long) 

 Hyperstimulation 

 After 24 hours of insertion 

Women with uterine scar, grand multipara, impaired liver function: discuss with 
Obstetric Consultant for management of these drugs.  
 
If delivery has not occurred following the above regime, no further misoprostol should be 
given. Discuss with obstetric consultant regarding ongoing management.  
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