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1. Introduction 
Data on maternal deaths is collected by MBRRACE-UK (Mother and Babies: Reducing Risk 
through Audit across the UK). The MBBRACE-UK system is a secure web based electronic data 
collection system accessed by registered users only and complies with the National Information 
Governance Board.  
 
A maternal death is defined internationally as a death of a woman during or up to six weeks (42 
days) after the end of pregnancy (whether the pregnancy ended by termination, miscarriage or a 
birth, or was an ectopic pregnancy) through causes associated with, or exacerbated by, 
pregnancy.1    
 
A late maternal death is one which occurs more than six weeks but less than one year after the 
end of pregnancy. Deaths can be further subdivided on the basis of cause into:  

 direct deaths, from pregnancy-specific causes such as pre-eclampsia;  
 indirect deaths, from other medical conditions made worse by pregnancy such as 

cardiac disease;  
 or coincidental deaths, where the cause is considered to be unrelated to pregnancy, 

such as road traffic accidents.2 
 
 
2. Recognising a maternal death 
A maternal death may occur in both clinical and non-clinical settings, either in the hospital or the 
community.2 

 
It may include women who die  
 

 following a miscarriage or termination of pregnancy 

 as a result of suicide 

 from cardiac disease or any other medical disorder  

 due to an ectopic pregnancy 

 following a surgical procedure  

 following road traffic accident  

It also includes women who die in critical care from conditions such as ARDS, or HELLP that 
developed as a result of the pre-disposing cause. 
 
 
3. Responsibility for reporting a maternal death 
The MBRRACE coordinator must be notified as follows:  
 
At Frimley Park Hospital the coordinator is the Labour Ward Manager (01276 604036). 
 
At Wexham Park Hospital the coordinator is the Patient Safety Midwife (01753 634560). 
 
Responsibility for notifying the MBRRACE coordinator that a maternal death has occurred 
should rest with either: 

 Consultant obstetrician,  

 Midwife  
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 General Practitioner who had overall responsibility for the pregnancy 

 Consultant or general practitioner treating the woman throughout her final illness (if the 
death occurred within one year following the end of her pregnancy). 

 
 
4. Immediate management of a maternal death within the unit:  
 Inform the on-call supervisor of midwives who will attend and offer initial support to staff 

involved.  

 Determine whether the service is able to provide safe care to women in the immediate 
period and implement escalation policy if applicable  

 Consider calling a second obstetric team including a consultant (who may not be officially on 
call) who can take over on call clinical duties 

 Instruct all staff that the scene of the death should remain undisturbed until advised by the 
Coroner that it is acceptable to do so.  This includes leaving the body undisturbed and not 
removing equipment such as ET tubes, intravenous lines and catheters. 

 Confirm next of kin contact details and inform them if not present. 

 Inform the Head of Midwifery (HoM), who has the overall responsibility for maternal deaths 
occurring in hospital and will act as a coordinator, or will delegate coordination 
responsibilities. While statutory supervision is still in place, the coordinator or supervisor of 
midwives will access the LSA document Maternal Death guidance via the LSAMO forum 
website.3 This guidance will be used to ensure the correct procedures are followed and 
recorded. 

 Inform the named or on-call consultant obstetrician who will liaise directly with the 
coroner and communicate any immediate actions required on behalf of the coroner.  The 
coroner should be notified if 

o the cause of death is unknown or suspicious 
o the death occurs during an operation or before recovery from the effects of 

anaesthetic 
 
The following actions need to be taken: 
 An experienced member of staff is nominated to act as supporter to the woman’s family and 

also to act as their main point of contact to prevent conflicting information being given. 

 Determine whether next of kin wish religious or spiritual support to be offered via the 
hospital chaplain. 

 The on-call consultant should meet the relatives as soon as possible.  If the woman has a 
different named consultant, he or she should be informed when next on duty.   

 The case notes and all documentation should be completed, photocopied and secured at 
the earliest opportunity.  It should be noted that the Coroner may decide to hold a hearing on 
the case.  In this instance the case notes and documentation will be sent to the Coroner’s 
office. 

 The consultant present may inform the on-call pathologist. 

 The mortuary department should be informed that a maternal death has occurred. 
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 The serious incident requiring investigation (SIRI) policy should be activated and an internal 
investigation initiated, if appropriate. 

 Staff should be reminded not to discuss the case with anyone outside the clinical team. If 
they are approached by the media then advice should be to contact the Trust’s lead for 
media. Under no circumstances should staff intentionally or inadvertently comment about 
the case on social media. 
 

In the event of the baby dying in the uterus, the following should be taken into 
consideration: 
 If the baby is in utero the baby will be removed by the pathologist at the post mortem 

examination.  The definition of a stillbirth4 does not include the removal of a dead baby from 
its dead mother at post-mortem for the purpose of ascertaining the cause of death because 
the post-mortem is being carried out on the mother rather than the baby.  Registration of a 
baby in these circumstances over 24 week’s gestation as a death is not legally required.  
This advice has been given by the Registrar General (Office for National Statistics).  
However, consideration must be shown to the wishes of the family.  A medical practitioner 
may issue a death certificate for the dead baby, which will enable the family to register the 
baby as stillborn. Most Registrars of births, deaths and marriages will comply. 

 Local stillbirth/neonatal death procedure should be followed, whether the baby is to be 
registered as a death or not and the death reported to MBRRACE. 

 
 
5. Who should be informed in the event of a maternal death? 
 Next of kin office to be notified of death as per hospital policy. The attending doctor must 

promptly and accurately complete a death certificate.  It is appropriate for the relatives to 
deliver the certificate to the Registrar of births, deaths and marriages.  

 The Coroner’s officer may insist on being present when the relatives visit the body (bodies) 
in the mortuary.  Sensitive handling and coordination will be required if this situation occurs. 

 Out of hours, the hospital administrator on-call should be notified. During office hours the 
risk office is notified. 

 The consultant or GP responsible for the case must inform the MMBRACE co-ordinator that 
a maternal death has occurred.  This can be done during office hours. 

 Doctors in other specialities or GPs may be less aware of the need to report maternal 
deaths than maternity staff.  Any member of staff who becomes aware of a maternal death 
can inform the MMBRACE coordinator who can then seek further details from the relevant 
doctor. 

 Once notified, the MMBRACE co-ordinator will liaise with the consultant and request any 
further information which may be required for the official report. 

 If the death of the baby has also occurred, the local MMBRACE coordinator must be 
notified.  

 The woman’s named midwife must be informed in person, do not leave a message. The 
named midwife should be updated regularly. 

 The woman’s GP and health visitor must be informed as soon as possible on the next 
working day. 
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 Enter details of the maternal death on the LSA database and inform the LSAMO by 
telephone as soon as possible on the next working day whilst statutory supervision is still in 
place. 

 If the woman has been admitted to Frimley Park or Wexham Park having been treated or 
booked in another area, the senior midwife and consultant at that hospital must be informed. 

 If the woman was not resident in the hospital’s local district, the local MMBRACE co-
ordinator will ensure that the MMBRACE co-ordinator in the area of residence is notified. 

 Children’s Services: if the baby is alive parental responsibility does not automatically pass to 
the father if the parents are unmarried.  The named midwife for Safeguarding should be 
notified; and, if appropriate, Children’s Services informed. 

 If the death has occurred outside the maternity department, the HoM, the named obstetric 
consultant,  GP or midwife involved in the pregnancy care should be informed    

Relatives may wish their local minister of religion to be notified.  They may also wish for this 
person to be with them at the hospital.  If they are uncertain or would like someone of faith to be 
with them, the hospital chaplain should be contacted. 
 
 
6. Managing a maternal death in primary care  
 The woman’s GP will be responsible for ensuring that the MMBRACE co-ordinator has been 

notified. 

 The GP should also notify the hospital on the next working day if the woman had given birth 
or received care there. 

 Each general practice should ensure that all staff in the primary care team have access to 
and understand the procedure to be followed if a maternal death occurs. 

 
 
7. Reporting the maternal death to MBRRACE-UK 
Maternal deaths should be notified by ringing the MBRRACE-UK office on 01865 289715. 
 
The MBRRACE coordinator needs to have the woman’s notes to hand and the following 
information available: 

 Postcode and address 

 Date of Birth 

 Date of death 

 Suspected cause of death  

 Place of death 

 GP name and contact details including postcode and telephone number  

 Booking hospital 

 EDD 

 Date of delivery 

 Place of delivery 

 Pregnancy outcome 
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 Obstetric consultant 

 Short details of case  
 
 
8. Monitoring 
Every maternal death will have an individual root cause analysis review undertaken by the Risk 
management group and the action plan will be monitored through clinical governance. 
 
 
9. Auditable standards  
All cases will be reviewed through the risk management process. 
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APPENDIX 1 - MATERNAL DEATH CHECK LIST 
 
 
 
 
 
 
 
 
 
 
Date 
and 
Time 

Actions  
The supervisor of midwives should: 

Signature and Printed 
Name 

 Ensure  the service is able to provide safe care to women in 
the immediate period and implement escalation policy, if 
applicable  

 

 Confirm next of kin contact details: 

Name:  

Relationship to deceased:  

Contact Details: 

 

 Allocate an experienced member of staff as main point of 
contact for the family to reduce conflicting information. 

 

 Confirm that the next of kin have been informed, if not 
present.  

 

 Determine whether next of kin wish religious or spiritual 
support to be offered via the hospital chaplain. If so, contact 
Chaplain and request that s/he visits next of kin at earliest 
opportunity.  

 

 Instruct all staff that the scene of the death should 
remain undisturbed until advised by the Coroner that it is 
acceptable to do so. This includes leaving the body 
undisturbed and not removing equipment such as ET 
tubes, intravenous lines and catheters.  

Instruct staff that the Coroner’s officer or equivalent (usually a 
police officer) may insist on being present when relatives visit 
the body.  

 

 Secure and photocopy all medical and midwifery records at 
the earliest opportunity. This includes CTG and ECG if 
applicable. Ensure each page is identified as a photocopy 
and give details of the name and designation of the person 
photocopying them as well as the date and time photocopied. 

 

Affix an Addressograph Label 
 
 



Maternal Death V1.0  December 2016 Page 8 of 10 
 

 Instruct all staff involved in the case to complete the records 
as contemporaneously as is possible, providing 
comprehensive detail of actions taken and care planned.  

 

 Commence timeline, recording all present before and after 
the death, their names, contact details and actions.  

 

 Consider the level and type of support required by the team in 
the immediate period following the maternal death. This may 
be to support staff involved, support the family or to secure 
evidence.  

Details of support offered/ actions:  

 

 

 Inform the on call consultant  

Request the consultant to attend to meet with next of kin at 
the earliest possible opportunity. It is the role of the 
consultant obstetrician to discuss with the relatives the need 
for post mortem. This should be done in the presence of a 
midwife and after discussion with the Coroner.  

 

 Secure and photocopy all medical and midwifery records at 
the earliest opportunity. This includes CTG and ECG if 
applicable.  

Ensure each page is identified as a photocopy and give 
details of the name and designation of the person 
photocopying them as well as the date and time photocopied. 

 

 Instruct all staff involved in the case to complete the records 
as contemporaneously as is possible, providing 
comprehensive detail of actions taken and care planned.  

 

 Inform the Head of Midwifery (or their deputy)   

 Inform the on call site manager   

 Inform the Coroner’s office (24 hours a day, 7 days a 
week).Contact number available via hospital switchboard. 
Note that a death certificate cannot be issued without first 
referring the case to the Coroner. 

 

 Ensure staff know how to care for the body prior to transfer to 
the mortuary. Guidance should be available in individual 
hospital/service guidelines  

 

 
Inform the mortuary that the body may be sent to the 
mortuary without a death certificate.  
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Date 
and 
Time  

Actions  

The supervisor of midwives should:  

Signature 
and Printed 
Name  

 Determine appropriate early debriefing opportunities for staff 
involved and facilitators. This may be an individual or a group 
session. Consider contacting/ making referrals to/ recommending 
the Occupational Health Department and/ or staff counselling 
service.  

Details of arrangements made:  

 

 Ensure appropriate provision is made for the baby.  

If the baby is in utero the baby will be removed by the pathologist at 
the post mortem examination. The baby cannot be registered as 
either a stillbirth or a death; this should be discussed between the 
pathologist and the Coroner and Registrar.  

If the baby is stillborn or an early neonatal death ensure relevant 
supplementary guidelines are followed.  

If the baby is a live birth: consider who has parental responsibility. 
This may not be the father if the parents are not married. Refer to 
the named midwife for Safeguarding and if appropriate Childrens 
Services.  

Details of provision made for baby:  

 

 The regional serious incident policy must be followed. This will 
include undertaking a root cause analysis  

Name of the Supervisor of Midwives on the RCA panel:  

 

 The Supervisory Investigation Decision Toolkit should be utilised to 
determine whether a supervisory investigation should be 
undertaken (Available via: 
http://www.lsamoforumuk.scot.nhs.uk/guidelines.aspx)  

Name of Supervisor of Midwives applying toolkit:  

Outcome: 

 

 Enter details of the maternal death on the LSA database and inform 
the LSAMO by telephone.  

Follow this up with a brief written report outlining the case and any 
identified practice/ statutory supervisory issues.  

 

 Enter details on NPSA website if in England or Wales 
http://www.nrls.npsa.nhs.uk/report-a-patient-safety-incident/about-
reporting-patient-safety-incidents/   

 

 Determine whether a student midwife or medical student has been 
involved in the case. If so, contact the liaison lecturer for the clinical 
area and the Lead Midwife for Education.  

 



Maternal Death V1.0  December 2016 Page 10 of 10 
 

 
Date 
and 
Time  

Actions  

The supervisor of midwives should:  

Signature 
and Printed 
Name  

 Ensure all relevant other care givers informed of death:  

(Please Tick when Completed)  

GP  □ 

Community Midwife  □ 

Health Visitor  □ 

Perinatal Mental Health Team (If applicable)  □ 

All hospital appointments cancelled  □ 

Sure Start/ Children’s Centre (If applicable)  □ 

 

 Ensure the following individuals are also informed:  

Head of Midwifery  □ 

Named Consultant  □ 

Chief of service for Obstetrics & Gynaecology □ 

Associate director  □ 

Directorate Clinical Director/Trust Medical Director  □ 

Chief Executive □ 

Director of Nursing □ 

Bereavement Officer □ 

Trust Media Lead □ 

Risk Manager  □ 

Head of Midwifery in the Trust where the woman is booked (if 
applicable)  □ 
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