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1. Introduction 
The death of a baby no matter what the cause, circumstance (spontaneous or 
termination for fetal abnormality), gestation or age is a particularly difficult kind of 
grief. As health professionals we recognise this fact and will endeavour to aid the 
grieving process by being honest, supportive, sensitive and caring for all family 
members concerned.  
 
This guideline is based on the recommendations of Royal College of Obstetricians 
and Gynaecologists (2011) National Evidence Based Clinical Guidelines: The care of 
women requesting induced abortion.   
 
Prior to late termination of pregnancy (>21+6/40) fetocide is advised to prevent the 
baby being born alive with signs of life. Refer to the guideline ‘Fetocide in 
Midtrimester termination for Fetal Abnormality’. 
 
Midwives or doctors who have conscientious objections to termination of pregnancy 
should make these known to the co-ordinator on Labour Ward/Ward 21.  They are 
not required to administer the drugs that terminate the pregnancy.  However in an 
emergency situation every midwife or doctor has a duty of care to these women and 
they must be prepared to be non-judgmental. 
 
Where it is agreed that the pregnancy will be terminated: 

 The woman should receive counselling in the Antenatal Clinic/Fetal Medicine 
Unit. 

 The appropriate Abortion Act form should be signed by two registered medical 
practitioners. 

 A consent form for termination of pregnancy should be signed by the woman  

 The drug regime should be prescribed on the prescription chart 

 A written information leaflet (Blue ARC leaflet entitled ‘Handbook to be given to 
parents when an anomaly is diagnosed in their unborn baby’) regarding the 
management of the termination of pregnancy. 

 
2.  Carbon Monoxide (CO) Monitoring 
The MBRRACE report now 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. 
 

3.  Induction of Labour 
Mifepristone (RU 486) 200mg should be prescribed and given to the woman orally. 
 
Contra indications to mifepristone. 

 uncontrolled severe asthma  

 chronic adrenal failure 

 porphyria 
Following administration, the woman should remain in the antenatal clinic or on the 

Labour Ward/Ward 21 for one hour.   If she vomits and is unable to retain the drug, 

she should be given Prochlorperazine 12.5 mg intramuscularly and the Mifepristone 
re-administered. Half hourly blood pressure should be recorded on two occasions to 
monitor for hypotension. 
 
Liaise with the Labour Ward/Ward 21 co-ordinator to make arrangements for the 
woman to return 36-48 hours later to the Labour Ward /Ward 21 (provided there is 



Mid trimester termination for June 2016 Page 4 of 10 
fetal abnormality. V1.0 

 

no potentially life threatening condition).   Advise her to ring Labour Ward/Ward 21 if 
she is having abdominal pains or bleeding per vagina. 
 
If the misoprostol regime is to be commenced straight away, mifepristone should still 
be given.  
 
 

4.  Admission to Labour Ward/Ward 21 
On admission the obstetric registrar should review the woman.   Ideally she should 
use the Rowan Suite (FPH) or Bereavement Room on labour ward (WPH).    
 
If the fetocide procedure has been performed off site at a tertiary referral 
centre an ultrasound scan, by someone competent in scanning, should be 
performed to confirm there is no fetal heart activity.  
  
The midwife looking after the woman should use the appropriate checklist for fetal 
loss (usually loss up to 23+6 weeks) (Appendix 1) which may have been started 
in ANC. 
Misoprostol 800 mcg (4 x 200 mcg tablets) should be given vaginally into the 
posterior fornix by the midwife.   Further misoprostol 400 mcg should be given orally 
every 3 hours for 4 doses. 
 
If gestation is > 24 weeks the checklist for stillbirth/TOP after 24 weeks should be 
used (Appendix 2). 
Give misoprostol 100 mcg every 6 hours x 4 doses if 24-27 weeks  

     50 mcg every 4 hours x 4 doses if >27 weeks.   

It may be given orally or vaginally. Side effects (diarrhoea, vomiting, shivering, 
pyrexia) are more common when used orally. The misoprostol tablets should be 
divided using the pill cutter provided on the Labour Ward. 
 

Once the woman is in established labour, vaginal examination may be performed to 
assess progress following discussion although it is not absolutely necessary.  
Continue to give misoprostol unless the uterus is hyperstimulated.  
Temperature, pulse, respiratory rate and blood pressure should be recorded 3 hourly 
when administering the misoprostol.  Observe any loss per vagina. 
 
After 4 doses of misoprostol, if delivery has not yet occurred, no further misoprostol 
should be given until ongoing management has been discussed with the obstetric 
consultant and the woman has had a period of rest. 
 
 

5.  Analgesia 
Epidural analgesia should be offered as a form of pain relief. Consider patient 
controlled analgesia (PCA) as morphine and Diamorphine have the advantage over 
Pethidine of a longer duration of action and of greater analgesic effect. PCA 
observations must be recorded in the appropriate chart. Entonox, Pethidine and 
Oromorph are also available for pain relief.  
 
 

6.  Birth 
The baby and the placenta may be delivered together. Occasionally, there is delay 
between delivery of the baby and the placenta. Provided that the woman’s condition 
is stable and there is no excessive bleeding, the woman may be observed for a 
period up to two hours.  If a further dose of misoprostol is due during this time it 
should be given as prescribed. 
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If the placenta has not been expelled after two hours, a speculum examination 
should be performed by the obstetric registrar as the placenta may be in the upper 
vagina.  If this is not the case, inform the Labour ward co-ordinator, obstetric 
anaesthetist and theatre staff to make arrangements for evacuation of retained 
products of conception (ERPC). Inform theatre staff that there has not been a live 
birth to avoid inappropriate comments.  If bleeding is excessive give Ergometrine 
500 mcg by intramuscular injection (unless contraindicated) which is the first line 
drug at this gestation.  
 

 
7.  Post Birth 
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. 

 Observations of temperature, pulse and blood pressure should be recorded. 

 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 the woman prior to discharge  
 
If the woman is Rh negative, take maternal blood for a Kleihauer test and administer 
Anti –D immunoglobulin (500iu). 
 
The midwife should examine the baby and record:  

 Weight 

 Sex. It may be difficult to determine the sex of a baby at early gestation. If 
there is uncertainty and a post mortem is planned, await the result. If no post 
mortem is planned, the parents may like the opportunity to determine the sex 
of their own baby. 

 Presence or absence of abnormalities 

 Number of blood vessels in umbilical cord 

 The appearance of the placenta 
 

The midwife should complete: 

 The checklist for fetal loss and file in the woman’s notes 

 The  MBRRACE form for any fetal loss over 22+0 weeks gestation and give 
to the Labour Ward Manager (FPH) /Patient Safety Midwife (WPH) 

 The computer records for fetal loss less than 24 weeks. 
 

 
8.  Post Mortem  
Post-mortem examination should always be discussed by an obstetrician or a 
midwife who has undergone training in obtaining consent. The discussion and the 
woman’s wishes must be recorded in the notes. 

 
The woman can change her mind regarding post mortem but must be made 
aware that she needs to inform the labour ward manager within 48 hours about 
any change. 
 
Send the baby in a body bag/ wrapped appropriately in a specialised coffin and the 
placenta (dry) in a pathology laboratory container with the accompanying post 
mortem request forms. It may be necessary to use a small body bag. Please ensure 
that the baby is dressed as they will not be accepted for PM without this. 
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Frimley Park 
The baby must have two name labels (surname, mother’s hospital number and 
mother’s date of birth – code BWB) and two identification forms with the above 
details – one on the bag and the other on the coffin.  The mortuary staff will forward 
these to Dr. Iona Jeffrey, Perinatal Pathologist, St. George’s Hospital, Tooting, 
London if a post mortem examination is requested.  
 
Wexham Park  
Dress the baby 
Baby must always have two name labels prior to transfer to the mortuary 
Notification of Death Forms: 2 with baby, 1 with Porter and 1 in the notes  
Transfer in the metal box to Mortuary with the placenta (dry) 
Check with parents re photographs being done by medical illustrations, yellow form 
signed to be placed in the post box inside mortuary  
Original Post mortem consent, Oxford information sheet and copy of ultrasound 
information must be taken by the midwife to the Mortuary.  
Inform Oxford mortuary re baby going for PM 
Inform the Funeral Directors re: baby going to Oxford as they transfer/return baby 
 

9.  Funeral Arrangements 
Parents do not have to register a baby under 24 weeks gestation.  (If > 24 weeks 
gestation, refer to those guidelines) 
 
Frimley Park 
The Certificate of Practitioner in respect of fetal remains form (from Euroking 
system) should be completed by the midwife or doctor attending the delivery and 
given to Labour ward manager.  The midwife should advise the parents of the 
options concerning funeral arrangements.  
 
OPTION 1  

 If the parents wish to have a funeral they may wish to contact a funeral 
director of their choice 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.   

 
OPTION 2  

 The hospital will offer a cremation service at Aldershot Crematorium.   
 

 The woman will be given a form to complete to state her preferences for 
funeral arrangements.  On completion this form should be returned to the 
hospital chaplain.  This may be completed pre-discharge or returned by the 
woman after discharge.   

             It should not be filed in the woman’s notes. 
 
On discharge the notes should be taken to the community office and later to the 
consultant’s secretary.  
 
The relevant consultant’s secretary will arrange a follow-up consultation once the 
post mortem results are available.  This may take up to three months. 
 
Wexham Park 
 
OPTION 1 

 Parents can make independent arrangements with a Funeral Director. 

 We are not to recommend any specific company. 
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 Under 24 weeks: - The non-viable certificate, will be given to the Funeral 
Directors. 

 The date for the service will then be negotiated with the family by the Funeral 
Director, who will communicate directly with the mortuary.  
 

OPTION 2 

 The hospital can arrange a simple cremation. 

 This involves a service, usually at Slough Crematorium with a hospital 
Chaplain or there own Priest/Minister. 

 The non-viable certificate must be put into the Funeral Directors file on ward 
21 for them to collect                                                               

 It should be made clear that there will be NO ASHES remaining, as the 
babies are too small (this is not the case for FPH). 

OPTION 3 

 The hospital can arrange a simple burial. 

 This involves a service, usually at Slough Crematorium with a hospital 
Chaplain or their own Priest/Minister. 

 A hospital burial involves burying the baby in a communal grave with up to 
babies.  It is not possible to put a headstone on the grave and it is important 
that the parents realise this.  

 
 

10.  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 Patient line, hospital 
translator/suitable staff, and be cautious using relatives.  
 
 

11.  Equality and diversity assessment 
This guideline has been subject to an Equality Impact Assessment 
 
 

12.  Auditable Standards 
 Completion of the fetal loss checklist 

 Follow up appointment arranged with the consultant 
 
 

13.  Monitoring compliance 
All midtrimester terminations of pregnancy are monitored through the perinatal 
mortality audits locally and regionally. Any baby born alive following midtrimester 
termination of pregnancy will be subject to case review via risk management 
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