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Stillbirth and Neonatal Death
Policy Statement

This framework is intended as best-practice guidance to be followed and adapted by obstetricians
and midwives, rather than applied prescriptively. It may also be of value to women and their
families, general practitioners, and healthcare commissioners. It is informed by the latest evidence-
based research and aligns with the 2025 update of the UK Royal College of Obstetricians and
Gynaecologists (RCOG) guidance.

While the primary focus is on stillbirth and neonatal death, many of the best practice
recommendations are also applicable to miscarriage and other forms of pregnancy loss, regardless
of gestation or circumstances - except where specific legal requirements, such as registration,

apply.

Some sections may not be relevant to all roles or healthcare settings. Therefore, it is recommended
that the content be adapted to suit the specific needs of your clinical practice and the regulatory
framework of the area in which you work.

It's important to note that all elements of best practice care may be implemented in your setting,
provided they are consistent with your national and local guidelines where such guidance exists.

Key Principles

This framework is intended for all healthcare professionals working in both acute hospital settings and
community care who are involved in providing antenatal, intrapartum, and postnatal care. lts purpose is
to offer consistent, clear framework that supports the delivery of high-quality care to bereaved parents
before, during, and after birth.

Ideally, these resources should be used alongside a ‘Bereavement Care Checklist’ (for example,
the CuddleCot template checklist). Such checklists help ensure that all relevant documentation is
completed to the highest standard and support the delivery of standardised care, which can be clearly
demonstrated during perinatal mortality review forums and audits.

The document serves as a suggested framework and an evidence-based resource for clinicians seeking
to develop, redesign, or enhance maternity bereavement pathways. It also aims to raise awareness

of best practice standards in bereavement and maternity care. While not exhaustive, this document
provides valuable information for policy makers and healthcare professionals supporting bereaved
parents following the death of their baby.

Rationale

The death of a baby during pregnancy, at birth, or after birth is a major bereavement. No expectant
parent is prepared for the shock of a diagnosis of fetal death in utero, or of giving birth to a stillborn
child, and for the profound grief that follows. 4

The care that parents receive around this time has a huge impact on their longterm wellbeing. Good
care cannot remove the pain and devastation that bereaved parents experience, however, poor, or
insensitive care makes things worse, both immediately and in the months and years that follow. "
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In addition to any physical effects, it is important to acknowledge that stillbirth often has profound
emotional, psychological and social effects on parents, their families and friends. Stillbirth is a potential
trigger to major economic and psychological consequences for women, families, healthcare providers
and communities (!

Health care professionals can have a positive influence on how families experience their care when

a baby dies by providing exceptional quality bereavement care. Positive memories and outcomes
following stillbirth depend as much on genuinely caring staff attitudes and behaviours as on high-
quality clinical procedures. All staff who encounter parents in this situation need to see each meeting
as their one chance to get it right (4

High quality bereavement care involves:
A recognition of parenthood
Sensitive and effective communication
Enabling informed choice
Grief & trauma awareness
Support for staff

A gold standard framework to standardise bereavement care between various areas and
organisations. An example of this is the ‘National Bereavement Care Pathway’ (SANDS)

Current Statistics

The Office for National Statistics (ONS), statistical bulletin, ‘Births in England and Wales: 2023’
released 28 October 2024 found that:

The stillbirth rate in England and Wales for 2023 was 4.0 stillbirths per 1,000 total births, remaining
unchanged from 2022.

In England, the stillbirth rate held steady at 3.9 per 1,000 births between 2022 and 2023. Wales
experienced a decrease from 4.4 to 4.0 per 1,000 births over the same period.

When examining stillbirth rates by ethnic group in 2023:

The Black ethnic group (including Black African, Black Caribbean, and other Black backgrounds)
saw a slight decrease from 6.5 to 6.3 per 1,000 births.

The Mixed or multiple ethnic groups decreased from 4.0 to 3.8 per 1,000 births

The White ethnic group (White British and White Other) decreased from 3.5 to 3.4 per 1,000
births.

The Asian ethnic group (Bangladeshi, Indian, Pakistani, and other Asian backgrounds) experienced
an increase from 4.7 to 5.2 per 1,000 births.

The “Any other ethnic group” category increased from 4.5 to 4.7 per 1,000 births.

Despite overall stability, these figures highlight persistent disparities among different ethnic groups.

To echo this fact, according to the most recent MBRRACE ‘State of the nation’ report, published in May
2025, “babies of Black ethnicity remain more than twice as likely to be stillborn than babies of White
ethnicity”
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Definitions

Miscarriage

In the UK, a miscarriage is defined as the spontaneous loss of pregnancy before the fetus reaches
viability. The term therefore includes all pregnancy losses from the time of conception until 24 weeks of
gestation.

There are two types of miscarriage:
Early Miscarriage

An early miscarriage, or a first trimester miscarriage, is one that happens in the first 12 weeks of
pregnancy. Most miscarriages are early miscarriages. Different types of early miscarriage could include
a chemical pregnancy, a missed miscarriage or an incomplete miscarriage. (This type of miscarriage
may also be referred to as a first trimester miscarriage or spontaneous abortion within a medical
setting).

Late Miscarriage

A second trimester loss (also called a late miscarriage) is one that happens after 13 weeks and before
24 weeks of pregnancy.

Stillbirth

‘A baby delivered with no signs of life known to have died after 24 completed weeks of pregnancy’. (!

Preliminary Framework

Bereaved parents should always be treated with the utmost respect and dignity, with their loss

fully recognised and acknowledged. It is essential to provide them with sufficient time and clear
information, helping them to feel in control throughout their care. A family-focused approach should be
maintained at all times.

Communication must be clear, honest, and delivered with sensitivity. Wherever possible, written
information and leaflets should be provided in the parents’ first language to ensure understanding.
It is important to use straightforward language, avoiding euphemisms or medical jargon. When
interpretation is needed, professional interpreters are preferable to family or friends, and alternative
methods of communication should be considered for those with learning difficulties.

Care must address clinical requirements while also being sensitive to the family’s psychological,
cultural, and spiritual needs. Follow-up care should be tailored individually, recognising that each
family’s needs are unique.

All aspects of care, including conversations with the family, should be documented clearly and
contemporaneously to ensure accuracy and continuity of care.

Diagnosis of loss

An inability to auscultate fetal heart sounds upon examination is not sufficient to confirm the diagnosis
of fetal demise; death must be confirmed by ultrasonographic examination. Fetal demise is diagnosed
by visualisation of the fetal heart and the absence of cardiac activity.

NB: Realtime ultrasonography is essential for accurate diagnosis of IUFD.

When an intrauterine fetal death (IUFD) is suspected this must be confirmed by two- dimensional
ultrasound at the earliest opportunity. If the diagnosis is suspected in the community setting, then the
mother should be referred to hospital for confirmation. ()
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The optimal method would be a departmental scan performed by trained sonographers. However,
out of normal working hours, a practitioner with appropriate training may use a portable ultrasound
machine. The fetal chest should be imaged in the transverse so that a 4-chamber view can be
identified. This is not always identifiable in cases of intrauterine death and colour flow Doppler is
useful to verify the absence of heart activity. If a departmental scan cannot take place, it is acceptable
to have another appropriately trained senior doctor (this may be the Consultant on call) to confirm the
IUFD and document their findings clearly in the maternal notes. @

Fetal movements

Mothers should be prepared for the possibility of passive fetal movement. If the mother reports passive
fetal movement after the scan to diagnose IUFD, a repeat scan should be offered. (!

Clear, sensitive communication

Following the diagnosis and confirmation of an intrauterine fetal death (IUFD), it is essential that parents
are given time and space to begin to absorb and process this devastating news. An explanation of what
has happened should be given gently, honestly, and clearly by experienced staff, using language that
is both compassionate and straightforward.

A suggested way of communicating this news is:

1 can clearly see your baby’s heart, and I'm so sorry, but it is not
beating. This means that your baby has died.”

This direct but sensitive wording helps avoid confusion while acknowledging the profound loss the
parents have just experienced. It is important to remain present, allow silence, and offer support as
parents begin fo take in this life-changing information.

Immediate care following confirmation of IUFD.

If the mother has attended alone, and the situation is not an emergency, it may be appropriate to delay
delivering a detailed explanation until her partner, a family member, or chosen support person is
present. An immediate and compassionate offer should be made to contact someone to be with her,
and supportive care should be provided while they wait.

The woman should be taken to a private side room where possible. If no side room is available, a
delivery room offering privacy and quiet should be used. The woman and her partner, supported by
a midwife, should be seen by a senior obstetrician to assess the situation and discuss the plan of care.
This conversation should include available options for the timing and method of induction of labour.
All discussions, decisions, and care planning must be clearly documented in the woman’s healthcare
record. A bereavement care checklist should be commenced to ensure sensitive, high-quality care is
consistently provided.

Many strategies have been described for discussing bad news. Late IUFD poses particular difficulties,
as it is often sudden and unexpected. A crucial component is to determine the emotions and needs of
the mother and her companions. This empathetic approach seeks to identify and understand women'’s
thoughts and wishes but without trying to shape them. Women with an IUFD and their partners value
acceptance and recognition of their emotions highly.

Many parents are shocked to learn that they will still need to go through labour and birth, even after
their baby has died. It can also come as a surprise that there may be a delay before labour begins,
and that in some cases, they may return home while awaiting induction. These are often distressing
realisations, and it is important that staff provide clear, compassionate explanations to help parents
understand what to expect.

All discussions should support informed parental choice and be paced according to the parents’
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emotional readiness. Parents should be actively involved in decisions about their care. Some mothers
may wish to return home to gather their thoughts or be with family members before returning for
induction; others may prefer to begin the process without delay. Staff should reassure families that
there is no right or wrong response, and that their preferences will be respected wherever clinically
appropriate.

Parents should be encouraged to ask questions and revisit discussions as needed. Consistent, honest
communication is key to supporting their emotional wellbeing during this time.

Parents should be offered written information such as “When a baby dies before labour begins” SANPS)
to supplement discussions. The parents should also be offered a copy of the SANDS Bereavement
support booklet to take home and read.

Induction of labour and birth of baby
Risk assessment for place of birth.

Recommendations about labour and birth should take into account the mother’s preferences, alongside
her medical and obstetric history. Sensitive, individualised discussions are essential to ensure that
parents feel informed and supported in making decisions about where and how the birth takes place.

If a dedicated bereavement suite is available but is located separately from the main labour ward,
consideration must be given to any medical or obstetric risk factors the mother may have. In such
cases, it may be clinically safer for the birth to take place on the labour ward or delivery suite. If
appropriate, transfer to the bereavement suite can be arranged following delivery to support privacy
and time with their baby.

This decision should be made by a senior obstetrician in consultation with the parents and must be
clearly documented in the maternal healthcare record.

Private facilities and bereavement suites

During labour, women should be cared for in an environment that provides appropriate facilities for
obstetric emergency care according to their individual circumstances

Maternity units should aim to develop a special labour ward room for women who are physically well
with an otherwise uncomplicated late IUFD that pays special heed to emotional and practical needs
without compromising safety. This can include a bed for her partner or other companion to share, away
from the sounds of other women and babies. Busy units should consider provision of a second room

Care in labour should be given by an experienced midwife with an accessible experienced obstetrician
M

Timing of Induction

Women should be strongly advised to take immediate steps towards delivery if there is sepsis, pre-
eclampsia, placental abruption, or membrane rupture, but a more flexible approach can be discussed
if these factors are not present. The mode of delivery and/or induction of labour (IOL) under these
circumstances should be customised to the presenting condition and other patient factors including
past obstetric and past medical history. !

If the above have been excluded, then timing and the process can be discussed with the mother

by a senior clinician. The mother should be offered a choice of induction of labour or expectant
management. If she chooses the latter option, then arrangements for review will need to be made. In
most cases of singleton IUFD, parents opt to induce labour to expedite delivery @

Expectant Management

Women who choose expectant management rather than IOL should discuss their plan of care with their
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consultant. Well women with intact membranes and no laboratory evidence of DIC should be advised
that they are unlikely to come to physical harm if they delay labour for a short period, but they may
develop severe medical complications and suffer greater anxiety with prolonged intervals. Women who
delay labour for periods longer than 48 hours should be advised to have testing for DIC twice weekly,
including FBC and clotting screen. !

If a woman chooses to wait for labour to begin naturally, she should be fully supported in this decision.
However, it is important that she is sensitively informed that prolonged expectant management may
reduce the diagnostic value of a postmortem examination and may also lead to changes in her baby’s
appearance.

A thorough discussion should take place with a doctor to explain the potential clinical implications
and to ensure she understands which signs or symptoms to be aware of while awaiting labour. Clear
guidance should be given on how and when to seek support.

She must be provided with a 24-hour contact number—usually for maternity triage or the delivery
suite—so that she can speak with a midwife at any time if she has questions or concerns.

She should be advised against delaying her labour if there is any evidence of pre-eclampsia, abnormal

blood clotting, any evidence of infection, or any other condition that may affect her own health if she
delays the birth of her baby.

Immediate Induction of labour

Following a comprehensive discussion, if the woman opts for immediate induction of labour (IOL), the
Senior Obstetric Registrar or Consultant should document consent for IOL in the maternal notes.

A combination of mifepristone and a prostaglandin preparation should usually be recommended as the
first-line intervention for induction of labour. A single two hundred milligram dose of mifepristone is
appropriate for this indication "

A single oral dose of Mifepristone 200mg should be prescribed by a doctor. " It is advisable to
consider prescribing an anti-emetic simultaneously.

Following Mifepristone administration, the woman should be observed for a period of time to ensure
no adverse reactions or vomiting has occurred.

Prior to discharge home, she should be given a ‘Mifepristone patient information leaflet’ and a 24-hour
contfact number should be provided in case an earlier admission is requested, medical attention is
required, or the patient has any questions before her re-admission.

She should be advised to contact the maternity unit if:
She reports SROM or she has any abdominal pain/uterine activity.
She has any vaginal bleeding or abnormal discharge PV.
She feels unwell in any way or has any flu-like symptoms.
She feels something is wrong or changes her mind and would like her labour to be induced.

As well as providing a 24-hour telephone number, contact details for the bereavement team should
also be provided.

Mode of Delivery

Vaginal birth is the recommended mode of delivery for most women as this decreases morbidity

and will have fewer implications for future delivery than a caesarean section. However, a caesarean
birth may be required due to past obstetric or medical history as well as emotional and psychological
factors. This demands a careful and sensitive discussion by the Obstetric Consultant and joint decision
making. The implications of caesarean delivery for future childbearing should be discussed. !
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Consent

Written and verbal consent should be obtained in line with hospital guidance prior to commencing the
induction process.

Communication and Coordination Following an IUFD Diagnosis

To prevent additional distress to bereaved families, it is essential that all professionals involved in the
woman’s care are promptly informed of the pregnancy outcome.

The bereavement midwife or team should be informed by telephone as soon as possible, followed
by a confirmatory email. They will coordinate their introduction and support based on the parents’
readiness.

All relevant departments and personnel—including ultrasound, antenatal clinic, community
midwifery, and specialist services—must be notified. This communication should be clearly
documented in the healthcare record.

All existing antenatal and maternity appointments must be cancelled. Maternity units should
maintain a departmental contact checklist to ensure comprehensive nofification.

It is also important to inform external healthcare providers, including the woman's GP and assigned
health visitor, so that care is appropriately adjusted and future contact is sensitive and informed.

Maternal Investigations

Clinical assessment and laboratory tests should be recommended to assess maternal wellbeing
(including coagulopathy) and to determine the cause of death, the chance of recurrence and possible
means of avoiding further pregnancy complications. Another important purpose of investigation is to
assess maternal wellbeing and ensure prompt management of any potentially life-threatening maternal
disease. 1!

Laboratory investigations

Tests should be directed to identify scientifically proven causes of late IUFD therefore a wide range of
blood tests and swabs should be taken for laboratory investigations. Please discuss with an obstetrician
the need for any further tests depending on clinical presentation.

Kleihauer Testing for ALL women.

Major Feto—maternal haemorrhage (FMH) is a silent cause of IUFD therefore a Kleihauer test should be
recommended for all women, not simply those who are RhD-negative.

Women who are rhesus D(RhD) negative should be offered a Kleihauer test undertaken urgently to
detect large FMH that might have preceded late IUFD. Anti RhD should be administered as soon as
possible after presentation ). When the dosage of Anti D is prescribed, consideration must be given
to gestation.

It is important to ensure the laboratory are aware if a woman is RhD-positive and that she has had an
IUFD so that they do not reject the sample. Please include an explanation of this on the blood request
formi.e.:

“Patient known to be Rhesus Positive however Kleihauer test required due to intrauterine death of
unknown cause”.

Tests should be undertaken before birth as red cells might clear quickly from maternal circulation

Rhesus Negative women

Anti-RhD gammaglobulin should be administered as soon as possible after presentation, once the
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IUFD has been diagnosed. " *Do not wait until readmission for this to be administered.

In those women who are RhD-negative, the potentially sensitising bleed might have occurred days
before the death is recognised, threatening the window for optimal timing of anti-RhD gammaglobulin
administration (72 hours). Anti-RhD gammaglobulin provides reduced benefit when given beyond 72
hours, up to 10 days after the sensitising event. !

If the Kleihauer test confirms there has been a large FMH, the dose of anti-RhD gammaglobulin should
be adjusted in accordance with the laboratory recommendations and the Kleihauer test should be
repeated after 48 hours to ensure the fetal red cells have cleared.

*All Rhesus Negative women should have a Kleihauer test performed post-delivery.

Induction of Labour Medications
Mifepristone

Mifepristone is an anti-progestogenic steroid used as pre-treatment. It sensitises the myometrium to
prostaglandin-induced contractions and ripens the cervix. " This drug must only be administered in a
maternity unit and patients should be observed when taking this medication.

Contraindications — uncontrolled or severe asthma, chronic adrenal failure, acute porphyria and
suspected ectopic pregnancy.

Cautions — Adrenal suppression, anticoagulant therapy, asthma (avoid if severe or uncontrolled)
existing cardiovascular disease, prosthetic heart valves, risk factors for cardiovascular disease,
endocarditis and haemorrhagic disorders. (™

Misoprostol — Misoprostol is used for induction of labour in late IUFD. It acts a potent uterine
stimulant

Cautions — inflammatory bowel disease, conditions that are exacerbated by hypotension (e.g.,
cerebrovascular, or cardiovascular disease).

Side effects include fever, nausea, vomiting, abdominal cramping, and diarrhoea. These are less
common if the tablets are given vaginally. Serious complications, including uterine rupture, major
haemorrhage and cervical tear are rare. ?

Misoprostol is typically available as a 200-microgram scored tablet. 100-microgram dose can

be obtained by dividing a 200-microgram tablet into two halves using a pill cutter. Similarly, 50
micrograms can be obtained by dividing the 1/2 tablet into 2 (i.e. 1/4 tablet) — use pill cutter for
accurate division ()

With respect to route of administration, there is a slower onset but more sustained effect if misoprostol
is given vaginally (PV) or sublingually (SL) compared to the oral (PO) route. It is not recommended to
give misoprostol vaginally if there is heavy vaginal bleeding. For the sublingual route, the tablet should
be held under the tongue or between the teeth and cheek for 30 minutes with the remnants swallowed
after this time. @

Induction of Labour Following Intrauterine Fetal Death (IUFD) for a woman with an unscarred
uterus

A combination of mifepristone and a prostaglandin preparation should usually be recommended as
the first-line intervention for induction of labour. Women should be advised that vaginal misoprostol
is as effective as oral therapy but associated with fewer adverse effects. (V) A single 200 mg dose of
mifepristone is appropriate for this indication.
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In women with an unfavourable cervix, induction of labour should be initiated using misoprostol,
following a vaginal assessment to determine cervical status. The use of misoprostol for induction in the
context of IUFD is supported by guidance from the National Institute for Health and Care Excellence
(NICE). NICE recommends that the choice and dosage of prostaglandins be guided by clinical
circumstances, local availability, and institutional protocols.

It is important to note that misoprostol use for this indication is off label in the UK, and NICE
acknowledges that there is limited robust evidence for optimal dosing, particularly regarding rare

but serious outcomes such as uterine rupture. To mitigate dosing inconsistencies, the 200-microgram
misoprostol tablet may be divided using a tablet cutter, this can be prepared by hospital pharmacies to
ensure dosing accuracy.

In women with a favourable cervix or in early labour, amniotomy followed by oxytocin infusion may
be considered for induction or augmentation. The decision to use this approach should be made by a
consultant obstetrician, though most cases are managed using medical induction with misoprostol

In 2023, FIGO recommended a new dosing regimen for the use of Misoprostol. See Appendix One
("

Induction of Labour Following Intrauterine Fetal Death (IUFD) for a woman with a history of
Lower Segment Caesarean Section (LSCS)

A discussion of the potential benefits and harms of induction of labour should be undertaken by an
appropriately experienced obstetrician

Oxytocin augmentation can be used for VBAC, but the decision should be made following discussion
with a consultant or obstetrician with equivalent training

Women undergoing vaginal birth after caesarean birth (VBAC) should be closely monitored for
features of scar rupture.

FIGO have concluded that misoprostol can be used for women with a history of caesarean birth or
other transmural uterine scar between 13 +0 and 27+6 weeks of gestation (See FIGO regimen). They
state that there is insufficient evidence available to recommend a specific regimen of misoprostol

for use at more than 27+6 weeks of gestation in women who have had a previous caesarean birth or
transmural uterine scar. (! Therefore, without evidence to support a safe regimen, the recommendation
is to follow local protocol for women with uterine scars.

Women with more than two LSCS deliveries or atypical scars should be advised that the safety of
induction of labour is unknown.

It is important to document frequency, strength, and duration of uterine contractions prior to
administering subsequent Misoprostol doses and discuss with senior obstetrician if you are unsure
whether to continue with the regime if the woman is contracting regularly.

If established labour has not commenced following completion of the prescribed misoprostol regime,
please seek senior Obstetric review for further management plan.

One previous caesarean birth

RCOG Green-top Guideline No. 45 states that women should be informed of the two- to three-times
increase in the risk of uterine rupture and around 1.5 times increase in the risk of caesarean birth in
induced and/or augmented labour compared with spontaneous VBAC labour.

Two or more previous caesarean births

No studies looking into the safety of induction of labour in women with two or more caesarean births
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and late IUFD were found. VBAC is not ordinarily recommended for women with three previous
caesarean births, previous uterine rupture or upper segment incisions. (!

Uterine Rupture

Fetal heart rate anomaly, the most common early sign of scar dehiscence, does not apply to late IUFD.
Other clinical features include maternal tachycardia, atypical pain, vaginal bleeding, high head on
examination, shoulder tip pain, haematuria on catheter specimen and maternal collapse "

Labour and birth
Midwifery Care

Pregnancy loss can be associated with short term and chronic anxiety and depression in not only the
mothers but also fathers, siblings and other family members. Feelings of grief and loss (bereavement
reactions) are very common and expected. It is important to ensure that the family are well supported
throughout the hospital stay and beyond, with as much continuity of care as possible. Every woman
who suffers a pregnancy loss is at risk of depression, but those with psychiatric illness or from a
vulnerable social group are at particular risk. ?

Provision of Care During Labour Following Intrauterine Fetal Death (IUFD)

A dedicated midwife should be assigned to provide one-to-one care for the family throughout the shift.
This ensures clinical safety, continuity of care, and essential emotional support during this profoundly
difficult time.

Parents must be cared for with dignity and respect in a private, single-occupancy room to protect their
privacy. Ideally, this should be a soundproofed specialist bereavement suite. Where possible, the
mother’s partner or family members should be permitted to remain with her for the duration of her stay,
in accordance with her wishes.

Upon arrival:
Staff should introduce themselves and offer sincere condolences.
The woman and her birth companions should be oriented to the room and environment.
The location of the call bell and emergency buzzer should be clearly indicated.

Facilities and amenities should be explained, and staff should ensure that any kitchenette or comfort
provisions are stocked and accessible to the family (if applicable).

Women should be advised to use a specialist pregnancy loss device or bedpan liners when voiding
urine or opening their bowels. This is to ensure that any products of conception are not inadvertently
flushed, should labour progress unexpectedly while the woman is using the toilet.

Pain relief in labour

Analgesia is particularly important for women with an IUFD. All usual modalities of pain relief should
be made avail-able, including regional analgesia, patient-controlled analgesia and water birth if there
are no clinical contraindications. Women should be offered an opportunity to meet with an obstetric
anaesthetist. Assessment for DIC and sepsis should be undertaken before administering regional
anaesthesia !

Examination of baby and placenta

Following the birth of a baby following intrauterine fetal death (IUFD) or neonatal death, it is essential
to carry out a thorough external examination, consistent with the initial newborn assessment.
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Baby Examination and Documentation

Perform a full external examination of the baby and document any findings, including skin
condition, maceration, congenital anomalies, or other visible abnormalities.

Complete a body map to document any notable findings, marks, or skin changes.
Weigh the baby and document the head circumference accurately.
Attach two baby identification (ID) bands securely—preferably to each ankle

° For stillbirths, best practice is to include three maternal identifiers: mother’s full name, date of
birth, and hospital number.

° For neonatal deaths, the baby’s identifiers should be used: baby’s name (if named), date of
birth, and hospital number.

*Always refer to your local mortuary policies to ensure compliance with institutional requirements
regarding baby identification and labelling.

Placental Examination
Carefully examine the placenta and cord, noting:
Knots in the cord (true or false)
Offensive odour
Presence of retroplacental clots
Any abnormalities or signs of infection or infarction
Two bacterial swabs should be taken from the placenta as soon as possible after delivery:
One from the maternal surface
One from the fetal surface

Each swab should be clearly labelled with the site of sampling and sent promptly to the
microbiology department.

Microbiological Sampling from the Baby

Take one bacterial swab from the ear or axilla.

Ensure this is labelled clearly and sent to microbiology for analysis.
Sexing a baby

Errors in fetal sexing can result in severe emotional harm for parents. Extreme prematurity, maceration
and hydrops can all make the diagnosis difficult. Where possible, the difficulties should be discussed
with the parents before birth. Staff should also make the parents aware that the gender of the baby may
not be easily identified especially at an earlier gestation. ()

Therefore, in cases of uncertainty, the fetal gender should not be assigned. If the parents opt for
post-mortem investigation or genetic testing, they should be able to find out the gender at a later date
and this may cause significant distress if the baby is initially incorrectly sexed.

If the genital sex is not clear and the parents do not wish for postmortem testing in any form, they
might wish to judge the sex themselves for registration purposes, based on an earlier scan, or ask the
midwife or doctor to make a judgement.

Two experienced healthcare practitioners (midwives, obstetricians, neonatologists, pathologists) should
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examine the external genitalia of babies born extremely preterm, severely macerated or with hydrops.
Parents might choose not to sex the baby before choosing a name. Stillborn babies can be registered
as having indeterminate sex. (!

Spending time with baby after birth
Opportunity to spend time with baby and making memories.

Parents have such a short amount of time to make a lifetime of memories and should be encouraged to
make as many memories as possible with their baby. The thing to remember is that there is no rush to
take mementos or for parents to do certain things with their baby and we should offer things more than
once to ensure they have been given every memory making opportunity. Some parents may not want
to see or hold their baby, some may only want to see certain parts of their baby, or some may just want
the midwife to describe the baby’s appearance prior to deciding whether they wish to see their baby.
The parent’s choices should be respected and supported at all times ©-

The baby should remain with the parents for as long as they wish. As best practice, it is recommended

to use a CuddleCot or a similar cooling device to help preserve the baby’s appearance and slow down
natural changes that may occur after death. All babies should be presented to parents sensitively, using
appropriately sized cribs and blankets, or specialist angel pockets and wraps for very small babies who
cannot be dressed.

Staff should gently and honestly prepare parents for changes in the baby’s colour and appearance that
may become apparent over time. It is important to avoid making assumptions about what is best for
parents, as each family’s needs and wishes vary greatly. Parents often find their own moment when they
feel ready to say goodbye, and it is essential that this decision is respected and guided by them rather
than by healthcare professionals.

Many parents find great comfort in spending time with their baby and creating keepsakes or tangible
memories, which can play a vital role in the grieving process. However, full informed consent must
be obtained before collecting any keepsakes or memory items. Not all memory-making practices are
appropriate within every faith or cultural background, so care must always be personalised, respectful,
and culturally sensitive, reflecting the family’s individual beliefs and values.

The RCOG recommends the following as best practice.

The opportunity to spend time with a baby, and to make memories with a baby should be actively
supported and offered.

It is reasonable to offer parents a chance to see their baby more than once, and they should be
informed that they can change their mind at any point, but once this decision has been made it
should be respected.

Some parents who choose not to see their baby may find it helpful for healthcare professionals to
describe the appearance as an alternative. It is however, an informed choice and parents’ views
should be respected. An ‘options form’ can be a useful way to help make this decision

Artefacts of remembrance should be offered to parents to keep.

Maternity units should have the facilities for producing good-quality photographs, palm and
footprints and locks of hair with presentation frames.

Consent should be sought from the parents and information governance regulations should be
complied with for clinical photography.

It should be explained that clothes on a macerated baby might become stained.
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Multiple Pregnancies with a surviving twin

The loss of one or more babies in a multiple pregnancy can bring complex feelings of grief, guilt, and
confusion, for example, if the babies die at different stages of the pregnancy, the pregnancy continues
with surviving multiples, or if all the babies die. Parents may experience a duality of emotions, feeling
gratitude for surviving babies while grieving those lost ('®)

Parents will need extra support throughout the delivery and thoughtful bereavement care. Most will
want to talk about their baby who has died and to acknowledge any surviving twins. Some parents may
wish to have photographs taken of the babies together, so this should be sensitively discussed and
facilitated as much as possible. In some circumstances, this may mean liaising with the neonatal team to
arrange transfer of the deceased twin to the neonatal unit for photographs and collection of keepsakes.

‘Thinking outside of the box’ when caring for a family who have experienced the loss of a multiple
is essential. It is important to take time to think about what may be of comfort for the family and the
surviving twin in the future. Supplying an additional memory box and taking additional keepsakes is
a good way of individualising care and ensures the parents and the surviving twin in the future are
afforded these memories individually.

Washing and dressing the baby.

You can ask parents whether they would like to do this themselves. Parents really value their baby being
treated as if they were alive. Staff should support parents when handling, bathing, and dressing their
baby. For many parents, bathing and dressing their baby is a special opportunity to care for their baby
and form treasured memories ©

Babies should be dressed in a gestation appropriate outfit/clothing. There are many options available,
often donated by charities and parents should be encouraged to choose something that they like or
bring in some clothing of their choice. Some parents like to purchase two identical outfits for their
baby. One for their baby to wear and one for them to keep in their memory box.

Memory Boxes

For all losses, parents should be offered an appropriately sized memory box. These boxes can be
personally chosen by the parents and typically contain various memory-making aids and keepsakes.
In the UK, charities such as 4Louis, SANDS, and SIMBA provide memory boxes free of charge to
hospitals.

Handprints and Footprints

Handprints and footprints should be offered to parents and thoughtfully presented inside the memory
box card. Each memory box includes ink wipes to assist with this. It is important not to assume that
these keepsakes should be made away from the parents or in a separate room. Many parents want

to be present during this meaningful moment, and watching their baby’s hands or feet being gently
printed can become a cherished memory. Some parents may even wish to take the prints themselves,
and in these cases, healthcare professionals should provide guidance, encouragement, and support to
enable parents to be actively involved in this special and personal act.

Lock of Hair

If possible, a lock of hair should be cut as per the parents’ wishes and placed carefully inside the ‘lock
of hair’ small white box.

Photographs

It is important that parents are supported to make a decision that feels right for them. The idea of taking
photographs can often feel overwhelming in the moment, but these images frequently become deeply
treasured keepsakes. Many parents later express regret at not having taken photos when the opportunity
was available.
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Photographs can be taken using the parents’ own camera, the hospital’s digital camera, or with

the assistance of a professional photographer. If parents feel unable to take the photos themselves,
healthcare professionals might gently offer to take some on their behalf. These images can then be
printed or stored on a memory card for the family to view in their own time, whenever they feel ready.

If you can, try to take photographs of the baby from different angles and with different lighting (i.e.
with and without flash, with and without the curtains drawn). Some parents like to have photographs of
their baby’s hands or feet. You may also like to capture all the family together in the same shot. If there
is a multiple birth, offer to take photographs of the babies together and/or separately 12

If photographs are taken with the hospital digital camera, the parents must be given the memory card,
and the pictures must then be deleted from the camera memory. Memory cards are included within the
memory boxes.

‘Remember my Baby’ offers a free, professional photography service for babies and their families,
capturing beautiful images of precious moments together. If a photographer is available, they will
visit the family in hospital or at the funeral directors and take professional photographs with specialist
equipment.

Remember My Baby: You can contact them on 0808 189 2345 and they will arrange a suitable time to
take photographs with the family.

Hand and foot castings

Hand and foot castings are a beautiful, tangible memory that brings comfort to bereaved parents.
Some hospitals work with local charities or organisations that offer this service free of charge,
otherwise the bereavement team may be able to assist with creating these beautiful keepsakes.

Blessing for baby

Even if parents do not identify as religious, they may find comfort in having their baby blessed by the
hospital chaplain. It is important for staff to be aware of and respectful toward each family’s individual
needs and cultural or spiritual beliefs surrounding death. Spiritual care should be offered to all
parents, with sensitivity to their personal values and religious backgrounds.

Parents may choose to have their baby blessed by the hospital chaplain or may prefer their own
religious leader or minister to attend. All such wishes should be fully supported, and care should

be personalised to reflect each family’s beliefs and preferences. Some parents who need or wish to
leave the hospital quickly may prefer to return later for the blessing if the chaplain is unavailable at the
time. Others may choose not to be present during the blessing. In all cases, it is essential to clearly
document the parents’ wishes in the medical noftes.

Culturally responsive and individualised care

Culturally responsive and individualised care after the death of a baby recognises that every family’s
experience of loss and grief is unique and shaped by their personal circumstances, cultural identity,
beliefs, and values. Such care places the family at the centre, avoids assumptions about needs or
preferences, and actively seeks to understand what matters most to parents and those close to them. It
involves respectful, sensitive communication; shared decision-making; and flexibility in care processes
to accommodate diverse cultural, religious, spiritual, and social practices, including rituals, language
needs, family roles, and approaches to mourning. Culturally responsive and individualised care

also requires awareness of inequality, discrimination, and differing levels of trust in services, and a
commitment to providing equitable, compassionate support over time. The aim is to ensure that all
families are treated with dignity and respect, and that bereavement care is adapted to meet their needs
rather than expecting families to conform to standardised models of care.
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Asking a family, “Is there anything specific to your religion, culture, or beliefs that would be of
comfort to you at this time?” is an important component of culturally responsive bereavement care
after the death of a baby. This question invites families to share what matters to them without making
assumptions, recognises the potential significance of cultural and religious practices, and affirms that
such needs are legitimate and welcome within care. It creates space for families to express preferences
about rituals, prayers, handling of the baby’s body, family involvement, or timeframes, and enables
healthcare professionals to adapt care accordingly. By asking in this way, professionals demonstrate
respect, compassion, and openness, helping to build trust and reduce the risk of families feeling
overlooked, marginalised, or unsupported.

Registration and Documentation

Obstetricians and Midwives should be aware of the law related to Stillbirth within their country or the
state in which they practice. The following information is applicable in the UK.

Stillbirth registration

The current law on stillbirth registration is set out in the Births and Deaths Registration Act 1953
(amended by the Still-Birth (Definition) Act 1992). The legal definition of stillbirth is “any child expelled
or issued forth from its mother after the 24th week of pregnancy that did not breathe or show any other
signs of life”.

This information is taken from the UK Government website ‘Register a stillbirth. Legal advisors for

the Department of Health and Social Care and the Office for National Statistics have agreed that a
fetus that is expelled after 24 weeks of pregnancy, provided it was no longer alive at the 24th week
of pregnancy (this fact being either known or provable from the stage of development reached by the
dead fetus), does not fall within the category of births to be registered as a stillbirth under the above
Acts.

This interpretation is also accepted by the General Register Office for Scotland and the General
Register Office for Northern Ireland. When the gestational age is not known before the birth, with
unbooked pregnancies for example, the decision about the status (if defined as stillbirth) of the birth
should be made on the basis of the stage of development of the baby on examination.

The doctor or midwife attending the stillbirth is required to issue a Medical Certificate of Stillbirth
that enables the birth to be registered.

The cause and sequence of medical events leading to the IUFD should be given in as much detail
as possible. Nonspecific terms such as hypoxia and prematurity and so on should be avoided.

Certification should not be delayed for the results of the postmortem.

The mother (or either parent if they are married or in a civil partnership at the time of birth) is
responsible for registering the stillbirth, normally within 42 days (21 days in Scotland and Northern
Ireland 1 year) but with a final limit of 3 months for exceptional circumstances. This responsibility
can be delegated to healthcare professionals, including a midwife or doctor present at the birth or a
bereavement support officer.

The person registering the birth must be able to provide the following:
The place and date of birth of the baby
If the parents wish to name the baby, the name and surname.

The sex of the baby (but can be registered as indeterminate and later changed if tests show a clear
result)

The names, surnames, places of birth and occupations of the parents

cuddlecot.com



The woman's maiden name (if applicable)
In Scotland, the marriage/registered civil partnership certificate of the parents is required.

The Registrar of Births will meet with the parents in private. The birth is entered onto the Stillbirth
Register, which is separate from the standard Register of Births. The parents are then issued with
a Certificate of Stillbirth and the documentation for burial or cremation. A certificate for cremation
cannot be issued before the registration.

If the couple were not married or in a civil partnership at the time of the birth, the father’s details can
be added only if one of the following is fulfilled:

The parents go to the register office and sign the stillbirth register together or

Where the father is unable to go to the register office with the mother, the father may make a
statutory declaration acknowledging his paternity, which the mother must produce to the Registrar
(this form can be obtained from any Registrar of Births) or

Where the mother is unable to go to the register office with the father, the mother might make a
statutory declaration acknowledging the father’s paternity, which the father must produce to the
Registrar (this form can be obtained from any Registrar of Births).

If information about the father is not recorded initially, it is possible for the birth to be re-registered to
include his details later. Most local authorities have websites on the registering of stillbirth. There are
no fees for registration, but additional certificates do carry a charge.

According to the ‘Chief Coroner’s Guidance No.45 Stillbirth, and Live Birth Following Termination of
Pregnancy’, the HM Coroner does not normally have jurisdiction over stillbirth, even if the cause of
death is not known, but contact should be made for an apparently fresh stillbirth not attended by a
healthcare professional. HM Coroner also has discretion to be involved if the death followed a criminal
act such as common assault and can then request for any postmortem to be expedited.

Process of arranging registration

A stillbirth should be registered within 42 days.
Neonatal Deaths must be registered within 5 days.

Parents should be advised to call their local Registry Office to arrange an appointment. Advise
the parents to inform the registrar at the time of arranging an appointment, the specific nature of
registration so that the appointment is offered at an appropriate time to avoid other parents.

They must explain whether they need to register a ‘Stillbirth” or a ‘Neonatal Death’. If they are
registering a neonatal death, they are usually given two appointment slots. One is for registration of a
livebirth and one for the registration of a death.

Stillbirth Certificate
(For any baby delivered showing no signs of life after 24 weeks)

The Midwife or Obstetrician who delivered the baby, or who has examined the body of the baby

and can confirm that the baby was born showing no signs of life must complete the Stillbirth
Certificate. They must sign and print their name on the certificate and take a photocopy to be stored
in the maternal notes.

When completing the medical certificate of stillbirth use clear handwriting, avoid acronyms, and make
sure the cause of death is stated clearly. All sections must be fully completed, with no sections left
blank and correct options circled or the certificate.
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Explain the language and terminology — the wording of the medical certificate of stillbirth is
determined by law, but the language is very clinical and can be upsetting for some families.

Non-Viable Fetus, Pre Viable (or similar) Certificate
(Babies delivered showing no signs of life before 24 weeks).

There is no legal registration required for a baby less than 24 weeks however a form of a hospital
specific, nonlegal document such as a ‘Non-Viable Certificate’ is often required by the funeral
directors to enable a funeral to take place. Best practice is for this to be completed by the health
professional (Midwife or Dr) who delivered the baby and can confirm they were born showing no signs
of life.

Parents can be offered a CuddleCot ‘Certificate of birth” as a form of documentation to keep in
recognition of their baby. They are not legal or mandatory, but they can bring comfort to the parents.

Since 2024, in England, as part of the Pregnancy Loss Review, parents can now apply for a
certificate to commemorate a baby lost before 24 weeks of pregnancy. This includes losses due to
miscarriage, ectopic pregnancy, or termination at any gestation prior to 24 weeks. Applying for a
certificate is entirely optional and serves as a meaningful way for parents to honour and remember
their baby. It is important to note that this certificate is not a legal document—it cannot be used to claim
benefits or be added to medical or health records.

Medical (death) Certificate, also known as MCCD
(Babies born showing signs of life at any gestation who then subsequently died)

A Paediatrician must complete a neonatal death certificate or when under 24 weeks, a Paediatrician/
Obstetric Doctor who has seen the baby both alive and deceased. If no Doctor saw the baby
before death, then the Doctors must discuss with a Medical Examiner and Coroner before issuing a
death certificate. A neonatal death certificate should always be in the baby’s own name.

If the case becomes a coroner’s investigation, DO NOT issue the death certificate or complete the
cremation forms, as the coroner will do this.

Investigations and Identifying a Cause of Death
Purpose of investigations

Parents report three reasons why they have investigations, firstly, to find out why their baby died and to
allow their grief to progress, secondly to find out useful information for subsequent pregnancies and
finally for research to prevent stillbirths in the future @

The aim of all investigations is to determine the cause of intrauterine death; however, parents should
be advised that no specific cause is found in almost half of stillbirths. Parents should be advised that
making a diagnosis allows more accurate prognostic information and it can crucially influence care in a
future pregnancy.

Detailed history taking is a vital first step that will guide subsequent investigations into the cause of

death of the baby.

Taking a thorough clinical history, performing laboratory assessments, placental pathology, and
postmortem all play an important role in finding a probable cause of death. Another important
purpose of investigation is to assess maternal wellbeing and ensure prompt management of maternal
disease. Clinical and laboratory tests should be recommended to assess maternal wellbeing (including
coagulopathy) and to determine the cause of fetal death, the chance of recurrence and means of
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avoiding further pregnancy complications.

Parents are sometimes understandably hesitant fo consent to investigations, particularly a perinatal post-
mortem examination. This reluctance may stem from various concerns, including the belief that their
baby’s body may not be available for burial in a timely manner.

However, research has shown that following a late intrauterine fetal death (IUFD), parents often come

to recognise the lasting significance of the decisions made around the time of diagnosis and birth.
Providing clear, compassionate information, emphasising that post-mortem examinations are carried out
with respect and dignity, and that they can offer valuable insights can play an important role in helping
parents make informed decisions.

What tests should be recommended to identify the cause of late IUFD?

All women with a late IUFD should be offered a postmortem, genetic testing and placental pathology.
0 Some hospitals also offer the option of these investigations at earlier gestations for earlier losses, but
this differs according to local guidance and specific perinatal pathology unit criteria.

All women experiencing a pregnancy loss, being cared for within maternity (this gestation differs
between trusts) should be offered the following investigations: (See Appendix 2 for more details).

Specific tests are often performed and offered within an early pregnancy unit or gynaecology setting
for earlier miscarriages or recurrent miscarriage. It is recommended that you consult your local
guidance for more information about gestation specific tests.

Kleihauer to identify Feto-maternal haemorrhage.

This should ideally be performed as early as possible after presentation for all women, not only
women who are rhesus negative.

Thrombophilia screen

There is a clear association between thrombophilia and stillbirth of extremely growth restricted infants
©). A screen for thrombophilia includes Anticardiolipin antibodies, Lupus anticoagulant, Anti-beta2
glyco proteinT antibodies, Factor V Leiden, Prothrombin gene variants, Protein C, Protein S and
Antithrombin. Repeat anticardiolipin antibodies/lupus anticoagulant should be performed at 12 weeks
post-delivery if positive previously.

External examination of the baby and placenta

All babies should be examined externally in the same way that an initial newborn examination takes
place. Placentas should also be examined carefully paying particular attention to the presence of knots
in the cord, offensive smell, or evidence of any retroplacental clots. Any abnormalities, maceration
or skin changes should be thoroughly documented and included on a body map. A paediatrician or
neonatologist should confirm any suspected abnormality.

Screen for fetal infections

Obtain a bacterial swab from the baby's axilla.

Obtain placental swabs from the maternal and fetal aspect.

Maternal serology to be performed for Toxoplasma, Rubella, Cytomegalovirus and Parvovirus B19
Postmortem Examination (PM) of baby and placenta — see below for more information.

If, following a detailed and sensitive discussion, the parents decide to proceed with a post-mortem
examination, consent must be obtained by a suitably trained professional. This individual should have
completed the required training in accordance with the policies and standards of the hospital where
the post-mortem will be performed.
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Placental pathology

The RCOG states that the most useful tests were placental pathology and fetal postmortem followed

by genetic testing and testing for antiphospholipid antibodies. Pathological examination of the cord,
membranes and placenta should be recommended whether or not postmortem examination of the baby
is requested.

Even when placental histology does not reveal a specific abnormality, a negative finding can still
provide valuable reassurance and help rule out certain causes. However, the examination may
occasionally uncover unexpected findings with important implications—particularly in cases of recurrent
pregnancy loss, where the results may point to previously undiagnosed conditions such as autoimmune
disorders.

NB: It is important that the placenta is kept dry in a pot until the family decide whether they would
like their baby to have a postmortem examination. Once the placenta is fixed in formalin, it may be
unsuitable for genetic testing.

Fetal and placental tissues for cytogenetics

Cytogenetic testing is an important element of the investigation as 6—13% of stillborn babies will
have a cytogenetic anomaly. Some anomalies may be recurrent and could be tested for in future
pregnancies. If cytogenetic testing is abnormal, advise referral to clinical geneticists. Karyotyping,
microarray analysis and QF-PCR can all be used to screen for and identify anomalies.

All women should be offered cytogenetic testing of their baby and given information both verbally and
in writing and only performed if consent is given.

Process for collection of tissue for cytogenetics:

The placenta should not be placed in formalin before the biopsy is taken. A placental biopsy
approximately 1 cm diameter should be taken from the fetal surface close to the cord insertion to avoid
tissue of maternal origin. Cord biopsy can be undertaken and should be about 0.5 cm in length. Place
specimens in a sterile tissue culture medium of lactated Ringer’s solution. (!

Verbal consent must be obtained from the parents prior to Cytogenetic testing to ensure they
are aware of the possible wider issues involved in genetic screening.

Postmortem Examination

Post-mortem examination of a baby following an antepartum fetal death may provide a cause of death
or at the least provide a partial explanation of the loss and information relevant to the management of
subsequent pregnancies. »

Postmortem examination and placental histology should be offered to all women who experience a late
fetal death. All postmortems and all placental histology from pregnancies 12+0 weeks or above should
be processed by pathologists with expertise in perinatal pathology ?

The most common reason for parents to request post-mortem examination was to find a cause for their
baby’s death; the prevention of stillbirths in others also ranked highly.

Many recent advances in medicine including MRI and CT scanning, which produce very
detailed images of the body, and advances in endoscopic surgery, often called ‘keyhole surgery’, mean
that an alternative approach to the post-mortem may now be possible in some cases 24

Postmortem Consent Taking

Written consent must be obtained for any invasive procedure on the baby including tissues taken for
genetic analysis. Consent should be sought or directly supervised by an obstetrician or midwife trained
in special consent issues and the nature of perinatal postmortem, including retention of any tissues for
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clinical investigation, research and teaching. "

No assumptions should be made about whether parents will or will not consent to a post-mortem based
on factors such as religion, culture, or ethnicity. Every family is different, and all parents should be
provided with clear, sensitive, and unbiased information to help them make the decision that is right for
them.

Gaining consent or authorisation for a postmortem should be viewed as a thoughtful process, not
simply the act of obtaining a signature. The responsibility for providing information, addressing
concerns, and answering any questions lies with the trained professional taking consent. The consent
form serves only as a record of the parents’ informed decision—not a substitute for meaningful,
compassionate communication.

The National Bereavement Care pathway recommends that a minimum of one hour should be
dedicated for the discussion regarding the postmortem, in a quiet private place. The pathway
highlights the need to tell the parents if the postmortem examination will take place at a different
hospital and explain where and why. Furthermore, they state that attempts to persuade parents to
choose postmortem must be avoided; individual, cultural and religious beliefs must be respected.

Parents should be offered a description of what happens during the procedure and the likely
appearance of their baby afterwards. This should include information on how their baby is treated with
dignity and any arrangements for transport, and that all discussions should be supplemented by the
offer of written information.

Parents should never be given a consent/authorisation form without some preliminary discussion, and
they should never be left to complete it on their own.

Staff should refer to SANDS ‘Guide for consent takers - Seeking consent/authorisation for the
postmortem examination of a baby’ if they have any queries about the consent taking process.

Written information

The parent information booklet from SANDS (Deciding about a postmortem — Information for parents)
should be given to parents to read prior meeting the Registrar/Consultant or bereavement midwife,
to ensure that the parents have adequate and appropriate information to enable them to make an
informed choice and give their signed consent.

The RCOG recommends:

Ample time should be allowed for this discussion, and ensure the discussion takes place in a quiet,
private place.

Parents should be advised that postmortem examination can provide information that can sometimes
be crucial to the management of future pregnancy.

Pathological examination of the cord, membranes and placenta should always be recommended.
The examination should be undertaken by a specialist perinatal pathologist.
Types of Postmortems

There are several types of postmortem investigations available. When parents decline a full postmortem
examination, they may be offered a limited examination. However, this option should first be discussed
with a perinatal pathologist.

Where expertise and appropriate facilities exist, non-invasive, minimally invasive, and limited
postmortem examination methods should be offered to parents who decline a full postmortem. These
options should be discussed in detail, including their advantages and limitations.

In some areas, ultrasound and magnetic resonance imaging (MRI) may be offered as alternatives to
conventional postmortem examination, depending on the availability of local expertise and resources
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If imaging is the only option, ultrasound scan (USS) and MRI remain the first line imaging non-invasive
investigations for perinatal autopsy. (!

A complete postmortem is the most thorough investigation and will give you the most information.

The pathologist examines the outside of the body very carefully for any signs of abnormality, and then
measures, weighs, and examines all the internal organs in detail to try to find out why the baby died.

The placenta is also examined if it is available. The pathologist takes small samples of tissue from the

organs for examination under a microscope, before returning all the organs to the body and carefully
repairing it. ©

A limited postmortem may provide some useful information, especially if it is known that the baby
had a specific abnormality. A limited postmortem is done in the same way as a complete postmortem.
The only difference is that the parents can stipulate which internal organs or areas of the body will and
will not be examined. ©

Both a complete and a limited postmortem are always done carefully and respectfully, in the same way
as an operation. The baby’s face, arms, legs, hands and feet are not usually affected. The marks of a
postmortem are not usually visible when a baby is carefully wrapped in a blanket or fully clothed.

An external postmortem is where the pathologist examines the outside of the baby’s body very
carefully for any signs of abnormality but does not examine any internal organs or take any tissue from
them. The placenta is also examined if it is available. It is important that we inform parents that an
external PM may not provide any new information. ©

Transferring a baby to the mortuary or a funeral director

If a baby is to be transferred to the mortuary, parents should be offered the choice to accompany their
baby. Some may wish to carry or push their baby themselves, while others may prefer that hospital staff
carry out the transfer on their behalf.

These options should be discussed gently and respectfully, recognising that for many parents, this can
be seen as a meaningful and natural act of parenting. It is important to move away from the idea that
there is a single “correct” way to do things and instead focus on individualising care to reflect each
family’s wishes and needs.

Some parents may also find comfort in seeing the environment where their baby will be cared for
and meeting the mortuary staff. This too should be offered as an option, not assumed, and decisions
should be guided by the preferences of the family, not by a one-size-fits-all approach.

Babies can be transferred using either a pram/pushchair or a specialist transport container. Using a
pram is considered best practice, as it ensures the transfer is carried out in a dignified and respectful
manner. A pram with a deep chassis and a large hood can also help protect the family’s privacy during
this deeply personal and emotional process. A concise check of the baby’s ID should be performed,
ensuring all babies have correct name bands attached prior to transfer.

A member of staff should always accompany the family to the mortuary facility.

In some Trusts, baby body bags can be used to safely transfer a baby to the mortuary however this may
not be the preferred option for all. A concise check of the baby’s ID should be performed, ensuring all
babies have correct name bands attached prior to transfer.

What is considered best practice for a safe mortuary transfer if using a baby body bag?
The baby should be dressed or sensitively wrapped if they are too small for clothing.

The baby should have two ID bands attached with three points of ID.
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The baby may be wrapped in a small white sheet with an ID card attached, then placed in a body
bag with a separate ID card attached to the front of the bag.

Supporting a family to take their baby home after death

Following the loss of a baby, some parents choose to take their baby home from the hospital for a
short time before the funeral. All bereaved parents should be offered this option, as it may provide a
meaningful and personal way to say goodbye.

While this choice may not feel right for every family, for some it can bring immense comfort. Taking
their baby home allows parents to spend private, uninterrupted time with their baby in a familiar and
nurturing environment, surrounded by the love and warmth of their home

Some parents may wish to take their baby home after their death, and there are several potential
benefits to this choice:

The opportunity to spend time with their baby in a non-clinical environment, allowing them to say
goodbye in the privacy and comfort of their own home.

A chance to introduce their baby to siblings, extended family, and friends, recognising the baby’s
place within the family.

More time to create meaningful memories with their baby.

An opportunity to parent and care for their baby in a personal and familiar setting.

Parents may also choose to take their baby to a location outside the home that holds special
significance for them.

There are no legal restrictions preventing parents from taking their baby home, except in cases where a
Medical Certificate of Cause of Death (MCCD) cannot be issued and the death must be referred to the
coroner or procurator fiscal.

In some cases, babies can be taken home directly from the hospital. However, if a post-mortem
examination is required, either by law or at the parents’ request, it is preferred that this takes place
before the baby goes home. This helps ensure the examination is conducted promptly and that the
results are as accurate and informative as possible in helping to determine the cause of death.

Responsibility for the baby's body

When a baby dies, parents are legally responsible for ensuring their baby is either buried or
cremated. In the UK, this legal requirement applies to babies born after 24 weeks' gestation. For
babies miscarried before 24 weeks, there is no legal obligation for burial or cremation; however,
some parents may still choose to arrange this. In some cases, parents may prefer to delegate this
responsibility to the hospital, if that option is available.

When engaging in sensitive conversations with bereaved parents, it is essential o ensure they are
aware of all available options for the care of their baby. They should feel informed, supported, and
empowered to make decisions that align with their values, beliefs, and needs.

Many parents may not realise that taking their baby home for a short period is an option. It is our
responsibility to proactively inform them, explain the process for leaving the hospital, and discuss the
practical considerations of having their baby at home. Only with this full understanding can parents
make a truly informed decision.

As part of the Perinatal Mortality Review Tool (PMRT) process, MBRRACE has made it mandatory to
ask: “Were the parents offered the opportunity to take their baby home?” This means that during any
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investigation following a baby’s death, the bereavement specialist or risk midwife at your trust must be
able to evidence that this conversation took place. As parents are included in the review process, they
will have access to this information, so it is important that these discussions are clearly documented.

Supporting Families Taking Their Baby Home from the Hospital

1. Informing the Mortuary
The hospital mortuary should be informed. As part of best practice, the bereavement team should
provide the mortuary with a copy of the signed form to be recorded in the mortuary register.

2. Notifying Healthcare Providers
The woman's GP, community midwife, and health visitor should be informed that the family is taking
their baby home. This ensures they are aware and can offer any necessary support.

3. No Need to Contact Authorities
There is no requirement to inform the police or any other authorities.

4. Preparing the Family
Families should be prepared and supported with information about how to care for their baby at
home. This helps them feel confident and supported during this difficult time.

5. Home Environment
Once at home, there are no specific restrictions on what the family can or cannot do. They are
encouraged to spend time with their baby in a way that feels right for them.

6. Leaving the Home with the Baby
If the family wishes to take their baby to a special place outside the home, they are advised to
carry the letter provided by the hospital. This helps to prevent any potential misunderstandings with
members of the public or authorities.

Transporting the Baby Home

In most hospital settings, parents are able to take their baby home directly from the ward where they
have been receiving care. In some hospitals, however, the baby may need to be collected from the
mortuary, to ensure the mortuary team is involved and accurate records of the baby’s location are
maintained.

If parents initially leave the hospital without their baby but later decide they would like to bring them
home, they can discuss this with their bereavement care team or funeral director, depending on where
the baby is being cared for at that time.

Before leaving the hospital with their baby, parents may be asked to sign a form confirming that they
are taking their baby home, accepting responsibility for their baby’s care, and confirming that they will
either be arranging a burial or cremation, or returning the baby to the hospital. The specific process
may vary depending on local hospital policies.

It is also recommended to provide parents with a letter confirming that their baby has died. This letter
can be helpful in the unlikely event of an emergency or police involvement during transport, offering
reassurance and clarification if needed.

Parents may choose to take their baby home themselves by car, or they may prefer to use a funeral
director, who may charge a fee for this service.

If transporting their baby themselves, parents can carry their baby in their arms, place them in a
Moses basket, car seat, or, if preferred, a casket provided by a funeral director. Some local authorities
recommend the use of car seats and seat belts to ensure the baby is safely secured during the journey.

If parents wish to travel by taxi or minicab, it is important that they check in advance that the driver is
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comfortable with the circumstances. Use of public transport is not recommended in these situations
due to practical and emotional considerations. (See Appendix 3 for example letter)

Safely Caring for a Baby at Home

When a family chooses to spend time at home with their baby, there are a few important steps they can
take to ensure the environment is safe, respectful, and comfortable.

Creating a Calm and Cool Environment
Keep the room as cool and well-ventilated as possible.

We recommend keeping windows closed while the baby is at home to maintain a consistent indoor
temperature and avoid drafts.

Do not use any heating in the room, as this can raise the temperature unnecessarily.
Keep clothing and blankets to a minimum to prevent overheating.
A fan may be used to gently circulate air and help keep the room cool.
Safety in the Home
Be mindful of other children and any pets in the household.
Never leave the baby alone with other children or animals, even for a short time.

Taking general safety precautions—such as ensuring the room is calm, secure, and private—can
help support a peaceful environment.

How Should a Baby Be Cared for at Home?

Families who choose to bring their baby home are supported to do so in a way that is safe, respectful,
and meaningful. The following information provides practical information and gentle reassurance to
help parents during this deeply personal time.

Using a CuddleCot

We recommend that the baby is cared for using a CuddleCot, which helps preserve their condition for
as long as possible. Guides and manuals to assist with setting up the CuddleCot at home are available
at www.cuddlecot.com. Using active cooling in this way helps to slow down the natural changes that
can occur after death, allowing the family to spend more precious time with their baby.

Preparing Parents for Physical Changes

It is important to gently prepare families for the natural changes they may notice in their baby's
appearance:

Skin and lip colour may gradually change.
Skin peeling can occur, especially on the hands, feet, and wrists.

Small amounts of clear fluid may leak from the baby’s nose. This can be gently wiped away with a
soft tissue or baby wipe.

A mild odour may occasionally develop. Families often find that using a calming scented candle or
diffuser helps maintain a peaceful atmosphere.

Note: Scent can play a powerful role in memory. Some families find comfort in intentionally choosing a
fragrance they may later associate with their baby.

Ongoing Support at Home
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A named healthcare professional or bereavement lead should remain in close contact with the family
throughout this time. It is considered best practice for a bereavement specialist midwife or a member
of the community midwifery team to make regular home visits. This ongoing support helps ensure that
any questions or concerns the family may have, especially regarding physical changes are addressed
with sensitivity and care.

How Long Can the Baby Remain at Home?

The length of time a baby stays at home is a deeply personal decision. Some families may choose to
have their baby at home for just a day or a night before the funeral, while others may wish to keep their
baby for a longer period. There is no legal time limit on how long a baby can remain at home, and

it is important to remember that each family’s grieving process is unique and their choices should be
respected. Over time, it is natural that a baby’s appearance will change.

If the hospital is involved in assisting with funeral arrangements, it is helpful to maintain close contact
with healthcare staff. This ensures that everyone remains informed about how long the family wishes
to keep their baby at home. Healthcare professionals will also work closely with the nominated funeral
director and hospital mortuary to help coordinate the necessary care and arrangements.

It is important to be aware that once a baby has left hospital care, it may not be possible for them to
be returned to the hospital mortuary due to hospital policies. In cases where families are arranging a
private funeral without hospital involvement, it is recommended that they select a funeral director as
soon as possible, if not before the baby arrives home. Informing the funeral director that the baby is at
home allows them to provide contact details, including out-of-hours emergency numbers, so they can
arrange collection when the family is ready.

Maintaining open communication with both healthcare professionals and the funeral director during
this time can help ensure that families receive the support and assistance they need throughout this
sensitive period.

What support is required whilst they are at home?

The maternity bereavement team should arrange for either themselves or the community midwife to visit
while the baby is at home. These visits provide general support and offer an opportunity to answer any
questions or discuss any concerns the parents may have. It is also important that parents are given a
24-hour telephone number to call if they need immediate support or advice; this is usually the delivery
suite or maternity triage number.

The bereavement support midwife or team at the hospital should be informed when the parents

have been discharged home with their baby. They will keep in regular contact, checking in to offer
continued support throughout the time the baby is at home. In addition, parents can reach out to their
allocated funeral director for assistance and guidance.

If any questions or concerns arise while the baby is at home, parents are encouraged to contact any of
these sources for further support and advice.

Funeral Arrangements

Planning a funeral for a baby is one of the most traumatic things a parent will have to go through.
However, for some parents, it can be one of the first steps in processing their grief and a special
opportunity for them to say goodbye to their baby.

If a baby dies after 24 weeks of pregnancy, their body must be buried or cremated. It is the parents’
decision whether to hold a service before the burial or cremation. If a baby was born dead before 24
weeks, the hospital may also offer a funeral, but law does not require it. (°)

Often hospitals will offer the option of them arranging a funeral for the parents or supporting the
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parents to arrange a funeral privately.
A Hospital arranged funeral:

Most hospitals can arrange a funeral on behalf of the family, often free of charge or for a small fee. The
decisions parents make to mark their baby’s death through a ceremony are deeply personal. They may
have important religious wishes or practices they wish to observe, or they might prefer a non-religious
service that includes poetry, music, or other meaningful elements. What happens at the ceremony is
entirely the family’s choice.

Many parents find comfort in personalising the funeral to reflect their baby and their own feelings. This
can involve adding personal touches and making decisions that feel right for them.

Parents can also choose whether or not to attend the service. Some may prefer not to be present and
allow the hospital and funeral director to manage the arrangements. For those who do not attend, it

is helpful to know the date of the funeral so they can privately mark the occasion and remember their
baby in their own way. It is considered best practice to always ask parents if they would like to know the
date of the funeral.

A Privately Arranged Funeral

A privately arranged funeral is when the family takes full responsibility for all funeral arrangements and
appoints a funeral director of their choice.

The Puerperium
The RCOG states the following recommendations regarding immediate post-natal care:

Women should be cared for in an environment that provides adequate safety according to
individual clinical circumstance, while meeting their needs to grieve and feel supported in doing
so.

Lactation, milk donation and milk suppression should be discussed with the woman.

Women should be advised which ongoing physical symptoms, such as bleeding and pain, can be
expected and when to contact a healthcare professional.

Women should have continuity of care specialist/bereavement midwife if one is employed by the
hospital. It is recommended as good practice to provide the parents with a key contact after leaving
hospital.

A discussion on contraception should take place prior to discharge home.

Lactation after loss
Breast Milk and Grief

It is important to acknowledge that not every woman wishes to stop lactating following the loss of
her baby. For some, the experience of producing milk can offer comfort and serve as a tangible
connection to their baby, an expression of the care they would have given.

There are several meaningful options available. Some women may choose to donate their breast milk
to help other babies in need, while others may wish to express and keep their milk as a way to honour
their motherhood.

For those looking to preserve this connection in a lasting form, breast milk can be used to create
jewellery or keepsakes as a memorial item. These personal choices are deeply individual and should
be supported with compassion and understanding.
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Donating Breast Milk After Baby Loss

For some mothers, donating breast milk after the loss of a baby can be a meaningful and healing way
to honour their child’s life. It offers a chance to stay connected to their motherhood journey while
helping other vulnerable babies in need. This act of giving can bring comfort and purpose during a
deeply painful time.

Human milk banks offer support, guidance, and practical information to help mothers make this
decision and understand the donation process. It's entirely a personal choice, and families should be
given the space and support to explore whether this is something that feels right for them

Lactation Suppression

For most bereaved mothers, when their milk comes in, they begin the very difficult process of helping
their body to stop producing milk. In the past, mothers were told to wear a very tight bra or bind their
breasts to help to cease milk production. Women should be advised that almost one-third of those that
choose these non-pharmacological measures to suppress lactation experience excessive discomfort ()

Women should be advised that dopamine agonists successfully suppress lactation in a very high
proportion of women and are well tolerated; cabergoline is superior to bromocriptine. Careful
consideration and a balance of risks and benefits should be undertaken when using dopamine agonists
in women with hypertension or pre-eclampsia ("

Following sensitive discussion with the mother, if she chooses to supress her breastmilk supply, offer
lactation suppression medication (the effects will be greater the earlier the medication is given) and
document her decision.

* Cabergoline Tmg PO as a single dose, taken on the first day postpartum (1"

Cabergoline should not be given to women with hypertension or pre-eclampsia (Dopamine
agonists can increase blood pressure and have been associated with intracerebral haemorrhage

It should also be avoided for patients with
cardiac valvulopathy.
history of pericardial fibrotic disorders.
history of puerperal psychosis.
history of pulmonary fibrotic disorders.

history of retroperitoneal fibrotic disorders "

Timing of Discharge

There is no need to rush the discharge of parents, even if they have been declared ‘fit for discharge.’
It is important to follow the lead of the parents and respect their readiness to leave and say goodbye to
their baby. All bereaved women should have a review with a senior doctor before discharge, providing
an opportunity to discuss their care and ask any questions they may have. This ensures that families feel
supported and informed as they prepare to leave the hospital.
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Discharge home
Community Midwife Visits

The woman should have at least one visit at home by the community midwife or member of the
maternity bereavement team to offer support and clinical review. If the parents have taken their baby
home, either the community midwife or a member of the maternity bereavement team should visit daily.

Follow up care
Consultant Debrief Appointments

A follow-up appointment with a consultant is usually arranged around 12 to 14 weeks after a baby has
died. The exact timing depends on whether any investigations or a postmortem were undertaken. If no
investigations were carried out, the appointment may be scheduled sooner.

lt's important that parents are informed that this process can take some time. They should be gently
reassured that the bereavement team will arrange the appointment once all available results have been
received. The team will contact the family directly with the confirmed date, ensuring they are fully
supported throughout this period of waiting.

All parents with a late IUFD should be offered a debrief appointment with a consultant irrelevant of the
circumstances surrounding the death of their baby.

Counselling

The loss of a baby through late intrauterine fetal death (IUFD) can have profound psychological,
physical, and social effects. The impact often reaches beyond the parents themselves—affecting
partners, siblings, grandparents, and the wider family. These effects can be long-lasting and may
influence future relationships, including with subsequently born children.

Healthcare professionals should be aware that grief responses can vary significantly between
individuals, even within the same family. While some may express their grief openly, others may
appear more withdrawn. All reactions are valid, and each person’s way of coping should be respected.

Families affected by perinatal loss are at increased risk of experiencing postnatal depression, anxiety,
and, in some cases, posttraumatic stress disorder (PTSD). Sadly, there is also a higher risk of hospital
admissions related to mental health and, in rare cases, suicide. Unresolved grief may intensify over
time and develop into more serious psychological difficulties.

Those with limited social support are particularly vulnerable and may require additional care and
follow-up. Compassionate, consistent support from healthcare professionals, as well as timely referrals
to counselling or mental health services, can be crucial in helping families navigate their grief and
begin to heal.

The RCOG states that:

Appropriate counselling should be offered to all women and their partners although clinicians
should be aware that evidence on the effectiveness of counselling is limited.

Other family members, especially existing children and grandparents, should also be considered
for counselling.

Parents should be advised about support groups.

cuddlecot.com



Reporting and Investigation
Clinical Governance and Learning from Loss

In the UK, clinical governance is the framework through which NHS organisations ensure accountability
for continuously improving the quality of care and safeguarding high standards. It supports a culture
where excellence in clinical care is nurtured and maintained.

When a baby dies unexpectedly after a certain stage of pregnancy, it is a requirement that the hospital
Trust carries out a detailed investigation into the care received before, during, and after birth. The aim
of this review is not to place blame, but to identify any areas where care can be improved or where
guidance might need to change.

A thorough and respectful review of what happened provides an important opportunity to learn. It
allows healthcare professionals to reflect on care practices, to understand whether anything might be
done differently in the future, and to contribute to reducing the overall rate of baby loss.

Information from these reviews is often included in national reporting systems. These systems help
identify patterns or recurring issues, providing strong evidence to support changes in policy and
clinical practice across the country.

MBRRACE and PMRT

MBRRACE-UK is national collaborative programme of work involving the surveillance and investigation
of maternal deaths, stillbirths, and infant deaths.

The Perinatal Mortality Review Tool (PMRT) is a national system used across the UK to support
detailed and structured reviews of stillbirths, neonatal deaths, and late fetal losses. It was developed

to ensure that every case of perinatal death is reviewed consistently, thoroughly, and compassionately,
with a strong emphasis on learning and improving the quality of maternity and neonatal care. The PMRT
has been designed with user and parent involvement to support high quality standardised perinatal
reviews on the principle of ‘review once, review well".

The PMRT is designed to help clinical teams assess the circumstances surrounding a baby’s death,
determine whether the care provided met national standards, and identify any factors that may have
contributed to the outcome. It promotes a standardised approach to reviewing each case, encouraging
multidisciplinary involvement and evidence-based reflection. This includes participation from
obstetricians, midwives, neonatologists, and other relevant specialists.

One of the key features of the PMRT is its focus on involving bereaved parents in the review process.
Families are invited to share their experiences, raise questions or concerns, and contribute to the
understanding of what happened. Their insights are considered during the review, helping ensure that
the findings are not only clinically accurate but also sensitive to the family’s perspective.

The tool was developed by the MBRRACE-UK collaboration with funding from the Healthcare Quality
Improvement Partnership (HQIP). It includes a secure, digital platform where review teams document
findings, assess the quality of care, and generate a final report. This report includes an evaluation of
whether different actions or decisions might have altered the outcome and offers recommendations for
local or national learning.

Ultimately, the PMRT supports transparency and accountability, helping healthcare organisations learn
from each perinatal death and implement changes to improve future care. It also serves as a means
of communication and closure for families, who are usually invited to a follow-up meeting where the
findings are shared and discussed.

The bereavement team and clinical governance team are responsible for reporting relevant fetal and
maternal losses to MBRRACE-UK.
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MNSI (Maternity and Newborn Safety Investigations (MNSI) programme)

The Maternity and Newborn Safety Investigations (MNSI) programme in the UK is a national initiative
dedicated to investigating serious incidents in maternity and neonatal care, including stillbirths and
neonatal deaths. Its primary aim is to improve safety and learning across the healthcare system, rather
than to assign blame or determine liability.

The MNSI programme investigates specific types of incidents such as intrapartum stillbirths, early
neonatal deaths following labour-related events, severe brain injuries diagnosed within the first week
of life, and in some cases, maternal deaths. These investigations are carried out independently of NHS
Trusts to ensure objectivity and a systems-based approach to understanding what happened, why it
happened, and how similar events can be prevented in the future.

Investigations are led by a multidisciplinary team that may include midwives, obstetricians,
neonatologists, and human factors specialists. They involve a thorough review of medical records,
interviews with clinical staff, and engagement with the affected family. Families are invited to
share their perspectives and are kept informed throughout the investigation process, reflecting the
programme’s commitment to transparency and compassionate care.

The findings from each investigation are compiled into a detailed report, which is shared with both
the family and the relevant healthcare organisation. These reports often include recommendations for
improving clinical practices, communication, teamwork, and broader system processes.

The insights gained from individual investigations are also shared at a national level to inform policy,
training, and service improvement efforts across the NHS.

Originally operated by the Healthcare Safety Investigation Branch (HSIB), the MNSI programme is
now run by the Care Quality Commission (CQC), continuing its mission to reduce harm and improve
outcomes in maternity and neonatal care across England.
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Appendix Two

A summary of the investigations for late IUFD and their indications

(Royal College of Obstetricians and Gynaecologists (RCOG) Green-top Guideline No. 55: Burden,
C., Merriel, A., Bakhbakhi, D., Heazell, A. and Siassakos, D. (2025) Care of late intrauterine fetal
death and stillbirth: Green-top Guideline No. 55. BJOG: An International Journal of Obstetrics &
Gynaecology, 132(1), pp. e1—e41. Available at: https://doi.org/10.1111/1471-0528.17844

TABLE 2 A summary of the investigations for late [UFD and their indications #1417,
Evidence
Test Reason(s) for test level
Maternal standard haematology and Pre-eclampsia and its 3
biochemistry including CRP and bile salts'*’ complications
Multiorgan failure in sepsis
or haemorrhage
Obstetric cholestasis
Maternal coagulation times and plasma DIC 3
fibrinogen
Kleihauer™* Lethal fetomaternal 2
haemorrhage (FMH)
Decide level of requirement
for anti-Rh{D)
gammaglobulin
Maternal bacteriology'** '** Suspected infection 1++
- Blood cultures including Listeria
- Midstream urine monocytogenes and
- Vaginal swabs Chiamydia spp
- Cervical swabs
Maternal serology: Undiagnosed maternal-fetal 2+

-Viral screen infection
- Tropical infections
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TABLE 2 (Continued)

Evidence
Test Reason(s) for test level
Maternal random blood glucose™®'* Undiagnosed maternal 3
diabetes mellitus
Maternal HbA1¢"% 1% Undiagnosed maternal pre- 2+
existing diabetes mellitus
or GDM
Maternal thyroid function'* Undiagnosed maternal 3
thyroid disease
Maternal thrombophilia screen #7151 Maternal thrombophilia 1++
Anti-red cell antibody serology'** 1% Immune haemolvtic disease 3
Maternal anti-Ro and anti-La antibodies'' Occult maternal 3
autoimmune disease
Maternal alloimmune antiplatelet antibodies'* Alloimmune 3

thrombocytopenia
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TABLE 2 (Continued)

Evidence
Test Reason(s) for test level
Parental blood for karyotype'®' % Parental balanced 3
translocation
Parental mosaicism
Maternal tt:n:|:i|:u::-lu::hgyf]'5'5 Occult drug use 1++
Fetal and placental microbiology Fetal infections 2+
- Fetal blood 3
- Fetal swabs
- Placental swabs
Fetal and placental tissues for c?ﬂg&netics {and Aneuploidy 2+
possible single gene testing)'® " Single gene disorders
- Fetal cord See section 5.4 on sexing
- Placenta Suspected genetic anomaly
Postmortem examination’’*"? See section 7.6 3
- External
- Autopsy
- Microscopy
- X-ray
- Placenta and cord
- Ultrasound scan/magnetic resonance imaging
COVID-19 PCR test See section 7.2 1
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Appendix Three
SANDS (2014) Form for parents who take their baby’s body home. Stillbirth and Neonatal Death
Society
Wame of hospitalf trust/ health board
Form for parents who take their baby's body home
TO WHOM IT MAY CONCERN

This is to confirm that (name(s) of parent(s])

of (address)

Who had a late miscarriage, stillbirth or neonatal death on (date)

have taken their baby from [name and address of hospital)

Date

I/ We, the parent(s), hereby take full responsibility for our baby whilst he fshe is in aur
care. We will (tick as appropriate):

return our baby to the hospital on (date)

make our own funaeral arrangements.

Parent(s) Name(s) [please print):

Signature Signature

Name of staff member (please print)

Position (please print)

In case of need or concern please contact:
Staff member's namae Jab Title

Department direct line Signature

24-hour phone contact for support
£ Sands 2014

Improving Bereavement Care Team
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% CuddleCot™

Part of the Flexmort family

Portable, temperature-controlled cooling for
pre- and fullterm infants, usable in any bassinet
or while held in a parent’s arms.

FREE Evidence Online Training Guides include
Based e-Learning Resources how to swaddle
a baby with the

CuddleCot

cuddlecot.com info@cuddlecot.com



