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TRACKING FORM FOR CEMACH REGIONAL MANAGER / UNIT CO-ORDINATOR

Please read instructions on pages 3-6 first

i the woman's care (@ammy) iy (esseorde)
Midwitery NN 77 /2 T
Obstetrics R 1 VA I A
General Practice HEEENE N e Ene e Y N
Anaesthesia HEE RN EeEnee Y N
Critical Care R T 1 VA I A
Pathology R/ 2 1 /A I
Psychiatry R/ 7 1 VA I A

Community psyemiaic Team [ JL 1/ 1/JC] VO] v N
Emergency edicine O/O/00 Oo/o/od Yy N
Paramedics /72 7 2 2
Physicians N[ 7 2 i 2
secaistimensvecary [ /[ /00 OO/O00/00 v N
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CHECKLIST OF DOCUMENTATION REQUIRED FOR THIS ENQUIRY

INFORMATION Required Attached REASON if not attached

Relevant maternity notes

(e.g. antenatal booking, summary of antenatal
visits/admissions, intrapartum notes, postnatal
record sheet, fluid charts, drug charts discharge
summary, neonatal discharge summary)

Written communication (referral letters to GP,
other medical specialties or agencies)

Report from GP

Local hospital/Trust review or local enquiry or
critical incident reports (e.g. Root Cause Analysis)

Autopsy/postmortem (including histology,
toxicology). If no post-mortem available,
please provide copy of death certificate

Coroner’s report

Suicide: suicide audit report

Short report from community midwife/health
visitor

Indirect deaths: report from consultant(s)
involved in her care

Summary from Emergency Department

X-rays, scan reports (CT, US, MRI)

Full anaesthetic report/record

Anaesthetic charts

Critical Care report

Critical Care discharge summary

Critical Care charts

Haematology, virology, bacteriology/
microbiology reports

Suicide/psychiatric/overdose: summary of

full history from community, social, substance
misuse and psychiatric agencies, and most
recent psychiatric assessment
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NOTES FOR THE COMPLETION OF THIS REPORT

CONFIDENTIAL. DO NOT RETAIN COPIES.
DO NOT USE THE WOMAN’S NAME, THE NAMES OF
STAFF, HOSPITAL OR TRUST IN THIS DOCUMENT

Background

The Maternal Deaths Enquiry (MDE) is the longest running example of national professional self-audit in the world.
Although much has changed since its inception in 1952, the lessons to be learned remain as valid now as in the
past. While the MDE has always had the support of health professionals involved in caring for pregnant or recently
delivered women, it is now a Government requirement that all maternal deaths should be subject to this
confidential audit and all health professionals have a duty to provide the information required. This
represents, to a large part, a continuation of current practice.

CEMACH’s role in clinical governance
The document, A First Class Service: Quality in the NHS, states that:

@ all relevant hospital professionals and other health professionals must participate in the Confidential
Enquiries

e the findings are to be given greater clarity and coherence and fed into NICE or equivalent guidelines
@ they are an important part of ensuring effective clinical practice locally.
Confidentiality

CEMACH currently functions with Section 60 approval under the Health and Social Care Act 2001. This Act
enables the Secretary of State to support and regulate the use of patient confidential information in the interest of
patients or the wider public good. CEMACH’s approval allows NHS organisations to disclose identifiable patient
information to CEMACH without the consent of the patient concerned while remaining within the confines of the
Data Protection Act.

The contents of this report should therefore be regarded as highly confidential. All who take part in its completion
should be scrupulous in safeguarding this confidentiality and should feel sufficiently sure of it to express their views
fully and candidly. Information provided for this Enquiry must be freely given and without bias. It is confidential to
the Enquiry, anonymised before regional and central assessment and destroyed before publication of the relevant
Report. The full case notes relating to this specific Enquiry must also be made available to any regional MDE
assessor on request.

No copies of material prepared specifically for this Enquiry should be retained by individuals or in any health
authority/health board/NHS trust records. The name of the woman must not be given in the descriptive
passages in this report.

While it is possible, and often desirable, to send photocopied pages of the blank report to individual healthcare
professionals for them to complete simultaneously, these should be attached firmly to the final report and all copies
destroyed. An unbound copy of a blank report can be obtained by email from your CEMACH Regional Manager,
whose name, address, phone number and email address appears on the front of this form. This may be helpful in
order to send specific pages to individual healthcare workers at the same time, in order to minimise delay.
However, it is not permissible to send back any completed pages or forms via the internet or any other form
of electronic media.

The postmortem report and any discharge summaries (e.g. from critical care units or community midwifery) must be
attached where available and reports from coroner’s inquests are also requested to be attached.

If there is not enough space on the report form for a particular set of comments, these should be completed on
additional paper and also attached to the final report.

Any questions relating to the MDE or its process should be directed to the CEMACH Central Office.

-3-
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Notes for the Completion of this Report cont.

Starting an enquiry

1. The responsibility for ensuring that this report form is fully completed currently lies with the CEMACH
Regional Manager for the deceased’s usual place of residence. A report will be initiated for all deaths
during or within one year of pregnancy, childbirth, miscarriage, termination of pregnancy, infertility treatment
or ectopic pregnancy. In some cases, such as deaths from road traffic accidents or very late deaths from
unrelated carcinomatosis, a shorter report may be all that is required. If in doubt, please check with
CEMACH Central Office.

2. You may hear of a maternal death from local staff, from the Office for National Statistics or from the
CEMACH Central Office. Unless this form has been sent to you by CEMACH in relation to a specific death,
you should notify the CEMACH Regional or Central Office to inform them of the death so that an enquiry can
be initiated.

3. The report form needs to be filled out by the various professionals who cared for the woman before her
death. Not all professionals listed in this report need to be involved in every case, as the details depend on
the circumstances of her death. Once the relevant details have been recorded and papers and ancillary
reports obtained and attached, the CEMACH Regional Manager will send the form to the regional assessors
in obstetrics, midwifery, anaesthesia, psychiatry and pathology (where appropriate). The completed form is
then sent to the CEMACH Central Office for central assessment.

What information to include (please refer to checklist on page 2)

4. Maternal deaths occur from a number of causes, not always obstetric. This is why it is important to obtain as
much information as possible relating to these other deaths, which may be due to medical conditions such as
epilepsy aggravated by pregnancy, or deaths from suicide or domestic violence. The report form should
identify the key information required but if the case is complex then additional reports are welcome.

5. Autopsy reports should always be obtained, and reports on histological examination or other additional
information should be included; for example, evidence of amniotic fluid embolism or toxicology. Where
appropriate, copies of coroner’s/fiscal’s autopsy reports should be obtained.

6. Where a woman required care from an anaesthetist, either during pregnancy, delivery or during events
leading to her death, a full anaesthetic report must be obtained, together with the anaesthetic charts.

7. Where a woman required critical or high dependency care, a full report must be obtained from the director of
the critical care unit, together with the discharge summary and charts.

8. A report from the woman’s general practitioner is often very valuable and should be included wherever
possible. This is particularly the case in deaths from ectopic pregnancy, pulmonary embolism, epilepsy,
diabetes, mental iliness and in cases of social exclusion and domestic violence.

9. Where a woman was seen in an emergency department, a full report must be obtained.

10. Obstetricians and midwives (based in hospital or the community) involved in the care of the woman are
expected to complete the relevant sections of the report and should ask for a copy of their discharge
summaries if appropriate.

Certain causes of death

11.  In deaths from sepsis, whether following abortion or delivery or following operative procedures, full details
should be given of the probable source of the infection, with the induction—delivery interval, if applicable, and
also the time of operative procedures. Please attach bacteriological reports, details of antibiotics given,
whether prophylactic or therapeutic, and indicate if the advice of a microbiologist was sought.

12. In cases of haemorrhage, please mention any contributory factors such as anaemia and relevant treatment.
The time elapsing between the onset of bleeding and the arrival of medical or other expert help, transfer to
hospital, operative procedures, and the speed with which blood was available for transfusion are factors that
should also be stated. Also mention the length of time the patient survived following the onset of the major
haemorrhage. Input from the haematologist should be recorded. The chronology of events in these cases is
particularly important and should be detailed in the report. Copies of charts must be appended. If there were
any apparent delays in the receipt of blood products the reasons for these should be sought.

13. In cases of hypertensive disorders of pregnancy, details of previous obstetric history and antenatal care
during the recent pregnancy are important. The exact indications for admission to hospital and the
indications for operative procedures should be given. In patients with pre-existing hypertensive disease,
evidence of causative conditions such as co-arctation of the aorta, renal artery stenosis, chronic

-4 -
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Notes for the Completion of this Report cont.

pyelonephritis or phaeochromocytoma should be sought. Drug therapy and fluid and intravenous electrolyte
administration should be specified, and fluid balance charts attached.

14. Deaths from thromboembolism always cause concern. Please state, if available, any family history of
thromboembolism and any personal history of past-thromboembolism and whether it related to previous
confinements, miscarriages or terminations of pregnancy. If there is any family history please indicate if the
woman had been screened for hereditary thrombophilia including Factor V Leiden. Any history of hormonal
contraception or other steroids used before or during pregnancy or in the puerperium should also be
recorded. Special reference should be made to any clinical evidence of deep venous thrombosis before the
fatal embolism and to cases where the fatal embolism was preceded by any evidence of non-fatal embolism.
Where an anticoagulant was administered either prophylactically or therapeutically, the name and dosage of
the drug should be given, in addition to when it was commenced and the length of time administered. Any
other prophylactic measures used should be recorded.

Indirect causes of death

15. In the case of women dying from indirect causes, such as epilepsy, diabetes or cardiac problems, a report
from the consultant physician or cardiologist caring for her should also be attached, together with details of
any changes in her treatment as a result of pregnancy. Evidence (or lack) of multi-disciplinary team working
with the obstetric unit should also be reported.

16. The MDE is now actively assessing deaths from psychiatric causes and, in cases of women committing
suicide or dying from an accidental overdose of prescription or street drugs, a full history from the
community and psychiatric agencies caring for her and from her GP is required. In addition, a copy of the
suicide audit report to the Coroner and her most recent psychiatric assessment must be included. Social and
substance misuse service reports and details of any child protection issues should also be included.

17.  As is apparent from the last Report, the wider public health aspects of maternal mortality are considered to
be extremely important. In particular, details of any aspects of social exclusion, including homelessness,
immigration status, ability to understand English or poor social circumstances, must be recorded. Any
evidence of drug use or domestic violence (whether or not this led directly to the death of the woman) and
contact with local agencies should be detailed. It would be helpful to include a summary of social services
support in some cases, especially domestic violence, drug misuse, poor social circumstances, or child
protection issues.

Where you will find the right pages to fill in:

Section Pages
1 Background . .......... .. .. ... ... 7
2 Reproductive history . ... ... .. o L 11
3 Thispregnancy . . ............. ... 12
4 Antenatalcare ........... ... .. ... . ... .. ... 14
5 Miscarriage / TOP .. ... .. ... . . . . ... 16
6 Ectopic . . ... .. 18
7 Deaths before labour . ...................... 20
8 Labourand delivery ........................ 22
9 Puerperium .. ... ... . . ... 26
10 Medical / Surgical disorders . ................. 28
11 Thromboembolism . ........................ 29
12 SePSIS .o it 31
13 Anaesthesia ............. ... ... ... ... ..... 32
14  Emergency Medicine . ...................... 38
15 CriticalCare ........ ..., 40
16  Psychiatric ........ .. ... . .. . . . ... 42
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The results of the Maternal Deaths Enquiry have been improving the standard of care provided for
pregnant and recently delivered women for half a century. With your help this can continue to
improve.

A First Class Service: Quality in the NHS places a duty on all health professionals to participate in
this Confidential Enquiry. You are required to provide a full and frank summary of all the
circumstances leading up to this maternal death. Case notes must be made available to the local
assessors on their request. As stated previously, complete confidentiality is assured, as the
report forms are anonymised before final assessment and destroyed before the Report is
published. You may also find it helpful to read the general instructions printed in this form.

Your own contribution to this report form is two-fold:

1. Provision of all relevant clinical information and relevant social history

Firstly you must provide an accurate, unbiased account of the circumstances leading up to the
death of the woman, together with copies of any pathology, anaesthetic, intensive care or other
relevant reports.

Where there is not enough space on the form, you may append further individual sheets.

Where junior members of staff were also involved, each is required to complete their own
summary, which should also be attached. All staff should sign and date each contribution, giving
your grade.

In providing this information, please be as informative as possible. Bland statements such as ‘all
care given’, or ‘treated according to protocol’ are not helpful. Please specify exactly what care
was given and attach copies of any protocol that was used.

2. Self-reflection and personal/Trust lessons learned

Participating in this report also forms part of your own continuing self-audit and that of the
clinical governance arrangements for your Trust or practice. You are therefore asked to reflect
on any lessons you have personally learned from this case, clinical or otherwise, and to detail
what, if any action followed in your own clinical practice and more widely in your unit or Trust.
Examples of the latter may include new guideline development, different arrangements for the
supply of blood products and routine antenatal questioning for postnatal depression or domestic
violence.

All direct and most indirect maternal deaths should be subject to a local enquiry or critical
incident review. The written reports from these must also be attached to this report.

When filling out this form please do not use the name of the woman, clinicians or Trust as this
helps protect confidentiality before the final case assessment.
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SECTION 1: BACKGROUND DETAILS

NHS Number
Date of death (dd/mm/yy)
Date of birth (dd/mm/yy)

If date of birth not known please provide age

O -0o-gott
v
e

L]

Cause of death (as stated I (a)
on death certificate)
(b)
(c)

Final ICDIO code if known HIEERE
Was pregnancy indicated on the death certificate?

Was an autopsy performed? (please attach copy)

Was this a Coroner’s case?
(If an inquest was held please attach copy)

Date of delivery (if applicable)

Gestation in completed weeks at time of death or at delivery

Death before 24 weeks of gestation

|:| Still pregnant
I:l Miscarriage/TOP/mole

I:l Ectopic

Death after 24 weeks of gestation

I:l Antepartum

I:l Intrapartum

I:l Postpartum < 42 days
I:l Postpartum > 42 days

Place of death

Home

Delivery Suite
Operating Theatre
Antenatal Ward
Postnatal Ward

HDU

Critical Care
Emergency Department
Hospice

Hospital other:

Y O I

Other, please state:

I:l Yes
I:l Yes
I:l Yes

LI/
|:| |:| weeks

Mother’s marital status

|:|No
|:|No
|:|No

Single
Married
Separated
Divorced
Widowed

Not known

HEnnnn

Mother’s living arrangements

Living with partner

Living with family/friends

Living alone with family/friends/social support
Living alone, no support

Homeless

Asylum seeking accommodation

Prison

Women’s Refuge

Not known

Y O

Other, please state:
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Deceased’s country of birth

I:l England I:l Wales

I:l Scotland I:l Northern Ireland
I:l Republic of Ireland I:l Not known

I:l Other, please specify:

Immigration status

Citizen UK

Citizen other, please specify:
Refugee

Asylum seeker

Hnnnn

Not known

Social circumstances

No problems

Member of traveller community
Little / no English

No family support

Severe poverty

HEnnnn

Other, please specify:

Additional Services or Agencies*

Known to Social Services

Known to Child Protection or Child in Need team
Substance misuse services

Domestic violence services

Housing services

Disability services

Other

.

*If yes, to any of the above, please provide a short
report in all cases but particularly if the infant or other
children were known to be at risk or previously subject
to significant harm, or child protection orders.

SECTION 1 cont: Background Details

Ethnic Group

White, British/Irish

White, other, please specify:

Black Caribbean I:l Black African
Black Other |:| Indian
Pakistani I:l Bangladeshi
Chinese I:l Not known

Mixed, please specify:

.

Other, please specify:

Country of origin:

Social / other factors affecting health

Was this woman a smoker:
Pre-pregnancy? |:| Yes |:| No
During the pregnancy? |:| Yes |:| No
Was this woman a
substance addict? I:l Yes I:l No
If yes, please tick as appropriate:

Alcohol dependent / heavy user

Over the counter drugs, please describe:

Prescription drugs, please describe:

Cannabis

Opiates / opioids (e.g. heroin)
Benzodiazepines
Amphetamines and ecstasy

Cocaine

Y e B A I

Other, please describe

Her occupation:

Her partner’s occupation:

Was a local hospital / Trust review of this case undertaken? |:| Yes |:| No

If no, please state why not:

If yes, what method was used?

|:| Root cause analysis |:| Hospital / Trust review |:| Clinical governance review

|:| Other, please specify:

—
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SECTION 1 cont: Background Details

Please list any causal factors and/or recommendations identified and attach the relevant reports.

Was an external review of this case undertaken?
(If yes, please attach) |:| Yes |:| No

Please summarise any special support services required during preghancy and after delivery in the box
below.

Please summarise and provide evidence of any other social or personal history/circumstances that may
be relevant to this Enquiry in the box below (e.g. domestic violence, abused as a child, etc.)
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SECTION 1 cont: Background Details

Pre-existing maternal disease/condition(s) (please tick all that apply)
Category Please specify disease or condition

Acquired cardiac or vascular disease (e.g. hypertension)

Congenital cardiac or vascular disease

Endocrine (e.g. diabetes, thyroid disorder)

Gastrointestinal/liver disease

Haematological (e.g. thrombosis, haemoglobinopathy)

Immune (e.g. SLE, antiphospholipid syndrome)

Infections (e.g. tuberculosis, HIV)

Learning disability

Mental health problems (including substance abuse)

Metabolic

Neoplastic

Neurological (e.g. epilepsy, multiple sclerosis)

Physical disability

Renal/Genito-urinary

Respiratory (e.g. asthma)

Subfertility

Y v

Other

Antenatal complications or events arising as a result of this pregnancy (not necessarily causing death)
(please tick all that apply)

Amniotic fluid embolism I:l Hypertensive disorder of pregnancy

Anaphylactic shock Infection
ARDS/DIC Mental iliness/depression
Cardiac disease Obstetric haemorrhage (>24 weeks)
Cerebrovascular bleed Renal or liver dysfunction
Epileptic episode Thromboembolism

Gestational diabetes Uterine rupture

.

Haemorrhage in early pregnancy (<24 weeks) Other, please describe:

.

Family history (please tick all that apply)
Category If necessary, please describe disease or condition Family member(s)

Congenital defects

Consanguinity

Diabetes

Heart disease

Hypertension

Learning disabilities

Mental health problems

Pre-eclampsia

Sickle cell anaemia

Thalassaemia

Y O I

Other

-10 -
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SECTION 2: REPRODUCTIVE HISTORY

For completion by GP, midwife or obstetrician (please read instructions on page 6)

Contraceptive history

Tick which used prior Date when stopped/removed Tick which resumed
Method to this pregnancy prior to this pregnancy following this pregnancy

HEEEE N
HEEEE N
HEEEE N
HEEEE N
HEEEE N
HEEEE N
HEEEE N
HEEEE N
L/ Du e

Infertility. If there was any history of sub/infertility please give details of drug treatments and IVF/ICSI cycles
(including number) below:

Condoms

Contraceptive pill
Contraceptive injections
Contraceptive patch
Contraceptive implants
Intrauterine device (IUD)
Diaphragms and caps

Other

.
.

None

Previous pregnancies

Year Duration of SM/TOP/E/LB/SB/END Method of Delivery Describe any complications
pregnancy

SM = spontaneous miscarriage TOP = termination of pregnancy E = ectopic pregnancy LB = live birth SB = stillbirth
END = early neonatal death (<7 days age)

-11 -
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SECTION 3: THIS PREGNANCY

To be completed by lead professional caring for her during the antenatal period (please read instructions on page 6)

LMP (dd/mm/yy) IO/ ]

Gestation at booking (weeks) I:H:l

Date of first antenatal visit (dd/mm/yy) I:H:l / I:H:l / I:H:l

Length of time between referral by GP to antenatal clinic appointment

Was gestational age confirmed by dating scan? |:| Yes |:| No

EDD (dd/mm/yy) v

If she booked late (after 16 weeks) please give the reasons she stated for this in the box below:

Initial arrangements for antenatal care

Midwife-led care
Midwife/GP care
Shared with hospital
Consultant unit only

Private

HEnnnn

Other (please specify):

If these were subsequently changed please outline details why in the box below:

-12 -
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SECTION 3 cont: This Pregnancy

Please attach a copy of the woman’s record of antenatal visits. For each visit please ensure that the following
information is included: date and gestation, Hb, BP, urine, fundal height (cm), presentation, oedema, any remarks
regarding screening tests performed, etc.

Please record the following information:

Height of patient (cm): I:H:H:l
Booking weight (kg): I:H:H:l
Body mass index (BMI) I:H:l . I:l

If BMI not available, was woman judged
to have been obese? I:l Yes I:l No

ABO group

Rhesus factor

Sickle cell test

Was the woman positive for any of the following?

Syphilis

Hepatitis

HIV

Serum AFP

Other, please specify:
Rubella: I:l Immune I:l Non-immune

Hnnnn

Were there any antenatal hospital admissions? |:| Yes |:| No

If yes, please provide dates and reasons.

If this woman had sepsis during pregnancy that either caused or contributed to her death, please also
fill in Section 12.

-13 -
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SECTION 4: SPECIFIC COMMENTS ON ANTENATAL CARE

Please give a full report (including any treatment other than routine) even if antenatal care does not appear to be
causally related to death. Please attach GP referral letter to maternity services.

Did any administrative factors, lack of resources or any other non-clinical factors contribute to the outcome?

GENERAL PRACTITIONER’S REPORT on antenatal care

Please read instructions for completing this report on page 6.

What did you learn from this case and how has it changed your practice?

MIDWIFERY REPORT

a) by midwife/midwives involved in antenatal care

Please read instructions for completing this report on page 6.

What did you learn from this case and how has it changed your practice?

- 14 -
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SECTION 4 cont: Specific Comments on Antenatal Care

MIDWIFERY REPORT

b) by midwife in charge of maternity unit. Please attach additional pages if necessary.

Please read instructions for completing this report on page 6.

What did you learn from this case and how, if appropriate, has it changed your practice?

If relevant, what arrangement does your unit have for follow-up of poor/non-attenders?

CONSULTANT OBSTETRICIAN’S REPORT on antenatal care. Please attach additional pages if necessary.

Please read instructions for completing this report on page 6.

What did you learn from this case and how, if appropriate, has it changed your practice?

If death was following miscarriage or termination of pregnancy please go to Section 5.
If death was due to ectopic pregnancy please go to Section 6.
If death occurred for other reasons before delivery or during or after labour please start at Section 7.

-15 -
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SECTION 5: DEATHS FROM MISCARRIAGE OR TERMINATION OF PREGNANCY (TOP)

For completion by supervising doctor (please read instructions on page 6)

DEATHS FROM MISCARRIAGE

Date of miscarriage (dd/mm/yy) I:H:l / I:H:l / I:H:l

Gestation (weeks) I:H:l
Was gestation confirmed by ultrasound? |:| Yes |:| No
Was this a:

I:l Complete miscarriage
I:l Incomplete miscarriage
I:l Missed miscarriage

I:l Hydatidiform mole / trophoblastic disease

Please give details of the treatment provided below:

What did you learn from this case and how has it changed your practice?

-16 -
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SECTION 5 cont: Deaths from Miscarriage or Termination of Pregnancy (TOP)

DEATHS FROM TERMINATION OF PREGNANCY (TOP)

Date of TOP (dd/mm/yy) DD / I:H:l / I:H:l
Gestation (weeks) I:H:l

Was gestation confirmed by ultrasound? |:| Yes |:| No

Was the TOP (please tick all that apply):

I:l Legal I:l Day case I:l Medical I:l Private
I:l Other I:l Overnight stay I:l Surgical I:l NHS

Where did it take place?

I:l NHS hospital
|:| Private hospital or clinic

I:l Home

I:l Other (please specify)

Please give details of the TOP by outlining all procedures, drugs, IV infusions or other with date and time
(24-hour clock). Also state oxytocic agents (dose, route and frequency) if used, in the box below. If she
had a medical TOP what follow-up care was provided?

What did you learn from this case and how has it changed your practice?

-17 -
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SECTION 6: DEATHS FROM ECTOPIC PREGNANCY

For completion by supervising obstetrician (please read instructions on page 6)

Did the woman know she was pregnant? |:| Yes |:| No
Has she seen a GP or midwife to confirm
the preghancy? |:| Yes |:| No

Was she seen by:

GP |:| Yes |:| No How many times?
GP locum/deputising I:l Yes I:l No How many times?
Emergency department staff |:| Yes |:| No How many times?
Obs/Gynae staff I:l Yes I:l No How many times?
Early pregnancy unit |:| Yes |:| No How many times?

Please attach a report from each health professional involved in her care, on separate sheets if
necessary. Please include a report from any GP who may have seen her as well as any relevant
attendance at Emergency department, including length of time before being seen by a doctor.

Was diagnosis confirmed by ultrasound? |:| Yes |:| No

Please give details of events leading to death.

What have you learned from this case and how has it changed your practice?

-18 -
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SECTION 6 cont: Deaths from Ectopic Pregnancy continued

For hospital staff: please give details of operation and fill in anaesthetic and critical care sections (13 and 15) as
necessary, stating grades of operating/anaesthetic staff.

What have you learned from this case and how has it changed your practice?

-19 -
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SECTION 7: DEATHS OCCURRING BEFORE LABOUR OTHER THAN MISCARRIAGE
ECTOPIC ORTOP

Please also give further details of medical problems in Section 10.

Summary of events

Midwives Comments

Please read instructions on page 6.

What did you learn about this case and how has it changed your practice?

-20-
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SECTION 7 cont: Deaths Occurring before Labour other than Miscarriage, Ectopic or TOP

Obstetrician’s comments on deaths occurring before labour

Please read instructions for completing this report on page 6.

What did you learn about this case and how has it changed your practice?

GP’S comments on deaths occurring before labour

Please read instructions for completing this report on page 6.

What did you learn about this case and how has it changed your practice?

Please go to Sections 10-16 and fill in as applicable.

-21 -

—



final pagesl-44.gqxd 25/05/2006 11:25 Page 22 $

SECTION 8: LABOUR AND DELIVERY

For completion by doctor or midwife responsible for intrapartum care (please read instructions on page 6)

Date of delivery (dd/mm/yy) DD / DD / DD

Admission to hospital (dd/mm/yy) I:H:l / I:H:l / I:H:l Time (24-hr clock) I:H:l . I:H:l
Admission to delivery suite dd/mmiyy) | L |/ L 1/ ][] Time @4-hrciock) | J[ ]:[ I[ ]
Onset of labour (dd/mm/yy) CICT/70 0007000 Time @a-hretocky [ ]2 [ 1]

Intended place Expected place If transferred
of delivery at of delivery once during labour,
booking labour commenced please tick where to

Consultant-led unit
Midwife-led unit integrated with main hospital

Midwife-led unit/birth centre separate
from main hospital

Private hospital/birth centre
Emergency department

Home

OO 4o
OO 4o
OO 4o

Other, please specify

If there were any additional transfers, please document on separate sheet.

If the woman was transferred during labour, please describe any delays or problems.

Health professionals in attendance (please specify number)  During labour During delivery

Midwife I:l
GP I:l

oo

Obstetrician |:|

Anaesthetist I:l

Other, please specify: |:|

Was the midwife responsible for intrapartum care

part of a team known to the woman? |:| Yes I:l No

Status of midwife Grade Years’ experience Status of obstetrician Grade Years’ Tick if

responsible for responsible for experience Locum

intrapartum care intrapartum care

Permanent staff Consultant I:l

Agencylbank Post MRCOG []
Pre MRCOG I:l
For training grades please give number of years’ experience

Please add any other comments below.
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SECTION 8 cont: Labour and Delivery

Duration of labour

First stage: I:H:l hours I:H:l minutes
Second stage: I:H:l hours I:H:l minutes
Third stage: I:H:l hours I:H:l minutes

Presentation at onset of labour

|:| Cephalic |:| Breech |:| Transverse or oblique
I:l Not known I:l Other, please specify:

Onset of labour
I:l Spontaneous I:l Induction I:l Caesarean before labour
I:l Not known I:l Other, please specify:

Induction (Please tick and where appropriate specify drug type, dose and timing of administration)

Method Drug type Dose and timing Route of administration
of administration

|:| Prostaglandin

I:l Oxytocin

I:l Other, please specify:
I:l Artificial rupture of membranes

Reason for induction

I:l Post dates I:l PIH
|:| Maternal request |:| IUFD

Mode of delivery

I:l Normal vaginal
I:l Assisted vaginal: forceps low cavity

APH I:l Diabetes

Other, please specify:

Caesarean section lower segment
Caesarean section upper segment

I:l Assisted vaginal: forceps mid cavity Other, please specify:

o O

I:l Assisted vaginal: vacuum/ventouse Not known

Please add any other comments below:

Was she seen by a consultant during labour? |:| Yes |:| No

At what point during labour was a consultant obstetrician made aware of any potential problems?

Was there any difficulty or delay in obtaining:
|:| Consultant obstetrician help |:| Other obstetric medical help |:| Midwifery help
|:| Consultant anaesthetist |:| Consultant other |:| Other medical help
I:l Ambulance services I:l Neonatal resuscitation I:l Blood products
|:| Delay in laboratory testing

Please specify:
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SECTION 8 cont: Labour and Delivery

Please describe any abnormalities arising during labour, including indications for operative delivery,
if any.

Caesarean section

Type (RCOG/RCA definitions)
I:l Elective. At a time to suit woman or maternity team.
I:l Scheduled. Needing early delivery but no maternal or fetal complication.
I:l Urgent. Maternal or fetal compromise which is not immediately life threatening.
I:l Emergency. Immediate threat to life of woman or fetus.

I:l Peri or post mortem. Woman either already dead or undergoing CPR.

Indications for caesarean section
Maternal Fetal

Failure to progress Breech

Maternal medical condition Chorioamnionitis
Maternal request Cord prolapse
Placenta praevia Failed induction of labour
Placental abruption Fetal congenital anomaly
Pre-eclampsia Large baby
Previous caesarean section Multiple pregnancy
Previous obstetric history Presumed fetal compromise

Other, please describe: Un-stable lie

.
Y O

Other, please describe:

Grade of obstetrician performing and assisting the caesarean section (please also see Section 13 for grade
of anaesthetist)

Performing CS Assisting CS
Grade of medical staff TICK  Tick if locum* TICK  Tick if locum*

Senior house officer

Specialist registrar Year 1 — 3

Specialist registrar Year 4 — 5

Non-consultant career grade (NCCG)

Consultant

HEnnnn
NN nEnN
HEnnnn
HEnEnN

Other, please specify

*indicate length of employment

Please describe operation and any difficulties encountered (attach extra sheets if necessary):

What have you learned from this case and how has it changed your practice?
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SECTION 8 cont: Labour and Delivery

Third Stage

Active management |:| Yes |:| No

Estimated primary blood loss (ml)

Episiotomy |:| Yes |:| No
Tear (please specify if 1°, 2°, 3°, 4°)

Method of delivery of placenta

Were membranes and placenta complete?

If IV infusions were required state what and why, in the box below:

State oxytocic drugs used during and after third stage

Drug Time Dose Route

Please add any other comments on the third stage

Baby/Babies 1 2 3 4

Birthweight in grams

Maturity at birth in completed weeks

Male/Female

Live births 1 2 3 4

Surviving after 4 weeks

Death <24 hours

Early neonatal death (1 — 7 days)

Late neonatal death (1 — 4 weeks)

Not known

Transferred to PICU/NICU/SCBU (Please specify)

Stillbirths 1 2 3 4
Fresh
Macerated
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SECTION 9: PUERPERIUM

For completion by doctor or midwife responsible for postpartum care (please read instructions on page 6).

Date of discharge (dd/mm/yy) DD / DD / DD

Please state how many days or hours after
delivery the mother was discharged home: |:||:| days |:||:| hours

Please give details of any puerperal complications
(e.g. pyrexia, hypertension, secondary PPH, breastfeeding).

Please give details of any treatment required.

Was her haemoglobin concentration checked postpartum? If so, please state on which days and what her
Hb levels were. Also state if she required a blood transfusion and how many units were given.

Was she transferred to HDU or critical care? |:| Yes |:| No

If so please give brief summary of reasons (see also Section 14).

Please state any other factors concerning her puerperium in hospital.

Did she require readmission? If so, how many days post delivery and for what reason?
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SECTION 9 cont: Puerperium

Please provide the postnatal record sheet and a short report by the community midwives caring for her
during the postnatal period at home, including home circumstances and social support. A fuller separate
report should be attached if the case was complicated.

What did you learn from this case and how has it changed your practice?

How many postnatal checks did she receive and on what days post delivery?

Did she suffer from postnatal depression or any other psychiatric iliness? If so, please go to Section 12.

Please give details of any other problems she encountered in the postnatal period in the box below:
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SECTION 10: DEATHS FROM OTHER MEDICAL OR SURGICAL DISORDERS

Please go to Section 11 for deaths from thromboembolism (to be completed by person responsible for
medical/surgical care) (please read instructions on page 6).

Please state disorder(s):

Did it pre-date pregnancy? |:| Yes |:| No

If it pre-dated pregnancy please provide a brief summary of age at onset and previous treatment:

Did she require any special care during pregnancy? Give details of any joint clinics attended,
e.g. diabetic/epilepsy/cardiac:

Was she given preconception counselling concerning preconception/pregnancy care or significant risks
to her own health? If so by whom and what was the outcome?

If there was a genetic component did she/her family receive counselling/testing before or after her death?

Please provide a summary of the events leading to her death.
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SECTION 11: DEATHS FROM THROMBOEMBOLISM

To be completed by persons responsible for midwifery, general practice, obstetric or medical care
(please read instructions on page 6)

Gestation at diagnosis or days postpartum: |:||:| weeks of gestation |:||:| days postpartum

Site of thrombosis Site of embolism

Pulmonary thromboembolism

Did she have a past history of thromboembolism? If so, was it pregnancy related?

Please give details of any family history of thromboembolism and if she had a thrombophilia screen

Had she recently travelled a long journey by either air, bus or car? If so, how long before the embolism
occurred? Please give details of duration of journey.

Were there any other risk factors, e.g. prolonged immobility/use of wheelchair?

Please give details of hormonal contraception; preparation used and how long stopped prior to
conception and/or date resumed after delivery.

Please give body mass index and weight at time of prescription. Were there any other contraindications to
prescription?
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SECTION 11 cont: Deaths from Thromboembolism

Please describe her presenting features and what investigations and treatment were undertaken?

Did she receive thrombo-prophylaxis during her pregnancy or during delivery? If so please state what,
when commenced, dosage and duration of use.

Please give details or provide copy of protocols for thrombo-prophylactic regimen used antenatally, for
caesarean section and postnatally?

Were other prophylactic measures used, e.g. TED stockings?

Please provide summary of the events leading to her death.

What have you learned from this case and how has it changed your practice?
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SECTION 12: SEPSIS

Please fill in this section if sepsis was the cause of death or was a contributing factor.

Please detail any incidence of the following by ticking as appropriate:

Elevated WCC
Pyrexia (>38°C)  (normal range in preghancy Leucopenia Other evidence
3.21-7.4x109/L) of infection

Early pregnancy <24 weeks

or after miscarriage, TOP,

ectopic pregnancy l:l
Late pregnancy >24 weeks l:l

Intrapartum l:l

Puerperium l:l

6 weeks — 1 year post-delivery l:l

Hnnnn
Hnnnn
Hnnnn

If the presence of infection was indicated above please answer the following:
Were specimens taken for micro-organisms: I:l Yes I:l No

If yes, please tick options:

I:l MSU (urine) I:l Placental swabs I:l CSF

I:l Vaginal swabs I:l Blood culture I:l Other sites

Please state which micro-organisms were identified.

Please give details of therapy and or antibiotic treatment given.
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SECTION 13: ANAESTHESIA

To be completed by anaesthetist(s) caring for the woman. Please attach additional sheets if necessary and
copies of all anaesthetic charts. (please read instructions on page 6)

Reason for anaesthesia/analgesia.

Antenatal or preoperative consultation |:| Yes |:| No

Date (dd/mm/yy) I:H:l / I:H:l / I:H:l Gestation

Please detail relevant physical status and investigations requested, reason for consultation and the
outcome of the consultation.

Labour |:| Yes |:| No

What inhalation or other analgesic and/or other drugs were given during labour? (frequency, site, dose,
time (24-hour clock))

Date (dd/mm/yy) Drug and route Dose Time (24-hour clock)

Preoperative preparation (including control of gastric secretion)
Oral intake. Give date and time of last intake before induction of anaesthesia

Date (dd/mm/yy) I:H:l / I:H:l / I:H:l Time (24-hour clock) I:H:H:H:l

What was ingested?

Were oral antacids used? |:| Yes |:| No
If yes please state which:
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SECTION 13 cont: Anaesthesia

State times and doses of oral antacids.

Type of anaesthesia (please state reason for choice of technique).

Monitoring used
[ ] Eca
|:| Pulse oximeter (attach printout)

I:l Capnography (attach printout)

[ ] cvp
I:l Intra-arterial

Regional analgesia/anaesthesia (please include timing, drugs and doses used).

Preloading: Fluid (volume)

Premedication: Drug (dose)

Infiltration Site
Epidural Catheter used
Spinal Catheter used

Combined spinal and epidural

Other (please state)
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SECTION 13 cont: Anaesthesia

If epidural was test dose administered? |:| Yes |:| No

If yes, was test dose given by catheter? |:| Yes |:| No

If conversion from regional to general anaesthesia took place, please state reason.

Grade of anaesthetist performing and assisting with the anaesthetic

Performing Assisting
Grade of medical staff TICK  Tick if locum* TICK  Tick if locum*

Senior house officer

Specialist registrar Year 1 — 3

Specialist registrar Year 4 — 5

Non-consultant career grade (NCCG)

Consultant

oo
oo
oo
oo

Other, please specify:

*indicate length of employment

Was skilled nursing or ODA help available
at all times? [ Jves [ ] nNo

Was the consultant anaesthetist on call informed? |:| Yes |:| No

If so, at what point prior to or during the operation?

Was the consultant anaesthetist on call present at any time during the procedure? If so, when?
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SECTION 13 cont: Anaesthesia

Recovery
Did full recovery occur? I:l Yes I:l No

If so, state date (dd/mm/yy) and time (24-hr) I:H:l / I:H:l / I:H:l Time: I:H:H:H:l

Was full recovery from neuromuscular block

confirmed by nerve stimulation? |:| Yes |:| No
Position during extubation: |:| Supine |:| Lateral
Was oxygen saturation used during recovery? |:| Yes |:| No

Where did recovery occur?

I:l Theatre

I:l Recovery room
I:l High dependency unit

I:l Critical care

I:l Other, please specify:

Briefly state any problems during recovery:

If the patient died before recovery please state
the time between induction and death: |:||:| hours |:||:| minutes
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SECTION 13 cont: Anaesthesia

REPORT BY ANAESTHETIST(S) IN ATTENDANCE

A full written report is required from the anaesthetist undertaking the operation and (if necessary) the consultant
in charge/on call. If necessary these reports can be typed on to additional blank sheets of paper and firmly
attached to this form.

(please read instructions on page 6)
Please attach the anaesthetic record sheet and the operative pulse and BP record.

A. For completion by anaesthetist in attendance.

Please read instructions for completion of this report on page 6.

What lessons have you learned from this case and how has it changed your practice?
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SECTION 13 cont: Anaesthesia

Please state whether you consider that there were any organisational deficiencies that may have

contributed to this death, e.g. lack of or faulty equipment, delay in obtaining blood products, staff
shortages? Please specify.

B. Report by consultant anaesthetist if not the anaesthetist in attendance

Please read instructions for completing this report on page 6.

Please state whether you consider that there were any communication issues associated with this case.
Please specify whether these were between multidisciplinary teams or within a clinical specialty.

What lessons have you personally learned from this case and describe how, if at all, it has changed your
own practice and that of your unit/Trust. Have any guidelines been introduced or updated as a result?
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SECTION 14: EMERGENCY MEDICINE

If this woman was seen in the Emergency Medicine Department please complete this section

Please provide a summary of the care she received.

How long did she wait for her first assessment? |:||:| hours |:||:| minutes

Was she first assessed by a:

Triage nurse

Advanced nurse practitioner

Junior doctor

Staff grade or consultant in emergency medicine
Junior obstetrician/gynaecologist

Staff grade or consultant obstetrician/gynaecologist

Midwife

.

Other, please specify:

If she was referred for a further opinion,

how long did she wait? U T hours [ ][] minutes

Who did she see?

Triage nurse

Advanced nurse practitioner

Junior doctor

Staff grade or consultant in emergency medicine
Junior obstetrician/gynaecologist

Staff grade or consultant obstetrician/gynaecologist

Midwife

.

Other, please specify:
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SECTION 14 cont: Emergency Medicine

What investigations were performed?

What was the diagnosis?

What was her treatment plan?

How many times did this woman present in an
Emergency Department during this pregnancy? |:||:|

-39 -



final pagesl-44.gqxd 25/05/2006 11:25 Page 40 $
SECTION 15: CRITICAL CARE OR OTHER SPECIALIST CARE

To be completed by consultant in charge of critical care unit. (please read instructions on page 6)

Please state where the woman was transferred to post-delivery.

Initial Transfer/Admission Second Transfer

Onsite critical care unit

Other critical care unit

Onsite HDU

Other HDU

Specialised cardiac unit

Specialised neurosurgery unit

Specialised liver unit

Other, please state:

Please complete table below for each transfer as applicable.

Initial Transfer/Admission Second Transfer

Date of transfer (dd/mm/yy)

Time of transfer (24-hour clock)

Reason for transfer

Describe any problems or delays in
transfer including length of delay

Grade of staff accompanying woman
during transfer

Length of stay on unit before death or
transfer (hours/days)

If the woman was transferred on more than 2 occasions, please provide details as above for each unit on a
separate sheet and attach.

Summary of stay on unit

Please provide a synopsis of the patient’s stay on the critical care unit. You may attach your report on a separate
sheet of paper. Please also attach critical care unit or other records and provide the discharge/death
summary. If she was transferred to another specialist unit please indicate the reasons for this.
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SECTION 15 cont: Critical Care or Other Specialist Care

Report by consultant in charge of critical care unit (cont.)

Please state whether you consider that there were any factors (clinical and non-clinical) that led to this
death, e.g. lack of or faulty equipment, delay in obtaining blood products, staff shortages? Please specify.

What lessons have you personally learned from this case and describe how, if at all, it has changed your
own practice and that of your unit/Trust. Have any guidelines been introduced or updated as a result?

Report by consultant in charge of specialist unit to which the patient was subsequently transferred

Please provide a summary of the patient’s stay in your unit (this can be an additional piece of paper),
including reasons for transfer and any operative interventions. Please also attach a copy of the discharge
summary.
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SECTION 16: PSYCHIATRIC AND SOCIAL SERVICES

To be completed by psychiatrist, GP, community psychiatric team leader, relevant social services if involved etc.
Please attach your completed reports on extra sheets of paper and attach them firmly to this report form.
(please read instructions on page 6 before completion)

As this report is concerned with social exclusion as well as psychiatric illness, details are required of
treatment for substance misuse, eating disorders, domestic violence and other forms of abuse as well as
for pre-existing psychiatric illness and postnatal depression.

As many agencies may have been involved in caring for this woman each should complete a separate
report as necessary and attach it firmly to this booklet. Please also attach a copy of the suicide audit,
report to the Coroner and details of last psychiatric assessment as appropriate.

Provide details of any psychiatric history (unrelated to this pregnancy)
Primary diagnosis Age at onset Treatment provided

Organic brain syndrome

Schizophrenia/other psychoses

Bipolar disorder

Severe depressive illness

Anxiety state/OCD

Mild to moderate depressive illness

Acute stress reaction

Substance misuse

Personality disorder

Anorexia/Bulimia

Y O I

Other

Was this psychiatric history apparent in a previous pregnancy? |:| Yes |:| No
If yes, was it in the:

I:l Antenatal period only I:l Antenatal and postnatal periods
I:l Postnatal period only I:l Other, please describe:

Did this woman have a family history of psychiatric illness?
Primary diagnosis Family member

Organic brain syndrome

Schizophrenia/other psychoses

Bipolar disorder

Severe depressive illness

Anxiety state/OCD

Mild to moderate depressive illness

Acute stress reaction

Substance misuse

Personality disorder

Other

Y O

Was a new psychiatric illness diagnosed during:

Timing (gestation or weeks postnatal) Diagnosis
|:| This pregnancy
|:| During the postnatal period
|:| No new psychiatric illness diagnosed
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SECTION 16 cont: Psychiatric and Social Services

What was the highest level of psychiatric care that this woman received?

During this pregnancy

During the postnatal period

Inpatient: mother baby unit
(please specify number of admissions)

Inpatient: general psychiatric unit
(please specify number of admissions)

Crisis Management Team/Home Management Team

Outpatients

Counselling/psychologist

Community mental health team

Substance misuse services

GP/Primary Care

None

Did the woman deliberately self-harm
Before this pregnancy?

Method:

Life-threatening?

During this pregnancy?

Method:

Life-threatening?

During the postnatal period?

Method:

|:| Yes |:| No
|:| Yes |:| No
|:| Yes |:| No
|:| Yes |:| No
I:l Yes I:l No

Life-threatening?

] Yes

[ ] No

Provide a brief history of any other problems (see instructions above) from which this woman was
suffering and or any adverse life event(s) in the 12 months prior to death.

Please describe what services, treatments and management plans (if any) were provided during and after

this pregnancy to manage this woman’s risk?

List any factors hindering appropriate treatment.
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SECTION 16 cont: Psychiatric and Social Services

Provide a summary of the events leading to the woman’s death.

Were there any delays in referral or obtaining
either outpatient or inpatient treatment? |:| Yes |:| No

If yes, please describe.

Was there any communication between maternity
and psychiatric or substance misuse services? |:| Yes |:| No

If yes, please describe.

Had this woman prior to her death:
I:l Killed her new baby
|:| Killed any of her older children
I:l Caused non-accidental injury/serious neglect of her new baby or her other children

I:l Other violent acts, please describe:

If this was a suicide, what was the method used?

Self-poisoning/overdose Jumping/lying before a train

Carbon monoxide poisoning Jumping/lying before a road vehicle

Hanging/strangulation Suffocation
Drowning Burning
Firearms Electrocution

Cutting or stabbing Other, please specify

.
.

Jumping from a height Not known

What have you learned from this case and how has it changed your practice?

Other comments:
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