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BACKGROUND, AIMS AND OBJECTIVES OF THE ENQUIRY

Background to the Enquiry

Over 50 years ago, in 1952, major changes took place in the systems for reviewing
maternal deaths in England and Wales. After a discussion on maternal mortality at the
12th British Congress on Obstetrics and Gynaecology in 1949 and representations to the
Ministry of Health, the system of local reporting of maternal deaths by Medical Officers
of Health directly to the Ministry was replaced by an enhanced national system of re-
gional and national assessment by clinicians. A series of triennial reports was instituted to
disseminate the findings and associated recommendations for improving practice to re-
duce maternal mortality. The first of these triennial reports, covering the years, 1952–54,
was published in 1957. Similar systems were instituted in Northern Ireland in 1956 and
Scotland in 1965. Since 1985–87, data for all four countries of the UK have been pooled
and published in a common Report. This Report is the sixth in the UK series.

For many years, the Enquiry was directly run by the four Health Departments concerned
but, in the past few years, this responsibility has been moved to the centrally funded
national institutions concerned with reproductive, maternal and child health. The overall
organisation and responsibility for producing the final Report rests with the Confidential
Enquiries into Maternal and Child Health (CEMACH). CEMACH is commissioned by the
National Institute of Clinical Excellence (NICE) to conduct the Enquiry in England and
Wales. Northern Ireland does not come under NICE but contributes funds to CEMACH
to cover its participation. In Scotland, the Scottish Programme for Clinical Effectiveness
in Reproductive Health, acting on behalf of the NHS Quality Improvement for Scotland
(NHSQIS), conducts its own enquiry programme but sends its cases to be included in
the triennial report and contributes funds towards its participation in the Enquiry.

CEMACH

The Confidential Enquiry into Maternal and Child Health for England and Wales came
into being on 1 April 2003. CEMACH reports to, and is primarily funded, by the Na-
tional Institute for Clinical Excellence. It is, however, an independent body with its own
Board, including members nominated by the Royal Colleges of Obstetricians and Gy-
naecologists, Midwives, Anaesthetists, Pathologists, Paediatrics and Child Health and
the Faculty of Public Health Medicine of the Royal College of Physicians. The remit of
CEMACH includes the improvement of maternal and child health as well as mortality
reviews and it covers babies and children in addition to mothers.

This Report, covering maternal deaths for the UK in the period 2000–02, is the first to
be produced under the auspices of CEMACH. The methodology used for its preparation
has followed the same pattern as previous Reports. CEMACH intends that the ongoing
Enquiry into maternal deaths for the triennium 2003–05 should continue with broadly
the same approach as used in earlier Reports. CEMACH is, though, currently working to
strengthen the processes underpinning the maternal deaths’ Enquiry using its regional
network. These are considered to be a vital part of the Enquiry.

The Enquiry Reports have played an important part in the reduction in deaths attributable
to pregnancy since 1952. CEMACH is determined to play its part ensuring that this
achievement is sustained. The new Enquiry will be reviewing how it can best undertake
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the continuous monitoring of maternal deaths, in addition to more specific projects
aimed at improving maternal health more widely. The professional bodies which previ-
ously contributed to the Enquiry, along with those represented on the CEMACH Board,
will all continue to play an important part in the further development of the maternal
enquiry.

The use of vignettes

The past Enquiry Reports have been characterised by the use of a significant num-
ber of vignettes, which broadly described the circumstances surrounding an individual
woman’s death and the lessons which could be drawn from this. Recognising that ensur-
ing that everyone, including family members and professional staff, require reassurance
about the guiding principle of maintaining confidentiality out of respect for those who
have died, CEMACH uses vignettes to help in the identification of lessons learned for the
improvement of future professional practice or overall service delivery. Vignettes used
in this Report do not include the full circumstances of any individual case. They neither
provide nor imply a complete overall assessment or judgement of the totality of care
provided in a case, although they may point to where general lessons may be learned
from particular aspects of care. Individual details in vignettes may be changed to protect
the anonymity of the patient and may represent a composite of several cases. CEMACH
cannot confirm or deny the identity of any individual woman, aspects of whose care
may be included within a vignette, since all records used in the Enquiry are destroyed
before publication of the Report. Further details on the method of enquiry are included
in Appendix 1 of this Report.

The aims and objectives of the Enquiry

The aim of the Enquiry is to form part of the Government’s agenda for clinical gover-
nance, to help ensure that all pregnant and recently delivered women receive the best
possible care delivered in appropriate settings and taking account of their individual
needs.

The objectives are:

• to assess the main causes of and trends in maternal deaths

• to identify any avoidable or substandard factors

• to promulgate these findings to all relevant health care professionals

• to improve the care that pregnant and recently delivered women receive and to
reduce maternal mortality and morbidity rates still further, as well as the proportion
of deaths due to substandard care

• to make recommendations concerning the improvement of clinical care and service
provision, including local audit, to purchasers of obstetric services and professionals
involved in caring for pregnant women

• to suggest directions for future areas for research and audit at a local and national
level

• to produce a triennial report for the funding bodies in four all countries.
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The Enquiry’s role in setting clinical standards
and contributing to clinical governance

The Enquiry is the longest running example of national professional self evaluation in the
world. While much has changed since its inception in 1952, the lessons to be learned
remain as valid now as in the past. While the Enquiry has always had the support of
professionals involved in caring for pregnant or recently delivered women, it is also a
government requirement that all maternal deaths should be subject to this confidential
Enquiry and all health professionals have a duty to provide the information required.
This represents, to a large part, a continuation of current practice.1–4

In participating in this Enquiry, all health professionals are asked for two things:

• If they have been caring for a woman who died, health professionals are asked to
provide the Enquiry with a full and accurate account of the circumstances leading
up to the woman’s death, with supporting records.

• Irrespective of whether they have been caring for a woman who died, or not, health
professionals are asked to reflect on and take any actions that may be required, either
personally or as part of their wider institution, as a result of the recommendations
and lessons contained within this Report.

At a local level healthcare Trusts can use the findings of the Enquiry to:

• ensure all Direct and Indirect deaths are subject to a local review and critical incident
report

• develop or regularly update multidisciplinary guidelines for the management of com-
plications during or after pregnancy

• review and modify, where necessary, the existing arrangements for the provision of
maternity or obstetric care

• promote local audit and clinical governance.

At a national level:

In England and Wales, the findings of the Enquiry are used:

• to help inform government policy

• to inform NICE or other guideline or audit development

• to inform guideline and audit development by the relevant Royal Colleges

• to set minimum standards of care, for example as set out in the criteria for the
management of maternity services by the Clinical Negligence Scheme for Trusts
(CNST)

• as part of the postgraduate training and continuous professional self-development
syllabus for all relevant health professionals

• to identify areas for further research.

In Scotland, the findings of the Enquiry inform the work of equivalent bodies responsi-
ble for national quality initiatives. These include the Clinical Resource and Audit group
(CRAG), the Scottish Intercollegiate Guidelines Network (SIGN), the Clinical Standards
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Board for Scotland (CSBS) and the Clinical Negligence and Other Risks Indemnity
Scheme (CNORIS). Similar arrangements exist in Northern Ireland.

Study methodology

The findings of this Report demonstrate the contribution of such an observational study
to both maternal and child health and the overall public health, and emphasise the need
for it to continue in the future.

Some people describe the Enquiry as a form of clinical audit that could be used for
performance monitoring. It is not. It is an observational and self-reflective study which
identifies patterns of practice, service provision and public health issues that may be
causally related to maternal deaths.

This method of reviewing individual deaths has been described as ‘sentinel event report-
ing’. Rutstein et al.,5 over 25 years ago, stated: “Just as the investigation of an aeroplane
accident goes beyond the immediate reasons for the crash to the implications of the
design, method of manufacture, maintenance and operation of the plane, so should the
study of unnecessary undesirable health events yield crucial information on the scien-
tific, medical, social and personal factors that could lead to better health. Moreover,
the evidence collected will not be limited to the factors that yield only to measure of
medical control. If there is clear cut documented evidence that identifiable social, envi-
ronmental, “life-style”, economic or genetic factors are responsible for special varieties
of unnecessary disease, disability, or untimely death, these factors should be identified
and eliminated whenever possible”. It is this that the Enquiry aims to achieve.

Some question whether the Reports are ‘evidence based’. The highest level of evidence
of clinical effectiveness comes from systematic reviews of randomised controlled tri-
als. The most comprehensive and up-to-date systematic reviews of relevance to these
Enquiries are produced by the Cochrane Pregnancy and Childbirth Group, whose edito-
rial structure is funded by the NHS Central Programme for Research and Development.
The Co-ordinating Editor of the Group is a member of the editorial board of this Enquiry.

Some Cochrane reviews are of direct relevance to topics highlighted by deaths
described in recent Reports and have been cited to support recommendations. These
include treatments for eclampsia and pre-eclampsia, and antibiotic prophylaxis before
caesarean section. However, many problems tackled in successive Reports have not
been addressed by randomised trials including prevention of thromboembolic disease
and treatment of amniotic fluid embolism, and of massive obstetric haemorrhage.

An important limitation of randomised trials is that, unless they are very large, they
may provide little information about rare, but important, complications of treatments.
Safety issues are, therefore, sometimes better illuminated by observational studies than
by controlled trials.

Many causes of maternal death are very rare (e.g. Ogilvie’s syndrome or cervical preg-
nancy) and treatment options for these may never be subjected to formal scientific study.
Inevitably, recommendations for care to avoid such deaths in the future rely on lesser
levels of evidence, and frequently on ‘expert opinion’. This does not mean that the
Report is not evidence based, merely that, necessarily, the evidence cannot be in the
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form of a randomised control trial or case–control study, owing to the relative rarity of
the condition.

Beyond the numbers

The work of this Enquiry has long been recognised as a ‘gold standard’ in professional
self-audit and has started to be replicated by other countries. To date, 15 countries,
mainly in the developing world, are now adopting this methodology to help to plan
services to improve maternal and child health. This concept of looking “beyond the
numbers” to understand the real reasons why women die, through the use of a number
of audit methodologies including confidential enquires, is now being promoted by the
World Health Organization (WHO) as a key component of its Making Pregnancy Safer
strategy. This strategy is designed to assist countries with a large number of maternal
deaths to reduce their Maternal Mortality Ratios (MMR) and so work towards the United
Nations Millennium Development Goal to reduce maternal deaths by 75% by 2015.6

WHO has recently published the audit manual Beyond the Numbers; Reviewing Mater-
nal Deaths and Disabilities to Make Pregnancy Safer, which includes a chapter based on
the practical steps for undertaking similar confidential enquiries into maternal deaths.7
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DEFINITIONS OF MATERNAL MORTALITY

The ninth and tenth revisions of the International Classification of Diseases, Injuries and
Causes of Death (ICD9/10)1,2 define a maternal death as “the death of a woman while
pregnant or within 42 days of termination of pregnancy, from any cause related to or
aggravated by the pregnancy or its management, but not from accidental or incidental
causes”.

This means that there was both a temporal and a causal link between pregnancy and
the death. When the woman died, she could have been pregnant at the time (that is,
she died before delivery) or within the previous six weeks have had a pregnancy that
ended in a live or stillbirth, a spontaneous or induced abortion or an ectopic pregnancy.
The pregnancy could have been of any gestational duration. In addition, the death was
caused by the fact that the women was or had been pregnant. Either a complication of
pregnancy or a condition aggravated by pregnancy or something that happened during
the course of caring for the pregnancy caused her death. In other words, if the woman
had not been pregnant, she would not have died at that time.

Maternal deaths are subdivided into further groups as shown in Table 1. Direct maternal
deaths are those resulting from conditions or complications or their management that are
unique to pregnancy, occurring during the antenatal, intrapartum or postpartum period.
Indirect maternal deaths are those resulting from previously existing disease or disease
that develops during pregnancy and which were not due to direct obstetric causes but
which were aggravated by physiologic effects of pregnancy. Examples of Indirect deaths
include epilepsy, diabetes, cardiac disease and, in the UK only, hormone-dependent
malignancies. The Enquiry also classifies most deaths from suicide as indirect deaths,
as they were usually due to puerperal mental illness, although this is not recognised in

Table 1 Definitions of maternal deaths

Term Definition

Maternal deaths∗ Deaths of women while pregnant or within 42 days of the end of the
pregnancy, from any cause related to or aggravated by the pregnancy or
its management, but not from accidental or incidental causes

Direct∗ Deaths resulting from obstetric complications of the pregnant state
(pregnancy, labour and puerperium), from interventions, omissions,
incorrect treatment or from a chain of events resulting from any
of the above

Indirect∗ Deaths resulting from previous existing disease, or disease that
developed during pregnancy and which was not due to direct obstetric
causes, but which was aggravated by the physiologic effects of pregnancy

Late∗∗ Deaths occurring between 42 days and 1 year after abortion, miscarriage
or delivery that are due to Direct or Indirect maternal causes

Coincidental (Fortuitous)∗∗ Deaths from unrelated causes which happen to occur in pregnancy
or the puerperium

Pregnancy-related deaths∗∗ Deaths occurring in women while pregnant or within 42 days of
termination of pregnancy, irrespective of the cause of the death

∗ = ICD 9
∗∗ = ICD 9/10 classifies these deaths as Fortuitous but the Enquiry prefers to use the term Coincidental as it a more accurate

description. The Enquiry also considers deaths from Late Coincidental causes
∗∗∗ = ICD 10
































