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Mothers and Babies-Reducing Risk through
Audits and Confidential Enquiries

Abstract:

The Confidential Enquiries into Maternal Deaths (CEMD) is being disbanded and will be
incorporated into a new structure called MBRRACE- UK, Mdthers and Babi es- Reduci ng Ri sk
through Audits and Confidential Enquiries throughout the UK. The CEMD, which has been in
exi stence since 1952, was highly valued by clinicians. It had an unbroken 60 year
history in existence. It set the bar for higher obstetric standards. It nonitored the
causes of maternal death and inproved safety. It operated through a system of anonyn sed
case records of obstetric deaths. A group of regional and national assessors examni ned
the circunstances around each case. The assessors then nmade reconmendations on the
| essons to be | earned. The Enquiry had wi despread support anong obstetricians and was an
important voice in advocating better maternal care. It constantly stressed the inportant
of clinical vigilance. It enphasised that ol d nmessages need to be frequently repeated
and that there is no roomfor inertia. Its strength was its ability to identify
avoi dabl e causes of maternal death in a no-blame culture. This resulted in an al nost
total buy-in. After preparation of the Report and before its publication all naternal
death forns, relevant docurments and files related to the period of the report are
destroyed and all electronic data is irreversibly destroyed.

The trienniund report 2006-2008, published in March 2011, recorded an overal |l naternal
mortality rate of 11.39 per 100,000. It identified supstandard care in 70% of direct
deaths and 55% of indirect deaths. Shennan and Bew ey state that sonme deaths are
inevitable, but avoidable ones are unacceptable . The Enquiry was truly owned by the
prof essional s who were happy to participate in the review of the worst clinical
outcones. The 2011 report set out a top 10 recommendations |list. These are common
sense, and achievable by all units. The Report advises pre-pregnancy counselling for
medi cal conditions such as epilepsy, diabetes, asthna, cardiac conditions and autoi nmune
di sease. There should be a low threshold for specialist referrals and they should be
prioritised. It enphasises the inportance of systolic hypertension and close attention
to genital tract sepsis. Concerns were expressed about the energence of

communi ty-acqui red Group A streptococcal disease. All wonmen who died with Goup A
streptococcal infection had either worked with or were the mother of young children. It
urges better perinatal pathology services and continued high quality local review of

mat ernal deaths. The nunber of |ocations where pathol ogy is undertaken shoul d reduce and
speci al i st pat hol ogi sts taking on perinatal pathology as part of an agreed service.
Ireland joined the Enquiry in Jan 2009 at the commencenent of the 2009-11 triennium and
its contribution will be included in the next Report. The Irish office is located at the
Irish National Perinatal Epideniology Unit in Cork.

Despite its wide reputation and influence, CEMD has increasingly been criticised by a
nunber of groups and individuals. It is perceived as being too anecdotal. It is

descri bed as providing opinion rather than peer review. Meanwhile its supporters pointed
out that it draws data from nmany supporters. Followi ng a period of intense debate it was
decided to incorporate the CEMD into the new structure MBRRACE- UK.

MBRRACE- UK is a col |l aboration of the National Perinatal Epidemology Unit (NPEU), Oxford
and several universities and charities. The lead is Jenny Kurinczuk at the NPEU. It
will also incorporate TIMVS- The Infant Mrtality and Morbidity Studies. TIMMB is a

col | aborative group of national and regional research projects. It will investigate the
causes, consequences and managerment of norbidity and nortality of the fetus and infant.
This is part of the drive for greater visibility in Neonatal care. |n 2003 Neonatal

networks were set up in the UK Subsequently the Neonatal taskforce, Neonatal toolKkit,
NI CE standards for Neonatal specialist care and the national Neonatal audit programme
were established. The objective is that data should be captured once and should be of
high quality. This inplies consistency in data management which is the platformfor
quality inprovenent programmes. The Neonatal programmes are to be linked to a new child
nortality and norbidity review progranme. Its renit is a confidential in depth case
reviews to help inprove the care of sick children. One its first steps is to accurately
deternm ne what proportion of deaths occur in previously healthy children and what
proportion occur in children with serious underlying disease. The paediatric early

war ni ng system (PEWS) is now being adopted by many units. It consists of 4

par anet er s- behavi our, cardiovascul ar, respiratory and output which are scored on a 0-3
basis. Scores of 4 or nore call for action. It is a break away fromthe traditional
chain of command systemand it helps to identify sick children before their condition
becones an energency. |t is now appreciated that hospitalised children can have a

prol onged conpensatory stabilisation phase before an acute deconpensati on occurs. There
I's data to suggest that it gan provide a forewarning greater than 11 hours, thus

avoi di ng an acute energency .

MBRRACE- UK faces a nunber of diverse challenges. It nust retain the confidence and
support of frontline clinicians. It nmustn t becorme renoved fromindividual high risk
events and the nedical feedback that they provide. The on the ground experiences

of those closely involved in the actual energencies have been invaluable in the
formulation of all the previous reports. It will have to exanine a nunber of energing
threats. One in every 100 births leads to a stillbirth or neonatal death. Over 100 woren
die annual |y during pregnancy. There has been a shift in the pattern of naternal death.
Concerns include poor nmental health, cardiac disease and sepsis. Other issues are deaths
after assisted reproduction and el ective caesarean section from breech presentation.
Managenment of appendicitis is another worry.

It is to be hoped that the new systemw |l build on the outgoing Confidential Enquiry
whi ch has served mothers and their babies so well for such a long tine.
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