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negative for recurvent diseases

negative for allergies, smoking, previous €/P

therapy without side effects

B Spontaneous and phistologic pregnancy
blovwetry corvesponding to amenorrhen
Low risk
regqular morphology and biometry corvesponding to amenorrhen

unchangeo
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u Bwmergency evaluation for

® diagwnosis of
Hospltalization

Prostaglanding
and for fatlure afterbirth

03.07.2012
B No clinieal nwor biochemical signs of sepsis, preeclampsia, DIC

04 .07.2012

u tn good clinical conditions




DESCRIZIONE MACROSCOPICA

Reperto macroscoplco (camplone pervenuto fissato in formalina) [SC]:
e inviato in esame come placenta e membrane” del peso di g 255, di cm 11 x 9, di forma ovale.
: ' paracentrale (a em 2,5 dal margine pit vicino)
ed appare ip cm, di colorito belge
E’ presente str . posta a cm 5 dall'inserzione.
In sezione sono presenu 3 vasi. La gelatina é color marrone e i vas
Le membranesono in gran parte assenti.
Il versante fetale presenta evidente varice a ridosso del funicolo; i vasi diretti a meta placenta sono dilatati.
Il versante materno presenta meta placenta lacerata.
Si prelevano:
1) Funicolo.
2) Membrane.
3) Inserzione e vasi trombizzati (macrosezione).
4,5) Placenta (lobo compatto)
6) Placenta (lobo frammentato).

Informazioni cliniche (come segnalate in richiesta):
- Morte endouterina a 3o settimane di gestazione

- U.M.: 04/12/2012

- PARA: o010

- Ecografia I1° livello (02/07/2012): BCF assente

DIAGNOSI

Placenta con |

(3,4,7) e alterazioni di tipo subischemico

Membrane senza flogosi di rilievo (2).

Carioressi endovasale e detriti apoptoici multipli dello stroma dei villi (3,4,5,6,7)-

Funicolo con spiccate alterazioni di tipo regressivo delle cellule dello stroma e delle fibre della
parete dei vasi, collasso trivasale (1).
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DIAGNOSI ANATOMO-PATOLOGICA
Autopsia N. 113/2012 eseguita il 4-07-2012 alle ore 10,00 dal dott. R. Salmaso

Nato morto con fenotipo dei genitali esterni ed interni femminili, del peso di gr 942, della lunghezza cranio-cal-
caneale di em 37,5, cranio-sacrale 25,5 cm e del piede di cm 5,5.

nza di malformazioni osteo-scheletriche, macerazioni di III° estese al 90% della superficie corporea con dif-
1uso slammamento dell’epidermide, presenza di bolle, netto accavallamento delle ossa parietali ¢ modica ipertri-
cosi in corrispondenza delle spalle.

Valutazione macroscopica degli organi interni:

Timo nella norma.

Polmoni congesti con petecchie sub-pleuriche.

Cuore con concordanza atrio-ventricolare e ventricolo-arteriosa, setti interatriale ed interventricolare integri.
Omogeneizzazione cromica della maggior parte degli organi della cavita addominale.

Valutazione istologica:
Ipoplasia timica di I1I grado.

parete delle arterie ombelicali presentano, inoltre, una marcata ipertrofia della tonaca muscolare.

Polmoni in grave ritardo maturativo rispetto alla settimana di graﬂdanza riferita con angiectasie e congestione.
Sezioni del tratto esofago-gastrico, del piccolo e del grosso intestino nei limiti di norma.

Milza e fegato con congestione diffusa.

Reni congesti, con lieve ritardo maturativo rispetto all’epoca gestazionale, ectasia di calici e pelvi.

Apparato genitale nei limiti di norma.

L'esamindtoye} Dott. R. Salmaso : /RS




WwHO:  “fetal death late in pregnancy”

at which a fetal
death is considered a stillbivth for reporting purposes

B nited States: of gestation as thresholdl
B (nternational Stillbirth Alliance:
B gestational age unknown: fetal welght threshold used varies from

n stillbivths: weeks of gestation
n stillbirths: weeks of gestation

CEMACH (The Perinatal MortaLLtg Surveillance Report), UK.

‘a baby delivered with no signs of Life kinown to have died
after of pregnancy’




n 200F
ln 2005
in ttaly from 1994 to 2006
in ttaly from 1994 to 2006
Over stillbirths 2 28 weeks or 1000 g oceur each year

decrensed since 1995 when about 3 milliow stillbivths were estimated worldwioe

generally constant since 2000 maybe for:

>rising
o ) uore prevalent for Stillbirth
>rising

. )
most births occur at homee N aata completely

tn very remote areas lacking

induced Labors for fetal anomalies o categorized
as stillbirth

premature rupture of membrane




Auscultation and cardiotocography = should not be used

- CSSentiol

(deally, real-time ultrasonography should be available at all times
A second opinion should be obtained whenever practically possible

Mothers should be prepared for the possibility of

a repeat scan should be offered

Other might be seen:

> skull with overlapping bones

> Mgdrops

> maceration




< comosomical defects

XS Y nolromes

** abnormalities

*** placental bed pathology

* development

* parenchima

 Localization

« umbilical cord complications

* PPROM

** preterm Labour

< cervical disfunctions
< latrogenic

> tra m,spLacewtaL
> ascending

> maternal disease
> maternal trauwma




12.9 % of maternal or fetal infections
more Frequent in developing coutries

Rubells virus
Other varal
Protozoal, eg Toxoplasma
Funigal
Other specified arganism  YWALOYLA L endemic aveas

9,2 % of hypertensive disorders




10.4 % of umbilical abnormalities

Othar
Ewvidence of non-reassunng fetal status in a normally grown mifant

Mo intrapartum comphoations and no evdence of nen-reasauwmg fetal status.
SECOND MOST COMMON TYPE

Mdmmhmmmmm

FIRST MOST COMMON TYPE (25 to 60 %)

. : mmmwmwﬂmmmmmm
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With chronic vilis 232.6 % of placental disease

No placental pathology

Other specfied placental pathology




Reason(s) for test Evidence level Reference(s)

Additional comments

Pre-eclampsia and its 3 3,19,42
complications

Multi-organ failure in sepsis
or haemorrhage

Obstetric cholestasis

Maternal thrombophilia

Platelet count to test for occult DIC
(repeat twice weekly)

Not a test for cause of late IUFD

Maternal sepsis, placental abruption
and pre-eclampsia increase the
probability of DIC

Especially important if woman desires
regional anaesthesia

Indicated if evidence of fetal growth
restriction or placental disease

The association between inherited thrombo-
philias and IUFD is weak, and management in
future pregnancy is uncertain®¢-%

Most tests are not affected by pregnancy
- if abnormal, repeat at 6 weeks

Antiphospholipid screen repeated if
abnormal




Maternal random blood

Occult maternal diabetes mellitus 3

Rarely a woman will have incidental
type 1 diabetes mellitus, usually with severe
ketosis

Women with gestational diabetes mellitus
return to normal glucose tolerance within a
few hours after late IUFD has occurred

Maternal HbA

Maternal thyroid function

Anti-red cell antibody
serology

Maternal anti-Ro and
anti-La antibodies

Maternal alloimmune
antiplatelet antibodies

Gestational diabetes
mellitus

3,4,51-53

Most women with gestational diabetes
mellitus have a normal HbA,,

Need to test for gestational diabetes mellitus
in future pregnancy

Might also indicate occult type 1 and type 2
diabetes

Occult maternal
thyroid disease

Immune haemolytic disease

Occult maternal autoimmune
disease

Alloimmune thrombocytopenia

59-62

63

TSH, FT4 and FT3

Indicated if fetal hydrops evident
clinically or on postmortem

Indicated if evidence of hydrops,
endomyocardial fibro-elastosis or
AV node calcification at postmortem

Indicated if fetal intracranial
haemorrhage found on postmortem




Maternal bacteriology:
® blood cultures

® midstream urine

@ vaginal swabs

® cervical swabs

Suspected maternal bacterial
infection including Listeria
monocytogenes and
Chlamydia spp.

Occult maternal-fetal
infection

Tt

2+

32-34,39
41,44,45

30, 32-35,
48

Indicated in the presence of:

@® maternal fever

@ flu-like symptoms

® abnormal liquor _
(purulent appearance/offensive odour)

® prolonged ruptured membranes before
late IUFD

Abnormal bacteriology is of doubtful
significance in the absence of clinical or
histological evidence of chorioamnionitis*®
(Evidence level 3)

In one study, amniotic fluid culture was
positive in only 1 of 44 women with IUFD
despite evidence of chorioamnionitis in a
further 9 women*’ (Evidence level 3)

Also used to direct maternal antibiotic therapy

Stored serum from booking tests can
provide baseline serology

Parvovirus B19, rubella (if nonimmune at
booking), CMV, herpes simplex and
Toxoplasma gondii (routinely)

Hydrops not necessarily a feature of
parvovirus-related late IUFD

Treponemal serology — usually known already

Others if presentation suggestive,
e.g. travel to endemic areas




arental mosaicism

‘Maternal urine for cocaine :Q'ﬂ:lj[{_' drug use T++ 68

‘metabolites

Indicated if:

® fetal unbalanced translocation

® other fetal aneuploidy, e.g. 45X
(Turner syndrome)

® fetal genetic testing fails and history
suggestive of aneuploidy (fetal abnormality
on postmorterm, previous unexplained
IUFD,
recurrent miscarriage)

With consent, if history and/or
presentation are suggestive

Fetal and placental: Fetal infections 2+ 33,34,69 | More informative than maternal
microbiclogy 3 serology for detecting viral infections

@ fetal blood
® fetal swabs
® placental swabs

Cord or cardiac blood (if possible)
in lithium heparin

Written consent advisable for cardiac
bloods

Need to be obtained using clean
technique




Fetal and placental tissues | Aneuploidy
for karyotype (and possible | _. )
single-gene testing): single gene disorders

See sectlon 5.4 on sexing
@ fetal cartilzage
® placenta

Postmortem examination: See sectlon 5.6
® external

® autopsy

@ microcscopy

® X-ray

@ placenia and cord

has the

RF-PCR with
more than 99.9% of samples

3,47576

Absolutely contraindicated If parents
do not wish (written consent essential)

Send several specimens - cell cultures
might fail

Culture bottles must be kept on labour
ward in a refrigerator — stored
separately from formalin preservation
bottles

Genetic materizl should be stored if a
single-gene syndrome is suspected

Absolutely contraindicated If parents
do not wish (written consent essential)

External examination should include
weight and length measurement

IUGR is a significant association for
late IUFD

yleld of all tnvestigations
a major contributor to death was found in the
Loose essentinl information in 17% of perinatal deaths
can be tested rapidly on skin or placental tissue

can provide a highly accurate result within 2 days tn




as Soown as possLbLe
must be obtained
" ecommendations about

> wmeedical condition

> Pre\/’wus ’Lwtmpartum lflistorg

> mother’s preferences

of women within three weeks
% the of for 48 hours Ls

2 chance of maternal  within 4 weeks, tncreasing chawnce thereafter




e .

pre-eclampsia
sepsis

placental abruption
membrane rupture

|

no risk factors

value of postmortem may be
reducent

the appearance of the baby may
deteriorate

psycological aspects




can be achieved within in about 90% of women

< The lmplications of for future childbearing should be discusseot

UNSCARRED UTERUS SCARRED UTERUS

S EEEE

> atgp’waLpaiw

> vaginal bleeding ’
> haematuria on catheter specimen

> wmaternal collapse




ANTIBIOTIC PROPHYLAXIS:

for profilaxis (RCOG)

should be treated with tntravenous broad—spectmm antlblotic tlflempg
(tncluding antichlamydial agents)

develop signs of sepsis during induction of labour

LABOUR ANALGES [A:
should be prefererved to pethidine

should be available

should be reglonal
anaesthesia

* Women should be offered an opportunity to meet with an obstetric annesthetist




B TROMBOPROPHILAXIS

th romboproph Y Laxts

( discuss with haematologist)

B SUPPRESSION OF LACTATION

& ave effective and well tolerated

A oy < Ls superior to bromocriptine
i W @ v ™

X/

% controlndicated Lin

B FERTILITY

> , as earLg as olaa 1R

% aware that Ls possLbLe to concelve




B timing of the
(placental and postmortem available)

O , whew possible
parents find very

p aistressing to ret where
B offered general prepregnancy aolvice . t;elrLZ?gbjmcﬁsMngll@W;

B (nform about risk of recurvence:

12-folol increased risk of intrapartum stillbirth
greater visk of subsequent early IUFDs between 20 and 28 weeks

BNop assoctation between and pregnancy outconme




> Periconceptional fortification
cessation, reduce intake and recreational

reductlon

of pregnancy detection and management

detection and management
detection and management

> (241 weeks of gestation) Ldentification and induction
> Skilled birth attendant at birth
> Availability of
> detection and treatment > never wait Longer than two hours
> Prevention of if there is fetal vovenents
> reduction 0{ » call within 12 hours
> avold " fetal movements

> evaluation of




Hazard (risk) of stillbirth for singleton births without congenital
anomalies by maternal age and gestational age, 2001-2002

<20 years
20-24 years
25-29 years
30-34 years
35-39 years
=40 years

ongoing pregnancies

:
i
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20 21 22 23 24 25 26 17 28 29 30 31 32 33 34 35 36 37 38 39 40 41 42
Gestation, weeks

Older women experience an increased risk of stillbirth at all gestational
EgEE, and this nsl-:: is magnlf‘ ied at tE:rrrr.

the risk of stillbirth D’:rmr_.rghﬂr_.rt pmgnancr i fhe Un:ted States ﬂm } GbSl'-E.‘E' GmemJ
2006 195: 764, Copyright ©2008& Eflsevier.




LABOUT FUTURE PREGNANCIES:

until severe psychological tssues have been resolved

* Lnresolved normal grief responses can evolve tnto

S Women with are pa rtleula rLg vulnerable

aware about subsequent

caw be adversely affected




< call a fetal Loss ‘stillbirth’ is limportant because
less grief support is provided after a miscarringe
< stillbivth often has profound emotional, psychiatric and soctal effects
If the woman s unaccompanied,
her partner, relatives or friends
do  care for women with symptoms of psychiatric disease in
the psychological timpact:
aLscussions should aim to support maternal/parental choice

If a womawn returns home before Labour: offer a




< offern during the
procedure and the Likely appearance of the baby
afterwaros

< advise about the potential
the baby
(extrente pr@maturitg, maceration and
hydrops)
< Maternity units should have the facilities for

producing

v
v
v
v
v
v
v
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..needs for:
< debriefing for carers

% dedicated assoclations

< PASSLNG ceremonies




