2.9          Intrauterine and neonatal deaths

Recognise the antecedents and methods of prevention of intrauterine and neonatal death 

Intra-uterine death (IUD) and Stillbirth

· These terms are used interchangeably but have slightly different definition.  
· IUD is fetal death in utero after 24 weeks gestation (to separate it from miscarriage).
· Stillbirth is a fetus which is delivered after 24 weeks gestation with no signs of life after complete expulsion.  
Aetiology (incidence/age/sex/geography)/Risk Factors:

· IUD occurs in 1% of pregnancies and the national stillbirth rate in the UK is 5.3 per 1000 deliveries.  

· 50% of IUD/stillbirth is idiopathic.

· The other 50% are due to:

a) Maternal conditions

· DM

· HTN/PET

· Obstetric cholestasis

· Thrombophilias

· Sepsis

b) Fetal conditions  

· Infection (TORCH)

· Chromosomal abnormality

· Structural abnormality

· Rhesus disease leading to severe anaemia

· Twin-twin transfusion syndrome

· IUGR

c) Placental conditions

· Placenta praevia

· Placental abruption

· Cord prolapse

Management:

· IOL with prostaglandins and oxytocin

· After delivery encourage the parents to hold the baby.  Handprints and photos can be taken.  

· The attending doctor or midwife should register the stillbirth.

· Monitor FBC and clotting for DIC, which can occur in 10% of cases due to the release of procoagulant factors after death of the fetal body.

Psychological and social support through GP and community midwife (who should do the maternal post-natal checks as normal).  Details of support groups should be given e.g. Stillbirth and neonatal death society {SANDS}).  A follow-up appointment should also be made with the consultant (preferably in a gynae clinic not ANC) to discuss cause of death and risk/counseling for future pregnancies.

Recognise on clinical grounds the possibility of intrauterine death and initiate appropriate investigations

Clinical Features (SSx/Hx&Ex):
HPC

· The woman may present with symptoms of the event causing fetal death e.g. APH in placenta praevia/abruption or with reduced fetal movements.

· When did the woman last feel the baby move?  This can help work out how recent fetal death may have been, but does not help with the underlying cause.

· Ask the following to ascertain possible causes:

· Rhesus status (if rhesus –ve, rhesus disease is possible)

· Screening results (AFP/Down’s, anomaly scans)

· APH

· Maternal conditions e.g. DM, PET, obstetric cholestasis, renal disease, thyroid disease, epilepsy.

· Maternal illness e.g. flu-like illness can suggest maternal infection e.g. with CMV.
POH

· Any history of IUD/stillbirth? Is so, was a cause determined?

· Any history of PET/GDM, which are likely to recur.

Examination

General

· Look for signs of maternal infection with temperature and pulse. 

· Any signs of shock (e.g. with APH)?

· Any scratch marks to suggest obstetric cholestasis.

Abdomen

· SFD uterus?

· Any features of abruption e.g. tense tender abdomen (remember PV bleeding may be concealed in placental abruption).

· Fetal presentation (malpresentation can be a feature of fetal abnormality).

Investigations:

· Diagnosis of IUD is via USS with absence of a fetal heart and reduced fetal movements.  It is suggested that a second sonographer confirm the diagnosis of IUD.

· Investigations are then undertaken to try and determine cause:

a) Bloods

· FBC and G&S should be taken in case of DIC which can occur after IUD/stillbirth

· HbA1c to detect any maternal DM

· Coombs’ test to look for evidence of Rhesus disease

· TORCH screen  with blood cultures and serology 

· Kleihauer test (this looks for feto-maternal haemorrhage)

· Thrombophilia screen (FBC, clotting, protein C activity, protein S activity, factor V Leiden (activated protein C resistance) anti-thrombin levels, anti-cardiolipin antibodies and lupus anti-coagulant levels). 

b) Urinalysis for proteinuria as a sign of PET.

c) Cervical and vaginal cultures

d) Fetal analysis: PM (with consent), which includes placental assessment and karyotype.  If parents do not consent, ask for placental examination only,

Communicate with patients in a role play situation about the diagnosis of intrauterine death

Participate as a team member in the counselling of parents sustaining an intrauterine or neonatal death

