Department: | Obstetrics and Gynecology
Document: | Multidisciplinary Policy and Procedure
Title: Management of Stillbirth
Applies To: | All Obstetrics and Gynecology Staff
Preparation Date: January 08, 2025 | Index No: L&D-MPP-024
HEALTH HOLDING : o
HAFER ALBATINHEALTH | APproval Date: January 22, 2025 | Version : 2
MATERNI‘!C'I\;LLSP:II-DEEHILDREN Effective Date: February 22, 2025 | Replacement No.: L&D-MPP-024(1)
HOSPITAL Review Date: February 22, 2028 | No. of Pages: 17
1. PURPOSE:
1.1 To give best advice and to ensure all staff are aware regarding the management of stillbirth.
2. DEFINITIONS:

2.1  Stillbirth- is the birth of the fetus after 24 completed weeks of pregnancy who did not breathe or show

signs of life after complete expulsion from the mother.

2.1.1 If the gestational age is not known, fetal weight may be used.

2.1.2 If neither weight nor gestational age is available, crown-heel length >25 cm is used as a
criterion for reporting fetal death and distinguish a fetal death from an abortus.

2.2 Miscarriage- is a birth up to 23 weeks and 6 days of pregnancy of an infant who did not breathe or
show signs of life after complete expulsion from the mother.

2.2.1 Embryo- the term, embryo, is used to describe the early stages of fetal growth, from
conception to the eight week (7 weeks + 6 days of pregnancy)
2.2.2 Fetus- from the eight week of pregnancy to birth.

2.3 Livebirth- is an infant born at any gestation of pregnancy that breathes or shows other signs of life after
complete expulsion from the mother.

24  Neonatal Death- is a live born infant who dies within 28 days of birth.

3. POLICY:

3.1 Admit the woman. Her physician or the physician-on-call should be informed.

3.2 The physician on duty should see the woman before any procedures are carried out.

3.3  On admission, a full set of observations (temperature, pulse, respiratory rate and BP) should be
undertaken; then 4 hourly temperature and BP and hourly pulse during labor unless otherwise
indicated.

3.3.1 To prioritize the patient psychological state post- delivery by ensuring an appropriate
environment free of stimuli that might aggravate grief in mothers of stillbirth. Inappropriate
situations include but are not limited to sharing a room with women nursing healthy newborn
or delivering healthy fetuses.

3.4  Diagnosis requires appropriate, urgent assessment by real-time ultrasound assessment.

3.4.1 Do not make diagnosis of fetal death based on fetal heart not heard on auscultation by hand-
held doppler.

3.5  Full explanation of the pregnancy loss, induction process, pain relief and the approximate length of
time taken to deliver the fetal, should be given.

3.6  Offer referral for counselling/ support services.

3.7 Once the woman is ready, blood needs to be taken for the following investigations:

3.7.1 Blood cultures.

3.7.2 CBC (Complete Blood Count).

3.7.3  Screening test of coagulation (e.g. prothrombin time [PT], activated partial thromboplastin time
[aPTT], fibrinogen and D-dimer).
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4.

3.74
3.7.5
3.76

PROCEDURE:

Type and blood group screen.

HbA1C (glycosylated hemoglobin)

TORCH screen (Toxoplasmosis, Other [Syphilis, Varicella- Zoster, Parvivorus B19], Rubella,
Cytomegalovirus (CMV), and Herpes Infections).

41 Diagnosis of intrauterine death:

4.1.1

412

413
414

Formal confirmation by an ultrasound examination to demonstrate lack of fetal heart activity
performed by experience obstetrician, maternal fetal medicine specialist, radiologist or
sonographer.

A clear communication with the pregnant woman and family describing the reason for the
urgent ultrasound assessment.

Support from a social worker, or other suitable person.

Continuity of care.

4.2  Breaking the news and informing patient about diagnosis (using SPIKES, a Six- Step Protocol).

421

422
4.2.3

424
4.25
4.26

Step 1: S- setting up the interview (the most experience practitioners are required for these
difficult conversations)

Step 2: P- assessing the patient's perception (allow time for parents to ask questions.)

Step 3: |- obtaining the patient's invitation (ensure a support person is present for the
woman).

Step 4: K- giving knowledge and information to the patient.

Step 5: E- addressing the patient's emotions with empathic responses.

Step 6: S- strategy and summary (explain that stillbirths often remain unexplained even after
a detailed review)

4.3 Management of Labor:

431
432
433

434

L&D-MPP-024

Admission and take maternal blood work for investigations.

Counselling: regarding general evaluation, mode of delivery and postpartum care.

Risks:

4.3.3.1 Failed induction and uterine rupture (increase with previous uterine surgery and when
cervix is unfavourable).

4.3.3.2 Obstetric complications: shoulder dystocia and postpartum hemorrhage.

4.3.3.3 Disseminated Intravascular Coagulation (DIC): 10% within 4 weeks after the date of
|UFD, rising to 30% thereafter.

Timing of delivery:

4341 If patient has any risk (e.g. Ruptured Membranes, infection, pre eclampsia or
placental abruption), offer immediate induction of labor.

4342 If patient is physically well (e.g. when the membranes are intact and there is no
evidence of infection, pre eclampsia or bleeding including laboratory evidence of
Disseminated Intravascular Coagulation (DIC), the risk from expectant management
is low:

434.2 Immediate induction is not require.
4.3.4.2 Timing of birth is based on the mother's preferences, medical condition and
previous intrapartum history.

434.3 If labor is delayed, advise women to have weekly testing for Disseminated
Intravascular Coagulation (DIC).
4.3.4.3.1 Laboratory testing for (DIC) includes the following:

434311 Complete blood count (CBC)
434312 Coagulation studies including prothrombin time (PT),
activated partial thromboplastin time (aPTT), and D- dimer.
4.3.4.3.2 Criteria for diagnosis of DIC:
434321 DICis aclinical diagnosis.
434.3.2.2 Thereis no single highly sensitive or specific test.
434323 We make the diagnosis of acute DIC in a pregnant woman
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when the clinical setting is appropriate (e.g. abruption
placenta, amniotic fluid embolism, acute fatty liver, sepsis).
There is laboratory evidence of thrombocytopenia,
coagulation factor consumption (e.g., prolonged
prothrombin time [PT], activated partial thromboplastin time
[aPTT]; low fibrinogen), and fibrinolysis (e.g., increasing D-
dimer)

435 Methods of Induction:

4.3.6

437
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4351
4.35.2

4353

Mechanical induction: e.g., Balloon (Transvaginal) catheter.
Pharmacological:
43.5.2.1 Induction of labor regimen:

Suggested methods for induction of labor following
spontaneous fetal death

Gestation
20-28 weeks of Greater than 28 weeks
equivalent uterine size
Pre- induction Dinoprostone or

transcervical catheters
(e.g., Foley catheter)
Induction- no | Misoprostol 400mcg Oxytocin infusion consider

previous PV 6 hourly x 8 doses | ARM after labor

uterine established

surgery

Induction- Misoprostol 200mcg Trans-cervical catheters

previous PV 6 hourly x 8 doses | (may be followed by

uterine oxytocin infusion and/ or

surgery ARM at the discretion of
the obstetrician)

Care during labor, birth and post birth.

Labor and Birth:

4.36.1
4362

4.3.6.3

4364

436.5

4.3.6.6

Ensure adequate analgesia.

Observe for complications including shoulder dystocia, postpartum haemorrhage and
amniotic fluid embolism.

Reassure parents that their delivered newborn will be treated with care and respect
at all times.

Inform parents about delivered newborn's physical appearance with regard to
gestational age and development, physical abnormalities and potential injuries such
as peeling skin.

Vaginal birth is generally preferable to caesarean section with minimization of
material risk being the most important factor.

Active management of the third stage is recommended.

Post- natal care:

4371
4372

Follow the fetal investigations.
Provide the woman and partner with appropriate debriefing, support, referral and
follow up to reduce the risk of postnatal depression, anxiety and post- traumatic
stress disorder.
4.3.7.2.1 Provide usual post birth care.
4.3.7.22 Provide advice about lactation suppression (pharmacological and non-
pharmacological)
437221 Nonpharmacological measures (e.g., such as a support
bra, ice packs and analgesics).
437222 Phamacological (e.g, dopamine  agonist) s
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recommended:

4372221 Cabergoline 1mg as a single dose during
first day postpartum.

4.3.7.22.22 Bromocriptine (2.5mg twice daily) for 14
days.
N.B. the two regimens had very similar
effectiveness, but cabergoline was simpler
to use and had significantly lower rates of
rebound breast activity and adverse
events.

4.3.7.2.3 Provide verbal and written contraception advice. Return to a normal fertile
cycle with lactation suppression is rapid.

437.24 Advise on postnatal exercises. Refer to physiotherapy services if
required.

4.37.25 Refer to home care service and notify primary health care provider for
anxiety, depression, bleeding, breast engorgement and fever.

4.3.7.26 Offer postnatal review to discuss stillbirth and further investigations.

4.3.8 Management of associated maternal medical condition:-
4381 (e.g., infection, maternal anemia, autoimmune diseases- systemic lupus
erythematosus and idiopathic thrombocytopenia- and pre- eclampsia)
44 Investigation
441 Maternal investigation.
4411 Blood group and antibody screen.
44111 To exclude haemolytic disease (e.g., from Rh D or Kell red cell antigens)
4.41.2 Liver function tests and non- fasting bile acids to exclude.

44.1.21 Risk factors for obstetric cholestasis (OC): ethnicity, history of previous
liver and or gallbladder disease, hepatitis B or C, prior OC and multiple
pregnancy.

44.1.2.2 Viral hepatitis for acute fatty liver of pregnancy, HELLP syndrome.

4413 Thyroid Function Tests (TSH, FT4, and FT3)
44.1.3.1 Disorder (over hyper and hypothyroidism) associated with increases risk
of miscarriage, hypertension in pregnancy, low birth weight and stillbirth.
4414 HbA1c (Glycosylated Hemoglobin)
4415 Maternal Thrombophilia Screen: test for Antiphospoholipid Syndrome (APS)-
assoiciated with early and late fetal loss, placental insufficiency and pre eclampsia.

44.15.1 Anticardiolipin antibodies.

44152 Lupus anticoagulant.

44153 Anti-B2 glycoprotein-1 antibodies.

44.1.6 Infection- serology for:

44.1.6.1 Cytomegalovirus (may infect the placenta and is associated with vilifies).

44.1.6.2 Toxoplasmosis (maternal- fetal transmissions more likely later in
pregnancy).

44.16.3 Parvirus B19 causes: fetal anemia, non- immune hydrops and fetal death.

44164 Rubella (if not undertaken during the pregnancy).

4.4.1.6.5 Syphilis (if not undertaken during the pregnancy or is at risk of acquiring).

4.4.1.6.6 If known travel history by mother or partner consider testing for Zika Virus,
Malaria, Influenza or other relevant infections.

441661 Zka Virus IgM and plaque reduction neutralization test
[PRNT].
442 Investigations of fetus and placenta.
4421 External examination by obstetrician for the placenta:

44211 Send placenta (fresh and unfixed) for macroscopic and histological
examination.

44211 Gross placental findings of clinical significance must be reported by
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4422

4423

4424

4425

obstetrician; examples of gross lesions that are important include:

442111 Green discoloration (especially of the umbilical cord, may
be meconium myonecrosis, which may be associated with
perinatal morbidity).

442112 Yellow- green discoloration of umbilical cord (may be
umbilical "vasculitis", which may be associated.)

442113 Cord- examine for; thrombosis and true knot generally
occur intrapartum if causative of stillbirth (its incidence
varies from 1/ 1300 to 1/ 1500 deliveries and 1/ 1000 in
perinatal autopsies).

Swabs: the obstetrician have to take:

44221 Swab from the ear and pharynx of the baby: for fetal culture for Group B
Streptococcus, Listeria Monocytogenes and Escherichia coli.

44222 Swab between the chorion and amnion for microscopy and culture.

44223 N.B: culture of the fetal skin and/or placenta surface may be misleading
because of contamination during delivery; culture of internal fetal organs
and/ or the area between the amnion and chorion is more reliable.

If known travel history of woman or partner to zika infected country: consider testing

fetal tissue for Zika Virus.

Physical examination by Pediatrician:

44241 Accurate anthropometric measurements of birth weight, head
circumference and length plotted on growth charts.

44242 Baby photograph and file it in the medical record with documented
consent from parents.

44243 Medical imaging (X-ray of the whole baby body).

Blood sample- collect cord blood sample by obstetrician (or cardiac puncture if cord

blood is insufficient) can be performed with parent's verbal consent for:

4.4.25.1 Microbiological culture for assessment of fetal inflammatory response.

44252 Hematological assessment- Complete blood count, nucleated red cell
count, group and antibody screen.

44253 Chromosomal analysis: microarray superior to karyotype as can be
detected in macerated fetal tissue (skin biopsy by obstetrician: maybe
performed with shave, punch, or excisional techniques). If family history
or specific phenotype suspected test using fatal and/ or placental DNA.

44254 Cell free fetal DNA can used as non- invasive test.

44255 Neonatal screening tests: by pediatrician.

44256 Investigation of placenta, cord and membranes (pathology guide),
examples includes:

44256.1 Abscesses- which are almost always due fo listeria
placentitis and may be a sign that the infant is infected.

442562 Green discoloration- especially of the umbilical cord, may
be meconium myonecrosis, which may be associated with
perinatal morbidity.

442586.3 Yellow- green discoloration of umbilical cord- may be
umbilical "vasculitis", which may be associated with
perinatal sepsis and/ or neurologic compromise.

442564 Organized thrombi in umbilical vessels and congenital
stroke, visceral infarcts, and/ or neurologic compromise.

442565 Masses in the placenta usually appear as firm tan/ white
lesions. Although most masses are relatively benign
(infarcts or intervillous thrombi), all masses should be
sampled as they may represent metastatic tumor or
placental neoplasms (chorioangioma or choriocarcinoma).

442566 Cysts may be simple cysts (chorionic, septal, or amniotic)
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45 Discharge:
Contact local physician to get advice of stillbirth.

Provide copy of relevant medical record.

Ensure following- up phone call to woman after discharge.

Offer clinical follow- up in area away from maternity service.

Provide support as required from other clinicians (e.g., social worker, bereavement midwife).
If appropriate offer referral to perinatal mental health service.

On 8-12 weeks postnatal. Investigate further for thrombophilia.

4.6  Prevention of Recurrent Stillbirth:

Preconception management.

4.5.1
452
453
454
455
456
457

4.6.1

46.2

L&D-MPP-024

46.1.1

4612

46.1.3
46.14

or related to a complete or partial mole (including a twin
gestation with a normal twin and a complete hydatidiform
mole) or placental mesenchymal dysplasia (PMD) (PMD is
a unique placental developmental anomaly usually
associated with many grossly identifiable cysts and rope
like chorionic vasculature in a large placenta. It has been
linked with fetal growth restriction, stillbirth, Beckwith-
Wiedemann  Syndrome, and some chromosomal
abnormalities)

Ideally, management of pregnancy in women with a prior stillbirth begins prior to
conception.

Key interventions include optimizing medical status (e.g., diabetes, thyroid disorders,
and

hypertension).

Discussing cessation of illicit drug, tobacco, and alcohol use, when appropriate.
Optimizing body mass index, if too low or high.

Pregnancy Management

46.21

46.2.2

In women with a prior stillbirth, the challenge for the physician is to assess the prior

risk of stillbirth, discuss management options, determine the type and frequency of

antepartum monitoring, and determine when the maternal/ fetal risk of on-going

pregnancy warrant intervention for delivery.

There is no evidence supporting any specific surveillance protocol to improve

outcome of these pregnancies: we do the following, based on data from

observational studies, expert opinion, and our own clinical experience:

4.6.2.2.1 Screen for diabetes: if the previous stillbirth was unexplained or related to
fetal anomalies, screen for diabetes early in pregnancy and, if normal,
repeat screening at 24 to 28 weeks. The odds of gestational diabetes is
fourfold higher after an explained stillbirth.

46.2.2.2 Ultrasound examination

462221 For confirmation of gestational age, ideally in the first
trimester.

46.2.2.2.2 Forfetal anatomic survey at 18 to 22 weeks of gestation.

462223 For assessment of fetal growth and amniotic fluid volume
at 24 and 30 weeks.

46.2.224 Serial assessment of fetal growth is essential, and may be
performed clinically, or if difficult, such as in the setting of
obesity, by serial ultrasound examinations.

46.2.22.5 For women with a prior unexplained stillbirth with growth
restriction and/ or evidence of uteroplacental insufficiency,
ultrasound examination at 24 and 30 weeks of gestation is
a common approach based on expert opinion. Doppler
ultrasound of the umbilical artery is performed if the fetus is
growth restricted.

Management of Stillbirth Page 6 of 17



4.6.3 Antepartum Fetal Surveillance
4.6.3.1 It is recommended for initiation of antepartum fetal testing one to two weeks prior to
the gestational age of the previous stillbirth and by 32 to 34 weeks of gestation.
4.6.3.2 When the cause of the prior stillbirth is unknown after appropriate evaluation, there is
no evidence that intensive monitoring in the future uncomplicated pregnancies will
make a significant difference in preventing stillbirth.
4.6.4 Timing of delivery
4.6.4.1 For reassurance, many practitioners offer delivery before the estimated delivery date
to provide women with a previous stillbirth some psychological reassurance and a
measure of control over their pregnancy.
4.6.4.2 Guideline suggested avoiding scheduled delivery before 39 weeks if the previous
stillbirth was unexplained and the current pregnancy is uncomplicated (i.e. reassuring
fetal testing, no maternal risk factors for stillbirth such as advanced maternal age or
obesity).
4.6.4.3 Ifrisk factors for adverse pregnancy outcome are present, the timing of delivery must
be individualized, balancing the maternal and fetal/ neonatal risks of intervention with
the risks of expectant management.

MATERIALS AND EQUIPMENT:
N/A
RESPONSIBILITIES:
6.1 Physician
6.2 Nurses
6.3 Midwives
APPENDICES:
N/A
REFERENCES:

8.1  Guidelines Obstetrics & Gynecology, Ministry of Health, 2013
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