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Objectives

* Understand stillbirth-
* Diagnosis
* Treatment through lens of cultural safety from Utah
* Evaluation
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Definitions/Diagnosis

e Stillbirth - fetal death at 20+ wk or 3508 or greater

* Reporting requirements vary by state

* Neonatal death > newborn death prior to 28d of life
* Perinatal mortality = stillbirth + neonatal death

Diagnosis:

- no fetal cardiac activity on ultrasound examination
- no signs of life or APGARS 0, 0 at delivery
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100+ 1 West and central Africa

[ Eastern and southern Africa

1 Middle East and north Africa
@ South Asia

[ East Asia and the Pacific

[ Latin America and the Caribbean
I North America

75+ [ Eastern Europe and central Asia
[ Western Europe

2 million stillbirths =
Global ~
P4 200 per hour

urden of 1 baby is stillborn in the world every

16 seconds.
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Stillbirth in high-income countries

USA 2.73 [ 0.86

. —
United kingdorn [ 27 195
i |
chile [ 265 321
ew.Zeadand I 1.40

More than 4000 stillbirths after
28 weeks could be prevented
every year if America matched
that of the best performing
countries.
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Stillbirth disparities

Figure 2. Fetal mortality rates, by race and Hispanic origin of mother: United States, 2019 and 2020

12 r I 2019 [ 2020

10.59

1041 10.34

Rate per 1,000 live births and fetal deaths in specified group

White Black American Indian Asian Native Hawaiian or Hispanic
or Alaska Native Other Pacific Islander

Non-Hispanic

SOURCE: National Center for Health Statistics, National Vital Statistics System.
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Risk factors vs causes

Risk factors Causes

* Maternal age * Placental disease

 BMI| * Obstetric complications

* Nulliparity * Genetic/structural pathology
* Prior stillbirth * Maternal medical conditions

Pathophysiologic process in the causal

Conditions associated with stillbirth pathway to a death
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Table 1 Factors Associated With an Increased Risk of Stillbirth and Suggested Strategies for Antenatal Fetal
Surveillance After Viability (continued)

The guidance offered in this table should be construed only as suggestions, not mandates. Ultimately, individualization about if and
when to offer antenatal fetal surveillance is advised.

Suggested Gestational Age
to Begin Antenatal Fetal

Suggested Frequency
of Antenatal Fetal

C
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Factor Surveillance Surveillance
Prepregnancy BMI
Prepregnancy BMI 35.0-39.9 kg/m2 37 0/7 weeks Weekly
Prepregnancy BMI 40 kg/m2 or above 34 0/7 weeks Weekly
Maternal age older than 35 years Individualized'® Individualized

Obstetric
Previous stillbirth
At or after 32 0/7 weeks

32 0/7 weeks" Once or twice weekly

Before 32 0/7 weeks of gestation Individualized Individualized
History of other adverse pregnancy outcomes in immediately
preceding pregnancy
Previous fetal growth restriction requiring preterm 32 0/7 weeks Weekly
delivery
Previous preeclampsia requiring preterm delivery 32 0/7 weeks Weekly
Cholestasis At diagnosis® Once or twice weekly
Late term 41 0/7 weeks Once or twice weekly
Abnormal serum markers'?
PAPP-A less than or equal to the fifth percentile (0.4 MoM) 36 0/7 weeks Weekly
Second-trimester Inhibin A equal to or greater than 2.0 36 0/7 weeks Weekly
MoM
Placental
Chronic placental abruption™ At diagnosis’ Once or twice weekly
Vasa previa Individualized Individualized
Velamentous cord insertion 36 0/7 weeks Weekly
Single umbilical artery 36 0/7 weeks Weekly

Isolated Oligohydramnios (single deepest vertical pocket less At diagnosis®>

than 2 cm)

Polyhydramnios, moderate to severe (deepest vertical pocket
equal to or greater than 12 cm or AFl equal to or
greater than 30 cm)

Once or twice weekly

32 0/7-34 0/7 weeks™ Once or twice weekly
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Cause of death classification systems

* Over 80 systems

* No single perfect system

* No gold standard by which to assess a system
* Cause of death difficult to define

* Often more than one cause

* May have multiple risk factors

Need a systematic method to evaluate cases and establish a

potential cause

o _
é H EA LTH m w;gﬂwountaln

UNIVERSITY OF UTAH



Figure 1. Fetal death, by selected causes: 42 areas,

C auses 2018-2020

Maternal
conditions
unrelated

to pregnancy

(P00)

All other
causes
10.2%

Unspecified cause
(P95)
31.1%

NOTES: Codes in parentheses are cause-of-death codes as classified by the
International Classification of Diseases, 10th Revision. Totals may not sum to 100 due
to rounding.

SOURCE: National Center for Health Statistics, National Vital Statistics System,
Mortality.
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How do we
evaluate
stillbirth

cases to find
a cause of
fetal death?




Stillbirth evaluation

AR R R

v/

Clinical history Core evaluation Tailored evaluation
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Clinical history elements

Mat l Detailed
aterna obstetric history Family history
. . . medical history (past/present)
Clinical history ) ) )
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Stillbirth

evaluation

v/

Core evaluation
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Fetal autopsy

If patient declines, external evaluation by a trained perinatal
pathologist. Other options include photographs, X-ray imaging,
ultrasonography, magnetic resonance imaging, and sampling of
tissues, such as blood or skin.

Provides important
information in
approximately 30% of cases

Placental examination

Includes evaluation for signs of viral or bacterial infection. Discuss
available tests with pathologist.

Provides additional
information in 30% of
cases. Infection is more
common in preterm
stillbirth (19% vs. 2% at
term)

Fetal karyotype/microarray

Amniocentesis before delivery provides the greatest yield. Umbilical
cord proximal to placenta if amniocentesis declined

Abnormalities found in
approximately 8% of
cases

Maternal evaluation at time of
demise

e Fetal-maternal hemorrhage screen: Kleihauer-Betke test or flow cy-
tometry for fetal cells in maternal circulation

Routine testing for
inherited thrombophilias
is not recommended.
Consider in cases with
a personal or family
history of
thromboembolic disease.

e Syphilis

e Lupus anticoagulant

e Anticardiolipin antibodies

e 3, glycoprotein antibodies

In selected cases

Indirect Coombs

If not performed
previously in pregnancy.

Glucose screening (oral glucose tolerance test, hemoglobin Asc)

In the large for
gestational age baby

Toxicology screen

In cases of placental
abruption or when drug
use is suspected
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Tailor to the clinical situation

Stillbirth

A

Y

* No clinical clues

4

e Fetal growth
restriction or
hypertensive disorder

e Suspected fetal
anomaly

e |ntrapartum stillbirth

Y

Y

e Preterm labor
® Chorioamnionitis

e Preterm prelabor
rupture of membranes

o QOther clinical scenarios

/

¢ Genetic testing

¢ Antiphospholipid
antibody testing

e Fetal-maternal
hemorrhage testing

e (Other testing as
indicated

¢ Genetic testing

e Antiphospholipid
antibody testing

e fetal-maternal
hemorrhage testing

e (Other testing as
indicated

¢ (enetic testing

e QOther testing as
indicated

¢ Antiphospholipid
antibody testing

e Fetal-maternal
hemorrhage testing

o Other testing as
indicated

e Further testing based
on clinical suspicion;
remaining tests of
limited utility

Y

e fetal autopsy

e Placental pathology
(all patients)

AR S

Tailored evaluation

Figure 3. Evaluation of stillbirth based on test utility in a variety of clinical scenarios. (Adapted from Page JM, Christiansen-Lindquist L, Thorsten
V, Parker CB, Reddy UM, Dudley DJ, et al. Diagnostic Tests for Evaluation of Stillbirth: Results From the Stillbirth Collaborative Research
Network. Obstet Gynecol 2017;129:699-706.) b
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Test Utility for Stillbirth Cause of Death

% Useful
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Testyield

Placental examination:
* Abnormal 89.2% (87.2-91.1)

» Valuable 95.7% (94.2 - 96.8) Despite the high
Autopsy: y!e!d of fetal autf)psy
+ Abnormal 51.5% (47.4 - 55.2) itis performedin a

* Valuable 72.6% (69.2 - 75.9) minority Of stillbirths
Karyotype:

* Abnormal 11.9% (8.7 -15.7)
* Valuable 29.0% (24.4 — 34.0)
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Chart 2. Recent Data - % Autopsy Completed per Stillbirth

80%
70%
60%
50%

40% Median Rate = 14%
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Those at higher gestational ages
Only 18.4% of patients pursued and with history of prior stillbirth
fetal autopsy were more likely to have a fetal
autopsy performed

Documentation of discussion
829 pregnancies offering fetal autopsy in 58.6%
of stillbirth cases

Patients in rural areas had
counseling regarding fetal No significant differences in
autopsy performed less autopsy counseling or completion
frequently but ultimately had according to maternal age,
similar rates of autopsy race/ethnicity or insurance status
performed

383 caregivers were sent surveys
to assess barriers and facilitators
of fetal autopsy in stillbirth cases,
130 responses (34%) were
received

More likely to counsel regarding
fetal autopsy at higher
gestational ages

The most impactful barriers to
fetal autopsy included clinical
situation, gestational age,

logistics of ordering the exam,
insurance status, patient
emotions and lack of personal
knowledge of the exam
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Inspect fetus and placenta:
o Weight, head circumference, and length of fetus
¢ Weight of placenta

e Photographs of fetus and placenta H At time .Of dehye ry by
e Frontal and profile photographs of whole body, face, extremities, obstetric prOVId er

palms, and any abnormalities .
\Document finding and abnormalities

Obtain consent from parents for cytogenetic specimens
e (btain cytogenetic specimens with sterile techniques and instruments
o Acceptable cytogenetic specimens (at least one)

— Amniotic fluid obtained by amniocentesis at time of prenatal diagnosis of demise is
preferred: particularly valuable if delivery is not expected imminently

— Placental block (1x1 cm) taken from below the cord insertion site on the unfixed placenta
— Umbilical cord segment (1.5 cm)
— Internal fetal tissue specimen, such as costochondral junction or patella; skin is

Core evaluation not recommended

¢ Place specimens in a sterile tissue culture medium of lactated Ringer’s solution and keep at
room temperature when transported to cytology laboratory. Do not place specimens in formalin.

Y

Obtain parental consent for fetal autopsy

Fetal autopsy and placental pathology (may If no consent is given for autopsy, external
include fetal whole-body X-ray) evaluation by a trained perinatal pathologist. ]
Other options include photographs, X-ray By perinata l

imaging, ultrasonography, magnetic
resonance imaging, and sampling of tissues,
\ such as blood or skin.
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Caring for
families
experiencing
stillbirth
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Keys to counseling [:

& treatment

I: Accurate information :|
|: Provider support :I




AFTER A
STILLBIRTH

uuuuuuuuuuuuuuuu

“When my baby died, | had no idea
what | needed to know, or what was
possible. It was such an
overwhelming time. What | really
needed was to know the options |
had so that we could make
decisions that were right for us.”

Parent quote from the Guiding Conversations booklet.



The

subsequent
pregnancy

Difficult for couple

Anxiety, failure, personal guilt, apprehension

Lack of closure- cause of stillbirth remains
unknown (50%), never counseled postpartum

Difficult for clinicians to optimally counsel,
evaluate and manage

Very little is known about pregnancy after
experiencing stillbirth




The subsequent pregnancy

* Emotional support, peer support

Serial ultrasounds

Antenatal surveillance

Delivery at 39 weeks (37-39wk in line with ACOG recs)

Late preterm or early term delivery not recommended unless other indications arise
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