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Resuscitating fresh stillbirths 

S. MEAGHER - E. MURPHY - N. BADAWI - J. MURPHY 

Summary: Guidelines for duration of resuscitation of freshly-stillborn term infants and their 
long term outcome are unclear. The predictive factors of both cerebral palsy and early neonatal 
demise include Apgar scores of 3 or less at 10 minutes, perinatal acidaemia and neonatal seizures. 
We describe the case of severe perinatal asphyxia (umbilical artery. PH at birth of 6.75, Apga1 
scores of 0.1 and 5 0.1 5 at 1.5 and 10 minutes and neonatal hypertonia) in a term pregnancy, where 
the infant made an uneventful recovery and was discharged home well. Guidelines for neonatal resu­
scitation are discussed. 

Key words: Stillbirth resuscitation; Perinatal asphyxia; Apgar Score. 

INTRODUCTION 

Severe perinatal asphyxia occurs in 6 
per 1,000 live term births, and of these 
1/1,000 die or are severly brain dama­
ged ( 1 · 2). With hypoxic-ischaemic ence­
phalopathy, hypoxia and hypotension com­
bine to produce neuronal necrosis, with 
spastic quadriplegia and mental retarda­
tion ( 3 ). Resuscitation of fresh stillbirths 
poses great problems for the neonatal 
emergency team because of unclear guide­
lines on duration and doubt concerning 
the long term outcome. Most quadriple­
gic and severely menta11y retarded infants 
originate from successfu11y resuscitated 
fresh stillbirths and it is thus essential to 
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define the limits of resuscitation to mini­
mise the risk of infants suffering "a fate 
worse than death" (4). 

CASE REPORT 

A 29 year old Para 4004, with an uncompli­
cated antenatal history, admitted herself in la­
bour at 40 weeks gestation with a substantial 
antepartum haemorrhage of 300 mis. The blee­
ding settled following admission and labour was 
allowed to proceed. Abdominal examination re­
vealed that the fetal lie was longitudinal, the 
presentation cephalic and the head engaged. On 
ultrasound there was a live intrauterine single­
ton ;;estatio_n wit_ho�t e:7idenc� of _pl�centa 
praevia or placental abruption. On vaginal exa­
mination, the cervix was 4 cm dilated. The 
amniotic membranes were ruptured and clear 
liquor drained. A fetal scalp electrode was ap­
plied and a normal cardiotocograph (CTG) trace 
obtained. Portly minutes later, there was a 
further vaginal blood loss of 100 ml. The CTG 
trace showed a sustained deceleration of the 
fetal heart to 80 beats per minute (Fig. 1). 
�lacental abrup!ion :was d_iagn<;>sed an1 the pa­
tient was transferred to the theatre for emer­
gency caesarean section. 

At operation, a male infants, weighing 3.2 kg 
was delivered through a lower segment incision 
of a Couvelaire uterus. The infant was pale, hypo-
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