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Introduction

⚫ It is fetal death after 20 

weeks' gestation but 
before the onset of labor.

⚫ It complicates about 1% 
of pregnancies.  
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ETIOLOGY
⚫ It is not known In more than 50% .
⚫ Associated causes include:
➢ Hypertensive diseases of pregnancy,
➢ Diabetes mellitus,
➢ Erythroblastosis fetalis,
➢ Umbilical cord accidents,
➢ Fetal congenital anomalies,
➢ Fetal or maternal infections,
➢ Fetomaternal hemorrhage, 
➢ Antiphospholipid antibodies and
➢ Hereditary thrombophilias. 
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Umbilical cord accidents
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DIAGNOSIS

Clinical signs :

⚫ Absence of fetal 
movements,

⚫ Not detected the fetal 
heart tones by Doppler 
device.
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Not:  Because the placenta may continue to 
produce hCG, a positive pregnancy test 
does not exclude an IUFD. 
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DIAGNOSIS

Confirm the diagnosis

⚫ Real-time ultrasonography confirms the lack of 

fetal movement and absence of fetal cardiac 
activity.
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MANAGEMENT
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MANAGEMENT

⚫ Fetal demise between 13 and 28 weeks allows 
for two different approaches:

❖ Watchful expectancy.

❖ Induction of labor. 
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Watchful Expectancy

⚫ About 80% of patients well started spontaneous 
onset of labor within 2 to 3 weeks. 

⚫ The management of women who fail to go into 
labor spontaneously is active intervention by 
induction of labor or dilation and evacuation 
(D&E). 
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Induction of Labor 

Induction of Labor Justifications for such 
intervention include :

⚫ The emotional burden on the patient associated 
with carrying a dead fetus.

⚫ The slight possibility of chorioamnionitis,

⚫ The 10% risk of disseminated intravascular 
coagulation when a dead fetus is retained for 
more than 5 weeks in the 2nd or 3rd trimester. 



12

Induction of Labor

⚫ Vaginal suppositories of prostaglandin E2 
(dinoprostone) for use from the 12th to the 28th 
week of gestation.the contraindicated are:

➢ Prior uterine incisions (e.g., cesarean, 
myomectomy). 

➢ Patients with a history of bronchial asthma or 
active pulmonary disease.

⚫ Misoprostol (Cytotec, a synthetic prostaglandin 
E1 analogue) . 
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Induction of Labor

⚫ After 28 weeks' gestation, if the condition of the 
cervix is favorable for induction and there are no 
contraindications, Cytotec followed by oxytocin 
are the drugs of choice. 
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Monitoring of Coagulopathy

⚫ The fibrinogen levels with a hematocrit and 
platelet count should be monitored weekly,to 
descovered any early sign of consumptive 
coagulopathy as :

➢ Decreasing the fibrinogen level .
➢ Elevated prothrombin and partial thromboplastin 

time,
➢ Presence of fibrinogen-fibrin degradation 

products, 
➢ Decreased platelet count . 
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Managment in case of of Coagulopathy

⚫ If laboratory evidence of mild disseminated 
intravascular coagulation is noted in the absence 
of bleeding, delivery by the most appropriate 
means is recommended.

⚫ If the clotting defect is more severe or if there 
is evidence of bleeding, blood volume support or 
use of component therapy (fresh-frozen plasma) 
should be given prior to intervention. 
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FOLLOW-UP

⚫ Emotional support of the parents, 

⚫ A search to determine the cause of the 
intrauterine death.

➢ TORCH and parvovirus studies .

➢ Cultures for Listeria . 

➢ Anticardiolipin antibodies. 

➢ Testing for the hereditary thrombophilias.
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FOLLOW-UP

➢ If congenital abnormalities are detected,

⚫ Fetal chromosomal studies .

⚫ Total body radiographs .

⚫ A complete autopsy.

➢ Detected the fetal erythrocytes in maternal 
blood (Kleihauer-Betke test).

➢ The Subsequent pregnancies occurring in a 

woman must be managed as high-risk cases. 
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The end


