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Summary
Objective. Perinatal mortality deeply affects parents and healthcare providers. Post-
autopsy consultations (PACs) help parents understand the causes of fetal death and offer 
emotional support. This study evaluates their effectiveness in emotional healing, prevent-
ing medico-legal disputes, and identifying key death causes.
Methods. This retrospective study analyzes 360 fetal autopsies at San Martino Hospital, 
Genoa (2013-2021). Among them, 120 parents sought PACs. Causes of fetal death were 
classified using the relevant condition at death (ReCoDe) system, and parental emotional 
outcomes were evaluated based on consultation timing. 
Results. Fetal causes, mainly congenital anomalies, accounted for 52.5% of deaths, 
while placental causes were 46.7%. PACs performed within 5 months of loss led to bet-
ter emotional outcomes, whereas delayed PACs were linked to ongoing distress. Parents 
who attended with partners reported greater emotional stability. Additionally, PACs helped 
reduce medico-legal disputes by clarifying causes of death.
Conclusions. PACs are crucial for helping parents cope with fetal loss, offering emotional 
closure and reducing legal disputes. A multidisciplinary approach with clear communica-
tion from healthcare professionals addresses both the medical and emotional aspects of 
perinatal mortality. Tailored follow-up care is essential for supporting grieving parents and 
managing future pregnancies.

Key words: fetal death, postmortem examination, post-autopsy consultation, placental 
pathology, emotional response

Introduction

Perinatal mortality remains a critical concern in modern healthcare. With 
this term, the World Health Organization (WHO) encompasses stillbirths 
from 22 weeks of gestation and early neonatal deaths (0 to 6 days) 1 and 
recommends that all fetuses and infants weighing at least 500 g at birth, 
whether alive or dead, should be included in the statistics. Nevertheless, 
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many countries’ definitions of perinatal mortality may 
differ to some extent 2, based on the gestational age 
threshold (some countries still use 24 or 28 weeks), 
the inclusion of a birth weight criterion (often set at 
500 or 1000 grams), or on the extension of the early 
neonatal death interval up to 28 days. For internation-
al comparisons, the WHO includes only stillborn fe-
tuses with a birth weight of 1000 grams or more or a 
gestational age of 28 weeks or more (late stillbirths) 3.
Despite advances in prenatal care and medical inter-
ventions, perinatal mortality rates continue to present 
a significant challenge worldwide, with an estimated 
1.9 million stillbirths occurring annually  4. The inci-
dence of perinatal mortality varies globally, with high-
er rates observed in low-income countries 5. 
In Italy, perinatal mortality remains a pressing issue, 
and healthcare professionals request more training on 
the psychological and emotional management of still-
birth to better support parents 6. Declining birth rates, 
combined with the growing medicalization of preg-
nancy, have contributed to heightened expectations 
of flawless pregnancy outcomes  7,8. However, when 
miscarriage or stillbirth occur, they can lead to pro-
found grief and a need for answers, often culminating 
in the request for a PAC. In recent years, a significant 
decline in Italy’s birth rates has been documented: 
according to the Italian National Institute of Statistics 
(ISTAT), 393,000 live births were listed in 2023, a sig-
nificant 1.7% drop from 2022. This decline, coupled 
with a decrease in the average number of children 
per woman and an increase in the age of first-time 
mothers, underscores the importance of addressing 
perinatal mortality systematically. The medicalization 
of conception and pregnancy has led to increased re-
liance on Assisted Reproductive Technologies  9 and 
prenatal diagnostics; while offering significant bene-
fits, this may also contribute to unrealistic expectations 
regarding pregnancy outcomes. The perception that 
medical science can control all aspects of reproduc-
tion has fostered a misconception that any adverse 
outcome could be attributable to malpractice. From 
Italy’s perspective, the Maternal-Child Area (including 
Gynecology and Obstetrics, Pediatrics, Neonatology, 
and NICU Operating Units) is a primary source of 
medicolegal claim litigations, and based on author’s 
experience the average cost per claim compensation 
analysis reveals that the highest expenses are associ-
ated with Operating Units within this sector.
The primary aim of this study is to understand and 
evaluate the role of PAC in helping parents compre-
hend the causes of fetal death, processing and over-
coming grief, and guiding future pregnancy choices. 
Since parents often feel overwhelmed by guilt, con-
versations with family members should prioritize hon-

esty, compassion, and the pathologist’s professional 
judgment to provide clear and comprehensive infor-
mation 10.
From the pathologist’s perspective who leads the 
PAC, this study seeks to sort the main causes of fetal 
deaths using the relevant condition at death (ReCoDe) 
classification system  11, providing clear insights into 
the fetal, placental, and maternal aspects involved. By 
exploring correlations between demographic factors 
(such as maternal age, gestational age at the time of 
loss, and timing of consultation requests) and the out-
comes of the PACs, the study tries to identify patterns 
that could improve the support provided to parents.
Another objective of the study is to evaluate whether 
clear and compassionate communication during PACs 
can help prevent medicolegal disputes by providing 
parents with detailed explanations of the adverse 
outcome that occurred, thereby reducing uncertainty, 
dissatisfaction, and thus the likelihood of medicolegal 
litigation.
Ultimately, this research aims to offer evidence-based 
recommendations for enhancing the PAC procedure, 
ensuring that pathologists can provide both accurate 
medical information and compassionate support. 

Materials and methods

This observational study was conducted as a retro-
spective analysis focusing on PACs following adverse 
pregnancy outcomes. The research was carried out at 
the Pathology University Unit of the IRCCS Ospedale 
Policlinico San Martino University Hospital. The study 
adhered to the principles outlined in the STROBE 
guidelines for reporting observational studies 12.

Study design and population

The study involved a retrospective review of cases in 
which PACs were requested by parents following a fe-
tal autopsy. 
The inclusion criteria were:
•	 cases in which PACs were requested by the par-

ents between January 1, 2013, and March 1, 2021.
•	 cases in which a fetal autopsy was performed, us-

ing a standard institutional protocol that included 
both macroscopic and microscopic examination, 
as well as histological analysis of the placenta.

•	 availability of complete medical records and autop-
sy reports.

•	 PACs conducted by a dedicated pathologist with 
expertise in gynecological and fetoplacental pa-
thology who also performed the autopsies.

The exclusion criteria were the following: 
•	 cases where no PAC was requested by parents.
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•	 incomplete autopsies or those not adhering to the 
standard protocol.

•	 incomplete or missing medical records that pre-
vented comprehensive data collection. 

Autopsy and histopathological examination

All fetal autopsies were conducted using a compre-
hensive protocol that included external examination, 
internal examination, and microscopic examination of 
tissues. The placental examination followed an insti-
tutional protocol substantially adherent to the Amster-
dam Placental Workshop Group Consensus State-
ment of 2016 13. This protocol emphasizes standard-
ized procedures for sampling and evaluating placental 
pathology to ensure accurate and consistent diagno-
ses. Particular regard was given to placental examina-
tion, which is critical for identifying conditions such as 
placental insufficiency, abruptio placentae, and oth-
er abnormalities that might contribute to fetal death. 
Histopathological features, such as chorioamnionitis, 
placental infarcts, and villous maturation defects, were 
documented. Autopsy findings were recorded using a 
checklist-based protocol, ensuring consistency and 
thoroughness in identifying the causes of death and 
any associated conditions.

PAC Process

The PAC process was designed to provide parents 
with a comprehensive explanation of the autopsy find-
ings. Consultations were typically initiated around 60 
days after the fetal death, allowing sufficient time for 
the autopsy and histological analysis to be completed. 
The PAC was scheduled by contacting the pathologist 
through the Pathology Unit’s administrative office, with 
the meeting set up within two weeks of the request. 
The consultation time could be accelerated on specif-
ic requests.

Data Collection

Data collection involved a systematic review of medi-
cal records and autopsy reports to gather relevant in-
formation about each case. Key parameters included 
patient demographics (such as age and gestational 
age at the time of loss), type of fetal loss (categorized 
as elective or spontaneous), and main causes of fe-
tal death (classified into fetal, maternal, or placental 
causes). Cases of fetal death were classified accord-
ing to the ReCoDe classification system 11, which pro-
vides a standardized framework for categorizing the 
underlying conditions associated with fetal loss. Emo-
tional responses of the parents during PACs, including 
comprehension of the autopsy findings and the state 
of mind, were documented. 
The data on medico-legal litigation were obtained 

through a review of compensation claims at the Uni-
versity Institute of Legal Medicine of Genoa, focusing 
on health litigation cases from San Martino Hospital 
between 2013 and 2021. Neonatology, gynecology, 
and obstetrics cases were extracted, and those in-
volving fetal and perinatal deaths were analyzed to 
determine the occurrence of litigation and instances 
of medical malpractice, including cases where com-
pensation was conferred.
To minimize selection bias, clear and consistent inclu-
sion and exclusion criteria were applied, including only 
cases with complete autopsy reports and medical re-
cords. Information bias was reduced by using stand-
ardized data collection and autopsy protocols, ensur-
ing uniformity in assessments. Multiple team members 
reviewed the data to enhance reliability and reduce 
subjective interpretation. A sensitivity analysis does not 
apply to this retrospective study, which focuses on fixed 
variables and observed outcomes in PACs, rather than 
exploring hypothetical variations. To maintain confiden-
tiality and comply with ethical standards, all data were 
anonymized before analysis. The anonymized data 
were then entered into a Microsoft Excel™ database, 
which served as the primary data management tool. 

Statistical Analysis

Statistical analysis was conducted using MedCalc™, 
a statistical software program designed for biomedi-
cal research. Descriptive statistics were generated to 
summarize the data, including means, standard devi-
ations, and frequency distributions for continuous var-
iables while discrete variables are expressed in total 
number and percentage. Chi-squared tests were used 
to assess the relationships between categorical vari-
ables, such as the type of fetal loss and the primary 
cause of death, as well as to examine the association 
between parental emotional responses and the out-
comes of the autopsy findings. This approach allowed 
for a comprehensive analysis of the data, providing 
insights into the factors contributing to fetal loss and 
the impact of the PAC process.

Results

During the study period, 360 fetal autopsies were per-
formed at San Martino Hospital, of which 120 cases 
involved PACs, representing 33% of the total autopsies 
conducted, including 5 twin pregnancies and a patient 
who underwent two PACs for two different pregnan-
cies. The results presented here provide a compre-
hensive overview of the demographics, causes of fetal 
death, the impact of PACs on parental understanding, 
and correlations between various factors.
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Demographics and Pregnancy Details

The maternal age of the participants ranged from 
20 to 54 years, with a mean age of 34.3 years 
(SD = 6.22). The gestational age at the time of fetal 
death varied from 7 to 42 weeks, with a mean of 21.3 
weeks (SD = 7.42). The types of adverse pregnancy 
outcomes for which PACs were requested were near-
ly evenly split between elective abortion (49.2%) and 
spontaneous fetal loss (50.8%), which included both 
miscarriages and stillbirths (Tab. I).

Causes of fetal death

The analysis distinguished three main groups regard-
ing the causes of fetal death: fetal, placental, and 
maternal causes. A significant proportion of deaths 
were attributed to fetal causes (52.5%), primarily due 
to congenital anomalies. Placental causes accounted 
for 46.7% of the deaths, while maternal causes were 
responsible for only 0.8%.
When examining the elective abortion group sepa-
rately, 55.9% of deaths were attributed to congenital 
anomalies, consistent with prenatal diagnostic find-
ings. Placental causes were more prevalent in the 
spontaneous fetal loss group, accounting for 54.9% 
of cases. Only 1% of fetal deaths in this group were 
attributed directly to maternal causes.

ReCoDe classification and detailed pathology

The ReCoDe classification system was applied to cat-
egorize the ultimate cause of fetal death. According to 
this classification, the most common cause was con-
genital anomalies (Class A1), responsible for 51.7% of 
the deaths. This was followed by abruptio placentae 
(Class C1) at 15%, placental insufficiency (Class C4) 
at 13.3%, and chorioamnionitis (Class D1) at 10.8%. 
Other less common causes included umbilical cord al-
terations (Class B4) at 5.8%, with rare cases of cord 
knots or torsions (Class B1), non-immune hydrops 
(Class A3), and hypertensive diseases in pregnancy 
(Class F4), each contributing 0.8% to the total.

Parental involvement and emotional responses

The timing of the PAC requests varied, with the major-
ity (65%) of mothers seeking a consultation within 5 

months of the fetal death. 35% of the parents involved 
requested consultations between 5 and 20 months af-
ter the event, and in two cases, consultations were 
requested more than 35 months later.
Most women (60%) attended the PAC accompanied 
by their husbands, while others were accompanied by 
other family members, such as their mothers (5%) or 
friends (3.3%). A notable 25.8% of women attended 
the consultation alone.
The emotional responses of the women after the PAC 
varied. A significant majority (83.3%) expressed ac-
ceptance and serenity by the end of the consultation. 
Some mothers actively expressed gratitude towards 
the physicians. However, a smaller proportion of par-
ents experienced ongoing emotional distress. Specifi-
cally, 7.5% reported persistent grief or depression, and 
3.3% exhibited animosity towards healthcare providers.

Comprehension and follow-up care

By the end of the PACs, 97.5% of women displayed 
a good understanding of the causes of fetal death. 
However, in two cases, sociocultural differences led to 
communication challenges, resulting in poor compre-
hension. In one case, the consultation was marked by 
numerous and persistent questions from the mother.
Following the PACs, various follow-up actions were 
recommended based on the autopsy findings and the 
specific circumstances of each case. The most com-
mon follow-ups included gynaecological care (26.4%) 
for mothers at increased risk of placental pathologies 
in future pregnancies. Genetic counseling was recom-
mended for 22.5% of the women, particularly those 
whose fetal deaths were due to congenital anomalies. 
A multidisciplinary approach, including psychological 
support and consultations for assisted reproductive 
technologies, was advised for women who experi-
enced multiple pregnancy losses and had concerns 
about future pregnancies (Tab. II).

Table I. Continuous variables.

  Minimum Maximum Mean Median SD

Age (years) 20 54 34.342 34 6.2221

Gestational
Age (weeks)

7 42 21.208 20 7.4348

PAC Gap 
(months)

0 35 5.558 3 6.2816

Table II. Categorical data.

Clinical-epidemiological data N %

Gravida    

1 46 38.33

2 38 31.67

3 18 15

 > 3 14 11.67

N/A 4 3.33

Para    

0 67 55.83

1 34 28.33
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2 8 6.67

3 1 0.83

 > 3 10 8.33

Trimester    

I 6 5

II 95 79.17

III 19 15.83

Type of fetal loss    

elective 59 49.17

spontaneus 61 50.83

Pathologist’s report N %

Main cause    

Fetal 63 52.5

Malformations 35 29.17

Cariotype alterations 26 21.67

Fetal neoplasia 1 0.83

Thrombosis chord vein 1 0.83

Maternal 1 0.83

Hypertension 1 0.83

Placental 56 46.67

Retroplacentar hemorrhage 18 15

Placental insufficiency & ischemic lesions 16 13.33

Inflammation 12 10

Thrombosis chord vein 4 3.33

Cord brevity 2 1.67

Cord torsion 1 0.83

Ectopic implant 1 0.83

Placental Insufficiency & inflammation 1 0.83

Placental insufficiency & ischemic lesions 
& cord torsion

1 0.83

ReCoDe    

A1 Congenital anomaly 62 51.67

A3 Non-immune hydrops 1 0.83

B2 Constricting loop or knot 1 0.83

B4 Other umbilical 7 5.83

C1 Placenta abruptio 18 15

C4 Placenta insufficiency 16 13.33

C5 Placenta other 1 0.83

D1 Chaorioamnionitis 13 10.83

F4 Hypertensive diseases in pregnancy 1 0.83

post-autoptic consultation N %

Accompanying person present at the 
interview

   

Partner 74 61.67

Alone 31 25.83

Family of origin 11 9.17

Other 4 3.33

Comprehension    

Adeguate 115 95.83

Cultural barriers 4 3.33

Many questions 1 0.83

Reaction    

1 very negative 6 5

Animosity 2 1.66

Severe depression with guilt 2 1.66

Poorly concealed animosity towards the 
treating gynecologist

1 0.83

Emotional dysregulation 1 0.83

2 negative 7 5.83

Initial animosity. then serenity 1 0.83

Very distressed 3 2.5

Concern 1 0.83

Psychologically distressed 1 0.83

Shaken 1 0.83

3 curious/unsatisfied 3 2.5

Insistence 1 0.83

Many questions 2 1.67

4 mixed/ambivalent 4 3.33

Distressed. but relieved 2 1.67

Uncommunicated lingering doubts 1 0.83

Serenity but animosity towards the 
gynecologist remains

1 0.83

5 positive 100 83.33

Serenity 99 82.5

Serenity and gratitude 1 0.83

Follow-up    

No Specific Follow-up 36 30

Gynecologist 34 28.33

Geneticist 27 22.5

Multidisciplinary 20 16.67

Other 3 2.5



R. Barranco et al.362

Medico-legal data and ligitation

Between January 1, 2013, and March 1, 2021, three 
medico-legal disputes related to fetal and perinatal 
deaths were presented. In the first two cases, involv-
ing intrauterine deaths due to umbilical cord complica-
tions at 21 and 39 weeks, medico-legal investigations 
found no evidence of malpractice. In the third case, 
a newborn died from cord compression and hypoxia 
during labor, and the midwife was found responsible 
for not alerting the gynecologists. This case was set-
tled out of court with monetary compensation.
Most notably, no malpractice claims arose in cases 
where such interviews occurred.

Discussion

Several significant correlations emerged from the 
analysis, providing insights into the relationships be-
tween the type of fetal loss, the cause of death, and 
the emotional and medical responses of the parents.
First, a strong correlation was found between the type 
of fetal loss and its underlying cause. Elective abor-
tions were significantly associated with fetal causes, 
particularly congenital anomalies, while spontane-
ous losses were closely linked to placental causes 
(p < 0.0001). This suggests that congenital anomalies, 
often detected through prenatal diagnostics, frequent-
ly lead to elective termination, whereas spontaneous 
losses tend to occur because of placental dysfunction, 
such as placental insufficiency or abruptio placentae. 
In addition, a significant correlation was observed be-
tween the mother’s being accompanied during PAC 
and her emotional response (p  =  0.0206). Mothers 
who attended consultations with their partners exhib-
ited greater emotional stability and acceptance com-
pared to those who attended alone. This highlights the 
crucial role of social support in helping parents cope 
with the loss, suggesting that encouraging partners 
to participate in consultations may positively impact 
emotional recovery.
The types of adverse pregnancy outcomes for which 
PACs were requested were nearly evenly split between 
elective abortion and spontaneous loss of pregnancy: 
this distribution indicates that parents seek PACs re-
gardless of whether the pregnancy loss was therapeu-
tically planned or unexpected. 
In our findings, the most common cause of death was 
fetal in origin, directly followed by placental causes. 
This emphasizes the importance of prenatal diagno-
sis for congenital anomalies and at the same time the 
pivotal placental role in sustaining a pregnancy, high-
lighting the critical need for monitoring placental func-
tion, especially in high-risk pregnancies, as well as for 

a thorough postmortem examination of the placenta 
itself.
The choice to classify the main cause of fetal death 
with the ReCoDe system was performed focusing on 
identifying the relevant condition at the time of intra-
uterine death and organizing causes into a hierarchy 
of nine main categories since this classification em-
bodies a valuable tool that represents a major ad-
vancement in stillbirth classification, enabling better 
identification of conditions requiring timely interven-
tion, improving clinical management, and offering new 
strategies to prevent fetal death and has significantly 
reduced the number of unexplained cases of stillbirths 
to 10-15% 11. 
Almost 3 of 4 mothers 3 of 4 decided to attend the PAC 
alongside a member of the family or a close friend, 
underlining the importance of an effective family sup-
port network in navigating the emotional aftermath of 
a pregnancy loss and in grief coping.
The study highlights how the timing of PACs signifi-
cantly influences parents’ emotional responses. From 
a psychological perspective, parents who request ear-
lier consultations are more likely to reach the accept-
ance phase of grief sooner, as outlined in Elisabeth 
Kübler-Ross’ model of the five stages of grief (denial, 
anger, bargaining, depression, and acceptance)  14. 
This early intervention provides emotional closure, 
helping parents process the trauma more effectively 
by reducing uncertainty and providing clarity about 
the loss.
In contrast, delayed consultations may prolong emo-
tional distress, as parents continue to ponder unan-
swered questions, which can exacerbate feelings of 
anxiety and grief 15. The lack of timely information may 
also hinder their ability to fully understand the situa-
tion, resulting in ongoing emotional turmoil. Moreover, 
those who seek early consultations tend to engage in 
active coping strategies, such as seeking information 
to regain a sense of control over the circumstances, 
which fosters greater emotional resolution  16. Con-
versely, parents who delay consultations may lean 
towards more passive coping mechanisms, avoiding 
confrontation with the reality of the loss and remaining 
stuck in a heightened state of emotional distress.
Our study suggests that PACs play a crucial role in 
helping parents process the causes of their loss and 
in providing them with emotional support. The high 
percentage of parents expressing acceptance and 
serenity following the consultations underscores their 
effectiveness in facilitating the grieving process. The 
consultations revealed significant emotional respons-
es, ranging from acceptance to ongoing distress and, 
in some cases, animosity towards healthcare provid-
ers. These findings highlight the challenges in commu-
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nication during such sensitive consultations and the 
need for healthcare providers to be trained in deliv-
ering challenging news with empathy and clarity. The 
presence of the pathologist during these consultations 
was crucial in ensuring that parents received accurate 
information about the causes of death and that any 
concerns or misunderstandings were promptly ad-
dressed. Furthermore, the autopsy findings provided 
critical insights that guided follow-up care, particularly 
in cases involving congenital anomalies or placental 
insufficiency, which are significant predictors of future 
pregnancy outcomes. The data also indicate that none 
of the parents involved in PACs pursued medico-le-
gal disputes following these consultations, suggesting 
that transparent communication and detailed explana-
tions could mitigate the risk of litigation. The analysis 
of litigation data showed that in the period analyzed, 
only 3 requests for compensation for damages for al-
leged medical malpractice were made. In two cases, 
the medico-legal analysis excluded medical errors 
and liability, while one case highlighted an incorrect 
midwife procedure. 
This finding is important for healthcare providers, high-
lighting the value of PACs not only in offering support 
to grieving parents but also as a tool for risk manage-
ment and minimizing potential medico-legal litigations.
In this concern, it should be noted that the Italian 
law regulatory framework for diagnostic autopsies is 
established by the Italian Law No. 31 of February 2, 
2006, which regulates diagnostic procedures for still-
births and sudden infant deaths. This law mandates 
that infants who die without an apparent cause with-
in their first year of life and fetuses who die without 
an apparent cause after 25 weeks of gestation must 
undergo diagnostic examination at authorized cen-
tres, provided parental consent. The law differentiates 
between sudden infant death and unexpected fetal 
death, each requiring distinct diagnostic protocols. 
However, other Italian laws clarify that parental au-
thorization is not required for the autopsy; the autopsy 
consent is governed by other regulations, including 
D.P.C 170/1999 and the Mortuary Police Regulation 
(Decree of the President of the Republic, September 
10, 1990, No. 285), which mandate autopsies for all 
stillborns and their post-mortem examinations in hos-
pitals. These regulations emphasize that diagnostic 
autopsies are a medical obligation, and parental con-
sent is not a prerequisite. The law strictly requires pa-
rental authorization if the autopsy findings are used in 
scientific studies, although sensitive communication 
with families about the procedures is strictly neces-
sary and cannot be omitted.
Autopsy and PAC can be considered an integral part 
of the care and diagnosis of perinatal deaths. Sci-

entific studies have demonstrated the importance of 
postmortem investigations in detecting unexpected 
pathological findings and allowing the exact diagno-
sis of death  16. The identification of obstetric factors 
or genetic conditions is relevant for the evaluation of 
further pregnancies. Furthermore, discussing the au-
topsy results with the parents, and understanding the 
circumstances of the death, can help them process 
everything and can alleviate the suffering and feel-
ings of guilt that often arise from these traumatic and 
emotionally devastating events 17. In these cases, the 
pathologist’s communication is essential to make the 
parents understand that they are not to blame and 
could not have done anything more to save their child. 
Concerning medico-legal disputes, the PACs allow 
the family members to be better informed about what 
happened and dispel any thoughts of guilt on the part 
of the physicians as well. A correct and thorough ex-
planation of the reason for the death of the fetus can 
help the parents to better understand whether the 
death was an unavoidable and unforeseeable event 
or whether it was due to a medical mishap.
Nonetheless, the study also has some limitations. 
One significant weakness is the absence of a control 
group, which limits the ability to draw definitive con-
clusions about the effectiveness of PACs compared to 
situations where such consultations do not occur. The 
reliance on self-reported emotional responses intro-
duces potential biases, such as recall or social desira-
bility bias, which could affect the accuracy of the data. 
The study’s generalizability may be constrained, as it 
relies on data from a single institution in Genova, Ita-
ly, and may not fully represent practices or outcomes 
in other cultural or healthcare settings. Lastly, while 
the study mentions the potential for reducing medico-
legal litigation, it lacks a detailed exploration of legal 
outcomes, which could provide stronger evidence for 
this claim. Addressing these weaknesses in future re-
search could further strengthen the findings and impli-
cations of the study.
The establishment of a Disease Management Team 
is a key recommendation from clinical audits and na-
tional guidelines to improve perinatal care  2,18. This 
multidisciplinary team, comprising obstetricians, neo-
natologists, midwives, geneticists, pathologists, foren-
sic experts, and mental health professionals, regularly 
reviews cases of intrauterine death to ensure compre-
hensive evaluation and management. Geneticists, in 
collaboration with obstetricians and midwives, play a 
crucial role in identifying potential genetic causes of 
fetal death and advising families on recurrence risks, 
supported by genetic counseling and prenatal diag-
nostics.
The pathologist is fundamental in this process, con-
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ducting a thorough examination of the fetus and pla-
centa to determine the precise cause of death. Their 
role extends beyond clinical investigation, as they 
serve as a neutral third party who was not directly in-
volved in the pregnancy’s medical management. This 
objectivity makes the pathologist particularly suited to 
explaining autopsy findings to grieving parents, help-
ing them understand the reasons for their loss while 
reducing emotional distress.
Forensic medical experts play an equally essential 
role by addressing medico-legal aspects of perina-
tal mortality. Their methodical assessment ensures 
transparency in ruling out potential malpractice, pro-
viding both families and healthcare providers with an 
objective understanding of the event. This clarity can 
help mitigate uncertainty, ease parental distress, and 
reduce the likelihood of legal disputes. Mental health 
professionals, including psychiatrists and psycholo-
gists, are also vital members of the team, offering 
emotional and psychological support. Their expertise 
in managing grief, depression, and guilt helps par-
ents process their loss and fosters resilience for future 
pregnancies.
While a multidisciplinary approach is indispensable 
for holistic care, it is crucial to balance the involve-
ment of multiple specialists to avoid overwhelming 
parents. Communication should be clear, sensitive, 
and well-structured, ensuring that families receive the 
necessary support without feeling burdened during an 
already difficult time.

Conclusions 

This study emphasizes that PAC is a vital compo-
nent of care following adverse pregnancy outcomes. 
It provides parents with essential information about 
the causes of their loss and helps them process their 
grief. The pathologist’s role in a valuable multidisci-
plinary team and the need for tailored follow-up care 
are crucial elements for both guiding future pregnancy 
management based on a more informed and emotion-
ally grounded approach and ensuring parents receive 
holistic support through a challenging, life-changing 
event.
To enhance the effectiveness of PACs, the following 
recommendations are proposed: 
•	 Hospitals should implement standardized proto-

cols for PACs, ensuring that all parents are offered 
this opportunity after an adverse pregnancy out-
come. This process must be communicated early 
in the parents’ care.

•	 Healthcare providers should receive specialized 
training in communication skills, focusing on em-

pathy, clarity, and cultural sensitivity, to better sup-
port grieving parents.

•	 Perinatal mortality management should involve a 
coordinated multidisciplinary team, ensuring com-
prehensive care that addresses both medical and 
emotional needs.

•	 Ongoing follow-up care is essential for parents after 
fetal loss, including regular consultations, genetic 
counseling, and access to psychological support 
should be readily available for those who need it.

•	 Hospitals should continually evaluate and im-
prove PAC processes, encouraging research on 
their long-term impact to develop evidence-based 
guidelines.

•	 Involve associations dedicated to maternity and 
parenting to act in synergy towards family support 
with the work of healthcare providers.
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