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In the landscape of perinatal care, the fetal autopsy has
long stood as a sentinel of diagnostic clarity. As we stand
in 2025, its role has become more relevant and multidimen-
sional than ever before spanning clinical, ethical, genomic,
and technological domains. In a healthcare world increas-
ingly driven by data and family-centered care, the fetal au-
topsy remains not merely a postmortem ritual but a pillar in
the management of fetal loss and a guide for future preg-
nancy planning.

In the evolving conversation on perinatal health, still-
birth remains one of the most persistent and least addressed
global tragedies. Despite commendable progress in reduc-
ing child and maternal mortality, the story of stillbirth is one
of silence, stagnation, and profound inequality.

At its core, stillbirth is defined as the birth of a fetus
with no signs of life at or after 28 weeks of gestation, a
threshold standardized by the World Health Organization
(WHO). However, this definition varies by country, with
some nations using thresholds as low as 20 or 24 weeks,
contributing to inconsistent surveillance and international
comparability [1].

In 2019 alone, approximately 2 million babies were
stillborn, equating to 1 every 17 seconds [2]. Unlike ma-
ternal or neonatal deaths, which have seen steady declined,
the annual rate of reduction in stillbirths remains under 2%,
significantly lagging behind the progress in under-five and
neonatal survival [2]. This slow pace exposes a glaring gap
in global health priorities: stillbirth remains largely invisi-
ble in both discourse and funding strategies.

Geographic inequity further compounds this crisis.
Nearly 84% of all stillbirths occur in low- and middle-
income countries (LMICs), with sub-Saharan Africa and
South Asia bearing the heaviest burdens [2]. Within 6
countries—India, Pakistan, Nigeria, the Democratic Re-
public of Congo, China, and Ethiopia—Iie half of the
world’s stillbirths [2]. In stark contrast, high-income coun-
tries account for just 2% of global stillbirths despite consti-
tuting 9% of total live births, underlining the deep dispari-
ties in health system access and quality [2].

But stillbirth is not merely a clinical statistic: it is a
deeply emotional, social, and psychological event. It strikes
at the heart of parenthood and dignity, yet in many cultures
remains shrouded in silence. The psychosocial aftermath

can include grief, stigma, post-traumatic stress, and long-
term mental health issues. For many parents, the invisibility
of their loss is intensified by the lack of acknowledgment
and meaningful bereavement care [3].

One of the most troubling aspects is the chronic un-
dercounting and misclassification of stillbirths. Inade-
quate civil registration, inconsistent definitions, and lack of
skilled health personnel mean that many stillbirths go un-
documented [4]. This data void makes it difficult for coun-
tries to target interventions or effectively track progress.

The Every Newborn Action Plan (ENAP) established
a target of no more than 12 stillbirths per 1000 total births by
2030. Yet, at the current rate of decline, more than 50 coun-
tries will fail to meet this goal without significant acceler-
ation [5]. To reverse this trend, a renewed commitment is
essential—one that integrates high-quality antenatal and in-
trapartum care, skilled birth attendance, timely emergency
obstetric services, and robust perinatal investigations.

This brings us to the critical role of perinatal autopsy
and pathology. Stillbirth investigations that include fetal
autopsy, placental histology, and genetic testing yield a
cause of death in the majority of cases, particularly when
conducted by trained professionals. Unfortunately, even in
high-income settings, perinatal pathology remains under-
resourced. For example, the United Kingdom, despite
its strong healthcare infrastructure, reported only 64 pedi-
atric/perinatal pathologists out of over 3000 consultants. As
highlighted by Flenady and colleagues [2], perinatal pathol-
ogy is fundamental to both clinical understanding and pub-
lic health planning. The autopsy is not simply a retrospec-
tive act; it is a tool that informs recurrence risk counseling,
family planning, and even healthcare cost containment [2],
yet its utility is diminished when undervalued or excluded
from postmortem protocols.

The neglect of stillbirth is, in many ways, a reflection
of global gender and economic inequity. The burden falls
overwhelmingly on poor women in poor countries, whose
grief is often met with indifference rather than empathy. As
we advance toward 2030, it is imperative that stillbirth is no
longer relegated to the periphery of maternal and perinatal
health strategies.

The autopsy, once the cornerstone of modern
medicine, has undergone a remarkable transformation and
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not always for the better. In the adult hospital setting, it
has faded from routine practice into a rare, sometimes cere-
monial event. Where once no hospital death was complete
without an autopsy, today it is common for weeks to pass
in tertiary care centers without a single postmortem exami-
nation.

The reasons are manifold: increasing confidence in
clinical diagnostics, the dominance of imaging technolo-
gies, fear of litigation, limited reimbursement, and emo-
tional discomfort in obtaining consent from grieving fami-
lies. As Lloyd [6] notes in his reflection on the profession,
the “decline of the clinical-pathological autopsy” is perhaps
the most visible casualty of a medicine that has become in-
creasingly technological and, paradoxically, less tactile in
its final assessments.

Yet, curiously, and crucially, this decline is not uni-
versal. In fact, in 1 specific and profoundly human context,
the autopsy not only survives but arguably grows in value:
the realm of fetal and perinatal death.

While adult autopsies now hover near single-digit per-
centages in many developed health systems, perinatal au-
topsies have remained stable, and in some specialized cen-
ters, even increased. The reason is clear. Where adult
deaths are often expected or well-documented, the death
of a fetus, especially one that had passed all visible pre-
natal checks—remains a medical mystery and an emotional
catastrophe. For families, this is often not just a loss but a
catastrophe in the expected narrative of life. They seek un-
derstanding, accountability, and reassurance for the future,
and that is where the perinatal autopsy still answers the call.

Fetal autopsy retains a uniquely multifaceted role in
contemporary medicine. It is both diagnostic and prognos-
tic, clinical and emotional, individual and epidemiological.
It can identify congenital anomalies, confirm or challenge
prenatal imaging, provide data for recurrence risk counsel-
ing, and sometimes, simply and profoundly offer a cause
where none was known.

But perhaps the most significant distinction lies in mo-
tivation. In adult hospital autopsies, it is often clinicians or
coroners who must justify the procedure. In contrast, fe-
tal autopsies are frequently driven by parents themselves,
grieving, bewildered, and needing answers. With compas-
sionate support, many consent willingly, especially when
the purpose is framed not as scientific scrutiny, but as a fi-
nal, dignified step in their child’s story.

Moreover, fetal autopsy now exists within a broader
integrated framework of prenatal diagnostics. Advances
in fetal magnetic resonance imaging (MRI), postmortem
micro-computed tomography (CT), chromosomal microar-
ray, and whole-exome sequencing have all magnified the
value of pathology by providing layered, correlational in-
sight. In this model, the fetal autopsy is no longer an iso-
lated ritual but a node in a diagnostic web involving obste-
tricians, radiologists, geneticists, and pathologists [2].

Public health surveillance of stillbirth, fetal anomalies,
and pregnancy outcomes increasingly depends on autopsy-

informed data. Without it, national reporting risks being
hollow; interventions risk being misdirected. Autopsy has
become not only a tool for clinical clarity but a mechanism
for accountability in maternal and perinatal care systems.

Still, it would be misleading to paint too rosy a pic-
ture. The perinatal autopsy faces its own systemic vul-
nerabilities. The number of trained perinatal pathologists
is alarmingly low. Training pipelines are limited, and the
work, technically intricate and emotionally taxing, is often
undervalued.

What emerges, then, is a story of divergence. While
the traditional adult autopsy struggles to maintain its place
in contemporary medicine, the fetal autopsy quietly asserts
its continued relevance and its necessity, even in the face of
death’s deepest silence.

It is not merely an act of postmortem diagnosis, but a
gesture of truth, of compassion, and of continuity for fami-
lies, professionals, and public health alike.

Why Fetal Autopsy Still Matters in 2025? Despite
the rise of postmortem imaging and genetic diagnostics,
conventional autopsy remains the gold standard, offering
unparalleled insight into fetal pathology. Hutchinson et
al. [7] emphasize that comprehensive fetal postmortem ex-
amination yields the highest diagnostic return, particularly
in unexplained intrauterine fetal death (IUFD), surpassing
even advanced genomic approaches in many contexts.

Similarly, the Royal College of Obstetricians and
Gynaecologists’ 2024 guidelines affirm that autopsy—
especially when combined with placental histology, can
yield a cause in up to three-quarters of stillbirths [8]. It is
this capacity for closure, for transforming tragedy into un-
derstanding, that cements the autopsy’s irreplaceable role.

Despite its invaluable diagnostic and prognostic yield,
fetal autopsy may be declined by parents for a variety of
reasons, often rooted in religious, cultural, or emotional be-
liefs. In certain faith traditions, such as Islam and Judaism,
there may be theological concerns about the integrity of the
body after death, though perspectives vary and allowances
are sometimes made for urgent medical reasons. Cultural
taboos surrounding death and the handling of the body can
also impede acceptance. Additionally, the profound grief
following stillbirth can make discussions about autopsy par-
ticularly distressing, especially when not handled with sen-
sitivity and clear communication. Studies have shown that
families are more likely to consent when the procedure is
explained compassionately, when minimally invasive alter-
natives are offered, and when the process is framed as a way
to seek answers and honor the baby’s life [2,9].

The Integration of Genomics and Imaging: where
autopsy once stood alone, it now cooperates with power-
ful allies. Genetic testing—especially whole-exome and
microarray analysis—has emerged as a critical adjunct. A
compelling example comes from Zhang ef al. [10], who
discovered novel compound mutations in the DNAH11 gene
via fetal autopsy in laterality disorders.
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Simultaneously, technologies like micro-CT and MRI
offer non-invasive or minimally invasive options. Simcock
etal. [11] report a striking increase in autopsy consent rates
following the implementation of a micro-CT program, with
diagnostic yield remaining strong even in macerated cases.
These methods are not replacements but complements, es-
pecially valuable where cultural or parental objections to
dissection exist.

New Paradigms: From Pathology to Prediction.
Autopsy today informs more than just a retrospective cause.
It guides prognostic counseling, recurrence risk, and ther-
apeutic planning. Jain stresses its critical role in formulat-
ing future pregnancy strategies in a multidisciplinary frame-
work [12]. Likewise, Garabedian et al. [13]. recommend
autopsy as a required component of postmortem evalua-
tion, especially in cases where genetic contributions are sus-
pected.

In rare cases, an autopsy can also uncover unusual
pathologies that may otherwise go unrecognized. For in-
stance, Paudice ef al. [14] described a stillbirth linked to a
giant hepatic hemangioma and placental chorangiosis, em-
phasizing the need for comprehensive anatomical assess-
ment in ambiguous deaths.

Ethical and Cultural Dimensions: despite its value,
fetal autopsy remains underutilized. As outlined in the
Global Stillbirth Advocacy Guide, families are often de-
nied full investigation due to structural inequities, cultural
discomfort, or lack of skilled personnel [3]. The role of re-
spectful bereavement care, transparent communication, and
support systems cannot be overstated.

Professional guidelines such as the Royal College of
Pathologists (RCPath) Autopsy Practice Document further
reiterate that even in limited or modified autopsies, stan-
dardization and transparency remain crucial [15].

A Diagnostic and Moral Imperative: fetal autopsy
is not a relic of the past but a living, evolving practice at the
crossroads of modern medicine. In an age that embraces
precision health, autopsy continues to bridge the known and
unknown, providing clarity for clinicians, closure for fam-
ilies, and direction for future care.
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