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Abstract
Amniotic fluid embolism (AFE) is a rare but potentially catastrophic obstetric emergency characterized by a
combination of signs and symptoms that reflect sudden cardiorespiratory collapse and disseminated intravascular
coagulation (DIC). The diagnosis of AFE has traditionally been made at autopsy when the amniotic debris is
found in the maternal pulmonary vasculature. A 28 years old term mother was admitted to the hospital for
confinement. One hour after the induction of labour she complained of difficulty in breathing and excessive
sweating and in spite of the intensive resuscitation measures she was pronounced dead. The autopsy examination
was unremarkable except for the diffuse extensive retroperitoneal haemorrhage. The histology sections from lungs
show amniotic fluid components; mainly cuticulated epithelium, foetal squamous cells and keratinized epithelial
cells in small arteries and capillaries. Similar findings were observed in the histology sections obtained from the
liver, kidney, brain, myometrium, and myocardium. The value of histopathological confirmation using special
stains is emphasized in this case report.
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Introduction
Amniotic fluid embolism (AFE) is a rare but
potentially catastrophic obstetric emergency
characterized by a combination of signs and
symptoms that reflect sudden cardiorespiratory
collapse and disseminated intravascular coagulation
(DIC).[1] Despite the early detection and prompt
treatment, morbidity and mortality rates remain
high. The diagnosis of AFE has traditionally been
made at autopsy when the amniotic debris is found
in the maternal pulmonary vasculature.[2]
Although the pathophysiology of AFE is not
completely understood, the process is more similar
to anaphylaxis than to embolism, so the term
anaphylactoid syndrome of pregnancy has been
suggested because amniotic fluid components are
not universally found in mothers who present with
signs and symptoms of AFE.[3] We report an
uncommon presentation of widespread AFE which
was confirmed by histo-pathologically using
different special stains.
Case report
A 28-year-old term mother (P2, C1) with
unremarkable antenatal history was admitted to a

tertiary care hospital for confinement. The induction
of the labour was started with artificial rupture of the
membranes (ARM) and with an infusion of
oxytocin.
One hour later she complained of difficulty in
breathing and excessive sweating. The examination
revealed hypotension, tachycardia, and foetal
monitoring by cardiotocograph (CTG) showed
foetal distress with bradycardia. Shortly she became
unresponsive and with the Cardio Pulmonary
Resuscitation an emergency uneventful Caesarean
section was performed and a live baby was
delivered. In spite of the intensive resuscitation
measures, she was pronounced dead.
The medico-legal autopsy was performed in the
presence of the Obstetric and the Anaesthetic teams.
The external examination revealed evidence of
recent pregnancy and medical and surgical
interventions. Sutured Caesarean section incision
and an abdominal drain were observed. Internal
examination revealed 200ml of blood-stained
pleural fluid in both pleural cavities and
approximately 20 ml of blood-stained pericardial
fluid. There were numerous petechial haemorrhages

36

Medico-Legal Journal of Sri Lanka, 2020 December; Volume 8, Issue 2

Case report

over the visceral surfaces of the lungs and
pericardium. Both lungs were congested with
moderate pulmonary oedema. A diffuse extensive
retroperitoneal bleeding was observed.(Figure 01)
The internal organs including the brain were pale.

Figure 03. Photomicrograph of lungs
Figure 02 and 03 shows Histopathology of the lungs.
Note the amniotic fluid components in the small
arteries, oedema fluid in alveoli and interstitium.
Figure 01. Abdominal cavity is opened. Note
retroperitoneal haemorrhage
Tissue samples from the internal organs including
multiple tissue samples from each lobe of the lungs
were obtained for histology. The tissues were
initially stained with H&E and detected amniotic
fluid components; mainly cuticulated epithelium,
foetal squamous cells and keratinized epithelial cells
in small arteries and capillaries in the sections from
lungs, brain, kidneys, liver, spleen, heart and
myometrium. (Figure 2–6)
Figure 04: Photomicrograph of the myocardium

Figure 05: Photomicrograph of brain
Figure 02. Photomicrograph of lungs
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Figure 06. Photomicrograph of spleen
The lung histology showed dilated as well as
collapsed alveolar spaces, marked intra-alveolar
septal oedema, congested blood vessels and foci of
pulmonary haemorrhages. A Transparent fibrin
microthrombi was observed in some lung
capillaries.
Sections of several lung tissues were stained with
Alcian Blue and detected mucin particles of
epithelial cells of amneotic fluid and further the
immunohistochemistry with cytokeratin 5,6 (CK56)
detected marked epithelial squamous in the
pulmonary vasculature. (Figure 7, 8) Considering
the typical histopathology the cause of death was
concluded as AFE.
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Fig. 08. Photomicrograph of lung tissue with Alcian
Blue stain
Discussion
AFE is a rare obstetric complication which typically
occurs during labour and delivery or in the
immediate postpartum period. The patients with a
rapid onset of AFE may die within a few minutes or
after
recovery
often
suffer
post-partum
haemorrhage, DIC and finally multiple organ failure
followed by renal, respiratory and cardiac failure.[4]
The determination of the cause of death in these
obscure autopsies is a challenging task for the
forensic pathologist. The clinical presentation in
combination with a lack of other explanations for the
maternal cardiovascular collapse and postmortem
findings with ancillary investigations support to
determine the cause of death. The patient presented
with typical clinical signs and symptoms of AFE
which were able to elicit from the clinical records
and the discussions with clinicians during the
autopsy.
The confirmation of the AFE is mainly dependent on
the histology findings. But the mere presence of
foetal squamous cells in the pulmonary circulation
is not necessarily diagnostic for AFE, as some
squamous cells have been found in the pulmonary
circulation of pregnant women without the diagnosis
of AFE.[5]

Figure 07. Histopathology Immunohistochemistry
– CK56. Note keratin

The presence of amniotic fluid debris in this case
was confirmed with Alcian blue stains and
immunohistochemistry. The unusual finding of this
case was that the amniotic fluid debris was detected
in H&E stains in other organs particularly the brain,
heart, kidney, liver, myometrium and spleen.
The dilated as well as collapsed alveolar spaces,
marked intra alveolar septal oedema, congested
blood vessels and foci of pulmonary haemorrhages
were consistent with acute lung injury. The
retroperitoneal haemorrhage and the petechial
haemorrhages may be due to the effects of DIC.
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Conclusions
The value of evaluation of the history, thorough
external and internal autopsy examination and
histopathological confirmation using special stains
are emphasized in this report.
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