
We present a case of an infant with multiple congenital anomalies 
including an airway anomaly not identified prior to delivery.  The 
infant required a prolonged resuscitation that was discontinued 
once it was determined that these anomalies were incompatible 
with life. 

The aims of this presentation and discussion are to: 

▪ Describe the pertinent prenatal findings in the fetus that led to 
the need for complex case coordination

▪ Describe additional findings discovered soon after delivery that 
added to the complexity of the infant’s resuscitation

▪ Discuss the events surrounding the infant’s delivery, presentation 
and eventual demise from a medical ethics perspective

INTRODUCTION

IMAGE 1(A-D): Clockwise from top left – Prenatal ultrasound images capturing 
multiple congenital anomalies in the fetus including (a) thoracolumbar 
scoliosis; (b) bilateral cerebral ventriculomegaly; (c) 2-vessel umbilical cord; 
and (d) absence of the ductus venosus with the umbilical vein directly draining 
to the right atrium

IMAGE 1

Baby Girl PC was a 36-4/7 weeks’ estimated gestational age (EGA) 
infant who was followed closely by Maternal-Fetal Medicine for 
known multiple congenital anomalies involving the central nervous, 
cardiovascular, gastrointestinal, pulmonary and skeletal systems. 

PRENATAL HISTORY

▪ Congenital anomalies were discovered on 20 week ultrasound 
[Image 1].

▪ An amniocentesis revealed a 265 Kb deletion at Chromosome 
8q22.2.

▪ An amnioreduction was performed at 34 weeks’ EGA that 
resulted in the removal of 2600 mL of amniotic fluid; there was 
rapid reaccumulation within a week. 

DELIVERY COURSE

▪ The mother presented in preterm labor at 36-3/7 weeks’ EGA.

▪ Terminal bradycardia noted during fetal heart rate monitoring 
led to a STAT c-section under general anesthesia.

RESUSCITATION [Figure 1]

▪ At birth the infant was limp without spontaneous movement, 
cyanotic, apneic, bradycardic (HR < 60 bpm).  She had dilated 
and fixed pupils.

▪ Multiple physicians were unable to visualize a laryngeal opening 
during intubation attempts.

▪ The team was unable to auscultate a heart rate at 20 MOL.

▪ Resuscitation was discontinued at 48 MOL

CASE PRESENTATION

Autopsy findings confirmed the diagnosis of laryngeal atresia as the 
principle cause of death. Additional findings [Table 1, Image 2] led to 
the diagnosis of TACRD association with overlap of VACTERL 
association, a constellation of anomalies incompatible with life. 

This case present a larger question regarding how healthcare 
providers can or should respond to the unexpected in the delivery 
room environment. This case included a number of factors the 
resuscitation team had to consider. 

Medical issues

▪ Multiple prenatal findings consistent with a poor neonatal 
outcome

▪ Prenatally undiagnosed rare lethal anomaly 

▪ Uncertainty surrounding the availability of specialty services

Social issues

▪ Emergent c-section with mother under general anesthesia

▪ Father not able to be at bedside and an active part of decision 
making

Questions to consider

▪ If the full diagnosis had been known prior to delivery would the 
approach to counseling and resuscitation been different?

▪ The AAP/NRP recommends stopping resuscitation after 10 minutes 
of effective ventilation with no return of circulation. What about a 
case such as this where “effective ventilation” has not been 
established?

▪ During neonatal resuscitation, at what point is it appropriate to 
make decisions regarding the continuation or discontinuation of 
efforts when parents are unavailable or unable to make these 
decisions?

DISCUSSION

TABLE 1

Table 1:  Side-by-side 
comparison of the 
major findings in 
TACRD association and 
VACTERL association 
as well as the findings 
on autopsy from this 
patient.  

CONCLUSIONS

▪ Some lethal fetal anomalies may not be identified as part of 
routine prenatal care

▪ When previously unidentified complications arise, clear 
communication amongst team members as well as with family 
members is extremely important 

▪ In the circumstances of a prolonged difficult resuscitation, the 
wishes of the parents, the underlying pathology, and the best 
interest of the infant must all be factored in each decision
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IMAGE 2: Post-mortem 
autopsy photos.
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