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pathology in our patient was characteristic
of the classical variety.

The ideal mode of management is still
uncertain. The first line of management in
the cases reported, is surgery-either total or
partial excision of the tumor mass. Twenty
eight of the 35 cases in Rubinstein's series
underwent surgery of whom 22 patients
survived post operation. Nine of these
patients had recurrences in a period
ranging from 6 months to 7 years.

All 11 cases in Berger's series were
operated and were also subjected to post-
operative radiotherapy to prevent recur-
rences. Four patients showed a recurrence.
Recurrences are reported to be common in
those patients with solid tumors and those
undergoing subtotal resection. Recurrences
were managed by surgery or a combination
of multiple chemotherapy with radio-
therapy.

In summary, primary cerebral neuro-
blastoma is a rare type of neuroectodcural
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Post mortem radiography of perinatal
deaths is a simple and informative investi-
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tumor. Probably this is the first case re-
ported, that has presented at birth.
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gation which, in selected cases, can help in
reaching a correct diagnosis and accurate
genetic counselling thereafter(l).
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In our country perinatal autopsy is not
a routine because of constraints in the form
of expertise, finances, time, space and
social issues. As a result diagnosis remains
doubtful; hence a correct recurrence risk
and possibility of prenatal diagnosis cannot
be communicated to the parents. Post mor-
tem radiography of selected cases can be a
positive step in this direction.

We present our experience of this tech-
nique and outline some gross signs which
can help in selection of perinatal deaths for
radiography. .

Material and Methods

Over the past one and a half years we
have performed 50 fetal autopsies. The
cases were primarily referred by the obste-
tricians because of congenital malforma-
tions. Each fetus was dealt with according
to established protocol in the order
mentioned, i.e., (i) Photography; (ii)
Gross examination; (iii) Anthropometry;
(iv) Radiography consisting of an AP and
lateral view of the whole fetus; (v) Autop-
sy; and (vi) Histology of cord, placenta,
bone and internal organs. From this group
we have selected 6 fetuses whose correct
diagnosis could be made on gross examina-
tion and radiography. The autopsy did not
yield further significant information. These
6 fetuses constitute the subjects of the
present report.

Results

Table I shows the gestational age,
gross, radiological findings together with
the autopsy and histology. We have also
mentioned the diagnosis, mode of inherit-
ance and risk of recurrence.

Discussion

The clinical, radiological, autopsy and
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histological findings of six fetuses are pre-
sented. The results have shown that a con-
clusive diagnosis of all these cases could be
made on the basis of gross examination and
radiology  alone.  Although  autopsy/
histology (done in 5 cases) did yield further
findings it did not add to or change the
diagnosis. In Cases I and II there was a
diagnostic dilemma since the fetuses had
features common to both hydrolethalus and
Majewski syndrome. This could not be
resolved even by autopsy /histology(2).

It is not, however, implied that fetal
autopsy is non essential. On the contrary
autopsy of all still borns and neonatal
deaths should be a routine(3-4). However,
as mentioned earlier there are constraints
and adequate facilities are available only at
tertiary centres. Fetal radiography on the
other hand can be carried out wherever
there is an X-ray machine, even at a pri-
mary health care centre.

As the data has shown, perinatal radi-
ography is diagnostic of skeletal dysplasias
which have an incidence of 9/1000 perina-
tal deaths(5). The presence of 6 such cases
in our series of 50 can be accounted for by
a biased referral of fetuses with obvious
congenital malformations. A routine peri-
natal radiography, although desirable, may
not be cost effective. Hence, on the basis of
this study, some gross clinical signs have
been identified which should help in selec-
tion of cases for radiography. These fea-
tures are: hydrops, short limbs, polydactyly,
arid small or bell shaped thorax.

Selective radiography of perinatal
deaths having one or more of the above
mentioned features is likely to result in a
higher positive yield and improved genetic
counsel ling thereby.
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Fig. 1. Infantogram showing shOIl ribs, flat ver-
tebrae, shollened long bones with ilregu-
lar margins and dysplastic pelvis.
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