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ABSTRACT 

BACKGROUND 

The World Health Organization defines perinatal mortality as the "number of stillbirths and deaths in the first week of life per 

1,000 total births, the perinatal period commences at 22 completed weeks (154 days) of gestation and ends seven completed days 

after birth.1 The level of perinatal mortality is associated with socioeconomic development and availability of health care facilities 

in the community.2,3,4 Perinatal mortality is also an indicator of social equity and health care standard of a community. Perinatal 

includes early neonatal mortality. Neonatal mortality is becoming increasingly important not only because the proportion of 

under-five deaths that occur during the neonatal period is increasing although under-five mortality is declining but also because 

the health interventions needed to address the major causes of neonatal deaths generally differ from those needed to address 

other under-five deaths and are intimately linked to those that are necessary to protect maternal health. The first day and week are 

most critical for the survival of newborns. Children that die in the first 28 days of life suffer from diseases and conditions that are 

often associated with quality of care around the time of childbirth and are readily preventable or treatable.3 Analysing the 

determinants of perinatal mortality can help in finding the causes and planning effective and corrective measures to improve the 

perinatal outcomes. Also this can be extrapolated to huge health benefits in terms of improvement of neonatal, infant and under-

five survival rates. Hence, this study was done to find out the incidence and evaluate the causes associated with stillbirths. 

 

MATERIALS AND METHODS 

Study Design- A retrospective cross-sectional study. 

Source of Data- Medical records from Department of Obstetrics and Gynaecology, attached to KLE University’s J. N. Medical College. 

Sample- 220 cases for a period of one year from January 2014-December 2014 were analysed. 

Data Analysis- Demographic variables were analysed by pie charts and bar diagrams. 

 

RESULTS 

There were 6270 deliveries during January 2014 to December 2014. There were 220 stillbirths which occurred during this period 

that were analysed, amounting to an incidence of 35 per 1000 live births. Fresh stillbirths accounted for 62% of stillbirths. The 

mean maternal age of stillbirths is 26.7 ± 4.2 years. 42% of the stillbirths occurred in unregistered cases. Low socioeconomic status 

contributed to 38% of stillbirths. Majority of these stillbirths occurred in primigravida (40%). Maternal causes were hypertensive 

disorders of pregnancy (22.4%), antepartum haemorrhage (14%), preterm labour (13.7), gestational diabetes mellitus (5.5%). The 

mean gestational age at time of delivery was 32 weeks, with mean birth weight of 1.46 Kg. 72 (32%) out of 220 stillbirths occurred 

before 28 weeks, 46  (20.9%) occurred between 28 - 32 weeks, 39 (17.7%) cases from 32 – 34 weeks, 38 (17.2%) cases from 34 -

37 weeks, 25 (11.3%) cases from 37 – 42 weeks. The major foetal cause of the stillbirth was prematurity (14%). 

 

CONCLUSION 

Stillbirth rate in our institute was correlating with the national perinatal mortality rate (35 vs. 22-60). Majority of the stillbirths 

occurred in unregistered cases suggesting that they can be prevented with effective antenatal care and close monitoring especially 

for growth restricted foetuses. 
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BACKGROUND 

Stillbirth is defined as a baby born with no signs of life at or 

after 20 weeks of gestation or of weight less than 500 g. The 

rate of stillbirths is higher in developing countries than 

developed countries.1 India contributes to one fourth of the 

total stillbirths worldwide.5 According to recent NFHS data, 

stillbirth rate in India is 22-26 per 1000 live births.6 

Millennium Development Goal 4 was directed towards 

prevention of child mortality rates (Target 4. A: Reduce the 
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under-five mortality rate by two-thirds, between 1990 and 

2015.7) 

Sustainable development goal 3.2 aims to end 

preventable deaths of newborns and children under 5 years 

of age, with all countries aiming to reduce neonatal mortality 

to at least as low as 12 per 1,000 live births and under-five 

mortality to at least as low as 25 per 1,000 live births by 

2030.8 Neonatal mortality contributes to 56% of under-five 

mortality of which 45% is by early neonatal deaths and 11% 

by late neonatal deaths.9 In 2013 almost 1 million newborns 

(36 percent) died on the day they were born, and another 1 

million (37 percent) died within the next six days of birth. 

Some 0.8 million neonatal deaths (27 percent) occurred 

between day 7 and day 27 of life.3 Most neonatal deaths are 

preventable. The share of neonatal deaths among under-five 

deaths has increased from 37% in 1990 to 44% in 2013.3 

With 2.8 million newborns dying each year, accounting for 44 

percent of under-five deaths, progress has been insufficient 

and is now impeding improvement in child survival 

worldwide.3 Neonatal health will need to be addressed more 

effectively for progress on overall child mortality to continue 

rapidly. 

Hence, analysing the causes of perinatal mortality which 

includes early and late neonatal deaths, helps in formulating 

preventive and effective strategies to achieve SDG goals. 

Stillbirth rates reflect a woman`s pre-conceptional health 

and nutritional status, her access to good health care 

including contraception, first trimester care, screening for 

infectious diseases and congenital anomalies, disease 

identification and management and adequate care during 

labour which includes foetal monitoring, timely access to 

caesarean section. Thus, stillbirth rates indicate the 

accessibility and quality of health care. There are many 

downstream consequences of stillbirths, the most significant 

and long lasting being experienced by mother like depression, 

post-traumatic stress disorder and family disorganisation. 

The causes of stillbirth differ in developing countries 

compared to developed countries. Most common causes of 

stillbirth include spontaneous preterm delivery, hypertensive 

disorders of pregnancy, antepartum haemorrhage, multiple 

pregnancy and intrapartum asphyxia. Most of them can be 

prevented with better understanding of the causes and 

improvement of obstetric care. This study aims to determine 

the causes of stillbirth based on the antenatal and intranatal 

events. Thus, this study helps in analysing the risk factors and 

hence modulate strategies for prevention of stillbirth for 

better perinatal outcome. 

 

MATERIALS AND METHODS 

Source of Data 

Medical records from Department of Obstetrics and 

Gynaecology, attached to KLE University’s J. N. Medical 

College. 
 

Study Design 

Retrospective cross sectional study. 
 

 

 

 

 

 

Sample Size 

A total of 220 cases for a period of one year from January 

2014 - December 2014. 

Individual consent was waived off, after taking ethical 

clearance. 

Data was collected from medical records department of 

teaching hospital attached to KLE University’s J. N. Medical 

College. Data was collected regarding maternal 

characteristics, labour characteristics, details regarding 

stillbirth. Cause of the stillbirths is ascertained based on the 

standard definitions of antepartum haemorrhage, foetal 

growth restriction, hypertensive disorders of pregnancy, 

preterm labour and gestational diabetes mellitus. 

Data analysis was done using pie charts, bar diagrams 

graphically. 

 

RESULTS 

Maternal Characteristics 

 

 
Parity 

 

 

 
 

Registered vs. Unregistered 
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Maternal Age 

 

 
 

Term vs. Preterm 

 

 
 

Maternal Socioeconomic status-Modified  

B. J. Prasad Classification 

 

 

 

 

Causes of Stillbirths 

 
Maternal Causes 

 

 

 
 

Foetal Characteristics 

 

 

 
 

Weight of the Babies 
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Fresh Stillbirths vs. Macerated Stillbirths 

 

RESULTS 

Stillbirth rate in this study was 35 per 1000 births. We first 

examined the maternal characteristics of these stillbirths. The 

mean maternal age of stillbirths is 26.7 ± 4.2 years. Majority 

of these stillbirths occurred in primigravida. In our study, 49 

had hypertensive disorders of pregnancy, 32 had antepartum 

haemorrhage, 30 had preterm labour, 12 had gestational 

diabetes mellitus, 2 had twin gestation complicated by twin-

to-twin transfusion. The mean gestational age at the time of 

delivery was 32 weeks with mean birth weight of 1.46 Kg. 72 

out of 220 stillbirths occurred before 28 weeks, 46 occurred 

between 28 – 32 weeks, 39 cases from 32 - 34 weeks, 38 

cases from 34 – 37 weeks, 25 cases from 37- 42 weeks. 42% 

of the stillbirths occurred in unregistered cases. Contributing 

60% to the stillbirths are maternal factors followed by foetal 

(30%) and placental (10%) factors although there exists 

certain degree of overlap. Most common cause of stillbirth is 

hypertensive disorders of pregnancy, second most common 

cause being antepartum haemorrhage followed by preterm 

labour. Foetal causes accounted for approximately 30% of 

stillbirths. The most common foetal cause of stillbirth being 

extreme prematurity followed by foetal growth restriction. 

Fresh stillbirths accounted for 62% of stillbirths. The major 

foetal cause of the stillbirth is prematurity (14%) as 

compared to other studies where it is foetal malformations 

(8.3%). Majority of the stillbirths occurred in women 

between 20 - 35 yrs. (42%). Low socioeconomic status 

appears to be a risk factor for stillbirth as they 38% of 

stillbirths occurred in this group in this study. 

 

DISCUSSION 

The proportion of child deaths that occur in the neonatal 

period (38% in 2000) is increasing, and the Millennium 

Development Goal for child survival cannot be met without 

substantial reductions in neonatal mortality. Every year an 

estimated 4 million babies die in the first 4 weeks of life (the 

neonatal period).10 A similar number are stillborn, and 0.5 

million mothers die from pregnancy-related causes.10 Three-

quarters of neonatal deaths happen in the first week- the 

highest risk of death is on the first day of life.10 Almost all 

(99%) neonatal deaths are in low-income and middle-income 

countries, yet most epidemiological and other research 

focuses on the 1% of deaths in rich countries. The highest 

numbers of neonatal deaths are in south-central Asian 

countries and the highest rates are generally in sub-Saharan 

Africa.10 The global rate of stillbirth is showing a declining 

trend. However, the rate of decline is slow in developing 

countries than developed countries. The majority of these 

stillbirths are occurring in developing countries. The stillbirth 

rate in our study is 35 per 1000 live births as compared to the 

national stillbirth rate which is ranging from 20-66 per 1000 

births in different parts of India. Fresh stillbirths accounted 

for 62% of stillbirths as compared to the other studies where 

it ranges from 65 - 72.2%. Majority of stillbirths occurred in 

primigravida which is correlating with other studies.11-14 

Majority of stillbirths occurred in women of low 

socioeconomic status which is observed in other studies 

also.11-15 The major maternal cause of stillbirths is 

hypertensive disorder of pregnancy (33%) as compared to 

other study done at McGill University where it contributed to 

1.3%.12 The major foetal cause of stillbirths is extreme 

prematurity as opposed to developed countries where 

congenital anomalies contributed to majority of stillbirths. 

Underreporting is the major issue in developing countries as 

half of the stillbirths occur at home without prenatal care.15 

Therefore, there is a need to plan strategy for accurate data 

collection of these stillbirths. Interventions like educating and 

motivating pregnant women regarding the early booking visit 

and need for regular antenatal care, identification of high risk 

cases and educating them regarding the need for close 

surveillance and regarding the warning signs, Rh 

immunoprophylaxis, written policy for intrapartum 

monitoring in labour should be implemented to reduce the 

stillbirth rate. There should be a written policy of reporting 

stillbirths with database to store the data regarding the same 

so that it can be analysed retrospectively. Government along 

with local heads should be involved in educating the women 

regarding the need for antenatal care. Strengthening of 

referral system is also a need of the hour as many women end 

up with stillbirths because of delay in the referral. 

 

CONCLUSION 

Majority of the stillbirths can be prevented with effective 

antenatal and intranatal care and careful watch and 

expectancy policy in high risk pregnancies. 
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