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Abstract

Objective: To determine the frequency of stillbirth and analyze its causes at Mother and Child Health Center (MCH) at Federal
Government Polyclinic (FGPC) Islamabad Pakistan.

Place and Duration: The data is collected from the year 2012 to 2016. This is a convenience sampling method in which every
woman who had stillbirth was taken into consideration.

Methodology: This observational study was performed at Obstetrics & Gynaecology department of MCH Centre FGPC
Islamabad. The gestational age was determined by ultrasound, and causes, feto-maternal characteristics were collected on
predesigned proforma and analyzed using descriptive statistics.

The 109 pregnant women included in the study were residents of Islamabad these pregnant women were scheduled for delivery
at the center at their due time if at all the delivery was expected normally. Stillbirth was defined as Infant born with no signs of
life as breathing, crying or heartbeat. Stillbirths occurring after 24 completed weeks of gestation or more, or weighing at least
500 g, were included in the study.

Results: The stillbirth rate was 11.9/1000 births despite 100% of women receiving prenatal care, all attended by skilled
providers in hospital and 35% cesarean section rate. 19.3% of stillbirths occurred = 37 weeks and 26% from 33-36 weeks.
24.8% had congenital anomalies. Preeclampsia (14.7%) and APH (14.7%) were also associated with increased stillbirth rate.
Conclusions: In our country with limited health resources it is vital to record and maintain stillbirth data so that it can be
properly utilized to prevent and to find out exact etiology of stillbirths. There should be a special focus on preconceptionally and
antenatal care. As most of the stillbirths were late preterm, with congenital anomalies PE and APH, suggesting that many
Pakistani stillbirths may be preventable with higher quality obstetric care.
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Introduction

Stillbirth is defined by WHO as “the death of a fetus
with a gestational age of at least 28 weeks or with a
birth weight of 1000 g or more.” Worldwide, over 2
million stillbirths were recorded in the year 2015, with
7178 deaths per day. More than 95% occurred in
developing countries. The frequency of stillbirth is

related to socioeconomic status and geographical
distribution of population.” In the US it is 5 per
1000live births, while in developing countries it is 30
to 40/1000 births. The greatest burden lies in South
Asia with 25-40/1000births. In South Asia and sub-
Saharan Africa, approximately 75% of the stillbirths
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occurred and more than half occurred in rural
families from these areas. In sub-Saharan Africa,
stillbirth rate is nearly 10 times that of developed
countries (29 vs. 3 per 1000 births). There is a
similar trend of maternal mortality in areas lacking
skilled birth attendants.?

In the Sustainable Development Goal 3, the world
community should advocate policies to reduce
stillbirths, as reported rates of perinatal mortality are
alarming.3

Recent data depicts that Pakistan has the highest
stillbirths rate in the world (43/1000 live births).* This
lack of proper, statistical and empirical
investigations, research and intervention have made
stillbirth a major problem in Pakistan. The main
hurdle for access to health care facility among
Pakistani women is poverty, low literacy rate, and
gender biases.®

In Pakistan stillbirth ranges from 36/1000 in some
rural areas according to WHO it is 70/1000. Between
2000-2015 stillbirth rate is reduced by nearly 20%
worldwide, making an annual rate of reduction(ARR)
2% 22/1000.26.7.8

The major reason for the difference in stillbirth rate is
under-reporting and lack of registries. Another
reason of discrepancy in stillbirth rates is a different
lower limit of birthweight and gestational age in
various countries. The fetal and neonatal survival is
dependent on the complications during pregnancy
and labor.® The intrapartum period is a most high risk
of stillbirths. In developed countries, only 10%
deaths occurred in an intrapartum period in contrast
to 59% in developing the world. Mainly due to lack of
access to a health facility and inadequate care lack
of birth attendants at delivery.%!"

Other causes of stillbith in underdeveloped
countries are congenital anomalies, hypertensive
disorders, GDM when poorly managed, IUGR and
APH'.As populations-based studies are not
conducted so prevalence and exact etiology of
stillbirth are unknown in these countries. Thus, the
aim of our study is to determine stillbirth rate, main
causes and gestational age at stillbirth. Hence in the
future policymakers can be convinced to allocate
resources towards policies of averting the stillbirths.

Methodology
This study was conducted at MCH center FGPC
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Islamabad, Capital of Pakistan, from January 2012 to
December 2016. The primary cause of stillbirth was
assigned by using Aberdeen Classification. The
primary cause of death is defined as the obstetric
antecedent factor or event that initiated the process
or sequence of events leading to the death of the
fetus. This type of system, which also helps to
classify, enables recognition of the following primary
causes, as per standard characterization and
descriptions as discussed in Aberdeen
Classifications “intrapartum asphyxia, spontaneous
preterm labor, antepartum hemorrhage, intrapartum
infections, intrauterine growth retardation,
hypertension, fetal abnormality, maternal disease,
trauma and unexplained intrauterine death”. For
each stillbirth, the causes were characterized as per
the set standards.

Main Outcome measure: The main objective and
purpose of this longitudinal study was to investigate
the various causes of stillbirths in women who
attended the MCH during five years. The causes of
still births are versatile and vary from personal to
person hence it was difficult to determine and
statistically less reliable to quote without empirical
investigation. The investigation was conducted and
the inferences are withdrawn keeping in view the
standard criteria and procedures.

The other information we obtained were as following;
fetal birth weight, fetal gestational age from the last
menstrual period/earliest scan, mode of delivery and
fetal sex. Stillbirth rates were expressed as the
number of fetal deaths per 1000 births (i.e. live or
dead). We compared the stillbirth rate in each year
between 2012 and 2016. SPSS version 22 was used
to calculate frequencies of different causes and for
graphical representation of the data.

Results

A retrospective case series of singleton stillbirths
from 2012-2016 was conducted at Federal
Government Polyclinic Gynae Unit 3
Islamabad. Stillbirth was defined as WHO as a death
of a baby before or during birth, from the 28th week
of pregnancy onwards, or a birth weight of 1000
gram or more if gestational age is unknown. A total
of 109 singleton stillbirths were identified in a total
9109 births, a rate of 11.9 per 1000 singleton births.
There was a gradual increase in annual stillbirth rate

J. Soc. Obstet. Gynaecol. Pak. 2018; Vol 8. No.1



at MCH from 2012 to 2015 (8.77/1000 to 13.84/1000
births), then rate of stillbirths declined in 2016 at
MCH up to 9.66/1000 singleton stillbirth.

Regarding the causes in decreasing order of
frequency, Congenital anomalies (24.8%) and
unexplained stillbirths (23.85%) remained as major
causes; preeclampsia (14.7%) and APH (14.7%)
were also identified as an increasingly important
cause, oligohydramnios/anhydramnios and PPROM
4.6%, polyhydramnios 3.7% women reported
absent/reduced fetal movement 2.8%, domestic
violence and cord around neck 1.8%, GDM and
acute gastroenteritis 0.9%.56.9% were multigravida
and 29.4% were Primigravidas(Table
IV).Termination of pregnancy after 20 weeks due to
IUD or fetal anomalies was found to be the cause of
rising stillbirth rate at our institution. Mean birth
weight of babies was 2.20kg, SD (£1.052) Table lII).
100% women were booked cases, among them
12.8% had LSCS(Table 1).19.3% occurred at more
than 37 weeks with male gender preponderance
48% (Table I, IV). Local and national data collection
on stillbirth should be standardized and should
include differentiation of termination of pregnancy as
a separate entty so as to accurately
assess stillbirth to target appropriate research and
resource allocation.

Table I: Mode of delivery in women

MOD Frequency | Percentage
Spontaneous expulsion 15 13.8
Svd 8 7.3
Lscs 14 12.8
AVBD 4 3.7
Unknown 32 294
Table II: Fetal Characteristics

Fetal Sex Frequency Percentage
Male 48 44

Female 41 37
Ambigous Genitalia | 1 9
Unknown 19 174

Table lll: Different weights of stillborn babies

Fetal Weight Frequency | Percentage
Less than 1 kg 31 284

1-2 kg 41 37.6

2.1-3 kg 25 22.9

3.1-4 kg 8 7.3
Unknown 4 3.7
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Table IV: Frequency of stillbirths at different
| gestational age

Gestational age | Frequency Percentage
Less than 28 28 25.7
weeks

28-32 weeks 25 22.9

33-36 weeks 28 25.7

37-42 weeks 21 19.3
Unknown 7 6.4

Table V: Maternal Characteristics associated with
stillbirth

Parity Frequency of | Percentage
stillbirth
Primigravida 32 294
Multigravida 62 56.9
Grandmultipara 3 2.8
Parity Unknown 12 11
Discussion

This study had advantages and as well as
shortcomings. The advantage consists of the
inclusion of women from a particular region and an
effort to find out specific causes of stillbirths.
Shortcomings include the small number of stillbirths
and lack of autopsies, histopathological examination
and karyotyping for exact diagnosis of stillbirth.

In this study, the highest stillbirth rate (13 per 1000
deliveries) was observed during the year 2014&
2015, in women, of which 62% were multigravida, all
booked and delivered at the hospital by a doctor,
with a 14% cesarean section rate. Nearly 25% of the
stillbirths were between 33-36 weeks of gestation
and another 19% were at term (37-42 wks.). A
population-based study found out that hypertensive
disorder in pregnancy caused an increase in stillbirth
1.4 times as compared to normotensive women
.Shaheen S et al reported in review study, that
hypertension caused 9.6% of stillbirth and Yousfani
et al reported 23.2%."3'¢ As prenatal care is below
standard in the developing world, congenital
anomalies are one of the leading causes of stillbirth.
Korejo R et al and Khaskheli M et al described in
their study that the congenital anomalies caused
stillbirth from 6.2% to 16% respectively. Hossain N et
al and Ghazi A et al described 4% and 33% stillbirth
rate due to congenital abnormalities'” 181920, |In our
study, congenital anomalies (24.8%) among the
stillbirths, showed lack of awareness among women
about folic acid intake and deficient preconceptional
care .19 % of stillbirth were without any diagnosis.
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Preeclampsia and APH caused almost 15%
stillbirths. Lawn et al implicates that these deaths
could be eluded with better emergency obstetric care
and quick obstetric complications management.'?
Hence, the results of this study propose that
regardless of antenatal booking, regular visits and
delivery at the hospital and higher cesarean section
rates, there is a possibility that preconception and
first trimester care to the women is deficient 212223,
Our study also indicates that documentation of
stillbirth and finding the exact cause of stillbirth by
autopsy lacks significantly in Pakistani health
facilities. There is no proper reporting system or
registry of stillbirth in the whole region. We thus
suggest that improving preconception and early
pregnancy care, food fortification by folic acid will
reduce the stillbirths due to congenital anomalies
and other pregnancy complications in women with
access to antenatal care.

In developed countries, antenatal stillbirths are
observed commonly and are macerated. In this
study, most of the stillbirths frequently were fresh. A
study showed stillbirth rate of 47/1000 in rural areas
of Pakistan, documenting 75% were fresh. 2* These
studies depict, dissimilarities in gestational age and
causes of stillbiths between developed and
developing countries.?®

In the US, half of the stillbirths occur at less than 28
weeks and more than three quarter is preterm.' In
our study, all the gestational ages were assessed by
LMP and ultrasound. S019.3% were term and 25.7%
were late preterm depicting that the gestational age
at stillbirths in Pakistan varies from developed
nations.

With an autopsy and histological examination of the
placenta, the cause of stillbirths is still unidentified 7.
In this study, these investigational and diagnostic
tools were inaccessible and the cause of death was
mainly declared and reported based on stillbirth
proforma  with no  sophisticated methods.
Furthermore, in these stillbirths, GDM and acute GE
were minimally significant causes while congenital
anomalies, preeclampsia, antepartum hemorrhage
were significant, while one quarter were unknown.

At our health facility in Pakistan, stillbirths are a 1.1%
of total births. The risk factors are somewhat related
to other regions of world. Because mainly stillbirths
had congenital anomalies PE, APH and unknown
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causes, this study recommends that stillbirths can be
averted with proper obstetric care. Despite being
part of developing country, our setup provides
adequate prenatal care, skilled birth attendants, and
a high cesarean section rates seen in both the
overall and stillbirth population. We need
significant quality to substantially reduce stillbirth
rate. For example, the interventions used in many
developed countries to identify women at risk for
stillbirth, including fundal height measurements and
third trimester ultrasound to search for fetal growth
retardation, routine screening for diabetes,
congenital infections and fetal kick counts and non-
stress testing to identify fetuses at risk of dying, are
rarely used in Pakistan and were not in routine use
in MCH center during the course of this study. In
high income countries, the first step to format
applicable interventions to decrease adverse
outcomes is the analysis of perinatal death, in which
each death is inspected for cause and preventability.
As medical resources are accessible to reduce the
stillbirth rate. To better define the causes of stillbirth,
it is necessary to analyse the perinatal death to find
out which stillbirths can be prevented. So that
interventions and resources can be used to improve
perinatal outcomes. It is usually observed that there
is dearth of proper monitoring for women who are at
risk for stillbirth, e.g. women with growth restriction,
hypertension, diabetes, and hemorrhage, and
inability to perform cesarean sections of women who
are at risk of fetal death.

Overall stillbirth has multiple negative impacts such
as psycho-social reverberations for the grieving
family, social segregation and economic burden of
this phenomenon on family and hospital
management. Hence, keeping in view political
economy aspect, attention must be given to stillbirths
and poverty reducing policies Women'’s
empowerment has a significant positive impact upon
her choice of acquiring reproductive health services.
Furthermore, more funds should be allocated for
prenatal care. Regional and national birth registers
provides data and verification to help policy makers
for resource allocation?8293031  Hence, plausible
statistics facilitates health department to consider
stillbiths as an important issue.3?33  For
comprehension of etiology of stillbirth’s long-term
research methods are beneficial for surveillance.
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Stillbirth lacks arbitration and appraisal by health
sector due to unregistered deaths3435. The well-
designed surveillance system for data recording of
perinatal and maternal mortality is required along
with technical expertise to improve and utilize the
available data. It should be mandatory to register all
the births at every hospital /maternity home including
details on vital status, gestational age, and
birthweight'3.

Conclusion

In conclusion, with high stillbirth’s rate in Pakistan,
the quality of care should be improved to screen
women at risk for stillbirth. With vision 2025, there is
a hope that as the Sustainable Development Goal
(SDG) programme may give attention to stillbirths.
The quality of care can be improved by regular ward-
based training assessments.
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