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Abstract

A stillbirth is a baby born with no signs of life at or after 28 weeks’ gestation, while preterm births are those which
occur between 28 weeks to 32 weeks of gestation. Approximately 3.2 million stillbirths occur annually in low- and
middle-income countries. The aim of this paper is to review the present status of the stillbirths and identify the un-
derlying factors of stillbirths in India. A search of PubMed and other search engines were conducted to retrieve the
literature pertaining to neonatal and perinatal health in India. Four priority areas were used to select the studies:
overview (prevalence of the stillbirths), challenges in mapping the potential causes of stillbirths, socio-cultural fac-
tors associated with stillbirths, and government response towards stillbirths. It was found that women face many
difficulties due to accessibility, availability, affordability and quality issues when utilizing healthcare facilities dur-
ing pregnancy. Several studies based on stillbirths also revealed the social aspects of perinatal grief. Stillbirths are
bounded by high family pressures and social stigma. A review also revealed that half of all stillbirths occur in India,
Pakistan, Nigeria, China and Bangladesh alone. These countries also account for a high number of maternal and
newborn deaths. India has highest number of stillbirths in the world — the rates range from 20 to 66 per 1000 births
in different states. It was also found that healthcare and socio-cultural factors contribute to the increase in the num-
ber of stillbirths in India. These issues highlight the need for urgent action and interventions to be taken by the gov-
ernment and other organization to improve the situation of stillbirths in India. Early neonatal deaths and stillbirths
usually have obstetric causes, and are largely preventable if good quality obstetric care is made available at the right
time. Initiatives for strengthening the information management system at the grassroots level to report stillbirths on
a regular basis are necessary to improve the neonatal health indicators in India.
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Introduction

A stillbirth is a baby born with no signs of life at or after
28 weeks’ gestation while preterm births are those which Practice Points
occur between 28 weeks to 32 weeks of gestation.' There

were over 2.6 mllllon Stlllblrths globally in 2009 and 98% [ ] India has hlghest number of stillbirths in the
occurred in low- and middle-income countries.” In 2009, world — the rates range from 20 to 66 per 1000
76.2% of stillbirths occurred in South Asia and Sub- births in different states.

Saharan Africa.” Though most stillbirths are avoidable,

surprisingly the issue is overlooked and neglected in de- ® Socio-cultural factors, misconceptions and
veloping countries like India.” A quarter of world's neona- taboos have strong influence on child mortality
tal deaths (one million) each year take place in India,’ including stillbirths.

mostly at home (65.4% of all births and 75.3% of births in
rural areas occur at home).* Child healthcare is a matter of
concern in India. The issues in relation to Child healthcare
have been addressed by the Government since 1975
through the Integrated Child Development Scheme
(ICDS) and which is the largest scheme for children under ® Tarly neonatal deaths and stillbirths usually
six years of age.” A review conducted by Rajaratnam et
al.® on neonatal, post neonatal, and under-5 mortality
identified the neonatal mortality rate (NMR) of 34 of

® [t was found that women face many difficulties
due to accessibility, availability, affordability
and quality issues when utilizing healthcare
facilities during pregnancy.

have obstetric causes and largely preventable if
good quality obstetric care is made available at

. : o YN ) the right time.
1000 live births and a declining but still high stillbirth rate
of 27 of 1000 births in India. India is not yet on target to ® To capture the true number of stillbirths and
achieve its Millennium Development Goal (MDG) 4, with make them visible it is necessary to have pow-
annual stillbirth and neonatal deaths at over 1 million.® erful reporting systems in place.

Unfortunately, each year, 10.6 million children die and
this number goes uncounted across the world.” Among
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these 3.2 million annual stillbirths occur in low- and
middle-income countries.® India has highest number of
stillbirths in the world. According to Lawn et al.,” 66%
(1.8 million) stillbirths in the world occur in just 10
countries: India, Pakistan, Nigeria, China, Bangladesh,
Democratic Republic of the Congo, Ethiopia, Indonesia,
Afghanistan and the United Republic of Tanzania. In
India, the stillbirth rates varied from 20 to 66 per 1,000
total births in different States.’

The aim of this paper is to review the situation and fac-
tors of stillbirths in India. A search of PubMed and
other search engines were conducted to retrieve the lit-
erature pertaining to neonatal and perinatal health. Four
priority areas were used to include the studies: overview
(prevalence of the stillbirths), challenges in mapping the
potential causes of stillbirths, socio-cultural factors as-
sociated with stillbirths, and government response to-
wards stillbirths. The definitions of key terms related to
stillbirths are included in Box 1.

Counting stillbirths: An overview

Safe motherhood and child survival have always been a
concern for the policy makers but perinatal mortality,
especially stillbirths, have not received due attention.''
Although an estimated 10.6 million children aged 0 to 5
die each year, national health information systems
across the globe fail to count most child deaths.'* Still-
births are invisible in many societies and ignored not
counting on policy, program, and investment and often
also at the national level."” Inconsistent use of terminol-
ogy has contributed to confusion about stillbirths." The
terminology has changed over time and, despite clear
worldwide guidelines, there is much variation between
countries, with greater variability in high-income coun-
tries than in low-income countries."*"> According to
World Health Organization, ‘A stillbirth refers to a dead
born fetus which can either occur before the onset of
labor (ante-partum death) or during labor (intra-partum
death) and is expressed per 1000 of total births’.'® Elic-
iting pregnancy and birth history during population-
based surveys also run the risk of being incomplete and
tend to suffer from recall biases, especially related to the
exact timing of death.'” As long as countries do not pri-
oritize perinatal health issues and design monitoring

Box 1: Definitions of key terms related to stillbirths'®

systems that capture both antepartum and intra-partum
stillbirths, the reporting of stillbirths will remain weak.
As per the WHO 2007 Report, capturing the timing of
death of the unborn babies would help us formulate ef-
fective interventions to address the high rates of still-
birth and early neonatal mortality.'® Prior to 2006, no
organization had published global, regional or country-
specific stillbirth rates. Two global series of stillbirth
estimates for the year 2000 were published in 2006
(here after referred to as the SNL/immpact and WHO
estimates).'”" It has been indicated that there are sub-
stantial differences of data at the country level.”

The lowest stillbirth rates outside of the developed
world were in Eurasia, Southeast Asia, and Latin Amer-
ica and the Caribbean (12, 13, and 13 per 1,000 respec-
tively).?! As per Fig. 1, India shares the highest burden
of stillbirths (75%) as compared to other South-East
Asian countries.” To capture stillbirth events in India, it
is very important to consider that these births occur at
home, health centers, medical institutions and hospitals.
Table 1 shows rural-urban distribution of stillbirth rates
in different states of India for the year 2010.% The still-
birth rate is estimated as the ratio of the number of still-
births per 1000 live births and stillbirths during the
year.”® At the national level in India, the estimate of
stillbirth rate for the year 2010 is 7. Among the bigger
states, the highest level of stillbirth rate has been esti-
mated for Karnataka (14) and the lowest for Bihar and
Jharkhand (1). Stillbirths are extremely difficult to cap-
ture and there is a room for considerable improvement
in netting the events.”

Causes of neonatal mortality

More than 30 different stillbirth classification systems
have been identified in the literature,” with some en-
compassing up to 37 causes.” Early neonatal deaths and
stillbirths usually have obstetric causes and are largely
preventable if good quality obstetric care is made avail-
able at the right time.”® Globally, the main causes of
neonatal deaths are thought to be preterm birth (28%),
pneumonia (26%) and birth asphyxia (23%).>"** In the
South Asia Region, 52% of child mortality is due to
preterm births (19%), sepsis or pneumonia (22%), intra
partum complications and to diarrhoea (10%),

Fetal death: The International Classification of Diseases, Revision 10 (ICD-10) defines a fetal death as ‘death prior
to the complete expulsion or extraction from its mother of a product of conception, irrespective of the duration of
pregnancy; the death is indicated by the fact that after such separation the fetus does not breathe or show any other
evidence of life, such as beating of the heart, pulsation of the umbilical cord, or definite movement of voluntary mus-

cles’ without specification of the duration of pregnancy.

Early fetal deaths: According to the ICD-10, an early fetal death is death to a fetus weighing at least 500 grams (or,
if birth weight is unavailable, after 22 completed weeks gestation, or with a crown-heel length of 25 centimeters or

more)

Late fetal deaths (stillbirths): A late fetal death is defined as a fetal death weighing at least 1000 grams (or a gesta-
tional age of 28 completed weeks or a crown-heel length of 35 centimeters or more). The ICD-10 recommends this

definition for the purposes of international comparison.
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Figure 1: Burden of stillbirths in South-East Asia**

congenital abnormalities (5%), tetanus (2%) and other
causes (13%) (Fig 2).% Stillbirths are yet to be counted
in global and national statistics or in health policy.*
Even when the stillbirths are recorded in surveys, the
data is frequently combined with early neonatal deaths
and reported as perinatal mortality, a combination that
reduces visibility and might mask reporting differ-
ences.’ Stillbirths are a significant indicator in deter-
mining the disease burden for mother and child.’! Indi-
rect causal pathways are environmental and social and
cultural factors. Environmental factors include deficient
infrastructure which contributes to a lack of women

receiving antenatal care,*? cooking with bio-mass fuel*®

and poverty.** Effective reporting and lowering the
prevalence of stillbirths will improve maternal and child
health. All countries need sound epidemiological infor-
mation to prioritize, plan, and implement public health
interventions.” Vital event registration that includes
cause of death data is used to establish the cause struc-
ture of mortality. India and China have attempted to
establish sample registration systems, but it is not yet
clear whether they are truly representative and correctly
classify causes of child deaths.*

Table 1: Stillbirth rates in some selected states of India, 2010%

Stillbirth rate
India/states Total Rural Urban
India 7 7 7
Andhra Pradesh 7 8 5
Assam 9 9 9
Bihar 1 1 1
Chhattisgarh 12 13 7
Delhi 6 3 7
Gujarat 8 7 9
Haryana 9 10 7
Himachal Pradesh 10 11 3
Jammu and Kashmir 5 5 8
Jharkhand 1 2 1
Karnataka 14 16 12
Kerala 7 7 5
Madhya Pradesh 8 7 10
Maharashtra 7 5 10
QOdisha 8 8 11
Punjab 6 6 6
Rajasthan 6 6 5
Tamil Nadu 10 14 5
Uttar Pradesh 5 6 4
West Bengal 9 10 5
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Figure 2: Causes of child mortality- South Asia®

Stillbirths:
issues

Underlying socio-cultural

Stillbirths are invisible at policy level partly because
they are frequently invisible at the societal level.*’ So-
cial taboos mean that open mourning, public discussion
and also media coverage is rare, and this affects the pol-
icy priority given to stillbirths by the media and by poli-
ticians.”” Perinatal losses have also been shown to have
a substantial psychological impact on parents and fami-
lies, and are associated with post-traumatic stress, de-
pression, anxiety, and sleeping disorders.*** India with
1700 heterogeneous cultures, in different linguistic re-
gions, has difficulties in implementation, utilization and
functioning of government healthcare programs.*” The
cultural beliefs operate through diverse socioeconomic
and income-related factors which have strong influence
on child mortality, starting from the mother’s womb and
continues through the neonatal, post neonatal period and
persists throughout the life cycle.*’ In low-income coun-
tries, stillbirths remain a largely hidden phenomenon, as
they often occur at home, fetal remains are buried with-
out ceremony, and families rarely mourn publicly.
Wherever pregnancy loss and child death are common,
pregnancy and childbirth are seen as rendering women
and their babies highly vulnerable to harm from disease,
malevolent individuals, or spiritual forces, often until
well into the postnatal period.”’ Women's risk of being
stigmatized further suppresses women's willingness or
ability to discuss a stillbirth publicly, particularly if the
stillbirth may be misconstrued as induced abortion** or
is associated with childlessness.**** A stillbirth hampers
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every aspect of women’s wellbeing i.e. social, cultural,
emotional and psychological. Mullan er al.** describe
consequence of a stillbirth as: ‘The grief of a stillbirth is
unlike any other form of grief: the months of excitement
and expectation, planning, eager questions and the
drama of labor — all magnifying the devastating incom-
prehension of giving birth to a baby bearing no signs of
life.” There key cultural misconceptions of stillbirths as
highlighted by Sather e al.** include nature’s way of
intervening when a baby is stillborn and stillbirth is per-
ceived as the mother’s fault — which lead to feelings of
shame and remorse for women. The loss is tremendous
and irreversible, the mother is in deep distress, and can’t
hold the baby in her hands and does not even perform
the rituals.*® After nurturing for long nine months it is
like the hands are empty with great loss.*® The prime
driver of improvement in India is cultural aspects —
health education strategies based on selective adoption
of indigenous concerns can go a long way in improving
health of mother and child. ‘By shining a spotlight on
the tragic toll of stillbirths, we can prevent stigma, re-
lieve suffering and make greater progress to improve the
health of every woman and every newborn.”*’

Governance and its response to still-
births

Assessing the impact and magnitude of stillbirth is an
important lap of the hurdle in creating a successful ad-
vocacy roadmap. To capture the true number of still-
births and make them visible it is necessary to have
powerful reporting systems in place. The integrated use
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of health informatics is slowly developing for better
human resource management, GIS applications, mobile
health, maintaining patient information in hospitals,
nutrition and disease surveillance systems, death report-
ing, case-based follow-up systems including systematic
pregnancy and child tracking in different parts of In-
dia.*® In Dahanu, India, the stillbirth rate dropped from
18.6% to 9% over a three-year period with introduction
of a traditional birth attendant training programme in
which neonatal resuscitation was a central component.*’
A novel approach i.e. National Rural Health Mission
(NRHM) launched by the Government of India to pro-
vide healthcare and advance institutional deliveries to
people living in the rural areas leads to reduced number
of perinatal mortality.”® The data on stillbirths is also
important to draw an action plan and eliminate the con-
tributing factors. The Health Management Information
System (HMIS) — a web based portal launched in Octo-
ber 2008 is envisaged as a ‘single-window’ for all pub-
lic health data, for Ministry of Health and Family Wel-
fare.’' Strategic investments are required so that every
mother and newborn whether alive or stillborn is ac-
counted for within the system.”” This information is
essential for critically assessing program performance,
perform adjustments and support program implementa-
tion.”> Mother and Child Tracking System (MCTS)
jointly developed by the Ministry of Health and Family
Welfare and National Informatics Centre, launched by
the Government of India in 2009 in collaboration with
the states.” MCTS serves as an important tool to cap-
ture the health of both mother and child at national
level.® The tracking system gives multiple dimensions
to the mother and child’s health and facilitates the ser-
vice providers at the grass root levels i.e. information
related to pregnant women is being entered in MCTS
from 139,551 (84%) sub-centers, 22,558 (79%) health
facilities other than sub-centers. More than 1.77 core
pregnant women and 1.20 core children have been reg-
istered in the system since its inception. In this way, the
system contributes towards universal access to health-
care services for pregnant women and children, and
keeps track of maternal mortality and perinatal mortality
including stillbirths.>®

Conclusion

India shares a high burden of stillbirths with priority
gaps in reporting and recognizing at the health policy
level. It is evident from the literature that stillbirths do
not get adequate attention in the health system and they
are not recognized as a public health issue. Entangled
within socio-cultural misconceptions, stillbirths lose out
on medical care. Mother and Child Tracking System in
India is contributing towards universal access of all
pregnant women and children to maternal and child
health services and thereby accelerating reduction in
mother and infant mortality. We cannot eliminate all
stillbirths but driving uniformity in reporting of still-
births through research can sensitize the community,
health program managers and policy makers. Better
counting of stillbirths and improved cause-of-death data
can advocate child survival strategies. Global groups
working on child health can actively promote system-
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atic, peer-reviewed and well-documented estimates of
stillbirths. This well-documented data will definitely
help to chart actions to improve child health and sur-
vival.
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