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WHAT IS STILLBIRTH? (1,12)

Conception

20 weeks

2a) Stillbirth rate

Middle-income
countries

High-income
countries

Stillbirth is the birth of an infant with no signs of life after a specified threshold. It can be
classified as early or late depending on gestational age. The definition recommended by the
WHO for international comparison is a baby born with no signs of life at or after 28 weeks'
gestation.
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WHAT SOLUTIONS EXIST? (1-3,5,6,9,12-15)

CAUSES AND RISK FACTORS (2)

Term
Source: Reinebrant et al., 2018. Making stillbirths visible: a systematic review of globally reported causes of stillbirth. BJOG:
An International Journal of Obstetrics & Gynaecology, 125(2), pp.212-224.

2b) Number of stillbirths

WHAT ARE THE KEY CHALLENGES? (1,2,4,6-10)
Under reporting
• Inadequate recording
• Failure to classify and record
• Health workers’ fear of blame
Unexplained causes

Note: The solid line represents the median and then shaded area represents the 90% uncertainty around the median value.

Large proportion classified as “unexplained” or due to “other unspecified conditions”
Many different systems of categorizing cause of death and only one aligned with
ICD-PM, the WHO standard for classifying perinatal mortality
• Inadequate attention to understand the causes or taking actions to address them
Inconsistent definitions and classifications
•
•

Source: United Nations Inter-agency Group for Child Mortality Estimation (UN IGME), 2020. A Neglected Tragedy: The global
burden of stillbirths. United Nations Children’s Fund.

WHY DOES IT MATTER? (1,3)
Over 40% of stillbirths
occur during labour

Cross-country variation in thresholds of birthweight, length, and/or gestational age
• Gestational age thresholds vary from 20 – 28 weeks
• Misclassification of stillbirths with abortion and early neonatal deaths
Lack of quality care

Majority preventable with
high quality health care

Intrapartum stillbirth is linked to inadequate quality of care during labor and delivery
Women in low and middle income countries or LMICs often lack access to quality
healthcare
Barriers to routine care

•

2 million stillbirths in 2019
20 million stillbirths
estimated by 2030
4 stillbirths every minute
5,400 every day

84%

•
•

Every Newborn Action Plan aim
for all nations: 12 or fewer
stillbirths per 1,000 total births

56 countries will not reach
target by 2030, majority not
even by 2050

High global inequity: rates of
stillbirth range from 1.4-32.2
per 1,000

Exacerbated by gender
inequity, power imbalance,
restricted autonomy of women
Stillborn delivery followed by
grief, depression, stigma and
isolation among women

Occur in low & lower-middle
income countries

• Lack of access to routine services and care for maternal complications, especially among
the hard to reach population
• Disruption of services and during emergencies and humanitarian or environmental
crises (e.g. COVID-19)
Inadequate resources and political will
•
•
•

Highest burden in low-middle income countries: Sub-Saharan Africa and South Asia
Bias in funding towards solutions for issues in HIC compared with LIC (e.g. NICU care vs
intrapartum care)
Disparities exist between and within countries so action is needed from all countries
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RISK FACTORS ACROSS THE LIFESPAN (1,2,5-7,11,12)
Post-stillbirth delivery
Legend
Proximal risk factor
Intermediate risk factor
Distal risk factor
Potential consequences

Factors across life span
Subordination, lack of autonomy over personal
and medical decisions, power imbalance
Gender inequity
Poverty, low SES
Race
Unequal access to education
Refugee/migrant status

Maternal medical conditions
Infection
Antepartum hemorrhage
Placental conditions
Hypertension, diabetes, obesity
Fetal medical conditions
Infection
Intrapartum hypoxia
Birth asphyxia
Low birthweight, preterm

Maternal characteristics
Maternal age < 20 or > 35
Parity = 0 or > 3
Previous pregnancy loss
Poor nutritional status
Pregnancy experience
Smoking
Experience of violence
Lack of awareness and care-seeking
for danger signs/symptoms

Long term mental
health impacts
Grief
PTSD
Depression
Stigmatization
Sense of failure
Guilt
Shame

1.
2.

5.
6.

Prenatal and early
life exposures that
lead to poor health
in adulthood

Early marriage

Gender-based subordination

Lack of access to
family planning or
contraception

Lack of autonomy or decision
making power for self or child

Care based factors
Undertrained healthcare personnel
Failure to resuscitate
Lack of access to:
Skilled birth attendant
Emergency obstetric and
newborn care
Delivery facility, hospital

Care based factors
Delayed arrival to facility
Poor/insufficient access to:
Antenatal care
Obstetric care
Hospital care
Equipment, supplies, lab support
Blood products

Introduce or maintain requirements for registration of stillbirths as part of vital statistics

•

Set a specific target for stillbirth reduction, locally and nationally

•

Allocate resources for the improvement of health systems, increased health personnel, and necessary medical equipment to ensure
high quality care in a timely manner

•

Ensure pregnant women and newborns are included in emergency preparedness (e.g. humanitarian crises, epidemics) and response
plans to avoid disruption of essential routine care; set clear guidelines for continued antenatal care and delivery services

•

Ensure universal access to and affordability of antenatal care, sanitary facilities, medication and equipment

•

Develop a system of accountability and review of stillbirths

•

Develop targeted action for settings of crisis, conflict, and extreme poverty

•

Increase public health funding for primary prevention of infectious and chronic diseases

•

Provide legal protection for women’s rights, including reproductive rights and access to safe abortion

•

Bring gender equality in positions of power, decision-making and policy-making

•

Invest in context-specific research, investigating legacies of racism, sexism, colonialism, and historical oppression

•

Collaborate across disciplines for collective agenda setting and multisectoral action: e.g. schools, community health centres,
hospitals

•

Develop an integrated approach to continuum of care, from preconception to postnatal care

•

Integrate data sources: registration systems, health management systems, household surveys, population studies, and community
health workers’ reports

•

Share clear definition and classification guide for stillbirth (as per ICD-PM)

•

Improve and retain skills among obstetricians, nurses, midwives, and birth attendants in both preventative and curative care

•

Strengthen sexual and reproductive health education through dialogic teaching, peer learning

•

Promote mental health education and counseling

•

Raise awareness about risk factors for stillbirth, misconceptions about stillbirth, and issues of gender inequity

•

Remove stigma towards women whose deliveries are stillborn and health workers supporting them

•

Advocate with marginalized communities for quality health care services

•

Identify barriers associated with intersectional identity (gender, SES, race)

•

Improve access to higher education

•

Improve employment or small business opportunities; teach or nurture skills for earning a livelihood

•

Improve maternal nutrition

•

Ensure access to sexual and reproductive health care and education

•

Ensure safe and affordable access to family planning

•

Ensure 4(+) antenatal care contacts

•

Improve quality of care, intrapartum monitoring, and management of complications

•

Ensure high quality antepartum and delivery care, attended by skilled health personnel

•

Ensure postnatal care within 2 days

•

Provide counseling for women and their family, culturally sensitive mental health care, and validation of grief response

•

Explain to families the cause of baby’s death and preventative steps for the future
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