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Abstract 
Background: Stillbirth is a traumatic experience for both the patient and the obstetrician. Determining its cause and early interventions can 

reduce stillbirths. The study was undertaken to determine the incidence, evaluate causes and surrogate markers for intrapartum and antepartum 

stillbirths. Methods: A retrospective study was carried out from August 2015 to December 2018. All stillbirths more than 22 weeks or a 

birthweight of ≥500 g were included in the study. Demographic and all clinical details were collected from the indoor case records and cause of 

fetal death assigned. Results: There were 520 stillbirths and 28,580 deliveries in the study period. Majority of these women with stillbirths were 

in the age group of 20-25 years at 33-37 weeks period of gestation, had parity 1 to 3 and were unbooked. Intrapartum deaths accounted for only 

8.46% stillbirths. Extreme prematurity was the most common cause for stillbirths (20.38%) followed by chorioamnionitis (16.73%), 

hypertensive diseases (15.77%) and abruption (10.38). The cause remained unknown in 53.27%. Fetal movement appeared a better surrogate of 

antepartum /intrapartum deaths than macerated/fresh stillborns. Conclusions: Incidence of stillbirths was 1.8%. Most of the deaths were 

antepartum (91.53%). Extreme prematurity was the commonest cause. Fetal movement appeared a better surrogate marker of intrapartum / 

antepartum deaths. 

Keywords: Stillbirth rate, Intrapartum stillbirths, Antepartum stillbirths, Antenatal care, Hypertensive diseases in pregnancy, Extreme 

prematurity, Chorioamnionitis 

 

Introduction 

Stillbirth is an extremely distressing situation for the woman and 

her family and also for the obstetrician and has profound 

emotional, social and economic consequences. Various definitions 

have been given for stillbirth considering fetal weight (500 -

1000gm) and gestational age (20 -28 weeks) at which fetal death 

occurs. ICD 10 defines stillbirth as death of a fetus which weighs 

500g or more or has reached the gestational age of 22 weeks or has 

a crown rump length of 25cm [1]. 

Still birth rate (SBR) directly represents the quality of 

antenatal care of a country [2]. In 2015, the worldwide stillbirth rate 

(SBR) was 18.4 per 1000 total births [3]. SBR varies sharply by 

country, from the lowest rates of 2 per 1000 births in Finland and 

Singapore and to highest of 47 in Pakistan and 42 in Nigeria [4]. 

India with a SBR of 23 per 1000 births in 2015, is among the top 

10 countries with highest stillbirth numbers [5]. Amongst various 

Indian states, SBR varies from 20 to 66 per 1000 births [4]. 

Fetal death is multifactorial and related to maternal, 

placental or fetal causes. Certain demographic factors for fetal 

death are race, low socioeconomic status, less education and 

advanced maternal age [6]. Causes of fetal death like cord accidents 

have remained unchanged over decades; causes like 

antiphospholipid antibodies have been recognized only recently [6]. 

Fetal deaths due to Rh isoimmunization are detectable and 

preventable. Stillbirths due to chromosomal abnormalities can be 

reduced with proper antenatal screening. Causes like post maturity, 

diabetes and pregnancy induced hypertension are also preventable 

with regular monitoring and timely intervention. Ultrasonography, 

intrapartum electronic fetal monitoring and partograph are 

important for reducing stillbirths. Hence, it is important to 

determine the cause of fetal death and its risk factors so that the 

woman can be counselled and appropriate steps can be taken to 

prevent and decrease the incidence of still births. 

Aim and Objectives 

The objective of our study was to determine the incidence and 

cause of stillbirths, and to evaluate surrogate markers of 

intrapartum /antepartum fetal death. 
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Materials and Methods 

This was a retrospective study carried out at Hindu Rao Hospital 

and associated NDMC Medical College, Delhi, India from August 

2015 to December 2018. Data was collected on a proforma from 

indoor labor room records regarding demographic details of the 

woman (age, parity, antenatal visits), obstetric details of the present 

and past pregnancies, gestational age at the time of admission, 

associated medical and obstetric complications and relevant 

investigations. Data regarding baby such as birth weight, macerated 

or fresh still born were also recorded. Most probable cause of fetal 

death was assigned. Standard protocols were followed for delivery 

of the fetus. Labor details, mode of delivery was also recorded. 

Stillbirth was defined as the birth of a baby with no sign of 

life after 22 weeks or a birthweight of ≥500 g [1]. Booked women 

were defined as those who had at least 3 antenatal visits. Women 

with less than 3 antenatal visits were classified as unbooked. An 

intrapartum stillbirth included deaths which occured after the onset 

of labor but before birth. Diagnosis of intrapartum stillbirth was 

confirmed when fetal heart was present at the onset of labor or at 

the time of admission in labor ward. Antepartum stillbirth was 

where death occurred before labor and fetal heart was absent before 

the onset of labor or at the time of admission in labor ward. 

A ‘macerated’ fetus was defined as one which had skin and 

soft-tissue changes (skin discoloration or darkening, redness, 

peeling, and breakdown) suggesting death was well before delivery 

(ante-partum). A ‘fresh’ stillborn fetus lacked such skin changes 

and was presumed to have died much more recently (intrapartum) 
[7]. Still birth rate was defined as the number of stillbirths per 1000 

births (live and stillbirths) [8]. 

Results 

Table 1: Year wise stillbirths (N= 520) 

Year Total deliveries Still births  Stillbirths /1000 (SBR) 

2015  3566  79 22.15 

2016  8271 190 22.85 

2017  8681 134 15.55 

2018  8062 117 14.5 

Total 28,580 520 18.19 

 

 

Fig. 1: Trends of SBR from 2015-2018 

Table 2: Baseline data (N=520) 
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Maternal age (years) 

<20 

20-25 

26-30 

31-35 

>35 

  

16 

286 

168 

 43 

 7 

 

3.07% 

55.0 % 

32.3% 

8.27% 

1.34% 

Parity  

Primipara 

Para 2-3  

Para >3 

 

210 

305 

5 

 

40.38% 

58.65% 

0.96% 

Booking status 

Booked 

Unbooked 

 

235 

285 

 

45.19% 

54.81% 

Gestational age (weeks)  

≤22 

23-28 

29-32 

33-37 

38-40 

>40  

  

14 

 92 

96 

180 

122 

16 

 

2.69% 

17.69% 

18.46% 

34.61% 

23.46% 

3.07% 
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Table 3: Clinical details (N=520) 

 

 

 

 

 

 

 

 

 

 

 

          * In cases with extreme prematurity and maceration 

Table 4: Causes of antepartum/intratartum stillbirths (N=520) 
 

*Cause of fetal death 

assigned 

Fetal heart absent at 

admission n=476 

(antepartum SB) 

Fetal heart present at 

admission n=44 

(intrapartum SB) 

Total stillbirths 

N=520 

N % n % N % 

Maternal infections- 

Hepatitis 

Chorioamnionitis 

Syphilis 

HIV 

Rubella 

Other infections 

 

4 

87 

1 

2 

1 

10 

 

0.77% 

16.73% 

0.19% 

0.38% 

0.19% 

1.92% 

 

1 

0 

0 

0 

0 

3 

 

0.19% 

0% 

0% 

0% 

0% 

0.57% 

 

5 

87 

1 

2 

1 

13 

 

0.96% 

16.73% 

0.19% 

0.38% 

0.19% 

2.50% 

Intrapartum causes- 

**Malpresentations 

Prolonged labor 

Obstructed labor 

Fetal distress 

Rupture uterus 

 

4 

3 

6 

- 

4 

 

0.77% 

0.57% 

1.15% 

- 

0.77% 

 

0 

1 

1 

7 

2 

 

0% 

0.19% 

0.19% 

4.04% 

0.38% 

 

4 

4 

7 

7 

6 

 

0.77% 

0.77% 

1.34% 

1.34% 

1.15% 

Fetal causes- 

Birth defects 

Hydrops 

Extreme prematurity 

IUGR (severe) 

Multiple pregnancy 

 

15 

0 

101 

27 

20 

 

3.46% 

0% 

19.42% 

5.19% 

3.84% 

 

6 

1 

5 

2 

1 

 

1.15% 

0.19% 

0.96% 

0.38% 

0.19% 

 

21 

1 

106 

29 

21 

 

4.04% 

0.19% 

20.38% 

5.57%% 

4.04% 

Cord complications- 

Abnormal insertion 

Knots 

Loops 

Cord prolapsed 

 

1 

3 

14 

10 

 

0.19% 

0.57% 

2.69% 

1.92% 

 

0 

0 

1 

0 

 

0% 

0% 

0.19% 

0% 

 

1 

3 

15 

10 

 

0.19% 

0.57% 

2.88% 

1.92% 

Placental causes – 

Abruption 

Placenta praevia  

 

48 

7 

 

9.23% 

1.34% 

 

5 

2 

 

1.15% 

0.38% 

 

53 

9 

 

10.19% 

1.73% 

Maternal causes – 

Hypertensive disorders 

Diabetes 

Cholestasis 

Trauma 

Unexplained  

 

78 

9 

11 

1 

266 

 

15.0% 

1.73% 

2.11% 

0.19% 

51.15% 

 

4 

0 

4 

0 

11 

 

0.77% 

0% 

0.77% 

0% 

2.11% 

 

82 

9 

15 

1 

277 

 

15.77% 

1.73% 

2.88% 

0.19% 

53.27% 

 

*Most of the women had more than one cause of death e.g. a hypertensive woman had abruption, severe IUGR and loop of cord. ** 

Malpresentations was found in 89 cases, but cause of stillbirths was assigned in only 4. Mild IUGR (n=20) & anemia (n=187) were not 

assigned as cause for stillbirth. 

 

Variables  n  %  

FHS at admission  

Present 

Absent 

  

 44 

476 

 

8.46% 

91.53% 

Fetal movements 

Present 

Absent 

 

399  

121 

 

76.73% 

23.27% 

Type of still birth 

Fresh 

Macerated  

 

309 

211 

 

59.42% 

40.58% 

Sex of baby 

Male 

Female 

*Not identifiable  

 

288 

229 

3 

 

55.38% 

44.03% 

0.58% 

Weight of baby (gms) 

≤1000 

1001-1500 

1501-2500 

2501-3500 

>3500 

 

110 

84 

197 

120 

9 

 

21.15% 

16.15% 

37.88% 

23.07% 

1.73% 
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Table 5: Surrogate markers of antepartum / intrapartum fetal deaths 

Parameters Antepartum stillbirth Intrapartum stillbirth 

FHS (gold standard) 476 (FHS absent) 44 (FHS present) 

Surrogate markers- 

1. *Fetal movements (FM)  

2. **Macerated /fresh stillbirths 

 

399 (FM absent) 

211 (macerated) 

 

121(FM present) 

309 (fresh) 

 

Table 6: Agreement of surrogate markers with FHS (gold standard) 

S. No. Comparative Parameters Kappa value 

1. FM versus FHS 0.683 

2. Macerated/fresh stillborns versus FHS 0.321 

3. FM versus macerated/fresh stillborns 0.173 

 

Discussion 

During the study period, there were 28,580 deliveries , out of 

which 520 stillbirths occurred making the average stillbirth rate 

18.19 per 1000 total births which was higher compared to a study 

by Dandona R et al in an Indian state where a SBR of 15.4/1000 

births has been reported during 2017 [9]. However, SBR in our 

study was quite low compared to a study at a tertiary hospital in 

Brazil in 2017, where a SBR of 21.6 has been reported [10]. 

A downward trend in the SBR was observed, being 

22.86%, 15.55% and 14.51% in the year 2016, 2017 and 2018 

respectively (Table 1, Fig 1). This average annual reduction in 

SBR of 2.78% was quite encouraging for achieving a SBR of less 

than 10 per 1000 births by 2030 as per India Newborn Action Plan 

(INAP) [11]. In a study at a tertiary hospital of North India over 10 

years (2007-2016) an average annual reduction rate of only 1% has 

been reported [12]. 

Advanced maternal age has been reported as an 

independent risk factor for stillbirths. The stillbirth risk doubled at 

age 35 years compared with 25-29 years age [13]. However, our 

study revealed maximum stillbirths (55%) in the age group of 20-

25 years and only 7 out of 520 women with stillbirths were more 

than 35 years of age (Table 2). This is because most of the women 

visiting our facility completed their family before 35 years of age. 

The direct effect of maternal aging is said to be related to low 

uteroplacental perfusion caused by poor uterine vasculature in 

older women. Certain risk factors for stillbirths can be attributed to 

chronic diseases, and medical or obstetric complications i.e. 

pregnancy-induced hypertension or gestational diabetes with 

increasing maternal age. Congenital fetal abnormalities is an 

important risk factor with increased maternal age. The association 

between stillbirth and maternal age disappears when congenital 

anomalies are excluded [14]. 

Most of the women in our study were multigravidas 

(59.61%) (Table 2). Frequent pregnancies deplete the nutritional 

status of the mother leading to adverse fetal outcomes. Zero parity 

and parity > 3 were both associated with increased stillbirth risk [15] 

suggesting a U-shaped relation between parity and risk of stillbirth 
[14]. Only 5 women (0.96%) in our study were > para 3 (Table 2). 

Increasing access to family planning services, and improved socio-

economic status appears to have brought down the number of 

women with parity >3 in our study population. 

It has been documented that women with no prenatal care 

had significant increased risk of stillbirths [15] and is a determinant 

factor associated with the occurrence of fetal deaths [10]. Similar 

results were revealed in our study that 54.81% of women were 

unbooked and had no or inadequate prenatal care (Table2). This is 

a potentially modifiable factor. Availability and access to these 

services can attenuate the stillbirth rates. 

Maximum incidence of intrauterine fetal deaths in this 

study were at gestational age of 33-37 weeks (34.61%). These third 

trimester stillbirths might be because of certain conditions 

remained undiagnosed i.e. congenital malformations, infections, 

antepartum haemorrhage, cord prolapse, preeclampsia and diabetes 

in women with no or inadequate prenatal care. In the WHO 

Antenatal trial [16] the peak in deaths during 38 weeks was perhaps 

due to reduced number of visits [17]. Having only two or three visits 

scheduled in the third trimester cannot be sufficient to detect 

fetuses at risk or to provide treatment to prevent stillbirths, 

contributing to increased risk of perinatal deaths in the reduced 

antenatal care group [18].  

Causes of still births: 

Extreme prematurity was the commonest cause attributed to 

stillbirths in our study (n=106, 20.38%). Devi et al observed a very 

high incidence of 42.92% stillbirths due to extreme prematurity 

with fetal weight <1000 gm [19]. Infection is another important 

cause of stillbirths worldwide: in low-income and middle-income 

countries, 50% of stillbirths or more are probably caused by 

infection. By contrast, in high-income countries only 10–25% of 

stillbirths are caused by infection [Goldenberg] [20]. In our study, 

infection was responsible for 20.95% of stillbirths. 

Chorioamnionitis with foul smelling liquor was seen in 16.73% 

(n=87) cases. A quite high rate of chorioamnionitis was reported in 

82% cases of stillbirths by Tolockiene et al [21]. Hypertensive 

disorders were associated with stillbirth in 15.77% (n=82) in our 

study. Similar observation has been made by Jamal S et al [22]. 

Among the placental causes, abruption was found in 10.19% 

(n=53) cases. Loop/loops of cord around neck, cord prolapse and 

true knots, abnormal insertion contributed to 5.56% of stillbirths. 

Out of 49 women with IUGR, severe IUGR contributed to 5.57% 

(n=29) stillbirths in our study. It has been documented that both 

SGA and LGA are associated with stillbirths [23]. Congenital 

anomalies accounted for 21 deaths (4.04%), anencephaly alone 

being the cause in 10 cases. Lawn et al has reported that congenital 

abnormalities account for a median of 7.4% of all stillbirths some 

of which are preventable, notably neural tube defects [3]. Cigarette 

smoking during pregnancy is a potentially preventable cause of 

adverse pregnancy outcomes including stillbirth [24]. However, we 

did not encounter any such patient. The cause for stillbirth 

remained unexplained in 53.27% ( n=277) in our study which was 

quite high, compared to 23.6% reported by Modelli et al [6]. The 

study was limited by the absence of fetal autopsy which could have 

been very helpful in determining the cause. Anemia was found to 

be associated in 35.96% patients in our study, though it was not 

assigned as a cause for stillbirth in any case. In a study by Singh R 

et al, women with severe anemia did not have any stillbirths [25].  

Intrapartum stillbirths: 
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Most of the intrapartum deaths are considered preventable with 

good obstetric care during delivery. A systematic review indicated 

that 25–67% stillbirths are primarily due to preventable intrapartum 

complications [26]. We had 44 (8.46%) intrapartum stillbirths where 

fetal heart was present at admission (Table 5) which was less than 

the reported 10% incidence of intrapartum still births in developed 

countries [27]. Martin et al estimated 13.9% stillbirths in intrapartum 

period [10]. In India, 46.4% intrapartum stillbirths have been 

reported in Bihar state by Dandona R et al [9].  

Among intrapartum causes, fetal distress was found in 7 

cases, abruption and hypertensive diseases were found in 5 and 4 

cases respectively. In 6 women diagnosed with rupture uterus, only 

2 had FHS present at admission (intrapartum deaths) (Table 4). 

Obstructed labor is an intrapartum event yet only 1 case of 

obstructed labor out of 7 cases had FHS present at the time of 

admission and was included in intrapartum deaths; rest 6 reported 

quite late in labor with absent FHS.  

Surrogate markers of intrapartum fetal deaths 

Fresh stillborns occurred in 59.42% (n=309) cases (Table 3,5), 

similar to that reported by Rajagopal et al (51.7%) [28]. Fresh 

stillbirth is considered a surrogate marker of intrapartum fetal death 

but, in our study there was a high disparity between fresh still 

births (n=309) and intrapartum stillbirths (n=44) (Table 3,5). This 

disparity might be because of our institute being a tertiary and a 

referral hospital many women arrived late in the hospital after 

being referred from other hospitals, sometimes after multiple 

referrals and it was difficult to assess the fetal heart status at the 

start of labor. In 11 case of prolonged and obstructed labor in our 

study, only 2 had FHS present at admission. Rest of 9 had absent 

FHS (antepartum death), yet delivered a fresh stillbirth. Similarly 

abruption of placenta occurred in 53 women out of which 48 

women had absent FHS at admission, and 39 women delivered a 

fresh stillborn. As fresh stillbirths can occur when fetus dies 6 to 12 

hours before labor and during labor, therefore, it can be presumed 

that most of fresh stillbirths in our study occurred in <12 hours 

before labor. Therefore, fresh stillbirth does not appear to be a 

good surrogate marker for intrapartum fetal death. Only a fair 

agreement existed between macerated/fresh stillborn and FHS in 

our study (kappa value 0.321) (Table 6).  

Fetal movements, another surrogate marker of antepartum 

deaths, were absent in our study in 399 (76.73%) women, 

comparable to 75.8% as reported by Jamal S et al [22] and Tamrakar 

SR et al who reported reduced or absent fetal movements in 54.7% 

cases [29]. We had 476 (91.53%) women with absent FHS at 

admission in labor ward (antepartum stillbirths) though only 399 

(76.73%) women complained absent fetal movements (Table 5). A 

substantial agreement (kappa value 0.683) between fetal movement 

and FHS was seen in our study. Therefore, fetal movements are a 

better surrogate marker for antepatum / intrapartum deaths 

compared to macerated /fresh stillbirths (kappa value 0.321) 

(Table 6). Therefore daily fetal movement counting is important. 

Daily fetal movement count has 87.5% sensitivity, 94.1% 

specificity, 43.7% positive predictive value and 99.3% negative 

predictive value chart in prediction of the risk of intrauterine fetal 

death as reported by De Muylder [30]. In a study by Dandona R et 

al, 6.2% stillbirths remained unclassified where a surrogate marker 

of fetal movements present maximum 8 hours prior to labor was 

taken for classifying as intrapartum / antepatum deaths [9]. 

Prevention strategies for stillbirths 

Pre-conception and antenatal care: 

A significant number of stillbirths are preventable. Health 

interventions must start well before conception and during 

antenatal period for improved perinatal outcome. Prenatal 

counseling, screening and interventions for co-morbidities with 

counseling for regular antenatal check-ups are important in 

reducing stillbirths. Adolescent pregnancies have 50% increased 

risk of stillbirths. Inter-pregnancy intervals less than 12 months or 

longer than 60 months have been linked to adverse perinatal 

outcomes.  

 Interventions  

1. Dietary interventions- Maternal nutritional status is one 

of the factors significantly associated with stillbirth. 

Balanced energy protein intake improves fetal growth 

and reduces the risk of fetal and neonatal death [31]. Folic 

acid supplementation before and early pregnancy reduces 

the risk of neural tube defects and related stillbirths. 

Micronutrient supplements in pregnancy improves fetal 

growth, development, birthweight and maternal 

complications. Zn supplementation reduces preterm labor 

(PTL) by 14%. Increased dietary intake of vitamin C has 

been associated with increase in birthweight and 

placental weight. Vitamin E has a preventive effect on 

many pregnancy complications i.e. pre‐eclampsia (PE), 

growth restriction, preterm premature rupture of 

membranes. Calcium supplementation is associated with 

reduced PE. Magnesium deficiency has been linked with 

PE and PTL. Vitamin D supplements in pregnancy is 

associated with reduced risk of PE, low birth weight and 

PTL[32]. 

Iron and folic acid supplementation during pregnancy 

besides preventing maternal anemia also improves 

perinatal outcome of the pregnancy [32]. The Ministry of 

Health and Family Welfare, Govt. of India has IFA 

supplementation programme which provides 1 tablet 

containing 100 mg elemental iron and 500 mcg folic acid 

daily from 14-16 weeks and continuing 100 days post 

partum [33]. 

2. Prevention and management of infections- It is reported 

that in developed countries 10 and 25% of all stillbirths 

were associated with infections [34]. TORCH infections, 

malaria, syphilis, varicella‐zoster, parvovirus B19 are a 

leading cause of stillbirths worldwide. Examination of 

placentas from live and stillborn infants found evidence 

of inflammation in 30.4% of stillbirths compared with 

12% of controls [35]. Chorioamnionitis a risk factor for 

stillbirths should be identified and treated promptly. 

3. Prevention, detection and management of other 

comorbidities- Appropriate screening /diagnosis, medical 

management and timely delivery can reduce many 

stillbirths associated with comorbidities. Aspirin for 

prevention and anti‐hypertensives and magnesium 

sulphate for management of PE /eclampsia has been 

recommended [36]. Stillbirths associated with 

pregestational or gestational diabetes can be greatly 

reduced by strict control of blood sugar levels throughout 

pregnancy. Control of pregestational diabetes before or in 

early pregnancy can avoid stillbirths associated with 

congenital abnormalities. Post-dated pregnancies should 

be monitored closely. Incidence of stillbirth increases 

from 39 weeks onwards with a sharp rise after 40 weeks 

of gestation [37]. 
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4. Screening and management of fetal growth and well 

being- Delay in the diagnosis of intrauterine growth 

restriction (IUGR) may lead to stillbirth. Diagnosis of 

IUGR can be done by fundal height measurement or 

ultrasound biometry. Doppler velocimetry measures 

blood flow dynamics in uterine, umbilical, and fetal 

arteries [38] and are helpful in deciding termination of 

pregnancy in these cases, decreasing the risk of 

stillbirths. Antenatal ultrasound can also diagnose many 

fetal congenital abnormalities and cord abnormalities. 

Fetal hypoxia or compromise can lead to reduction in 

fetal movements, which can be identified by the pregnant 

women. Increased vigilance towards maternal perception 

of movements reduces SBR [39]. 

Intrapartum care and Labor management: 

Care during labor and childbirth have the potential to reduce 

stillbirths by a third. Routine use of partogram, NST, early referral 

and timely intervention can prevent these stillbirths. In our study, 

in some cases we found lacunae in health care system. Primary 

health care providers contributed to suboptimal care by failure to 

recognize high-risk cases, leading to late referrals & poor 

counselling. Suboptimal care by obstetricians included failure to 

identify and manage high risk cases, delay/error in labor 

management and timely intervention, unavailability of equipment 

for cardiotocography. Lastly, perinatal death audits in the hospital 

also helped to identify many flaws in our clinical management. 

Prevention strategies at the level of community and family: 

Socio-cultural and community attributes e.g. status of women, 

caste, class, geography, residence, income, etc. affect fetal 

outcomes. Individual attributes - birth order, previous birth 

intervals, mother’s age at marriage, conception are also important 
[11]. Family-centered approaches and women supported by health 

care providers can encourage and improve both maternal health 

and reduction in fetal deaths [10]. 

Prevention at the level of policy makers: 

Illiteracy, low socioeconomic status and unawareness of the 

importance of regular antenatal visits contribute indirectly to high 

rates of stillbirth and requires strengthening at grass root level. 

Janani Suraksha Yojna launched by the Ministry of Health and 

Family Welfare of the Government of India under National Rural 

Health Mission and Janani Shishu Suraksha Karyakram have been 

adopted by our institute which provide zero expense delivery, free 

drugs and consumables, free diagnostics, free diet during hospital 

stay to pregnant women.  

Conclusions 

Neither all stillbirths are preventable, nor can a cause be assigned 

in all cases. Many a times, multiple factors are responsible for 

stillbirth. In this study, extreme prematurity was the most common 

assigned cause of stillbirths followed by chorioamnionitis. Fetal 

movements have been found to be a better surrogate marker than 

macerated/fresh stillborn for antepartum/intrapartum deaths. 
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