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ABSTRACT  

Stillbirth has many causes: intrapartum complications, hypertension, diabetes, infection, congenital and 

genetic abnormalities, placental dysfunction, and pregnancy continuing beyond forty weeks. This is a 

catastrophic event with lasting consequences on all of society. 
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INTRODUCTION 

We need to learn more about why stillbirths occur. This knowledge can help those impacted deal 

with grief and, more importantly, prepare to reduce stillbirth risk in subsequent pregnancies. This 

activity reviews the healthcare team's role in evaluating, managing, and improving care for patients 

diagnosed with stillbirth. There are some causes: 

Placental Abnormalities: 

Fetal growth restriction and placental abnormalities are the most prevalent findings in stillbirth. 

Most pregnancies with these findings, however, do not result in stillbirth. Placental abnormalities 

can also be found in stillbirths without evidence of impaired growth. Symphysis-fundal height, 

used to estimate serial fetal growth at the prenatal visits, has a low sensitivity and specificity for 

detecting a small for gestational age infant. At this time, only placental volume, velamentous 

insertion, and the presence of a single, umbilical artery can be detected prenatally. Diagnosing 

fetal growth restriction in utero is difficult. Novel methods are needed to evaluate the structure and 

the function of the placenta in a noninvasive way. If the birth weight is less than the 10th percentile, 

the risk of growth restriction is 30%, and if the birth weight is less than the 3rd percentile, the risk 

is 70%. The risk of stillbirth is relative to the degree of growth restriction, with the highest stillbirth 

risk for those delivering the most growth-restricted fetuses. The risk of stillbirth is 15/1000 for 

birth weights less than the 2.5th percentile and 25/1000 for birth weights less than the 5th 

percentile. Placental factors such as a placental abruption are found in six percent of stillbirths. A 

history of placental abruption increases the risk of stillbirth. This risk is greatest for preterm 

fetuses. Cocaine use, smoking, hypertension, and preeclampsia increase the risk for placental 

abruption and stillbirth. Additionally, unusual placental conditions, including choriocarcinoma or 
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chorioangioma, increase the risk for stillbirth. 

Diabetes 

Diabetes increases stillbirth risk up to five times. A meta-analysis showed that only improving 

glucose control prior to conception reduces the rate of stillbirth. With optimal glycemic control, 

the risk of stillbirth may be reduced. In type 1 diabetics, the stillbirth rate is 16.1 per 1000 births. 

Poor diabetic control determined by elevated glycosylated hemoglobins before pregnancy (OR 

1.03) and later in pregnancy (OR 1.06) were associated with stillbirth.  In type 2 diabetics, the 

stillbirth rate is 22.9/1000 births. A higher BMI (OR 1.07) and elevated glycosylated hemoglobin 

before pregnancy (OR 1.02) were associated with stillbirth. The birth weight may be affected by 

diabetes and is also related to the risk of stillbirth. If the birth weight is less than the 10th percentile, 

the risk for stillbirth is elevated six times in mothers with type 1 diabetes and three times in those 

with type 2 diabetes compared to fetuses weighing in the 10th to 90th percentile. With type 2 

diabetes, the risk for stillbirth was twofold higher if the birth weight was over the 95th percentile. 

A significantly higher number of stillborns in women with type 2 diabetes are male gender. A third 

of the stillbirths associated with diabetes occur at term. The highest rate for stillbirth is in the 38th 

week for type 1 diabetes and in the 39th week for type 2 diabetes. 

Age 

The risk of stillbirth is augmented by advanced maternal age due to an increased risk for 

aneuploidy and medical complications of pregnancy. Even after controlling for these risk factors, 

maternal age over 35 has an increased risk for stillbirth, which is accentuated by nulliparity. At 

age 40, the risk is 1/116 for a nullipara and 1/304 for a multipara. Stillbirth may be caused by lethal 

chromosomal abnormalities, which are more prevalent when the maternal age is greater than 

35. Thirteen percent of stillbirths have an abnormal karyotype. These abnormal karyotypes include 

Turner syndrome (XO in 23%), Down syndrome (trisomy 21 in 23%), Edwards syndrome (trisomy 

18 in 21%), and Patau syndrome (trisomy 13 in 8%). A paternal age over 40 also increases the risk 

of stillbirth. 

Gestational Age >38 weeks 

Stillbirth risk is increased by early and late-term gestational age. Induction of labor after 40 weeks 

may decrease the risk of stillbirth and cesarean delivery. 145  The risk of stillbirth at 37 weeks is 

0.21/1000. At 38 weeks, the risk of stillbirth in pregnancies managed expectantly is equivalent to 

those managed by induced delivery. At 42 weeks, the risk of stillbirth is 1.08/1000.  When 

considering the benefit of inducing labor to reduce stillbirth, other factors, including neonatal and 

maternal adverse outcomes, must be considered. At 41 weeks, over 1400 deliveries would have to 

be induced to prevent one stillbirth. 22914394 Induction of labor is recommended after 42 weeks 

and might be considered after 41 weeks of gestation. 

Hypertension 

Chronic hypertension increases stillbirth risk three-times. Hypertension is a common condition 

that complicates pregnancy; incidence is 9.6% (95% CI: 6.9-12.1). The goals and outcomes for the 

treatment of chronic hypertension in pregnancy are poorly understood at this time. Gestational 

hypertension shows an increased risk for stillbirth in some studies but not in others. 

Birth Defects 

Congenital defects, defined as physical or biochemical abnormalities, occur in 1/33 pregnancies 

and are associated with a higher risk of stillbirth. The detection of congenital defects prenatally 

may impact antenatal surveillance policy in hopes of reducing the risk of stillbirth. Stillbirth risk 

is 11/1000 for bladder exstrophy and 490/1000 for the limb-body-wall complex; even for isolated 

congenital defects not affecting major organs, the risk of stillbirth increases. The risk for stillbirth 
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associated with cleft lip with cleft palate is 10/1000,  transverse limb deficiencies 26/1000, 

longitudinal limb deficiencies 11/1000, and the amniotic band associated limb defects 110/1000. 

The increased stillbirth risk for sacral agenesis is 13/1000, isolated spina bifida 24/1000, and 

holoprosencephaly 30/1000 may be underestimated due to failure to account for elective 

termination of pregnancy. Dysmorphic features or skeletal issues are found in 20% of stillborns, 

and up to 20% have gross malformations. 

Infection 

Infection as a cause of stillbirth may be underrepresented because signs and symptoms of infection 

are often undetected, and evaluation for infection is often not conducted. Stillbirth related to 

infection varies from 5% to 22%.  In developed countries, infection accounts for 19% of stillbirths 

before 28 weeks, but only 2% of stillbirths at term.  When an infection is the cause of stillbirth, 

spontaneous preterm delivery is common. A US cohort study demonstrated infection as the 

probable or possible cause of stillbirth in 12.9% of cases. Predominant bacteria cultured 

included Escherichia coli 29%, group B streptococcus (GBS)12%, enterococcus 12%, and 

rarely Listeria monocytogenes. The placental evaluation found evidence of infection in 99% of 

culture-positive cases. Non-bacterial organisms causing stillbirth included cytomegalovirus 8%, 

parvovirus 3%, syphilis 2%, and herpes simplex virus 2%. Infection is unlikely the cause of 

stillbirth unless it results in significant autopsy or placental findings. Serologic screening for 

toxoplasmosis, chlamydia, rubella, or herpes is usually not indicated when these infections are not 

detected on placental or autopsy examination. Malaria should be screened for in endemic areas. 

Human immunodeficiency virus increases the risk of stillbirth.  Group B streptococcal infection is 

linked to the cause of stillbirth in 1% of stillbirths in developed countries and 4% in African 

countries.  These estimates are poor given the low quality of collected data. In Mozambique, the 

rate of group B streptococcal associated stillbirth was 17%, which may be due to the high rate of 

screening performed there. GBS has to be isolated from a sterile body site such as cerebrospinal 

fluid and isolated detection from a surface, or placental swab would not qualify as a case related 

to GBS. Having a treated chlamydia infection before or during pregnancy does not increase the 

risk for preterm delivery, intrauterine growth restriction, or stillbirth. 

We can say for conclusion, Stillbirth needs to be clearly defined. Every death must be counted, 

and actions to prevent these deaths must be tracked and monitored. High quality obstetric and 

midwifery care should be universally available. Childbirth must be provided with skilled 

attendants who can perform assisted vaginal deliveries and cesarean sections for fetal and maternal 

indications. Of all stillbirths, half occur during birth. Seventy-five percent of these are preventable 

with access to quality care. The ability to provide induction of labor for premature rupture of 

membranes and post-term pregnancy needs to be addressed. 
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