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ABSTRACT

BACKGROUD AND OBJECTIVES

Stillbirth still remains the most prevalent adverse outcome of pregnancy.

Death of a viable fetus is one of the unhappy events in the field of obstetrics. Stillbirth

is a sensitive indicator for maternal care during antenatal and intrapartum period.  It

also reflects the obstetrician’s vigilant care during pregnancy. Thus it is important to

identify the probable causes and risk factors associated with fetal loss to determine the

risk of recurrences, prevention and to plan a strategy for its correction. This study was

taken with the objective to know the association between maternal and fetal risk

factors and stillbirths.

METHODOLOGY

A descriptive observational study is undertaken in labour room at KLES

Dr. Prabhakar Kore Hospital and Medical Research Centre, Belagavi. The cases of

intra-uterine fetal death either with ultrasound reports proving IUD and diagnosed on

clinical examination by absence of fetal heart rate were studied during the study

period of Jaunary 2017 December 2017. All stillbirths (> 20weeks of pregnancy or>

500gms of the fetus) (according to ACOG 2009) who gave consent were included in

the study. Data was entered in Microsoft 2010 Excel sheet. Obtained data was

tabulated and analysed using rates, ratios and percentages. Chi-Square Test is applied

for each of the risk factor to know its association with stillbirth. Risk associated with

factors estimated using Odds ratio. P value < .005 is considered significant.
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RESULT

Total of 171 cases were included in the study out of 5755 total delivery. The

incidence of stillbirth was found to be 2.97% and stillbirth rate was found to be 29.71

/1000 births. Among 171 stillbirths 77(45%) cases were registered cases and 94

(55%) were unregistered cases. The majority of the study population from urban area

belonging to class 3 socio economic status as per Kuppuswamy socio economic

classification system, 51 (29.82%) and class 3 socio economic status as per Modified

BG Prasad socio economic classification system 36,(21.05%). Stillbirths were more

common in the age group of 20-30 years with the incidence rate of 152(89%).

Incidence of stillbirth was common in primipara 78 (45.61%), followed by second

para 43(25.14%), Third para 32(18.71) and >4 th para 18 (10.52%). Stillbirth were

more common in the gestational age of 28 weeks 1 day to 36 weeks 6 days, 90

(52.63%) in the present study. Most of the stillbirth were in antenatal period

156(91.22%).15 (8.77%) of stillbirth were in intrapartum period.136 (80%) stillbirth

were delivered vaginally and 35(20%) were delivered through caesarean section. In

the present study the most common causes of stillbirth were hypertensive disorders of

pregnancy 33(19.29%), FGR (17.54%), Abruption (15.78%), congenital malformation

(14.61%) and unknown (9.35%). Other causes were prelabor rupture of membranes

(8.76%), Gestational diabetes mellitus (3.50%), non immune hydrops (2.92%).

CONCLUSION

Stillbirth rates are considered as an important indicator of the quality of

obstetric care available in a country. According to the global figures 2015, Indian

ranks first in the absolute number of stillbirth.
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In our study rate was 2.97% of stillbirth. To bring down these high rates of

stillbirth, we should be aware of prevalence rates and risk factors leading to stillbirths

and then plan strategies which are appropriate and tailor made to suit our local

situation.

Early identification of the these risk factors will lead to timely identification of

appropriate preventive and interventional strategies which will help us to improve the

overall pregnancy outcome such as stillbirths which have an adverse impact on life

the woman and her family.

Keyword: Stillbirth
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INTRODUCTION

In the latter months of pregnancy, the disappearance of foetal movements

usually directs the attention of the patient to the possibility of foetal death. The

diagnosis of this condition, however, can be considered absolute only after repeated

examinations, when one has failed to hear the foetal heart or perceive the movements

of the child

—J. Whitridge Williams (1903)

Stillbirth still remains the most prevalent adverse outcome of pregnancy.

Worldwide in 2015, for every 1000 total births, 18.4 babies were stillborn, mostly in

low- and middle-income countries1.

Stillbirth is a global issue historically misunderstood and under-

acknowledged. Death of a viable fetus is one of the unhappy events in the field of

obstetrics. It is a distressing adverse outcome to both parents and obstetrician.

Stillbirth is a sensitive indicator for maternal care during antenatal and intra

partum period.  It also reflects the obstetrician’s vigilant care during pregnancy. Thus

it is important to identify the probable causes and risk factors associated with fetal

loss to determine the risk of recurrences, prevention and to plan a strategy for its

correction. Strong parent and care provider partnerships are needed to dispel

misperceptions and negative attitudes that persist in communities.

Determining the cause of stillbirth has been historically challenging, as the

fetus is not directly observed when death occurs and the events prior to fetal demise

are often unclear. Determining the causes of stillbirth helps in maternal coping,

permits more accurate counselling regarding recurrence in the next pregnancy and

may prompt therapy or interventions to prevent similar implications.
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The increased focus on stillbirth-related issues in recent years has brought

several previously neglected issues ‘out of the blues’ and has highlighted the need for

greater preventive efforts and better care for bereaved mothers and families.

Though there has been a renewed global focus on stillbirth as a public health

concern, still the decline in stillbirth rates has remained static in the developed

countries. Stillbirths comprise a large proportion of preventable deaths. Many women

and children die in pregnancy and childbirth including the estimated 2·6 million third

trimester stillbirths worldwide.

The burden of stillbirths is overlooked many a times. Interventions to reduce

this burden should include intentional leadership; increased voice, especially of

women; implementation of integrated interventions with commensurate investment;

indicators to measure effect of interventions and especially to monitor progress; and

investigation of critical knowledge gaps2.

Stillbirth rates have declined more slowly since 2000 as compared to both

maternal mortality and mortality in children younger than 5 years. Better data is

essential to accelerate progress towards the target of 12 or fewer stillbirths per 1000

births in every country by 2030.3

Good quality care during labour and birth gives an opportunity in preventing

stillbirth. Improved quality of antenatal care and family planning are also important to

maximise maternal and fetal wellbeing. Furthermore there is research gap in the

understanding of conditions and contexts within which stillbirths occur.4, 5

There must be improvement in the quality of data to identify the causes of

stillbirth. By assigning the cause and counting each of the stillbirths we can predict

and prevent the stillbirth in the next pregnancy.
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Stillbirths have been neglected in worldwide data tracking, social recognition,

and also in investment and programmatic action. The burden on families, especially

women, is very severe and long lasting, yet stigma and taboo hides this burden even

in high-income countries.6

The agony of stillbirth affects women, families, caregivers, communities, and

society. Parents experience various psychological symptoms that often persist long

after the death of their baby but could be mitigated by respectful maternity services,

including bereavement care.

Most stillbirths are preventable with health system improvements. High

quality antenatal and intra partum care within the continuum of care for women and

children results in preventing maternal and newborn deaths and stillbirths and also

improves child development. The stillbirth rate is a sensitive marker of quality and

equity of health care.7

One of the approaches to reduce stillbirths is to identify the factors that are

associated with stillbirth and this study was undertaken with the objective to know the

risk factors associated with the stillbirths and their association with the stillbirth.
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OBJECTIVE

 To know the association between maternal and fetal risk factors and stillbirths.
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REVIEW OF LITERATURE

Stillbirth is the most sensitive indicator of maternal and child health care.

Stillbirth in developing countries is three to five fold higher as compared to developed

countries. Stillbirth incidence in present scenario in our study area   is 2.6%8.

Stillbirths generally account to one half of all the perinatal deaths, with an estimated

four million occurring worldwide each year. More than 97% of these stillbirths take

place in developing countries.

Stillbirths have been understudied, under reported and rarely been considered

in attempts to improve adverse pregnancy outcomes in developing countries.

Although the WHO has attempted to standardize the definition of stillbirth by

recommending 1000 gm as the lower limit for international comparisons

(corresponding to approximately 28 weeks of gestation), the lower limit of gestational

age and birth weight varied widely.

In developed countries, stillbirth has been defined as fetal loss beyond 20

weeks of gestation. However some developed countries (such as Sweden) use 28

weeks of gestation as the lower cut-off. In developing countries, gestational age of 28

weeks or birth weight of less than or equal to 1000 grams is often used as the lower

cut-off.

The timing of still birth in relation to delivery also varies. The stillbirths that

occur more than 12 hours before delivery have skin that is macerated (macerated still

birth) and those stillbirths that occur in intra partum period or immediately before

delivery are called fresh stillbirths.
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Antepartum stillbirths occur due to combination of severe maternal, placental

and fetal abnormalities. It includes umbilical cord complications, severe pre-

eclampsia, severe intrauterine growth restriction, abruptio placentae and infections.

There are various recognized risk factors for antepartum stillbirths like advanced

maternal age, high parity, maternal smoking and obesity.

Intra partum fetal death usually results from fetal distress and/or obstructed

labour and often reflects poor access or poor quality of clinical care during delivery.

In developed countries, the majority of stillbirths occur before the onset of labour, but

this proportion is low in developing countries may be due to under reporting of cases.

When intra partum stillbirths occur, they represent inadequate access to or

poor quality of essential obstetric care. Much is still unknown about the prevalence,

timing and circumstance that are associated with stillbirths in developing countries,

where a significant number of deliveries occur at home though the scenario is

changing fast with promotion of institutional delivery by the virtue of numerous

Government schemes.

Data on stillbirths are not collected routinely in many countries and hence

most of the stillbirth research is hospital based. Therefore understanding the burden of

stillbirth has an important implication on health planning and resources, which are of

particular concern in very low resource countries.

An observational study conducted in Belagavi during the period of 2008-2009

concluded that the common primary obstetric causes of stillbirth were spontaneous

preterm delivery and hypertensive disorders .Other causes included antepartum

haemorrhage, multiple pregnancy, intra partum asphyxia, fetal abnormality and
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maternal diseases. Preterm birth, sepsis, birth asphyxia and congenital malformations

are the main cause of deaths in newborn babies worldwide.9

As per a clinical observational study conducted during January 2011- to

October 2011 in Loni, Ahmednagar, India pregnancy induced hypertension was the

leading cause of stillbirth. Other causes were prematurity, antepartum haemorrhage,

cord  accidents, fetal malformations, postdatism, malpresentations, labour

abnormalities, medical disorders (anemia, heart disease, liver disease etc) and

idiopathic. This Study concluded that the    high rate of    ante partum stillbirths were

due to hypertension ,ante partum hemorrhage and preterm labour .Authors

recommended that  early recognition of the problem ,regular antenatal check ups

,color Doppler study to diagnose fetal growth restriction ,ultrasonograpy to diagnose

cord abnormalities ,use of intra partum electronic fetal monitoring, partograph and

prevention of prolongation of second stage of labour will help in reduction of

stillbirths. 10

A retrospective observational study at Fernandez Hospital, Hyderabad, India

which included the analysis of 436 stillbirths out of 40,374 singleton births from

24weeks of gestation, delivered during 2010 to 2015 revealed Incidence of stillbirth

was 10.79% . Multivariate analysis showed that referred women with fetal growth

restriction, antepartum haemorrhage and acute fatty liver of pregnancy, were found to

be significant causative factors. 11They concluded that the leading causes of stillbirth

were fetal growth restriction and hypertensive disorders in pregnancy. Identification

of risk factors, improving detection of fetal growth restriction, appropriate and timely

intervention in pre-eclampsia may reduce stillbirths. 11
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A population based study in England during  2009-2011 to assess the main

risk factors associated with stillbirth in a multiethnic English maternity population

identified a significant risk of stillbirth for parity (para 0 and para ≥3), ethnicity

(African, African-Caribbean, Indian, and Pakistani), maternal obesity (body mass

index ≥30), smoking, pre-existing diabetes,  history of mental health problems,

antepartum haemorrhage, and fetal growth restriction (birth weight below 10th

customised birth weight centile).12 The study concluded that most of the stillbirths

were potentially avoidable. The single largest risk factor was unrecognised fetal

growth restriction and recommended preventive strategies to focus on improving early

antenatal detection.12

One year observational study at The Department of Obstetrics and

Gynecology, King George Medical University, Lucknow, Uttar Pradesh, India

showed that cause of intrapartum stillbirth which was  statistically significant

correlated with patient’s place of residence (rural>urban), distance of health centre

from her house, time taken to reach first point of contact and her parity. The major

obstetrical causes of stillbirth identified were APH (22.36%), hypertensive disorders

of pregnancy (19.27%), IUGR (15.27%), unexplained causes (11.09%),

malpresentations (9.64%), rupture uterus( 9.09% )and obstructed labour (6.36%).

Severe anemia was found in 24.91% of cases as an associated obstetrical cause of

stillbirth.13

The above mentioned study concluded that the rate of stillbirth was higher as

compared to the Indian data (22/1000 total births). Antepartum obstetric

complications (APH, hypertensive disorders of pregnancy, IUGR) were the most

common cause. 15.45% of cases showed intra partum causes of stillbirth (obstructed
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labour and rupture uterus) which was significantly higher than developed countries

where such cases are negligible. The higher number of intra partum deaths indicate

that better healthcare services can drastically reduce stillbirth rates in developing

countries.13

A systematic review of studies reporting factors associated with and causes of

stillbirth in low- and middle-income countries (2000–13) reported that the factors  to

be associated with stillbirth were poverty ,lack of education, maternal age (>35 or <20

years), parity (1, ≥5), lack of antenatal care, prematurity, low birth weight, and

previous stillbirth. The most frequently reported cause of stillbirth was maternal

factors including syphilis, positive HIV status with low CD4 count, malaria and

diabetes. Congenital anomalies  accounted for 2.1–33.3% , placental causes for 7.4–

42% , asphyxia and birth trauma for 3.1–25% , umbilical problems for 2.9–33.3% and

amniotic and uterine factors  for 6.5–10.7% of stillbirths14.They concluded that to

build capacity for perinatal death audit, clear guidelines and a suitable classification

system to assign cause of death must be developed. Existing classification systems

may need to be adapted. Better data and more data are urgently needed.14

A study using Capture and recapture method to identify the causes of 301

stillbirths from 1st July 2013 to 31st August 2014 in Chandigarh Union Territory of

India showed that major causes and risk factors amenable to interventions were

infections, hypertension, congenital malformations, fetal growth restriction and pre-

maturity .Therefore, better ante-natal and intra-natal care is required to achieve a

single digit stillbirth rate.15

Analysis of a nationwide perinatal database, 2013–2014 in Japan to find out

causes and risk factors for singleton stillbirth concluded that stillbirths occurring
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among women with known complications were likely to be prevented, at least in

secondary and tertiary facilities. Further reduction in stillbirths must target fetal

growth restriction. Improvement in postpartum investigation and recording of the

causal pathways of stillbirths may enable to explain some of the stillbirths with

unknown cause of death, and to continue to make progress in reducing this tragic

pregnancy complication.16
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METHODOLOGY

Method of collection of data:

A descriptive observational study is undertaken in labour room at KLES

Dr. Prabhakar Kore Hospital and Medical Research Centre, Belgaum. The cases of

intra-uterine fetal death either with ultrasound reports proving IUD and diagnosed on

clinical examination by absence of fetal heart rate.

Period of study: From January 2017 to December 2017

Inclusion criteria:

All stillbiths (> 20weeks of pregnancy or> 500gms of the fetus) (ACOG 2009 ) 17

Exclusion criteria:

Women not giving consent for the study.

Procedure of Study:

All the cases of intra-uterine fetal death which come to KLES Dr. Prabhakar

Kore Hospital and Medical Research Centre, the during the study period were

included. All the patients included in the study were analysed in terms of the age,

parity, literacy and socio-economic status (as per 2016 Kuppuswamy for urban

population and 2016 May Modified BG Prasad For rural population), Detailed

obstetric history, details about present complaints, duration of present pregnancy, past

obstetric performances and outcomes (including previous abortions, previous IUFD,

associated complications, etc.,) are studied. In the present pregnancy details of ante-

natal check-ups, medical illness, presence of antepartum hemorrhage, pregnancy

induced hypertension, eclampsia, severe anemia and other significant illness are

noted.
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Complete general physical examination/systemic examination and per

abdomen antenatal examination was done. Absent FHS is noted and confirmed with

ultrasonography.

Mode of delivery and birth weights of fetuses noted. All the fetuses are

examined for any malformations and each placenta checked for its appearance,

weight, retro-placental clot/infarcts and calcification.

STATISTICAL ANALYSIS:

Data was entered in Microsoft 2010 Excel sheet. Obtained data was tabulated

and analysed using rates, ratios and percentages.

Chi-Square Test is applied for each of the risk factor to know its association

with stillbirth. Risk associated with factors estimated using Odds ratio. P value < .005

is considered significant.
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RESULTS

During the study period between January 2017-December 2017, there were

total 5755 deliveries and 171 stillbirths. Data was entered in Microsoft 2010 excel sheet.

The data obtained was tabulated and analysed using rates, ratios and percentages

.Association in the risk factor and stillbirth calculated with chi square test. P value

calculated for the risk factors.

Table 1: Total No .of deliveries and stillbirths

Total No. of deliveries 5755(100%)

Total No. of live births 5584(97.02%)

Total No. of the stillbirth S 171(2.97%)

Table 1 shows the total number of deliveries in the study period were 5755.Among

these stillbirths were 171 and live births were 5584.

Table 2: Incidence of Stillbirth.

Total No. of stillbiths 171

Incidence of Stillbirth 2.97%

Still birth rate 29.71/1000 births

Table 2 shows the incidence of stillbirth was found to be 2.97% and stillbirth rate was

found to be 29.71 /1000 births.
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Table 3: Number of stillbirths in registered and Un-registered cases

Registration Total Number Percentage

Unregistered 94 54.97%

Registered 77 45.02%

Table 3 depicts that the number of registered and unregistered gravidas among the

study population.  Among 171 stillbirths 77(45%) cases were registered cases and 94

(55%) were unregistered cases.

94 (55% )

Graph No.1 : Number of stillbirth in Registered and
Un registered  Gravidas
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Table 4: Number of stillbirth according to Kuppuswamy Socio Economic Status (For

Urban population) (n= 83)

Table 4 shows that majority of the study population from urban area belong to class 3

51 (29.82%) socio economic status as per Kuppuswamy Socio Economic

classification system.

Table 5: Number of stillbirth according to Modified BG Prasad Socio Economic

Status (Rural population)(n=88)

.

Table  5 depicits that majority of the study population from rural area belong to class

3 36(21.05%) socio economic status as per Modified BG Prasad Socio Economic

classification system.

Class No. of Cases Percentage

K1 1 0.58%

K2 14 8.18%

K3 51 29.82%

K4 13 7.60%

K5 4 2.33%

Class Total Cases Percentage

R1 0 0

R2 22 12.86%

R3 36 21.05%

R4 26 15.20%

R5 4 2.33%
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Table 6: Number of stillbirth   according to maternal age

Age in years Total number percentage

< 20 6 3.5%

20-30 152 88.8%

30-35 13 7.6%

Table 6 shows the incidence of stillbirth according to maternal age. Stillbirths were

more common in the age group of 20-30 years 152(88.8%)

Graph No . 2 Number of stillbirth according Maternal
age
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Table 7: Number of stillbirth according to parity

Parity TOTAL NUMBER PERCENTAGE

Primipara 78 45.61%

Para2 43 25.14%

Para 3 32 18,71%

>/= Para 4 18 10.52%

Table 6 shows that the stillbirths were common in primipara 78 (45.61%), followed

by para2   43(25.14%), para 3 32(18.71) and para 4   18 (10.52%)

32(19%)

Graph No. 3 Number of stillbirth according to parity
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Table 8:  Number of stillbirth according to gestational age

Table 8 shows that stillbirth were more common in the gestational age of 28 weeks 1

day to 36 weeks 6 days, 90 cases (52.63%) in the present study. 45(26.31%) cases

were between 20 weeks to 28 weeks period of gestation ,34 (19.88%) cases were

between 37 to 41 weeks period o gestation and 2(1.16%) cases were more than 41

weeks of gestation.

Graph No 4 Number of stillbirth according to
gestational age

20-28

Gestational age in
weeks

Total numbers Percentage

20-28 45 26.31%

28 wk 1 day – 36 wks
6 days

90 52.63%

37- 41 wks 34 19.88%

>41 wks 2 1.16%
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Table 9:  Number of stillbirth according to time of fetal demise

Type Total Cases Percentage

Antepartum Death 156 91.22

Intrapartum Death 15 8.77%

Table 9 shows that 156(91.22%) stillbirths were noticed in the antenatal period and 15

(8.77) stillbirths were noted in the intra partum period.

Graph No. 5 Number of stillbirth according to time of
fetal demise
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Table 10: Number of stillbirth according to nature of stillbirth (n=171)

Type of Stillbirth Total Number Percentage

Fresh stillbirth 102 59.64%

Macerated stillbirth 69 40.35%

Table 10 depicts that out of 171 cases, 102 were fresh still births (59.64%) and

69(40.35%) were macerated stillbirths.

Graph No 6 Number of stillbirth according to nature
of stillbirth
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Table 11: Number of stillbirth according to mode of delivery

Mode of delivery Total Number Percentage

Vaginal 136 79.53%

Cesarean 35 20.46%

Table 11 shows that 136 (80%) were delivered vaginally and 35(20%) were delivered

through C section.

Graph No. 7 Number of stillbirth according mode of
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Table 12:  FHR Status in the patient admitted tp labor room

Cardiac activity Present absent

No of cases 17 154

Percentage 9.9% 90.1%

Table 12 shows that, in 154 cases FHR was absent on admission on admission to

labour room and 17 cases FHR was absent later during the course of labour.

Graph No. 8: FHR Status in the patient admitted tp
labor room
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Table 13: Causes of stillbirth

Principle Cause Total Cases Percentage

Hypertensive disorders of
pregnancy

33 19.29%

FGR 30 17.54%

Abruption 27 15.78%

Congenital Malformation 25 14.61%

Unknown 20 11.69%

PROM 15 8.76%

GDM 06 3.50%

Non Immune Hydrops 05 2.92%

Birth Asphyxia 03 1.75%

Cord Accidents 03 1.75%

Maternal Infection(Toxoplasma
and Cytomegalovisus)

02 1.16%

Uterine rupture 01 0.58%

Overt Diabetes 01 0.58%

In the present study the most common causes of stillbirth were hypertensive disorders

of pregnancy, 33(19.29%), FGR(17.54%) followed by abruption (15.78%), congenital

malformation (14.61%) and unknown (11.69%).Other causes were prelabor rupture of

membranes (8.76%), Gestational diabetes mellitus (3.50%), non immune hydrops

( 2.92%).
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Table 14: Association of stillbirth with risk factors

Principle Cause Total No of
cases

P Value 95% Confidence Interval

Hypertensive disorders of
pregnancy 33 .0105 .766 3.669

Abruption 27 .605 .489 3.409

Oligohydramnios 30 .001

Anemia 77 .023

Preterm delivery 15 .051

Premature rupture of
membranes 15 .625 1.152 1.333

FGR 30 .010 .235 1.470

meconium stained liquor 02 .007 .061 .721

DM 01 .596 .177 2.713

Congenital Malformations 25 .040 .137 .256

Maternal Infection 02 .040 .137 .256

Unknown 20 .049

In the present study risk factors such as , hypertensive disorderes of pregnancy

oligohydramnios, FGR , anemia,  meconium stained liquor, congenital malformation

and  maternal infection were significantly ( p value <.05) associated with stillbirth.

Factors such as abruption, preterm delivery, premature rupture of membranes,

diabetes,  were not significant.
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DISCUSSION

The stillbirth rate varies worldwide among different countries and in the

different regions of the same country. The current stillbirth rate worldwide in low and

middle income countries  is 18.4 per 1000 total births.1 The current stillbirth rate in

India is 22 per 1000 birth with variation of 22 to 66 per 1000 births in different

states11. In this study, the incidence of stillbirth was found to be 29.71 per 1000 live

briths. It is low compared to the other Indian studies, 78.3 per 1000 births

(Kothiyal S et al.13), 57.9 per 1000 birth (Prasanna N et al.18), 43 per 1000 births

(Bellad et al.9). The comparative low rate found in the present study can due to low

intra partum stillbirth rate, a quality indicator of intrapartum monitoring of high risk

pregnancy by the health care professional available round the clock.

Women who had minimum 3 visits for antenatal check-up in our institute were

considered as registered cases. There were 77(45.02%) stillbirths in registered cases

and 94(54.98%) in unregistered cases. In this study, it was found that stillbirth were

more in unregistered cases as compared to registered cases. This was comparable with

other study like Rajagoal VM et al.19 (unregistered 54.4%, registered 45.5%). Good

antenatal care, efficient protocol based management explains the low mortality in

registered cases whereas in unregistered cases who had come as obstetric emergency,

late referral to tertiary care hospital can be a cause for the poor outcome and more

stillbirth rate in this group.

Majority of the stillbirths 88(51.46%) were found in women from rural

population as compared to the urban population 83(48.53%). Comparative high rate

of mortality in rural population suggest the need for improved obstetric care as well as

availability of   emergency services in the rural set up also.
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This study revealed that most of the pregnant women who had stillbirth were

from middle, low middle and low socio-economic status ( class 3,4,and 5 as per both

Kuppuswamy and  modified BG Prasad Classification) with rate of 134 (78.33%).

This result is very similar to Kumari C et al20. (84.2%), and Asalkar MR et al.21

(89.061%). The socio-economic status influences the pregnancy outcome and

determines health seeking behaviour of the women.

In this study , majority of the stillbirths152(88.8%) were in the women between

the age group of 20-30 years of age which was  similar to a study done by  Balu et al.

22(80%) and  Rajagoal VM et al.19 ( 71.4%). Though advanced maternal age is known

risk factor for both increased perinatal morbidity and mortality, in this study it was

not found to be significant statistically.

In the present study stillbirths were more in the multigravida 93(54%)

collectively, when compared to primigravida 78(45%) but primipara as an individual

group was the major group. The relationship between parity and incidence of the

stillbirth similar to the other studies i.e., Vaishali N. et al.23 (primigravida 48.3%,

multigravida 51.6%), Lucy D. et al.24 (primigravida 48.8%, multigravida 51.69%).

As gestational age based definition of the stillbirth is better predictor of

mortality than birth weight based definition.  We have categorized stillbirth according

to gestational age.  In this study, almost 90(53%) of the stillbirth were between the 28

weeks to 36 weeks 6 days of gestational age. One fourth of stillbirth, 45(26.31%)

were between the gestational age of 20-28 weeks. High rate of stillbirths,  between 28

weeks to 36 weeks 6 days are similar to  other studies like Devi KS, Aziz N, et al. 11

(57%), Agbata , et al.25 (81%), Rajagoal VM et al.19 (75%). More prevalence of

major causes of stillbirths like preeclampsia, fetal growth restriction, preterm rupture



Discussion

Page 27

of membranes, antepartum haemorrhage, and preterm delivery in this gestational age

explains the probable high rate of stillbirth in this group.

Stillbirths were broadly classified into intrapartum and antepartum. This

classification not only helps in understanding the cause but also aids in planning the

interventions required to avoid the intrauterine fetal demise, both in antepartum and

intrapartum period. This will help in achieving single digit stillbirth target. In this

study intrapartum deaths were 15 (9%) and antepartum deaths were 156(91%).

Intrapartum stillbirth rate in the present study was comparable with other studies like

Rajagoal VM et al.19 (15%), Prasanna et al18 (12.1%).  Lawn et al26 have estimated

that intrapartum stillbirth rate to be 39% in middle income countries.  Low

intrapartum stillbirth rate in this study reflected a good intrapartum care, close

monitoring  of the patient during labor, use of partograph in active labor, availability

of operation theatre near the labor room and  continuous monitoring of progress of

labor by skilled personnel.   For reducing antepartum stillbirth, the quality of

antepartum care should be improved as complications during antepartum period are

often associated with poor outcome of pregnancy.

All stillbirths were examined at the time of the delivery .In this study it was

found that 102(59.64%) stillbirths were fresh stillbirths and 69(40.35%) were

macerated stillbirth. It was comparable to the other studies conducted by Agbata, et

al.25, Rajagoal VM et al.19 and Alhassan et al.27 fresh stillbirths constituted 57.1%,

51.7% and 56.7 % respectively. As our institution is a tertiary care centre the high

proportion of fresh stillbirth resulted from late referral of obstetric emergencies, like

severe preeclampsia, fetal growth restriction with Doppler changes and antepartum

haemorrhage in labor.



Discussion

Page 28

Fresh stillbirth was defined as     fetal   death within 12 hours of delivery with intact

skin and fetal death more than 12 hours with discoloured ,  peeled off skin and darkly

stained liquor and umbilical cord was considered as macerated stillbirth28. This

method has been validated for the estimating the time of the fetal death29.

Vaginal delivery rate among the stillbirth in this study was136 (79.53%).It

was comparable to other Indian studies like Rajagoal VM et al.19 (90%), Newtonraj et

al.15 (96.7%).Women with stillbirth usually deliver by vaginal route unless there is a

contraindication. Once a stillbirth is diagnosed, there is a high chance for induction of

labor to terminate pregnancy and   avoid complications as vaginal route is preferred

over caesarean section in stillbirth deliveries. Caesarean section may be indicated for

maternal indications in cases such as abruptio placenta.

Major causes for stillbirth in the present study included hypertensive disorders

of pregnancy 33(19.29%), fetal growth restriction 30(17.54%), abruption 27(15.78%),

congenital malformation 25 (14.61%), Unknown 20 (11.69%), premature rupture of

membranes 15 (8.76%). Similar high rates for the causes were found in study

conducted by Rajagoal VM et al.19 (fetal growth restriction 25%, hypertension 25%)

and Devi KS, Aziz N, et al. 11 ( preeclampsia 39%, antepartum haemorrhage 10.6%,

fetal growth restriction 28.2%, congenital malformation 3.66%, unknown 12.8%).

Hypertensive disorders of pregnancy were associated significantly with

stillbirth rate in this study (p value .0105). Significant association of the stillbirth with

maternal hypertension was also noticed in many studies conducted in India, Pakistan,

Brazil and other countries.30,31,32,33 . Fetal growth restriction was also significantly

associated with stillbirth rate (p value .010). like other studies34,35. Among stillbirths

associated with fetal growth restriction, majority were referred cases. It means that
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considering the gestational age and birth weight, these babies would have been

salvaged if the growth restriction was detected in antenatal period , put on antepartum

fetal surveillance and delivered in time.

Preterm delivery carried the high risk of intrapartum death, similar to other

studies.36,37,38 i.e., 8.14% in Perihar et al.39 study. Congenital malformations in fetus

were significantly associated with stillbirth14.61% (p value.040). It was seen that

most of the lethal anomalies were detected late in the pregnancy. So timely anomaly

scan at or before 20 weeks of gestation is highly recommended in order to detect

lethal congenital anomaly  early in the gestation, so that such pregnancies are

terminated  before age of viability under the of MTP act.  This will significantly

reduce number of stillbirth.

Abruption is a known risk factor for stillbirth 27(15.78%) in all gestational age

i.e., 18% in Frets et al.40 . As abruption is commonly associated with hypertensive

disorders of pregnancy, timely intervention in the management of preeclampsia may

reduce morbidity and mortality associated with abruption. There is need to formulate

standard practice guidelines in the management of preeclampsia to reduce burden of

stillbirth rate associated with hypertensive disorders of pregnancy.

Unknown causes for stillbirth, were found to be in 10% of cases. These are

unexplainable factors as there are limitations in doing the fetal autopsy fetal

karyotyping and placental histopathological examination in stillbirths. Unwillingness

by parents was found   due to financial and social factors.

Maternal infections like (Toxoplasma and Cytomegalo virus) were

significantly associated with stillbirth (p value .040). Other significant association was

also seen with maternal anaemia (p value .023).
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Limitations of the study-There are some limitations to this study. As Dr.

Prabhakar Kore charitable hospital is a tertiary care hospital, it receives referrals of

stillbirths and this has contributed to high stillbirth rate. Unknown were not

investigated properly in the form fetal autopsy, placental examination, karyotyping.

Demographic characters should have been studied more precisely.
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CONCLUSIONS

Stillbirth rates are considered as an important indicator of the quality of

obstetric care available in a country. According to the global figures 2015, Indian

ranks first in the absolute number of stillbirth.

In our study stillbirth rate was 2.97%. To bring down these high rates of

stillbirth, we should be aware of prevalence rates and risk factors leading to stillbirths

and then plan strategies which are appropriate and tailor made to suit our local

situation.

Early identification of the these risk factors will lead to timely identification of

appropriate preventive and interventional strategies which will help us to improve the

overall pregnancy outcome such as stillbirths which have an adverse impact on life

the woman and her family.
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SUMMARY

The present one year observational study was conducted from 1st January 2017

to 31st December 2017 in the labour room of KLES Dr. Prabhakar Kore Hospital and

Medical Research Centre, Belgaum.

Total of 171 stillbirth fulfilling the inclusion criteria were included in the

study. Data was obtained by detailed history and examination.

The incidence of stillbirth in the present was found to be 2.97% and stillbirth

rate was found to be 29.71 /1000 births. Among 171 stillbirths 77(45%) cases were

registered cases and 94 (55%) were unregistered cases.

The majority of the study population from urban area belong to class 3 socio

economic status as per Kuppuswamy Socio Economic classification system ,51

(29.82%) and class 3 socio economic status as per Modified BG Prasad Socio

Economic classification system 36(21.05%).

Stillbirths were more common in the age group of 20-30 years with the

incidence rate of 89%. Incidence of stillbirth was common in primipara 78 (45.61%),

followed by second para (25.14%), Third para (18.71) and >4 th para (10.52%).

Stillbirth were more common in the gestational age of 28 weeks 1 day to 36 weeks 6

days, 90 cases (52.63%) in the present study.

Most of the stillbirth were in antenatal period (91.22%).8.77% of stillbirth

were in intrapartum period.136 (80%) stillbirth were delivered vaginally and 35(20%)

were delivered through caesarean section.

In the present study the most common causes of stillbirth were hypertensive

disorders of pregnancy, 33(19.29%), FGR(17.54%) followed by abruption (15.78%),

congenital malformation (14.61%) and unknown (11.69%).Other causes were
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prelabor rupture of membranes (8.76%), Gestational diabetes mellitus (3.50%), non

immune hydrops ( 2.92%).

Risk factors such as, hypertensive disorderes of pregnancy oligohydramnios,

FGR, anemia, meconium stained liquor, congenital malformation and maternal

infection were significantly (p value <.05) associated with stillbirth. Factors such as

abruption, preterm delivery, premature rupture of membranes, diabetes, were not

significant.

.

Early diagnosis and timely intervention of the major causes like pre eclempsia,

fetal growth restriction, antepartum haemorrhage and other risk factors may help in

reducing the stillbirth rate.
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A1 819353 24 R K3 1 0 0 22 110 70 2 2 2 1A 2 2 2 1 2 2 2 2 2 1 2 1 500 2 1 2 CORD PROLAPSE

ANTEPARTUM INTRAPARTUM
VERBAL AUTOPSY

A1 819353 24 R K3 1 0 0 22 110 70 2 2 2 1A 2 2 2 1 2 2 2 2 2 1 2 1 500 2 1 2 CORD PROLAPSE
A2 819378 28 R K3 3 2 2 38 160 110 1 2 2 1B 2 1 2 2 1 2 2 1 2 3 2 1 1800 2 1 2 3 ABRUPTION
A3 819730 20 R R4 1 0 0 38 160 100 1 1 2 1A 2 1 2 2 2 2 2 1 2 3 2 1 2800 1 1 2 ECLAMPSIA
A4 818489 20 R K3 1 0 0 43 130 90 2 2 2 2 2 2 2 2 2 3 2 2 2 1 2 2 2100 1 2 2 POSTTERM
A5 819132 21 R R4 5 0 0 29 150 90 1 2 2 2 2 2 2 1 2 1A 2 2 1 1 2 1 1300 1 1 2 PREECLAMPSIA
A6 788963 26 R R4 2 1 1 27 160 100 1 2 2 2 2 2 2 2 1 1A 2 1 2 1 2 1 600 1 2 2 SEVERE IUGR WITH ABSENT DIASTOLIC FLOW
A7 805649 19 R R4 1 0 0 35 110 80 2 2 2 2 2 2 2 2 2 2 2 2 2 1 2 1 1100 1 2 1 2 FETAL DISTRESS
A8 804516 30 R K3 4 3 3 37 110 80 2 2 2 2 2 2 2 2 2 2 2 2 2 1 2 1 2300 1 1 2 PROM
A9 787512 24 R R2 1 0 0 30 150 100 1 2 2 1C 2 1 2 1 1 3 2 1 3 1 2 2 1200 1 4 2 3 ABRUPTION

A10 793480 24 R R3 2 1 1 26 110 80 2 2 2 2 2 2 2 2 2 2 2 1 2 1 2 2 390 1 1 2 NOT KNOWN
A11 786761 23 R R4 2 1 1 31 160 100 1 1 2 1A 2 2 2 2 2 3 2 1 3 3 2 2 1450 1 2 2 ECLAMPSIA
A12 823534 32 R K3 1 0 0 32 160 110 1 2 2 1B 2 1 2 2 1 3 2 1 2 1 2 1 1480 1 1 2 ABRUPTION
A13 816537 21 R K3 1 0 0 38 110 80 2 2 2 2 2 2 2 2 2 2 2 2 2 1 2 2 1670 1 1 2 FETAL DISTRESS
A14 816086 24 R K3 1 0 0 39 170 110 1 1 2 2 2 2 2 2 1 1A 2 1 2 3 2 1 2100 1 1 2 ECLAMPSIA
A15 825101 25 R R3 2 1 1 37 110 80 2 2 2 1A 2 2 2 2 2 2 2 1 2 3 2 2 2620 1 1 2 NOT KNOWN
A16 787508 28 R R4 3 2 1 40 150 100 1 2 2 1A 2 1 2 2 2 2 2 1 3 3 2 1 3600 1 1 2 PREECLAMPSIA
A17 823477 26 R K4 3 2 2 21 110 80 2 2 2 2 2 2 2 2 2 2 2 2 2 1 2 1 400 1 9 1 2 CONGENITAL MALFORMATION
A18 823858 21 R R4 1 0 0 36 110 80 2 2 2 2 2 2 2 1 2 2 2 1 2 1 2 1 1900 1 9 1 2 CONGENITAL MALFORMATION
A17 823477 26 R K4 3 2 2 21 110 80 2 2 2 2 2 2 2 2 2 2 2 2 2 1 2 1 400 1 9 1 2 CONGENITAL MALFORMATION
A18 823858 21 R R4 1 0 0 36 110 80 2 2 2 2 2 2 2 1 2 2 2 1 2 1 2 1 1900 1 9 1 2 CONGENITAL MALFORMATION
A19 824425 23 R R4 3 1 1 29 110 80 2 2 2 2 2 2 2 2 2 2 2 1 2 1 2 2 1220 1 2 2 TRAUMA OVER ABDOMEN
A20 816679 24 R R2 1 0 0 30 150 100 1 2 2 1C 2 1 2 2 1 3 2 1 3 1 2 2 1200 1 1 2 3 ABRUPTION
A21 818413 24 R K3 2 1 0 36 160 110 1 2 2 1A 2 2 2 2 1 2 2 1 2 1 2 1 1300 1 1 2 PREECLAMPSIA
A22 815076 28 R R4 1 0 0 24 110 70 2 2 2 2 2 2 2 2 2 2 2 2 2 1 2 1 600 1 1 2 PPROM
A23 817907 25 R R3 2 1 0 22 168 120 1 2 2 2 2 2 2 2 1 2 2 2 2 1 2 1 960 1 1 2 PREECLAMPSIA
A24 817928 30 R K3 1 0 0 38 170 110 1 2 2 2 2 2 2 2 1 1A 2 1 2 3 2 1 1800 1 1 2 PREECLAMPSIA
A25 817115 20 K3 2 1 0 38 180 110 1 1 2 2 2 2 2 2 1 1A 2 1 2 3 2 1 2400 1 1 2 ECLAMPSIA
A26 833978 24 U K3 1 0 0 37 160 110 1 2 2 2 2 1 2 2 2 2 2 1 2 1 2 1 2500 1 1 2 PREECLAMPSIA
A27 833004 24 U R3 3 2 0 24 110 80 2 2 2 2 2 2 2 2 2 1A 2 1 2 1 2 1 750 1 1 2 UTI
A28 834272 23 R R4 3 2 2 38 150 100 2 2 2 2 2 1 2 2 2 2 2 1 2 3 2 1 3300 1 1 2 PREECLAMPSIA
A29 834669 22 U R4 2 1 1 34 140 90 1 2 2 2 2 2 2 2 2 2 2 1 2 1 2 1 2300 PREECLAMPSIA
A30 835011 26 U K3 2 1 1 33 152 92 1 2 2 2 2 2 2 2 2 2 2 1 2 2 2 1 2000 1 1 2 PREECLAMPSIA
A31 835967 24 U K3 7 3 2 36 100 80 1 2 2 2 2 2 2 2 2 2 2 2 2 1 2 1 3700 1 1 2 LIMB HYPOPLASIA
A32 836949 28 U K3 2 1 2 30 110 80 2 2 2 2 2 2 2 2 2 2 2 2 2 1 2 1 580 1 1 2 UNKNOWN
A33 835700 30 R R2 2 1 1 36 160 110 1 2 2 2 2 2 2 2 2 2 2 2 2 1 2 1 2400 1 1 2 PREECLAMPSIA
A34 837656 31 U K3 2 1 1 33 160 110 1 2 2 2 2 2 2 2 1 1A 2 2 2 1 2 1 550 1 1 2 PREECLAMPSIAA34 837656 31 U K3 2 1 1 33 160 110 1 2 2 2 2 2 2 2 1 1A 2 2 2 1 2 1 550 1 1 2 PREECLAMPSIA
A35 819378 28 R R2 3 2 2 38 158 100 1 2 2 2 2 1 2 1 1 2 2 2 2 3 2 1 1800 1 1 2 ABRUPTION
A36 816509 21 U K3 1 0 0 32 110 80 1 1 2 2 2 1 2 1 1 2 2 2 2 1 2 1 1400 1 1 2 PPROM
A37 817115 20 R K4 2 1 1 38 110 80 1 1 2 2 2 2 2 1 1 2 2 1 1 3 2 1 2400 1 1 2 ECLAMPSIA
A38 817928 30 U K2 1 0 0 38 170 100 1 2 2 2 2 2 2 2 2 2 2 1 2 3 2 1 1800 1 1 2 SEVERE PREECLAMPSIA
A39 817907 25 R K2 2 1 1 22 168 120 1 2 2 2 2 2 2 1 2 2 2 1 2 1 2 1 960 1 1 2 SEVERE PREECLAMPSIA
A40 815076 28 U R3 1 0 0 24 110 70 2 2 2 2 2 2 2 1 2 2 2 2 2 1 2 1 600 1 1 2 PPROM
A41 818321 28 U K3 4 3 3 33 170 90 1 2 2 2 2 2 2 2 2 2 2 1 2 3 2 1 2000 1 1 2 ABRUPTION
A42 816334 35 R R3 5 4 4 25 110 80 2 2 2 2 2 2 2 1 2 2 2 1 2 1 2 1 410 1 1 2 UTI
A43 791739 23 R R4 3 1 1 25 110 80 2 2 2 1 2 2 2 1 2 1A 2 2 2 1 2 1 1000 1 1 2 PPROM
A44 791515 23 U R4 1 0 0 22 160 100 1 1 2 1 2 2 2 1 2 2 2 2 2 1 2 1 410 1 1 2 ECLAMPSIA
A45 789714 38 R R4 2 0 0 24 110 70 2 2 1 2 2 2 2 1 2 2 2 2 2 1 2 1 1070 1 1 2 DIABETES MELLITES
A46 789664 32 U K2 3 2 2 37 140 90 1 2 2 2 1 2 2 2 1 1A 2 1 2 3 2 1 2400 1 1 2 SEVERE PREECLAMPSIA
A47 790125 28 U K2 2 1 1 40 110 80 2 2 1 2 2 2 2 2 2 1A 2 1 2 1 2 1 3080 1 1 2 GESTATIONAL DIABETES MELLITUS



ID
E

N
T

IF
IC

A
T

IO
N

 N
U

M
B

E
R

IP
 N

O

A
G

E
 (

Y
E

A
R

S)

R
E

G
IS

T
E

R
E

D
/U

N
R

E
G

IS
T

E
R

E
D

SO
C

IO
 E

C
O

N
O

M
IC

 S
T

A
T

U
S

G
R

A
V

ID
A

P
A

R
A

L
IV

IN
G

G
E

ST
A

T
IO

N
A

L
 A

G
E

SB
P

D
B

P

 P
E

E
C

L
A

M
P

SI
A

D
M

A
N

A
E

M
IA

P
L

A
C

E
N

T
A

 P
R

E
V

IA

A
B

R
U

P
T

IO
N

M
U

L
T

IP
L

E
 G

E
ST

A
T

IO
N

P
R

E
T

E
R

M
 L

A
B

O
U

R

IU
G

R

M
A

T
E

R
N

A
L

 I
N

F
E

C
T

IO
N

A
B

N
O

R
M

A
L

IT
Y

 I
N

 L
IQ

U
O

R

JA
U

N
D

IC
E

 I
N

 A
N

T
E

N
A

T
A

L
  P

E
R

IO
D

M
E

M
B

R
A

N
E

S 
P

R
E

SE
N

T
 /A

B
SE

N
T

M
E

C
O

N
IU

M
 L

IQ
U

O
R

M
E

T
H

O
D

 O
F

 D
E

L
IV

E
R

Y

O
B

ST
R

U
C

T
E

D
 L

A
B

O
U

R

ST
IL

L
B

IR
T

H

B
IR

T
H

 W
E

IG
H

T

T
IM

E
 O

F
 F

E
T

A
L

 D
E

A
T

H

C
O

N
G

E
N

IT
A

L
 A

N
O

M
A

L
Y

P
L

A
C

E
N

T
A

F
E

T
A

L
 T

R
A

U
M

A

P
O

ST
P

A
R

T
U

M

C
A

U
SE

 O
F

 D
E

A
T

H

A48 805838 25 U K2 1 0 0 27 110 70 2 2 2 1 2 2 2 1 2 2 2 1 2 3 2 2 1200 1 1 2 NON IMMUNE HYDROPS
A49 782135 24 R R4 5 2 0 28 100 80 2 2 1 2 2 2 2 1 2 2 2 1 2 2 2 1 900 1 1 2 OVERT DIABETES MELLITS
A50 787121 24 R R4 3 2 1 32 140 90 1 2 2 1 2 2 2 1 2 2 2 2 2 1 2 1 1360 1 1 2 PPROMA50 787121 24 R R4 3 2 1 32 140 90 1 2 2 1 2 2 2 1 2 2 2 2 2 1 2 1 1360 1 1 2 PPROM
A51 791897 18 U K5 1 0 0 22 110 80 2 2 2 2 2 2 2 1 2 2 2 2 2 1 2 1 580 1 1 2 PPROM
A52 816930 24 R K3 1 0 0 23 110 70 2 2 2 2 2 2 2 1 2 2 2 1 2 1 2 1 600 1 1 2 PPROM
A53 823477 26 U K4 3 2 2 21 110 80 2 2 2 2 2 2 2 1 2 2 2 2 2 1 2 1 400 1 1 1 2 OMPHALOCELE
A54 805428 34 R R3 4 2 2 24 110 70 2 2 2 1 2 1 2 1 2 2 2 1 2 1 2 1 520 1 1 2 ABRUPTIO PLACENTA
A55 793501 28 R R3 1 0 0 40 110 80 2 2 2 1 2 2 2 2 2 2 2 1 1 1 2 1 3200 1 1 2 MUCONEUM ASPIRATION
A56 804632 37 R K3 3 2 1 21 110 80 2 2 1 2 2 2 2 2 2 2 2 2 2 1 2 1 680 1 1 1 2 TRANSPOSITION OF GREAT ARTERIS
A57 804546 24 R R3 2 1 1 21 98 70 2 2 2 1 2 2 2 1 2 2 2 2 2 1 2 1 480 1 1 1 2 PPROM WITH HYDRONEPHROSIS
A58 787512 24 U R3 1 0 0 29 150 100 1 2 2 1 2 1 2 2 2 2 2 1 2 1 2 1 1200 1 1 2 ABRUPTIO PLACENTA
A59 804516 30 U K3 4 3 3 37 110 80 2 2 2 1 2 2 2 2 2 2 2 2 2 1 2 1 2300 1 1 2 PROM
A60 819132 21 U R4 5 0 0 28 150 90 1 2 2 1 2 2 2 2 2 2 2 1 2 1 2 1 1300 1 1 2 PREECLAMPSIA
A61 787012 28 R R3 3 2 2 27 110 80 2 2 1 2 2 2 2 1 2 2 2 2 2 1 2 1 1100 1 1 2 GESTATIONAL DIABETES MELLITUS
A62 788084 20 U R4 1 0 0 38 110 80 2 2 1 2 2 2 2 2 2 2 2 2 2 1 2 1 2700 1 1 1 UNKNOWN
A63 787613 28 R K4 3 2 2 39 148 100 1 2 2 1 2 2 2 2 2 2 2 1 2 1 2 2 3180 1 1 2 UNKNOWN
A64 786761 23 U R5 2 1 1 31 120 90 1 1 2 2 2 2 2 1 2 2 2 1 2 3 2 1 1450 1 1 2 ECLAMPSIA
A65 787513 24 R R2 1 0 0 32 138 100 1 2 2 1 2 1 2 1 2 2 2 1 2 3 3 1 1800 1 1 2 ABRUPTIO PLACENTA
A66 792584 28 U R4 2 1 1 39 110 80 2 2 2 1 2 2 2 2 2 2 2 1 2 3 2 1 3230 1 1 2 UTERINE RUPTUREA66 792584 28 U R4 2 1 1 39 110 80 2 2 2 1 2 2 2 2 2 2 2 1 2 3 2 1 3230 1 1 2 UTERINE RUPTURE
A67 809064 20 U R4 1 0 0 29 140 90 1 2 2 2 2 1 2 2 2 2 2 1 2 1 2 1 1000 1 1 2 ABRUPTION
A68 838856 24 U R4 2 1 1 38 140 100 1 2 2 2 2 2 2 2 2 2 2 1 2 1 2 1 2690 1 1 2 IMMINENT ECLAMPSIA
A69 835569 26 U R3 3 2 2 28 126 80 2 2 2 2 2 2 2 1 2 2 2 2 2 1 2 1 320 1 1 2 EXTREME PREMATURITY
A70 838589 24 U R4 1 0 0 26 146 90 1 2 2 2 2 2 2 1 2 2 2 2 2 1 2 1 730 1 1 2 EXTREME PREMATURITY
A71 839423 23 R R3 5 3 2 27 110 70 2 2 2 2 2 2 2 2 2 2 2 1 2 1 2 1 1080 2 9 1 2 DANDY WALKER MALFORMATION
A72 839548 24 U R3 2 1 1 30 140 90 1 2 2 2 2 1 2 2 2 2 2 1 2 1 2 1 2080 1 1 2 ABRUPTION
A73 839519 20 U R2 1 0 0 33 110 80 2 2 2 1 2 2 2 2 1 2 2 1 2 1 2 2 820 1 1 2 SEVERE IUGR
A74 839800 24 U R4 5 4 2 21 120 80 2 2 2 2 2 2 2 1 2 2 2 2 2 1 2 1 400 1 9 1 2 SKELETAL DYSPLASIA
A75 840459 30 U R3 3 2 2 29 150 100 1 2 2 1 2 1 2 2 2 2 2 1 2 3 2 1 1200 1 1 2 ABRUPTION
A76 840717 24 R R4 1 0 0 32 158 100 1 2 2 1 2 2 2 2 1 2 2 1 2 3 2 1 1240 2 1 2 SEVERE IUGR
A77 840628 30 R R3 3 1 1 27 150 100 1 2 2 1 2 2 2 1 2 2 2 1 2 1 2 1 900 2 1 2 EXTREME PREMATURITY
A78 841176 35 U R2 3 2 2 34 130 90 2 2 2 1 2 2 2 2 2 2 2 1 2 3 2 1 2300 1 1 2 ABRUPTION
A79 841280 23 R K3 1 0 0 30 146 90 1 2 2 1 2 2 2 2 2 2 2 1 2 1 2 1 1680 2 9 1 2 TOF
A80 842644 24 U K3 1 0 0 37 140 100 1 2 1 1 2 2 2 2 2 2 2 1 2 3 2 1 3400 1 1 2 PE WITH OVERT DM
A81 842889 28 R K4 2 1 1 24 146 90 1 2 2 1 2 2 2 2 2 2 2 1 2 1 2 1 370 2 1 2 CHRONIC HYPERTENSION WITH RENAL DISEASE
A82 843148 24 U R3 1 0 0 27 120 80 2 2 2 1 2 2 2 2 2 2 2 1 2 1 2 1 260 1 1 2 UNKNOWN
A83 843388 23 U R3 1 0 0 41 140 90 1 2 2 2 2 2 2 2 2 2 2 1 2 1 2 2 2900 1 1 2  POSTDATED WITH SEVERE PEA83 843388 23 U R3 1 0 0 41 140 90 1 2 2 2 2 2 2 2 2 2 2 1 2 1 2 2 2900 1 1 2  POSTDATED WITH SEVERE PE
A84 843788 23 U K3 1 0 0 21 126 80 2 2 2 2 2 1 2 1 2 2 2 2 2 5 2 1 470 2 1 2 APH
A85 844715 25 U R3 1 0 0 31 140 90 1 2 2 1 2 1 2 2 2 2 2 2 2 1 2 1 1700 1 1 2 ABRUPTION
A86 844527 24 R K4 1 0 0 41 120 80 2 2 2 2 2 2 2 2 2 1A 2 1 2 1 2 1 3400 1 1 2 ANAMINOS WITH IUD
A87 844680 22 U K3 1 0 0 22 120 86 2 2 2 1 2 2 2 2 2 2 2 2 2 1 2 1 500 2 9 1 2 HEART DISEASE
A88 844517 24 R K4 1 0 0 37 130 90 1 2 1 1 2 2 2 2 2 2 2 1 2 1 2 2 3500 1 1 2 UNCONTROLLED DM WITH IUD
A89 845062 30 R R4 3 2 2 40 120 80 2 2 2 2 2 2 2 2 2 2 2 1 2 3 1 1 2900 2 9 1 2 OBSTRUCTED LABOUR WITH SKELETAL DYSPLASIA
A90 845470 23 U K3 1 0 0 27 140 90 1 2 2 2 2 2 2 2 2 2 2 1 2 1 2 1 800 2 1 2 IMMINENT ECLAMPSIA
A91 846108 28 U K3 2 1 0 40 150 90 1 2 2 2 2 2 2 2 2 2 2 1 2 1 2 2 2100 1 1 2 SEVERE PE WITH IUGR
A92 846854 23 U K3 1 0 0 23 120 80 2 2 2 2 2 2 2 2 2 2 2 1 2 1 2 1 300 2 1 1 2 ANENCEPHALY
A93 847699 32 U K4 4 3 2 32 130 90 1 2 1 2 2 1 2 2 2 2 2 1 2 3 2 1 1400 2 1 2 ABRUPTION
A94 848116 24 U K3 2 1 1 39 120 80 2 2 2 2 2 2 2 2 2 2 2 1 2 1 2 1 2600 1 1 2 IUD
A95 848076 30 R K4 2 1 1 36 140 90 1 2 2 2 2 1 2 2 2 2 2 1 2 3 2 2 2800 1 1 2 ABRUPTION
A96 848153 32 U R3 2 1 0 27 140 100 1 2 2 1 2 2 2 2 1 1A 2 1 2 1 2 1 1580 2 1 2 SEVERE IUGR
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A97 848335 24 U K3 1 0 0 38 120 80 2 2 2 1 2 2 2 2 1 2 2 1 2 1 2 2 2170 1 1 2 IUGR
A98 848427 35 U R3 5 2 1 35 120 86 2 2 2 2 2 1 2 2 2 2 2 1 2 1 2 1 2090 1 1 2 ABRUPTION
A99 848723 23 U K4 1 0 0 33 140 90 1 2 2 1 2 2 1 2 2 2 2 1 2 3 2 1TWIN A-1700 1 1 2 SEVERE PEA99 848723 23 U K4 1 0 0 33 140 90 1 2 2 1 2 2 1 2 2 2 2 1 2 3 2 1TWIN A-1700 1 1 2 SEVERE PE
A100 849172 30 U K3 3 1 1 37 124 80 2 2 2 2 2 2 2 2 2 2 2 1 2 3 2 1 2000 1 1 2 ABRUPTION

A101 849176 28 U R
2

2 1 1 25 150 ## 1 2 2 1 2 1 2 2 1 2 2 2 2 1 2 1 ## 1 1 2 SEVERE PRECLAMPSIA

A102 849523 24 U K1 1 0 0 35 100 80 2 2 2 1 2 2 2 2 2 2 2 1 2 1 2 1 2300 1 9 1 2 EBSTIEN ANOMALY
A103 849530 30 U K2 3 2 0 33 140 100 1 2 2 1 2 1 2 2 2 2 2 1 2 3 2 1 1400 1 1 2 ABRUPTION
A104 849253 25 R R2 1 0 0 26 100 80 2 2 2 1 2 2 2 1 1 2 2 1 2 1 2 2 1100 1 1 2 SEVERE IUGR
A105 826803 28 U K3 4 2 2 36 140 90 1 2 2 1 2 1 2 2 2 2 2 1 2 1 2 2 2900 1 2 2 SEVERE PE WITH ABRUPTION
A106 826720 22 R R5 1 0 0 35 100 70 2 2 2 1 2 2 2 2 1 2 2 1 2 1 2 2 1890 1 2 2 SEVERE IUGR
A107 826329 24 U K3 3 2 1 20 100 70 2 2 2 2 2 2 2 2 2 1A 2 2 2 1 2 1 650 1 1 2 SEVERE OLIGOHYDROMNIOS
A108 826701 27 U K2 1 0 0 20 100 70 2 2 2 2 2 2 2 2 2 2 2 2 2 1 2 1 510 1 1 1 2 ANENCEPHALY
A109 828069 22 R K3 1 0 0 34 100 80 2 2 2 1 2 2 2 2 2 2 2 1 2 1 2 1 2300 1 1 1 UNKNOWN
A110 828108 26 U R2 1 0 0 24 150 80 1 2 2 1 2 2 2 2 2 2 2 1 2 1 2 1 440 1 1 2 PRE ECLAMPSIA
A111 828651 24 U K4 2 1 1 28 100 80 2 2 2 2 2 2 22ooook0 zzz 2 2 2 1 2 1 2 2 1230 1 1 2 UNKNOWN
A112 828721 22 R R3 1 0 0 22 100 78 2 2 2 2 2 2 2 2 2 1B 2 1 2 1 2 1 790 1 1 2 NON IMMUNE HYDROPS
A113 828565 23 R K4 1 0 0 23 120 80 2 2 2 1 2 2 2 2 2 1A 2 2 2 1 2 1 580 1 1 2 PPROM
A114 829293 21 R K2 1 0 0 26 100 80 2 2 2 2 2 2 2 2 1 2 2 1 2 1 2 2 620 1 1 2 SEVERE IUGR
A115 829972 26 U R5 1 0 0 25 100 60 2 2 2 1 2 2 2 2 1 2 2 1 2 1 2 1 570 1 1 2 SEVERE IUGRA115 829972 26 U R5 1 0 0 25 100 60 2 2 2 1 2 2 2 2 1 2 2 1 2 1 2 1 570 1 1 2 SEVERE IUGR
A116 830303 25 U K3 3 1 1 21 110 70 2 2 2 1 2 2 2 2 2 2 2 1 2 1 2 1 410 1 5 1 2 HYDROCEPHALUS
A117 830816 26 U R2 1 0 0 26 100 60 2 2 2 1 2 2 2 2 2 2 2 1 2 1 2 1 780 1 9 1 2 TRANSPOSITION OF GREAT ARTERIS
A118 830757 32 U K3 6 5 5 30 100 70 2 2 2 1 2 2 2 2 2 1B 2 1 2 1 2 1 2270 1 2 2 NON IMMUNE HYDROPS
A118 831323 19 R K2 1 0 0 35 164 110 1 1 2 1 2 1 2 2 2 2 2 1 2 1 2 1 2180 1 1 2 ECLAMPSIA
A119 831861 28 U R3 2 1 2 34 150 100 1 2 2 1 2 1 2 2 2 2 2 1 2 3 2 2 1450 1 1 2 ABRUPTION
A120 831571 25 U K3 2 0 0 25 140 80 1 2 2 1 2 1 2 2 2 2 2 1 2 1 2 1 870 1 1 2 ABRUPTION
A121 820456 30 U K2 3 2 2 34 160 110 1 2 2 1 2 1 2 2 2 2 2 1 2 1 2 2 1500 1 1 2 SEVERE PRECLAMPSIA
A122 820760 26 U R2 1 0 0 31 100 80 2 2 2 2 2 2 2 2 2 1B 2 1 2 1 2 1 1060 1 1 2 UNKNOWN
A123 820883 26 U R3 3 1 1 25 100 80 2 2 2 2 2 2 2 2 2 2 2 1 2 1 2 2 440 1 1 2 UNKNOWN
A124 820939 24 R K5 1 0 0 40 112 84 2 2 1 1 2 2 2 2 2 2 2 1 2 1 2 2 3100 1 1 2 GESTATIONAL DIABETES MELLITUS
A125 820933 25 R R3 2 0 2 28 110 80 2 2 2 2 2 2 2 2 2 2 2 1 2 1 2 2 1100 1 2 2 UNKNOWN
A126 821196 25 U K2 1 0 0 31 122 78 2 2 2 1 2 2 2 2 2 2 2 1 2 1 2 2 1670 1 2 2 GESTATIONAL DIABETES MELLITUS
A127 821762 19 U K3 1 0 0 34 140 90 1 2 2 1 2 2 2 2 2 2 2 1 2 1 2 2 1200 1 2 2 UNKNOWN
A128 822351 29 R K3 3 2 1 22 100 80 2 2 2 2 2 2 2 1 2 2 2 2 2 1 2 1 300 1 9 1 2 HOLOPROENCEPHALY
A129 819963 30 R R2 2 1 0 36 120 80 2 2 2 1 2 2 2 2 2 2 2 1 2 1 2 1 2820 1 1 2 CORD TRUE KNOT
A130 823858 21 U K3 1 0 0 36 100 70 2 2 2 1 2 2 2 2 2 1B 2 1 2 1 2 1 1900 1 9 1 2 DANDY WALKER MALFORMATION
A131 823534 32 R R2 1 0 0 31 150 80 1 2 2 1 2 1 2 2 2 2 2 1 2 1 2 1 1400 1 1 2 ABRUPTIONA131 823534 32 R R2 1 0 0 31 150 80 1 2 2 1 2 1 2 2 2 2 2 1 2 1 2 1 1400 1 1 2 ABRUPTION
A132 824425 23 U K3 3 1 1 29 130 80 2 2 2 1 2 2 2 2 2 2 2 1 2 1 2 1 1200 1 1 2 UNKNOWN
A133 825101 25 R R4 2 1 1 36 100 70 2 2 2 1 2 2 2 2 2 4 2 2 1 2 1 2 2 2620 1 1 2 TOXOPLASMOSIS
A134 824713 26 R K3 1 0 0 30 100 66 2 2 2 2 2 2 2 2 2 1B 2 1 2 1 2 2 1600 1 9 1 2 NON IMMUNE HYDROPS
A135 823612 25 R K5 2 1 1 25 110 80 2 2 2 2 2 2 2 2 2 1A 2 2 2 1 2 1 940 1 9 1 2 FETAL DYSMORPHOSIS
A136 815076 25 R R3 1 0 0 24 120 80 2 2 2 2 2 2 2 2 2 1A 2 2 2 1 2 1 690 1 3 1 2 SPINA BIFIDA
A137 816086 26 R R3 1 0 0 39 160 110 1 1 2 1 2 1 2 2 2 2 2 1 2 3 2 1 2100 1 1 2 ECLAMPSIA
A138 816679 24 U K3 1 0 0 41 120 80 1 2 2 1 2 2 2 2 2 2 2 1 2 1 2 1 2490 1 1 2 1 POSTTERM
A139 816334 26 U R2 5 4 4 25 100 80 2 2 2 2 2 2 2 2 2 2 2 1 2 1 2 1 410 1 1 2 UNKNOWN
A140 817928 28 U K5 4 3 1 27 160 80 1 2 2 1 2 1 2 2 2 2 2 1 2 1 2 1 780 1 1 2 ABRUPTION
A141 818321 30 U K3 4 3 3 33 150 100 1 2 2 1 2 1 2 2 2 2 2 1 2 3 2 1 2000 1 1 2 SEVERE PRE ECLAMPSIA WITH ABUPTION
A142 819132 32 R R2 6 0 0 28 100 80 2 2 2 2 2 2 2 2 2 1A 2 1 2 1 2 1 1300 1 9 1 2 SEVERE OLIGOHYDROMNIOS
A143 819379 28 U R3 3 2 2 38 140 100 1 2 2 1 2 1 2 2 2 2 2 1 2 3 2 1 1800 1 1 2 UTERINE RUPTURE
A144 819353 26 U R3 1 0 0 22 110 80 2 2 2 1 2 2 2 1 2 1A 2 2 2 1 2 1 500 1 1 2 CORD PROLAPSE
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A145 819083 24 U R5 1 0 0 20 100 80 2 2 2 2 2 2 2 2 2 1A 2 1 2 1 2 1 350 1 9 1 2 ABSENT CEREBELLAR HEMISPHERE
A146 819664 26 R K2 2 0 0 25 100 80 2 2 2 2 2 2 2 2 1 2 2 1 2 1 2 1 540 1 1 2 SEVERE IUGR
A147 818489 24 U K3 1 0 0 43 100 80 2 2 2 2 2 2 2 2 2 2 2 1 2 1 2 2 2100 1 1 2 POSTDATISMA147 818489 24 U K3 1 0 0 43 100 80 2 2 2 2 2 2 2 2 2 2 2 1 2 1 2 2 2100 1 1 2 POSTDATISM
A148 815513 22 U R3 1 0 0 39 140 80 1 2 2 2 2 2 2 2 2 2 2 1 2 1 2 1 2100 2 1 2 BIRTH ASPHYXIA
A149 802627 21 U R3 2 1 1 23 100 80 2 2 2 2 2 2 2 1 2 2 2 2 2 1 2 1 540 1 1 2 PPROM
A150 802560 23 U K2 1 0 0 24 150 90 1 2 2 2 2 2 2 2 2 2 2 1 2 1 2 1 680 1 1 2 IMMINENT ECLAMPSIA
A151 802643 26 R K3 3 2 1 21 100 70 2 2 2 2 2 2 2 2 1 2 2 1 2 1 2 1 460 1 1 2 NON IMMUNE HYDROPS
A152 803366 25 U K2 1 0 0 25 160 100 1 2 2 2 2 2 2 2 1 2 2 1 2 1 2 1 900 1 1 2 SEVERE PRE ECLAMPSIA
A153 805649 23 U R2 1 0 0 35 100 80 2 2 2 2 2 2 2 2 2 2 2 1 2 1 2 1 1100 1 1 2 ANENCEPHALY
A154 805407 26 U K3 3 2 2 32 160 100 1 2 2 1 2 2 2 2 1 2 2 1 2 1 2 1 1130 1 2 2 SEVERE PRE ECLAMPSIA WITH IUGR
A155 807007 27 U R3 1 0 0 26 170 100 1 2 2 1 2 1 2 2 2 2 2 1 2 1 2 1 520 1 1 2 SEVERE PRE ECLAMPSIA
A156 791513 23 U R2 1 0 0 22 140 100 1 1 2 1 2 2 2 2 2 2 2 1 2 1 2 1 1900 1 1 2 ABRUPTION
A157 791739 22 U R2 2 1 1 25 100 80 2 2 2 2 2 2 2 2 2 1A 2 2 2 1 2 1 1000 1 2 AND 3 1 2 ENCEPHALOCELE AND SPINA BIFIDA
A158 791851 26 R K3 2 1 1 32 140 100 1 2 2 2 2 1 2 2 2 2 2 1 2 3 2 1 1900 1 1 2 ABRUPTION
A159 791885 25 U R3 3 2 1 23 100 80 2 2 2 2 2 2 2 2 2 2 2 1 2 1 2 1 940 1 9 1 2 CARDIAC ANOMALY
A160 793501 28 U K4 1 0 0 40 120 80 2 2 2 2 2 2 2 2 2 2 2 1 1 1 2 1 3200 1 1 2  MUCONEUM ASPIRATION
A161 793601 20 U K3 1 0 0 33 140 80 1 2 2 2 1 1 2 1 1 2 2 1 2 1 2 1 870 1 1 2 ABRUPTION
A162 793526 22 R R3 2 1 1 21 100 80 2 2 2 2 2 2 2 1 1 1A 2 2 2 1 2 2 320 1 1 2 PPROM
A163 794285 19 U R2 1 0 0 24 100 80 2 2 2 2 2 2 2 2 2 1A 2 2 2 1 2 1 720 1 1 2 PPROM
A164 794510 20 R R3 1 0 0 26 100 70 2 2 2 2 2 2 1 1 2 2 2 1 2 1 2 1 580 1 1 2 PPROM
A163 794285 19 U R2 1 0 0 24 100 80 2 2 2 2 2 2 2 2 2 1A 2 2 2 1 2 1 720 1 1 2 PPROM
A164 794510 20 R R3 1 0 0 26 100 70 2 2 2 2 2 2 1 1 2 2 2 1 2 1 2 1 580 1 1 2 PPROM
A165 794228 19 R K3 2 0 0 33 140 90 1 2 2 1 2 2 2 2 2 2 2 2 2 1 2 1 1350 1 1 2 PREECLAMPSIA
A166 793571 23 R R2 1 0 0 30 140 90 1 2 1 1 2 2 2 2 2 2 2 1 2 1 2 1 1900 1 1 2 GESTATIONAL DIABETES MELLITUS
A167 794542 23 R R3 1 0 0 35 140 90 1 2 2 1 2 1 2 2 2 2 2 1 2 1 2 1 1200 1 1 2 ABRUPTION
A168 767986 23 U R2 2 1 1 23 100 80 2 2 2 2 1 2 2 2 2 2 2 1 2 1 2 1 420 1 1 2 PLACENTA PREVIA
A169 797018 20 U K3 3 2 2 39 114 86 2 2 1 1 2 2 2 2 2 2 2 1 2 1 2 2 3700 1 1 2 GESTATIONAL DIABETES MELLITUS
A170 793533 25 U K3 2 1 1 26 110 80 2 2 2 2 2 2 2 2 2 1A 1 2 2 1 2 1 1200 1 9 1 2 DIAPHREGMATIC HERNIA
A171 793623 20 U R2 2 1 0 24 160 90 1 1 2 1 2 2 2 2 2 2 2 2 2 1 2 1 600 1 1 2 ECLAMPSIA
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