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Abstract 
Background: Despite improvements in antenatal and intrapartum care, 
stillbirth still remains an important, largely understudied and pregnant 
problem in obstetrics. Most of the stillbirths occur in the developing world 
and the majority of stillbirths are preventable. Objective: To determine the 
stillbirth rate, the identifiable risk factors and sociodemographic factors as-
sociated with stillbirths. Materials and Methods: This was a retrospective 
review of all deliveries conducted at UATH over a five-year period span-
ning from the January 2012 to December 2016. In this study, stillbirths were 
considered as foetal death at or after 28 weeks of gestation or a birth weight 
of 1000 g or more. The folders of cases that met the definition of stillbirth 
within the study period were retrieved and analyzed for sociodemographic 
factors, type of stillbirth, fetomaternal determinants of stillbirths and pre-
sumptive/identifiable risk factors for the stillbirth. Results: There were a 
total of 5714 deliveries within the period under review, of which 288 re-
sulted in stillbirths giving an institutional stillbirth rate of 50.4/1000 delive-
ries. Out of the 288 stillbirths, 136 (47.2%) were fresh stillbirths while 152 
(52.8%) were macerated. Macerated stillbirth (152, 52.8%) was slightly pre-
dominant, with obstructed labour 94 (32.6%) being responsible for most of 
the stillbirths. Most of the stillbirths were preterm (183, 63.5%). There were 
6 congenitally malformed stillbirth foetuses and no autopsy was carried out 
on any of the 288 stillborn. However, majority of the parturients who had 
stillbirth were unemployed (137, 47.6%) and uneducated (110, 38.2%). 
Conclusion: The stillbirth rate within the study period appears. Complica-
tions of labour seem to be the leading risk factor for stillbirth in this study. 
Low socioeconomic status underscores the need to reduce factors related to 
social, educational, occupational and healthy inequalities in the developing 
world. 
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1. Introduction 

Few obstetric complications are as emotionally devastating for patients, families 
and clinicians as stillbirth and the grief endured by parents remains untold [1]. 
Stillbirth has been defined by various countries using gestational age or birth 
weight. In the United Kingdom (UK), a stillbirth is defined as the delivery of a ba-
by with no signs of life after 24 weeks of pregnancy [2]. However, the World 
Health Organization (WHO) defines a still birth as the death of a foetus before the 
complete expulsion or extraction from its mother at term, weighing at least 1000 g 
and occurring after 28 weeks of gestation or having at least 35 cm body length [3] 
[4]. Stillbirths often go unrecorded and are not seen as a major public health prob-
lem. Despite increasing attention and investment on maternal, neonatal and child 
health, stillbirths still remain invincible, not recorded in the millennium goals, not 
tracked by the united nations or in the global burden of disease metrics. Rates of 
stillbirth closely mirror the use and quality of maternal health care services [2]. 
Stillbirth rates are usually higher in developing countries with poor access and uti-
lization of pre-conception and antenatal health care services [2]. 

Every year, about 3 million stillbirths occur globally, with almost a third oc-
curring in the intra-partum period [5]. Stillbirth is a public health and develop-
mental problem on the continent with a global incidence of 2.6 million with 
more than 7178 deaths per day in 2015 [3]. However, the number of stillbirth 
has declined by 19.4% between 2000 and 2015, representing an annual reduction 
rate of 2% [3]. Almost all stillbirths occur in low and middle income countries 
[6] [7] [8] [9]. South Asia and sub-Saharan Africa are the largest contributors 
with over a million and 943,000 stillbirths respectively in 2008 [9]. Stillbirth rate 
varies sharply from country to country with the lowest rate in Finland of 2 per 
1000 births to 42% - 43% in Nigeria and highest of 47 per 1000 in Pakistan [2] 
[10]. Nigeria has the third highest stillbirth burden in the world [5] with still-
birth rates in several studies ranging from 18.1/1000 deliveries to 79.3/1000 deli-
veries [11] [12] [13]. 

The causes of a large proportion of stillbirths remain unknown, however, even 
in cases where extensive testing and autopsy have been performed, only about 
40% of cases were the causes revealed [14]. Globally, two-thirds to three-quarters 
of stillbirths may occur antenatally before labour begins [15], which are often 
associated with insults that occur in utero during the antenatal period.  

The aetiopathogenesis of stillbirth could be broadly grouped into maternal, 
foetal or placental origin [16]. The WHO 2015 maternal, new-born, child and 
adolescent health data, statistics and epidemiology classified the causes of still-
birth into: child birth complications (obstructed labour, ante-partum haemorr-
hage, cord accidents, uterine rupture), post-term pregnancy, maternal infections 
in pregnancy (HIV, syphilis, malaria, chorioamnionitis), maternal medical dis-
orders in pregnancy (hypertensive disorders, diabetes, rhesus iso-immunisation, 
anaemia and obesity), intrauterine growth restriction, congenital anomalies and 
unknown [3]. Other possible risk factors include: maternal alcohol consump-
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tion, cigarette smoking, radiation poison, physical trauma, extreme of maternal 
age, low socio-economic status, poor maternal education, nulliparity or grand 
multiparty and previous stillbirth [4] [7] [8] [9]. Intrapartum stillbirths are 
usually as a result of undetected and poorly managed foetal distress and or ob-
structed labour which often reflect inadequate quality of clinical evaluation and 
monitoring during labour and delivery [17]. 

The majority of stillbirths are preventable, evidenced by the regional variation 
across the world. Every new-born action plan (ENAP) to end preventable deaths 
has set stillbirth target at 12 per 1000 births or less by 2030. Global annual still-
birth reduction rate (ARR) needs to be more than double of the present ARR of 
2% to accomplish this target for reduction of stillbirth [3]. 

The aims of this study were to determine the stillbirth rate, type of stillbirth, 
identifiable or presumed risk factors and socio-demographic factors associated 
with stillbirths. 

2. Materials and Methods 

This was a five-year retrospective study of stillbirths from 2012 to 2016. The 
record of all deliveries from labour ward register and obstetric theatre were uti-
lized and the case folders of stillbirth deliveries within the study period were re-
trieved from the central records unit of the university of Abuja teaching hospital. 
Details were obtained using predesigned questionnaires and analyzed. Stillbirth 
cases defined by all babies delivered without evidence of life after 28weeks of 
gestation and with a weight of 1000 g or more [3] [8]. The stillbirth rate was de-
fined by number of stillborn/total births X 1000. A fresh stillbirth was defined as 
the intrauterine death of a foetus during labour or delivery, and a macerated 
stillbirth was defined as the intrauterine death of a foetus sometimes before de-
livery (greater than 24 hours), with features suggestive of degenerative changes 
[12]. All stillbirths with incomplete data files were excluded but included in cal-
culating the rate. The data collected included the information on patient’s age, 
educational status, occupation, marital status and parity, booking status, type of 
stillbirth, foetal gestational age, birth-weight, presumed risk factors for stillbirth 
and autopsy records. The occupation of patients were categorized according to 
the “Dictionary of occupational titles” as; skilled (occupation which requires spe-
cial skills, training and knowledge (usually acquired) in their work), semi-skilled 
(occupation requiring more training and skill than an unskilled occupation) and 
unskilled (occupation requiring no skill or training to perform) [18]. 

Unbooked status was defined as any patient presenting for the first time at the 
hospital either in labour or with complications of pregnancy, while booked sta-
tus is any patient who had supervised pregnancy or has had two or more ANC 
clinic and has been investigated and classified as a high or low risk patient based 
on focus antenatal classification. 

3. Results 

There were 5716 deliveries during the period under review; 288 of these delive-
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ries were stillborn, giving an institutional stillbirth rate of 50.4/1000 deliveries. 
Out of this, 136 (47.2%) were fresh stillbirths while 153 (52.8%) were macerated 
stillbirths. No autopsy was done on the cases reviewed. 

The age range was 15 - 44 years and the age group of 30 - 34 years had the 
highest stillbirth rate of 112 (38.9%), while those in the age range of 40 - 44 years 
had the lowest stillbirth rate of 11 (3.8%). Significantly more stillbirths [202 
(70.1%)] occurred in the unbooked compared to those who were booked [86 
(29.9%)]. Parity of parturient during the study period ranged from 0 - 12. More 
than half of the stillbirths occurred amongst women of parity 1 - 4 [166 
(57.6%)]. Out of the 288 stillbirth cases, 86 (29.9%) of them were booked and 
educational status obtained from their antenatal records revealed a decreasing 
stillbirth rate with increasing level of education: no formal education (38.2%), 
primary education (29.2%), secondary education (19.8%), and tertiary education 
(12.8%). Employment status showed that; 137 (47.6%) of the women were un-
employed and out of the 151 (52.4%) of the employed population, the unskilled 
occupation category had the highest stillbirths of 86 (29.8%) while the skilled 
occupation category had the least stillbirths of 31 (10.8%). Majority of the 
women were married 259 (89.9%). Macerated stillbirth accounted for 152 
(26.6%) while fresh stillbirths were 136 (23.2.8%) (Table 1). 

Table 2 showed the majority of the fetomaternal risk factors that occurred, 
low birth weight contributed highest to the total number of stillbirths 182 
(63.2%) while foetal macrosomia were 23 (8.0%). Male stillborn 148 (51.4%) had 
a slight preponderance than female 140 (48.6%). The pre-term stillborn were 183 
(63.5%), while post-term stillbirth 17 (5.90%). Congenital malformations ac-
counted for 6 (2.1%) of the total number of stillbirths. No autopsy was carried 
out. The total number of stillbirth with identifiable risk factors were 199 (69.1%) 
while 89 (30.9%) did not have a presumed or identifiable risk factor for the still-
birth. Obstructed labour 94 (32.6%) was responsible for majority of the still-
births while gestational diabetes 8 (2.8%) was least. However, other risk factors 
responsible for stillbirths in this study include, hypertensive disease 64 (22.2%), 
antepartum haemorrhage 33 (11.5%), uterine rupture 14 (4.8%), cord accidents 
13 (4.5%) and previous history of stillbirth 10 (3.5%). 

4. Discussion 

Stillbirth remains a distressing condition to parents and clinicians alike as the 
cause often remains elusive. University of Abuja Teaching Hospital is the largest 
referral hospital serving the Federal capital territory and the neighboring states 
(Kogi, Niger, Nassarawa and Benue). The hospital stillbirth rate of 50.4/1000 de-
liveries is comparable with the observed stillbirth rate of 46.9/1000 deliveries re-
ported by Suleiman et al in Kastina Nigeria and 47/1000 deliveries reported in 
Pakistan [5] [18]. This is in sharp contrast to rates of 2/1000 deliveries and 
2.2/1000 deliveries in Finland and Singapore respectively [19]. The stillbirth rate 
found in this study was higher than the WHO 2009 estimate for Nigeria [5].  
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Table 1. Socio-demographic characteristics. 

AGE (YEARS) NO. OF STILLBIRTH PERCENTAGE 

15 - 19 22 7.6% 

20 - 24 39 13.5% 

25 - 29 66 22.9% 

30 - 34 112 38.9% 

35 - 39 38 13.3% 

40 - 44 11 3.8% 

TOTAL 288 100 

BOOKING STATUS 

Unbooked 202 70.1% 

Booked 86 29.9% 

TOTAL 288 100 

PARITY 

0 69 24.0% 

1 - 4 166 57.6% 

5 and above 53 18.4% 

TOTAL 288 100 

EDUCATIONAL STATUS 

None 110 38.2% 

Primary 84 29.2% 

Secondary 57 19.8% 

Tertiary 37 12.8% 

TOTAL 288 100 

EMPLOYMENT STATUS 

Unemployed 137 47.6% 

Unskilled 86 29.8% 

Semi-skilled 34 11.8% 

Skilled 31 10.8% 

TOTAL 288 100 

 
Table 2. Fetomaternal risk factors for stillbirth. 

FETAL RISK FACTORS 
NUMBER OF 
STILLBIRTH 

PERCENTAGE 

BIRTH WEIGHT 

Low birth weight (<2.5 KG) 182 63.2% 

Normal birth weight (2.5 - 3.9 KG) 83 28.8% 

Macrosomia (≥4.0 KG) 23 8.0% 

TOTAL 288 100 
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Continued 

GESTATIONAL AGE 

Preterm (<37 completed weeks) 183 63.5% 

Term (37 - 42 weeks) 88 30.6% 

Postterm gestation (≥42 weeks and above) 17 5.9% 

Congenital anomaly 6 2.1% 

TOTAL 288 100 

MATERNAL RISK FACTORS 

Obstructed labour 94 32.6% 

Hypertensive disease 64 22.2% 

Antepartum haemorrhage 33 11.5% 

Uterine rupture 14 4.8% 

Cord accidents 13 4.5% 

Previous stillbirth 10 3.5% 

Diabetes 8 2.8% 

No risk 52 18.1% 

TOTAL 288 100% 

 
Other local studies in Nigeria showed rates of 22.4/1000, 38.5/1000 and 
40.5/1000 in Maiduguri, Gombe, and Jos Nigeria respectively and as high as 
170/1000 and 180/1000 in Birnin kudu and Enugu respectively [20] [21] [22] 
[23] [24]. The possible explanation to the high stillbirth in this study may be due 
to the fact that UATH is a referral centre to many secondary, peripheral hospit-
als and many maternity homes manned by unskilled traditional birth attendants. 
To buttress the above, most of the patients in this study (86%) were unbooked 
and some referred very late to the teaching hospital with diagnosis of an intra-
uterine foetal death or when the foetal prognosis was poor. This finding was 
similar to that in Orlu and shagamu [2] [25]. Being unbooked, these women 
cannot fully access antenatal care, which includes the detection of women at risk 
and providing them with specialized care and delivery [26]. WHO has recom-
mended prenatal care as a strategy for improved obstetric care [27]. 

Slightly more than half of the stillbirths in this study were macerated which is 
a similar to findings published by several authors [2] [21] [24]. However, this is 
in contrast to findings from developed countries [3] [6]. The relatively high 
proportion of fresh stillbirth underscores the need for improved obstetric care 
and availability of emergency care during labour and delivery in the university of 
Abuja teaching hospital and most importantly, the referring hospitals. Many 
factors could be responsible for the differences in the study results. One of the 
most important factors is the difference in antenatal and intrapartum care in the 
different settings. Early detection of severe pathologies is more frequent in de-
veloped countries than in the developing nations [6] [24]. 
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Increasing maternal age and parity have been reported by some authors to be 
an attributable risk factor in stillbirth due to increased chronic medical condi-
tions which may compromise favourable foetal outcome that are associated with 
advancing maternal age [5] [8] [22]. This is however in keeping with findings 
from this study where the highest stillbirth was within the 30 - 34 years age 
range. Most of the stillbirth cases occurred overwhelmingly in the married than 
in the single group of parturients which is in contrast to findings from some for-
eign studies [28] which highlighted the risk of stillbirths been associated with 
single parenting. The contrast in this study can be deduced from the fact that the 
study area is an African setting where they are sociocultural beliefs that frown at 
single parenting, so most women prefer to get married before having children. 
Stillbirth in this study was three times higher in none educated mothers than in 
highly educated mothers. This is consistent with findings by some authors that 
showed the associations between educational status and stillbirth rate [29] [30]. 
Education is an indicator by proxy of socioeconomic status [29]. 

The employment status from this study is similar to findings by Olof et al. in 
Sweden that low maternal socioeconomic status is generally associated with in-
creased risk of still births [30]. Low socioeconomic status may connote low 
funds for adequate maternal nutrition, inadequate prenatal care, low fund for 
birth preparedness and complication readiness if the need arises. Finally, some 
women result to home deliveries in a bid to minimize cost. Stillbirth determi-
nant variables noted in this study were similar to those published by Suleiman et 
al. in Kastina [5]. 

Amongst the stillbirths within the study period, there was no record of paren-
tal consent for autopsy. This may be attributed to the sociocultural and religious 
beliefs of the Africans in wanting to leave the dead be [4]. In one study, cause of 
death was found in only 40% of cases [2]. The summation of the risk factors for 
stillbirths in this study is similar to most of the publications on stillbirth in the 
underdeveloped countries with complications of child birth being responsible 
for most of the stillbirth [2] [4] [5] [17] [20]. It is worthy of note that most of 
these stillbirth cases were unbooked and mostly referred from peripheral health 
facilities, maternity homes or after an attempt at home delivery. This finding 
suggests that there is a need for improved obstetric care and availability of 
emergency services during the intrapartum period in peripheral hospitals, train 
traditional birth and adequate health education on antepartum care to discou-
rage home deliveries. 

Lack of consent of records on Autopsy was a limitation of this study. Secondly 
the educational status could only be obtained from the ante-natal records for 
booked patients because there were no records on the Bio-data form for un-
booked patients who came through the obstetric emergency. 

5. Conclusion 

The stillbirth rate within the study period appeared high with the unbooked 
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parturient predominating. Low socioeconomic status has a negative influence on 
stillbirth with complications of child birth being the leading risk factor for still-
birth in this study. These results point out the necessity to reduce factors related 
to social, educational, occupational and healthy inequalities in the developing 
world. The major causes of stillbirth in this study are preventable, if good quality 
antenatal care services and skilled attendance and appropriate care at delivery 
are made universally acceptable and accessible. 

Data Availability Statement 

The data used to support the findings of this study may be released upon appli-
cation to the human research and ethical committee of the University of Abuja 
Teaching Hospital, Abuja, Nigeria. For retrospective study, ethical clearance is 
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Limitation 

One of the limitations to the study was missing data which could not be accoun-
table. 
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