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Perinatal mortality in India is about 
u0-65 (Parikh and Mehtaji, 1975) com­
pared to only 18 in England (Dewhurst, 
1976) and 27.8 in U:S.A. (Rao, 1978). 
This basic health problem of the country 
seems to have received very little atten­
tion in the past. Recently a nationwide 
study of the problem has been taken up at 
various centres which include the Obste­
trics and Gynaecology department of the 
M.K.C.G. Medical College Hospital, Ber­
hampur. This hospital renders specialist 
care to the population of South Orisse1 
whi~h could be considered less developed 
compared to many other parts of the 
country. Stillbirths constitute the major 
part of the perinatal deaths in this hospi­
tal. This report is based on the clinical 
study of 197 consecutive stillbirths that 
took place between 16-8-78 and 15-8-80. 

Material and Methods 

A fetus weighing 750 gms or more and 
showing no sign of life at birth has been 
recorded as a stillbirth. Detailed data on 
patient characteristics, obstetrical back­
ground, antenatal supervision, prenatal 
maternal problems, labor and delivery, 
feus and newborn characteristics were 
cellected in respect of every stillbirth and 
the two live births that followed it. The 
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live births constituted the control group. 
The data was analysed to find out the 
incidence of stillbirths and some of its 
etiologic factors. 

Results 

The total number of deliveries during 
this 2 years period was 2106 which in­
cluded 197 stillbirths and 78 neonatal 
deaths. The perinatal mortality rate was 
130.5 and stillbirth rate was 93'.5 per 1000. 

Among the stillborn babies, 56.8% were 
males compared to 53.5% in the control 
group. 

Prematurity ( <2000 gm) among still­
births was 51.2% and in the contr:ol group 
it formed 11.4%. Births before 34 weeks 
of gestation had less difference in the in­
cidence of prematurity in the study and 
control groups but in more advanced ges­
tational groups prematurity rate was 
much higher among stillbirths (Fig. 1). 

In the stillbirth group, 30.0% had ante­
natal care compared to 60.1% in the con­
trol group. 

More patients in the stillbirth group 
belonged to low socioeconomic status 
having an income of Rs. 200 or less per 
month ( 42.1% vs. 23.0%) . 

Distribution of patients in different age 
groups is more or less similar in both 
study and control groups (Table I) . 
Patients above 30 were in slightly higher 
number (25.3%) in the stillbirth group 
as compared with the control group 
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TABLE I 
Stillbirth and Maternal· Age 

Age in years Stillbirth Control General Corrected 
N= 197 N 1= 394 N = 2106 SB rate 

19 or less 
20-24 
25-29 
30-34 
35-39 

40 or more 

No. 

25 
68 
54 
29 
15 

�6�~� 

% 

12.7 
34 . .5 
27.4 
14.7 
7.6 
3.1 

No. 

69 
156 
104 
44 
19 
2 

(16.4%). On an agewise split up of all 
cases it was found that patients above 30 
had greater incidence of stillbirths. 

Table II shows the distribution of parity. 
In the study group, parity I occurred in 
highest number (26.3%) and parity 6 in 
lowest. Among all cases delivered 
during the period the risk of stillbirth was 
found to be significantly higher in patients 
of parity 4 and above. The risk was 
highest in parity 6 (21.1%) and lowest in 
parity 3 (5.6%). 

Of the antenatal complications A.P.H. 
was found to be far more commonly as­
sociated with stillbirths (21.3'%) than with 
control cases (3.2%). Pre-eclamptic 
toxaemia and anemia cases were also 
more common in the stillbirth group 

o/o No. <fa No. 'o/o 

17.5 326 15.5 7.6 
39.6 774 36.8 8.8 
25.4 578 27.4 ' 9.3 
11.2 283 13.4 10.2 
4.8 116 5.5 12.9 
0.5 29 1.4 20.7 

18.2% vs. 11.9% and 39.5% vs. 26.9% 
respectively (Table III). 

There were 58 (29.4%) cases of ab..· 
normal presentations at delivery in the 
stillbirth group as against 26 (6.6%) in 
the control group. These included breech 
(11.6% vs 5.3%) shoulder (15.2% vs 
0.2%), face (0.5% vs. 1.0%) and com­
pound presentations (1.0% vs. nil) . The 
twins of study group had 7 breech and 8 
shoulder presentations and those of the • 
control group had 12 breech but no 
shoulder presentations. 

Forceps delivery rate was lower but 
caesarean section and breech delivery 
rates were higher among the stillbirths 
compared with those of controls (Table 
IV) . In the study group, 14 stillbirths 

TABLE II 
Stillbirth and Parity 

Parity Stillbirth Control General Corrected 
N = 197 N = 394 N = 210f> SB rate 

No. % No. % No. % No. o/o 

I 52 26.4 146 37.1 697 33.1 7.4 
II 36 �1�8�.�~� 77 19.5 444 21.1 8.1 
III 20 10.2 72 18.3 359 17 .. 1 5.6 
IV 27 13.7 34 8.6 231 10.9 11.7 
v 21 10.6 26 6.6 171 8.1 12.3 

VI 18 9.1 ' 19 4.8 85 4.0 21.1 
VII & 23 11.7 20 5.1 119 5.7 19.3 
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TABLE III 
Stillbirth and Antenatal Complica,tions 

Complications Stillbirths (N = 197) Control (N = 394) 
Prema- Mature Total % Prema- Mature Total '7o 

ture > 2000G 
< 2000G 

A .P.H. 26 16 
PET & 17 19 
Eclampsu 
Anemia 45 33 
Hydramnios 4 3 
Hypertension 1 2 
of other origin 
Heart disease 

occurred in 12 cases of twin delivered 
vaginally. Two cases of twin have been 
delivered by section, each having one 
stillbirth. The incidence of twin deli­
veries in the control group is about one 
third (2.3% vs. 7.2%) of that among still­
born cases. Thirty-three cases (16. 7% ) 

• in the still birth group were delivered by 
�d�e�s�t�r�u�c�l�i�~�e� operations. 

TABLE IV 
.Sti llb i rth and Mode of Delivery 

Type of delivery 

Forceps 
Breech 
Twin 
c .s. 

Still-
birth 

N = 197 

No. '7o 

5 2.5 
19 9.6 
14 7.2 
43 21 .8 

Control 
N = 394 

No. o/o 

43 10.9 
5 1.2 
9 2.3 

62 15.7 

Nineteen cases of congenital anomalies 
found in stillbirth group included 6 each 
of anencephaly and hydrocephaly. 2 of 
harelip and cleft palate and 1 each of 
sacrococcygeal tumor, fetal ascites, pho­
comelia, exompholus and abdominal 
tumor. In the control group there was 1 
case each of congenital icthiosis, spina 

ture > 2000G 
< 2000G 

42 :n.3 5 8 13 3.2 
36 18.2 11 36 47 11.9 

78 39.5 17 89 106 26.9 
7 3.5 2 2 0.5 
3 1.5 1 6 7 l.'i 

1 1 2 0.5 

bifida occulta with lipoma, congenital 
nevus face and talepes equinovarus. 

Analysing the factors which could have 
significant contribution to stillbirths in 
this series, insufficient antenatal attention, 
and failure of timely admission for which 
patient is primarily responsible was noted 
in 90 and 60 cases respectively. Error or 
delay in delivery, a physician responsibi­
lity, was found to be an important factor 
in 16 cases. In 2 cases inadequate in­
vestigational assistance was considered as 
important factor and in the rest 29 cases 
the fetal death was considered unavoid­
able. 

Discussion 

Perinatal mortality and stillbirth rate in 
this two years study was very high (130.5 
and 93.5 respectively) compared to those 
of many other reported series from dif­
ferent institutions of India. This is be­
cause this institution being a referal hospi­
tal for the whole of South Orissa serves a 
very high risk population. 

Preponderance of males among still­
born babies was found in the present 
study as reported by Sainaba et al (1972) 
and Taylor and Shah (1969). The dis-
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tribution of sex among the stillborn and 
the control groups was more or less· 

. •imilar. 
Prematurity as a major contributing 

factor to the perinatal deaths is well decu­
mented. Ross (1964) found it in 60% of 
his series of 279 perinatal deaths. Its dis­
tribution in Sainaba et al's (1972) series 
of stillbirths was 44.1 �~�~ �.� In the present 
study the overall incidence of prematurity 
among stillbirths ( 51.2%) was significant­
ly different from that• (11.4%) in the con­
trol group. The study group had signi­
ficantly higher incidence of prematurity 
than control cases in &ll gestational age 
groups as shown in Fig. 1. 

PE'RCENTAGE OF FREMATIJRITY 
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Fig . 1 

The .number of patients in the study 
group who had antenatal care once or 
more either in this institution or elsewhere 
were about half of those in the control 
group (30.0% vs. 60.1o/r ). This difference 
is significant showing its great importance. 
Ninety-five patients (23.67c) of Isaac 
et al's (1975) 401 stillbirth cases and 
�2�9 �. �1 �~�(�:� of Sainaba et al's (197'2) 474 cases 
had received antenatal care. 
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Contrary to the observations of others 
like Sainaba et al (1972) the young pati­
ents ( < 19 years) in this study were not 
at greater risk for stillbirths. But the 
consistent increase in the rate of stillbirths 
with advancing age is comparable to the 
findings of others. Considering all the 
patients who delivered during this period 
of two years the distribution of patients 
below and above 30 did not show any 
significant difference in the stillbirths and 
live births. 

This study has shown that the risk of 
stillbirth is low upto parity III and from 
parity IV onwards the risk is higher. The 
high incidence of stillbirths in the first 
deli_very as found by other workers has 
not been observed in this series. 

Lal (1975) in his study on perinatal 
mortality found antepartum hemorrhage 
and toxemia of pregnancy to be respon­
sible for 20.5% (24/ 117) and 3.4% 
( 4/ 117) of stillbirths. Corresponding 
figures in Sainaba et al's (1972) series of 
stillbirths was 20.5)i and 11.4)i . In this 
series, 4 7 cases of APR were found 
responsible for 4 7 stillbirths (24.0%) . 
Toxemia of pregnancy was responsible 
for 8.7%. 

Malpresentations during labour (twins 
excluded) was noted in 20% of cases of 
stillbirths of which breech formed 8'X, 
and shoulders 11 'X . 

In one case of obstructed labour a huge 
sacrococcygeal .tumor was found obstruct­
ing delivery. This was ultimately deliver­
ed by C.S. resulting in a stillbirth. Patel 
et al (1969) found 2 cases of congenital 
anomalies in their series of 55 stillbirths 
(3.6%) . The incidence of congenital 
anomalies in this series was 9.6% (19/ 
197) and 8.1% of stillbirths was consider­
ed to be due to these, all of which were 
major anomalies. 

The incidence of rupture of uterus in 
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this series was 6.6% compared with 8.8% 
in Sainaba et al' s (1972) series. 

In 168 (85.2%) of these cases fetal 
death was considered avoidable, �r�e�s�p�o�n�~� 

sibility being attr1buted to patient in 75.1% 
for not seeking antenatal care or failing 
to get admitted to hospital timely and to 
the physician in 8.1% for delay in �d�e�l�i�~� 

very or making errors in judgement in 
the management. In 1% of cases in­
adequate investigational facilities in the 
hospital was considered respon,.c;ible. 

Conclusions 

This prospective clinical study has 
shown that stillbirth rate in MKCG Medi­
cal College is very high. 93'.5% per 1000. 
High parity has been found to be a signi­
ficant factor contributing to stillbirths. 
Primigravidas do not carry a greater r isk 
but higher age, low socioeconomic status, 
lack of antenatal care, antenatal complica­
tions and abnormal modes of delivery are 
fa\,:tors favouring stillbirths. The most 
common cause of stillbirths is obstructed 
�~�~�~�b�o�u�r� (29.9%). APH being the next 
most common cause (23.0%) . 
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