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I spent more than a decade working as an obstetrician in the 
African	nation	of	Zambia,	where	I	witnessed	first-	hand	the	real	human	
toll	of	maternal	mortality	and	stillbirth.	On	rounds	each	morning,	the	
junior	 doctors	 recounted	 the	 statistics	 from	 the	 night	 before,	 and	

the	sheer	number	of	maternal	deaths	and	stillbirths	was	overwhelm-
ing. The maternal mortality rate at our hospital declined appreciably 
over	the	years,	but	the	stillbirth	rate	remained	stubbornly	high.1–3 The 
anguish	in	the	faces	of	families	as	they	left	the	hospital	with	no	infant	in	
their	arms	was	unforgettable.	One	patient	explained	after	her	stillbirth	
that	it	was	the	loss	of	the	future	experiences	she	would	have	with	her	
daughter	that	was	the	most	painful.	I	am	not	the	first	to	write	of	the	
silent	epidemic	of	preventable	stillbirth,	but	I	would	like	to	be	the	last.	
Why is this problem so recalcitrant? And what can we do to break free?

Some	2.6	million	 stillbirths	occur	worldwide	each	year,	with	 the	
vast	majority	 (98%)	 in	 low-	resource	countries.4 Half of these deaths 
(1.3	million	 per	 year)	 occur	 during	 labor,	 after	 a	woman	 has	 carried	
her	 pregnancy	 for	months.	 Even	more	 so	 than	 prepartum	 stillbirth,	
intrapartum	 fetal	 death	 is	 concentrated	 in	 low-	income	 countries5 
and	is	among	the	best	available	surrogate	markers	for	quality	of	labor	
and	delivery	care.	Unfortunately,	 stillbirth	has	not	 traditionally	been	
included	in	most	countries’	vital	statistics,	leaving	these	deaths	unap-
preciated	and	marginalized	in	many	of	the	very	places	where	they	are	
most	frequent.

The	 situation	 has	 begun	 to	 change.	 The	 Every	 Newborn	 action	
plan—adopted	 in	 2014	 after	 contributions	 from	23	 global	 organiza-
tions	and	43	governments—has	 set	 the	ambitious	 target	of	10	 still-
births per 1000 total births by 2035.6	Meeting	this	goal	will	 require	
many	places—e.g.	 the	urban	district	of	Lusaka	 in	Zambia,	where	 the	
crude	stillbirth	rate	has	been	reported	as	21	per	1000	live	births3—to 
reduce	rates	by	approximately	half.

Intrapartum	stillbirths	are	exceedingly	rare	at	the	hospital	where	
I	now	practice	in	the	USA,	owing	to	the	availability	of	universal	fetal	
monitoring	 and	 nearly	 instant	 cesarean	 or	 operative	 vaginal	 deliv-
ery	when	required.	 In	countries	where	 low	stillbirth	rates	have	been	
achieved,	women	are	continually	assessed	throughout	pregnancy	and	
labor,	 and	 those	 that	 exhibit	 any	 high-	risk	 features	 are	 followed	up	
more	closely	and	often	referred	to	specialists.	The	system	 in	Lusaka	
is	also	intended	to	function	this	way7:	low-	risk	women	should	deliver	
at	outlying	clinics	under	the	care	of	midwives,	with	more	complicated	
pregnancies	 referred	 to	 the	 University	 Teaching	 Hospital.	 Although	
population	growth	and	chronic	underfunding	has	stressed	the	current	
system,	referrals	are	correctly	made	in	many	cases,	but	often	too	late.7

Once	appropriate	referrals	are	made,	providers	must	also	be	able	to	
promptly diagnose fetal acidemia in labor. Accurate diagnosis of fetal 
distress	remains	elusive	even	in	well-	resourced	countries,	but	is	espe-
cially	difficult	in	settings	where	laboring	patients	outnumber	obstetric	
providers	and	where	too	often	the	only	tool	for	fetal	heart	auscultation	
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is	a	 fetoscope.	Limited	access	 to	timely	cesarean	delivery	or	 lack	of	
training	in	operative	vaginal	delivery	 is	a	major	barrier	to	decreasing	
stillbirths.	 Anesthesia	 training	 programs	 have	 lagged	 behind	 their	
obstetric	peers	so	that	the	rate-	limiting	step	in	operative	deliveries	is	
often	the	availability	of	appropriate	anesthesia.	However,	the	answer	
to	 the	problem	of	 intrapartum	stillbirth	 is	not	simply	more	cesarean	
deliveries.	WHO	suggests	that	most	countries	should	aim	for	cesarean	
delivery	 rates	of	10%–15%.8	 In	 countries	where	 cesarean	deliveries	
are	performed	infrequently,	maternal	and	neonatal	outcomes	improve	
with	an	increase	in	this	rate,	but	there	is	little	added	benefit	beyond	
the	WHO	target.8	Therefore,	 cesarean	delivery	 should	be	expanded	
judiciously,	taking	into	account	the	wider	context	of	improved	prenatal	
and intrapartum care.

From	my	own	experience,	it	is	clear	that	to	solve	this	multifaceted	
problem,	we	must	deconstruct	the	independent	contributors	to	intra-
partum	 stillbirth	 and	 systematically	 address	 each	 root.	 Continuous	
fetal	 heart	 rate	 monitoring	 in	 labor—a	 ubiquitous	 practice	 in	 many	
high-	income	countries—has	never	been	shown	to	prevent	more	still-
births	 among	 low-	risk	 women	 than	 does	 simple	 intermittent	 aus-
cultation.9	 However,	 it	 is	 possible	 that	 the	 technology	might	 prove	
beneficial	in	some	low-	income	settings	where	healthcare	staff	can	be	
so	overwhelmed	by	obstetric	volume	that	simple	tasks	such	as	intermit-
tent	fetal	heart	auscultation	of	higher-	risk	patients	are	not	being	done	
reliably.	Whatever	the	technology,	improved	fetal	monitoring	in	labor	
must	be	accompanied	by	better	access	to	operative	delivery.	In	places	
where	cesarean	deliveries	are	 limited	by	theater	space	and	available	
personnel,	 a	cesarean	delivery	must	be	viewed	as	a	precious	 scarce	
resource	warranting	scrutiny	for	 the	 indication	and	timing	by	senior	
physicians.	The	goal	of	preventing	the	first	cesarean	delivery10 should 
be	just	as	vigorously	applied	to	low-	income	countries	as	it	is	in	North	
America	and	Europe.	This	 includes	eliminating	the	practice	of	cesar-
ean	delivery	for	intrauterine	fetal	death,	 increasing	operative	vaginal	
births	with	appropriate	anesthesia,11	using	external	cephalic	version	
for	 breech	 presentation,	 and	 removing	 the	 common	 but	 misguided	
cesarean	indication	of	meconium	staining	during	labor.

A	global	commitment	has	been	made	to	drastically	reduce	stillbirth	
in	the	Every	Newborn	action	plan,	and	this	is	a	heartening,	long-	awaited	

first	 step.	Nevertheless,	 a	 simple	 numerical	 goal	will	 not	 be	 enough	
by	itself	to	effect	change.	We	must	insist	that	stillbirth	be	universally	
measured	and	reported.	We	must	adopt	intrapartum	stillbirth	as	a	key	
quality	measure	of	obstetric	care.	And	we	must	empower	local	authori-
ties	to	develop	their	own	iterative	quality	strategies	for		eliminating	this	
unacceptable	obstetric	outcome.	So	what	are	we		waiting	for?
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