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SPECIAL COMMUNICATION 

STILLBIRTHS: WHAT CAN BE DONE TO CONFRONT AN INVISIBLE 
PUBLIC HEALTH PROBLEM IN PAKISTAN? 

Babar Tasneem Shaikh, Assad Hafeez, Saima Hamid 
Health Services Academy, Islamabad-Pakistan 

Pakistan has been ranked highest and appears worst in stillbirths’ rate according to the recent 
global estimates. Reasons could be manifold; socio-cultural, health system related country 
specific, and some of these of course déjà vu, i.e., the biomedical causes. Yet, a fresh stocktaking 
is necessary to understand the complex phenomenon in a country, awfully affected by this menace. 
Maternal, neonatal and child health program needs to be informed and geared up toward 
addressing the actual reasons behind this heavy toll of stillbirths in Pakistan. Maternal health 
indicators would never be improved, if the issue of stillbirths is not stalled at the earliest. Besides 
known medical reasons, this account attempts to document the health systems related factors, and 
more so the social determinants behind the whole scenario, so that appropriate and customized 
interventions could be suggested, developed and implemented. This paper will be a piece of 
evidence for policy corridors, program managers, development partners, non-governmental 
organizations, public health institutions, students, and researchers to enhance their understanding 
of a major public health problem, and to recognize the strengths and opportunities in the health 
system of Pakistan to cope with this challenge. 
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INTRODUCTION 
Stillbirth rate in any health care system is one of the 
markers of quality and level of care provided during 
the pregnancy and childbirth. Realizing the rising toll 
of this unfortunate event, WHO advocated the skilled 
attendance at birth and presumptive treatment for all 
possible causes that a mother might suffer.1 Recent 
compilation of statistics on stillbirths has presented 
an alarming toll of 2.6 million fatalities annually; 
amongst which 98% are occurring in the developing 
countries.2 Half of these deaths occur during the 
delivery. The average rate of stillbirths globally is 
18.4 deaths/ 1000 total births, with Pakistan having 
the highest rate in the world. Stillbirth rates for 
women of south Asian and African origin giving 
birth in Europe or Australia are 2–3 times higher than 
white women.3 This trend is not new, and therefore 
WHO included stillbirths as one of its 100 core health 
indicators, many years back.4 There are direct causes 
(medical and biological) and indirect contributing 
factors to the high rates of stillbirths. However, the 
notion of stillbirths becomes even more intensified, 
when compounded by the folk beliefs such as evil 
eye, and disenfranchising women from her 
reproductive rights.5 Even today, in many parts of the 
world, stillbirths are attributed to taboos and evil 
spirits, and the woman is cursed for the unfortunate 
event. As a consequence, the woman who 
experiences a stillbirth additionally suffers medical 
consequences and associated humiliation. Amidst 
strong social and cultural influence on health beliefs, 
stillbirth has emerged as a serious stigma in the 

society.6 The phenomenon has gained world’s 
attention in the recent times, with eye-opening data 
and fact sheet, therefore global community must 
articulate and assert for a specific target to reduce 
stillbirths in the Sustainable Development Goal 3.7  
Stillbirths: Pakistan context 
Incidence of stillbirths was found to be 47/1000 live 
births in 20118; and since then decline in this rate has 
been negligible. Latest data shows Pakistan 
categorized as having the highest rate in the world 
(43/1000 live births) in the recent global estimates.3 
In the public health domain, this issue still remains 
under researched, under-estimated and perhaps 
under-intervened in Pakistan. At the appraisal of 
government’s vision 2025, it is reassuring to see the 
commitment of the government to scale up lady 
health workers program and introduce family 
planning services at all the primary health care 
outlets.9 Millions of women of reproductive age face 
challenge of accessing care for themselves and for 
their children. The overarching poverty, low literacy 
levels, gender discrimination, and societal norms are 
some of the impediments identified in literature 
review.10 There is also a great deal of influence of 
culture and the social milieu on the attitudes, beliefs 
and practices of the communities and the health 
providers. Literature and local evidence has shown 
the casual attitude of women and families toward 
appropriate health seeking behaviours and timely 
health care seeking for a safer motherhood.11,12 
Majority of stillbirths that occurred in the third 
trimester of pregnancy were preventable with a better 
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obstetrical care, and therefore community midwives 
need to grossly improve their skill set. Nevertheless, 
complex pathways of gender inequalities leading to 
deplorable health outcomes such as high rates 
maternal and child morbidities and mortalities have 
neither been clearly understood, nor fully 
operationalized in health interventions.  

MATERIAL AND METHODS   
Although both 2011 and 2016 still births series of 
papers in the Lancet have comprehensively painted 
the landscape of stillbirths globally, yet this body of 
literature is not accessible for many health 
professionals, policy makers and other stakeholders. 
Realizing the dearth of locally available and 
accessible evidence and reference material on 
stillbirths, this paper endeavoured to synthesize both 
2011 and 2016 Lancet series on stillbirths, and 
critically reviewed other literature available in the 
region and locally to suggest a way forward, and for 
developing a national action plan to address the 
burden of stillbirths in Pakistan.  

For the literature search of this commentary, 
MeSH words used were: Stillbirths; Health system; 
Social determinants; MNCH; Developing countries; 
and Pakistan. Google scholar was used for online 
search. Moreover, peer reviewed papers available on 
PubMed, WHO library and the reports of 
Government of Pakistan were reviewed.  
Review findings 
According to WHO, stillbirth is the birth of a baby 
with a birth weight of 500 g or more, 22 or more 
completed weeks of gestation, or a body length of 25 
cm or more, who died before or during labour and 
birth.13 In spite of the heavy toll of stillbirths 
worldwide, with the developing countries being 
affected the most, it is only recently recognized that 
stillbirths were not included in the millennium goals 
for tracking the countries’ progress on this important 
public health problem.14 Why are stillbirths gaining 
attention since the last decade? There is a growing 
cognizance of the fact that in many societies and 
cultures, stillbirths had adverse effects on the mother 
who could not deliver a healthy alive baby. She is 
blamed, cursed, stigmatized and marginalized.15 
Hence, besides contemplating a framework for 
averting stillbirths, it is utmost important to think of 
practical interventions for protecting the maternal 
physical, mental and social well-being.  

A stocktaking of the main causes of 
stillbirths present a picture dejà vu. Maternal age of 
more than 35 years, and primi-gravida has often been 
associated with stillbirths in Pakistan.16,17 Other 
causes documented in research body included 
asphyxia owing to obstructed labour, placental 
abruption, pre-eclampsia or eclampsia, infections, 

especially chorioamnionitis, and umbilical cord 
complications.18 In 2011, some of the causes found 
for stillbirths in developed economies were obesity, 
diabetes mellitus and hypertension.19 Now, the latest 
series of stillbirths in Lancet has once again pointed 
to the non-communicable diseases, a growing burden 
of disease in developing nations too, and which helps 
in building a thesis for Pakistan as well. Other 
probable causes added recently include malaria, 
sexually transmitted infections and fistula.20 
insufficient number of skilled birth attends in the 
health care system and strong traditions of home 
based delivery evenly contribute to the problem. 
Pakistan is no exception in this regard, where almost 
half of the deliveries still occur at home.16 Needless 
to point out as there has been ample amount of 
evidence available for years now, showing the 
compromised nutrition status of the women of 
reproductive age, suffering from iron deficiency 
anaemia.21,22 Antenatal visits and screening of 
anaemia, malnutrition and any other medical 
complication are the most cost effective interventions 
for averting many still births.23 Of course, then health 
system ought to be responsive enough to offer quality 
basic emergency obstetric care and comprehensive 
emergency obstetric care. Nonetheless, a continuum 
of care is the key to safe motherhood and neonate’s 
survival, and it would need a multi-pronged 
approach: improving quality as well as coverage, and 
improving access at the same time.24 

Other contributing factors documented in 
the national surveys in Pakistan show that poverty, 
illiteracy, and rural residence are some of the major 
contributors to the rising toll of stillbirths. Off 
shooting from this background is the issue of multi-
parity, especially in the quest for a male child.16 Son 
preference has its origin from the culture, customs 
and conventions of our society, resulting in a perilous 
pressure on the woman to have a pregnancy every 
year in spite of her compromised nutrition status and 
a fragile physical and psychological bearing 
capacity.25 
What can be done for stalling the stillbirths in 
Pakistan? 
1. Health care system interventions 
Some of the very pertinent and established facts 
found in the recent literature advocate that stillbirths 
can be curtailed significantly with these interventions 
in place. 
a) Community mobilization with respectful care of 

norms and community participation in 
supporting the interventions is important. 
Family’s involvement in birth preparedness, as 
well as in arranging money and transport can be 
very encouraging for the expecting mother to 
save a substantial cost.26 Moreover, in case of an 
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untoward event, when the family is socially 
isolated, the community has a definite role in 
providing the social and bereavement support to 
the mother with a stillbirth, and in de-
stigmatizing the stillbirth.27,28 

b) At the community level, screening for the 
complications during pregnancy and 
administering folic acid, iron and calcium can be 
helpful.29 In this regard, role of all cadres of 
community health workers, i.e., lady health 
workers, community midwives and even the 
traditional birth attendants become extremely 
crucial, in picking up any danger signs, leading 
to a potential stillbirth.30 

c) As regards the facility based ante natal care 
seeking, it is still low in Pakistan. Cultural 
embargoes on the women to be socially mobile 
herself play a significant role. Hence, a culturally 
appropriate ambiance and gender sensitive 
services at the health centres could promote the 
use of antenatal services.31 This increased 
utilization in turn will have the greater likelihood 
of the pregnancy complications being picked up 
on time. 

d) Increasing ratio of women delivered with the 
assistance of a skilled birth attendant has a 
promising outcome for both mothers as well as 
new-borns. Community midwives in Pakistan are 
in a position to make this difference.32 

e) Increasing facility based deliveries would 
necessitate 24/7 availability of caesarean section 
services.33,34 More accessible emergency 
obstetric care facilities at the basic health units 
and rural health centres would be another 
opportunity to address the menace of stillbirths. 

f) Provinces will have to work to strengthen district 
level referral system to complement the other 
proposed interventions for ensuring the new-
born survival.  

g) Partnership with private sector would be crucial 
to improve access to quality emergency obstetric 
care as well as for calling assistance for home 
based deliveries.23 In a country, where private 
sector is widely used for first level care 
seeking, this looks obligatory now to consider 
a meaningful engagement with non-statal 
entities.35 

h) A longer term yet a direct intervention would be 
to increased family planning coverage by not 
advocating limiting the family size; but 
promoting the concept of health timing and 
spacing of pregnancies. This will help in 
reducing the number of unwanted and untimely 
pregnancies; and has the potential of reducing 
premature, low weight and stillbirths 
significantly.36  

2. Health system level interventions 
a) A greater focus is needed on ‘task-shifting’ to 

other groups of health workers such as nurses, 
midwives and auxiliary staff with improved in-
service training, supervision and incentive of 
career progression 37 This can help address main 
caveats of human resource shortage, service 
accessibility, and quality of essential emergency 
obstetric care.38  

b) An increased investment for integrated service 
delivery programs around perinatal period would 
be another requisite.23 In this context, integrated 
MNCH and nutrition programs at provincial 
level are showing a positive sign to improve the 
health outcomes, as well as programmatic 
efficiency.  

c) Civil birth registry system could provide 
authentic data and evidence to support decision 
making when it comes to deciding on priorities 
and resource allocation.18 Therefore, a credible 
nationwide data will harness the requisite 
political priority, and will inform the health 
sector roadmap to include stillbirths as an 
important issue to be addressed.39, 40 

d) More robust and mix methods research on 
stillbirths will not only help in better monitoring 
but also in developing better understanding of 
the causal pathways of stillbirths.41 Under-
reporting or no reporting makes it difficult to 
estimate the burden of the problem, as well as to 
bring it in the line of priority for the targeted 
health system interventions.42 Therefore, peri-
natal mortality audit ought to be instituted in all 
health facilities, offering basic and 
comprehensive emergency obstetric care.43  

e) Depression, anxiety, and post-traumatic stress 
are the common manifestations. By developing 
careful understanding of the local cultures and 
societal norms, and with community 
sensitization on the tragic toll of stillbirths, 
stigma and suffering of the women can be 
relieved to a greater extent.44 Community based 
health care providers can mitigate some of the 
long-term negative mental outcomes of stillborn 
mothers by spending extra time with grief-
stricken mothers, facilitating bonding, and 
corroborating their emotional expressions.45 
With a deeper understanding of peoples’ 
behaviours, choices, practices, and preferences, a 
wide-ranging social marketing campaigns could 
also bring about a change.46 

f) Girls’ education remains too low with mean 
years of schooling around 3 years only, lower 
than India and Bangladesh.47 Whereas, it is a 
known fact now that maternal education can help 
reduce risk factors and improve maternal and 
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new-born health outcomes.48 Investing in girls’ 
education is another longer-term system 
intervention which is needed. 

Health system and policy implications 
Why stillbirths should matter? There is a multitude of 
adverse concerns embedded in this phenomenon. 
There are psycho-social consequences for the family, 
pushing into a social isolation; and there are 
economic impacts comprising direct and indirect 
costs incurred on the untoward event management. 
Therefore, stillbirths have to be seen from a political 
economy aspect, where poverty alleviation strategies 
and woman’s empowerment initiatives must 
eventually consider enhancing a better reproductive 
control of her life by herself. Women’s decision-
making power has a significant positive correlation 
with reproductive health services uptake.49 Stillbirths 
have been absent from global MNCH agenda for a 
long timeError! Bookmark not defined. Stillbirths need to be 
reported and documented as a matter of human right, 
which is not the case thus far, and that is why perhaps 
it remained a neglected priority in the health system 
of Pakistan for ages. Nevertheless, a foremost step 
would be to enhance the funding and allocation for 
MNCH over the next 5 years by all the provinces, the 
primary stewards of health system now in post 
devolution scenario.50 It is, however, encouraging to 
note that state has recognized it as an unfinished 
agenda of the MDGs, and has realized that without 
addressing the issue of stillbirths, neonatal and U5 
mortality would not be reduced.51 Fortunately, the 
health system of Pakistan has all the potential, 
programs and pre-requisites which are needed to do 
so, if the program implementation is done in its true 
spirit. 
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