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ABSTRACT
Objective: In Romania, a national statistics report on the mode of delivery in pregnancies that ends in 

stillbirths has never been conducted. Thus, we decided to analyze the incidence of cesarean section versus 
vaginal delivery rate over a 10-year period in Filantropia Clinical Hospital of Bucharest. 

Materials and Methods: We conducted a retrospective analysis over a period of 10 years from January 
2005 to December 2015. Maternal age, parity, social status, place of origin, educational level, gestational 
age, fetal presentation and fetal sex were studied in order to see if there were a scientific correlation with 
death in utero. 

Results: Between 2005 and 2015, Filantropia Clinical Hospital had a total of 31676 births after the 28th 
week of gestation. During this time period, 174 (0.55%) stillbirths were registered. The overall number 
of cesarean sections in live-births was 13199 (41.7%) and the rate of cesarean sections calculated for the 
stillbirth was 17.24% (30/174).

 Conclusion: Our study revealed that the rate of cesarean sections in stillbirth had a dramatic decrease 
based on the adoption of guidelines reflecting evidence based medicine. The vast majority of pregnancies 
included in our study did not undergo standard perinatal tests and screenings that ensure a healthy and safe 
delivery, as it is a known fact that many causes of perinatal deaths can be prevented by health care access and 
perinatal regular visits. We suggest that a proper follow up in the last trimester and easy access to health 
care facilities can lower the incidence of stillbirths in Romania.
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BACKGROUND

Despite the major interest in pre-
venting intrauterine fetal death in 
the last decades, a common defi-
nition of stillbirth is yet to be ac-
cepted worldwide. Definitions vary 

amongst countries according to their national 
legislation. In the United States, the American 

College of Obstetricians and Gynecologists states 
that each fetal death of 350 grams or more, or if 
the weight is unknown, with at least 20 weeks of 
gestation  completed shall be reported to the Na-
tional Center of Health Statistics (1). The World 
Health Organization (WHO) recommends the 
following definition of intrauterine death as an 
international consensus: a baby born with no 
signs of life, at or after 28 weeks of gestation (2). 
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In Romania, any baby delivered at the 24th week 
of gestation with signs of life is registered as a 
living newborn and stillbirths is defined in accor-
dance to the WHO criteria (3). 

When an intrauterine fetal death is diagnosed, 
termination of pregnancy is recommended. We 
strongly endorse vaginal birth in these cases ra-
ther than cesarean section (CS), which is still 
popular among Romanian obstetricians. The sur-
gical procedure (cesarean section) has high risks 
compared to any other abortion procedure. It 
could adversely affect the future fertility of the 
patient. However, CS should be performed if all 
medical procedures have failed or the situation 
requires it (fetal transverse lie with prior CS or 
placenta accreta/increta). Individualized clinical 
judgment of each case can lead to either expec-
ting a spontaneous onset of labor, which usually 
occurs within 14 days after the diagnosis (4), or 
induction of labor can be performed using local 
prostaglandins or systemic oxytocin (5). 

The aim of this study was to analyze the mode 
of delivery in pregnancies ending with stillbirths. 
We also tried to find if there were any patterns in 
stillbirth pregnancies and how the decision to 
deliver the patient was founded.

MATERIALS AND METHODS

We conducted a retrospective analysis over 
a period of 10 years from January 2005 to 

December 2015 in Filantropia Clinical Hospital, 
a third level teaching hospital. During this period 

were registered 31676 births over the 28th week 
gestation, 174 of which were diagnosed as ante-
partum deaths. The diagnosis was established by 
the absence of fetal heartbeat during the ultra-
sound examination performed immediately 
upon the patient’s arrival. Gestational age was 
established taking into account the patients last 
menstrual period as well as ultrasound measure-
ments of the fetus, since the majority of the pa-
tients were at the first presentation at an obstetri-
cian.

We tried to notice the mode of delivery in 
stillbirths, the indications for cesarean section 
delivery and if there was a higher frequency of 
intrauterine fetal death in correlation with socio-
economic status, maternal age at conception, 
parity, gestational age and fetal gender.

RESULTS

Between 2005 and 2015, 31676 births were 
registered in our database after the 28th week 

of gestation, of which 174 were stillbirths (inclu-
ding 12 tween pregnancies from which only three 
had both fetuses nonviable). The overall number 
of CS performed on live births was 13199 (41.7%) 
and 17.24% (30/174) represented the ratio cal-
culated for the stillbirth group (Table 1). During 
the study we noticed an increased frequency 
amongst cesarean delivery in live births with the 
highest peak in 2010 when the rate of CS was 
49.64% and the lowest in 2005, 32.70%. In 2015, 
the rate of CS reached 41.67%. Meanwhile, we 

TABLE 1. Characteristics of patient’s deliveries between 2005 and 2015

Total deliveries (living + deaths) Stillbirth deliveries

Year Total 
deliveries

Vaginal deliv-
eries

Cesarean deliv-
eries

Total 
deliveries

Vaginal 
deliveries

Cesarean 
deliveries

2005 2156 1451 705 15 13 2
2006 2277 1320 957 14 10 4
2007 2248 1417 831 7 5 2
2008 2228 1370 858 11 6 5
2009 2988 1774 1214 17 15 2
2010 2981 1501 1480 28 26 2
2011 3503 2193 1310 12 9 3
2012 3308 1916 1392 13 10 3
2013 3050 1614 1436 19 17 2
2014 3299 1894 1405 18 15 3
2015 3638 2027 1611 20 18 2
TOTAL 31676 18477 13199 174 144 30



MODE OF DELIVERY IN STILLBIRTH

103Maedica   A Journal of Clinical Medicine, Volume 12 No.2 2017

have noticed a sharp decrease of cesarean sec-
tions in stillbirth group. Despite the high peak in 
2008 when almost half of the stillbirth pregnan-
cies finalized by cesarean section, in 2015 the 
rate of vaginal delivery was 90%.

The incidence of stillbirth in our study was 
found to be 0.55% (174 stillbirths) and in only 30 
cases (17.24%) (Table 2) it was decided to per-
form a cesarean section in order to deliver the 
dead fetus. The indications for CS were gesta-
tional hypertension/preeclampsia (16 cases), pla-
cental abruption with massive bleeding (12 ca-
ses), twin pregnancies with one fetus living and 
one death associated with breech/transverse lie 
and previous cesarean section (8 cases), breech 
presentation (1 case), placenta praevia (1 case), 
leiomyoma praevia (1 case).

The majority of stillbirths were found in women 
in the age group of 25-30 years and not in the 
extreme groups as we expected (Table 3) (6). Al-
most half of them were at first delivery (P 1) 
(52.87%) followed by second delivery (P2) in 
29.31% of cases (7) (Table 4). Thus, parity was 
not associated with a higher risk of stillbirth, as it 
was reported in a study from Nepal (8). 

Despite the observation that most women 
came from urban areas (71.83%), their socio-

economic level and medical education was lo-
wer than expected as that was their first presen-
tation to a doctor during the current pregnancy, 
despite the fact that access to medical facilities is 
available and free of charge for all pregnant pa-
tients (Table 5). 

Preterm pregnancies prevailed within the 
study group (71.26%) and only few post-term 
pregnancies were noted (10.34%) (Table 6). 

About 19% (Table 7) unviable fetuses were in 
abnormal presentations and 18 (60%) fetuses 
had major congenital abnormalities including 
corpus callosum agenesis, spina bifida, ventrico-
lomegaly, anencefaly, hidrocephalus, fetal hy-
drops, fetal ascites, fetal anasarca and bilateral 
renal agenesis. Only few (12 cases) were noticed 
to have intrauterine growth restriction which was 
associated with gestational hypertension. 

The male gender was found to have a higher 
incidence (55.17%) comparing to the female gen-
der (44.83%) (Table 8) (9).

TABLE 2. Distribution of stillbirths according to the 
mode of delivery

Mod of delivery Number (N) Percentage (%)
Vaginal delivery 144 82.75
Cesarean delivery 30 17.25

TABLE 3. Distribution of stillbirths according to 
maternal age

TABLE 4. Distribution of stillbirths according to 
parity

Age (years) Number (N) Percentage (%)
<20 16 9.20
20-25 33 18.96
25-30 64 36.78
30-35 41 23.56
>35 20 11.50

Parity Number (N) Percentage (%)
P1 92 52.87
P2 51 29.31
P3 16 9.19
P4 12 6.89
P5 or more 3 1.74

TABLE 5. Distribution of stillbirth according to 
environmental origin

Environmental 
origin Number (N) Percentage 

(%)
Rural 49 28.16
Urban 125 71.84

TABLE 6. Distribution of stillbirth according 
gestational age

TABLE 7. Distribution of stillbirths according to 
presentation

TABLE 8. Distribution of stillbirths according to 
fetal sex

Gestational age Number (N) Percentage (%)
Preterm 
<37 weeks 124 71.26

Term 37-40 weeks 32 18.40
Poste term 
>40weeks 18 10.34

Presentation Number (N) Percentage (%)
Cranial 141 81.03
Pelvic 28 16.09
Transverse 5 2.88

Fetal sex Number (N) Percentage (%)
Male 96 55.17
Female 78 44.83
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DISCUSSION

Cesarean delivery is a common surgical proce-
dure in Romania. Romanian obstetricians 

easily adopt CS delivery as the “gold standard” in 
order to finalize a pregnancy. Still, many patients 
with previous CS become adequate candidates 
for another cesarean delivery, even those with 
stillbirth in their medical history. In addition, still-
birth has a physical, emotional, psychiatric and 
social effect on parents, on their relatives and 
sometimes even on the obstetrician who decides 
to adopt CS as mode of delivery. 

According to the management protocol of 
late intrauterine fetal death and stillbirth (Octo-
ber 2010) of the Royal College of Obstetricians & 
Gynecologists (RCOG) vaginal birth is the recom-
mended mode of delivery for most women, but 
caesarean birth will need to be considered for 
some patients. They recommend a combination 
of mifepristone and a prostaglandin as first-line 
intervention for labour induction (10).

CS has very limited indications in stillbirth, be-
cause its complications could affect the future fer-
tility of the patient. Implementing evidence based 
medicine guidelines, the incidence of CS has had 
a dramatic decrease in our institution. According 
to ROCG, the management of late intrauterine fe-
tal death and stillbirth of in patients with a single 
lower segment scar, induction of labour should be 
conducted with prostaglandins with minimal risks. 
Women with two previous lower segment scars 
should be advised regarding the risk of induction 
with prostaglandin , which is higher than for women 
with a single previous CS. In patients with more 
than two lower segment scars or atypical scars, 
the risks of labour induction is unknown (10).

In our clinic, in order to avoid further complica-
tions in upcoming pregnancies, women who were 
rhesus D (RhD)-negative received anti-RhD gam-
maglobulin after delivery despite the baby’s blood 
result, as most of time blood samples were not availa-
ble. Most of the antepartum conditions we mana-
ged to diagnose were predictable and included: 
congenital fetal malformations, gestational hyper-
tension/pre-eclampsia and antepartum haemor-
rhage. However, in order to establish a transplacen-
tal infection, patients were referred to an Infectious 
Disease Department for further investigations. 

We strongly recommend vaginal delivery rather 
than cesarean section in stillbirths. After detailed 
discussions with patients, we managed to avoid ce-

sarean delivery on request. Despite that spontane-
ous onset of labour can occur within 14 days since 
diagnosis, we did not adopt an expectative mana-
gement protocol. We proceeded with labour in-
duction immediately after fetal heart beat was not 
recorded. The method of choice was the mechani-
cal method – introducing a transcervical balloon 
catheter – and secondly we used intravenous oxy-
tocin due to the absence of an approved prosta-
glandin in Romania. Previous cesarean section did 
not lead to another cesarean section in our clinic, 
as it is known that double scared uterus leads to 
abnormal placental adhesions. We used oxytocin 
augmentation in order to achieve vaginal birth after 
CS (VBAC) without any uterine rupture recorded. 
Heparin thromboprophylaxis has been adjusted to 
the individual clinical and biochemical profile; 
otherwise it was not administered routinely. Antibi-
otic prophylaxis is not recommended, unless signs 
of sepsis are noted. All patients received dopamine 
agonists in order to suppress the lactation.

The patients were discharged as soon as the 
clinical situation allowed us, in order to achieve a 
full recovery in a familiar environment among 
family members and to lower the risk to develop 
postpartum depression.

CONCLUSION

Our study reveals that the majority of stillbirths 
were found in women in the age group of 

25-30 years and not in the extreme groups of age. 
Parity was not associated with a higher risk of still-
birth. Furthermore, most of the pregnancies were 
preterm <37 weeks of gestation and we noticed 
a higher incidence in intrauterine fetal death in 
male fetuses rather than in females.

The incidence of stillbirth in Romania remains 
high, regardless the efforts to provide easy access 
to medical health facilities despite the patient’s 
place of residence and the socio-economic sta-
tus. We noticed that more than half of the fetuses 
had major congenital abnormalities and mothers 
were not examined by a doctor during their 
pregnancy, which leads us to the idea that there 
is a major educational gap regarding the neces-
sity of antenatal care attendance. Some of the 
underlying factors responsible for intrauterine fe-
tal death could be identified during pregnancy 
and measures should be taken to better manage 
the outcome, if the mother has routine checkups 
with her obstetrician. 



MODE OF DELIVERY IN STILLBIRTH

105Maedica   A Journal of Clinical Medicine, Volume 12 No.2 2017

Regarding the way to deliver a stillbirth, we 
strongly recommend vaginal delivery after induc-
tion of labor for all pregnancies in the second 
trimester. Cesarean section delivery is a high risk 
procedure, which carries a greater risk than any 
other medical procedure; therefore, it should not 
be used as a first line procedure. Its indications 
are very limited because its complications could 
affect the future fertility of the patient. By imple-
menting evidence based medicine guidelines, 
the incidence of CS had a dramatic decrease in 
our institution.

In conclusion, we strongly recommend that 
medical education should be introduced in 
school curriculum, family planning centers should 
function in rural areas and general practitioners 
should raise awareness among the young female 
population regarding the correct approach to-
wards pregnancy, in order to reduce the inci-
dence of intrauterine fetal death. 

Conflicts of interest: none declared.
Financial support: none declared.

1. Centers for Disease Control and Preven-
tion/National Center for Health Statistics//
Model State Vital Statistics Act and 
Regulations. Hyatt sville, Maryland: 
February 1994, 1992 revision. Vol. DHHS 
Publication No. (PHS) 94-1115.

2.  World Health Organization. 2016.
3.  ORDIN nr. 359 din 4 aprilie 2012 

privind criteriile de înregistrare şi 
declarare a nou-nascutului. 
htt p://www.monitoruljuridic.ro/act/
ordin-nr-359-din-4-aprilie-2012.

4.  U Reddy Maternal-Fetal Evidence Based 

Guidelines. In: Maternal-Fetal Evidence 
Based Guidelines. - 2nd ed. London, UK; 2012.

5.  ACOG Practice Bulletin No 102: manage-
ment of stillbirth  2009;3:748-761.

6.  Canterino J, et al. Maternal age and risk of 
fetal death in singleton gestations: USA, 
1995-2000. In J Matern Fetal Neonatal Med 
2004; 3:193-197.

7.  Saurabh K, Patel K. Study of the risk factors 
contributing to stillbirths in Central India  
2015;3:13-16.

8.  Ashish KV, Johan W, Uwe Ewald, et al.  
Risk factors for antepartum stillbirth: a 

case-control study in Nepal. In BMC 
Pregnancy & Childbirth 2015; 15:146.

9.  Debapriya G, Trevor C and Fiona M. 
Elevated risk of stillbirth in males: 
systematic review and meta-analysis of 
more than 30 million births. 
BMC Medicine 2014;12:220.

10.  Siassakos D, Fox R, Draycott  T, Winter 
RM. Management of  late intrauterine fetal 
death and stillbirth. In Royal College of 
Obstetricians & Gynecologists (RCOG) 
October 2010; RCOG Green-top 
Guideline No. 55:13.

References


	105
	maedica_2_r



