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Management after an unexplained stillbirth

Obstetric management of the next pregnancy after an unexplained
stillbirth: An anonymous postal survey of Australian obstetricians
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Abstract
Background: Women who have an unexplained stillbirth are more likely to be delivered early, by induced labour
or Caesarean section, in their next pregnancy. It is unclear whether these birth outcomes result from characteristics
of the next pregnancy, or represent management strategies of obstetricians.
Aim: To investigate obstetricians’ management strategies in the next pregnancy after an unexplained stillbirth.
Methods: Anonymous postal survey of Australian obstetricians. Respondents were given a clinical scenario regarding a previous unexplained stillbirth and were asked about management.
Results: The response rate was 69%. Tests of ‘fetal well-being’ were undertaken by the majority of respondents.
Additional third trimester ultrasound surveillance was recommended by 87% of respondents, regular cardiotograph
monitoring by 72% and formal fetal movement charting by 39%. Elective induction of labour (in the absence
of any other obstetric indication) was recommended by 93% of respondents, and elective Caesarean delivery
by 35%.
Conclusions: The tendency for subsequent pregnancies after an unexplained stillbirth to be delivered earlier, and
more often by Caesarean section, may be due in part to altered management strategies, not solely as a result of
complications of the pregnancy itself.
Key words: Caesarean section, cardiotocograph, fetal movements, non-stress test, unexplained stillbirth.

Introduction
The unexpected loss of a baby during the latter part of pregnancy is a calamity for a woman and her family. In Australia,
approximately one in 200 pregnancies ends in stillbirth, of
which up to 25% are classified as unexplained.1–3 This figure
is similar to the rate of unexplained stillbirth in other countries of the developed world.4–6
A question commonly asked by women after stillbirth is,
‘What are the chances of this happening again in my next
pregnancy?’ If no consideration is made of the aetiology of
the stillbirth, they face an empirical 10-fold increase in the
risk of stillbirth in subsequent pregnancies, as well as
increased risks of both medical complications (such as
hypertension and diabetes) and adverse neonatal outcomes.7
However, the prognosis varies according to the aetiology of
the stillbirth. For example, if the stillbirth resulted solely
from placental causes, there is an increased risk of placental
abruption and preterm birth in the next pregnancy.8 When
the stillbirth remains unexplained, though, providing a
woman with prognostic information for her next pregnancy
is more difficult. Prognostic data are limited, and the largest
study of pregnancy outcome after an unexplained stillbirth
278

found that the risk of stillbirth in the next pregnancy after
unexplained stillbirth was no higher than that of the general
population.9 However, those subsequent pregnancies ended
earlier than matched controls, and the issue of a management
bias remains unresolved.
Management of the next pregnancy after an unexplained
stillbirth causes great anxiety in women, their partners and
families, and indeed their obstetric carers.10 While the available evidence suggests that perinatal outcomes in subsequent
pregnancies are not necessarily compromised, it remains
unclear as to whether this might result from greater vigilance
and a low threshold for intervention rather than the biology
of the pregnancy itself. We sought to answer the question:
Are the subsequent pregnancies of women who have suffered
an unexplained stillbirth managed differently from those of
other women? To do this, we undertook a survey of Australian
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Table 1 For the 334 respondents (72.4%) recommending regular non-stress test (cardiotograph) monitoring, the gestation at
commencement, and frequency of cardiotographs
Frequency
Gestation at commencement
Before 34 weeks
34 weeks
35 weeks
36 weeks
37 weeks
After 37 weeks

Weekly
64
69
10
22
2
0

(19.2%)
(20.7%)
(3.0%)
(6.6%)
(0.6%)

obstetricians, addressing their management of subsequent
pregnancy after an unexplained stillbirth.

Methods
During February of 2004, an anonymous questionnaire was
sent to Fellows of the Royal Australian and New Zealand
College of Obstetricians and Gynaecologists (RANZCOG)
with a practice address in Australia. The distribution list was
provided by the RANZCOG. The questionnaire was piloted
at The Canberra Hospital prior to distribution, and was sent
with a reply paid envelope. The project received approval from
the Human Research Ethics Committee of the Australian
National University, and was thereafter approved for distribution by the Continuing Professional Development Committee
of the RANZCOG. The questionnaire collected basic demographic information, and presented the following scenario:
A 25-year-old woman presents to you at 8 weeks gestation in
her second pregnancy. Her first pregnancy, two years ago,
had been totally normal until occurrence of an unexplained
intrauterine fetal death at 37 weeks. Induction of labour led to
vaginal delivery of a normally grown fetus. Full investigation,
including specialised perinatal autopsy, yielded absolutely no
cause for the fetal death. She is otherwise healthy and no specific medical or gynaecological problems have manifest since.
Considering the management of this current pregnancy, please
indicate the management you would undertake.

A series of questions was presented regarding management of such a pregnancy, with regard to investigations and
treatments including method of delivery.

Results
A total of 702 questionnaires were posted, and 486 were returned
(a response rate of 69%). Four respondents indicated that
they no longer practised obstetrics, and a further 14 surveys
were incomplete, leaving 468 surveys suitable for analysis.

Management of the first half of pregnancy
All 468 respondents (100%) indicated that they would
arrange an ultrasound examination for fetal morphology

2×/week
43
61
20
28
2
0

(12.9%)
(18.3%)
(6.0%)
(8.4%)
(0.6%)

> 2×/week
3
4
3
3
0
0

(0.9%)
(1.2%)
(0.9%)
(0.9%)

Total
110
134
33
53
4
0

(32.9%)
(40.1%)
(9.9%)
(15.9%)
(1.2%)

between 18 and 20 weeks of gestation. In addition, 418
(89%) would offer first trimester screening by nuchal translucency (with or without associated biochemical screening,
for example with PAPP-A), and 410 (88%) would arrange
early ultrasound to confirm gestational age. One hundred
and thirty-five respondents (29%) stated that they would
undertake testing for diabetes before 20 weeks gestation, and
72 (15%) would perform other investigations: thrombophilia
screening (10%); screening for antiphospholipid syndrome
(7%); autoantibody screening (5%); testing for chronic infections (2%); thyroid function testing (1%); and other tests
(2%). Referral for additional counselling and support was
advocated by 135 respondents (29%).

Management of the latter half of the pregnancy
Formal fetal movement charting was advocated by 183
respondents (39%). Of these, 116 (25%) would initiate such
‘kick counting’ before 34 weeks of gestation, the remainder
by 36 weeks. Surveillance with antenatal cardiotocograph
(CTG) monitoring (‘non-stress testing’) would be initiated
by 334 respondents (72%). The gestation at which CTG
monitoring would be commenced, and the frequency of the
tests, is presented in Table 1. Ultrasound surveillance (for
fetal growth, amniotic fluid volume, and/or Doppler cord
flow assessment) was advocated by 409 respondents (87%).
The gestation at which ultrasound monitoring would be
commenced, and the frequency of the tests, is presented in
Table 2.

Management of labour and delivery
When asked, ‘In the absence of any other obstetric indication, would you offer this woman elective induction of
labour?’ 436 respondents (93%) indicated they would. Of
these, 56 (12%) would offer induction 1 week before the
gestation of the previous stillbirth (that is, 36 weeks), and
101 (22%) would offer it at the same gestation as the stillbirth (37 weeks). For the remainder, 176 (38%) would offer
induction of labour at 38 weeks, 54 (12%) at 39 weeks, 48
(10%) at the due date, and 1 (1%) after 40 weeks.
In response to the question ‘In the absence of any other
obstetric indication, would you offer this woman elective
caesarean delivery?’ 164 respondents (35%) answered that
they would. Of these, 26 (6%) would offer Caesarean delivery
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Table 2 For the 409 respondents (87.4%) recommending regular ultrasound surveillance, the duration at commencement, and frequency
of those ultrasounds
Gestation at commencement
Before 21 weeks
21–24 weeks
25–28 weeks
29–32 weeks
33–36 weeks
After 36 weeks

4 weekly
1
11
121
39
15
0

(0.2%)
(2.7%)
(29.6%)
(9.5%)
(3.7%)

3 weekly
0
0
25 (6.1%)
41 (10.0%)
5 (1.2%)
0

1 week before the gestation of the previous stillbirth, and
35 (8%) would offer it at the same gestation. For the remainder,
70 (15%) would offer Caesarean delivery at 38 weeks, 30
(6%) at 39 weeks, and 3 (1%) at term.

Discussion
In our previous case-control study, we compared the outcomes of 316 subsequent births in women who had suffered
an unexplained stillbirth to 3160 births in matched controls.9
That study remains the largest published study that specifically addressed the question of prognosis after unexplained
stillbirth. We found that the women who had an unexplained
stillbirth did not have increased odds of stillbirth or perinatal
death in subsequent pregnancy. That study did find a fourfold increase in the odds of diabetes being diagnosed in the
subsequent pregnancy, compared to matched controls.
Interestingly, increases were found in the odds for induced
labour, Caesarean delivery and preterm birth. As well, the
gestational age at birth in the next pregnancy after unexplained stillbirth was significantly earlier than the control
group. However, it was unclear whether changes in the pattern
of induction of labour, mode of delivery and gestation at birth
represented a response to complications of the pregnancy, or
resulted from a systematic change in the way obstetricians
managed subsequent pregnancies after a history of unexplained stillbirth – a management bias.
The results of our survey may help to answer this question.
The scenario presented to the surveyed obstetricians was of
a young woman who had suffered a near-term stillbirth,
where the fetus was not growth restricted, and for which no
maternal or placental cause could be found. In light of the
results of our previous work,9 there is a low risk of adverse
outcome in her next pregnancy. Aside from repeating tests
for conditions that might predispose to stillbirth (lupus
obstetric syndrome, for example), the majority of respondents proposed management strategies for the first half of
pregnancy that were little different from routine antenatal
management practices in low-risk pregnancy. However, there
was great diversity in the managements proposed for the
latter half of the pregnancy. This was reflected in terms of
varying forms of ‘monitoring for fetal well-being’, with fetal
movement charting, CTG (non-stress test) and ultrasound
surveillance advocated by most respondents. As well,
280

Frequency
2 weekly
1
1
34
61
43
0

(0.2%)
(0.2%)
(8.3%)
(14.9%)
(10.5%)

weekly
0
0
2 (0.5%)
3 (0.7%)
6 (1.5%)
0

Total
2
12
182
144
69

(0.5%)
(2.9%)
(44.5%)
(35.2%)
(16.9%)

recommendations for induced and Caesarean delivery, often
advocated before the due date, were clearly at variance with
generally accepted guidelines.11
With appropriate investigation, the cause of most stillbirths can be determined.4–6,12–14 If aetiology of fetal death is
disregarded, it is clear that, as a group, women who have had
a previous stillbirth face an increased risk of adverse outcomes in future pregnancies.5,7 However, the available data
suggest that the subset of women whose stillbirth was unexplained may not face increased risks of adverse outcome in
the next pregnancy.9 If that is truly the case, then increased
surveillance by fetal movement counting, CTG (non-stress
test) or ultrasound surveillance would be expensive, potentially stressful, and would confer no benefit.15–17 However,
basing such an assessment of risk on retrospective data from
a case-control study could be flawed on at least two grounds.
First, maternal anxiety and stress alone (as are likely to occur
in the next pregnancy after a stillbirth) are themselves associated with adverse neonatal outcomes.18 Second, the limited
epidemiological evidence on which our estimates of risk are
based could be misleading, because subsequent birth outcomes
might be little different from other pregnancies because of
increased surveillance, with obstetricians having a low
threshold to intervene in the next pregnancy.
These are very important issues to clarify, because monitoring and liberal use of induction of labour and Caesarean
delivery are not necessarily benign interventions.19,20 Indeed,
there is evidence that Caesarean delivery and preterm birth
may increase the risk of stillbirth in the next pregnancy.21,22
The other factor that remains largely unstudied is that of
women’s wishes for management of their next pregnancy
after an unexplained stillbirth. It might be that the higher
rates of obstetric intervention in the next pregnancy after
stillbirth reflect the preferences of the women themselves.
Whether intensive pregnancy surveillance increases or
decreases women’s and their family’s levels of anxiety, and
desire for intervention or otherwise, is presently unknown.

Conclusion
Obstetricians’ management of the next pregnancy after an
unexplained stillbirth is variable, with many clinicians recommending close surveillance and early delivery, and others
advocating management little different from routine low-risk
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antenatal care. This survey suggests that the reassuring
subsequent pregnancy outcomes documented in our retrospective study9 might actually be influenced by increased
levels of surveillance, and a low threshold for intervention. It
remains unclear whether the pregnancy after unexplained
stillbirth should be considered ‘high risk’, and there are few
guidelines for management to guide clinicians. These issues
are unlikely to be resolved without a large prospective study
that provides data on obstetricians and women’s preferences.
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