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We envision a world in
which preventable stillbirths
no longer occur, and care
for families and health
workers after stillbirth is
compassionate, high quality
and culturally appropriate.
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FOREWORD

When a baby is stillborn, the impact on parents,
their families and the health-care professionals

who have cared for them can be devastating. The
resulting grief is as strong as that for the loss of
any child, yet poor acknowledgement of their birth
and the pregnancies that resulted in a stillbirth,
combined with stigma, blame and silence, continue
to limit acceptance and legitimization of these
tragic experiences across the globe. Inadequate
quality of care during pregnancy, labour and birth
impacts stillbirth prevention. The shared vision of
the International Stillbirth Alliance and our members
is to improve access to quality care across the
continuum of maternity and newborn care. This
includes support for parents and families, as well as
those who care for them, across a range of health-
care and community settings.

As many of us contributing to this foreword have
lived experience of bereavement following the
death of a baby, we welcome this guide and extend
our thanks to the Bill & Melinda Gates Foundation
for overarching funding and to the authors and
contributors who have devoted their time and
expertise to bring this guide to fruition.

Central to this guide are the voices, experiences
and images of many bereaved parents who have
collaborated each step of the way to co-produce

a unigue document. To those parents and their
babies, we also extend our deepest gratitude
and thanks.

We hope this guide will be read and utilized by

all those working to integrate stillbirth prevention
and care into national, subnational and health-
care facility programmes and policies — because
every pregnancy and every baby counts. By taking
a holistic and collaborative approach to policy
development and implementation, and by including
and listening to bereaved families, it is possible

to ensure that all women and babies experience
the quality, safe and respectful care they deserve
throughout the continuum of care.

D"

Claire Storey, Director of Bereavement, Community
and Parent Voice, on behalf of the International
Stillbirth Alliance Board

Marti Perhach, CEO and Co-founder of Group B
Strep International

Grace Mwashigadi, Research Coordinator, Aga
Khan University, Kenya
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JOINT

MESSAGE FROM

COLLABORATING
ORGANIZATIONS

Every day, over 5,000 babies are stillborn, affecting
nearly 2 million families every year. Two out of five
of these deaths occur during labour, most of which
are preventable with high-quality maternity care.
While some progress has been made in reducing
the global stillbirth rate, substantial disparities
persist between and within regions and countries,
with the most vulnerable groups continuing to
experience disparities in all countries. Timely care
and support can mitigate the known impacts of
stillbirths on women, families, communities and
health workers. Yet such support is only sparsely
available, and little progress has been made to
close these gaps in access. Despite previous calls
for action, progress has been slow.

We can and must do better.

In its latest report, Never Forgotten: The Situation
of Stillbirth Around the Globe, The United Nations
Inter-agency Group for Child Mortality Estimation
describes the dire situation of stillbirths around

Vi

the globe. It makes clear that, to drive change
in preventing stillbirths, there must be sound
policies and targeted investments along the
continuum of care.

From the team of volunteers representing United
Nations organizations, donors, academics,
professional associations, facility directors,
administrators, clinicians, parent organizations
and others who have been working on this global
stillbirth advocacy and implementation guide, we
hope to aid and empower readers to use this guide
to inspire the change needed to end preventable
stillbirths and ensure respectful and supportive
care for every woman and family after stillbirth. By
taking immediate action as a global community of
champions, we can ensure quality and respectful
maternal and newborn care along the continuum of
care and make the vision of this guide a reality.

We hope you will join us.

Gl 3
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Purpose of the guide

This guide is intended to provide technical
resources and practical guidance for stillbirth
advocacy and programme planning at national

and subnational levels. The guide does not

present new information but rather brings together
existing resources, global guidance and toolkits

in one place to inform planning, investments and
programmes aimed at ending preventable stillbirths
and improving care for all women and families who
experience stillbirth. In doing so, gaps in available
resources are also highlighted.

Target audience

The target audience of this guide includes:

*  Country-level and subnational governments
and stakeholders, including ministries of
health, civil registration authorities and
national statistics offices.

*  Health-professional organizations including
national medical, midwifery and nursing
associations and other relevant bodies.

*  Hospital and health facility directors,
managers and administrators.

It is anticipated that the guide will also be useful for
parents, parent organizations, community leaders,
individual clinicians and others who advocate for
stillbirth prevention and respectful and supportive
care after stillbirth to be integrated along the
continuum of maternal and child health care.

40 . 0
&
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Stakeholder level definitions

The content in this guide is sometimes aimed at
specific stakeholder levels. The following definitions
have been used:

e Policy level: Includes those who work in
ministries or United Nations agencies in-
country and make or directly influence policy.

e Mid-level: Includes those who work in
ministries or United Nations agencies
in-country but do not make or directly
influence policy.

* Local level: Includes those who do not work
in ministries or United Nations agencies,
whose work is based in communities
(villages, cities, towns).

Vi WP
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Types of resources included

Included in this guide are links to global guidelines,
toolkits, key initiatives, training resources, data
sources and publications about stillbirth and care
along the continuum of maternal and child health.
Case studies from a wide range of geographical
contexts are also included to illustrate what can
be achieved.

A colour-coded system has been used to organize
specific features of the guide:

*  Blue boxes: reflections, definitions of key
terms and key data and their sources (the
latter presented as “Data highlights”).
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* Large lavender boxes: case studies, often in the guide when using internal hyperlinks, press
presented as “Sharing what works”. ALT+left arrow (PC) or Command-+left arrow (Mac)

. on your keyboard.
*  Green boxes: resource links, presented as Y Y

“Resources”

e Aqua boxes: links for further information,

presented as “Learn more”. @
J
*  Orange boxes: content specific to " 4

bereavement care.
Feedback and updates

The International Stillbirth Alliance Stillbirth
Advocacy Working Group (ISA-SAWG) welcomes
feedback on this guide, as well as suggestions
y/ for additional resources to be included in future
updates, to sawg@stillbirthalliance.org.

N

Navigating the document

This guide includes hyperlinks to external web
resources, as well as internal hyperlinks to specific
sections of the guide itself. To return to your place


mailto:sawg%40stillbirthalliance.org?subject=
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1.BACKGROUND

The toll of stillbirth

Stillbirth rates

Stillbirth, when a baby dies in the latter stages

of pregnancy or during birth, is a devastating
pregnancy outcome. One stillbirth occurs every
17 seconds worldwide — equating to around 1.9
million babies stillborn in 2021. These are babies
whose mothers and families expected them to be
born alive. Over three quarters of stillbirths occur
in sub-Saharan Africa and South Asia (Figure 1.1).
Low- and lower-middle-income countries account
for 89% of all stillbirths, but only 71% of all live
births. Forty-five per cent of all stillbirths occur

© UNICEF/UNI73176/Holtz

Nadége Ndi Rose, 20, is in labour in the
maternity ward of Saint Luc Hospital,

a privately run hospital in the town of
Mbalmayo (Cameroon). Two health
workers attend to her. Ms. Rose will deliver
her fifth premature, stillborn baby. She has
never received a prenatal consultation.

after the onset of labour. Many of these stillbirths
occur in full-term babies, and they are preventable
with equitable access to high-quality pregnancy
and childbirth care (1). Over the past two decades,
progress in lowering stillbirth rates has not kept
pace with achievements in saving mothers' lives,
nor with progress in preventing deaths of newborns
in the first 28 days after birth. Between 2000 and
2021, the annual rate of reduction in the global
stillbirth rate was just 2%, compared with a 2.7%
reduction in neonatal mortality (deaths in the first
month after birth) and 3.9% among children aged 1
month to 59 months (1). Meanwhile, between 2000
and 2020, the global maternal mortality ratio (MMR)
decreased by 2.1% per year (2).
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FIGURE 1.1: STILLBIRTH RATES, BY COUNTRY (2021)
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Source: Never Forgotten: The Situation of Stillbirth Around the Globe. Report of the United Nations Inter-agency Group for Child Mortality Estimation,

2022. Note: Map does not reflect a position by UNICEF, or any collaborating organizations on this guide, on the legal status of any country or territory or the

delimitation of any frontiers. The most recent national stillbirth rates for 195 countries are available at www.childmortality.org.

A note on terminology around gender

This guide recognizes gender diversity
among pregnant and birthing individuals.
The terms “woman” and “mother” have been
used throughout for brevity. The guide is
intended to be inclusive of all pregnant and
birthing individuals, even though some may
not identify as a woman or as a mother (3).

Stillbirth is an increasingly critical global health
problem. In 2000, stillbirths accounted for 23% of all
under-5 deaths and stillbirths. By 2021, this figure
had increased to 27% (1). In sub-Saharan Africa,
the estimated number of stillbirths increased from
765,000 in 2000 to 847,000 in 2021, as the growth
in total births outpaced the decline in the region’s
stillbirth rate (1). In some high-income countries
(HICs), there are more stillbirths than neonatal
deaths, and the number of stillbirths surpasses that
of even infant deaths (deaths of children from 1
month to 12 months of age).

In 2014, 194 Member States endorsed the Every
Newborn Action Plan (ENAP) (4) at the Sixty-
seventh World Health Assembly. The ENAP set a
target of 12 or fewer stillbirths per 1,000 total births
in every country by 2030. More than 45 countries
must more than double their current progress to
meet this target (1). ENAP also aimed to close
equity gaps, meaning differences in stillbirth rates
between the most and least advantaged groups.
But few countries — even those with low overall
mortality — have made progress in using data and
targeted action to close these gaps.

Emotional and psychological toll

The experience of having a stillborn baby is a
life-changing event with extensive and complex
psychological, psychosocial and emotional impacts
on parents and families (5). For many parents,

the unexpected loss of their child — and the care
experienced following that loss — affects their approach
to life and death, self-esteem and identity (6).


https://childmortality.org/wp-content/uploads/2023/01/UN-IGME-Stillbirth-Report-2022.pdf
http://www.childmortality.org
https://www.who.int/initiatives/every-newborn-action-plan
https://www.who.int/initiatives/every-newborn-action-plan
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No one ever tells you that you're
going to lose all context of yourself.
Your life, your identity, your interests,
your relationships — everything

feels like you're figuring it out again
for the first time.” - Alex, mother of

stillborn son Robin

Source: whatsyourgrief.com/loss-of-identity-after-stillbirth

While the mental health impacts of stillbirth vary

in severity and manifestation, common emotional
themes among bereaved individuals include shock,
guilt, blame, a profound need to understand the
cause of death and to remember the birth, and
irrational and terrifying thoughts (7). Multiple
studies show that while these impacts appear to be
most frequent and intense in the first few months
following stillbirth, there are long-lasting, complex
emotional and psychological impacts on birthing
women and their partners. These long-lasting
impacts include increased psychological morbidity
in subsequent pregnancies and increased risk of
severe mental health disorders (8).

The loss of my baby changed so
many things about me. Telling
people was so shameful. People
[said] it was my fault that the baby
died, and | started blaming myself
too, telling myself that | was not
careful enough. | went home [from
work] everyday crying.” - Oyele, Nigeria

Source: blogs.unicef.org/evidence-for-action/shrouded-in-silence-the-

untold-story-of-stillbirths

Research also shows that the emotional aftermath
of having a stillborn baby is often significantly
influenced by social and cultural norms and
contexts. In some cultures, stillbirth is perceived as
the fault of the woman, resulting in public shaming
and future discrimination. In other cultures,
stillbirths are not recognized at all or are considered
so-called “non-events”, which may considerably
impact the capacity of an individual to grieve

(9, 10). Studies have also found that, in certain
contexts, the cheery, bustling environment of the
labour and birthing ward is an extremely painful
place for parents and families who have had a
stillborn baby, and that well-intentioned attempts of
health-care workers to provide comfort often have
the opposite effect (11).

While nothing can prevent the pain and grief of
having a stillborn baby, the availability of culturally
appropriate, person-centred care and psychosocial
support may help to reduce the severity, magnitude
and duration of its psychological and emotional toll
on women and families.

Crystal and LP Nielsen say goodbye to their daughter Aleia Nielsen
following her funeral on July 8,2020. Aleia is their only daughter.
Source: Stacey Fletcher



http://whatsyourgrief.com/loss-of-identity-after-stillbirth/
https://data.unicef.org/data-for-action/shrouded-in-silence-the-untold-story-of-stillbirths/
https://data.unicef.org/data-for-action/shrouded-in-silence-the-untold-story-of-stillbirths/
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What do we mean by culturally
appropriate care?

This guide defines culturally appropriate care
as care that is informed by, respectful of and
aligned with the woman'’s particular cultural
beliefs and norms, while also adhering to
accepted global norms on human rights

\ and respectful maternity care, such as the

\ International Declaration on Human Rights
and the Respectful Maternity Care Charter.

Financial and societal toll

Estimating the economic and societal toll of
stillbirth is challenging, but it is necessary to
understand the cost-effectiveness of interventions
to prevent stillbirth and to improve care after a
baby dies. The losses attributed to stillbirth can be
difficult to estimate because they include direct
costs (the financial cost of health service use when
a baby dies), indirect costs (the cost of loss of

productivity or human resources) and intangible
costs (the non-monetary costs that largely reflect
the emotional impact of stillbirth) (12). Figure
1.2 depicts the effect of stillbirth including direct,
indirect and intangible costs associated with the
baby, mother, family, health services, society and
governments.

In 2018, Campbell and others estimated the mean
direct cost per stillbirth to be £802. Inflated to

2022 values, and converted to US dollars for global
comparison, this is approximately US $1,000 per
stillborn baby (13). The direct cost of parental
anxiety and depression was approximately US $820
per stillborn baby (10). Costs of care in subsequent
pregnancies varied depending on the cause of

the stillbirth, and it was greatest for unexplained
stillbirths, approximately US $5,500 per case (14).
In addition to its effect on parents, the death of a
baby has a negative impact upon staff, estimated to
be US $900 per case (13).

FIGURE 1.2: THE EFFECT OF STILLBIRTH ORIGINATING WITH THE DEATH OF THE BABY, AFFECTING
MOTHER, FAMILY, HEALTH SERVICES, SOCIETY AND GOVERNMENT

Increased health-cane costs

Megative effect on staff

Increased risk Stigma,
of family 3 abandonment,
breakdown | and abuse

Reduced eamings from
employment, matemnity
and patemnity leave,
and health-care
expenses

B Effect of stillbirth

Source: Reprinted from The Lancet, Vol. 387, Heazell, Siassakos, Blencowe, et al., Stillbirths: economic and psychosocial consequences, pages 604-616,

2-6 million
stillbirths

Copyright (2016), with permission from Elsevier. Note. 2.6 million stillbirths each year reflects the estimate at the time of publication of the figure (2016); the
2021 estimate is 1.9 million stillbirths.


https://www.un.org/en/about-us/universal-declaration-of-human-rights
https://whiteribbonalliance.org/resources/rmc-charter/
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A systematic review grouped the intangible costs
of stillbirth into eight themes: profound grief,
depression, social isolation, relationship issues,
sibling issues, return to normality, need for support,
and life-changing event (12). These extensive
intangible costs are experienced by mothers, as
well as fathers/partners, siblings, grandparents and
other family members. These intangible costs may
lead to financial costs, which are frequently met by
parents alone and are likely much greater than the
direct and indirect costs.

Few countries provide maternity or paternity leave
following stillbirth, leading to loss of earnings or
presenteeism (being present at work, but with
lowered productivity) (10). Taking the impact of
stillbirth into account, the investment required

for effective interventions to save babies’ lives is
reduced to US $2,143 per life saved, compared with

$3,994 if neonatal deaths are considered alone (10).

Capturing all these aspects of the stillbirth burden
indicates the large economic cost of stillbirth that is
ultimately borne by governments and societies.

Impact on health-care providers

Health-care providers are at risk of developing
professional burnout due to the psychological
impact of working through stressful events,
including being with women who experience
stillbirth (15). For health-care providers, significant
negative impacts of caring for families after
stillbirth include personal distress, feelings of
overwhelm, trying to “hold it together”, difficulty
concentrating and difficulty returning to work after
the event (16-20). Secondary traumatic stress and
symptoms of post-traumatic stress disorder have
also been reported among health-care providers

attending traumatic births, including stillbirths (21).
A study in Kenya and Uganda showed sadness,
frustration, guilt and shame were commonly
experienced, and health-care providers exhibited
blame, fear and negative behaviours such as
passing the responsibility of communication with
families to others (22). Another study from Papua
New Guinea showed health-care providers felt at
risk of physical violence from angry relatives after
caring for a woman who had a stillborn baby (23).

Any time | care for a woman who
has had a stillbirth, it is devastating
for the woman and her family but
also for me as the caregiver. | have
to deal with my own grief and that
of the woman and her family, and
yet culturally it is not acceptable to
grieve in public since the society
does not consider the stillborn as a
human being...” - Midwife from Malawi

Source: Homer, Malata, ten Hoope-Bender (2016) (24)

However, there is evidence of some positive
impacts, especially when health-care providers
feel they can provide quality bereavement care.
Caring for families can be rewarding when health-
care providers are able to connect with families,
offer opportunities to create special memories,
listen to — and share — grief and make a positive
difference (25).
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A woman unpacks baby clothes and blankets in her home in Lusaka (Zambia).
She has just returned following the stillbirth of her baby. She believes her
baby was stillborn due to complications related to her diabetes and HIV-
positive status.

Underlying risk factors
associated with stillbirth

Risk factors are conditions or characteristics that
increase a person's risk or chance of developing

a disease, or of experiencing an adverse health
outcome such as stillbirth. These risk factors may
act directly or indirectly, by increasing the risk of
other, more direct causes of death. For instance,
infection is a risk factor that can directly cause
death, while lack of skilled providers is an indirect
risk factor that could contribute to a death. Risk
factors for stillbirth commonly increase the risk
of other adverse birth outcomes as well, including
preterm birth, low birthweight and neonatal death.
Figure 1.3 depicts one model of stillbirth risk (called
the social ecological model) and the multilayered

risk factors that impact stillbirth, including maternal,
family, community, health system and structural
risk factors. Examples of specific risk factors are
shown in Table 1.1, in accordance with this model.
The table provides a list of example risk factors,

but it is not exhaustive. It is important to note that
such risk factors may interact with one another in
complex ways, potentially amplifying risk (26).

FIGURE 1.3: SOCIAL ECOLOGICAL MODEL OF STILLBIRTH RISK

Interventions to
reduce risk should
be planned at ——
multiple levels for
greatest impact.

Community factors

Family factors

Maternal and
fetal factors

Structural factors
that discriminate
against women
based on identity
can exacerbate
risk at all levels.




BACKGROUND 7

TABLE 1.1: STILLBIRTH RISK FACTORS ACCORDING TO THE SOCIAL ECOLOGICAL MODEL

Model component Examples of risk factors

i

FAMILY RISK FACTORS

Family structures Emotional and physical abuse

and dynamics
U Lack of autonomy over health and health-care decision-making

MATERNAL AND FETAL RISK FACTORS

Financial, emotional and Poverty or low income and associated food or housing insecurity
interpersonal stress Lack of social or family support
Remoteness and rurality Lack of access to transportation
Lack of access to and availability of emergency obstetric services
Lack of self-efficacy Low health literacy leading to a poor understanding of health information
Physiological or biomedical ~~ Maternal age 35 years or older
High body mass index/obesity
Pre-existing conditions such as hypertensive disorders, malaria, HIV infection
Poor nutritional intake; substance use such as tobacco, alcohol, opiates
Placental/fetal Fetal growth restriction; pre-eclampsia/eclampsia; infection

Antepartum or intrapartum haemorrhage

Note: This list provides examples of risk factors; it is not intended to be exhaustive.
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2.0PPORTUNITIES TO OVERCOME
CHALLENGES IN ADDRESSING

STILLBIRTH

What are the challenges?

Despite recent progress in including stillbirths in
global data tracking for child mortality (1), stillbirths
remain hidden in terms of social recognition,
investment and programmatic action, due to
failures in five broad categories (27): lack of

equity in access to care; lack of quality of care;
societal perceptions; data gaps; and programmatic
challenges (Figure 2.1). These broad categories
describe why preventable stillbirths — which can

be avoided via the actions of health systems -
continue to occur. They also underscore why quality
care after stillbirth is often lacking. Examples of
specific challenges are shown in Annex 1.

FIGURE 2.1: FRAMEWORK OF THE CHALLENGES

IN ADDRESSING STILLBIRTHS

Lack of equity
in access
to care
. Lack
Programmatic of quality
challenges
o ~~ Challenges — of care
addressing
stillbirths
/ AN
S AR Societal
. perceptions

In 25 July 2014 in the State of Palestine, Soha Mosleh lies on a cot as she recovers in the maternity
ward of Al-Shifa Hospital in Gaza. On the second day of the recent escalation of violence between
Israel and Gaza, Ms. Mosleh, who was in her ninth month of pregnancy, left her home in Zeitoun
district in search of a safer place to take refuge. “It felt like a stone,” she says of vaginal pain she
began to experience. Once in hospital, she gave birth to a stillborn baby girl. According to her doctors,

Lack of equity in access to care

Equity in maternal health means all women have
access to — and can utilize — the right care at the
right time, regardless of their race, social status,
ethnicity, religion, age, sexuality or other individual
characteristics. Health-care authorities must
take steps to ensure maternal health services
are available to all women, and especially those
most likely to need them but least likely to use
them. These include migrant women, refugees
and women and families living in fragile and
humanitarian response settings.

© UNICEF/UNIT66910/d'Aki

the stillbirth was caused by stress the conflict induced.
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Poverty devastated me; | had four
stillbirths in a row. Most people are
illiterate and poor here. They are
conservative,; they do not allow their
women to go for check-ups. But rich
women do not face such issues; they
have more freedom than us’”

Source: Zakar, Zakar, Mustafa, et al. (woman in Pakistan, 2018) (28)

Lack of quality of care

The stillbirth rate is a key indicator of quality of care
during pregnancy and childbirth.

Quality of care is defined by WHO as “the
extent to which health-care services provided
to individuals and patient populations
improve desired health outcomes ... health
care needs to be safe, effective, timely,
efficient, equitable and people-centred” (29).

Evidence shows that a higher frequency of
antenatal visits by women and adolescent girls is
associated with a reduced likelihood of stillbirth.
This reduced risk is due in large part to increased
opportunities for health-care professionals to detect
and — together with women — manage potential
complications. Compared with four contacts, eight
or more contacts for antenatal care can reduce
perinatal deaths (stillbirths and newborn deaths)
by up to 8 per 1,000 births (30). But there remain
many barriers to providing high-quality antenatal
care. Barriers to providing quality intrapartum care
also exist, and approximately half of all stillbirths
result from complications during labour and birth
(31). There are many challenges to improving
quality of care relating to emotional, informational
and system factors such as staffing and funding
issues (32).

Societal perceptions

The significant loss of life due to stillbirth is
frequently unrecognized and hidden from view.
Common challenges countries and societies
face include persisting stigma and taboos that
keep stillbirth hidden (33), as well as the limited
recognition of and provision for stillbirths within
the legal framework in many countries. There is
also a need for greater community awareness
of the grief and trauma of stillbirth and how to
respond to it, as this is a crucial step towards
reducing the isolation, grief and stigma that
many parents experience (see Chapter 1 and
Suppression of grief: a case study from India).

Our society finds it very difficult
to talk about death and finds it
very difficult to talk about intense
emotion, and the death of a little
baby or a child is such a painful
and confronting area for people.”

- Deborah de Wilde, volunteer, Stillbirth
Foundation Australia

Source: Senate Select Committee on Stillbirth Research and Education.
2018 Report
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Suppression of grief: a case study from India

Mrs S, a 29-year-old woman, was enjoying her first pregnancy in 2019. In her eighth month of
pregnancy, a routine growth scan showed swelling in the baby’s head with destruction of brain
matter (gross hydrocephalus with very thin cerebral cortex). Both parents were counselled,
and the prognosis of the baby was explained. Family support helped Mrs S as she waited for
spontaneous labour. After nine months of pregnancy, a beautiful baby boy was born still. Mrs
S was asked if she would like to see and hold her baby. The baby had been dressed nicely
with head cap in place (to conceal the procedure marks), but Mrs S refused. She asked her
obstetrician to take a picture of her baby in case she ever wanted to see the picture in the
future. At the time, there was no apparent grief expression.

After the death of their baby, the couple were so distressed that they left their jobs and went
abroad, in the hope of escaping painful memories. Mrs S conceived again and gave birth to

a healthy baby girl. After almost two and a half years, Mrs S called her previous obstetrician
and requested the pictures of her lost son. She shared that, at the time of her son’s death,

she had been under intense sociocultural pressure to avoid seeing him. Her family had been
supportive, but they thought that the baby was a bad omen and that seeing him may bring bad
luck for her next pregnancy. When the obstetrician shared the pictures with Mrs S, she started
crying. She had not cried over her son until this point, which led to a build-up of self-guilt over
the course of her delayed grieving. The obstetrician understood her situation and told her that

10

it's normal to cry. The obstetrician suggested she seek counselling for ongoing support.

Data gaps

One of the challenges in conducting epidemiological
studies of stillbirth — and for developing and
implementing evidence-based interventions, training
programmes and health policies to reduce stillbirth
— has been the lack of precise, high-quality and
complete data on stillbirths. Lack of attention to the
issue coupled with inadequate funding and human
resources have contributed to these gaps. Failure

to disaggregate data has led to lost opportunities

to prevent stillbirths. For example, without
disaggregated data by timing of death, there is no
capacity to monitor intrapartum stillbirths, which
are largely preventable.

Many stillbirths are not recorded due to social
stigma, or where there are no legal requirements

to do so. Even where data are available, their use
has been frequently hampered by lack of effective
communication to the public, national governments,
funders, health-care providers and others on the
emotional and financial cost of stillbirth (10, 31).

Data are also required to address specific actions
to prevent stillbirth and monitor care after death.
Data that are already routinely collected to track
intrapartum and antenatal care, including content,
quality, coverage and equity, could be better used to
inform stillbirth prevention. More data are needed to
quantify all stillbirth-related direct and indirect costs

(see Chapter 1).



OPPORTUNITIES TO OVERCOME CHALLENGES IN ADDRESSING STILLBIRTH 11

Programmatic challenges

Programmatic gaps, such as a failure to provide
clear local protocols for diagnostic investigation
into the causes of stillbirth (Annex 1), exacerbate
challenges in addressing stillbirth. Such gaps
may reflect a lack of organizational and political
commitment to stillbirth prevention and to providing
respectful and supportive care to families after
stillbirth, as well as the inaccurate belief that
stillbirth is not preventable. Policies and guidance
for programmatic approaches to care after
stillbirth (including bereavement care and care in
subsequent pregnancies) are crucial and require
multilevel leadership.

Opportunities along the
continuum of care

The continuum of care refers to the continuity of
individual care that is necessary throughout the
life cycle, from birth to death and between places
of care provision, to ensure survival and good
health. It has become a primary focus of efforts

to reduce maternal, newborn and child deaths and
stillbirths, and to improve quality of care globally
(34, 35). The continuum of care involves provision
of comprehensive services, including clinical

care, outpatient services and community-based
care, provided by midwives, nurses, obstetricians,
gynaecologists, paediatricians, neonatologists,
general medical practitioners, community health
workers, allied health workers and others. It spans
adolescence, preconception, pregnancy, childbirth,
the postnatal period and the early childhood period,
as well as following death — with an emphasis

on reducing inequities (34). Integration between
programmes and across stages of the continuum
is key to ensuring quality of care so that no woman,
baby or child falls through the cracks (34).

Guidelines and best practice

Existing guidelines from WHO provide a
comprehensive summary of interventions along

the continuum of care. While not aimed specifically
at stillbirth prevention, many of the recommended
interventions for preconception, antenatal and
intrapartum care will help to prevent stillbirths.
Selected recommendations for postnatal care are
applicable for the physical care of women who have
given birth to a stillborn baby. However, there are
no dedicated WHO guidelines specific to care after
stillbirth.
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Preconception care

-> WHO Preconception Care to Reduce Maternal
and Childhood Mortality and Morbidity (36)

Antenatal care

- WHO Recommendations on Antenatal Care for
a Positive Pregnancy Experience (30)

Intrapartum care

- WHO Recommendations: Intrapartum Care for a

Positive Childbirth Experience (37)

- WHO Managing Complications in Pregnancy
and Childbirth: A Guide for Midwives and
Doctors — 2nd Edition (38)

- WHO Labour Care Guide: User’s Manual (39)

Postnatal care

- WHO Recommendations on Maternal and
Newborn Care for a Positive Postnatal

Experience (3)

WHAT YOU CAN DO:

-> Local level: Ensure access to relevant and up-
to-date clinical practice guidelines; implement
the recommended interventions.

- Mid-level: Link with local politicians to develop
a campaign to raise women's awareness of
the services to which they are entitled, and
to hold government and health-care workers
accountable for their performance.

- Policy level: Secure funding for implementation
and adaptation of guidelines in your setting.

- Take action using the advocacy guidance
provided in Chapter 4.

What about stillbirth, specifically?

Delivered by skilled providers in an enabling
environment, the continuum of care approach

is critical to stillbirth prevention and care when
stillbirth occurs, through improving the health of
every woman and every baby. Figure 2.2 shows
actions for stillbirth prevention and care at each
point along the continuum of care, drawing from
existing guidelines and best practice. Essential
elements of bereavement care are included, with
further detail in Chapter 3.

Box 2.1 outlines essential elements of physical
care, which should not be lost in bereavement
support, especially as stillbirth is often associated
with maternal health conditions. It is critical that
physical care of the woman is provided with
sensitivity and compassion.


https://www.who.int/publications/i/item/9789241505000
https://www.who.int/publications/i/item/9789241505000
https://www.who.int/publications/i/item/9789241549912
https://www.who.int/publications/i/item/9789241549912
https://www.who.int/publications/i/item/9789241550215
https://www.who.int/publications/i/item/9789241550215
https://apps.who.int/iris/handle/10665/255760
https://apps.who.int/iris/handle/10665/255760
https://apps.who.int/iris/handle/10665/255760
https://www.who.int/publications/i/item/9789240017566
https://www.who.int/publications/i/item/9789240045989
https://www.who.int/publications/i/item/9789240045989
https://www.who.int/publications/i/item/9789240045989

FIGURE 2.2: THE CONTINUUM OF CARE: ACTIONS FOR STILLBIRTH PREVENTION AND CARE
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*Plus other public health measures to improve the general health and well-being of all women of
reproductive age.
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POSTNATAL CARE NEXT PREGNANCY

BEREAVEMENT CARE PATHWAY:

Activated when stillbirth is diagnosed

»  Respectful and sensitive communication; psychosocial support for parents
+  Management of labour and ongoing physical care of the woman

+  Decision support for stillbirth investigations

«  Opportunities for memory-making and contact with the baby

+  Death certificate and audits

** May include interventions such as umbilical artery doppler ultrasound screening, maternal smoking cessation
and awareness of fetal movements, maternal vaccinations, environmental precautions (such as mosquito
netting), informed decision-making around timing of birth, group B streptococcus testing and others.

*** Includes monitoring of labour progress and maternal status, as per the WHO Labour Care Guide: User's
Manual (39).
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BOX 2.1: ESSENTIAL ELEMENTS OF PHYSICAL CARE OF WOMEN AFTER DIAGNOSIS OF

STILLBIRTH

Labour and birth

- Sensitive shared decision-making on
options for timing and mode of birth
(vaginal or caesarean birth)

-> Discussion of options for pain relief and

Postnatal care
- Comprehensive postnatal physiological
assessment

- Management of postpartum perineal and
uterine pain following vaginal birth

management of the third stage of labour

. . - Pain management and wound care
(for vaginal births)

following caesarean birth
-> Planning for a birthing companion,

: , - Dietary advice and information for
according to the woman's preferences

preventing constipation

- Treatment for any maternal conditions

-> Lactation management, including lactation
suppression where required

-> Treatment of breast engorgement and
prevention of mastitis

- Comprehensive contraceptive information
and services

-> Ongoing treatment for any maternal
conditions and counselling around
subsequent pregnancy planning

© UNICEF/UNI48209/Khemka

A doctor checks Hameeda Abdul, 25, who lies in bed following a Caesarean

and Hameeda almost died due to complications from severe anaemia, low blood
pressure and Hepatitis C. This was her eighth pregnancy; she has four surviving
children. All her previous deliveries were conducted at home. Doctors said they
were lucky to save her life.

section at Qatar Hospital in the port city of Karachi. Hameeda's baby was stillborn,

14
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3.BEREAVEMENT CARE IS ESSENTIAL

Quiality, respectful and supportive bereavement
care — which spans antenatal, intrapartum and
postnatal care — is essential for all bereaved
parents and families everywhere. This chapter
introduces and defines bereavement care and
outlines principles of respectful bereavement care.
It also provides links to available guidelines and lists
additional considerations for bereavement care, as
voiced by parents. More guidance on bereavement
care is presented throughout the programme
implementation chapter (Chapter 5), highlighted in
orange boxes, as shown below.

For more information and guidance on
bereavement care, see Chapter 5.

What is respectful and
supportive bereavement
care?

Stillbirth bereavement care encompasses holistic
clinical, social and psychological care from the first
signs of concern about a baby's well-being through
diagnosis, labour and birth and the extended
postnatal period. Bereavement care includes care
of the woman, partner, baby and family members.
Midwives, nurses, obstetricians, community health
workers and general practitioners are instrumental
in providing bereavement care, alongside support
organizations and lay professionals, such as doulas
specializing in bereavement.

Principles of respectful
bereavement care

Eight globally applicable principles of bereavement
care for women, babies and families have been
developed, as follows (40):

1. Reduce stigma
2. Provide respectful care
3. Support shared, informed decision-making

4. Make every effort to investigate and provide
an acceptable explanation for the death
of the baby

5. Acknowledge the depth and variety of grief
responses and offer support

6. Offer information and postnatal care
to address physical, practical and
psychological needs

7. Provide information about future pregnancy
planning at appropriate time points

8. Enable high-quality care through workforce
training and support (see Chapter 5)

Adam and JC Unferdorfer hold their daughter Emmalee. |
She is their only child and was stillborn on September 30, 2017.
Source: Stacey Fletcher
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The International Stillbirth Alliance (ISA)
Bereavement Working Group is currently working
to build on these principles to ensure they fully
incorporate the experience and voice of affected
parents and health-care providers, especially those
from low- and middle-income countries (LMICs).

Guidelines for bereavement care

following stillbirth

Bereavement care guidelines must support
culturally appropriate care, recognizing the specific
needs of minority and marginalized groups, while
ensuring that all parents are given choices. While
there are WHO guidelines for care at other stages

along the continuum (Chapter 2), there are currently

no global bereavement standards or guidelines.

Some HICs have developed national guidelines, and

several other guidelines provide relevant advice.
Below is an annotated list of these resources in
order of publication:

® WHO: Managing Complications in Pregnancy
and Childbirth: A Guided for Midwives and
Doctors, 2nd Edition. (2017) (38). This guide
addresses care to be provided to a woman
and her family at the time of and after stillbirth,
with emphasis on emotional need, memory-
making, naming, avoidance of sedation of the
woman, and arranging a discussion with the
woman and her partner about the stillbirth and
possible preventive measures for subsequent
pregnancies.

® Sands Australian Principles of Bereavement
Care (Australia, 2018) (41). This guide
describes 10 bereavement care principles
following miscarriage, stillbirth and newborn
death: individualized bereavement care; good
communication; shared decision-making;
recognition of parenthood; acknowledging a
partner’s and family’s grief; acknowledging
that grief is individual; awareness of burials,
cremations and funerals; ongoing emotional
and practical support; health-care professionals
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trained in bereavement care; health-care
professionals with access to self-care.

Perinatal Society of Australia and New Zealand

Clinical Practice Guideline for Care Around
Stillbirth and Neonatal Death (2020) (42).

This guideline includes a dedicated chapter on
respectful and supportive care following stillbirth
or newborn death. It describes 10 foundations
for care and an organizing framework that

sets out four overarching goals of care: good
communication; shared decision-making;
recognition of parenthood; and effective support,
including in subsequent pregnancies.

Management of Stillbirth (American College

of Obstetricians and Gynecologists and the
Society for Maternal-Fetal Medicine, 2020) (43).
This guideline describes the recommended
management of stillbirth, including bereavement
care principles adapted from the Sands Australia
principles of bereavement care.

National Bereavement Care Pathway (NBCP)
(UK, 2022). A parent-led bereavement care
plan is recommended for women and their
families to provide quality bereavement care
following miscarriage, ectopic pregnancy,
molar pregnancy, termination for fetal anomaly,
stillbirth, neonatal death or sudden and
unexpected death in infancy up to 12 months.
The pathway also emphasizes bereavement
care training for health-care providers. Read
about the development and implementation of
the NBCP in Sharing what works in Chapter 4.

National Standards for Bereavement Care
(Ireland, 2022) (44). These national standards
are built around four central themes related

to pregnancy loss and perinatal death:
bereavement; the hospital; the baby and parents;
and the staff.

Parent Voices Initiative toolkits (India/

Kenya, 2022). The purpose of the Parent
Voices Initiative (PVI) is to raise the voice and
participation of parents bereaved by stillbirth to



https://apps.who.int/iris/handle/10665/255760
https://apps.who.int/iris/handle/10665/255760
https://apps.who.int/iris/handle/10665/255760
https://www.sands.org.au/bereavement-care
https://www.sands.org.au/bereavement-care
https://www.sands.org.au/bereavement-care
https://stillbirthcre.org.au/researchers-clinicians/download-resources/clinical-practice-guidelines-and-position-statements/
https://stillbirthcre.org.au/researchers-clinicians/download-resources/clinical-practice-guidelines-and-position-statements/
https://stillbirthcre.org.au/researchers-clinicians/download-resources/clinical-practice-guidelines-and-position-statements/
https://www.acog.org/clinical/clinical-guidance/obstetric-care-consensus/articles/2020/03/management-of-stillbirth
https://www.acog.org/clinical/clinical-guidance/obstetric-care-consensus/articles/2020/03/management-of-stillbirth
https://www.acog.org/clinical/clinical-guidance/obstetric-care-consensus/articles/2020/03/management-of-stillbirth
https://www.acog.org/clinical/clinical-guidance/obstetric-care-consensus/articles/2020/03/management-of-stillbirth
https://nbcpathway.org.uk/
https://nbcpathway.org.uk/
https://www.hse.ie/eng/services/list/3/maternity/bereavement-care/
https://www.stillbirthalliance.org/parent-voices-initiative/advocacy-toolkits/
https://www.stillbirthalliance.org/parent-voices-initiative/advocacy-toolkits/
https://www.stillbirthalliance.org/parent-voices-initiative/advocacy-toolkits/
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strengthen advocacy for stillbirth prevention and
bereavement support. See Sharing what works.

® NEST360 UNICEF newborn kit (Kenya, Malawi,
India, 2022). Family-centred bereavement care
is advocated by NEST360. Family-centred care
revolves around a mutual relationship between
the family and health-care providers, in the care
of a well, sick or dying child.

Across all these documents is a consistent
message: the need for effective communication
and respectful bereavement care for every woman
and family.

@ REFLECTION
The evidence base for best practice

bereavement care in LMICs is very limited.
Given this fact, what can you do in the short
and medium term to improve bereavement
care in your setting?

Additional considerations

In the absence of global guidelines for bereavement
care, action can still be taken to help ensure that
women and families receive respectful care after
stillbirth. Along with the resources listed in this
chapter, recommendations and considerations
from affected parents are invaluable. Some of
these recommendations and considerations are
evidence-based, while others are informal, reflecting
insufficient research into bereavement care. All
could be incorporated into caregiver training, health
facility policy or stillbirth advocacy initiatives.

These include:

® What to say to parents when they are told
their baby has died. See Box 3.1 for a list of
suggested phrases, and what not to say.

® The value of parental closure in seeing, holding
and photographing their baby. Many parents
find that creating memories and keepsakes
helps in the grieving process.
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® The power of peer-to-peer support and finding

other families who have experienced similar
losses. The ISA Global Registry of Stillbirth
Support Organizations and Individuals is a
registry of organizations that provide support
to those affected by stillbirth. Many local and
national support organizations sponsor support
meetings at community level. These services
could reach even more affected parents with
increased awareness and integration into
postnatal bereavement care at the facility level.

The importance of follow-up care. Families
often experience shock while in the health
facility after learning of their baby’s death, and
they require follow-up care weeks, months or
even years later. Referrals and following through
with additional resources such as psychiatric
care is essential and can be life-saving. Health-
care providers need to understand that parents
do not quickly “get over” grief, and that women
and their partners often require additional
emotional and physical support during
subsequent pregnancies (see Box 3.2).

Burial, cremation and memorial rituals. While
not universal practices, burial, cremation and
memorial rituals are common in some settings
and are often of great comfort to families.

Ruthie Mae Unkovic was stillborn on September 16, 2020. Her mother
is Rachel Unkovic. Source: Stacey Fletcher
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BOX 3.1: COMMUNICATING WITH PARENTS
What you can say to parents:

Q “| cannot find your baby’s heartbeat. Your baby is
not alive. | am sad to say that your baby has died. | am

sorry for your loss.”

O “| am saddened by the loss you have to bear.
We will do some investigations to try to find out the
reasons for your baby’s death.”

0 “Have you thought of a name for the baby? (if yes)
Would you allow me to use that name to talk about

your baby?”

0 “Many women have found it helpful to see and
hold their stillborn baby after she or he is born. Would
you like to do this?”

What you should never say to parents:
0 “Do not worry, it was only a girl child””

9 “This happened because you came late for
delivery.”

Q ‘At least you know you can get pregnant again.”

9 “This baby was sick. It is good that the baby died."
9 “It was your fault: you were late for your check-up.”

Q “There might have been something wrong with it

Q “It's for the best”

Adapted from the Raising Parent Voices Advocacy Toolkit — India Providers’ Version

BOX 3.2: CARE IN SUBSEQUENT
PREGNANCIES

Most women conceive again after having
a stillborn baby, often within the following
12 months (45). These women face an
increased risk of stillbirth, as well as
heightened anxiety, fear and stress during
subsequent pregnancies. There is a lack
of evidence on how best to provide care
to these women and families (46), but
consensus on 12 key recommendations
has been reached. These recommendations
highlight the importance of meeting
psychosocial needs and the value of

peer support.

Access the consensus statement:
No. 369-Management of Pregnancy
Subsequent to Stillbirth (47).
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4. ADVOCACY

Introduction to stillbirth
advocacy

Ending the tragedy of preventable stillbirths and
ensuring respectful and supportive care after
stillbirth — including bereavement care and care in
subsequent pregnancies — will not happen through
programmes and interventions alone; it will require
addressing systemic causes, increasing awareness,
changing policy and making investments to redress
inequities and improve quality of care. This level of
change requires advocacy.

This chapter provides a foundation level of
knowledge about advocacy plus guidance on the
development of advocacy strategies for stillbirth
prevention and support. It includes fundamentals
of advocacy, how to determine the priorities for
stillbirth advocacy and how to build a strategy for
stillbirth advocacy. Alongside are case studies,
suggested messaging and examples of policy
instruments that can be used in building a concrete
argument for action. Additional case studies are
provided in an online repository. The list of topics

addressed in these case studies is presented
in Annex 2.
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Fundamentals of
advocacy

Advocacy is the process of influencing decision
makers to adopt or change policies or other
measures to better achieve a desired objective —
usually to solve a problem. Advocacy action can
range from direct political lobbying to petitions,
large rallies and more. An advocate is a person
who argues for, recommends or supports that
objective through advocacy. Many people engage
in advocacy in their work and daily lives, whether
it is convincing a health minister to adopt a new
programme or to invest in a new area of work,
or arguing for better water supply in the local
community.

Types of stillbirth advocacy

For stillbirth prevention and support, there are

three main types of advocacy: technical, political
and awareness-raising (or “voice”). Each type has

a different purpose, requires engagement with
different actors and demands different tactics — but
all three are needed to make stillbirths important on
the political agenda. Table 4.1 describes the types
of advocacy, with target audiences, and example
tactics and tools to use for each approach. More -
examples are provided in the online repository.”

Wilson Center's Maternal Health Initiative and the UNFPA for a discussion on
the role that midwives play in achieving Universal Health Coverage (UHC). The
event will highlight the barriers to UHC, the contribution of midwives to sexual,
reproductive, maternal, and newborn health, and strategies to fill the service
gaps worldwide. Source: White Ribbon Alliance
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TABLE 4.1: TYPES OF ADVOCACY WITH TARGET AUDIENCES, EXAMPLE TACTICS AND TOOLS FOR
EACH APPROACH

TARGET
TYPE AIM AUDIENCES EXAMPLE TACTICS
Raise awareness of + Politicians or + Develop strong, culturally relevant messages to
stillbirth prevention and influencers fight stigma and deliver messages through inspiring
support; increase demand . Media champions.
for action from key ) o
stakeholders . Affected - Use the Parent YOlces Initiative
parents advocacy toolkits
* Community « Partner with affected parents and leverage their
leaders powerful voices to advocate for change. Elevate
parents’ voices by creating a platform to share
their experience and expertise (op-eds, panels,
conversations, meetings with officials). Support parent
education and training on advocacy and integrate
them into health policy planning and implementation.
Facilitate anonymous sharing of stories where required
(e.g. via online submissions).
§ -> |dentify parent groups through the Parent
g Voices Registry
Introduce or improve « Staff in ministries + Request a meeting with officials to share data through
implementation of (such as health, presentations or briefs.
a relevant policy or finance, education) ) ) o
measure - such as and departments = Consider using the UNICEF stillbirth profiles
including new data points of civil registration . . .
for stillbirths, using data and statistics) * Suggest possible changes or interventions, such as
to identify populations . Local a6 !nvmng officials on a learning visit to a clinic that has
with disproportionate government implemented key measures.
stillbirth risk, adjusting * Other relevant - Draw from recommendations in the Every
heglt.h workforce institutions Newborn Action Plan (ENAP)
training programmes
3 to.mgorporate *+ Make an investment case.
= stillbirth awareness
= - Build from The Lancet Ending Preventable
= Stillbirths Series
Increase government + Politicians + Present decision makers with evidence of demand
prioritization of and L for action.
funding for stillbirths; * Decision makers . . . .
mobilize the apparatus whg .set the - Consider using national commitments to Every.
of government to support paliticallagendalon Women Every Child
action on stillbirth ez bl
prevention and support  Ensure ownership of and accountability to international
agreements (such as the ENAP or the Sustainable
Development Goals) in relation to the current state
of progress at the national level. Clarify that the
. government is responsible for meeting agreed
< global targets.
=
5 - Use national strategies and targets relating to
g stillbirths


https://pmnch.who.int/resources/tools-and-toolkits/stillbirths-toolkit/kenya
https://pmnch.who.int/resources/tools-and-toolkits/stillbirths-toolkit/kenya
https://www.stillbirthalliance.org/global-registry-of-stillbirth-parent-support-organizations/
https://www.stillbirthalliance.org/global-registry-of-stillbirth-parent-support-organizations/
https://data.unicef.org/resources/stillbirth-country-and-regional-profiles/
https://www.who.int/initiatives/every-newborn-action-plan
https://www.who.int/initiatives/every-newborn-action-plan
https://www.thelancet.com/series/ending-preventable-stillbirths
https://www.thelancet.com/series/ending-preventable-stillbirths
https://www.everywomaneverychild.org/commitments/
https://www.everywomaneverychild.org/commitments/
https://www.who.int/initiatives/every-newborn-action-plan
https://www.un.org/sustainabledevelopment/sustainable-development-goals/
https://www.un.org/sustainabledevelopment/sustainable-development-goals/

ADVOCACY

Sharing what works

The UK National Bereavement Care Pathway (NBCP) was successfully developed and implemented

through key advocacy strategies. Below are the critical steps and how they were achieved:

- Demonstrate the scale of the problem: The NBCP core group used reports such as annual
Sands audits to provide evidence of inconsistent and suboptimal bereavement care.
Subsequent parent listening events were held, profiling the real stories of parents. Regular
data collection points emphasized how many families are affected, and an independent
evaluation helped to demonstrate the ongoing needs.

-> Outline the direction of a solution: The NBCP core group formulated a nationally agreed
pathway and gained the support of charities and national professional organizations.
Awareness-raising through Baby Loss Awareness Week and other initiatives kept quality,

respectful bereavement care on the agenda.

- Outline how you can help implement the solution: Sands UK offered to chair the NBCP core
group, lead on behalf of the collaboration and be the main voice back to the government.

More information: The NBCP for pregnancy loss and the death of a baby provides guidance and
resources for health-care professionals working with families who have experienced miscarriage,
termination for fetal anomaly, stillbirth, neonatal death or the sudden unexpected death of an

infant. The pathway has been adopted by over 100 hospital trusts in England and is being piloted

in Scotland.

Priorities for stillbirth advocacy

The priorities and focus of advocacy will depend
on the main problems identified, the context, the
available resources and other situation-specific
factors. However, one framework to help in setting
priorities for stillbirth advocacy is The Lancet
Ending Preventable Stillbirths Series call to action
(27), presented in Annex 3 and summarized in
Box 4.1. This call to action includes targets and
milestones to end preventable stillbirths, close
equity gaps and improve bereavement support after
stillbirth.
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https://nbcpathway.org.uk/
https://www.sands.org.uk/professionals/reports
https://www.sands.org.uk/professionals/reports
https://babyloss-awareness.org/
https://www.sands.org.uk
https://www.thelancet.com/series/ending-preventable-stillbirths
https://www.thelancet.com/series/ending-preventable-stillbirths
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BOX 4.1: SUMMARY OF THE LANCET
ENDING PREVENTABLE STILLBIRTHS
SERIES CALL TO ACTION (27)

Mortality targets by 2030

® National stillbirth rate: 12 stillbirths or fewer
per 1,000 total births in every country

® Equity: All countries set and meet targets
to close equity gaps and use data to track
stillbirths

Universal health care coverage by 2030

® Sexual and reproductive health care:
Universal access to services and integration
into national strategies and programmes

® Antenatal care: Universal comprehensive
quality antenatal care

@ Care during labour and birth: Universal
effective and respectful intrapartum care

Milestones by 2025 (updated)

® Milestones in Every Newborn Action Plan
(ENAP) (4, 48) and Ending Preventable
Maternal Mortality (EPMM) (49, 50)

® Respectful care, which includes global
consensus on a package of care after death
in pregnancy or childbirth

® Reduce stigma: All countries should
acknowledge the effect of stillbirths
and identify mechanisms to reduce
associated stigma
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Guidance for developing
an advocacy strategy

In this section, advocacy is broken down into its
component steps, to provide a clear understanding
of what goes into making a compelling case

for change.

Regardless of the length of the strategy, it is helpful
to consider these questions: What's the problem?
What's the solution? Who makes the decisions that
can solve the problem? What do these decision
makers need to do and by when? How can they be
influenced to make it happen?

Creating an advocacy strategy is an iterative
process. Even though the steps are presented

here in a specific order, they can be carried outin a
different order or done simultaneously. Also, certain
steps can be repeated or skipped.

Effective advocacy must build a case, create
awareness and demand and engage decision
makers and monitor progress (Figure 4.1). However,
as advocacy is an iterative and continuous process,
these steps may not be linear. For example, it may
be helpful to map actors before building a case, so
that actors can help to build the case.


https://www.who.int/initiatives/every-newborn-action-plan
https://www.who.int/initiatives/every-newborn-action-plan
https://www.who.int/publications/i/item/9789240040519
https://www.who.int/publications/i/item/9789240040519
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FIGURE 4.1: STEPS FOR EFFECTIVE ADVOCACY

STEP 1
Build a case

STEP 2
Create awareness and demand

STEP 3
Engage and monitor progress

Identify key problem and solutions
Collate data and case studies

Define solutions and build investment case

Establish a narrative and messaging
Identify and cultivate allies and champions

Support and amplify affected voices

Vv

Engage decision-makers and their influencers
Emphasize ownership and show mandate to act

Ensure accountability and measure progress

>

Advocacy can also be used to pursue smaller goals, such as obtaining an invitation for a stillbirth parent to
speak at a national health conference, as a means of tackling bigger goals, such as adding a stillbirth target to
a national health strategy. However, even smaller goals such as this will require funding, including for travel and
incidentals, and support for the stillbirth parent (as they address relived trauma).

Step 1: Build a case

ASK:

ACT:

What is the problem?

Conduct a situation analysis

What is the goal?

Identify key objective(s) for solving the problem

What information is available to explain
the problem and build a case for change?

Gather evidence, including collating data and case studies
Define solutions that will help support the call for action

Build an investment case, including key asks for decision makers
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Identify problems and possible solutions

Stillbirth prevention and support is multifaceted,
involving many actors, challenges and opportunities
(see Chapter 2). It can be difficult to identify a single
problem to centre an advocacy strategy, as there
are likely several interrelated problems. Identify
these problems and break them down into smaller,
actionable objectives. Setting out which objectives
need to be tackled first will help to define the “asks”
- the specific actions that the decision makers will
need to take. A situation analysis can help.

Group Work National Dialogue - Pakistan.
Source: White Ribbon Alliance

To carry out a situation analysis, it is important to
consider the specific problems in each setting and
what information is available. Some issues might be

o o Collate data and case studies
data limitations, lack of awareness about stillbirth,

unhear.d voices of those affgcted, Iimiteq funding Collating data and case studies involves compiling
allocation and weak strategies to quantify and key data related to the problem identified and
address the causes of stillbirths. analysing and presenting the data in a way that

can be understood by — and influence — decision
makers. It is helpful to use real-world examples
or case studies to illustrate the problem, as data
alone are unlikely to lead to action. Politicians
and decision makers see large amounts of data

REFLECTION every day, so case studies and data must be
accompanied by specific asks.

It is crucial to partner with affected parents in the
process of developing a situation analysis and as
the key asks are being defined.

What are the common problems for stillbirth
prevention and support in your setting? Do
. RESOURCES N
the examples given here apply? Are there a
others as well? Consider equity: do any
of the problems systematically affect any
 population group(s) more than others?

* United Nations Inter-agency
Group for Child Mortality Estimation (UN-
IGME) country and regional profiles

¢ Guidance for how to develop case studies

|

RESOURCES

e Fvery Newborn Toolkit Section V: Situation Finalize solutions, build investment case

analysis tools: Country examples and
lessons learnt (51)

To define solutions to the problem, the policy
opportunities and gaps must be identified. This

* ISA webpage on advocacy means understanding a country’s policies and
AN targets related to stillbirths. Global initiatives for
stillbirths and newborn deaths can also be used
to leverage country and subnational action. There



https://www.healthynewbornnetwork.org/resource/defining-n-rmncah-every-newborn-action-plan-country-planning-costing-toolkit-user-guide/
https://www.stillbirthalliance.org/researchers/
https://childmortality.org/profile
https://childmortality.org/profile
https://childmortality.org/profile
https://advancefamilyplanning.org/sites/default/files/2017-07/AFP%20Portfolio%20Component%204,%20Part%202%20EN.pdf
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are two key global initiatives in which stillbirths
are embedded:

1. Every Newborn Action Plan (ENAP) (4, 48)
adopted as a World Health Assembly resolution
(WHA 67.10) in 2014, which focuses on ending
preventable stillbirths and newborn deaths.

2. Ending Preventable Maternal Mortality (EPMM)
(49, 50), launched in 2015, which aims to end
preventable maternal deaths.

ENAP and EPMM include global and national
targets for mortality and coverage (meaning access
to quality health care throughout the continuum),

as well as recommendations for how countries

can reduce mortality and morbidity and close
subnational equity gaps with harmonized workplans
coordinated by WHO. Annex 4 presents the ENAP
and EPMM mortality and coverage targets along
with guiding questions to consider in creating

an advocacy strategy. In reviewing these global
initiatives, ask the following questions:

Does your country/district/facility have
national or subnational stillbirth targets?

® If yes, what are they? Do they align with
ENAP and EPMM national and subnational
targets? Use the UN-IGME latest data to
determine different scenarios for reaching
these targets by 2030.
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Does your country/district/facility have national
and subnational maternal and newborn health
coverage targets?

® If yes, what are they? Do they align with ENAP
and EPMM national and subnational targets?

® |[fthere are no targets for stillbirth, maternal
and newborn health, consider incorporating
the development of these targets in the
advocacy strategy.

Has your country/district/facility set targets to
close equity gaps?

® If yes, what are they? If there are no equity
targets, consider incorporating these in the
advocacy strategy.

Finally, the solution(s) will also need to address any
challenges that could stand in the way of success.
It will be important to identify and map objectives
to achieve the solutions, and to note possible
challenges. If the objectives are very long term,
unpack them into subobjectives with more short-
term, interim targets.

RESOURCES

* The Lancet Ending Preventable Stillbirths
Series presents a case for a triple return on
investment in stillbirth prevention that also
prevents maternal and newborn deaths and
improves health outcomes. Find the triple
return argument in The Lancet (52).



https://www.who.int/initiatives/every-newborn-action-plan
https://www.who.int/publications/i/item/9789240040519
https://childmortality.org/
https://www.thelancet.com/series/ending-preventable-stillbirths
https://www.thelancet.com/series/ending-preventable-stillbirths
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(15)01277-5/fulltext
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Step 2: Create awareness and demand

ASK:

ACT:

How can | explain and share my objectives?

Establish a narrative and develop core messages based on
the evidence

Who can address the problem? Who can make the decisions to
solve the problem?

Identify and map key targets and audiences (allies and
champions) and cultivate them

Who influences them? Who can be a champion?

Undertake a power analysis

How to support and engage affected voices?

Establish a narrative and messages

Once the problem and advocacy objectives have
been identified, it is time to develop advocacy
messages that will convey the urgency, extent and
impact of the issue.

These messages will highlight the depth of the
problem and set the tone of the advocacy initiative.
Advocacy strategies often have a single overarching
message, along with up to four supporting
messages. Possible stillbirth messages — which
can be adapted to specific contexts — include:

® Every stillbirth is a tragedy. There are an
estimated [ADD HERE the latest data before
using this guide] stillbirths annually, many
of which are preventable, and most of which
occur during labour and birth.

® Stillbirths are overlooked in many ways
- to the detriment of progress, and to the
detriment of grieving parents. Stillbirths are
undercounted in routine data, and health
systems are often not equipped to support
bereaved women and families.

® Women from disadvantaged groups face
at least double the risk of stillbirth when
compared with more advantaged groups.

Identify and engage champions, including affected families and
health workers

Targeted policies and programmes can help
to redress inequities and reduce stillbirths.

® Progress on reducing stillbirths is too slow,
but our experience shows that it is possible
to reduce stillbirths with strong leadership
and the right investments.

® Leaders, policymakers and advocates
must urgently seize the opportunity to
raise the visibility of stillbirths and to better
integrate stillbirths within women'’s and
children’s health policies and programmes.
These actions have the potential to save
millions of lives.

® Atall levels of society, we need increased
advocacy and awareness to confront the
harmful taboos and fatalism surrounding
stillbirths, to reduce stigma and to ensure
that bereaved women and families are
supported.

For information on what leaders can do, see the
Leadership section in Chapter 5.
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Key targets for stillbirth advocacy include:

N RESOURCES
a ® Senior health policymakers in government and
* Panel 2: Debunking myths about United Nations agencies (decision makers/
stillbirths in deBernis et al. 2016 (27) influencers)

is a useful starting point to help guide

® Programme officers and senior policymakers in
messaging about stillbirth facts. g Policy

other agencies outside the health sector
* The message mapping template,
worksheet and checklist created by
Q Agency for Toxic Substances and Disease
\\ Registry may help. ® Civil society, including affected parent

N organizations (to encourage outside pressure on
government to act)

® Parliamentarians (focused on budget allocation,
accountability, representation)

|dentify and cultivate allies and champions ® D .
onor agencies

When drafting a stillbirth advocacy strategy, @ Non-government organizations
it is important to identify the target audience,
allies and champions and individuals or groups
to be influenced. A power analysis can help

in understanding the decision-making and
policymaking processes, identify stakeholders
involved and define to what extent they can
influence the outcome (the changes we would
like to see).

® Professional associations for obstetricians and
other doctors, midwives, nurses and other health
professionals (to shape guidelines and protocols
and work with government to act)

® Media (for evidence-based message
dissemination)

Table 4.2 provides examples of advocacy targets

To conduct a power analysis, consider three and possible tactics.

key questions:

o RESOURCES
® Who can change the current situation?

These are targets or key individuals who o Stakeholder power analysis

are in a position or have the power to bring -
» Power analysis briefing

about changes. y

® Who are the influencers? These individuals have
some influence on the targets and can use this
influence for or against the changes we would
like to see.

® What do they care about — what will motivate
them to agree to a call to action (the “asks”)?


https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(15)00954-X/fulltext
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=&ved=2ahUKEwi7zOjc-5D7AhXi8jgGHSNoDCUQFnoECD4QAQ&url=https%3A%2F%2Fwww.atsdr.cdc.gov%2Fcommunications-toolkit%2Fdocuments%2F12_Message-Mapping-Tool-final-111015_508.pdf&usg=AOvVaw21_VDFTZK0HFUMSrc1J1zi
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=&ved=2ahUKEwi7zOjc-5D7AhXi8jgGHSNoDCUQFnoECD4QAQ&url=https%3A%2F%2Fwww.atsdr.cdc.gov%2Fcommunications-toolkit%2Fdocuments%2F12_Message-Mapping-Tool-final-111015_508.pdf&usg=AOvVaw21_VDFTZK0HFUMSrc1J1zi
https://policy-powertools.org/Tools/Understanding/SPA.html
https://www.alnap.org/system/files/content/resource/files/main/Tiberghien%2C%202012.pdf
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TABLE 4.2: IDENTIFYING AND UNDERSTANDING ADVOCACY TARGETS

TARGET WHO INFLUENCES THEM

WHAT THEY CARE ABOUT

POSSIBLE TACTICS

Ministry official Department ministers, think
tanks and universities, prominent
former ministers and staff,
donors, development and

implementing partners

Creating good policy, strong
evidence to justify action

Produce a report co-authored by
a leading institution; organize

a meeting with health-care
professionals and affected
parents to present an investment
case and solutions

The media, other legislators,
important constituents, regional
politicians and peers

National politician

Getting re-elected, their image -
what the electorate thinks of them  sympathetic legislators; write

Organize a meeting with other

a letter signed by significant
national champions; put an op-ed
in the media

Local politician Community leaders, faith leaders,

voters, the media

Support and amplify affected voices

The role of champions — affected parents or
prominent people who care about an issue — can
be very influential and helpful to the success of
an advocacy strategy. This is the case particularly
for stillbirths, given the associated strong cultural
taboos and stigma. Engaging and supporting

a champion to speak out and talk to the target
audience directly or through other modes, such as
the media, can help raise awareness of the issue
and reduce some of the stigma that hampers
progress. Politicians are often influenced by real
examples of the issue, and messages conveyed

Sharing what works

A vibrant community, re-election

Write an op-ed in the local paper
co-authored by a parent and a
faith leader

in meetings between champions and decision
makers can be very effective. The ISA PVI provides
recommendations on how to achieve this (see
Sharing what works).

RESOURCES

¢ Saving Newborn Lives Champions Toolkit,
2nd edition and Toolkit Forms (editable)

¢ Raising Parents’ Voices Stillbirth Advocacy
Toolkit: Parents’ Version — Kenya

» Raising Parent Voices Advocacy Toolkit —

India Providers’ Version /

The ISA Parent Voices Initiative (PVI) aims to raise the voice and participation of parents
bereaved by stillbirth to strengthen advocacy for stillbirth prevention and bereavement
support. Its two advocacy toolkits provide brief, simple advocacy training for stillbirth parent
support organizations and health-care workers. In Kenya, the advocacy toolkit for parents who
have experienced stillbirth aims to help parents advocate for themselves and other affected
parents among providers, family and friends, and community leaders for quality care. In India,
the advocacy toolkit for health-care providers in health facilities aims to raise their awareness

about stillbirths, improve care after stillbirth and foster champions, paving the way for parents

to advocate on their own behalf.

=l


https://www.healthynewbornnetwork.org/hnn-content/uploads/SNL-Champions_Toolkit_final-wforms_web2.pdf
https://www.healthynewbornnetwork.org/hnn-content/uploads/SNL-Champions_Toolkit_final-wforms_web2.pdf
https://www.healthynewbornnetwork.org/hnn-content/uploads/SNL-Champions-Toolkit_final2-wformsLinks.pdf
https://pmnch.who.int/resources/tools-and-toolkits/stillbirths-toolkit/kenya
https://pmnch.who.int/resources/tools-and-toolkits/stillbirths-toolkit/kenya
https://www.stillbirthalliance.org/parent-voices-initiative/advocacy-toolkits/india-toolkit-for-healthcare-providers/
https://www.stillbirthalliance.org/parent-voices-initiative/advocacy-toolkits/india-toolkit-for-healthcare-providers/
https://pmnch.who.int/resources/tools-and-toolkits/stillbirths-toolkit/kenya
https://www.stillbirthalliance.org/parent-voices-initiative/advocacy-toolkits/india-toolkit-for-healthcare-providers/
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Step 3: Engage and monitor progress

ASK: ACT:

Engage decision makers and their for specific messages. Such platforms might
influencers include social media (such as Twitter, Instagram,
Facebook), a policy brief or an op-ed in the press
(Table 4.3). Consider the timing of the messages.
For example, it may be best to build the case over
time, using many steps.

The next stage of an advocacy strategy is engaging
the decision makers, either directly or through

their influencers or issues they care about. Use

the investment case together with the increased
awareness built through messaging to pressure

decision makers to act. Annex 5 presents example MEOLIHE 2D %1
activities to engage decision makers and their « Launch Toolkit for The Lancet Ending

influencers. Preventable Stillbirths Series.

Remember the target: it is key to tailor the “ask” * ISA Stillbirth Advocacy Working Group

to what the decision maker can do. For example, (ISA-SAWG) Ending Preventable Stillbirths

a health official cannot decide the government’s scorecard — tracking global progress

health budget, which is up to the finance minister. against The Lancet call to action. See the

A legislator cannot solve the issue of stillbirths, 2018 scorecard published on pages 88-89 )
but they can ask questions of the ministers to of the 2019 Every Newborn Progress ) <7
push ministries to collect better data or organize a Report (53). 4

government review of stillbirths.

* Joint technical brief on the Stillbirth /
Situation and Way Forward in the Middle
East (read more about how this brief was '
developed in Sharing what works).

Once messages are developed, champions
identified and tactics defined, put together a
messaging grid that identifies the medium



https://www.stillbirthalliance.org/wp-content/uploads/2019/10/Lancet-Ending-Preventable-Stillbirths-Launch-Toolkit-13Jan2016.pdf
https://www.healthynewbornnetwork.org/hnn-content/uploads/Final-Every-Newborn-Report-2019-web-05-11-20.pdf
https://www.healthynewbornnetwork.org/hnn-content/uploads/Final-Every-Newborn-Report-2019-web-05-11-20.pdf
https://www.unicef.org/mena/reports/stillbirth-situation-and-way-forward
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TABLE 4.3: EXAMPLE OF A MEDIA GRID

OBJECTIVE

AGENT

MESSAGE
CONTENT

DELIVERY
METHOD

TIMING AND
FREQUENCY

30

Increase awareness
and urgency on
stillbirth reduction

Affected parents

Health-care
professionals

Stillbirths are
overlooked and
progress is slow
(include data)

Series of tweets,
Instagram posts,
Facebook posts, TikTok
videos (and/or other
social media platforms)

Once - at launch of
advocacy strategy

Increase awareness of
inequities leading to
increased stillbirth risk

Academic institutions

Professional
organizations

(For example) Stillbirth
disproportionately
affects families living in
rural and remote areas

Reports, infographics,
radio or TV interview,
social media

Once - at launch of
advocacy strategy

Reduce stigma around
stillbirth

MOH: Ministry of Health

Sharing what works

Affected parents

Health-care
professionals

We cannot reduce
stillbirths if we cannot
talk about them

Radio or TV interview,
social media, inclusion
of parent panels

in community and
religious events

At launch of advocacy
strategy and in the six
months leading up to
new MOH budget

The WHO Regional Office for the Eastern Mediterranean (WHO EMRO), United Nations

Population Fund Arab States Regional Office (UNFPA ASRO), United Nations Children’s Fund

(UNICEF) Headquarters and Regional Office for the Middle East and North Africa (UNICEF

MENARO) have jointly developed the Technical Brief on Stillbirth Situation and Way Forward
to raise voices as one. In the combined regions of the Eastern Mediterranean, Arab States,
and the Middle East and North Africa, around 380,000 babies are stillborn every year, with a
rate of 19 stillbirths per 1,000 total births, which is higher than the global average of 14 per
1,000 total births. UNICEF Headquarters has contributed with data consolidation and analysis
as the countries covered by three organizations in the region are slightly different. Due to

the COVID-19 pandemic, virtual meetings and discussions have been held between the three
agencies, and a regional webinar was organized by the three agencies to raise awareness

of the stillbirth situation, the main challenges and the way forward. The brief is available in
English, Arabic and French on the UNICEF website.



https://www.emro.who.int/index.html
https://arabstates.unfpa.org/en
https://arabstates.unfpa.org/en
https://www.unicef.org/
https://www.unicef.org/
https://www.unicef.org/mena/
https://www.unicef.org/mena/
https://www.unicef.org/mena/reports/stillbirth-situation-and-way-forward
https://www.unicef.org/mena/reports/stillbirth-situation-and-way-forward
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Ensure accountability and
measure progress

An advocacy strategy should tell a story. It should
show how planned activities will bring about desired
changes. Identify these and include milestones to
track progress. Annex 6 provides an action plan
template. Review this action plan and milestones
and set indicators for each objective. Through
discussion and feedback on which messages and
tactics are working and which are not, the strategy
can be improved.

Finally, at the end of the process, take time to
evaluate the strategy — the outcomes achieved,
effort involved and lessons learned, to help inform
the next strategy. Advocacy work is not easy;
celebrating even small achievements can keep
momentum going and signify that efforts are
making a difference.

31

RESOURCES

* The Global Health Advocacy
Incubator provides a wide range of
advocacy guidance and tools.

* The Partnership for Maternal, Newborn
and Child Health (PMNCH) has mapped
various advocacy toolkits — including some
specifically for stillbirth — which provide
further guidance and ideas for how to do
advocacy. See Annex /.

e The Australian National Stillbirth Action
and Implementation Plan (54) is another
highly useful resource. (Read about its
development in the online repository.)

Honorable Jenister Mhagama, a Parliamentarians
Group for Safe Motherhood (PGSM) chairperson -
Tanzania. Source: White Ribbon Alliance


https://advocacyincubator.org/
https://advocacyincubator.org/
https://pmnch.who.int/
https://pmnch.who.int/
https://www.health.gov.au/resources/publications/national-stillbirth-action-and-implementation-plan
https://www.health.gov.au/resources/publications/national-stillbirth-action-and-implementation-plan
http://www.stillbirthalliance.org/global-guide

PROGRAMME IMPLEMENTATION ALONG THE CONTINUUM OF CARE

32

5. PROGRAMME IMPLEMENTATION ALONG
THE CONTINUUM OF CARE

© UNICEF/UNI81224/Pirozzi

Awa Sonta sits on a bed at the regional hospital in Djenne District,
Mopti Region (Mali). She is recovering from delivery complications that
resulted in the stillbirth of her baby. She had experienced three days of
painful labour before being taken to a rural health centre in the village
of Mougna, 15 kilometres from her home, on a cart pulled by two bulls
- the only transportation available. An ambulance then transported her
from the health centre to the regional hospital. By the time she arrived,
her uterus had ruptured, and the baby had died.

Ending preventable stillbirths and providing
respectful and supportive care after stillbirth —
including bereavement care and care in subsequent
pregnancies — requires implementation of
programmes across the continuum of care.

This chapter outlines and describes strategies

for, and essential elements of, such programme
implementation. The chapter is structured around
four action areas:

- ACCESS TO CARE
- LEADERSHIP
- INFRASTRUCTURE, EQUIPMENT AND SUPPLIES

- HEALTH WORKFORCE

Additional guidance for bereavement care, which
was introduced in Chapter 3, is highlighted
throughout this chapter in orange boxes, as shown
below. This structure has been adopted to convey
the important message that bereavement care is
not an optional or additional element, but a crucial
component of the continuum of care for families
whose baby is stillborn.

Throughout this chapter, look out for more
guidance specific to bereavement care as signified
by these orange boxes.

Access to care

To prevent stillbirth, every woman must have
access to health care from preconception through
to the postnatal period. This requires the removal
of physical, socioeconomic and cultural barriers
to services. Ensuring access to care will help to
achieve a “more than triple return on investment”
(52): fewer newborn and maternal deaths, fewer
stillbirths and improved child development and
lifelong health.
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Six strategies along the full continuum of care

STRATEGY 1: Strengthen community-
based health systems and interventions

Community-based health systems bring services
geographically close to women and help to remove
other barriers to service.

WHAT YOU CAN DO:

-> Engage formal and informal community-based
providers as key allies in increasing demand
for and supply of health services. Include
Indigenous midwives, doulas, community
health workers, traditional birth attendants,
village health volunteers, community-based
birth attendants and companions. These
providers can help reduce inequities in access to
care (55-57).

e Local level: Facilitate communication
between health facility staff and
community-based health workers.

¢ Policy level: Where appropriate, explore
how to integrate traditional birth attendants
into health systems, so they are better
equipped to link women with formal health
facilities and provide support. This BMC
article (58) may help.

-> Foster an enabling policy environment to
strengthen integration of community-based
providers into the health system.

e Mid-level: Meet with community-based
providers to learn what blockages stand
in the way of their integration into the
health system.

e Policy level: Include community-based
provider representatives in regular progress
reviews and development of new, more
inclusive policies. Systematically check in
with community-based providers to assess
the effectiveness of the improved policies.

= Invest in mobile clinics and outreach services.

These services provide crucial links between the
community and the health system, particularly in
remote areas. See Sharing what works.

Engage community and religious leaders to
foster demand for health care and stillbirth
support groups, deliver key health messages
and help reduce stigma and misconceptions
about stillbirth.

e Local level: Invite leaders to talk about
stillbirth on public radio.

¢ Mid-level: Identify influential leaders
and include them in stillbirth prevention
campaigns.

Partner with parents and communities, learning
how to collaborate with them, giving them a
place at the table and ensuring the necessary
power balance to co-produce meaningful,
accessible programmes of work and services.

LEARN MORE

* Read about community-based models

to improve maternal health outcomes
and promote health equity (59) in the USA.

» Read about community-based care to
improve maternal, newborn and child
health in low-income settings (60).

* Review the Inter-Agency Field Manual

on Reproductive Health in Humanitarian
Settings (61).

* Read about a study (62) demonstrating an
example of mobile outreach services for
mothers and children in conflict-affected
Afghanistan.

* Access the WHO Guideline on
Health Policy and System Support to

Optimize Community Health Worker
Programmes (63).



https://www.commonwealthfund.org/publications/issue-briefs/2021/mar/community-models-improve-maternal-outcomes-equity
https://www.commonwealthfund.org/publications/issue-briefs/2021/mar/community-models-improve-maternal-outcomes-equity
https://www.commonwealthfund.org/publications/issue-briefs/2021/mar/community-models-improve-maternal-outcomes-equity
https://www.ncbi.nlm.nih.gov/books/NBK361898/
https://www.ncbi.nlm.nih.gov/books/NBK361898/
https://www.ncbi.nlm.nih.gov/books/NBK361898/
https://iawgfieldmanual.com/
https://iawgfieldmanual.com/
https://iawgfieldmanual.com/
https://adc.bmj.com/content/105/1/18
https://www.who.int/publications/i/item/9789241550369
https://www.who.int/publications/i/item/9789241550369
https://www.who.int/publications/i/item/9789241550369
https://www.who.int/publications/i/item/9789241550369
https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-017-1534-y
https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-017-1534-y
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In Kenya, community health volunteers work directly with households in their villages. They
identify and refer cases as needed and educate women on services available, including
Kenya's Linda Mama (Protect a Mother) programme. This programme provides free basic
maternity services and has improved health-seeking behaviour during pregnancy and birth.
=» Read more about Linda Mama

In addition, integrated mobile outreach services serve hard-to-reach communities through
public—private and community partnerships, overcoming access barriers including inability

to pay for transport and long queues at facilities. These services allow ministries of health
and non-governmental organizations to collaborate to expand the reach of both types of
partners to meet maternal health targets. Partnerships facilitate a holistic approach by filling
service gaps or providing technical assistance where services are limited. Joint work planning
is encouraged to ensure well-coordinated outreach. =» Read more about Kenya's mobile
outreach services.

STRATEGY 2: Establish clear referral and - Strengthen referral linkages:

escalation pathways e Local level: Post, discuss and implement

referral guidelines. If you cannot implement

Pathways for referral and escalation (for when there ) ]
them, identify and report bottlenecks.

is concern about an acute pregnancy complication)
are crucial to minimize delays in connecting women * Policy level: Ensure referral linkages are
with the services they need as quickly as possible. part of your quality of care policy.

This includes linkages with specialist services that > Strengthen community-based transportation

may be outside the scope of midwives' work, as strategies and systems. Particularly when

well as transportation to enable implementation of coupled with mobile-based interventions, these

these pathways. strategies and systems can reduce delays in
care-seeking and increase facility-based care

WHAT YOU CAN DO: _
(see Sharing what works).

-> Find out: Does your MOH have a quality of care
package? Ensure that it includes a policy for
referral and escalation. If not, help to develop
one and support its inclusion in the package.

Asma Begum, a pregnant woman who goes to the hospital for health
services—Bangladesh. Source: White Ribbon Alliance.



https://www.health.go.ke/linda-mama-programme-positioning-kenya-on-the-pathway-to-uhc-health-ps/
https://pubmed.ncbi.nlm.nih.gov/34382238/
https://www.ahb.co.ke/mobile-clinics-an-innovative-model-of-health-service-delivery/
https://www.ahb.co.ke/mobile-clinics-an-innovative-model-of-health-service-delivery/
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In Kenya, escalation policies are clearly integrated with health services. To reduce delays,
most counties are strengthening public—private partnerships and reverse referrals (when
the doctor moves to the referring facility for timely management of the complication). Some
counties also have inter-facility (public to private) referrals (when the doctor moves with the
patient to the new facility if the original facility lacks the necessary supplies or a functional
operating theatre).

=» Watch this short clip and read this newsletter article for more information.

STRATEGY 3: Develop a minimum package
of health-care messaging for women LEARN MORE

e When used appropriately, self-care
interventions can increase access to care
and improve health outcomes. The WHO

Ensuring that women know the services to which
they have a right is key to increasing demand,
improving quality of care and, ultimately, reducing

stillbirths. Guideline on Self-Care Interventions for
Health and Well-Being, 2022 Revision
WHAT YOU CAN DO: (64) includes self-care in the antenatal,
intrapartum and postnatal periods and for
- |dentify and integrate key messages into health family planning.

education and health promotion packages
delivered as part of bundles of care or through
mHealth (see Strategy 4).

¢ The Safer Baby Bundle is a national
initiative to reduce stillbirth rates in

Australia. Read about how the Safer Baby
- Promote a self-care approach by ensuring Bundle was implemented in a regional

women know what actions they can take to Australian hospital in Sharing what works.
manage and support their own health (see

Learn more).

-> Be sure to integrate stillbirth-specific
messages into health messaging. See
“Establish a narrative” in Chapter 4.



https://youtu.be/V_aaVW9Y4sc
https://www.figo.org/news/lessons-field-implementing-figos-combatting-pph-project-kenya
https://www.who.int/publications/i/item/9789240052192
https://www.who.int/publications/i/item/9789240052192
https://www.who.int/publications/i/item/9789240052192
https://stillbirthcre.org.au/about-us/our-work/the-safer-baby-bundle/
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The Safer Baby Bundle is a nationwide initiative in Australia incorporating five evidence-based
elements to reduce late-gestation stillbirth rates. In Townsville, Australia, one of the greatest
challenges the Safer Baby Bundle project team anticipated was relaying the important Safer
Baby Bundle health messaging to the wider community. The Townsville Hospital and Health
Service covers a very broad geographical area, including regional and remote communities.
To ensure that the messaging was clear and consistent throughout the region, the team
began with a local launch, including a parent with a lived experience of stillbirth, hospital
public affairs and the State health minister. The launch was successful in reaching the wider
Townsville community and promoting the Safer Baby Bundle. To aid implementation, the
team sourced a TV for the antenatal clinic waiting room, which displayed educational content
provided by the Australian Centre of Research Excellence in Stillbirth. Other promotional
materials were sourced, including banners, posters and magnets outlining the Safer Baby
Bundle care elements. Promotional material was distributed to antenatal clinics and to women
and their families. The launch and ongoing promotion of the Safer Baby Bundle created
conversations around stillbirth, reducing the stigma of stillbirth and educating women and
their extended families on how to reduce their risk.

=» Read more about the Townsville Safer Baby Bundle launch

STRATEGY 4: Adopt innovative mHealth

strategies to facilitate access to care DATAHICHLIGHTS

Stillbirth rates are highest among the poorest and
most marginalized groups and in the most rural
and remote regions (31). Even in HICs, women
from disadvantaged groups face at least double
the risk of stillbirth when compared with more
advantaged groups (65).

Innovative service delivery models including
mHealth and other technologies can help to
overcome key barriers to accessing care at the
community level.

mHealth is the use of mobile devices to

improve population health, for example WHAT YOU CAN DO:

through delivering health messages,

collecting health data, monitoring biomarkers = Figure out how to integrate mHealth into
or even delivering health care itself. the care provided in your setting (see

Sharing what works).

- Adapt mHealth to provide information for and
reminders to marginalized groups. Partner with
leaders to ensure appropriate adaptation for
these groups.


https://stillbirthcre.org.au/about-us/our-work/the-safer-baby-bundle/
https://stillbirthcre.org.au/
https://www.townsville.health.qld.gov.au/safer-baby-bundle/
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The Kenya MOH is progressively adopting a digital health platform that connects women with
life-saving advice and referrals to care. Women receive reminders via bulk messaging about
clinic days, pregnancy danger signs and actions required. These SMS prompts have driven key
behaviour changes such as improved antenatal care attendance and uptake of breastfeeding,
family planning and infant vaccination. Improved referral and triage of urgent cases has also
occurred, connecting women and their babies who face life-threatening iliness to the closest
well-equipped facility.

STRATEGY 5: Ask women what they want LEARN MORE
Underpinning these first four strategies must be « The White Ribbon Alliance What
open dialogue with women about their experiences, Women Want campaign asked 1.3 million |
needs and expectations in accessing care. womenromover T15colntries o staicr
their demands in relation to quality “
Bereavement care reproductive and maternal care. Their top

Asking women and families what they want is five requests were:

crucial for respectful, supportive bereavement 1. Respectful and dignified care
care (see Sharing what works for a case

) ) 2. Availability of water, sanitation and hygiene
study related to seeing and holding the
stillborn baby). 3. Availability of medicines and equipment
4. Availability of midwives and nurses, and
WHAT YOU CAN DO: better support for them

5. Close, fully functioning health facilities

-> Ensure women are treated as experts in
identifying bottlenecks to accessing care as
well as possible solutions. One way is to include
women in reviews of draft policies.

- Use the White Ribbon Alliance What Women
Want demands to guide priorities for service
provision (see Learn more).

-> Include women who have had a stillborn baby
or newborn death in identifying ways to ensure
access to care. Their voices and experiences
can inform improvements to care, including
ensuring care is respectful, both during and
following death.

-> Contact ISA to connect with women who have
experienced stillbirth in your region.

Respectful maternity care - Pakistan. | Source: White Ribbon Alliance.


https://whiteribbonalliance.org/resources/what-women-won-report/
https://whiteribbonalliance.org/resources/what-women-won-report/
mailto:info%40stillbirthalliance.org?subject=
https://whiteribbonalliance.org/resources/what-women-won-report/
https://whiteribbonalliance.org/resources/what-women-won-report/
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STRATEGY 6: Address unconscious WHAT YOU CAN DO:
bias in interactions between health-care

providers and women -> Integrate learning about unconscious bias into

institutional policies.

A final key strategy for increasing access to care « Local level: Roleplay with health
is ad.dressing implicit bias among health-care providers to learn how bias might affect
providers.

treatment. Discuss your observations.
Introduce training.

Implicit bias occurs when unconsciously held

beliefs and assumptions about race, social status, * Mid-level: Review relevant policies with
ethnicity, religion, age, sexuality or other individual representatives of marginalized populations
characteristics influence one person’s judgment to see how policies may inadvertently

of and interactions with another person. These enable implicit bias. Brainstorm revisions.

potentially harmful beliefs and assumptions
contribute to inequalities in health care that lead to
worse health outcomes among specific populations
(66). Such biases are not only held by individuals;
they are also entrenched within institutions,
manifested as institutional policies and practices
that can result in lower quality and inadequate
uptake of health services (67).

LEARN MORE

* Read about the law in California that
addresses implicit bias in maternity care.


https://www.healthaffairs.org/do/10.1377/forefront.20210630.980773/
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In LMICs, seeing or holding a stillborn baby is culturally inappropriate — is this true? An
obstetrician's perspective in India.

e ' A mother holds her stillborn baby in PGIMER Chandigarh, India. Her
eyes have been concealed on request. Image shared by Bharti Sharma,
Consultant WHO SEAROQ Project, Department of Obstetrics and
Gynecology, with permission.

As an obstetrician working in a busy labour room,
| never thought seeing or holding a stillborn baby
would help a mother in coping. Memory-making

in this situation seemed to be inappropriate —

something that could exacerbate trauma. But

increasing evidence has shown that seeing

and holding a stillborn baby can be beneficial

for bereaved parents. Due to limited evidence
and huge burden in our setting, a stillborn baby
is usually wrapped and handed to the family

members. Decisions about the stillborn baby and

mother are primarily left to the family; mothers are not
usually involved. | recently cared for a woman who had

a stillborn baby. When we asked the mother and her family

directly whether they wanted to see or hold the baby, the family

agreed. So, in place of wrapping the stillborn baby with a cloth, the baby

was cleaned and dressed properly, as we do for a live born baby. After holding the baby, both
parents were content and expressed their gratitude to health-care providers.

Since then, other women have agreed to see and hold, and spend quality time with, their

stillborn baby. These mothers have taught me that the grief of a mother following a stillbirth is
not country-specific: it is the same worldwide. Contact and quality time with a stillborn baby is
powerful, and every parent — no matter where they live — deserves this opportunity. As health-

care providers, it is our moral responsibility to provide such opportunities, and to respect the
preferences of bereaved parents.

39
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Leadership

Good leadership fosters and catalyses efforts
towards a common goal.

- Leadership brings people and resources
together, inspiring and supporting and
enabling people to achieve a common
goal as a united team. Leadership is about
empowering and serving others to a point
where people develop an “ownership
mindset” (68).

What does leadership for
stillbirth prevention and
support look like?

At the community level

Women who experience stillbirth are
members of a family and of a community.
Leadership at community level is therefore
crucial for stillbirth prevention and care.

Community leaders can play an important
role in disseminating health messages to
community members and community health
workers. Doing so empowers communities
to demand access to health services and to
quality and respectful care.

40

RESOURCE |

* The White Ribbon Alliance Power On:

A Toolkit for Community Organizing
(69) can help guide community level
action around health and health

rights and respectful maternity care.

WHAT YOU CAN DO:

-> |dentify community leaders to advocate at
various levels of care to ensure that no woman
or family are left behind.

-> Provide community leaders with health
information as it relates to stillbirth prevention
and care. See these Australian Centre of
Research Excellence in Stillbirth examples of
stillbirth prevention information resources in

various languages.

T
-

© UNICEF/UNQ727700/Abdul

Esther Achieng, the Village Health Team member (VHT) and mobilizer arriving at a
homestead in Olibai village and using her megaphone to mobilize mothers and caregivers in
the community to gather for the monthly immunization outreach.


https://whiteribbonalliance.org/resources/power-on/
https://whiteribbonalliance.org/resources/power-on/
https://stillbirthcre.org.au/researchers-clinicians/download-resources/safer-baby-bundle-resources/translated-resources/
https://stillbirthcre.org.au/researchers-clinicians/download-resources/safer-baby-bundle-resources/translated-resources/
https://stillbirthcre.org.au/researchers-clinicians/download-resources/safer-baby-bundle-resources/translated-resources/
https://stillbirthcre.org.au/researchers-clinicians/download-resources/safer-baby-bundle-resources/translated-resources/

PROGRAMME IMPLEMENTATION ALONG THE CONTINUUM OF CARE

- With community leaders, encourage women to
attend antenatal care for the health and well-
being of themselves and their babies.

-> Consider establishing outreach clinics
where they are not available (read more in
Access to care).

LEARN MORE

* Leadership efforts must reflect
an understanding of the structural
determinants of health. Read about how
systems thinking helps solve challenges in
global health (70), including stillbirth.

At the clinical care level

Mid-level leaders need to ensure appropriate
deployment of midwives who are not only
competent but also interested in providing quality
and respectful midwifery care. Clear and consistent
leadership and accountability can contribute to the
reduction of stillbirths.

WHAT YOU CAN DO:

-> Ensure that those caring for women along the
continuum are educated, qualified and licensed
to provide midwifery care. This requires training,
supporting and enabling more midwives.

- Ensure that more experienced staff are always
available to support less experienced staff.

LEARN MORE

¢ Increased leadership and accountability
can save lives. Read about the hospital in
Zimbabwe (71) that showed a reduction
in intrapartum stillbirths following
deployment of competent midwives and
timely caesarean sections.
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Effective leadership at the clinical level can facilitate
stillbirth surveillance and response, as is done

for maternal deaths. This means identification

of stillbirth causes, contributing factors and
practice changes.

WHAT YOU CAN DO:

- Promote collaboration among health-care
professionals in maternity units and with women
using the services.

- Promote openness among staff in relation to the
concerns of parents and families. Give parents
the option to be included in review at the health
facility level of their baby’s death (perinatal
mortality review).

- Collaborate with educational institutions for
pre-service skills development and continuing or
in-service education, where deemed necessary
based on surveillance.

-> Monitor and evaluate quality of care. Use
findings to inform practice change.

LEARN MORE

¢ Leadership should provide continuous \‘
and consistent support as well as positive,
motivating feedback to health-care
workers. Read more about how investing in
midwives and midwifery (72) offers a cost-
effective approach to reducing stillbirths
and improving other maternal and newborn
health outcomes.



https://global.oup.com/academic/product/systems-thinking-for-global-health-9780198799498?cc=au&lang=en&s=09
https://global.oup.com/academic/product/systems-thinking-for-global-health-9780198799498?cc=au&lang=en&s=09
https://bmcresnotes.biomedcentral.com/articles/10.1186/s13104-017-2567-z
https://bmcresnotes.biomedcentral.com/articles/10.1186/s13104-017-2567-z
https://pubmed.ncbi.nlm.nih.gov/24965814/
https://pubmed.ncbi.nlm.nih.gov/24965814/
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© UNICEF/UNI171779/Paul

A social awareness meeting about maternal death, infant mortality, stillbirth and
other health issues is conducted by the Ministry of Health and Family Welfare in
Pirganj, Thakurgaon (Bangladesh) on 8 September 2074.

At the policy level

To have an impact at the policy level, it is valuable
to have a designated individual to provide overall
leadership in stillbirth prevention and care.

WHAT YOU CAN DO:

- Use your networks to identify an individual

who is knowledgeable on maternal, newborn
and child health issues, as well as government
and non-governmental politics. This individual
should be someone who has the capacity to
forge collaborative relationships with local and
international organizations, to pull financial and
human resources together for greater impact.

Finally, efforts to prevent or reduce the incidence

of stillbirths will require advocacy. The designated
leader’s role is partly to ensure that the voices of
advocates are heard. This includes the voices of
relevant professional organizations, which represent
the health workforce.

-> Educate them on your country’s or region’s RESOURCE
stillbirth prevention needs. Brainstorm a list of g )
policy asks for which to advocate. * This Advocacy Toolkit for Midwives ) (
(73), developed by the International /

-> Again, ensure parents have a platform to share
their stories; these stories can be very powerful
in driving action at the policy level. Make sure to
engage interested parents beyond storytelling,
to help inform policy and practice through their
expertise.

Confederation of Midwives (ICM), includes
information and guidance on advocating /
for increased resources for midwives,

raising awareness about health issues,

increased rights and protections for

midwives and more.

TIP

. WHAT YOU CAN DO:
¢ A women's health ambassador can sit at

il bl i pelleyimelers sd push ey = Revisit Chapter 4 for guidance on making
strategies for stillbirth prevention and care. an impact at different levels, including at the

» Read about the role and impact policy level.
of the Kyrgyzstan chief midwife in - Use the resources and tips provided in the
Sharing what works. upcoming section on Health workforce to guide

and support leadership efforts.

- Work to develop clinical care standards for
REFLECTION your setting to show key areas for quality
improvement. The Australian Stillbirth Clinical
Care Standard (74) is one example, which
describes 10 quality statements and seven

Do you know of someone in your region
or setting who has pushed for change in
women’s and children’s health? What do you

o indicators to reduce stillbirth and improve care
think it would take for them to also push for . e o
following stillbirth, including in subsequent
stillbirth prevention and care?

pregnancies.



https://www.internationalmidwives.org/our-work/icm-advocacy/toolkits.html
https://www.safetyandquality.gov.au/publications-and-resources/resource-library/stillbirth-clinical-care-standard-2022
https://www.safetyandquality.gov.au/publications-and-resources/resource-library/stillbirth-clinical-care-standard-2022
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In 2016, ICM worked with the Kyrgyz Alliance of Midwives (KAM), the Kyrgyzstan MOH

and other stakeholders to introduce the Midwifery Services Framework. Work plans were
developed to strengthen midwifery education, regulation and KAM, including the appointment
of a chief midwife by the MOH. Asel Orozalieva became the second chief midwife in 2022. The
chief midwife promotes and supports midwives and midwifery in Kyrgyzstan by advocating

for the profession politically at the level of the MOH of the Kyrgyz Republic. She is visible

by her participation in conferences, workshops and seminars held by the MOH and other
development partners. As a midwifery leader, the chief midwife has had a positive impact on
relationships with development partners and stakeholders. She actively promotes midwives by
nominating them for MOH awards. Since the role was introduced, there has been improvement
of the regulatory and legal framework of midwives in the Republic. In 2018, the MOH approved
competencies for midwives adapted from ICM Essential Competencies of Midwifery

Practice. The autonomous practice of midwives has improved in the regions where they
independently provide services for the management of pregnancy, as well as childbirth and the
postnatal period.

=» Read more about the Midwifery Services Framework in the Health workforce section at
Models of care.

Bereavement care

Organizational support within a health facility helps
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Informal and formal support mechanisms such

to ensure quality of bereavement care by creating

the necessary structures, processes and conditions

across the health service that facilitate supportive
and respectful care. Here is what health facility
directors can do:

* Seek out relevant evidence-based policies,
protocols and guidelines and make them
accessible to all staff.

* |dentify local champions to lead on the
development and implementation of
bereavement support initiatives.

* Advocate for all staff — including students and
new graduates — to receive training to deliver
best practice perinatal bereavement care.

as debriefing should also be available (see
Health workforce). Promote clinical mentoring
and supervision to build staff capacity and
sustainability for high-quality care.

Make available dedicated spaces for provision of
bereavement care (see Infrastructure).

Establish data-collection processes for
monitoring quality of bereavement care.

Establish local partnerships and referral
mechanisms in the community (such as parent
support groups).

Identify and work with community leaders such
as traditional leaders, women's cooperatives,
parent organizations and religious groups.


https://www.internationalmidwives.org/our-services/midwifery-services-framework.html
https://www.internationalmidwives.org/our-work/policy-and-practice/essential-competencies-for-midwifery-practice.html
https://www.internationalmidwives.org/our-work/policy-and-practice/essential-competencies-for-midwifery-practice.html

© UNICEF/UNQ0764415/Franco

Sénia Felizberto Camilo, 24 years old, is a mother of twins, Junito and Junior, who
are 9 months old. The twins were born at the Ramiane Health Centre (RHC) after the
construction of the new water and sanitation facilities. Their older children were born
while these facilities did not yet exist and they were two very different experiences.

Infrastructure, equipment
and supplies

Infrastructure, equipment and supplies are
required for stillbirth prevention and care. Fully
resourcing health facilities to provide quality

care along the continuum — including as part of
stillbirth prevention and care — requires innovation,
education, investment and political will.

Infrastructure

Infrastructure needs for stillbirth prevention and
care include (but are not limited to):

©® Roads to facilitate access, referrals and
supply delivery

® Electricity for functioning facilities
and equipment

® Clean water supply for care provision
® Emergency medical services
® Established referral routes

® Pathology and diagnostic services

Ensuring that the required infrastructure is

available requires a dedicated department(s)

or organization(s) at the national level to be
accountable for identification and prioritization

of needs, as well as data collection and planning,
implementation and maintenance of the
infrastructure itself. The department must also have
the authority to coordinate infrastructure needs with
other government sectors and non-governmental
organizations at national, district and local levels.

REFLECTION

Which government department is
accountable for infrastructure needs related
to stillbirth prevention in your setting? Is
there more than one? How could you connect
with someone at this department to plan for
improvements?

WHAT YOU CAN DO:

-> Collaborate with colleagues to identify local
issues with infrastructure, equipment and
supplies. Try this problem-solving tool.

- Lobby (if you work at the local or mid-level)
or secure funding (if you work at the local or
policy level) to adopt new tools, technology
and delivery strategies to extend the reach of
the health service to overcome infrastructure
shortcomings. The guidance under Strategy
4: Adopt innovative mHealth strategies to
facilitate access to care in Chapter 4 may help.

- Promote collaboration between the different
government ministries responsible for
ensuring that stillbirth-related infrastructure
needs are met:

¢ Local level: Invite local authorities to a
forum to discuss infrastructure successes
and challenges.

¢ Mid-level: Organize a round table of
peers in other ministries to share feasible
solutions to challenges in infrastructure
provision.

RESOURCE

* The Ethiopia Health Sector Transformation
Plan (75) describes a five-year strategic
plan to ensure the health system provides
excellence in health service delivery,
quality improvement and assurance,
leadership and governance and health
system capacity. Seek out and use
existing documentation like this to inform
infrastructure planning.

Bl


https://mspguide.org/2022/03/18/problem-tree/
https://www.globalfinancingfacility.org/ethiopia-health-sector-transformation-plan-201920-202425
https://www.globalfinancingfacility.org/ethiopia-health-sector-transformation-plan-201920-202425
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Bereavement care

Key recommendations for the preparation of the
physical environment for respectful and supportive
bereavement care include identifying a dedicated
space for delivering bad news and carrying out all
discussions with parents. These spaces should be:

Private and quiet

Large enough for extended family/support
people to gather

Where appropriate, free of medical equipment
or other materials that could be confronting
or upsetting to bereaved parents (balancing
emotional needs with any postnatal

clinical needs)

Conducive to unrushed and uninterrupted time
for personalized care

Separated from other families, either in
separate rooms or, in low-resource settings,
curtained-off areas

3

.+ L

Equipment and supplies

Table 5.1 shows examples of critical equipment
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and supplies along the continuum of care. Whether

it is cataloguing what is missing from this list
and identifying bottlenecks or lobbying your
peers to budget for availability of these essential

supplies, you can take action no matter the level at

which you work.

RESOURCES

* Refer to the Pregnancy, Childbirth,
Postpartum and Newborn Care Guide for
Essential Practice. Section L, “Equipment,
supplies, drugs, and laboratory tests”,
contains detailed lists of supplies for
antenatal, intrapartum and postnatal
care (76).

The WHO guidelines on intrapartum (37)

and postnatal (3) care may also be helpful.

These guidelines contain main resource
requirements tables with equipment and
supply needs for specific interventions.

© UNICEF/UNI239934/Adriko

Midwife Paulina Chepkumun of Kartita Health Centre IIl packing baby
resuscitating equipment in the maternity ward. “UNICEF mentoring
programme has meant a lot for me. | was trained, | now have the skill. | save
lives of many babies. | used to try resuscitating a baby for 10 minutes then
I'would give up. Now | can do up to 40 minutes and the baby gets back to
life" she said.


https://apps.who.int/iris/handle/10665/249580
https://apps.who.int/iris/handle/10665/249580
https://apps.who.int/iris/handle/10665/249580
https://www.who.int/publications/i/item/9789241550215
https://www.who.int/publications/i/item/9789240045989
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TABLE 5.1: CATALOGUING EXAMPLES OF EQUIPMENT AND SUPPLIES NEEDED ALONG THE
CONTINUUM OF CARE

WHAT'S NEEDED WHAT'S AVAILABLE =~ WHAT'S MISSING

Preconception period

Comprehensive family planning equipment and supplies

Supplies to facilitate diagnosis and treatment of non-communicable and
sexually transmitted infections

Antepartum period

Supplies to enable dual testing for serious infections such as HIV
and syphilis

Prophylactic medications such as iron and folic acid supplementation,
calcium and aspirin

Blood pressure measuring equipment and urine dipstick to identify
proteinuria

Other supplies depending on context and needs, such as mosquito
netting, maternal vaccinations

Intrapartum period

Equipment for monitoring of maternal and fetal well-being

Birth kits with sterile cord clamps, bag and mask devices, partograph and
neonatal suction tubing

Vital medications such as antibiotics, IV fluids, synthetic oxytocin and
drugs to treat hypertension

Surgical equipment to facilitate caesarean sections

Supplies and equipment for adequate postnatal physical assessment,
including blood pressure cuffs, thermometers, infant weighing scales

Medications and supplies for pain management, such as oral
paracetamol and cooling packs, and life-saving medications such as
antibiotics to treat infection

Supplies for HIV and TB testing and iron supplementation

HIV: human immunodeficiency virus; IV: intravenous, TB: tuberculosis
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Health workforce

High-quality care is founded on a competent,
educated, motivated and well-supported health
workforce. Health workforce strategies for stillbirth
prevention and care along the continuum of care
should cover staffing, training, models of care

and support.

Staffing

Along the full continuum of care

Availability of skilled health personnel (77) is
key, including midwives, nurses, obstetricians,
gynaecologists, paediatricians, anaesthetists,
pathologists, allied health workers and others.
Midwives are especially critical because they
provide many services across the reproductive
health and childbirth continuum.

RESOURCES

¢ Investments in nursing and midwifery are
vital. The State of the World's Midwifery
2021 (78) highlights a global shortage of
sexual, reproductive, maternal, newborn
and adolescent health workers — mainly
midwives. It outlines critical investments
to ensure midwives can achieve their
potential. Similarly, The State of the World’s
Nursing 2020 (79) highlights the case for
investment in nursing education, jobs and
leadership.

Investing in midwifery means building

an enabling environment. Building the
Enabling Environment for Midwives: A Call
to Action for Policymakers (80) sets out
policies to ensure midwives can perform
their full scope of practice with autonomy
and accountability, while working in a safe,
fair, well-functioning health-care system.
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e Critical shortages of surgeons,
obstetrician-gynaecologists and
anaesthesiologists contribute to
inadequate access to and quality of
obstetric and surgical care in LMICs (81).
The WHO Global Health Observatory
tracks data on the numbers of licensed
and qualified surgeons, obstetricians and
anaesthetists actively working in countries.

e Bringing health-care workers to rural
and remote areas can improve care in
underserved settings. The WHO Guideline
on Health Workforce Development,
Attraction, Recruitment and Retention in
Rural and Remote Areas (82) sets out key
policies on education, regulation, incentives
and support to build the rural and remote
health workforce.

e Action in LMICs is a must. Human
Resource Strategies to Improve Newborn
Care in Health Facilities in Low- and
Middle-income Countries (83) provides
strategies to better equip health-care
workers in LMICs to provide high-quality
maternity care through national-level
workforce policies.

© UNICEF/UN0687940/Panjwani

Dimple Ghetia is a Nurse practitioner Midwifery works with the midwife
led labour room. She has also received supportive training by UNICEF.
Location: PDU Civil Hospital, Rajkot, India.



https://data.unicef.org/resources/definition-of-skilled-health-personnel-providing-care-during-childbirth/
https://www.unfpa.org/publications/sowmy-2021
https://www.unfpa.org/publications/sowmy-2021
https://www.who.int/publications/i/item/9789240003279
https://www.who.int/publications/i/item/9789240003279
https://www.internationalmidwives.org/our-work/other-resources/icm-enabling-environment-policy-brief-(2021).html
https://www.internationalmidwives.org/our-work/other-resources/icm-enabling-environment-policy-brief-(2021).html
https://www.internationalmidwives.org/our-work/other-resources/icm-enabling-environment-policy-brief-(2021).html
https://www.who.int/data/gho/data/themes/topics/indicator-groups/indicator-group-details/GHO/surgical-workforce
https://www.who.int/publications/i/item/9789240024229
https://www.who.int/publications/i/item/9789240024229
https://www.who.int/publications/i/item/9789240024229
https://www.who.int/publications/i/item/9789240024229
https://www.who.int/publications/i/item/9789240015227
https://www.who.int/publications/i/item/9789240015227
https://www.who.int/publications/i/item/9789240015227
https://www.who.int/publications/i/item/9789240015227
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WHAT YOU CAN DO:

- Use the template in Annex 8 to map relevant
policies and recommendations against what is
available in your own setting.

Training

Along the full continuum of care

All women and babies have the right to respectful
and dignified health care, with no disrespect or
abuse of women during pregnancy and childbirth.
This requires training.

g RESOURCES

» The RESPECT Toolkit (84) includes
practical guidance on how to run
workshops to train health workers to
provide respectful maternity care. These
workshops can help health-care workers
better understand what is meant by
respectful maternity care (see Box 5.1) and
how to respond to challenging practice
situations.

¢ The March of Dimes training programme
Awareness to Action: Dismantling Bias
in Maternal and Infant Healthcare offers
specific education and training to better
recognize and reflect on ingrained,
harmful stereotypes and other implicit
biases that reduce equitable care. Read
more in Chapter 5 at Strategy 6: Address
unconscious bias in interactions between

health-care providers and women.

* Provision of respectful care can be
especially strained in fragile and
humanitarian response settings. The Inter-
Agency Working Group on Reproductive
Health in Crises has developed the brief:

\\\ Approaching Implementation of Respectful

‘ Maternity Care in Humanitarian Settings

~ (85) with useful information and links.
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BOX 5.1: SEVEN RIGHTS OF CHILDBEARING
WOMEN FROM THE RESPECT TOOLKIT (84)

1. Be free from harm and ill treatment

2. Information, informed consent and refusal, and
respect for her choices and preferences, including
companionship during maternity care

3. Privacy and confidentiality

4. Be treated with dignity and respect

5. Equality, freedom from discrimination, equitable care
6. Health care and the highest attainable level of health

7. Liberty, autonomy, self-determination and freedom
from coercion

WHAT YOU CAN DO:

-> Consider running a workshop on respectful
maternity care in your setting.

-> Incorporate implicit bias training and awareness
into health provider training curricula.

© UNICEF/UN0151411/Voronin

Mother, Uyalkan Ahibila kyzy and father, Jamshidbek uulu Altynbek
with their baby girl Tolgonay in the family yurta (tent), who survived a
difficult birth thanks to the skilled intervention of an obstetrician and a
midwife trained by UNICEF. Kyrgyzstan



https://www.internationalmidwives.org/our-work/other-resources/respect-toolkit.html
https://www.marchofdimes.org/professionals/professional-education.aspx
https://www.marchofdimes.org/professionals/professional-education.aspx
https://iawg.net/resources/approaching-implementation-of-respectful-maternity-care-in-humanitarian-settings
https://iawg.net/resources/approaching-implementation-of-respectful-maternity-care-in-humanitarian-settings
https://www.internationalmidwives.org/our-work/other-resources/respect-toolkit.html
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During antenatal and intrapartum care
DATA HIGHLIGHTS

Training and education on effective communication
To be effective in stillbirth prevention, care and teamwork is vital to promote and support well-

providers must believe that it is possible to functioning multidisciplinary maternity teams.
reduce stillbirth rates. The Lancet Ending

Preventable Stillbirths Series showed that, even

RESOURCES

in HICs, only around one third of care providers g
agreed with the statement “Many stillbirths are « Each Baby Counts + Learn & Support
preventable” (65). Better education and training (EBC L&S) aims to improve clinical

may combat providers’ fatalistic views about the escalation practices through promoting
inevitability of stillbirth. Success stories can also excellence in teamwork and better

help reinforce the message that stillbirths can be communication. Three interventions —

reduced through improved care. Team of the Shift, Teach or Treat and

Advice Inform Do (AID) — aim to create
a supportive workplace culture, enhance
psychological safety among staff and

WHAT YOU CAN DO:

- |dentify a success story from your own setting reduce hierarchical decision-making.
and share it with colleagues in your network. « PROMPT programmes aim to reduce

- Reach out to your network for success preventable harm to mothers and
stories from their settings and consider how babies through practical obstetric multi-
a similar approach could be implemented profession training. Training focuses on
where you work. enhancing teamwork through improving

communication, team roles and leadership
and situational awareness.

Sharing what works

Essential Steps in Managing Obstetric Emergencies (ESMOE) is a skills and simulation

drills training programme implemented nationwide in South Africa. It was developed to train
obstetricians to combat the high rate of maternal and neonatal morbidity and mortality in
prevalent South African conditions. ESMOE aims to improve the quality of care for women
suffering from obstetric emergencies, encourage best practice, retain skills and knowledge by
building the capacity and confidence of health-care workers and achieve better maternal and
neonatal outcomes.

=» Read more about ESMOE



https://www.thelancet.com/series/ending-preventable-stillbirths
https://www.thelancet.com/series/ending-preventable-stillbirths
https://www.rcog.org.uk/about-us/groups-and-societies/the-rcog-centre-for-quality-improvement-and-clinical-audit/each-baby-counts-learn-support/
https://www.promptmaternity.org/
https://www.ajol.info/index.php/sajog/article/view/50344
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WHAT YOU CAN DO:

- Work with colleagues, health administrators
and other key decision makers to promote
effective communication and teamwork through
evidence-based training.

-> For specific clinical obstetric skills, implement
context-based training sessions and drills (see
Sharing what works).

During postnatal care

Training to provide supportive and respectful
bereavement care following stillbirth remains
crucial. Providing sensitive, individualized
physiological care and advice, including for lactation
management, pain management and wound care, is
also imperative.

As part of comprehensive best practice care
following stillbirth or neonatal death, the IMproving
Perinatal Mortality Review and Outcomes Via
Education (IMPROVE) workshop includes training

on management of physiological symptoms in the
context of post-stillbirth care. Read more about the
IMPROVE workshops in Sharing what works.
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Bereavement care

Bereavement care is typically provided by
nurses and midwives, especially in inpatient
settings. Depending on the particular setting,
obstetricians, community health workers and
others may also provide bereavement care.

A list of formal bereavement care training
programmes is provided in Resources. Such
programmes are typically available in high-
resourced countries, but it is possible to
adapt them for other settings.

RESOURCES

¢ | earn more about IMPROVE el earning
and workshops

¢ Read about Resolve Through Sharing

Bereavement Training

¢ Access the SANDS UK stillbirth and
neonatal death support training

* Visit the UK National Bereavement Care

Pathway website

© UNICEF/UNI32026/Pirozzi
Kadiatu Sama, who has had no prenatal care and whose child was stillborn, is

comforted by a woman nurse in the maternity ward of the government hospital

in the southern town of Bo (Sierra Leone).


https://stillbirthcre.org.au/researchers-clinicians/education-and-workshops/improve-elearning-and-workshops/
https://stillbirthcre.org.au/researchers-clinicians/education-and-workshops/improve-elearning-and-workshops/
https://stillbirthcre.org.au/researchers-clinicians/education-and-workshops/improve-elearning-and-workshops/
https://stillbirthcre.org.au/researchers-clinicians/education-and-workshops/improve-elearning-and-workshops/
https://stillbirthcre.org.au/researchers-clinicians/education-and-workshops/improve-elearning-and-workshops/
http://www.resolvethroughsharingonline.org/
http://www.resolvethroughsharingonline.org/
https://training.sands.org.uk/
https://training.sands.org.uk/
https://nbcpathway.org.uk/
https://nbcpathway.org.uk/
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Sharing what works

IMproving Perinatal Mortality Review and Outcomes Via Education (IMPROVE) is an interactive
workshop providing training in best practice care following stillbirth or neonatal death,
developed and run by the Perinatal Society of Australia and New Zealand and the Australian
Centre of Research Excellence in Stillbirth. The workshop is available to all relevant medical,
nursing, midwifery and allied health workers (including ultrasonographers, social workers and
others). Following a short introductory lecture, small groups of participants rotate around

six learning stations — each facilitated by an experienced educator — before completing a
formal assessment. The IMPROVE learning stations cover: communicating with parents

about perinatal autopsy; autopsy and placental examination; investigation of stillbirths;
examination of babies who die in the perinatal period; institutional perinatal mortality audit and
classification; and respectful and supportive bereavement care (including breaking bad news
and care in subsequent pregnancies). The workshop is aligned with the Australia and New
Zealand Clinical Practice Guideline for Care Around Stillbirth and Neonatal Death, but it can

be adapted for international contexts with the assistance of ISA. IMPROVE workshops have
been run in sites across Australia, as well as in Fiji, Ireland, the Netherlands, Spain, Vancouver
and Vietnam.

=» Learn more about IMPROVE el earning and workshops

=*Read the formal evaluation of the IMPROVE workshop by Gardiner and colleagues (86)

=»Contact ISA to enquire about setting up an IMPROVE workshop in your region

Even if you work in a setting where there are no
formal bereavement care programmes, components
of bereavement care can be implemented with
minimal additional resources. These components
include sensitive, respectful communication with
parents, as outlined in the Raising Parent Voices
Advocacy Toolkit — India Providers’ Version (see
Box 3.1 and Sharing what works).

TIP

 Develop local guidelines for
communication, ensuring privacy of
parents, enabling space for family and
chosen support people, and respectful
handling of the baby’s body.

¢ No matter what your setting, offer
opportunities to see and hold the stillborn
baby and support parents’ preferences
(revisit Sharing what works).
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https://www.psanz.com.au/
https://stillbirthcre.org.au/
https://stillbirthcre.org.au/
https://stillbirthcre.org.au/researchers-clinicians/download-resources/clinical-practice-guidelines-and-position-statements/
https://stillbirthcre.org.au/researchers-clinicians/download-resources/clinical-practice-guidelines-and-position-statements/
https://stillbirthcre.org.au/researchers-clinicians/education-and-workshops/improve-elearning-and-workshops/
https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-016-1173-8
mailto:info@stillbirthalliance.org
https://www.stillbirthalliance.org/parent-voices-initiative/advocacy-toolkits/india-toolkit-for-healthcare-providers/
https://www.stillbirthalliance.org/parent-voices-initiative/advocacy-toolkits/india-toolkit-for-healthcare-providers/
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Sharing what works

In Uganda, a 30-year-old woman and her husband came for a 20-week check-up. This couple
had suffered a miscarriage before and were notably anxious. They felt that things were not
right. After bereavement care training, the nurse knew to listen carefully to what this couple
was saying and to acknowledge their fears. She made eye contact with the couple and

told them that we would do a thorough exam to see how the baby was progressing. Upon
auscultation, no heartbeat was found. The parents began to cry. While she empathized with
their pain, the nurse wanted to be truthful, and she told them that the baby had died. The
couple continued to cry and she gave them some time alone. The nurse then discussed
options about how to birth the baby, as well as other decisions to make. The nurse’s training
helped her to realize that being actively present, listening to and acknowledging concerns
and communicating clearly and respectfully helped both the family and the nurse cope with
this most difficult situation. Letting the family grieve, taking time and supporting the couple
through decision-making empowered them to be active in caring for their baby. The nurse felt
better able to cope knowing that she gave them the best possible care while supporting them

as a family.

Models of care

During antenatal, intrapartum and
postnatal care

Midwife-led continuity of care models — where
a primary/named midwife is assigned to
every woman from the start of the pregnancy,

Sharing what works

coordinating collaboration with other health
professionals when necessary (87) — are
recommended by WHO from antenatal through
to postnatal care in settings with well-functioning
midwifery programmes (3, 30, 37). Evidence has
shown specifically that women who are cared for
under midwife-led continuity models of care are
less likely to experience stillbirth and neonatal
death (88).

In New Zealand, midwife-led continuity of care is the national standard of care with 93.5%
of pregnant women booking with a midwife lead maternity carer. Midwifery care is publicly

funded, largely provided in the community and supported by a nationally agreed referral
guideline that ensures access to secondary and tertiary level hospital services when required.
Because midwives are embedded in the community, they develop relationships with — and
become known and trusted by — not just women, but often their extended families as well.

=» Read more about continuity of midwifery care in Aotearoa, New Zealand
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https://srhr.org/rhl/article/who-recommendation-on-midwife-led-continuity-of-care-during-pregnancy
https://www.health.govt.nz/publication/report-maternity-web-tool
https://www.health.govt.nz/publication/report-maternity-web-tool
https://www.midwife.org.nz/midwives/publications/continuity-of-care-in-aotearoa/

PROGRAMME IMPLEMENTATION ALONG THE CONTINUUM OF CARE 53

DATA HIGHLIGHTS Care in pregnancies subsequent to stillbirth

Specialist services, including multidisciplinary
clinics, can offer an individualized approach to care
in pregnancies subsequent to stillbirth, with medical
and psychosocial care tailored to the unique needs
of women and families (93).

Stillbirth rates among Indigenous women in
Canada, the USA and Australia are 1.5-2 times
higher than their non-Indigenous counterparts
(89-91). But in New Zealand — where midwifery
continuity of care is the standard — rates of

stillbirth at 20 weeks’ gestation or more among WHAT YOU CAN DO:

Maori women are similar to their New Zealand

European counterparts (5.50 versus 5.15 per - |f feasible in your setting, build a case for a
1,000 births) (92). These data are not readily dedicated service providing care in pregnancies
explained by variations in social determinants of subsequent to stillbirth. See examples of such
health, which raises the possibility that midwife- services in L earn more.

led continuity of care could be mitigating some
of the adverse effects of disparity for Indigenous
mothers in New Zealand. Read more in Sharing
what works.

-> If a dedicated service is not available or feasible,
invest in training for individual health-care
providers for pregnancy-after-loss care. The
IMPROVE workshop is one example (revisit
Sharing what works in the Training section).

WHAT YOU CAN DO:

- |If midwife-led continuity of care is feasible in
your setting, start by increasing the number and LEARN MORE
quality of practising midwives in your region.

Use the Midwifery Services Framework to help. * Read about the Rainbow Clinic at

St Mary’s Hospital in Manchester, UK.

- If midwife-led continuity of care is not feasible
in your setting, increase continuity through other
care providers to improve quality of care.

» Read about the Stillbirth and Reproductive
Loss (STAR) and Integrated Support After
Infant Loss (iISAIL) clinics in Melbourne and
Sydney, Australia.

RESOURCES

g * Read about the Subsequent Pregnancy
* The Midwifery Services Framework Program at Sunnybrook Health Sciences
serves as a tool to guide countries Centre in Toronto, Canada.

through the process of developing and
strengthening their midwifery services.

* For a quick summary, watch this video
describing the Midwifery Services
Framework journey.


https://www.internationalmidwives.org/our-services/midwifery-services-framework.html
https://www.internationalmidwives.org/our-services/midwifery-services-framework.html
https://www.youtube.com/watch?v=8pDIsQRo6lU
https://www.tommys.org/research/research-centres/rainbow-clinic
https://mercyperinatal.com/clinic/rainbow-clinic
https://mercyperinatal.com/clinic/rainbow-clinic
https://www.health.nsw.gov.au/innovation/2016awards/Pages/pp-isail.aspx
https://www.health.nsw.gov.au/innovation/2016awards/Pages/pp-isail.aspx
https://sunnybrook.ca/content/?page=wb-subsequent-pregnancy
https://sunnybrook.ca/content/?page=wb-subsequent-pregnancy
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Supporting the health workforce

Along the full continuum of care

Supporting the health workforce requires global
recognition of the importance of reproductive,
maternal, newborn and child health and its role in
shaping society at large.

WHAT YOU CAN DO:

- Advocate for appropriately respected and
remunerated health service roles, with
opportunities for continuing development and
career progression.

-> Carry out public awareness and education
initiatives to communicate the importance of
reproductive, maternal, newborn and child health
and highlight career pathways.
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During antenatal, intrapartum and
postnatal care

As described in Chapter 1, the adverse
psychological effects of stillbirth are felt by health-
care workers as well as women and families (94).
Failure to support health-care workers, particularly
midwives as those providing social and emotional
support to families (24), will exacerbate existing
workforce shortages. Specific attention to
individuals’ well-being is also crucial.

WHAT YOU CAN DO:

- Promote a workplace culture that enables and
supports self-care through modelling, education
and training.

Remember, whatever level you work at and
whatever the initiative, you can take action.
Examples include:

e Local level: Garner support from
colleagues, work with community leaders
and engage in formal advocacy.

¢ Mid-level: Contribute to case-making and
planning and advocate upward.

* Policy level: Lead in funding and policy
development and lobby other ministers.
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6. MEASUREMENT OF PROGRESS

Where to start Tracking progress

® Find out: Does your country have a stillbirth
reduction target? This may be included as part of
its ENAP or other national plans.

Making progress towards stillbirth reduction and

equity targets requires research and data. This

chapter provides resources and data on causes of

death, alongside guidance on tracking progress and - If not, use the ENAP target, which is to reduce

why it is crucial to count all stillbirths. late-gestation stillbirths (stillbirths at 28 weeks
or more) to 12 or fewer per 1,000 total births by

- RESOURCES 2030, while also reducing inequities.

® Find out: Is progress towards this target
e UN-IGME publishes regular estimates of being tracked?
neonatal mortality and stillbirth rates. Find

the latest data and modelled estimates = Ifnot, use local data (see Resources) or

national estimates to track progress.

and trends.

* * Data for your context may be available Achieving ENAP targets in all settings will require
from your national maternal perinatal high-quality care along the continuum. Tracking
death surveillance and response or vital progress for stillbirth prevention and care therefore
statistics systems. requires an understanding of wider maternal

newborn health care in any given context. This
includes coverage of care along the continuum
and related health indicators, such as maternal
mortality.

DATA HIGHLIGHTS

National and global estimates of cause of death
for live born babies in the first month after birth RESOURCES 1
(neonatal death) are available (95). Important a
causes of neonatal death in all settings

include preterm birth complications, childbirth
complications (also called intrapartum-related)

¢ The Ending Preventable Newborn
Deaths and Stillbirths by 2030 report
provides revised ENAP coverage targets for

and infectious causes. In low-mortality contexts, 2Ok 202D (-1
congenital abnormalities are increasingly e Other indicators related to wider maternal
important contributors. newborn health along the continuum,

such as antenatal care, skilled birth
attendance, and caesarean section rate, are
available from UNICEF, WHO-Global Health
Observatory and Healthy Newborn Network.

There are currently no comparable national
and global estimates for causes of stillbirth,
but important causes include pregnancy
complications (including maternal conditions
such as hypertensive disorders and antepartum * See the Health Equity Assessment Toolkit
haemorrhage) and childbirth complications for more details and resources on equity.
associated with fetal hypoxia and infection (such
as syphilis, malaria and group B streptococcus).

e Countdown to 2030 also produces excellent
country profiles and equity profiles that can
be a useful tool for action.



https://childmortality.org/about
http://www.childmortality.org
http://www.childmortality.org
https://childmortality.org/
https://www.unicef.org/reports/ending-preventable-newborn-deaths-stillbirths-quality-health-coverage-2020-2025
https://www.unicef.org/reports/ending-preventable-newborn-deaths-stillbirths-quality-health-coverage-2020-2025
https://data.unicef.org/
https://www.who.int/data/gho/data/indicators
https://www.who.int/data/gho/data/indicators
https://www.healthynewbornnetwork.org/numbers/
https://whoequity.shinyapps.io/heat/
https://data.unicef.org/countdown-2030/
https://www.countdown2030.org/equity-profiles
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Counting stillbirths

Every baby — whether live born or stillborn —should
be included in every data system capturing births,
with information on the baby's birthweight and
gestational age. These data are needed to measure
stillbirth rates accurately and track progress
towards stillbirth rate reduction targets.

Sharing what works

While there are many myths remaining around

counting stillbirths (see Box 6.1), capturing data
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on stillbirths is possible in all settings (see Sharing

what works). The following section provides
information and resources to improve and
effectively use these data.

Wide variation in reported stillbirth rates is a key challenge in addressing stillbirths in Mali.
With around three in five babies born at home, gaps in data reporting at the community level
are an important barrier to obtaining accurate data. To improve reporting of these deaths, the
Malian Ministry of Health and Social Affairs created the Perinatal and Neonatal Audit Guide
with surveillance reporting standards in 2019. Even knowing that cultural and health-seeking
challenges were resulting in stillbirth underreporting, public health researchers in the region
were stunned by the high number of stillbirths reported weekly. Aware that this was just a
small fraction of the overall number of stillbirths, with the many babies who are stillborn at
home remaining hidden, these researchers are now aiming to strengthen community-based

perinatal mortality surveillance. At the village level, community health workers are being trained

to use an electronic tool to collect, record and report real-time data on perinatal deaths in two
health districts. If the tool is beneficial, this system will be implemented in other districts in

the region.

REFLECTION

Are data on stillbirths recorded in all relevant
data systems in your context? Are these data

of adequate quality (96)? Have they been
reported in dashboards, reports or other
platforms to inform action? If so, are the
data disaggregated appropriately to provide
sufficient data for action? Are the data being

used to track progress towards ENAP targets

in your context?


https://data.unicef.org/resources/stillbirth-definition-and-data-quality-assessment-for-health-management-information-systems/
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Definitions and indicators

BOX 6.1: BUSTING MYTHS AROUND
COUNTING STILLBIRTHS Standard definitions for stillbirths are included in the

International Classification of Diseases (ICD-11):

Q MYTH: There are no standard
definitions of stillbirth.

Q FACT: WHO has standard definitions
as part of the International Classification

of Diseases (ICD).

Q MYTH: It is not possible to capture
information on stillbirths in routine data
systems in LMIC settings.

Q FACT: Stillbirths can be included in all
data systems that capture live births.

0 MYTH: It is not important to count
stillbirths.

Q FACT: Stillbirths matter to women
and families — and ending preventable
stillbirths requires data to target action
and track progress. Stillbirth rates are
also important markers of access to
high-quality antenatal and intrapartum
care and are closely linked with maternal
mortality and health. Due to substantial
misclassification between stillbirths and
neonatal deaths, especially around the
thresholds of viability, counting stillbirths
is also critical to tracking neonatal
mortality.

Live birth: the complete expulsion or extraction
fromm a woman of a fetus, irrespective of the
duration of the pregnancy, which, after such
separation, shows signs of life.

Fetal death: the death of a fetus prior to the
complete expulsion or extraction from a woman. It
may be diagnosed in utero by the absence of fetal
heart sounds, confirmed by imaging techniques
where available, or at delivery by absence of signs
of life at birth or after attempted resuscitation.

Stillbirth: A baby born following a fetal death at 154
days (22° weeks) or more of gestation.

Early gestation stillbirth: A stillbirth at 154-195
days of gestation (220 to 27+° weeks).

Late-gestation stillbirth: A stillbirth at 196 or more
days of gestation (=28 weeks).

Intrapartum stillbirth: A stillbirth following
intrapartum fetal death (occurring during labour or
the birthing process).

Antepartum stillbirth: A stillbirth following
antepartum fetal death (occurring before onset
of labour).

Total births: the number of live births plus
stillbirths.

o Number of stillbirths
Stillbirth rate: X 1,000
Number of total births

WHO recommends that information on all stillbirths
is collected in national data systems and that data
for late-gestation stillbirths are reported for global
comparisons.


https://icdcdn.who.int/icd11referenceguide/en/html/index.html
https://icdcdn.who.int/icd11referenceguide/en/html/index.html
https://icd.who.int/en
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Deepak Kumar plays a very important role as the data operator
at the Special Newborn Care Unit (SNCU) of Prabhawati Hospital,
Gaya, Bihar (India). Deepak is responsible for collecting, collating

and analysing data he gathers from every case that comes into

the SNCU each day, that he translates into hard data used by
doctors and staff to respond to cases as need be.

Collecting actionable data

Data for stillbirths can be captured in all national
systems collecting information on births, including
civil registration and vital statistics (CRVS) and
routine health information systems. The reporting
of stillbirths in a CRVS system should ensure

that all stillbirths are reported to the statistical
office compiling and disseminating vital statistics,
whether the stillbirths are registered through civil
registration or reported, without registration, to the
MOH. All United Nations Member State countries
should have a legal framework that defines the
continuous, permanent, compulsory and universal
registration of live births and registration or
reporting of stillbirths to civil registration or health
systems, respectively, in line with globally agreed
recommendations (97). Stillbirth data can also be
captured via household surveys, but underreporting
and data quality issues are common with this
method (96, 98).

To ensure all relevant data to accurately measure
stillbirth rates are collected, WHO recommends a
standard minimum perinatal data set to be recorded

by the health system for every birth at the point of
care (see Annex 9). Accurate recording of these
data, including vital status at the start of labour and
at birth, gestational age and birthweight, is essential
to correctly classify birth outcomes. “Macerated”
and “fresh” skin appearance should not be used to
classify the time of death (98). Instead, the time of
death assessed by last time of fetal heartbeat or
movement should be used for classification.

Common challenges with stillbirth data
management include omission of events

and misclassification between miscarriages

and stillbirths (requiring accurate gestational

age assessment and application of standard
definitions) and between stillbirths and neonatal
deaths (requiring accurate assessment of vital
status at birth and attempted resuscitation of

all non-macerated babies who do not breathe at
birth). Data quality assessments/audits should be
routinely undertaken to detect and address these
challenges. For household survey data, follow-
on verbal autopsy tools can be helpful to assess
potential misclassification between stillbirth and
neonatal deaths (99).
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Including all babies — live born and stillborn = in a
single data system is important, considering the
substantial misclassification between stillbirths and
very early neonatal deaths. While the underlying

risk factors, causes of death and public health
interventions to address stillbirths and very

early neonatal deaths are similar, stillbirths are
associated with increased maternal morbidity and
health-care needs that may differ to those of very
early neonatal deaths.

Where possible, information on contextual and
contributing factors and causes of death should
also be collected to guide targeted interventions
for common drivers of preventable stillbirths. WHO
recommends recording a cause of death for each
stillbirth using the international form of medical
certification of cause of death (MCCD). Perinatal
audit (100), maternal perinatal death surveillance
and response (MPDSR) (101) systems and verbal

Sharing what works
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autopsy also provide important information

on causes of death and contributory factors,
especially in settings without universal coverage of
stillbirths in CRVS.

Using data for action

While data for stillbirths are collected in most
settings, these are not always included in relevant
reporting platforms or available to inform action.

Disaggregating data helps to identify geographical
locations and population groups that have a higher
stillbirth burden. Disaggregation of data permits
resources to be directed to the populations in the
greatest need. Relevant disaggregation will vary by
context, but examples include by sex, gestational
age, birthweight, maternal age, urban/rural location,
geographical region and facility type.

The WHO Regional Office for South-East Asia (WHO SEARO) established a regional Technical
Advisory Group in 2015 to provide guidance on stillbirth reduction, including setting national
and subnational targets, addressing inequities and developing national action plans. Its
recommendations have been included in the Regional Strategic Framework for Accelerating
Universal Access to Sexual and Reproductive Health in the South-East Asia Region (2020-
2024) as key strategies to reduce stillbirth in the region. Six of 11 countries in the region have
achieved the ENAP 2030 country target and all countries in the region have included stillbirth
prevention as part of the country’s ENAP, while seven countries have identified country targets
for 2020 and 2025. WHO SEARO has also established a hospital-based registry, supported
national MPDSR guidelines and training packages in several countries and developed a virtual
maternal death surveillance and response capacity-building training programme in partnership
with the MOMENTUM Country Global Leadership, UNFPA and UNICEF.



https://icdcdn.who.int/icd11referenceguide/en/html/index.html#international-form-of-medical-certificate-of-cause-of-death
https://icdcdn.who.int/icd11referenceguide/en/html/index.html#international-form-of-medical-certificate-of-cause-of-death
https://www.who.int/publications/i/item/9789241511223
https://www.who.int/publications/i/item/9789241511223
https://www.who.int/publications/i/item/9789240036666
https://www.who.int/publications/i/item/9789240036666
https://www.who.int/southeastasia
https://apps.who.int/iris/handle/10665/334229
https://apps.who.int/iris/handle/10665/334229
https://apps.who.int/iris/handle/10665/334229
https://usaidmomentum.org/resource/mpdsr-capacity-building/
https://usaidmomentum.org/resource/mpdsr-capacity-building/
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RESOURCES

CRVS

Stillbirth is one of the 10 vital events that
should be captured through continuous,
permanent, compulsory and universal CRVS.

e A WHO and UNICEF report (102) provides
operational guidance for health sector
managers, civil registrars and development
partners to improve health sector reporting
of stillbirths to civil registration authorities.

 Chapter 5 of the Civil Registration, Vital
Statistics and Identity Management
(CRVSID): Legal and Regulatory Review
Toolkit (103) is also helpful.

¢ UNFPA has provided specific guidance
on integrating CRVS and MPDSR for
development and humanitarian response
settings in its report Reinforcing Civil
Registration and Vital Statistics and
Maternal and Perinatal Death Surveillance

and Response Systems Interlinkages (104).
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ROUTINE HEALTH
INFORMATION SYSTEMS

The UNICEF Stillbirth Definition and
Data Quality Assessment for Health
Management Information Systems (96)
provides practical guidance on data
collection, assessing data quality and
improving data for action.

AUDIT AND OTHER RESOURCES

The WHO Maternal and Perinatal Death
Surveillance and Response (101), Making
Every Baby Count Audit Guide (100) and
The WHO Application of ICD-10 to Deaths
During the Perinatal Period: ICD-PM (105)
each provide useful reference materials to
support their implementation.

For deaths occurring outside a health
facility, verbal and social autopsy can

also be used, although verbal autopsy

has limited validity in assessing cause of
stillbirth. For specific guidance, refer to the
Institute for Health Metrics and Evaluation
(IHME) verbal autopsy tool and Annex

10 of the Making Every Baby Count Audit
Guide (100).



https://data.unicef.org/resources/improving-the-civil-registration-of-births-and-deaths-in-low-income-countries-guidance-for-the-health-sector/
https://advocacyincubator.org/ghai-advocacy-tools/legal-and-regulatory-review-toolkit-for-crvsid/
https://advocacyincubator.org/ghai-advocacy-tools/legal-and-regulatory-review-toolkit-for-crvsid/
https://advocacyincubator.org/ghai-advocacy-tools/legal-and-regulatory-review-toolkit-for-crvsid/
https://advocacyincubator.org/ghai-advocacy-tools/legal-and-regulatory-review-toolkit-for-crvsid/
https://arabstates.unfpa.org/en/publications/improving-data-evidence-based-decision-making-reinforcing-civil-registration-and-vital
https://arabstates.unfpa.org/en/publications/improving-data-evidence-based-decision-making-reinforcing-civil-registration-and-vital
https://arabstates.unfpa.org/en/publications/improving-data-evidence-based-decision-making-reinforcing-civil-registration-and-vital
https://arabstates.unfpa.org/en/publications/improving-data-evidence-based-decision-making-reinforcing-civil-registration-and-vital
https://data.unicef.org/resources/stillbirth-definition-and-data-quality-assessment-for-health-management-information-systems/
https://data.unicef.org/resources/stillbirth-definition-and-data-quality-assessment-for-health-management-information-systems/
https://data.unicef.org/resources/stillbirth-definition-and-data-quality-assessment-for-health-management-information-systems/
https://www.who.int/publications/i/item/9789240036666
https://www.who.int/publications/i/item/9789240036666
https://www.who.int/publications/i/item/9789241511223
https://www.who.int/publications/i/item/9789241511223
https://www.who.int/publications/i/item/9789241549752
https://www.who.int/publications/i/item/9789241549752
https://www.healthdata.org/data-tools-practices/verbal-autopsy
https://www.healthdata.org/data-tools-practices/verbal-autopsy
https://www.who.int/publications/i/item/9789241511223
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7. ACHIEVING THE GOAL

This final chapter details the country-level

actions needed now, by 2025 and by 2030 to end
preventable stillbirths and ensure respectful care
for women and families when stillbirth occurs. It
concludes by restating the vision of this advocacy
and implementation guide, including voices from
the field.

Action needed at the
country level

Ending preventable stillbirths does not necessarily
require new interventions. Rather, countries need
to ensure quality and respectful antenatal and
intrapartum care for every woman, child and family,
along the continuum of care. This can be achieved
through strengthening existing health systems,

as described. Strengthening of health systems

will also enable scale-up of effective support and
bereavement care for all affected by stillbirth,
including families of stillborn babies and their
carers (1).

P,

Actions to implement NOW

|dentify national leaders, champions, allies

While it is possible for a few individual champions
to lead and adopt a national stillbirth target in

their country, strong and intentional leadership

is needed to bring about sustained change for
neglected health issues, such as stillbirth (106).
Effective stillbirth leadership can facilitate situation
analysis, agenda setting and prioritization, and
formulation of health policies and guidance (106).
These steps provide the required foundations for
implementation of interventions and monitoring and
evaluation to ensure accountability towards national
and global milestones and targets (see Chapter 4).

Raise voices

Bereaved parents and families must be supported
to bring their voices into policy formulation and
actions. This will help to:

® Understand and remove social taboos, stigma
and misconceptions that silence families.

® Facilitate opportunities for women and families
to demand and receive high-quality, respectful
maternity and newborn care including for
stillborn babies.

©® Ensure families’ views are considered in child
death reviews.

® Ensure national-level actors, governments
and global organizations include stillbirths in
relevant reproductive, maternal, newborn, child
and adolescent health (RMNCAH) investments,
policies and programmes.

® Improve availability and quality of data on
the burden of, causes of and risk factors for
stillbirths (1).

© UNICEF/UN0361622/Naftalin

Harriet Karij, a 27 year old UNICEF-supported midwife, attends to Monica John in

the delivery room at Malakal Teaching Hospital, South Sudan on 26th October 2020.
Monica's last two babies tragically died during childbirth so - following abdominal pain
a week ago- she decided to come to the hospital’'s maternity ward where, according

to Monica (28 years old), she knew she “would be closely monitored and receive
superior care”.
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Increase awareness

As described in Chapter 2, stillbirths are often
excluded from the public health agenda at the
country level. Stigma, taboo and fatalism have
contributed to this lack of attention, which has
been perpetuated by a lack of accurate, timely
data on numbers and causes of stillbirth (1). To
increase accountability for stillbirths, data systems
must be strengthened in their capacity to collect,
analyse and promote the use of timely, quality and
disaggregated data, with information on causes
of death, risk factors and inequities (1, 27) (see
Chapter 6 and Box 7.1).

BOX 7.1: ACTIONS FOR DATA SYSTEM
STRENGTHENING (1)

@ Align stillbirth definitions and
measures with international standards

® |Integrate stillbirth-specific components
within relevant plans for data system
strengthening and improvement

® Record stillbirths in all relevant
RMNCAH programmes (registers,
monthly reporting forms and
routine health management
information systems)

® Improve health-care workers’ skills
related to reporting of fetal deaths and
perinatal audits

® Provide training and support to include
stillbirths within CRVS

® Include information on timing of
stillbirth (antepartum or intrapartum)
in all settings and record causes of
and contributing factors to stillbirth
where possible

® Report and review stillbirth data locally
at the facility or district level — together
with data on neonatal deaths
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Set the agenda

The Millennium Development Goals and the Global
Strategy for Women'’s, Children’s and Adolescents’
Health (2016-2030) (107) show that acceleration
of country-level actions for maternal and newborn
health is possible (106). Further progress could be
achieved by setting clear goals and nationalizing or
localizing stillbirth targets (1, 48, 106, 108).

Formulate policy

The health agenda and prioritized actions must

be supported by strong political will and sustained
investments at the country level. Countries need to
facilitate integration of stillbirths into policies for
RMNCAH across the continuum of care, as well as
policies for monitoring and data collection linked to
strong accountability mechanisms (1, 27).

Implement programmes

Table 7.1 shows high-impact stillbirth prevention
interventions and corresponding WHO guidance
along the continuum of care. As 45% of all
stillbirths occur during labour, it is vital to improve
provision of and access to high-quality intrapartum
care for every woman and baby, everywhere (1,
31). Stillbirth and neonatal death must also be
considered for country preparedness in fragile
settings and during humanitarian crises such as
natural disasters, pandemics and conflict (see Inter-
Agency Field Manual on Reproductive Health in
Humanitarian Settings) (61).



https://www.un.org/millenniumgoals/
https://globalstrategy.everywomaneverychild.org/
https://globalstrategy.everywomaneverychild.org/
https://globalstrategy.everywomaneverychild.org/
https://iawgfieldmanual.com
https://iawgfieldmanual.com
https://iawgfieldmanual.com
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TABLE 7.1: GUIDANCE AND HIGH-IMPACT INTERVENTIONS ALONG THE CONTINUUM OF CARE

CONTINUUM STAGE WHO GUIDANCE AND HIGH-IMPACT INTERVENTIONS
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Adolescent and WHO guidance: Preconception Care to Reduce Maternal and Childhood Mortality and Morbidity (36)
preconception care

High-impact interventions:

Family planning and birth spacing (including for adolescents)
Iron and folic acid supplementation
Prevention/testing/management of infectious diseases (such as STls, HIV)

Antenatal care WHO guidance: WHO Recommendations on Antenatal Care for a Positive Pregnancy Experience (30)

High-impact interventions:

Antenatal care models with a minimum of eight contacts
Iron and folic acid supplementation
+ Prevention of infectious diseases (malaria, HIV)

Screening and management of maternal illness and risk factors (GDM, HIV, TB, tobacco and
substance use)

Intrapartum care WHO guidance: WHO Recommendations: Intrapartum Care for a Positive Childbirth Experience (37),
WHO Managing Complications in Pregnancy and Childbirth: A Guide for Midwives and Doctors, 2nd
edition (38) and WHO Labour Care Guide: User's Manual (39)

High-impact interventions:

Basic and comprehensive emergency obstetric care
+ Facility childbirth with a skilled birth attendant

Assessment of fetal well-being on labour admission (Doppler ultrasound device or Pinard fetal
stethoscope)

+ Assisted vaginal delivery and caesarean section for fetal indication
Functional referral systems

GDM: gestational diabetes mellitus; STI: sexually transmitted infection; TB: tuberculosis

Raising awareness is critical for increasing demand competent health-care providers (1, 109).

for services, while integration of interventions for Health-care providers need further education and
stillbirth prevention into community-based and professional support, particularly in relation to
primary health care will aid access to these services. psychosocial care and respectful communication

with families after stillbirth (10). Health-care
providers also need their own support to mitigate
the adverse psychological impacts of caring for
families experiencing stillbirth (see Chapter 1).

As addressed in Chapter 5, to provide quality and
respectful care, countries must have functional
health facilities with adequate infrastructure,
equipment and supplies, and round-the-clock
referral systems with adequate numbers of


https://www.who.int/publications/i/item/9789241505000
https://www.who.int/publications/i/item/9789241549912
https://www.who.int/publications/i/item/9789241550215
https://apps.who.int/iris/handle/10665/255760
https://apps.who.int/iris/handle/10665/255760
https://www.who.int/publications/i/item/9789240017566
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Actions to implement by 2025

Engage communities

Communities can be further mobilized by parents,
families and national champions and allies in
response to the activities proposed at Raise voices
and Increase awareness. Complacency and
fatalism within communities related to pregnancy
and childbirth must be addressed, and countries
should identify mechanisms to reduce stigma

among key stakeholders at the community level (1).

Community-based interventions are one method
of changing norms and should be piloted for
scale-up (27).

Formulate policy

Ongoing effort is needed to identify, understand
and redress inequities through comprehensive
situation analyses. In addition to policy formulation
to integrate stillbirths into policies for RMNCAH,
countries should also develop standards related

to stillbirth, including integrating family support
and counselling into national health strategies,
with reference to the Principles of respectful
bereavement care outlined in Chapter 3.

Scale up interventions, monitor
and evaluate

Monitoring and evaluation of care and services
must follow implementation of immediate
interventions. The quality of care framework (108)
and assessment tools describe eight domains of
quality of care that should be monitored within the
health system. Innovative approaches should also

be considered, including digital health interventions.

Countries could seek collaboration with
professional associations and the private sector

to improve the competency of health-care workers
and provision of care, as well as with academia to
update the research agenda for stillbirth prevention
and care, including filling knowledge gaps

through research.
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Actions to implement by 2030

Revise the agenda, reprioritize actions

Based on the outcomes of monitoring, evaluation
and ongoing research, health agenda and priority
actions should be revised where needed.

Formulate policy

Countries must ensure that stillbirth prevention

is integrated into national health policy. ENAP

and EPMM mortality and universal health care
coverage targets are key, alongside respectful

care and reduction of stigma. Further policies to
support parents and families should be considered,
including those beyond the health sector. Important
areas include paid leave from employment and
financial support, such as support for funeral

costs (10).

Implement programmes

Long-term strategies and interventions should be
considered, such as integrating stillbirth education
and care into pre-service education for health-care
workers, social workers and other cadres. Setting
up centres of excellence to support mentoring
and coaching, detailed death review and genetic
counselling could also be considered. A summary
of actions is presented in Table 7.2.
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SUMMARY OF COUNTRY ACTIONS
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ACTIONS
ACTORS Now By 2025 By 2030
Identify national leadership, + Integrate stillbirth into national + Ensure stillbirth is being included
champions and allies in maternal, health strategy (financing, in all relevant national health
newborn and child health human resources, quality of policies, strategies, guidelines
) . care framework, etc.) with a and training
Set or review national (and clear target
subnational) stillbirth targets + Consider multisectoral support
S . + Integrate stillbirth into RMNCAH: for mothers and families
Conduct rapid situation analysis . L
- . supportive supervision, .
on stillbirth programme, policy, information systems (HMIS « Identify centres of excellence
guidelines, data system, training, intor y ! for mentoring, coaching, death
health facility readiness IFDEL, QRV.S' surveys), review, genetic testing and other
communication framework, ’ ¢ ilbirth i
Revise the legal framework for guidelines, pre- and in-service co:f areas for stillbirth prevention
civil registration of stillbirths or training, monitoring and and support
reporting to the health sector, and evaluation
o ™ St s erl
P community-based services to
Integrate stillbirth into include stillbirths
\F:/'\c:lrrl\l(ﬁAngs;L?sgy Bk Seek co.llaboration yvit.h
professional associations,
Identify key strategies based academia and the private sector
on the country situation (health to strengthen competency of
facility and health-care workers) service providers and monitoring
< and evaluation, including research
=
= + Carry out further situation
= analysis on equity to identify
% priority geographical areas and
o population groups
Raise voices; share knowledge + Demand high-quality, respectful + Demand high-quality, respectful
= and experience care closer to home, including care along the continuum and
5 e T e e cearan community-based interventions universal health coverage
= @ to receive essential care along + Demand support for familiesand ~ + Demand support for women and
§ = the continuum counselling families beyond the health sector
E- E If not realized, demand high- + Demand action on reducing
g = quality, respectful and equitable inequities
=) ;
= o maternity and newborn care
Adhere to national guidance on + Collaborate with the MOH, + Update evidence-based care
quality and respectful care along professional associations, through refresher training and
" the continuum academia and the private sector networking with centres of
-4 . . —_ to strengthen competenc excellence
E Share mformatwq .about stillbirth and share information an)é
3 with women, families and lessons learned
= communities
§ Participate in pre- and in-
E service training, including for
7] bereavement care

CRVS: civil registration and vital statistics; HMIS: health management information system; MPDSR: maternal perinatal death surveillance and response;
RMNCAH: reproductive, maternal, newborn, child and adolescent health
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Progress can be made

Across the world, a stillbirth occurs every 17
seconds. This translates to about 1.9 million
babies stillborn every year — and tragically, most of
these deaths could have been avoided with high-
quality care during the antenatal and intrapartum
periods (1).

The ISA-SAWG has a clear vision for "A world in
which preventable stillbirths no longer occur, and
care for families and health workers after stillbirths
is compassionate, high quality and culturally
appropriate”. This vision aligns well with The Lancet
Ending Preventable Stillbirths Series, ENAPR, The
Lancet Every Newborn Series and the report by
UNICEF, WHO, the World Bank Group and the United
Nations Never Forgotten: The Situation of Stillbirth
Around the Globe (1). Providing respectful care and
reducing stigma are key components of this vision,
as specifically highlighted in the final paper of The
Lancet Ending Preventable Stillbirths Series (27).
The vision is attainable but will require urgent action
with international collaboration.

Presented throughout this guide are the essential
components for addressing stillbirth, including:
advocacy; programme implementation around
access to care, leadership, infrastructure and the
health workforce; bereavement care; and data
collection, monitoring and evaluation. The guidance
includes the voices of women, parent groups and
families across the continuum of care.

To capture voices from professionals — including
members of the target audience of this guide

— a survey was conducted in early September
2022. A total of 178 professionals from seven
countries responded, predominately from a global
array of organizations including government,
intergovernmental and non-governmental
organizations, donor agencies, professional
organizations, academic and research institutions,
public and private facilities and civil society.
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Many of the challenges for stillbirth prevention
identified from country responses to the survey
echo those outlined in previous sections of this
advocacy and implementation guide. The survey
results show that:

® Health-care workers are not trained in
bereavement counselling.

® Excessive workload and major fatigue have been
compounded by the COVID-19 pandemic.

® There remains a lack of funding for
infrastructure, health system strengthening and
delivery of service to rural communities.

® Poor transport to and care on the way to
facilities increase the “three delays”: delay in
the decision to seek care, delay in arrival at
a health facility and delay in the provision of
adequate care (110). This also includes the
challenges related to financial commitments for
follow-up care.

® There remains an overall lack of psychosocial
support for health-care providers, women and
their families after a baby is stillborn.

The survey results showed a clear need for stillbirth
support, including community resources, peer-to-
peer support, empathy, grief care, and privacy and
confidentiality. The survey participants consistently
and clearly identified key country priorities and
actions that can be implemented now to address
stillbirth (Box 7.2).
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The Lancet Ending Preventable Stillbirths Series
emphasized that leadership is needed at all levels,
but it will be crucial to improve technical skills as
well as programmatic data to close quality and

equity gaps.

Progress on the hidden tragedy of stillbirth can be
made globally, but it must be given greater priority
so that we can move forward with clear actions,
as highlighted throughout this advocacy and
implementation guide.

We know that most stillbirths are preventable,
particularly intrapartum stillbirths. As a global
community, and with our growing government
partnerships, let's ensure evidence and data are
widely visible, and that our financial commitments
and investments are aligned and linked to
accountability at the country and global levels.

The time to act is now! Please see this guide as a
tool and work with us to ensure its use as a living
document for catalytic change throughout the
continuum of care. Together as a global community
with learning agendas set by ENAP and EPMM, we
work to end these preventable deaths.
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BOX 7.2: KEY COUNTRY ACTIONS
TO ADDRESS STILLBIRTH,
ACCORDING TO SURVEY
RESPONDENTS

® Improve the quality of antenatal and
intrapartum care

® Establish policies and procedures
for managing stillbirths in health
facilities

® Provide accessible and affordable
care for family planning and
reproductive health

® Provide quality medicines,
equipment and services

® Expand primary health care

® |Increase capacity for
stillbirth audits

® Improve the focus on health-care
workers, including midwives

® Better health education and
psychosocial support for families

A smiling mother and her baby in India.
Source: White Ribbon Alliance
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CATEGORY EXAMPLES OF KEY ISSUES
Triad: low socioeconomic status, illiteracy and inadequate antenatal care
> 9 w Wealth inequality
E @<
S
& Z 2 © Discrimination in health care
Inadequate information on recommended healthy practices in pregnancy
Lack of respectful care
Inaccessible interventions for women’s health promotion and disease prevention, screening and timely diagnosis
Lack of infrastructure and equipment/supplies to provide good-quality care
Ll
g Lack of personnel to provide adequate care (such as lack of midwife-led continuity of care, leading to few
e contacts and potentially poor-quality care)
>
= Inadequate funding and resources for essential monitoring tools (such as women’s handheld or digital notes)
<
3 Lack of bereavement care
Stigma and ostracism of mothers after a stillbirth (in some regions, women are blamed, mistreated and
o dishonoured through divorce)
=
= S Hidden mourning practices for stillbirths embedded in diverse cultural contexts (such as where fathers are
E & prevented from grieving)
= O
SE
@ a.  Taboos, fatalism and false beliefs (such as that witchcraft or evil spirits cause stillbirth)
Failure to consistently include global targets or indicators for stillbirth in post-2015 initiatives
Limited availability of reliable population-based surveillance data
Lack of indicators to measure impact and monitor progress
Lack of data disaggregation, including by timing, cause and for marginalized groups
Lack of programmatic coverage indicators
o Lack of accurate measurement of stillbirths, including omission of events and misclassification between
" stillbirths and early neonatal deaths
(L]
E Inconsistent classification - stillbirth definitions vary across settings and over time, limiting comparability for the
o assessment of accurate data
Lack of implementing policies/guidance on stillbirths
o Insufficient training of the workforce on appropriate management guidelines
=
‘E‘ ¥ Insufficiently organized and structured methodology for stillbirth investigations
=2
= E Failure to guarantee specialized personnel are included in management policies (such as failure to guarantee
§ = that trained pathologists - including trained placental pathologists - carry out the appropriate diagnostic
o © investigations/examinations)
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ADDITIONAL CASE STUDIES
AVAILABLE IN ONLINE REPOSITORY

View the online repository at:
www.stillbirthalliance.org/global-guide

Advocacy

e Technical advocacy: prioritization of stillbirth
prevention at the national level
Uganda

e Political advocacy: how legislators can help
after stillbirth
USA

*  Awareness-raising or voice advocacy:
Still A Mum
Kenya

e Still A Mum Parent Voices Initiative
Kenya

e Establishment of the Centre of Research
Excellence in Stillbirth
Australia

e Advocacy and implementation support to
address stillbirth
Afghanistan

e Group B Strep International
USA

Programme implementation

Screening for placental insufficiency in low-
risk pregnant women
South Africa

Strengthening antenatal care through
antenatal care checklists
South Africa

CLEVER Maternity Care
South Africa

Bereavement care in the United Arab
Emirates: context and case examples

Measurement of progress

Using data to reduce preventable deaths of
babies and children
Mexico


http://www.stillbirthalliance.org/global-guide
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THE LANCET ENDING PREVENTABLE
STILLBIRTHS SERIES CALLTO ACTION
(UPDATED)

MORTALITY TARGETS BY 2030

+ National stillbirth rate: 12 stillbirths or fewer per 1,000 total births in every country

+ Equity: All countries set and meet targets to close equity gaps and use data to track stillbirths

UNIVERSAL HEALTH CARE COVERAGE BY 2030

+ Sexual and reproductive health care: Universal access to services and integration into national strategies and programmes
+ Antenatal care: Universal comprehensive quality antenatal care

+ Care during labour and birth: Universal effective and respectful intrapartum care including: high-quality intrapartum monitoring;
timely and appropriate obstetric interventions, including caesarean section; and adequate, context-appropriate clinical and
respectful management of stillbirth

MILESTONES BY 2025 (UPDATED)

+ Milestones in the Every Newborn Action Plan (ENAP) and Ending Preventable Maternal Mortality (EPMM)

+ Respectful care, which includes global consensus on a package of care after death in pregnancy or childbirth (of a mother,
newborn or stillborn baby) for the affected family, community and caregiver in all settings

+ Reduce stigma: All countries should acknowledge the effect of stillbirths and identify mechanisms to reduce associated stigma
for all stakeholders, including health workers and communities

Meeting these targets will require that the global health community, country leaders and individuals collaborate more effectively in
support of:

+ Deliberate leadership at global and country levels, especially from policymakers
+ Increased voice, especially of women, to break the silence and reduce stigma and taboo surrounding stillbirths

+ Implementation of integrated interventions across the maternal and child health continuum, with investment that is
commensurate with the scale of the global burden of stillbirth

+ Definition and use of indicators to measure progress and quality of care

+ Investigation of gaps in knowledge on stillbirth prevention and bereavement support

Original source: Stillbirths: ending preventable deaths by 2030. Lancet. 2016 13;387(10019):703-716.


https://www.unicef.org/reports/ending-preventable-newborn-deaths-stillbirths-quality-health-coverage-2020-2025
https://www.who.int/publications/i/item/9789240040519
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ANNEX 4
ENAP AND EPMM MORTALITY
AND COVERAGE TARGETS

TARGET ENAP EPMM
S  Allcountries to have 12 or fewer stillbirths per 1,000 The global MMR to be reduced to less than 70 per
&  total births and to continue to improve equity 100,000 live births, with no country having an MMR
= A
E = Allcountries to have 12 or fewer newborn deaths per e i T e DB e s (BB g
F_:' = 1,000 live births and to continue to reduce death and
x &  disability, ensuring that no newborn is left behind (SDG
== 3.2 target)

Care in pregnancy
90% global coverage of four or more antenatal care contacts

Care at birth
90% global average coverage of births attended by skilled health personnel

At least 60% of the population able to physically access the closest EMONC health facility within two hours of
travel time (EPMM only)

Postnatal care and newborn care
80% global coverage of early postnatal care
80% of countries to have a national implementation plan that is being implemented in at least half the country,

with an appropriate number of functional level-2 inpatient units linked to level-1 units to care for small and sick
newborns, with family-centred care (ENAP only)

Social determinants

65% of women making their own informed and empowered decisions on sexual relations, contraceptive use and
reproductive health care (EPMM only)

GLOBAL COVERAGE TARGETS TO 2025

Care in pregnancy
90% of countries to have >70% coverage of four or more antenatal care contacts

Care at birth
90% of countries to have >80% coverage of births attended by skilled health personnel

80% of countries to have >50% of the population able to physically access the closest EmOC health facility within
two hours of travel (EPMM only)

Postnatal care and newborn care
90% of countries to have >60% coverage of early postnatal care

80% of districts (or equivalent subnational unit) to have at least one level-2 inpatient unit to care for small and sick
newborns, with respiratory support, including provision of continuous positive airway pressure (ENAP only)

Social determinants

80% of countries to enact legal and policy changes that guarantee full and equal access to women and men aged
15 years and older to sexual and reproductive health care, information and education (EPMM only)

NATIONAL COVERAGE TARGETS TO 2025
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Care in pregnancy
80% of districts to have >70% coverage of four or more antenatal care contacts

Care at birth
80% of districts to have >80% coverage of births attended by skilled health personnel

Postnatal care and newborn care

SUBNATIONAL COVERAGE

TARGETS TO 2025

80% of districts to have >60% coverage of early postnatal care (within two days)

EmOC: emergency obstetric care; EmMONC: emergency obstetric and newborn care; ENAP: Every Newborn Action Plan; EPMM: Ending Preventable Maternal
Mortality; MMR: maternal mortality ratio; SDG: Sustainable Development Goal
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MASK"
FOCUSED ON... POSSIBLE WAYS TO ENGAGE TARGET
DATA Propose pilot projects to support better data collection in Think tanks and professional bodies
facilities . .
Ministry officials
Propose a system to include outcomes of pregnancies
in surveys
INTERVENTIONS Work with the relevant authority to develop specific Health professionals
guidelines on stillbirth Ministry officials
Create and disseminate clear, simple stillbirth interventions .
Academia
Share learnings of reports or studies in easily
digestible ways
INVESTMENT Propose stillbirth rate as an indicator for quality of care Health officials
Ministry officials
MESSAGING Set up panels and events on stillbirths - include stillbirth The media
speakers in panels and round tables - spark debate T e, el sevemms
CHAMPIONS Create opportunities for sharing experiences as well The media
as impact of effective interventions - round tables, .
) . Government officials
dialogues, media
Academia, health professionals
STIGMA Engage with parent groups on lessons learned The media
OWNERSHIP Push relevant authorities to recognize the issue and take Local and national politicians
ownership of stillbirths
Government leaders
Show interconnectedness of stillbirths to government
targets, objectives, etc.
ACCOUNTABILITY Partner with a think tank or credible agency to measure Government leaders
stillbirths - publish progress report Ministers
MANDATE Use parents’ and allies’ voices to show politicians that they Local and national politicians

have a mandate to act

Build a strong coalition of NGOs, professional associations
and foundations to undertake joint advocacy to show depth
of solidarity

Government leaders and ministers

NGO: non-government organization

Note. Listed activities are not comprehensive; these are provided to give an idea of the range of approaches available
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TEMPLATE FOR ADVOCACY ACTION PLAN

Advocacy goal:

Advocacy objective(s):

WHAT NEEDS TO BE DONE?

OUTPUT

ACTIVITIES

BY WHEN?

WHO WILL DO IT?

WHAT RESOURCES
ARE NEEDED?
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ANNEX 7
ADVOCACY TOOLKITS FOR WOMEN'S,
CHILDREN'S AND ADOLESCENTS' HEALTH

Developed by Kelly Thomson, Partnership for Maternal, Newborn and Child Health (PMNCH)

TOOLKIT ORGANIZATION FOCUS AREAS
Advocating for Change for PMNCH and Adolescents and young people; health for all; mental health; sexual
Adolescents! A Practical Toolkit Women Deliver and reproductive health services

for Young People to Advocate
for Improved Adolescent Health

and Well-being

Power On: A Toolkit for White Ribbon Alliance Health and health rights; respectful maternity care charter: universal
Community Organizing rights of mothers and newborns

Demystifying Data: Using Guttmacher Institute Young people’s sexual and reproductive health rights; using data to
Evidence to Improve Young address issues; developing an advocacy strategy

People’s Sexual Health and
Rights — Workshop and Toolkit

ICM Advocacy Toolkit International Increased resources for midwives; raising awareness about health
for Midwives Confederation issues; increased rights and protections for midwives

of Midwives
Every Newborn: An Advocacy WHO and UNICEF Practical tools for country programmes and stakeholders to support
Toolkit and Guidance Manual advocacy for improving newborn and maternal health and preventing
for Ending Preventable Deaths stillbirths

Health for All Advocacy Toolkit  Civil Society Engagement  Broadly on achieving universal health coverage, but includes
Mechanism for UHC2030  reference to maternal health

The Young Advocates’ Guide Right Here Right Adolescent sexual and reproductive health rights; digital advocacy
on SRHR Advocacy and Now and YUWA

Intersectionality

Every Mother Counts Every Mother Counts Maternal health and health equity; US maternal health crisis
Advocacy Toolkit

Raising Parent Voices ISA Stillbirths; parent voices
Advocacy Toolkit - India
Health Providers



https://pmnch.who.int/resources/publications/m/item/advocating-for-change-for-adolescents!-a-practical-toolkit-for-young-people-to-advocate-for-improved-adolescent-health-and-well-being
https://pmnch.who.int/resources/publications/m/item/advocating-for-change-for-adolescents!-a-practical-toolkit-for-young-people-to-advocate-for-improved-adolescent-health-and-well-being
https://pmnch.who.int/resources/publications/m/item/advocating-for-change-for-adolescents!-a-practical-toolkit-for-young-people-to-advocate-for-improved-adolescent-health-and-well-being
https://pmnch.who.int/resources/publications/m/item/advocating-for-change-for-adolescents!-a-practical-toolkit-for-young-people-to-advocate-for-improved-adolescent-health-and-well-being
https://pmnch.who.int/resources/publications/m/item/advocating-for-change-for-adolescents!-a-practical-toolkit-for-young-people-to-advocate-for-improved-adolescent-health-and-well-being
https://whiteribbonalliance.org/resources/power-on/
https://whiteribbonalliance.org/resources/power-on/
https://www.guttmacher.org/report/demystifying-data-workshop-toolkit
https://www.guttmacher.org/report/demystifying-data-workshop-toolkit
https://www.guttmacher.org/report/demystifying-data-workshop-toolkit
https://www.guttmacher.org/report/demystifying-data-workshop-toolkit
https://www.internationalmidwives.org/assets/files/advocacy-files/2021/10/11103-icm_midwivesadvocacytoolkit.pdf
https://www.internationalmidwives.org/assets/files/advocacy-files/2021/10/11103-icm_midwivesadvocacytoolkit.pdf
https://cdn1.sph.harvard.edu/wp-content/uploads/sites/2413/2018/02/ENAP-A-toolkit-for-Advocacy-_0118_layout_002-2.pdf
https://cdn1.sph.harvard.edu/wp-content/uploads/sites/2413/2018/02/ENAP-A-toolkit-for-Advocacy-_0118_layout_002-2.pdf
https://cdn1.sph.harvard.edu/wp-content/uploads/sites/2413/2018/02/ENAP-A-toolkit-for-Advocacy-_0118_layout_002-2.pdf
https://emonteforte.wpenginepowered.com/wp-content/uploads/2021/09/CSEM-Advocacy-Toolkit_EN_final-2-11-21.pdf
https://www.asiapacificalliance.org/application/files/3216/1234/6061/Advocacy_Toolkit_Digital.pdf
https://www.asiapacificalliance.org/application/files/3216/1234/6061/Advocacy_Toolkit_Digital.pdf
https://www.asiapacificalliance.org/application/files/3216/1234/6061/Advocacy_Toolkit_Digital.pdf
https://everymothercounts.org/wp-content/uploads/2021/10/AdvocacyToolkit.pdf
https://everymothercounts.org/wp-content/uploads/2021/10/AdvocacyToolkit.pdf
https://www.stillbirthalliance.org/parent-voices-initiative/advocacy-toolkits/india-toolkit-for-healthcare-providers/
https://www.stillbirthalliance.org/parent-voices-initiative/advocacy-toolkits/india-toolkit-for-healthcare-providers/
https://www.stillbirthalliance.org/parent-voices-initiative/advocacy-toolkits/india-toolkit-for-healthcare-providers/
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Raising Parent Voices
Advocacy Toolkit — Kenya
Parents’ version

ISA

Stillbirths; parent voices

Breastfeeding Advocacy Toolkit

UNICEF and WHO

Breastfeeding

Health Budget
Literacy, Advocacy and

Accountability for UHC

UHC2030 and PMNCH

Health budget literacy; universal health coverage; accountability

Mobilising Communities on
Young People’s Health and
Rights: An Advocacy Toolkit for

Programme Managers

Family Care International

Young people’s sexual and reproductive health and rights

Black Mamas Matter:
Advancing the Human Right to
Safe and Respectful Maternal
Health Care

Black Mamas Matter
Alliance and Center for
Reproductive Rights

Maternal mortality in the US; access to reproductive health care;
quality care; respectful maternal care



https://www.stillbirthalliance.org/parent-voices-initiative/advocacy-toolkits/kenya-toolkit-for-parents-parent-organizations/
https://www.stillbirthalliance.org/parent-voices-initiative/advocacy-toolkits/kenya-toolkit-for-parents-parent-organizations/
https://www.stillbirthalliance.org/parent-voices-initiative/advocacy-toolkits/kenya-toolkit-for-parents-parent-organizations/
https://toolkits.knowledgesuccess.org/toolkits/breastfeeding-advocacy-toolkit
https://www.uhc2030.org/what-we-do/voices/accountability/budget-toolkit/
https://www.uhc2030.org/what-we-do/voices/accountability/budget-toolkit/
https://www.uhc2030.org/what-we-do/voices/accountability/budget-toolkit/
https://msh.org/resources/mobilising-communities-on-young-peoples-health-and-rights-an-advocacy-toolkit-for/
https://msh.org/resources/mobilising-communities-on-young-peoples-health-and-rights-an-advocacy-toolkit-for/
https://msh.org/resources/mobilising-communities-on-young-peoples-health-and-rights-an-advocacy-toolkit-for/
https://msh.org/resources/mobilising-communities-on-young-peoples-health-and-rights-an-advocacy-toolkit-for/
https://blackmamasmatter.org/wp-content/uploads/2018/05/USPA_BMMA_Toolkit_Booklet-Final-Update_Web-Pages.pdf
https://blackmamasmatter.org/wp-content/uploads/2018/05/USPA_BMMA_Toolkit_Booklet-Final-Update_Web-Pages.pdf
https://blackmamasmatter.org/wp-content/uploads/2018/05/USPA_BMMA_Toolkit_Booklet-Final-Update_Web-Pages.pdf
https://blackmamasmatter.org/wp-content/uploads/2018/05/USPA_BMMA_Toolkit_Booklet-Final-Update_Web-Pages.pdf
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RESOURCE

POLICIES AND
RECOMMENDATIONS RELEVANT
TO MY SETTING

STATUS IN MY SETTING
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Building the Enabling Environment
for Midwives: A Call to Action for

Policymakers

Example 1: Safety and security in
the workplace and when travelling
to and from

For example, “in place”, “lacking”,
“in progress”

WHO Guideline on Health Workforce
Development, Attraction, Recruitment and

Retention in Rural and Remote Areas

Example 2: Scholarships, bursaries or
other education subsidies to health
workers with agreements for return
of service

For example, “in place”, “lacking”,
“in progress”

User complete

User complete



https://www.internationalmidwives.org/our-work/other-resources/icm-enabling-environment-policy-brief-(2021).html
https://www.internationalmidwives.org/our-work/other-resources/icm-enabling-environment-policy-brief-(2021).html
https://www.internationalmidwives.org/our-work/other-resources/icm-enabling-environment-policy-brief-(2021).html
https://www.who.int/publications/i/item/9789240024229
https://www.who.int/publications/i/item/9789240024229
https://www.who.int/publications/i/item/9789240024229
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THE FOLLOWING INFORMATION SHOULD BE COLLECTED ON ALL BIRTHS:

ID # mother:

ID # baby:

Facility name:

District name:

Obstetric history: number of pregnancies, number of live births

Mother's age:

Type of pregnancy: singleton, twin, higher multiple

Number of antenatal care visits:

HIV status:

Mother’s last menstrual period:

Date and time of birth:

Gestational age (weeks) and method of determination:

Place of delivery:

Birth attendant: midwife, nurse, doctor, other, unknown

Mode of delivery: cephalic vaginal, breech vaginal, caesarean section

Sex of baby:

Birthweight (grams):

IF THE BABY HAS DIED, THE FOLLOWING ADDITIONAL INFORMATION SHOULD BE COLLECTED:

Date and time of death:

Type of death: neonatal, intrapartum stillbirth, antepartum stillbirth, stillbirth of unknown timing




ANNEX 9 WHO MINIMUM PERINATAL DATA SET

]

M International
Confederation
of Midwives
Strengthening Midwilery Globally

“\\ms mm//,

e&

oL INTERK
\< @ /@%
@\
a0

Ko (aum\\“\

) Council of IMemational Neonatal Nurses

Fr 11N
II:
4 /-
Burnet Institute

Medical Research. Practical Action.

NIZ_ | INSTITUTE

7 | > TROPICAL
:\ MEDICINE

ANTWERP

B UNIVERSITY OF CAPE TOWN

b ITUNIVESITHI YASEEKAPA » UNIVERIITEIT VAN KAAPISTAD

-
j HEALTH SCIENCES

! fInternatlonal Council of Nurses
£ The global voice of nursing
k

86
Partners
BILL&MELINDA

GATES foundation
PMNCH
ﬁ_}r Waomen's,
WHITE RIBBON o R icrersanc
ALLIANCE ' Health

{'n International
( I p ‘ i Pediatric
Q _,, Aszociation

o

Every Child » Every Age - Everywhere

D

{-' '-} FIGO

Intarnationol Federation of
Gyracology ond Chseirics

te G<..x- Vaice for Wamen's Health

DARTMOUTH

BUCC o

University College Cork, Ireland

Colaiste na hQllscoile Corcaigh
PRECIS E

Stillbirth. PRECISE

CENTRE OF RESEARCH EXCELLENCE -

GLOBAL
SURGERY



@ international

unicef &

for every child

alliance

LONIDON -2 o]
STROPICAL P oo {.“‘{. .
MEDICINE ' & O hEAT

FROM THE AMERICAN PEOPLE

| %@s (=,USAID



	_Hlk113870650
	_Hlk113870988
	_Background
	_Impact_on_healthcare
	_Opportunities_to_overcome
	_Bereavement_care_is
	_Hlk128036932
	Physical_care
	_Bereavement_care_is_1
	_Bereavement_care_is_2
	_Principles_of_respectful
	_Principles_of_respectful_1
	Bereavement_care_principles
	National_bereavement_care_guidelines
	_Hlk118277503
	Box_Communicating_with_parents
	Box_subsequent_preg
	_Advocacy_1
	_Advocacy
	NBCP_case_study
	Lancet_CTA_summary
	_Establish_a_narrative
	_heading=h.8byj4d4ime6y
	_heading=h.ou3ydb5etkd
	WHO_EMRO_techincal_brief
	_Hlk128419307
	_Hlk108089429
	Kenya_mobile_outreach
	_Hlk129947679
	_Access_to_care_2
	SBB_case_study
	_LEARN_MORE:
	_STRATEGY_4:_Adopt
	_STRATEGY_4:_Adopt_1
	WhatWomenWant_learn_more
	_STRATEGY_6:_Address
	_Leadership
	Kyrgyzstan_chief_midwife
	_Leadership_1
	_Hlk108101977
	_Infrastructure
	_Health_workforce_1
	_Training
	_Along_the_continuum
	Rights_childbearing_women
	_Bereavement__
	Bereavementcare_resources
	_Models_of_care
	_Models_of_care_1
	_Hlk125978606
	_Hlk126919988
	SubsequentPregClinics_LearnMore
	_Measurement_of_progress
	Local_data_resources
	_Hlk119847740
	_Hlk119335030
	_Hlk124523249
	_Raising_voices
	_Increase_awareness
	Box_Actions_data_systems_strengthening
	_Hlk127179421
	Survey_key_country_actions
	_Annex_1:_Challenges
	_Hlk112670241
	_Annex_2:_Collation
	_Annex_3:_List
	_Annex_2:_List
	_Hlk118284180
	_Annex_4:_Lancet’s
	_Annex_3:_Lancet’s
	_Hlk124506713
	_Annex_5:_ENAP
	_Annex_4:_ENAP
	_Hlk127781159
	_Annex_6:_Example
	_Annex_5:_Example
	_Annex_7:_Template
	_Annex_6:_Template
	_Annex_6:_Collation
	_Annex_8:_Mapping
	_Annex_7:_Mapping
	_Annex_8:_Women’s,
	_Annex_7:_Women’s,
	_Annex_9:_Mapping
	_Annex_9:_WHO
	_Annex_10:_WHO
	The vision
	Foreword
	Joint message from collaborating organizations
	Acknowledgements
	Acronyms
	Using this guide
	1.	Background
	The toll of stillbirth
	Underlying risk factors associated with stillbirth

	2.	Opportunities to overcome challenges in addressing stillbirth
	What are the challenges?
	Opportunities along the continuum of care

	3.	Bereavement care is essential
	What is respectful and supportive bereavement care?

	4.	Advocacy
	Introduction to stillbirth advocacy
	Fundamentals of advocacy
	Guidance for developing an advocacy strategy

	5.	Programme implementation along the continuum of care
	Access to care
	Leadership
	Infrastructure, equipment and supplies
	Health workforce

	6.	Measurement of progress
	Where to start
	Counting stillbirths

	7.	Achieving the goal
	Action needed at the country level
	Progress can be made

	8.	References
	9.	Annexes

