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1. Introduction
Intrapartum fetal death, defined as fetal death 
occurring during labor (term ≥ 22 weeks of pregnancy 
or fetal weight ≥ 500g). It remains a major public 
health problem, particularly in developing countries, 
where limited resources and inadequate obstetric care 
increase the risk of perinatal death [1].
Inadequate infrastructure, overworked caregivers 

and poor management of intrapartum complications 
contribute significantly to these deaths. 

This phenomenon is distinct from antepartum fetal 
death, which occurs before the onset of labor. [2]. 
According to the World Health Organization (WHO), 
around 2 million stillbirths are recorded worldwide 
each year, of which almost 50% occur during labor, 
underscoring the seriousness of the problem [3]. 
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abstract
Introduction: Intrapartum fetal death, defined as fetal death occurring during labor (term ≥ 22 weeks of 
pregnancy or fetal weight ≥ 500g). It is a tragedy for families and a major concern in obstetrics. 
Objective: Study the factors contributing to the occurrence of intrapartum fetal death.
Patients and Method: This was a cross-sectional, descriptive study with retrospective data collection, covering 
a 12-month period from October 1st, 2023 to September 31st, 2024. All parturients admitted to the delivery 
room during the study period with a live fetus in the maternity of N’Djamena Mother and Child hospital. 
All parturients with a pregnancy term ≥ 22 gestational weeks and documented fetal death during labor were 
included. The sampling was exhaustive, with consecutive registration of all parturients meeting the inclusion 
criteria. Epidemiological, clinical and therapeutic variables were studied. Data were compiled, entered and 
analyzed using SPSS version 20 software.
Results: During the study period, we recorded 43 cases of intrapartum death, giving a frequency of 0.6%. 
Only 34 cases meeting our selection criteria were retained. The age group of 18-35 years accounted for 64.7%. 
The mean age was 24.5 ± 2.1 years, with extremes of 14 and 40 years. These patients were unschooled (47%), 
housewives (67%), married (85.3%), mulitiparous (47.06%), and 50% had undergone less than 4 ante natal 
cares. Intrapartum fetal death occurred during the active phase in 67.64% of cases. Fetal hypoxia accounted 
for 44.12% of etiologies. Delivery was vaginal in 82.36% of cases, with meconium-stained amniotic fluid in 
55.8%. No maternal deaths were recorded.
conclusion: The reduction of intrapartum fetal death pass across a sensitization of patients aiming to improve 
prenatal cares.
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In sub-Saharan Africa, intrapartum fetal mortality 
rates remain high due to a combination of factors, 
including lack of access to quality emergency obstetric 
care, inadequate medical infrastructure and delayed 
management of complications [3, 4]. 
The most frequent causes of these deaths include 
acute hypoxia, often due to umbilical cord anomalies 
or placental insufficiency, as well as hypertensive 
disorders of pregnancy and dystocia [5]. Risk factors 
associated with intrapartum fetal death include 
advanced maternal age, multiparity, a history of 
obstetric complications, and certain maternal medical 
conditions such as gestational diabetes and infections [6].
Furthermore, health system failures, including delays 
in access to emergency care and low availability of 
skilled health professionals, exacerbate the risk of 
fetal death in labor in low-resource countries [7].
Chad is among the countries with a high rate of 
perinatal mortality, but specific data on intrapartum 
fetal death are limited. For this reason, we conducted 
this study with a view to identifying the factors 
contributing to the occurrence of intrapartum fetal 
death in the maternity ward of the Ndjamena mother 
and child hospital.

2. Patients and method
This was a descriptive cross-sectional study with 
retrospective data collection, covering a 12-month 
period from October 1st, 2023 to September 31st, 
2024 and including patients admitted to the delivery 
room during the study period with a live fetus in 
the maternity of N’Djamena Mother and Child 
hospital. All parturients with a pregnancy term ≥ 22 

gestational weeks and documented fetal death during 
labor were included. The sampling was exhaustive, 
with consecutive registration of patients meeting the 
inclusion criteria.. Data were collected from obstetric 
records and the delivery register. Variables studied 
included patients’ socio-demographic characteristics, 
medical history, complications during pregnancy, and 
management modalities. Data were compiled, entered 
and analyzed using SPSS version 20 software.

3. Results 
3.1 Frequency
During the study period, we recorded 43 cases of 
intrapartum fetal death out of 6742 deliveries at the 
maternity of N’Djamena Mother and Child university 
hospital giving a frequency of 0.6%.
3.2 epidemiological characteristics
The mean age was 24.5 ± 2.1 years, with extremes of 
14 and 40 years. In 47% patients were unschooled. 
Housewives represented for 67.65% and 85.3% of 
patients were married. 
Caesarean sections accounted for 11.76% of previous 
surgery. Patients were multi-gestational in 61.8%, 
and 50% of them had undergone less than 4 ante natal 
cares (35.3% of patients had not attended prenatal 
cares). In 62.8% patients were referred.
3.3 clinical aspects
Uterine contractions were the main reason for 
admission with 41.2%. Patients with full pregnancy 
term represented 52.9% and 23.7% were preterm.
Cephalic presentation was the most common with 85.3%. 

table 1. preexisting pathology

Preexisting n %
Hypertension and its complications 12 35.3
Vicious presentation 3 8.8
Diabetes 1 2.9
Hemorrhagic placenta previa 2 5.9
Severe malaria / Severe anemia 3 8.8
Premature rupture of membranes 2 5.9
None 11 32.4
total 34 100

Preexisting pathologies were dominated by hypertension and its complications with 35.3%. 

table 2. etiology of fetal death.

Etiology of fetal death n %
Tight cord knot 5 14.7
Acute fetal hypoxia  15 44.1
Dystocia 5 14.7
Placental abruption 2 5.9
Idiopathic 7 20.6
total 34 100

Fetal hypoxia accounted for 44.12% of etiologies .
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3.4 Mode of delivery
Delivery was by the vaginal route in 82.4% of cases. 
The amniotic fluid was stained with meconium in 
55.88% of cases.

4. Discussion
The incidence of intrapartum fetal death in this study 
was 0.6%. This result is close to Touré ‘finding in 
Mali in 2023 [8], who noted a frequency of 0.9%. 
However, other authors like Sandjong et al. in 
Cameroon in 2009 [9], and Sylla et al. in Guinea 
in 2021 [1] reported higher proportions of 4.2% 
and 4.99% respectively. These observed differences 
may be explained by variations in access to prenatal 
care, the quality of hospital infrastructures, and the 
effectiveness of referral procedures. In Chad, limited 
resources and poor access to quality care in certain 
regions may contribute to an even higher perinatal 
mortality rate in under-equipped areas.

With regard to age, we observed that the mean age 
was 24.5 ±2.1 years, with extremes of 14 and 40 years. 
Looking at age, we can see that there are disparities 
throughout the world. For example, Logbo-Akey et 
al. Logbo-Akey et al. in Togo in 2023 [5], reported 
that 90.12% of women were under 35 years. This 
remains true in this series, where 92% of patients were 
under 35 years. Fetal mortality is particularly high in 
adolescent and elderly women, probably due to the 
possibility of complications arising during labor. 
Indeed, the occurrence of dystocia at the unset of or 
during labor influences the fetal condition and can 
lead to death in the absence of adequate treatment. 
According to Mokoko et al. in Congo in 2021 [10], 
there is an increased risk of intrapartum death in 
women over 35 years, that could be explained by 
a higher prevalence of comorbidities at this age. In 
Chad, early marriage and pregnancy are common due 
to socio-cultural practices, which increase the risks for 
young women due to their physiological immaturity, 
lack of health-related education and limited access to 
specialist care.

With regard to educational level, in this series, 47% of 
patients had no schooling. This rate is lower than those 
of Touré in Mali in 2023 [8], Al Tidjani et al. in India 

in 2018 [11], and Keita [12], who noted a proportion 
of unschooled women between 61.5% and 83.2%. 
This confirms the fact that a low level of schooling is 
often associated with a lack of knowledge of maternal 
health concepts, thus reducing access to prenatal care 
contributing to the occurrence of complications. 
In terms of job, the majority of patients were 
housewives (67.65%). This result is close to those 
of Logbo-Akey et al. in Togo in 2023 [5] and Keita 
in Mali in 2020 [12], who report 58.2% and 82.3% 
housewives respectively. According to Mokoko et al. 
in Congo in 2021 [10], low socio-economic status is 
a factor limiting access to quality healthcare. This 
becomes particularly acute in families where the 
woman does not perform a generative function.
According to marital status, 85.3% of patients were 
married. This confirms data from Sylla et al. in Guinea 
in 2021 [1], which showed that 80.3% of patients were 
married. Our result is explained by cultural factors. In 
Chad, childbirth outside marriage is not tolerated by 
many tribes. The home appears to be the ideal setting 
for childbirth. 
Taking medical history into account, we noted that 
hypertension accounted for 35.3%. Other studies, 
notably that of Sylla et al. in Guinea in 2021 [1] 
and Al Tidjani et al. in India in 2018 [11], also 
report high rates of preeclampsia and hypertension. 
A history of hypertension is known to increase the 
risk of intrapartum complications. Indeed, the onset 
of hypertensive pathologies exacerbates the fetal 
condition, sometimes leading to the discovery in 
utero of intrauterine growth retardation or fetuses too 
small for age.
In this study, multigestation represented 61.8% of 
patients, and 47% were multiparous. These data 
corroborate those of Sylla et al. in Guinea in 2021 
[1] and Touré in Mali in 2023 [8], who noted a high 
proportion of multigestas and multiparas. Ouahid et 
al. in Morocco in 2019 [13], observed that multiparity 
was significantly associated with an increased risk of 
intrapartum mortality compared with primiparity, with 
an adjusted OR of 2.27. This suggests that multiparity 
may increase obstetrical risks, particularly in the 
absence of adequate follow-up. Multiple pregnancies 

table 3. Period of fetal death.

Period of fetal death. n %
Latency phase  5 14.7
Active phase 23 67.6
Expulsive phase   6 17.6
total 34 100

Intrapartum fetal death occurred during the active phase in 67.64% of cases.
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without adequate medical follow-up increase maternal 
and fetal health risks.

Taking prenatal follow-up into account, 35.3% of 
patients had not attended prenatal cares, and 50% had 
had less than four consultations. In fact, the absence 
or poor monitoring of pregnancy are factors likely to 
influence the outcome of parturition. The discovery 
of a complication during labor can make it difficult to 
manage. In some cases, this can lead to intrapartum 
death. The same observation is made by authors such 
as Touré in Mali in 2023 [8], Al Tidjani et al. in India 
in 2018 [11], and Mokoko et al. in Congo in 2021 [10], 
who show a link between lack of antenatal care and 
the risk of complications. Ouahid et al. in Morocco 
in 2019 [13], showed that pregnancy follow-up was 
protective against intrapartum mortality (adjusted OR 
0.22). In our context, poor access to antenatal care, due 
to lack of knowledge about maternal health and access 
to quality care, increases the risk of fetal mortality, as 
obstetric complications often go unnoticed.

According to admission mode, we found that 62.8% 
of patients were referred. This is close to the data of 
Sylla et al. in Guinea in 2021 [1] and Sandjong et al. in 
Cameroon in 2009 [9], who reported 61.9% and 63% 
of referred patients respectively. Delays in transfer 
increase the risk of intrapartum death, especially 
when patients are in active labor. According to some 
authors [10,8], transferring parturients is associated 
with a high rate of intrapartum death. The fetal 
outcome of referrals such as acute fetal distress is 
often uncertain.

Concerning gestational age, in this study, 52.9% of 
pregnancies were at term, which corroborates the 
data of Merger et al. in France in 2001 [14], and 
Davidesko et al. in Israel in 2023 [15], who observed 
that the majority of women in a delivery room carries 
a pregnancy that is often full-term. According to 
Merger [14], only 10-15% of women are affected by 
prematurity.

Some authors, such as Merger et al. in France in 2001 
[14], and Shattnawi et al. in Jordan in 2020 [16], 
report that fetuses present in cephalic presentation in 
most pregnant women after 28 weeks of pregnancy. 
This study corroborates this assertion, with 85.3% of 
fetuses in cephalic presentation. For Merger, this is the 
most frequent presentation linked to accommodation 
phenomena. In fact, the larger fetal seat occupies the 
uterine fundus.

With regard to preexisting factors, we found that 
hypertension and its complications accounted for 

35.3%. This result corroborate the findings of some 
authors such as Shattnawi et al. in Jordan in 2020 
[16], Mondal [17], and Madhi et al. in South Africa 
in 2019 [18]. Indeed, the preexisting factors are likely 
to alter the fetal heart rate, leading to the occurrence 
of intrapartum death. In addition to these factors, the 
frequency of contractions can alter the fetal heart 
rate and lead to in utero death. . For Merger et al. 
in France in 2001 [14], and Muna et al. in Congo 
in 2017 [19], uterine hyperkinesias are responsible 
for fetal suffering. Uterine contraction anomalies 
are often encountered during the active phase of 
labor. According to some authors [14,20], the use of 
uterotonics at any stage of labour may be the cause 
of uterine hyperkinesias. Physiologically, however, 
these hyperkinesias are often observed in the active 
phase [14]. In many cases, this leads to an alteration of 
the fetal heart rate and death in utero if left untreated. 
This study confirms these assertions, with 67.64% of 
intrapartum deaths occurring during the active phase 
of labor.

According to the delivery route, we observed a vaginal 
delivery rate of 82.4%. This rate is close to those of 
Al Tidjani et al. in India in 2018 [11], Madhi et al. 
in South Africa in 2019 [18], and Malonga et al. in 
Congo in 2018 [20], who noted a proportion  varying 
between 80.1% to 83.4%. Indeed, in the presence of 
in utero death, the most recommended attitude is to 
proceed with expulsion of the fetus by vaginal delivery 
[21], For Malonga et al. in Congo in 2018 [20], and 
Gabkika et al. in Chad in 2019 [22], vaginal delivery 
of intrapartum fetal death protects the patient from 
the morbidities associated with caesarean section.

According to Merger et al. in France in 2001 
[14], there are several factors incriminated in the 
occurrence of intrapartum fetal death: dystocia 
leading to altered fetal heart rate, hemorrhage (uterine 
rupture, retro placental hematoma, placenta previa 
and Benckiser hemorrhage) and maternal fever. 
All these complications, in the absence of adequate 
management, lead to death during parturition. This 
study confirms this assertion, with 44.1% of cases 
of acute fetal distress. Acute fetal distress is often 
obvious to diagnose. This can be confirmed by 
regular delivery monitoring [23,24]. The diagnosis 
of acute fetal distress is based on altered fetal heart 
rate, altered amniotic fluid and altered PH. Ouahid et 
al. in Morocco in 2019 [13], found that monitoring 
fetal heart sounds during labor was associated with a 
reduced risk of intrapartum mortality (adjusted OR 0.22).
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5. conclusion
Intrapartum fetal death is a frequently observed 
phenomenon at the CHUME maternity hospital.There 
are many factors leading to its occurrence: pregnancy 
monitoring, referrals, the parturient’s history and 
management of labor.
All these situations are avoidable if adequate 
measures are taken during pregnancy and parturition. 
This underscores the need for a change focused on the 
quality of consultations and, above all, on the provision 
of neonatal and obstetric care in our country.
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