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Preventing stillbirth has been increasingly recognised as an issue in obstetric care over recent years. Death of a normally formed baby at term is a particular focus as the loss could often have been prevented had the baby been known to be at risk. Reporting nationally collected data from the Netherlands, Eskes et al (BJOG 2019) observed 768 stillbirths or neonatal deaths not due to congenital anomaly among 574,781 women delivering at or after 39 weeks, about 1 death for every 750 births. More than half of deaths were antepartum stillbirths. The ARRIVE trial indicates that routine induction of labour at 39 weeks does not cause harm and is associated with reduced rates of caesarean delivery and other maternal and perinatal complications (Grobman WA, et al. N Engl J Med. 2018;379(6):513-23). While ARRIVE provides no direct evidence in relation to perinatal death, the Cochrane review indicates a ~70% reduction in risk with induction of labour at term (Middleton P, et al. Cochrane Database Syst Rev. 2018;5:CD004945). The relatively large proportion of stillbirths that occur ≥39 weeks and the relatively benign nature of induction of labour at this stage of pregnancy seem to present a great opportunity, given that a prevented stillbirth yields a life saved at its very beginning. 

While the above may support a more liberal approach to induction of labour ≥39 weeks, some caution is indicated. The absolute risk of stillbirth is small, hence intervention will have to be offered and taken up on a grand scale to reduce significantly the number of losses, unless the intervention is targeted. One approach is to develop better methods of screening for complications at term to target induction of labour to the women who will benefit most (Smith GC. PLoS Med. 2012;9(7):e1001274). Eskes et al report a higher rate of neonatal death among infants delivered at 37 weeks, as well as higher rates of morbidity. Previous studies also demonstrate an increased risk of special educational needs associated with early term delivery (MacKay DF, et al. PLoS Med. 2010;7(6):e1000289). Hence, extrapolating the results of the ARRIVE trial to support induction of labour at 37 or 38 weeks has the potential to cause short and long term harm. Eskes et al’s conclusion that induction of labour and planned caesarean section at 37 weeks were not associated with an increased risk of neonatal death compared with 39-41 weeks should be interpreted cautiously. Planned deliveries accounted for <50% of 37 week births hence the analyses were underpowered, reflected in wide confidence intervals. 

Finally, the data also give us insights into how we apply labels to gestational age. Marking a point on any continuous scale and classifying those falling on either side in a binary manner is always going to be a simplification. We do this with gestational age, calling a birth at 36 weeks plus 6 days preterm and a birth at exactly 37 weeks as term. But, consistent with previous studies (Smith GC. Am J Obstet Gynecol. 2001;184(3):489-96), they demonstrate that spontaneous birth at 37 weeks shares the higher risks of death during labour and in the neonatal period observed in preterm births. Although the absolute risk is low, it would be worth reconsidering a low risk environment is appropriate for women delivering at 37 weeks of gestational age. 
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