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ABSTRACT

Background: The Lancet Ending Preventable Stillbirths series issued a global Call to Action to reduce stillbirths and improve
bereavement care. To monitor progress, we developed a global scorecard to track performance on key indicators.

Objectives: To introduce the scorecard and demonstrate its utility with a worked example by comparing global and regional
performance in 2022 versus 2018.

Methods: Descriptive analysis of performance across 20 nominated indicators spanning mortality targets, universal health cov-
erage targets and milestones for ending preventable stillbirths. Data were extracted from global tracking processes undertaken
by United Nations agencies and foundations. Data were summarised globally and by region, with performance against indicators
coded as below expectation, in progress, on track, or fully achieved.

Results: Seven of the 20 indicators had no available data to assess performance, including those related to stillbirth rate equity,
subnational stillbirth rates, national reproductive health plans, the quality of antenatal and intrapartum care, and national pro-
cesses for stigma reduction. As yet, there is no global consensus on respectful care after a perinatal death. Data were sparse for
all indicators in Oceania, Europe and North America, and Latin America and the Caribbean. For most regions and most of the
13 other indicators with available data or estimates, progress was often modest or lacking. Central and South Asia and East and
South-East Asia were ‘on track’ for more indicators than other regions, and there was substantial progress on three indicators in
Sub-Saharan Africa. However, for the 10 highest-burden countries, progress remained below expectations. Progress was highest
for indicators assessing the existence of plans, and worst for indicators assessing implementation.

Conclusions: The Global Scorecard for Ending Preventable Stillbirths can be used to provide advocates, policymakers, and
practitioners with a detailed status check on data availability and progress in ending preventable stillbirths and improving care
after stillbirth.

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium,
provided the original work is properly cited.
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1 | Background

An estimated 1.9 million late gestation stillbirths occurred
worldwide in the year 2023 (fetal deaths >28weeks gestation)
[1]. Most of these deaths could have been prevented with im-
proved women's health and high-quality antenatal and intrapar-
tum care [1]. Despite growing recognition of the stillbirth rate as
a key indicator of the quality of maternal and child healthcare
[2], progress to reduce the burden of stillbirth and improve care
for bereaved families has been slow.

In 2014, the Every Newborn Action Plan (ENAP) was endorsed
by 194 member states at the 67th World Health Assembly
(Resolution WHA 67.10). ENAP set the first global stillbirth
rate target of 12 or fewer late gestation (28 weeks' gestation
or greater) stillbirths per 1000 total births in all countries by
2030, while also aiming to reduce stillbirth equity gaps [3].
In 2016, the Lancet's Ending Preventable Stillbirths series
highlighted opportunities for accelerated progress to end
preventable stillbirths and improve bereavement care. The
series concluded with a Call to Action within the context of
integrated healthcare [2] covering: (1) mortality targets, (2)
universal health care coverage targets, and (3) global and
national milestones for improving care and outcomes for all
mothers and their babies [2]. However, without a way to track
performance, the potential of the Call to Action to minimise
the global stillbirth burden remains unrealised, perpetuating
insufficient awareness and limited action at program and pol-
icy levels.

To address this gap, the Stillbirth Advocacy Working Group of
the International Stillbirth Alliance (ISA-SAWG) developed
a Global Scorecard for Ending Preventable Stillbirths in 2018.
The scorecard collates and presents relevant data to track the
implementation of the components of the Call to Action, thereby
highlighting where and how progress is being made, where per-
formance cannot be assessed due to a lack of data, and where
further action is needed.

Here, our main aim was to introduce the Global Scorecard for
Ending Preventable Stillbirths (hereafter ‘the scorecard’), out-
line its development, and describe how it can be used for still-
birth prevention advocacy, policy, and program purposes. To
demonstrate its potential utility with a worked example, we used

the scorecard to compare regional performance against the Call
to Action in the year 2022 versus 2018.

2 | Methods
2.1 | Development of the Scorecard

The scorecard was co-developed by a multi-disciplinary team
representative of community organisations, academic insti-
tutions and advocacy groups led by and including bereaved
parents. The scorecard metrics are based on key targets and
milestones related to stillbirth prevention, such as family
planning, antenatal care and care during labour and birth.
As a purpose-built tool, the scorecard is intended for use by a
wide range of stakeholders, including national governments,
UN bodies, donors, non-government organisations and parent
organisations.

The development of the scorecard is summarised in Figure 1.
For each component of the Lancet's Ending Preventable
Stillbirths Call to Action (Box 1), between one and three can-
didate indicators were identified by an informal group among
the ISA-SAWG members, including bereaved parents (Www.
stillbirthalliance.org). Most indicators were identified from
key documents and data collection processes of United Nations
(UN) agencies and other partners. Indicators already being
collated through existing global data collection processes
were prioritised, including the ENAP and Ending Preventable
Maternal Mortality (EPMM) Joint Country Implementation
Tracking Tool, which has had various forms since 2015 and
was last updated in 2022 [4]. Hereafter, we refer to this track-
ing tool as part of Every Woman Every Newborn Everywhere
(EWENE), the combined name for ENAP and EPMM that was
coined in 2024 in recognition of the interconnectedness of the
two initiatives [5]. For components of the Call to Action with-
out extant indicators, the ISA-SAWG subgroup proposed new
ones. Indicators were chosen to capture not only the ultimate
outcomes of a given component but also processes and policies
required for its achievement.

The draft list of proposed indicators for the scorecard was cir-
culated for comment in several rounds to ISA-SAWG members
for feedback and key organisations including the United Nations

Publication of The Lancet Ending Preventable Stillbirths series
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FIGURE1 | Graphical representation of scorecard development.
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BOX1 | The Lancet's Ending Preventable Stillbirths Series Call
to Action* [2].

Mortality targets by 2030

« National level: 12 late gestation stillbirths or fewer per
1000 total births in every country

« Subnational level: All countries to set and meet targets
to close equity gaps and use data to track and prevent
stillbirths

Universal health care coverage targets

» Family planning: By 2020, 120 million more women and
girls with access to contraceptives; by 2030, universal ac-
cess to sexual and reproductive healthcare services and
integration of reproductive healthcare services into na-
tional strategies and programmes

« Antenatal care: By 2030, universal quality of care and
comprehensive antenatal care for all women in all
countries

 Care during labour and birth: By 2030, effective and re-
spectful intrapartum care to all women in all countries
Milestones

« Respectful care, including bereavement support after a
death: By 2020, global consensus on a package of care
after a death in pregnancy or childbirth for the affected
family, community and caregivers in all settings

» Reduce stigma: By 2020, all countries to identify mech-
anisms to reduce stigma associated with stillbirth
among all stakeholders, particularly health workers and
communities

« Every newborn global and national milestones met
by 2020, including the Measurement Improvement
Roadmap [6]

*This Call to Action was published in 2016 with an aim to
align to existing targets at the time of publication and to
achieve milestones by 2020.

Children's Fund (UNICEF), the World Health Organization
(WHO) and the White Ribbon Alliance. Ultimately, 20 indica-
tors were chosen to measure performance against each of the
eight Call to Action components (see Table 1).

2.2 | Data Sources

Data for six of the 20 indicators were sourced from the ENAP
tracking tool undertaken in high-burden countries annually by
UNICEF (data not publicly available). To assess whether coun-
tries had achieved the >28week stillbirth rate global target (one
indicator), modelled >28week stillbirth rate estimates were
sourced from the UN Inter-agency Group for Child Mortality
Estimation child mortality, stillbirth and causes of death esti-
mates [7]. Data for two family planning indicators were sourced
from the FP2030 Data Dashboard [8]. Coverage indicators for
antenatal care and skilled birth attendants (one indicator each)
were sourced from the joint tracking tool by WHO/UNICEF
based on population-based national household survey data and
routine health systems [9]. Global standards for antenatal and
intrapartum care (one indicator each) were considered met with

the publication of corresponding WHO clinical practice guide-
lines [10, 11]. For seven indicators, data were not being tracked
and/or there were no existing validated indicators available.
Table 1 presents a detailed mapping of the indicators including
their data sources. Since global maternal and newborn health
indicators and data collection processes have changed over
time, the wording for some scorecard indicators also changed
slightly since the scorecard was developed in 2018. These word-
ing changes did not alter the essence of the indicator for the
current purpose, but rather enabled further granularity (e.g.,
sub-national implementation plans at the state/regional/pro-
vincial level and at the district or equivalent level, rather than
subnational newborn plans more broadly). Table S1 describes
wording changes and how these were handled in data extraction.

2.3 | Country Groupings

Data for the scorecard indicators were presented at the global
level (for all 195 countries) and across three subgroups: (1) the
Every Woman Every Newborn Everywhere (EWENE) grouping,
which comprised all countries that were part of the EWENE
tracking process in 2018 (n=90) and 2022 (n=106); (2) a high-
burden grouping, which comprised the 10 countries in the
EWENE tracking process that had the highest stillbirth rates
for 2018 and 2022; and (3) regional groupings, which comprised
the countries in the EWENE tracking process, which we then
grouped into the seven Sustainable Development Goals (SDG)
geographical regions (i.e., Sub-Saharan Africa; North Africa and
West Asia; Central and South Asia; East and South-East Asia;
Europe and North America; Latin America and the Caribbean;
and Oceania) [12]. Table S2 presents the lists of countries in-
cluded in each subgroup for both 2018 and 2022. To ensure
comprehensiveness, all reporting countries for each year were
included rather than only the countries that reported data for
both years.

2.4 | Indicator Measurement and Coding

For each country, indicators were deemed to be achieved
if reported as such in the EWENE tracking tool for the rel-
evant year, or if evidence was available of the establishment
of a relevant policy/initiative (e.g., existence of a Newborn/
Reproductive, Maternal, Newborn, Child and Adolescent
Health [RMNCAH] plan) or of the achievement of a relevant
target (e.g., achievement of the stillbirth rate global target)
(Table 1).

Taking a slightly adapted normative approach, indicators were
colour-coded within country groupings as follows:

« Below expectation: 0% to < 50% of countries (orange)

« In progress (ongoing): 50% to < 75% of countries (yellow)

« On track: 75% to <100% of countries (light green)

« Fully achieved: 100% of countries (dark green)
Where less than 50% of countries contributed data for an indi-

cator, data were not colour-coded. Countries with missing data
were removed from the denominator.
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Data on demand for contraception satisfied (Indicator 2.2),
antenatal care coverage (Indicator 3.2) and skilled birth atten-
dant coverage (Indicator 4.2) were provided as a percentage
per country (Table 1). To calculate the percentage coverage for
each country subgroup, numerators for each country were cal-
culated by applying the coverage percentage to the number of
live births (as a proxy for total births) for each country. Country
numerators were then summed and divided by the total num-
ber of live births for each country subgroup (denominator) and
subsequently reported as a percentage and coded as described
previously.

Total users of modern contraceptive methods were reported as a
frequency per country per year, with data reporting commenc-
ing in the year 2012 in the FP2030 Data Dashboard [8]. To obtain
an estimate of the total number of additional users (Indicator
2.1), the total number of users in the year 2012 was subtracted
from the total number of users per country in 2018 and 2022,
respectively. Summed data were added to the scorecard for each
country grouping. As less than 50% of all countries contributed
data for this indicator, data were not coded. Had there been suf-
ficient data for coding, additional users would have been coded
at the global level only, using the FP2023 classification as fol-
lows [13]:

« Below expectation: < 60 million additional users (orange)

« In progress (ongoing): > 60 to <90 million additional users
(yellow)

« On track: >90 to <120 million additional users (light green)

« Fully achieved: >120 million additional users (dark green)

Data were extracted in July and August 2024. Data analyses
were completed using Microsoft Excel pivot tables.

2.5 | Parent Involvement

The ISA, founded by bereaved parents in 2003, has a long his-
tory of partnership with parents and others with lived experi-
ence of stillbirth. Bereaved parents from all global regions are
members of ISA. The ISA-SAWG presented the scorecard con-
cept, discussed and disseminated drafts, and monitored the
progress of the scorecard’s development. During this time, the
ISA-SAWG included parent members from Africa, Australia,
Europe and North America. The core group of members who
provided input into the scorecard drafts included parents from
Australia, Nigeria, Spain, the UK and the USA. The co-chair of
ISA-SAWG—who is the lead author of this manuscript and who
co-led the process of scorecard development—is a bereaved par-
ent of a stillborn son named Wilder.

3 | Results

The Global Scorecard for Ending Preventable Stillbirths is pre-
sented in Table 2 with data for 2018 and 2022 at the global level
and for country subgroups.

3.1 | Performance on Mortality Targets

From 2018 to 2022, there was an increase in the proportion of
EWENE countries with national newborn plans from 59% to 87%
(Indicator 1.1), reflected in progress among high-burden countries
and in all regions (including all seven tracked countries in East
and South-East Asia in 2022). The proportion of EWENE-tracked
countries with a subnational newborn/implementation plan
(Indicator 1.4) nearly doubled, from 27% to 50%, driven by substan-
tial progress in Sub-Saharan Africa, Central and South Asia, East
and South-East Asia, and Latin America and the Caribbean.

The proportion of EWENE-tracked countries with a stillbirth
rate target (Indicator 1.2) remained stagnant between 2018 and
2022 at just over 30%. Other than Central and South Asia, all
regions were ‘below expectation’ for this indicator, with little
to no improvement between 2018 and 2022, and with just one
of 12 countries in Oceania and none of five countries in Europe
and North America having a stillbirth rate target in 2022. Based
on modelled estimates, the proportion of all countries that had
achieved the global stillbirth rate target of 12 or fewer deaths
per 1000 births increased slightly from 65% in 2018 to 68% in
2022 (Indicator 1.3). There was improvement in North Africa
and West Asia and in Oceania and, by 2022, all five of the coun-
tries tracked in Europe and North America had met this target.
In contrast, performance remained ‘below expectation’ in the
EWENE grouping, with just 5% of Sub-Saharan African coun-
tries meeting the stillbirth rate target, and Latin America and
the Caribbean being reclassified from ‘fully achieved’ to ‘in
progress’, following the inclusion of data from additional coun-
tries in 2022.

3.2 | Performance on Universal Health Coverage
Targets

3.2.1 | Family Planning

There were almost 84 million additional users of modern
contraceptive methods in 2022 compared with just over
48 million in 2018 (Indicator 2.1). The percentage demand
for contraception satisfied remained steady globally and in
EWENE-tracked countries, at just over 60% (Indicator 2.2),
with performance improving from ‘in progress’ to ‘on track’
in East and South-East Asia, and movement out of the ‘below
expectation’ category to ‘in progress’ for Sub-Saharan Africa.
There were no data available on either indicator for the Europe
and North America grouping.

3.2.2 | Antenatal and Intrapartum Care

Targets for the availability of global standards for antenatal and
intrapartum care (Indicators 3.1 and 4.1, respectively) were fully
achieved by 2018 with the creation of WHO clinical guidance.
Antenatal care coverage (Indicator 3.2) reached 69% globally in
2022, while coverage of skilled birth attendants (Indicator 4.2)
reached 78% globally, but the number of countries with available

Paediatric and Perinatal Epidemiology, 2026

85U017 SUOWILOD BAITe8.D 3|qed!|dde 8y Aq pausenob afe sspolife YO ‘@SN JO Sa|n. 10} A%ud178UlIUO /8|1 UO (SUORIPUD-PUR-SWLBY WO A3 | 1M Ae1q 1 BUIUO//SANY) SUOHIPUOD PUe SWLR 1 84} 89S *[920Z/T0/ST] U0 ARiq1aulluo A8|iM ‘80TOL 9dd/TTTT OT/I0P/MO0D A8 |IM AReiq 1 Ul UO//:SNY WOI) papeojumoq ‘0 ‘9TOESIET



13653016, 0, Downloaded from https://onlinelibrary.wiley.com/doi/10.1111/ppe.70108, Wiley O

(sonunuo))

e Library on [15/01/2026]. See the Terms and Conditions (https://onlinelibrary.wiley.com/terms-and-conditions) on

@T=u
%66

(T=u)
%TL

T=u
%66

@C=u
%LS

(t=u)
%00T

@CT=u
%86

€=w
%L8

elEp (Tt=u
ON %S8

(T=u)
%88

(€=u)
%29

(s=u)
%TS

(s=u (e=uw) (=u

r=u
000°80T 00L'STT 000°0S8 000°0E€T

(%88)
8/L

(%L9)
6/9

(%08)
¥/T

(%€8)
Z1/01

eep  (z=u)
ON %t6

BlRp  EBIRp
ON ON

®lep  BIRp

ON ON

(49 v 6 €

8y =1u)
%8L

(Lot =u)
%08

Lr=u
%09

(T=u)
%89

(L=u)
%0L

(ST=u)
%TL

(oy = u)
%0L

8=u
%89

r=u
%69

©=u
%Y6

(o1 =u)
%89

©=u
%6L

(T=u)
%66

(€=u)
%¥6

(9 =u)
%69

(L6 =u)
%€9

8t=u)
%TS

a=uw
%EE

(z=u)
%8S

(cs=u)
%BLS

(e=u)
%61

F=u
%6V

L=u
%SS

®=u
%YL

(Ir=u)
%9

(¢=u)
%88

T=u
%98

(sg=u)
%E9

(s8=1u)
%19

(9L =u)
%E9

(€L=u)
%19

ar=u)
%BYL

(Ir=u)
%TL

6=u
%29

6=u
%19

Ty =u)
%0S

O=u
%6L

L=u
%L

(or=u) (or=wu) (9L=u) (sL=u) (s8=u) (s8=u)

1y =u)
000°7ZL'T 000°TLO'E 000°T8S‘P¥ 000°TI0'ST 000°0L6F 000°0£9T 000°SE9'LT 000'LES'ST 000°SLY'L 000'SEP'S 000°996°08 00LSO8°9F 000'6T8°ES 00L'OTI'SH

O=w) @=w (r=w) qr=w (6=w) (6=w (w=u

(%05)
S01/28

(%¥9)
¥1/6

(%98)
L/9

(%59)
Se1/LTT

(%89)
S61/TET

(%08)
ST/T1

(%¥9)
¥1/6

(%1L)

(%8L)
6/L

¥1/6

(%05)
y1/L

(%LS)
v1/8

(%LS)
¥¥/ST

(%06)
01/6

(%09)
01/9

(%L8)
901/26

(%65)
06/€S

(%€6)
PI/EL

(%¥9)
¥1/6

(%£6)
ST/+T

(%1L)
¥1/0T

(%56)

6/8 ba7k4d

ared wnyredenur
Jo Kyend €

2310400 JUBPUS}IR
Iq PIMIS T

ared> wnjrederur 1oy
spIepue)s [8qo[D 't

21ed [elRURUE
Jo Anpend €°¢

93e19A00 218D
TeleudIuyY 7°¢

918D [B]RUDIUE 10}
SPIEPUE]S [BQO[D T°E

ueld yjreay aanonpoidax
® YJIM SALIUNOD €°7

payysnes
uondasenuod 1oy
puewap 38eIUIJ 7T

spoyiow aandaoeniuod
UIOPOW JO SIAST
[euonippyv 1°c

S3VRI YIIIQIIIIS
Teuonjeuqns untodar
S3IIUN0D 9°'T

19818y L31ba
el IqIIs B
YIIM SaLuno) 6° 1

uerd uonejuawardur
/UI0gMaU JRUOTIRUQNS
B UM SALIUNOD ' T

(sarewnsa yIIquIs
PI[[opoul UO paseq)
1081€) TeqO[S )1
YHIQ[[1S ) SUIAdIYOE
SaLIIUNO) €°1

10818) 91B1
YHIqIIBS [eUOnRU B
YIM SaLUN0D 71

ueld HYONINY
/UI0qMaU B YIIM
soLnuno) 1'1

aIed

wnjredenuy

OHN

aIed
[BreUUY
OHN

Suruuerd
Aqrureq
DHN

0€0T
£q sye81ey
Anerrow

L 6 149 149 ST 148 144 144 0T 0T 90T 06 S6T S61L

(u) SALIIUNOD [BIO],

(44\14 810C (44114 810C

ceoe 810C

(44\14 8T0CT (44\14 8102 (44\14 810C (44114 8T0T (44\14 8T0C (44\14 8102 (44\14 810C

RUE)

vIULI2Q uvaqquie)
o) pue

BILIDWY une]

BOLIDWY
Y3Io0N pue
adoang

Surdnoas
uaping ySrtH

vISY Iseqd Surdnoad aNamd 1eqo[d

-yInos pue jseq

RISV yInos
pue [enua)

RISV ISOM pue
BILIFV YIION

vILIyY UBIBYES-qNS

"Z20T PUE $TOT ‘SYMIQ[INS A[qrIudA1g SUIPUF 10§ PIEISI0IS [BQO[D |

cHT14dVL

ey Online Library for rules of use; OA articles are governed by the applicable Creative Commons License

Paediatric and Perinatal Epidemiology, 2026



Latin America

Europe
and North
America

and the
Caribbean

Central and East and South-

South Asia

North Africa

High burden

Oceania

East Asia

EWENE grouping grouping Sub-Saharan Africa and West Asia

Global

2022 2018 2022 2018 2022 2018 2022 2018 2022 2018 2022 2018 2022 2018 2022 2018 2022 2018 2022

2018

12

14

14

15

14

44

195

195

IS

=

S 3
2

2/3
(67%)

13/14
(93%)

7/14 9/15 10/14
(71%)

(50%)

39/44
(89%)

(60%)

8/12
(67%)

3/4
(75%)

2/3
(67%)

10/14
(71%)

7/14
(50%)

8/14 9/15

(57%)

24/44
(55%)

(50%)

(60%)

=

o

SR
2

2/3
(67%)

7/14
(50%)

9/11

3/6
(50%)

(82%)

Note: Data for each country grouping are presented only where the data were being tracked explicitly at that level. Therefore, global data for some indicators remains missing despite the availability of subgroup data. Legend (for

a detailed description, see Table 1): Cells were only coded where data were available from > 50% of available countries. No coding applied for 2.1: Additional users of modern contraceptive methods (see Methods).

Fully

[ Below expectation.

Abbreviations: EWENE, Every Woman Every Newborn Everywhere; MNH, Maternal and Newborn Health; RMNCAH, Reproductive, Maternal, Newborn, Child, and Adolescent Health; UHC, universal health coverage.

In progress (ongoing);

data decreased markedly between comparison years for both
indicators.

3.3 | Performance on Milestones

Seventy-seven per cent of EWENE-tracked countries and
80% of high-burden countries had a national quality improve-
ment plan focusing on maternal and newborn health in 2022
(Indicator 5.1), which marked a substantial increase from
2018 (49% and 40%, respectively). This increase was driven by
improvement in most regions, of which four became ‘on track’
by 2022. The milestone was fully achieved in Latin America
and the Caribbean by 2022; only Oceania regressed compared
to 2018, from ‘in progress’ to ‘below expectation’ following
the inclusion of data from eight additional countries in 2022.
Availability of perinatal death review systems (Indicator 5.2)
increased slightly to 58% of EWENE-tracked countries in
2022. Performance on the indicator was ‘below expectation’
in 2022 for high-burden countries and for the East and South-
East Asia region, where performance regressed. Performance
also regressed in Europe and North America and in Oceania,
following the inclusion of data from additional countries
in 2022. Performance on research focusing on stillbirths
(Indicator 5.3) had regressed or was below expectation for all
country groupings in 2022, with just 25% of EWENE-tracked
countries achieving this milestone by 2022.

3.4 | Data Availability

Global performance was assessable for seven of the 20 scorecard
indicators. There is currently no global tracking for another
seven of the indicators, including the proportion of countries
with a stillbirth rate equity target and those reporting subna-
tional stillbirth rate estimates (Indicators 1.5 and 1.6), the pro-
portion of countries with a reproductive health plan (Indicator
2.3), quality of antenatal and intrapartum care (Indicators 3.3
and 4.3), and a global consensus for respectful care after death
and a national process for stigma reduction (Indicators 5.4 and
5.5); hence, performance on these indicators could not be as-
sessed due to lack of data or modelled estimates.

Table 3 presents the proportion of available data or modelled es-
timates for each indicator by country subgroup. Data availability
was consistently highest for mortality targets and milestones.
Estimated stillbirth rates were available for all 195 countries for
both comparison years, but data were limited for antenatal care
coverage (Indicator 3.2) and skilled birth attendant coverage
(Indicator 4.2) globally (50%-55% and 18%-25% in 2018 and 2022,
respectively) and across most country subgroups. Data availabil-
ity for family planning varied across the country subgroups.

- on 2 »
5 8155 88 35, §3g g3 y
2 5| £|528 T2 528 538 3¢ g
E §|8|55% =2 822 <23 £¢ & 4 | Comment
g 8|£25 £2% §52 228 =§ IS
S T|£8% &3 32F §8% 2%
- - N 7 . . . .
~ E|2E2 87 -2 28 2s 4.1 | Principal Findings
N [} . . .
e E o] The Global Scorecard for Ending Preventable Stillbirths uses
] . . . .
: 2 3 a ‘stoplight’ approach to track performance against 20 indica-
= g . . . .
) = g tors measuring the implementation of the Ending Preventable
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Stillbirths Call to Action. We used the scorecard to assess global
and regional performance against the Call to Action from 2018
to 2022. Seven indicators had no available data to assess prog-
ress, and data were sparse for all indicators in Oceania, Europe
and North America, and Latin America and the Caribbean. For
most regions and most of the 11 other indicators with available
data, progress was often modest or lacking. Central and South
Asia and East and South-East Asia were ‘on track’ for more in-
dicators than other regions, and there was also substantial prog-
ress on three indicators in Sub-Saharan Africa between 2018
and 2022. However, for the 10 countries with the highest still-
birth rates, progress remained below expectation for six of the 11
indicators with available data or modelled estimates. Progress
was greatest for indicators assessing the existence of plans and
worst for indicators assessing implementation.

4.2 | Strengths of the Study

The Global Scorecard for Ending Preventable Stillbirths can
be used to track performance against the Ending Preventable
Stillbirths Call to Action, at global and regional levels and over
time, in a format that allows at-a-glance identification of suc-
cesses, areas of concern and lack of data. Informal uptake of
the scorecard suggests it meets a need for monitoring perfor-
mance. Preliminary versions have been translated into Spanish
and Italian, coinciding with the release of the scorecard for use
in high-resource settings [14]. A preliminary version was also
presented in the 2019 ENAP progress report [6]. Regional ver-
sions have been produced for the Western Pacific [15] and the
Middle East and North Africa regions [16], the latter also trans-
lated into French and Arabic. In addition, the high-resource set-
tings version of the scorecard is included in Australia’s National
Stillbirth Action and Implementation Plan [17]. Updating of the
global scorecard will coincide with post-2030 planning and will
include tracking of performance in humanitarian and conflict
affected countries, and concerted efforts to monitor stillbirth eq-
uity, for which no data were available on the relevant indicator.
Given equity is central to the Ending Preventable Stillbirths Call
to Action, further development of equity indicators is needed.

4.3 | Limitations of the Data

The scorecard's utility as an accountability tool is limited by its
reliance on data from the EWENE joint tracking tool, which is
currently not publicly available. Significant parent involvement
in the conceptualisation and creation of the scorecard notwith-
standing, there was still limited review by bereaved parents,
with limited representation of parents from high-burden re-
gions, countries and populations. Future revisions of the score-
card will benefit from a methodical, participatory approach
rooted in best practices for engagement of people with lived ex-
perience. To maximise the utility of the scorecard, it is crucial to
address commonly reported barriers to the use of routine health
information systems data, particularly organisational/environ-
mental challenges [18]. With seven of the 20 indicators having
no available data to assess performance, a potential reporting
bias must be acknowledged. Finally, data quality may also im-
pinge on the accuracy of the scorecard. Given the paucity of

empirical data on stillbirth rates from many settings—with reli-
able data on stillbirths available for fewer than 60% of low- and
middle-income countries [19]—the data on stillbirth rates rely
on the UN Inter-agency Group for Child Mortality Estimation
(UN-IGME) modelled point estimates and do not account for the
uncertainty around these estimates for countries without data.
Overall, UN-IGME found 24 (12%) and 38 (19%) of the 195 coun-
tries from which stillbirth estimates are generated had either no
data or lacked quality data, respectively. These countries may
account for 29% of all stillbirths worldwide [19].

4.4 | Interpretation

In our worked example comparing regional performance against
the Call to Action for the year 2018 versus 2022, completion of
the scorecard identified areas of progress, areas where progress
has been insufficient and areas where performance cannot yet
be ascertained due to lack of data. The main area of progress
was the creation of plans, as reflected in indicators for national
and subnational plans for newborn/RMNCAH and for quality
improvement in maternal and newborn health. However, the ex-
istence of national plans does not necessarily translate into im-
proved care or outcomes. Indeed, the main area of stagnation/
regression identified by the current worked example was at the
implementation level, as reflected in the indicators for skilled
birth attendants and antenatal care—especially in high-burden
regions. This highlights the challenges associated with timely
tracking of coverage where indicators rely on information col-
lected via nationally representative household surveys. Fewer
than half of the countries with available data for these indicators
in 2018 had available data in 2022 at the time of data extraction.
It is therefore not possible to accurately compare the two time
periods, as apparent observed declines in coverage of these in-
dicators may be attributable to differential data availability by
coverage level, or even differential reporting by coverage level.
Explanations point to different issues that require different solu-
tions; for instance, program-level solutions to increase coverage
at country level versus process-level solutions to increase data
availability and reporting. Critically, achieving progress toward
ending preventable stillbirths depends on workforce prepared-
ness, support and emotional safety—factors that must be rec-
ognised in the design of any program-level solutions.

Another noteworthy observation from the current worked ex-
ample is the contrast between performance on family planning
access and stagnation of stillbirth rate targets. One hypothesis
is that this contrast is a manifestation of the difference in atten-
tion to these two public health issues at the global level, with
family planning integrated into global public health policy at the
highest level through SDG 3.7, versus stillbirth, which was ex-
cluded from the SDGs. Even a decade after the so-called global
policy fix of ENAP, progress in stillbirth rate targets and still-
birth rate reduction is slower than progress in other areas that
were integrated into the global public health architecture from
the start. Advocates can use this information to promote inclu-
sion of stillbirth in the post-2030 agenda. Although not a focus of
the current worked example, it is also notable that target setting
for maternal and neonatal mortality occurs far more frequently
than that for stillbirth.
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As noted above, the completion of the scorecard highlighted
distinct challenges for stillbirth prevention: insufficient progress
and insufficient data. We found insufficient progress on peri-
natal death review systems, despite the collation of comprehen-
sive global guidance and relevant tools to do so [20]. Likewise,
we found insufficient progress on stillbirth research programs,
consistent with recent investigations into stillbirth donor and
research funding, which found that <0.1% of all RMNCH aid
funding from 2000 to 2019 mentions stillbirth and just $2.8
million of research funding globally in 2020 was stillbirth fo-
cused, despite stillbirth accounting for around a quarter of the
mortality burden [21, 22]. On the other hand, data on stillbirth
equity (countries with a stillbirth rate equity target) and on less
easily quantifiable indicators, including those for quality of an-
tepartum and intrapartum care, stigma and respectful care after
stillbirth, were simply unavailable. The absence of such data
likely reflects the structural limitations of current monitoring
frameworks, which tend to privilege measurable interventions
over relational and emotional dimensions of care. This rep-
resents a large gap, especially in view of the close linkages be-
tween stigma, respectful bereavement care and maternal mental
health outcomes [23]. In all, the current worked example sug-
gests that a global emphasis on plans over action, quantitative
over qualitative tracking and physical over mental healthcare
may contribute to the explanations for insufficient progress to-
ward ending preventable stillbirths.

5 | Conclusions

The Global Scorecard for Ending Preventable Stillbirths can
be used to provide advocates, policy makers and practitioners
with a detailed status check on data availability and progress in
stillbirth action. To increase its effectiveness as a public health
accountability tool, it will be important to increase public access
to globally tracked country-specific indicators, including those
from the EWENE joint tracking tool. Further, the scorecard in-
dicators should be reviewed and revised periodically through an
inclusive process to ensure alignment with evolving global tar-
gets and to enable opportunities for feedback from end users. To
increase accessibility and uptake, hosting the scorecard online
and producing a guide on adaptation to country or regional con-
texts (including translation) could prove useful, including how
to update the scorecard and interpret it, and how to use it for
advocacy, program and policy purposes.

SDG 17, which aims to revitalise the global partnership for sus-
tainable development, includes a specific target to increase the
availability of high-quality, timely and reliable data [24]. The
scorecard helps to fill this need and we encourage stillbirth pre-
vention champions to use it.
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