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PERINATAL DEATHAUDIT

Dali S M*, Tuladhar H*, Pradhan P*, Awale P*, Thapa s

ABSTRACT

This retrospective study was conducted to find out the status of perinatal mortality at Nepal Medical College
Teaching Hospital (NMCTH) which is located at sub-urban area of Kathmandu. Records of all consecutive
deliveries from 1/7/1998 to 30/12/2002 were reviewed. Total number of deliveries was 1517 among which
1182(77.9% )were normal deliveries. Total number of birth was 1531 including 14 set of twins. There were
38 still birth (24.8 per 1000 birth) and 7 early neonatal deaths (4.7 per 1000 live birth). The perinatal
mortality rate was 29.4 per 1000 birth. Perinatal mortality was higher in low birth weight babies (77%)
and premature (173.2%). Most of the cases (46.7%) have not attended regular Ante-natal Checkup (ANC).
Among 38 cases of still birth, 27 were macerated. Abruptio placenta and pregnancy induced hypertension
were common identifiable causes of Intra-uterine Death (IUD), whereas among 7 cases of Early Neonatal
Death (ENND), 4 cases were due to pre-maturity with hyaline membrane disease. Regular ante natal care
with identification of high risk group and management of complications along with improved neonatal care
facilities will help to minimize the high perinatal mortality rate. Regular perinatal death audit is necessary
to identify the common and preventable causes of perinatal mortality.
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INTRODUCTION prematurity, congenital malformation and infections*567
Factors influencing the perinatal mortality rates are maternal

Perinatal Mortality Rate (PMR) is markedly reduced in  age, parity, number of antenatal visits, maternal health and

developed countriessincelast two decades. PMR givesanidea  socioeconomic status.

of standard of perinatal servicesavailablethere The PMR vary

from less than 10 in Japan and Germany to as high as 80 or OBJECTIVES

even 100/1000 hirths in the least developed countries. The

most devel oping countrieshaveratesaround 35t0 60 per 1000.2  ® To review the perinatal mortality statistics which will help

The important obstetric causes of perinatal deaths are to evaluate and improve the existing obstetric and neonatal

prolonged/difficult labour, antepartum haemorrhage, services in this hospital.

hypertensive diseases of preghancy, chronic maternal diseases

and congenital abnormalities. In about athird of these cases, * To detect the causes and preventable factors in perinatal

no causeisfound. Theleading factorsamong fetal and neonatal deaths, so that recommendations can be made to reduce

causes of perinatal mortality are birth asphyxia/trauma, the perinatal mortality.
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(MATERIALS AND METHODS

Thisis aretrospective analysis of the records of all deliveries
conducted at Nepal Medical College Teaching Hospital from
1/ 7/ 1998 to 30/ 12/ 2002 .Nepal Medical College is situated
at Attarkhel of Jorpati VDC, in Kathmandu about 11 KM
Northeast of Kathmandu center It is situated about 4 Kms.
from Bouddhanath Stupa on the way to sundarijal. NMC
campus comprises of the college with 525 bed Nepal Medical
College Teaching Hospital of which 90 beds are allocated to
Department of Obstetricsand gynaecol ogy. Therecordsof early
neonatal deaths were reviewed from department of
neonatology. The births before 28 compl eted gestational weeks
were excluded. For analysis of contributory factors, maternal
age, parity, antenatal visits, gestational age, birth weight,
antenatal and neonatal complications were recorded.

LIMITATIONS OF STUDY

Because of retrospective study, some of the data were not
complete, hence maternal anaemia, malnutrition,
cephalopelvic disproportion, prolonged labor etc. could not
be correlated with perinatal mortality.

Autopsy was not performed in these cases. Perinatal autopsy
findings would have been valuable for accurate diagnosis and
correlation of clinical findings especially in those cases where
obvious causes not befound.

RESULTS

The Results of Study are as follows:
Total number of deliveries was 1517 , among which 77.9%

Table | : Number of birth, perinatal death and mortality rate

(1182) was spontaneous vaginal delivery, LSCS rate was 8.9% )
(135). Total number of births was 1531 including 14 sets of
twins. 2.59% (44) cases had forceps and vaccum extraction.
0.9%. 15 cases had breech delivery and 8.4% (127) cases had
premature deliveries were 127 (8.4%).

Out of 1531 total births, 38 were still born and 7 were early
neonatal deaths. Perinatal mortality rate was 29.4 and the
extended perinatal mortality rate was 32.6 per 1000 births.

Perinatal mortality rate seemed to be higher in adolescent age
group and elderly mothers. The incidence of adolescents
pregnancy (15 to 19 years) was 11.6% (176 cases). The
perinatal mortality rate in adolescents was 51.1 per 1000 births.
Whereas in the age group 20 to 29 years,the rate was only
20.4/ 1000 birth ( 25 perinatal deaths among 1223 cases, The
highest perinatal mortality rate was seen in age group > 30
yearsi. e. 93.2/ 1000births ( 11 desaths in 118 cases).

Perinatal mortality rate was more in primi gravida.

Perinatal mortality rate is |lowest when gestational age is more
than 37 weeks. The rate of premature delivery was 8.4% (127
cases), among them PMR was 173.2 per 1000 births which is
very high as compared to term babiesi.e. 16.5.

In extremely premature babies PMR was highest.

Perinatal death rate gradually decreases with increasing birth
weight. The rate of low birth weight babies (<2.5 Kg) was
31.7% (481 cases) among whom the PNR was as high as 77
per 1000 births. All cases of ENND were below 2.5 Kg.

Statistics Total
Tota birth 1531
Totd live birth 1493
Still birth 38
Early neonatal death 7
Perinatal death 45
Extended perinatal death 50
Still birth rate (per 1000 birth) 24.8
Early neonatal death rate (per 1000 live births) 47
Perinatal mortality rate (per 1000 hirths) 294
Extended perinatal mortality rate 32.6
Table Il : The Relation of Perinatal Death To Birth Weight
Weight Still Birth ENND Déliveries PNMR
<1000gm 5 0 9 (0.6%) 555.5
1000 - 1500 7 3 48 (3.2%) 208.3
1600 - 2000 8 1 92 (6.1%) 97.8
2100 - 2500 13 3 332 (21.9%) 4.8
2600 + 5 0 1036 (68.2%) 4.8
Total 38 7 1517 29.4
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Table Il : Causes of still birth

Causes of Still Birth No. (Percentage)

Abruptio Placenta 5(13.1%)
Pregnancy induced hypertension 6 (15.8%)
Hyperpyrexia 1 (2.6%)
Gross congenital anomaly 2 (5.3%)
Birth asphyxia with breech 4 (10.5%)
Cord prolapse 2 (5.3%)
Unknown cause 18 (47.4%)

Total 38 (100%)

Table IV : Causes of Early Neonatal Death

Causes No. (Per centage)
Prematurity with hyaline membrane 4 (57.1%)
Disease of lungs
Neonatal septicemia 1(14.3%)
Meconium aspiration 2 (28.6%)
Total 7 (100%)

The total still births were 38 among which 11 were fresh and
27 were macerated. The causes are shown in the Table 1.

Abruption placentaand pregnancy induced hypertension were
the most common causes of still births. In 18 cases, no cause
could be found, all these cases were intrauterine deaths and
macerated till birth. Among 38 still birth, mgjority (27) were
macerated (71%). Prematurity was most commonly associated
with early NND.

DISCUSSION

Perinatal death audit contributesremarkably to the prevention
of perinatal deaths. Regular perinatal death audit is essential
in an institution to find out the avoidable factors in related
to perinatal deaths. The avoidable factors may be related to
antenatal, intrapartum or neonatal management. Indirect
factors like maternal age and parity, social factors, quality of
antenatal carearealso equally important. Inthe present series,
the Perinatal mortality rate was 29.4 per 1000 births This
rate seems to be high as compared to developed countries
like Japan where it is less than 10 ( WHO 1989).2 In south
Asia, the estimate of PMR was as high as 87 per 1000 births,
where asfor Asiait was 59 per 1000 births and for devel oped
countries it was 18 per 1000 births 1989.° So in our study,
PMR seems to be lower than the south Asian average. In the
Maternity hospital of Kathmandu, the PMR was 34.3 per
1000 births in rate 1997.10

PMR wasfound out to be almost doublein adol escent mothers
i.e. 51.1 per 1000 births. Antenatal check up is another factor
influencing the Perinatal outcome, as 46.7% of cases of
Perinatal deaths have not attended ANC. 27 cases i.e. 60%

out of 45 perinatal deaths were macerated still births, where
the attendance to hospital was already to late. At the Zaria
hospital where the PMR was 103 per 1000, 67% were still
births and in three further of these the fetus had been dead
prior to the admission.t

Premature births and low birth weight babies are undoubtedly
the important causes of perinatal death as shownintables3 &
4. Perinatal mortality in premature babies was 173.2/1000
births. 48.9% (22 cases) out of 45 perinatal deaths were
premature births. In Mehta's® study in India in 1983,
prematurity was seen in 17.9%. The rate of low birth weight
babies was 31.7%, in whom Perinatal mortality rate was 77/
1000 births 88.9% (40 cases) out of 45 perinatal deaths were
inlow birth weight babies. These findings are consistent those
in Maternity Hospital, i.e. 80.5% of Perinatal deaths occurred
inlow birth wt. babiesand preterm babies accounted for 74.3%
of early neonatal deaths.*® In a multicentric South East Asian
regional study, the PMR varied from 120-150 per 1000 births
when the birthweight was below 2.5 kg compared to 16-30
per 1000 births when birth wt. was >2.5 kg, as reported by
Perera & Lwin in 1984.5

Gross congenital abnormality was found in two cases of still
births, i.e. 4.4% of Perinatal deaths, this finding is similar to
that reported in Indonesian study.®

The antepartum fetal deaths were mainly due to hypertensive
disease of pregnhancy-13.3% (6 cases) and abruptio placenta-
11.1% (5 cases).

In 18 cases (40%), direct cause could not be found. Studies
donein India® and Indonesia® have shown unknown causes

J
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(for perinatal mortality in 32.6% & and 32.5% respectively.
Thisindicatesthe need for further detail & prospective studies
to search for avoidabl e factors.

CONCLUSION AND RECOMMENDATIONS

It is clear from the results of present study that perinatal
outcome is poor in adolescent as well as elderly mothers . So
effortsshould be directed to educate adol escent mothersto try
to prevent adolescent pregnancy and late pregnancy as well.

Low birth weight and premature babies had maximum
perinatal mortality rate, so need for regular ANC for maternal
and fetal well being, nutritional supplements, importance of
rest, basic antenatal investigations should be emphasized.

All expectant mothers must attend early, regular and quality
ANC, screened for high risks, individualized specific care
should be given to high risks mothers. Especially those with
pregnancy induced hypertension, antepartum haemorrage and
infections must be managed properly.

Health education should emphasize the need for booking ,
awareness of common complications, warning symptoms of
premature labor, avoidance of drugs and infections in early
pregnancy to minimize congenital anomalies, mal presentations
and cephalo pelvic disproportion should be diagnosed early
and managed properly.

Regular perinatal death audit is required and the coordination
between hour coordination between departments of obstetrics,
neonatology and pathology should be maintained to collect
important data on perinatal deaths. Confidential enquiries
would be useful to show the scope for prevention through
clinical practice. It is essential to understand the implications
and limitations because it should be an audit of perinatal
management and not just the perinatal outcome. A genuine

.
clinical audit would imply aflexible attitude towards a change
and a professional mechanism should be evolved for
implementation.

REFERENCES

1. YuY.HVictor. Perinatal mortality and morbidity audit Souvenir,
FirstNational Conference of Perinatal Society of Nepal: 1997:
1-11.

2. WHO, Regional estimates of Perinatal mortality, weekly
Epidemiological Reports. 1989; WHO, Geneva.

3. Wigglesworth J. S. Monitoring Perinatal mortality : A
Pathophysiological approach. Lancet 1980: i1: 684-86.

4. Edouvard L. and Alberman, E. National trends in certified causes
of perinatal mortality. 1968-78. Br. J. Obst. Gyne. 1980: 87:
833-36.

5. MehtaA C Perinatal mortality in India J.Obs. Gyne. India 1983;
33: 721

6. PereraT,LwinK M Perinatal mortality and morbidity including
low birth weight A Southeast Asia Regional profile WHO SEARO
Regional Health papers No. 3 1984. WHO Regional Office,
New Delhi.

7. MacFarlane, A , Cole S. Hey E. Comparison of data from
regional Perinatal mortality surveys. Br. J. Obs. Gyne. 1986;
93:1224-32.

8. Lopez A D.Causes of Deaths- an assessment of global patterns
of mortality around 1985. wor Id Heal th Statistics Quart, 1990;
43: 91-103.

9. Belsey, M A Royston E Maternal and Infant Mortality: Aglobal
review, 1989: WHO, Geneva.

10. Manandhar D.S. An Overview of Perinatal death audit inNepal.
Souvenir, First National Conference of PESON: 1997: 17-18.

11. Harrison, K A, Lister U.G,Rossiter, CE Perinatal mortality in
Zaria. Br. J. Obs. Gyne. 1985; 92: Suppl.5: 86-99.

INIMA Nnavemhear - Daceamher 20N 492



