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ABSTRACT

Perinatal mortality rate is a sensitive indicatbgoality of care provided to women in pregnandyared after
child birth and to the newborns in the first weékfe. Regular perinatal audit would help in idiégying all the

factors that play a role in causing perinatal deatid thus help in appropriate interventions tacedvoidable
perinatal deaths. A retrospective study of perinatiices was conducted among 816 births delivelwihg

the period of 1 year from April 2007 to March 2068epal Medical College. There were 11 still birdnd 11
early neonatal deaths. Breech presentation wittketlhead and respiratory distress syndrome irenone
babies are the common causes for perinatal mgrtdlithin the Wigglesworth’s classification; groap3 and
4 are the common groups of perinatal death. THe%@ @f perinatal deaths and 100% of early neonatatihcs
were low birth weight babies. Similarly 72.5% ofipatal death and 82% of early neonatal death wererm

babies. The perinatal mortality was 26.9/1000 bjrdtomparable to other studies, but still emphstsisild be
given to upgrade the neonatal care. The effortaldii® made for regular antenatal checkups andcovepnent
of neonatal care.
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INTRODUCTION RESULTS

The perinatal mortality rate (PMR) is used as dicetor Out of 816 total births, 805 (98.7%) were live k@t

of the quality of antenatal and perinatal care pleddto and 11 (1.3%) were still births. All 11 neonatahties
pregnant women and newbofriBhe neonatal mortality were within 7 days of birth. The total number ofipatal

rate (NMR) and rate of stillbirth in Asia consistis40/ death was 22 with PMR of 26.9/1000 births (Table-1).
1000 live births and 28/1000 births respectively. Breech presentation with stucked head was the most
multicenter study of perinatal mortality in Nepaljmportant cause of still birth (Table-2). Respimgto
conducted in two urban hospitals were 23.7 and 48Jstress syndrome in premature babies was the most
per 1000 total births respectively, while this imal common cause of early neonatal death (Table-3).
setting were 42.5 and 56.2 per 1000 bifthbus it is According to Wigglesworth'’s classification the pextal

still a major health problem in Nepal. Nepal Metlicadeaths were classified into different groups (Taf)le
College is providing health facilities to populatiof Out of 22 total perinatal deaths, 77.2% were loshbi
different socio-economic status and various ethnigeight babies (Fig. 1) and 72.5% were preterm Isabie
groups. The previous study on perinatal mortatitshis  (Fig. 2). Similarly, out of total 11 early neonatigaths,
institute in the year 2001 showed the PMR of 30@01 100.0% were the babies of low birth weight (Table-5
births? The objective of this study is to find out theand 82.0% were preterm babies (Table-6). In theystu
perinatal mortality in this institute at presentiatetect 36.0% of the mothers did not have antenatal checkup
the further possible measures to reduce the migrtali during pregnancy (Fig. 3).

MATERIALS AND METHODS DISCUSSION

This is a retrospective study which included ak thThe global estimation of PMR is 10 per 1000 biiths
deliveries conducted at Nepal Medical College andeveloped countries, 50 per 1000 births in devalppi
Teaching Hospital from April 2007 to March 2008.eTh countries and 60 per 1000 births in least developed
deliveries before 28th weeks of gestation and lsakiln  countries$ The perinatal death audit done in Kathmandu
birth weight below 1000 grams were excluded. Letalf Medical College Teaching Hospital from September
deaths (LFD) and early neonatal deaths (ENND) weB®02 to August 2003 showed PMR 30.7 and extended
analyzed with respect to various risk factors. A&sal perinatal mortality rate 47.9 per 1000 birtiHublished

of data was done manually. The perinatal deathge weesults in different centers across the Nepal sHawe
classified according to Wigglesworth’s classificatt ~ wide variations in perinatal mortality rate. Thesulks
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Table-1: Perinatal index Table-3: Causes of early neonatal deaths (n=11)
n % Early neonatal deaths n %

Total No of hirths 816 100.0 Preterm: (Respiratory distress syndrome) 5 45.4
Total No of live births 805 98.0 (Neonatal sepsis) 2 18.2
Total No of still births 11 1.3 (Birth asphyxia) 2 18.2
Early neonatal deaths 11 13 Term:  (Neonatal sepsis) 2 18.2
Late neonatal deaths 0 0 Total n 100
Perinatal deaths 22 26 mortality rate of TUTH was 6.3 per 1000 live births
Still birth rate (SBR) 13.5/1000 births The PMR in this study was 26.9/1000 births. Thizite
Early neonatal mortality rate (ENMR)  13.5/00@e births shows significant reduction in PMR in compare te th
Perinatal mortality rate (PMR) 26.9/1000 births ﬁgiieic;gligg?\zjlgzvzgﬂ?ugﬁ gggrrs::g?r; gm'%;;use of

28.3/1000 birth to 13.5/1000 birth, whereas NMR has

Table-2: Causes of stil births (n=11) increased from 6.9 to 13.5/1000 bitth.

Still births n % o _ _
 with stucked In our study the incidence of low birth weight vi&s6%
Breech with stucked head 8 21.2 and preterm deliveries was 10.4%. In a similar ystud
Cord prolapse 1 9.1 done in this Medical College in the year 2005 -2006
Prolonged labour 1 91 the incidence of low birth weight was 11.9% andgmra
deliveries was 31.4%.In this study 76.5% of perinatal
Antepartum hemorrhage 1 9.1

death and 100% Of early neonatal death were among
Congenital anomaly (hydrocepalus) 1 9.1 low birth weight babies. The perinatal death iratieh

Non-immune hydrops with imperforate anys 1 9.1/ togestational age showed 72.5% perinatal deatB2id
Pregnancy with syphilis 1 91 early ne_onatal death were in preterm babies. 45)D%

: ENND is due to respiratory distress syndrome in
Unknown infection 2 182 | premature babies, 36.0% due to neonatal sepsis and
Total 1 100 19.0% due to birth asphyxia. Our finding is simila=a

study done in Patan Hospital where 30.0% on NND was
. . i due to respiratory distress syndrome, 25.0% due to
in hospitals within valley ranges from 19/1000 & 4 neonatal sepsis, 16.0% due to congenital anonwaiigs

1000 births, while that in rural areas ranges frgith o . :

1000 to 96/1000 births respectivéRThe another study iigf d%l:]iticr)w ZSE;Z‘:: ﬁ;%ﬁgﬁgﬁggggﬁ;doioﬁ ﬁg is

don_e in Kathmandu Medical College Teaching Hospit%fue to birth asphyxi# Similar study in College Of

during NO"embeT 2003 to October 2005 showed PM edical Science showed 48.0% of NND is due to birth

19.1 per 1900 _blrths and .E"’?”y neonatal degthﬁ"zite asphyxia, 29.0% due to neonatal sepsis and 22.@% du

per 1000 live birth8.In a similar study done in Patanto prematuritys

Hospital during the year 2002-2003, PMR was 2214 pe

1000 births and early neonatal mortality rate wass 8In our study, the most important cause of neortath

per 1000 live birth&In the year 2007-2008 the neonatais respiratory distress syndrome due to prematurity
When premature delivery is expected, mother should

” be given steroid during antenatal period to de&eas

respiratory distress syndrome in the newborn. e ¢
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Fig. 1. Perinatal deaths in relation to birth weight Fig. 2. Perinatal deaths in relation to gestational age
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Table-4: Wigglesworth’s
classification

Groups n %

Group -1 5 22.7
Group -2 2 9.1
Group -3 5 22.7
Group-4 6 27.3
Group-5 4 18.2

S Shrestha et al

given to the babies
born prematurely
should be upgraded
to the tertiary care
level in the neonatal
unit. Ventilatory

support should be
available for the

newborns. The
surfactant therapy
should be

introduced. Early detection and prompt referrathaf
sick newborn requiring ventilatory support to thghler
centre decreases the mortality. Nasal continuositiym®
airway pressure (CPAP) in newborn babies with

respiratory distress reduces requirement of mechBniggrgreNcEs
ventilation there by decreases referral to higketre!*
Neonatal sepsis is the second important causeobitel

death. To decrease sepsis proper hand washing by a

the staffs and the visitors should be strictly daléd.
Hand should be washed before and after examinitiy ea" Eng j Med 2001; 352: 2047-8.

baby. Apart from the parents other visitors shawtl 3 Geetha T, Chenoy R, Stevens D, Johanson RB. ficemtre
be allowed in the neonatal care unit. Birth asphysi
another important cause of neonatal death. Progeer u  Epidemiol 1995; 9: 74-89.

of partogram and timely intervention by gynec0|ogis4. Vaidhya K, Banskota HK. Perinatal Mortality at NKINH.
during delivery when there is prolong labour aniglfe

distress will decrease the incidence of birth azjzhy 5

Significant percentage of patient did not have raaiiz

checkup in the study. Patients should be made awareggpal estimateWHO 2006.

about the importance of antenatal checkup. Regular yjanandhar DS. Perinatal death augithmandu Univ Med

antenatal checkup will help to decrease still bivttich

in turn will decrease PMR.
Table-5: Perinatal deaths in relation to birth weight

Birth weight (grams) LFD END Total

n % n % | n %
1000-1499 5| 455% 5| 455 10| 45b
1500-2499 1| 90 6| 545 7| 318
2500-3999 41 365 - - 4 1872
>4000 11 90| - - 1] 45
Total 11 | 100 11 | 100 | 22 |100

Table-6: Perinatal deaths in relation to gestational age.

Gestational age (wks) LFD END Total

n % n % | n %
28-31 3| 275 7| 64| 10| 4515
32-36 4 1360 2| 18] 6| 270
37-41 3| 275 2| 18] 5| 230
>42 1| 90| - - 1] 45
Total 11 | 100f 11| 100 22| 100

ANC
64%

Fig. 3. Perinatal deaths in relation to ANC
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